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LUNG CANCER



Most common malignancy worldwide

Epidemiology



Place of lung cancer among other 
malignancies - females



Place of lung cancer among other 
malignancies - males



 Smoking – responsible for more than 80% 
of lung cancer, smoking 20 cigarettes per 
day increases one’s risk of cancer 20-fold; 

 Second-hand smoke - 30% increased risk 

 Asbestos – especially 
when combined with 
smoking (90-fold increased 
risk)

 Other

Etiology







Poor prognosis



What
 can we do to change this?

Primary prevention                       Secondary                               
  Better 
                                                        prevention                            
     treatment



Media/Other:

a. Information

b. Consequeces

c. Awareness

d. Fear

e. Policies

f. Motivation

Changing 
behaviour/ 
habits!

Preventi
on



Is there any screening method that 
proved to be effective in diagnosis of 

unsymptomatic lung cancer?

Screening



The National Lung Screening Trial 
(NLST)

National Lung Screening Trial 
Research Team.  N Engl J Med 2011; 
365: 395-409.



A total of 1060 lung cancers (645 per 100,000 
person-years) were diagnosed in the low-dose 
CT group, as compared with 941 (572 per 
100,000 person-years) in the radiography 
group (rate ratio, 1.13; 95% confidence 
interval [CI], 1.03 to 1.23). 

20.0% decrease in mortality from lung cancer 
was observed in the low-dose CT group as 
compared with the radiography group. 



SYMPTOMS
 Cough – 80% of symptomatic pts, 

 Dyspnea, stridor, haemopytsis

 Reccuring pnaeumonia – bronchi obstruction

 Pleural effusion (exudate)

 Chest pain

 Shoulder and arm pain 

 Horner’s syndrome

 Unilateral diaphargm paresis



SYMPTOMS

Do know what 

kind of symptoms 

is it?

Do you know it 

may be a first 

symptom of 

undergoing 

malignant 

process?



Clubbing



 History and physical examination

 Chest X-ray

 CT scan – chest and upper abdomen (liver and adrenal 
glands), mediastinal lymph nodes 

 PET – distant metastases, mediastinal lymph nodes (+/-)

 Histology/cytology:

- Central tumors: bronchoscopy, 

- Peripherial tumors – transthoracic needle biopsy, 
thoracotomy

Lung cancer – Dx& staging



Staging
 PET scan

Treatment strategy 
change in up to 
40% of patients.



 Mediastinoscopy – medistinal lymph 
nodes biopsy (neoadjuvant treatment 
beneficial in N2 positive cases)

 EBUS/EUS 

 Thoracoscopy and thoracentesis

Staging



The most common sites of metastases

BLAB
Bone – Liver – Adrenals – Brain

Lung cancer often diagnosed already when 
there are metastases present!

Staging NSCLC



8th edition of TNM for  LC



What changed?



LUNG CANCER

Non-small cell LC 
(NSCLC)                87%

- Adenocarcinoma
-  Squamous cell carcinoma
-  Large cell carcinoma
-  NOS carcinoma

Small cell LC 
(SCLC)                     
13%



Histopathology&Smoking



MULTIDISCIPLINARY TEAM:

 SURGEON
 ONCOLOGIST
 RADIOLOGIST

 RADIOTHERAPIST
 PALLIATIVE CARE
 REHABILITATION

LUNG CANCER 
TREATMENT



NSCLC - Surgery

Stage IA – IIIA



NSCLC - Surgery



VATS
 VATS

 Peripheral tumors 
up to 6 cm

- Neither hilar nor 
mediastinal 
adenopathy



 Adjuvant RTH

 N2 postivie ?

 R1 resection 

(=positive surgical margins)

 Narrow margins

NSCLC - Radiation therapy



Stereotactic

RadioSurgery (SBS/SBRT)

Precise delivery of high doses of radiation to 
the limited volume of tissue in 
hypofractionated schedule.

NSCLC - Radiation therapy



 Non-small cell lung 
cancer

 T1-T2 N0 M0

 Peripheral tumor

 Medicaly unfit to 
undergo sugery

 Declined surgery

NSCLC - Radiation therapy



NSCLC - Radiation therapy 
(SRS)



Palliative RTH:

 Bone metastases

 Brain metastases

 Local control (haemoptysis, dyspnea)

NSCLC - Radiation therapy



IB (tumor diameter > 4 cm), IIA, IIB, IIIA
Adjuvant chemotherapy

Two cytostatics

cisplatin + vinorelbine, 4 cycles, q3w

NSCLC – Adjuvant 
Chemotherapy



NSCLC - Adjuvant 
Chemotherapy

Adjuvant chemotherapy - benefit in OS and DFS

Pignon JP et al. J Clin Oncol 2008;26:3552-3559



NSCLC - Adjuvant 
Chemotherapy



NSCLC – Adjuvant 
Chemotherapy



Stage IIIA (N2) NSCLC

NSCLC IIIA

Multidisciplinary treatment



NSCLC III A (N2)



Stage III B

Chemoradiotherapy

NSCLC – Stage IIIB



Stage IIIB chemoradiation

  - Better outcomes                      - Worse 
outcomes

  - Higher toxicity                          -  Lower toxicity

NSCLC

Concurre
nt

Sequential



Stage IV – metastatic disease

Palliative chemotherapy

NSCLC – palliative 
chemotherapy



NSCLC – palliative 
chemotherapy

 Two – drugs 
combinations in 
patients in good 
general condition

 The basic drug –

CISPLATIN

 Similar outcomes



What kind of regimen to use?
Pemetrexed + 

cisplatin better in 
non-squamous cell 
group

Gemcitabin + 
cisplatin better in 
squamous cell 
group



Erlotinib and gefitinib – tyrosine kinase 
inhibitors (TKIs)

Clinical predictive factors of response:

 Female

 Asian

 Never-smokers

 Adenocarcinoma

NSCLC – palliative systemic 
treatment



NSCLC – palliative systemic 
treatment

1 – anti-EGFR Ab                                                                     2 – 

TKI





AFATYNIB

↑ OS in 1st line!

 LUX-LUNG 3 TRIAL: afatynib vs cisplatin&pemetreksed

HR=0,54; p=0,0015

 LUX-LUNG 6 TRIAL: afatynib vs cisplatin&gemcitabine

HR=0,64; p=0,0229

TKI in NSCLC



NSCLC – targeted therapy
 Fusion gene 

 EML4-ALK

 2-7% NSCLC 
patients

Crizotinib – oral ALK 
inhibitor



NSCLC – targeted therapy 
crizotinib



                                    NIVOLUMAB
 Humanized IgG4 monoclonal antybody
 Antybody enhancing autoimmune response of the 

„host”
 Checkpoint inhibitor
 Proved to be effective in 2nd line treatment of NSCLC
 Both squamous and non-squamous NSCLS
 12.2 months vs 9.4 (docetaxel monotherapy)
 19% of patient experienced complete or partial 

tumor shrinkage, effect lasted an avarage 17 mo (in 
dtx group response lasted an avarage 6 mo only!)

Anty PD-1



NSCLC – early palliative care
Early palliative care 

added to 
chemotherapy 
improves overall 
survival and quality 
of life.



 13% of lung cancer cases

 Neuroendocrine differentiation: possitive 
staining for chromogranine, 
synaptophisine, NSE

 Paraneoplastic syndromes due to 
neuroendocrine activity (Cushing’s 
syndrome, SIADH)

Small cell lung cancer – SCLC



Large mass, hilar and 
mediastinal 
adenopathy

- In most cases primary 
systemic disease (very 
high metastatic 
potential)



LS vs ES
Limited Stage (Limited Disease) – 
tumor doesn’t exceed half of the 
chest



Chemoradiotherapy
[ChT regimen: EP (cisplatin + etoposide)]

SCLC – LD Treatment

Concurrent Sequential

- Better outcomes
- Higher toxicity

- Worse outcomes
- Lower toxicity



                      

                     Surgical treatment:

 Very rare cases of tumor surrounded by 
lung tissue -> histology after surgical 
excision

 If histology assessed before surgery and 
negative lymph nodes -> surgery + adj. 
chemotherapy

SCLC – LD Treatment



          Prophylactic Cranial Irradiation (PCI)

 After chemoradiation

 Partial or Complete Response (PR/CR) in CT 
scan

 PS 0-1

 3-5 weeks after last week of chemotherapy

3-year OS PCI group: 20,7% 
No-PCI group:15,3%

SCLC – LD Treatment



- 70% of patients
- Treatment – chemotherapy cisplatin + etoposide
- 4 – 6 cycles
- If any response -> PCI
- Decrease in incidence of symptomatic CNS metastases
- Prolongs survival

SCLC – ED Treatment



SCLC – ED Treatment
            2 nd line chemotherapy:

 PD within 3 months: refractory disease

 PD after 3 months: 

› topotecan 

› CAV (cyclophosphamide, doxorubicin, 
vincristine)



Thank You for Your 
Attention!


