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ABSTRACT

ARTICLE DETAILS

Background: Despite being the second most frequent malignancy, lung cancer is the main reason for
cancer-related fatalities. In this study, patients who underwent surgery for Non-Small Cell Lung Cancer
and received adjuvant chemoradiotherapy will be evaluated.

Patients and Methods: The data of 123 eligible patients who were operated with the diagnosis of Non-
Small Cell Lung Cancer between 2000 and 2020 and who were treated with adjuvant chemoradiotherapy
were retrospectively analyzed.

Results: Of the 123 patients that were included in the study, 111 (90%) were males and 12 (10%) were
females. The mean age was 62.11+8.92 (range:33-77) years. According to histological types, 65 (53%)
patients were squamous cell carcinoma, 54 (44%) patients were adenocarcinoma and 4 (3%) patients
were large cell carcinoma. Fifty-nine (48%) patients had undergone right lobectomy, 43 (35%) patients
left lobectomy, 7 (6%) patients right pneumonectomy and 14 (11%) patients had left pneumonectomy.
Mean OS time of all patients was 63.34+5.98 (51.62-75.07) months. One, 2, 3 and 5-year survival rates
were 89.9%, 66.9%, 56.3% and 40.9%, respectively. There was a significant correlation between the T
stage (p=0.05) of the disease and the chemotherapy protocol (p=0.046) and survival.

Conclusion: Complete surgical resection remains the most effective treatment for patients with operable
Non-Small Cell Lung Cancer. The high risks of distant recurrence brought on by the presence of
metastatic disease that went unnoticed prior to surgery, however, restrict the effectiveness of surgical
resection. Therefore, postoperative chemoradiotherapy employing constrained areas and contemporary
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approaches can be advantageous.
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INTRODUCTION

Despite being the second most frequent malignancy, lung
cancer is the main reason for cancer-related fatalities.[*] Non-
Small Cell Lung Cancer (NSCLC) is the most typical
histological type. Typically, 10% of patients are in stage I,
20% are in stage 11, 30% are in stage 111, and 40% are in stage
IV at the time of diagnosis.[?! Surgery is advised for patients
in stages I-111A. However, even after total resection, stage 1A
patients had a 5-year survival rate of 70-80% compared to
stage I11A patients' 20-25%. Even in individuals who receive
surgery in the early stages, recurrence occurs in about 20—
30% of cases.l®! Lymphadenectomy is not routinely advised
in the management of NSCLC. Various centers conduct
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radical ~ systematic  mediastinal  lymphadenectomy,
radiological worrisome lymph node excision, and mediastinal
lymph node sampling.®!

In the postoperative radiotherapy (PORT) study conducted by
The Lung Cancer Study Group, the use of both preoperative
and postoperative chemotherapy and radiation therapy in
patients undergoing surgery to improve both local control and
survival have been examined, and it was reported that
especially mediastinal lymph node involvement worsened the
prognosis. Additionally, it was demonstrated that while
chemotherapy or concurrent therapy enhanced local control
and disease-free survival, they had no impact on overall
survival (0S).B!
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This study aims to evaluate patients who were operated on
with the diagnosis of NSCLC. Its relationships with surgery
will be examined, including OS, 1, 2, 3, and 5-year survival.

MATERIALS AND METHODS

Patient selection

The study was conducted on 123 patients who were
diagnosed with NSCLC cancer, treated and followed between
January 2000 to December 2020 in our clinic. This
retrospective analysis (Project No. 2021-34) received
approval from the institutional review board. The information
about patients was accessed with the retrospective analysis of
patient files. Sex (male/female), age (<59/>60), localization
(right, left), histology (large cell carcinoma (LCC),
adenocarcinoma (ADC), squamous cell carcinoma (SCC)),
stage of the disease (TNM), and treatment modality were
noted. The study did not include participants with metastatic
disease.

Treatment

During treatment, patients are typically lying on their backs
with their torsos supported and partially immobilized by
movable wingboards. More options are available when using
lateral or oblique beam angles when the arms are positioned
above the head. For radiotherapy (RT) application, computer
tomography (CT) scans were conducted. The mass or mass
stump and lymph nodes were fused with pre-operative CT or
Positron Emission Tomography (PET)-CT. The heart,
esophagus, and medulla spinalis were contoured as critical
organs. The 3-dimensional conformal radiotherapy (3DRT)
technique was used. In RT planning, the mass/mass bed was
defined as clinical tumor volume (CTV1) and lymph nodes as
CTV2. The planned target volume (PTV) was created by
giving a 2 cm margin to CTV1 and a 1 cm margin to CTV2.
The RT indication, if N2 was 50-54 Gy, if the positive margin
was 54-60 Gy, or if there was a gross residual tumor, a dose
of 60-66 Gy was administered.

Chemotherapy

Cisplatin 75 mg/m? day 1, vinorelbine 25 mg/m? days 1 and
8, every 21 days for 4 cycles, gemcitabine 1250 mg/m? days
1 and 8, cisplatin 75 mg/m? day 1, docetaxel 75 mg/m?day 1,
every 21 days for 4 cycles, or paclitaxel 45-50 mg/m? weekly
were used as the chemotherapy protocol.

Follow-up

Patients were followed clinically every three months for the
first two years, every six months for the next three years, and
then once a year after that. Each appointment included a
physical examination and a chest CT scan. Recurrence or
metastasis was defined as a recurrence that was confirmed by
a biopsy or as evidence of disease progression on successive
imaging scans. Local recurrence or distant metastasis were
the two main groupings of failure patterns that were
described.

Statistical methods

Based on OS rates, clinical outcome was examined. The
relationship between patient variables (age, sex, histology),
tumor features (stage, lymph node involvement, surgery type,
positive  surgical margins, chemotherapy protocol,
radiotherapy dose), and clinical outcome (distant metastasis
and local recurrence) was examined. The Kaplan-Meier
method was used to determine survival rates. In order to
identify differences between subgroups and forecast variables
with independent prognostic relevance on survival, the log-
rank test was applied. At a computed p-value of 0.05, all
significant tests and statistical significance were accepted.

RESULTS

A hundred eleven (90%) of the 123 patients who participated
in the study were male, and 12 (10%) were female. The mean
age was 62.11 + 8.92 years (range: 33-77), Forty (33%)
patients were <59 years and 83 (67%) patients were >60 years
old.

According to histological types, 65 (53%) patients were SCC,
54 (44%) patients were ADC and 4 (3%) patients were LCC.
Fifty nine (48%) patients had undergone right lobectomy, 43
(35%) patients left lobectomy, 7 (6%) patients right
pneumonectomy and 14 (11%) patients had left
pneumonectomy.

Twenty three (19%) patients were T1, 58 (47%)
patients were T2, 27 (22%) patients were T3 and 15 (12%)
patients were T4 tumor. There were no lymph node
involvement in 26 (21%) patients. 26 (21%) patients had N1
and 71 (58%) patients had N2.

RT was applied to 38 (31%) patients for positive or
close surgical margins, 66 (54%) patients for N2, 7 (5%)
patients for surgical margins and N2, and 12 (10%) patients
for recurrence.

According to clinical staging, 4 (3%) patients were
stage A, 10 (8%) were stage Il1A, 26 (21%) were stage 1B,
57 (47%) were stage 1A and 26 (21%) patients were stage
11B.

Twenty-two (18%) patients were treated with 50 Gy, 36
(29%) patients with 54 Gy, 33 (27%) patients with 60 Gy and
32 (26%) patients were treated with 66 Gy.

Of the patients with good general condition and
performance, 57 (47%) received cisplatin + vinorelbine, 27
(22%) cisplatin + docetaxel, and 32 (26%) cisplatin +
gemcitabine. Weekly paclitaxel was administered to the other
7 (5%) patients.

Progression was detected in 27 (22%) of the patients
during the follow-up. Six (5%) of them were in the surgical
stump and 21 (17%) of them were in mediastinal lymph
nodes.

Metastases were detected in 44 (36%) of the patients during
the follow-up. Eighteen (15%) of them were in the brain, 16
(13%) of them were in bone, 7 (6%) of them were in the
contralateral lung and 3 (2%) of them were in the surrenal
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gland. Metastases were seen after a mean of 24.3+20.94
(range: 5-96) months from the date of diagnosis. Bone
metastases were seen at 38.7+26.7 (range: 6-96) months,
brain metastases at 13.64+9.88 (range: 3-32) months, and
contralateral lung metastases at 12.5+10.6 (range: 5-20)
months on average.

In the follow-up, two patients had bladder cancer and
one patient had endometrial cancer. All of these patients had
N2 and received cisplatin+dosetaksel chemotherapy.
Forty-nine (40%) of the study's patients were still alive and
74 (60%) had passed away at the time of the last follow-up.

Survival

A total of 123 patients for whom information was available
were evaluated in the survival analysis. All patients' mean OS
duration was 63.34+5.98 (51.62-75.07) months. The overall
1-, 2-, 3-, and 5-year survival rates were 89.9%, 66.9%,
56.3%, and 40.9%, respectively (Figure 1.).

Survival Function

Cum Survival

os

Figure 1. Overall survival

The mean OS time of the patients < 59 years of age was
71.79+£9.77 (52.63-90.95) months. The proportions of
survivors at 1, 2, 3, and 5 years were, respectively, 96.2%,
72%, 67.5%, and 50%. The mean OS time of patients >60
years of age was 55.57+7.19 (41.46-69.68) months. The rates
of survival at 1, 2, 3, and 5 years were 82.9%, 64.2%, 50%,
and 33.8%, respectively. There was no statistically significant
difference (p = 0.313) in OS time between the two groups.

The mean OS for males was 61.08+6.38 (48.58-
73.59) months. For males, 1, 2, 3 and 5-year OS rates were
87.5%, 75%, 60% and 60%, respectively. Mean OS time for
females was 57.95+9.74 (38.84-77.50) months. Females had
survival rates of 88.9%, 66%, 53.9%, and 42.4% at 1, 2, 3,
and 5 years, respectively. There was no statistically
significant difference in OS time between the sexes (p =
0.351).

For patients with SCC histology, the mean OS time
was 58.22+7.96 (42.61-73.84) months. The rates of survival
at1,2,3,and 5 years were 90.3%, 55.9%, 51.9%, and 40.9%,
respectively. For patients with an ADC histology, the mean
OS time was 68.71+8.72 (51.61-87.81) months. One, 2, 3 and
5-year survival rates were 88.9%, 80%, 68.5% and 51.7%,
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respectively. For patients with an LCC histology, the mean
OS time was 28.7£13.5 (2.04-54.96) months. One, 2, and 3-
year survival rates were 50%, 50%, 50% and 51.7%,
respectively. No patient was alive at 5 years. There was no
statistically significant difference (p = 0.247) in OS time
between the three groups.

The mean OS in patients who underwent right
lobectomy was 63.7+8.16 (47.79-79.80) months. In these
patients, the 1, 2, 3 and 5-year survival rates were 87.2%,
68.2%, 54.3% and 42.3%, respectively. Mean OS in patients
who underwent left lobectomy was 61.21+£9.57 (42.53-79.89)
months. In these patients, the 1, 2, 3 and 5-year survival rates
were 93.6%, 72.2%, 61.8% and 48.1%, respectively. Mean
OS in patients who underwent right pneumonectomy was
56.8+11.8 (33.65-79.94) months. In these patients, the 1, 2, 3
and 5-year survival rates were 80%, 80%, 80% and 80%,
respectively. Mean OS in patients who underwent left
pneumonectomy was 41.22+16.55 (8.78-73.66) months. In
these patients, the 1, 2, 3 and 5-year survival rates were 74.1,
29.6%, 29.6% and 29.6%, respectively. Between the surgical
methods in terms of OS time, no statistically significant
difference (p = 0.282) was seen.

When the patients are analyzed for T stages, in T1
patients mean OS time was 44.71+6.73 (31.51-57.90)
months. One, 2, 3 and 5 years survival rates were 88.7%,
73.3%, 54.3% and 54.3%, respectively. In T2 patients mean
OS time was 69.24+7.7 (54.14-84.34) months. One, 2, 3 and
5 years survival rates were 97.2%, 73.2%, 62.7% and 49.8%
respectively. In T3 patients mean OS time was 63.3+13.02
(37.76-88.84) months. One, 2, 3 and 5 years survival rates
were 82.6%, 63.6%, 54.5% and 43.6%, respectively. In T4
patients mean OS time was 22.7+5.42 (12.07-33.32) months.
One and 2 years survival rates were 60% and 40%
respectively and no patient lived 3 years. There was a
significant relationship between disease T stage and survival.
Survival of T1, T2 and T3 patients was significantly better
than that of T4 patients (p = 0.05) (Figure 2.).

Survival Functions
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Figure 2. Survival by T stage

When the patients are analyzed for N stages, in NO patients
mean OS time was 43.5+6.48 (30.80-56.20) months. One, 2,
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3 and 5 years survival rates were 82.4%, 64.2%, 57% and
39.9%, respectively. In N1 patients mean OS time was
80.39£12.90 (55.09-105.68) months. One, 2, 3 and 5 years
survival rates were 93.8%, 80.4%, 62% and 62%,
respectively. In N2 patients mean OS time was 58.74+7.41
(44.21-73.28) months. One, 2, 3 and 5 years survival rates
were 86.6%, 64.7%, 55.1% and 40.8%, respectively. There
was no significant difference between the three groups (p =
0.111).

When the patients are analyzed by stages, stage 1A3
mean OS time was 61.08+6.38 (48.58-73.59) months. One, 2,
3 and 5-year survival rates were 100%, 100%, 100% and
100%, respectively. Stage 1A mean OS time was 48.17+9.67

Table 1. Patient characteristics and survival.

(29.21-67.14) months. One, 2, 3 and 5-year survival rates
were 85.7%, 71.4%, 53.6% and 35.7%, respectively. Stage
I1B mean OS time was 61.85+11.85 (38.62-85.09) months.
One, 2, 3 and 5-year survival rates were 94.1%, 69.7%, 53.8%
and 44.8%, respectively. Stage IIIA mean OS time was
71.10+8.94 (53.57-88.64) months. One, 2, 3 and 5-year
survival rates were 91.6%, 69.5%, 61.6% and 50.2%,
respectively. Stage Il1IB mean OS time was 34.71+8.87
(17.30-52.11) months. One, 2, 3 and 5-year survival rates
were 76.5%, 51.3%, 38.5% and 19.3%, respectively. There
was no significant relation between disease stage and OS (p
= 0.334). Patient characteristics and survival are shown in
table 1.

n(%) (0K (0K (0K (0K (O} p

Mean(95%CI) | 1yr (%) | 2yr(%) | 3yr(%) | 5yr(%)

GENERAL 63.34+5.98
(51.62-75.07) | 89.9 66.9 56.3 40.9

AGE (62.11+8.92 (33-77) 71.79+9.77

<59 | 40 (33%) (52.63-90.95) | 96.2 72 67.5 50 0.313
55.57+7.19
=60 | 83 (67%) | (41.46-69.68) | 82.9 64.2 50 33.8

SEX 61.08+6.38

Female 12 (10%) (48.58-73.59) | 87.5 75 60 60 0.351
57.95+9.74

Male 111 (90%) | (38.84-77.50) | 88.9 66 53.9 42.4

HISTOLOGY 58.22+7.96

Squamous cell carcinoma 65 (53%) (42.61-73.84) | 90.3 55.9 51.9 40.9
68.71+8.72 0.247

Adenocarcinoma 54 (44%) (51.61-87.81) | 88.9 80 68.5 51.7
28.7+13.5

Large cell carcinoma 4 (3%) (2.04-54.96) 50 50 50 -

SURGERY TYPE 63.7+8.16

Right Lobectomy 59 (48) (47.79-79.80) | 87.2 68.2 54.3 42.3
61.21+9.57

Left Lobectomy 43 (35%) (42.53-79.89) | 93.6 72.2 61.8 48.1 0.282
56.8+11.8

Right Pneumonectomy 7 (6%) (33.65-79.94) | 80 80 80 80
41.22+16.55

Left Pneumonectomy 14 (11%) (8.78-73.66) 74.1 29.6 29.6 29.6

T 44.71+6.73

1 23 (19%) 31.51-57.90) 86.7 73.3 54.3 54.3
69.24+7.7

2 58 (47%) (54.14-84.34) | 97.2 73.2 62.7 49.8 0.05
63.3+13.02

3 27 (22%) (37.76-88.84) | 82.6 63.6 54.5 43.6
22.7+5.42

4 15 (12%) (12.07-33.32) | 60 40 - -

N 43.5+6.48

0 26 (21%) (30.80-56.20) | 82.4 64.2 57 39.9
80.39+12.90

1 26 (21%) (55.09-105.68) | 93.8 80.4 62 62 0.111
58.74+7.41

2 71 (58%) (44.21-73.28) | 86.6 64.7 55.1 40.8

STAGE 61.08+6.38

1A 4 (3%) (48.58-73.59) | 100 100 100 100
48.17+9.67

A 10 (8%) (29.21-67.14) | 85.7 71.4 53.6 35.7
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61.85+11.85

1B 26 (21%) (38.62-85.09) | 94.1 69.7 53.8 44.8 0.334
71.10+8.94

A 57 (47%) (53.57-88.64) | 91.6 69.5 61.6 50.2
34.71+8.87

B 26 (21%) (17.30-52.11) | 76.5 51.3 38.5 19.3

When the patients are evaluated according to radiotherapy indication, in patients with positive or close surgical margins mean OS
time was 58.86+10.27 (38.72-79) months. One, 2, 3 and 5 years survival rates were 83.5%, 61.2%, 44.9% and 39.3%, respectively.
In N2 positive patients mean OS time was 63.76+7.58 (48.89-78.63) months. One, 2, 3 and 5 years survival rates were 88.4%,
70.9%, 61% and 49.9%, respectively. In patients with both positive and close surgical margins and N2 positive mean OS time was
517.5+£3.32 (10.98-24.01) months. One and 2 years survival rates were 75% and 75%, respectively and no patient lived 3 years. In
patients who underwent radiotherapy for recurrence mean OS time was 68.4+14.28 (40.4-96.39) months. One, 2, 3 and 5 years
survival rates were 87.5%, 75%, 75% and 40%, respectively. There was no significant difference between the groups (p=0.453).

When we analyzed radiotherapy doses, the patients who received 50 Gray radiotherapies had a mean OS time of 50.70+9.50
(32.08-69.32) months. One, 2, 3 and 5 years survival rates were 92.9%, 65%, 54.2% and 54.2%, respectively. In patients who
received 54 Gray radiotherapies, the mean OS time of 86.34+8.56 (69.56-103.12) months. One, 2, 3 and 5 years survival rates were
87%, 82.6%, 76.3% and 76.3%, respectively. In patients who received 60 Gray radiotherapies, mean OS time was 51.62+9.99
(32.02-71.21) months. One, 2, 3 and 5 years survival rates were 77.3%, 53.1%, 47.8% and 29.8%, respectively. In patients who
received 66 Gray, the mean OS time was 50.64+9.15 (32.70-68.57) months. One, 2, 3 and 5 years survival rates were 80.5%, 65.5%,
45.9% and 26.2%, respectively. There was no significant difference between the groups according to the dose of radiotherapy
(p=0.084).

When we analyzed chemotherapy protocols, the patients who received cisplatin+vinorelbine chemotherapy had a mean
survival time of 63.55+8.31(47.25-79.85) months. One, 2, 3 and 5 years survival rates were 83.7%, 68.6%, 61.1% and 51.7%,
respectively. In patients who received cisplatin+docetaxel chemotherapy, the mean OS time of 48.27+£10.87 (26.95-69.59) months.
One, 2, 3 and 5 vyears survival rates were 83.3%, 50%, 43.7% and 29.2%, respectively. In patients who received
cisplatin+gemcitabine chemotherapy, the mean OS time of 81.25+£11.22 (59.26-103.24) months. One, 2, 3 and 5 years survival rates
were 100%, 83%, 60.3% and 60.3%, respectively. In patients who received weekly paclitaxel chemotherapy, the mean OS time of
29.25+11.14 (7.40-51.09) months. One, 2 and 3 years survival rates were 75%, 50% and 25% respectively and no patient lived 5
years. Survival of patients receiving cisplatin+vinorelbine chemotherapy and cisplatin+gemcitabine chemotherapy was significantly
better (p = 0.046). Treatment characteristics and survival are shown in table 2.

Table 2. Treatment characteristics and survival

n(%) 0s oS oS OSrate | OSrate5yr | p
Mean rate 1 |rate 2 |3 yr| (%)
(95% ClI) yr(%) | yr (%) | (%)
RT INDICATION
58.86+10.27
Surgical Marjin | 38 (31%) (38.72-79) 83.5 61.2 44.9 39.3
63.76+7.58
N2 66 (54%) (48.89-78.63) 884 |70.9 61 49.9 0.453
17.543.32
Surgical Marjin +N2 7 (5%) (10.98-24.01) 75 75 - -
68.4+14.28
Recurrence 12 (10%) (40.4-96.39) 87.5 75 75 40
RT DOSE 50.70+9.50
50 Gy 22 (18%) (32.08-69.32) 92.9 65 54.2 54.2
86.34+8.56
54 Gy 36 (29%) (69.56-103.12) | 87 82.6 76.3 76.3 0.084
51.62+9.99
60 Gy 33 (27%) (32.02-71.21) 773 |531 |478 29.8
50.64+9.15
66 Gy 32 (26%) (32.70-68.57) 80.5 655 | 45.9 26.2
CHEMOTHERAPY
63.55+8.31
Cisplatin+Vinorelbine | 57 (47%) (47.25-79.85) 83.7 68.6 61.1 51.7
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48.27+10.87

Cisplatin+Docetaxel 27 (22%) | (26.95-69.59) | 83.3 |50 437 | 292 0.046
81.25+11.22

Cisplatin+Gemcitabine 32(26%) | (59.26-103.24) | 100 | 83 603 | 603
29.25+11.14

Paclitaxel 7 (5%) (7.40-51.09) 75 50 25 -

At the final follow-up, 49 (40%) patients were alive and 74 (60%) patients were dead.

DISCUSSION

The most prevalent non-cutaneous cancer and the leading
cause of cancer-related death worldwide is lung cancer.!!
NSCLC accounts for 80-85% of lung cancer cases. NSCLC
has three primary subtypes: SCC, ADC (including
bronchioalveolar), and LCC. Because their prognoses and
treatments are frequently similar, several subtypes of
NSCLC, which originate from many types of lung cells, are
classified together.

Older people are more likely to develop lung cancer
as the majority of lung cancer patients are in their seventh or
later decade and the incidence before the age of 45 is very
low. When diagnosed, most persons are around 70 years
old.[®l Our patients ranged in age from 33 to 77, with a mean
age of 62.11 + 8.92 years. One patient was in the fourth
decade, six were in the fifth, twenty were in the sixth, fifty-
five were in the seventh, and forty-one were in the eighth.

Although NSCLC is not related to gender, it is more
common in males. However, young females are starting to
experience it more frequently. One of the main reasons for
this increase is that the females have started smoking. The
female/male ratio in the studies was found to be 1-2/4.["81The
female to male ratio in our study was determined to be 1 in 9.
The male gender has been demonstrated to be a poor predictor
of outcome in several studies. In one study, the 5-year OS
rates for men were 57.3% and for women were 76.2%.1#In a
different study, the projected survival for males at one and
five years was 51% and 15%, respectively, whereas it was
60% and 19% for females. In particular for patients with
stage II/IV illness or adenocarcinoma, men had a
significantly higher mortality risk than women after receiving
a diagnosis of NSCLC (adjusted relative risk: 1.20, 95% ClI:
1.11, 1.30).®V In our study, although females had a trend of
higher survival rates, it was not statistically significant.

More than 40% of lung cancers, 60% of NSCLC, and
more than 70% of surgically resected cases are
adenocarcinoma, the most prevalent kind of lung cancer.
About 20% of lung malignancies are SCCs. Recently, their
occurrence has started to fall, probably as a result of a shift in
smoking habits. LCCs account for less than 3% of lung
cancers.['% In our study, 53% of patients had SCC, 44% had
ADC, and 3% had LCC. Over a 10-year study period,
squamous cell carcinoma came out on top in our analysis.
Squamous cell carcinoma remains the most prevalent
histological type when all of those individuals are combined,
even if its values are quite similar to those of adenocarcinoma
and the difference is not significant. In comparison to other

distributions, this one is unique. Although the rate of change
varies across different geographical locations, there is a
global trend toward a rise in the proportion of
adenocarcinomas and a decrease in squamous cell
carcinomas.*!l Histology has not been specified in the
literature as a prognostic or predictive variable in NSCLC
investigations. The data contradict certain research that
suggested patients with adenocarcinoma or nonsquamous
histologies would have better outcomes, and other studies that
suggested patients with squamous cell carcinoma would have
better outcomes.[*2%% Studies are showing better survival in
ADCIM or better survival in SCC.*%1 Although SCC and ADC
patients had better survival than LCC patients in our study,
statistical significance was not found.

Many studies have shown that surgical lobectomy
both reduces postoperative complication and mortality rates
and increases survival.["*®l Suen et al. showed that the
lobectomy's operational mortality and long-term survival rate
were comparable to pneumonectomy's. In our series, when
patients who underwent lobectomy and pneumectomy were
compared, no difference in survival was found.

In order to identify patient groups with comparable
survival and treatment options, the stage grouping of the
TNM subsets was created. Since pathological staging can be
done accurately in surgical patients, survival rates are better.
The 5-year survival rate for NSCLC patients drastically
declines with stage. Many studies have found a difference in
survival between stages.["*] In one study, the mean survival
rate was 61% for patients with stage 1A disease, 38% for stage
IB disease, 34% for stage IIA disease, 13% for stage IIIA
disease, 5% for stage I1IB disease, and 1% for stage 1V
disease.l' In our series, although there was no statistical
difference between the stages, there was a survival difference
according to the T stage, and there was no patient who lived
for 3 years among the T4 patients. Numerous studies
demonstrate that in non-small cell lung cancer, the number of
positive lymph nodes is a potent independent predictive
predictor.°! However, in our study, although N1 patients had
a better survival, no statistical difference was found.

Many different chemotherapy regimens can be used
concurrently with RT. However, several studies have shown
that cisplatin-based chemotherapy regimens improve
survival. A retrospective analysis of the prospective ANITA
research, in which patients received concomitant
chemoradiotherapy, showed the effectiveness of PORT and
cisplatin-vinorelbine.?Y In our study, patients who underwent
adjuvant  treatment with cisplatin+vinorelbine and
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cisplatin+gemcitabine had a superior 5-year survival rate (p =
0.046).

Postoperative radiation decreased patient survival in
stage | and stage Il patients in 1998, but not in stage IlI
disease, according to the PORT meta-analysis. The results of
the PORT meta-analysis have been questioned in a number of
ways. For instance, the majority of the included studies used
cobalt-60 devices, an outdated radiotherapy technology,
which linear accelerators are now the norm, and several
studies used dosages that are now viewed as suboptimal per
fraction.l?? Results from non randomized subanalyses of two
trials have more recently added to the discussion. First,
radiation for N2 disease was related with higher survival
rates, according to the big SEER database.?®! Second, stage
I1IA patients receiving radiation in both the observation and
treatment arms of the ANITA study had greater 5-year OS
rates than N2 patients who did not receive postoperative
radiation.?! Collectively, these findings suggest that the
lower mortality risk associated with radiotherapy itself may
outweigh the benefit of postoperative radiation in terms of
treating microscopic mediastinal lymph node disease.
Postoperative radiation has been used in the past as an
adjuvant therapy to improve local control. Studies have
employed total doses of 30 to 60 Gy divided into 2-2.5 Gy
fractions. Currently, it is unknown what the ideal dose of
postoperative thoracic radiation should be. In our series, we
applied 60-66 Gy radiotherapy to patients with a gross
residual tumor, 50-54 Gy to patients with N2 disease and 54-
60 Gy to patients with positive borders.
According to a Mountain revision, patients with NSCLC had
a stage IA disease rate of 61%, a stage IB disease rate of 38%,
a stage I1A disease rate of 34%, a stage II1A disease rate of
13%, a stage 11IB disease rate of 5%, and a stage IV disease
rate of 1%.%°1 Fang et al. came to the conclusion that the 5-
year survival rate was 72.0% in stage 1A and 61.0% in stage
IB, 32.9% in stage 1A, 34.5% in stage 1B, 22% in stage I11A,
6 and 15.9% in stage IlIB, and 7.1% in stage IV after
conducting a retrospective review of 1,905 operated NSCLC
cases. In our study, the 5-year survival rate for stage 1A3
patients was 100%, stage I1A patients' was 35.7%, and stage
I11 patients' was 44.8%.[]

STUDY LIMITATIONS

Only resected instances were included in this retrospective
registry. The study cohort is relatively small, it spans a
considerable amount of time, and it only involves one
institution and one facility. Additionally, a wide range of
variables, such as the surgeon, hospital volume, surgeon
experience, radiation oncologist's experience, and
postoperative care, can affect the patient's survival.

CONCLUSION
The most successful course of action for patients with
operable NSCLC continues to be complete surgical resection.

The high risks of distant recurrence brought on by the
presence of metastatic disease that went unnoticed prior to
surgery, however, restrict the effectiveness of surgical
resection. As a result, adjuvant treatmensts have being
researched to see if they can increase survival and lower rates
of local and distant recurrence. Adjuvant RT lowers local
relapse rates following resection while chemotherapy has a
systemic effect. After lung cancer resection, individuals who
receive RT may experience improved local control and
survival. Additionally, systemic and local therapies probably
work conjointly, so advancements in systemic staging and
therapy may enhance the efficacy of local therapies to boost
OS. Therefore, employing confined areas and cutting-edge
techniques, postoperative radiotherapy and chemotherapy
can be advantageous. For NSCLC patients who have an
indication for adjuvant therapy after primary tumor resection
surgery, more research is necessary to determine the optimal
course of action.
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