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o, 2H8H BRe 19819 AARAZT(World
Health Organization, WHO) 9] ¥57} Alg-goh
Ao BTN EY(squamous or epider-
moid carcinoma : 29%), *l1¢+(adenocarcincma
including bronchioloalveolar carcinoma : 35%),
i 2 d(large cell carcinoma : 9% ) £ vlAAE
#gk(non-small cell carcinoma, NSCLC)3} 4
E#HY{(small cell carcinoma, SCLC : 18%)2] 4
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o8 AFAE 7h viwEe a,yfa-
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Y #)E 19463d Denoix7h
gz, ag|am do] oo wet ¢e) et
A=g FEIke AAE

P Y,

Z2HE AAA A
neg ¢

Akgtorn A= SIS,

AFE Hole vl % o]FA Polet. wita wHghe 1% 19743 American Joint Committee for Can-
g A=E FEIR, AR AL A, R4 cer Staging (AJC)7} oj2] grlolA] s ol
g vhe-& Hokslr] flete] Wl AAVE AMEE 3 TNM ®71E tEolA Fxsieien, olF A
¥ 1. Clinical and surgical-pathologic stage*
Months after treatment (Cumulative percent surviving)
12(%) 24(%) 36(%) 48( %) 60( %)
cStagett
clA (n=687) 91 79 71 67 61
¢IB (n=1,189) 72 54 46 41 38
cllA (n=29) 79 49 38 34 34
clIB (n=357) 59 41 3 26 24
clllA (n=511) 50 25 18 14 13
cllIB (n=1,031) 34 13 5
clV (n=1,427) 19 6
pStage™*
plA (n=511) 94 86 80 73 67
pIB (n=549) 87 76 67 62 57
pllA (n=76) 89 70 66 61 55
pliB (n=375) 73 56 46 42 39
pllIA (n=399) 64 40 32 26 23

*Overall comparisons : p<0.05

# Percentage distribution of cell types . adenocarconoma, 47.2% ; Squamous cell carcinoma,
33.9% ; large cell carcinoma, 3.1% ; small cell carcinoma, 11.9% ; NOS (carcinoma not speci-

fied), 3.9% ; Total 5,230

**Percentage distribution of cell types . adenocarcinoma, 53.0% ; Squamous cell carcinoma,

41.6% ; large cell carcinoma, 3.6% ; NOS (carcinoma not specified), 1.9% ; Total 1,910
(Ref. Mountain CF. Revisions in the international system for staging lung cancer. Chest

1997;111:1710-1717)
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F 2. TNM ®7] @A depa 3

Old classification

New classification

Stage 0 Carcinoma in situ Stage 0 Carcinoma in situ

Stage I TINOMO Stage TA TINOMO
T2NOMO Stage IB  T2NOMO

Stage 1 TIN1IMO Stage 1A TINOMO
T2N1MO Stage IB  T2ZN1IMO, T3NOMO

Stage A  T1N2MO, T2N2M0O, T3NZMO Stage A  TIN2M0, T2N2M0, T3N2MO
T3NOMO, T3AN1MO T3N1IMO

Stage 1B T4NOMO, TAN1IMO, T4N2MO Stage B T4NOMO, T4N1MO, T4AN2MO
T1IN3MO, T2N3MQ, T3N3MO TIN3MO, TZN3MQ, T3N3MQ
T4N3MO0 T4N3MO

Stage V Any T Any N M1 Stage V Any T Any N M1

ool did Wrle 1974d2) 19861 2314 o AR
b UAATST TNM £7E5 o] 43 W7) #4e o
Fo diE §-8F HEE ANY £ Yo 1986
Mountaing] #5of wh=wd 1/3 shxbs 944 EAg)
e Ee A AEE T 4 s 22 A8e 7}
21 glow, stage [, stage 1I, 18] stage I
A 4R 87} olof HiPEt. 1/3 B stage NV
diseaseo] A Holg iz glow, vpwjx] 1/3
A 9 BA9 AR K FE A, Thset
2 Fe FE Qe BaA FL ojd WAL 7FA| A
AUE stage MA Fx4e] AR} stage B A7}
olofl siggct.

v FUE HUIE R BxE X3 5 A
BE siets Fajo)] xolrt by wie] o]E o
71 Bge] FAEE MAAs] A nIsg o3
Ag PEE 7R 82 Jdg mold 1997d
Mountaino] thA] 34 A" Al2¢ TNM ¥W7|&
WHEATHE 1, ¥ 2)8

TNM 57| E=ollM etz H

1. Stage Groupingo}A TNM subsets& Fx}o] o
Fo| w2} B ARsEc. Stage 13} UE 2

z+ A, B pEstdon], T3NOMOE Stage IIA
2RE Stage IB2 £71 Aol 8 Holdolth( &
1, 2, £3).

A4 satellite nodule]
A 715 & oAl =t T2 4% T3
2, T3 7% T4z siglch. 2eiv A2 MAE ¥

7] BANM e fEd el 9A1g G (lobe) o] sat-
ellite noduleo] glo® T4, T32] T Qo 54
H metastatic nodulee] flodd Mloag HEIC}
(3 3).

i
ol
° 4o
-3
off,
N

3. Qa4 sl YmAS MY YU A% Nloz
BRele 2 ekl 71&slelth(E 3)

1) Old dlassificationOf{A{ N1
-Metastasis to lymph nodes in the peribronchial
or the ipsilateral hilar regions, or both, includ-

ing direct extension

2) New classificaitonoi{A{ N1
~Metastasis to ipsilateral peribronchial and/or ip-

silateral hilar lymph nodes, and intrapulmonary
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nodes involved by direct extension of the pri-

mary tumor
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d(performance status)# & 74 J5E F
k= 3lo] 7€ o2 Fgsjrt.

e 53 FEe #zte B9 A, o), =
#+4x, tumor burden 59 X2 a8 Wgsh=
7o Karnovsky scale, ECOG(Eastern Cooper-
ative Oncology Group) scale o] o]g&®u}.

o fu o ok
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matic, fully ambulatory, 2 : In bed<<50% of the
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1. d|AMZSS (Non-small cell lung carcinoma;
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3. TNM classification of lung cancer using the new International Staging System (ISS) (Revisions in the international
system for staging lung cancer, 1997 by Clifton F. Mountain, M.D.)

Primary Tumor (T)

TX
TO
Tis
T1

T2

T3

T4

Primary tumor cannot be assessed, or tumor proven by presence of malignant cells in sputum or bronchial washings but not
visualized by imaging or bronchoscopy.

No evidence of primary tumor

Carcinoma in situ .

Tumor< 3cm in greatest dimension, surrounded by lung or visceral pleura, without bronchoscopic evidence of invasion more
proximal than lobar bronchus(i.e., not in the main bronchus)

Tumor with any of the following features of size or extent:

>3cm in greatest dimension

Involves main bronchus, =2 cm distal to the carina

Invades the visceral pleura

Associated with atelectasis or obstructive pneumonitis that extending to the hilar region but does not involve the entire lung.
A tumor of any size that directly invades any of the following : chest wall (including superior sulcus tumors), diaphragm, me-
diastinal pleura, parietal pericardium ; or tumor in the main bronchus<2 em distal to the carina, but without involvement of
the carina ; or associated atelectasis or obstructive pneumonitis of the entire lung.

Tumor of any size that invades any of the following : mediastinum, heart, great vessels, trachea, esophagus, vertebral body,
or carina ; or tumor with a malignant pleural or pericardial effusion, or satellite nodule(s) within the ipsilateral primary-
tumor lobe of the lobe.

*Most pleural effusions associated with lung cancer are due to tumor. However, there are a few patients in whom multiple
cytopathologic examinations of pleural fluid show no tumor. In these cases, the fluid is nonbloody and is not an exudate. When these
elements and clinical judgment dictate that the effusion is not related to the tumor, the effusion should be excluded as a staging ele-
ment and the patient’s disease should be staged T1, T2, or T3. Pericardial effusion is classified according to the same rules.

Regional Lymph Nodes (N)

NX
NO
N1

N2
N3

Regional lymph nodes cannot be assessed.
No regional lymph node metastasis

Metastasis to ipsilateral peribronchial and/or ipsilateral hilar lymph nodes, and intrapulmonary nodes involved by direct ex-
tension of the primary tumor

Metastasis to ipsilateral mediastinal and/or subcarinal lymph node(s)
Metastasis to contralateral mediastinal, contralateral hilar, ipsilateral or contralateral scalene, or supraclavicular lymph nodes

Distant Metastasis (M)

MX  Presence of distant metastasis cannot be assessed.

Mo
M1

No distant metastasis
Distant metastasis present

*Separate metastatic tumor nodule(s) in the ipsilateral nonprimary-tumor lobe(s) of the lung also are classified M1.

Stage Grouping using the New ISS

Occult carcinoma TX NO MO
Stage 0 TIS Carcinoma in situ

Stage IA T1 NO MO

IB T2 NO MO

Stage [IA T1 N1 Mo

1B T2 N1 MO

T3 NO MO

Stage 1A T3 N1 MO

T1-3 N2 MO

Stage 1B Any T N3 MO

T4 Any N MO

Stage [V Any T Any N M1
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X 4. Pretreatment staging procedure for lung cancer patients
(Ref. Harrison’s Principles of Internal Medicine. 14th ed. 1998, page 552~561)

All Patients

Complete history & physical examination
Determination of performance status and weight Joss
Ear, nose, and throat examination

Complete blood count with platelet determination

Measurement of serum electrolyte glucose, calcium, phosphorus, renal and liver function tests

Electrocardiogram

Skin test for tuberculosis

Chest X-ray

Computed tomography scan of brain, chest, abdomen, and radionuclide scan of bone if any of the above studies suggest
presence of tumor metastases in these organs

X-rays of suspictous bony lesions detected by scan or symptom

Barium swallow radiographic examination if esophageal symptoms exist

Pulmonary function studies and arterial blood gas measurements if signs or symptoms of respiratory insufficiency are
present

Biopsy of accessible lesions suspicious for cancer if a histologic diagnosis is not yet made or if treatment or staging deci-
sions would be based on whether or not a lesion contained cancer

Patients with NSCLC who have no obvious contraindication to curative surgery or radiotherapy

All the above procedures, plus the following:
Fiberoptic bronchoscopy with washings, brushings, and biopsy of suspicious areas
Pulmonary function tests and arterial blood gas measurements
Coagulation tests
Computed tomographic scans of brain, chest, and abdomen
If surgical resection is planned ; surgical evaluation of the mediastinum at mediastinoscopy or at thoracotomy
If the patient is a poor surgical risk or a candidate for curative radiotherapy ; transthoracic fine-needle aspiration biop-
sy or transbronchial forceps biopsy of peripheral lesion if material from routine fiberoptic bronchoscopy is négative

Patients presenting with small cell or non-small cell lung cancer that is not curable by either surgery or
radiotherapy alone

For proven small cell lung cancer, all the procedure under “All Patients”, plus the following:
Fiberoptic bronchoscopy with washings and biopsy
Chest, abdomen, and brain CT scans
Bone marrow aspiration and biopsy
For non-small cell lung cancer or cancer of unknown histology, all the procedures under “All Patients”, plus the follow-
ing:
Fiberoptic bronchoscopy if indicated by hemoptysis, obstruction, pneumonitis, or no histologic diagnosis of cancer
Biopsy of accessible lesions suspicious for tumor to obtain a histologic diagnosis or if therapy would be altered by find-
ing of tumor
Transthoracic fine-needle aspiration biopsy or transbronchial forceps biopsy of peripheral lesions if fiberoptic bronchos-
copy is negative and no other material exists for a histologic diagnosis
Diagnostic and therapeutic thoracentesis if a pleural effusion is present
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e TNM classification of lung cancer using the
new International Staging System(ISS) devel-
oped by AJC (American Joint Committee)

1) T (Z°F =7] ; tumor size)

2y N(d9 g)=d AW ; regional node involve-
ment)

3) M (997 Ho] od8; presence or absence of dis-

tant metastasis)
2. AMIEZEH2H(Small cell fung carcinoma ; SCLC)
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# 5. Comparison between iTNM stage and pTNM stage (n=74)

pTNM I I mA mB Total
I'TNM
Oceult cancer 1(100%) 0 0 0 1
1 19(61.3%) 7(22.6%) 5(16.1%) 0 31
11 1(50%) 0 1(50%) 0 2
A 11(47.9%) 4(17.3%) 6(26.1%) 2(8.7%) 23
B 7(41.2%) 6(35.3%) 3(17.6%) 1(5.9%) 17
Total 39(52.7%) 17(22.9%) 15(20.3%) 3(4.1%) 74
3 6. Comparison between iT and pT (n=74)
T 1 2 3 4 Total
iT
Occult cancer 1(100%) 0 0 0 1
1 8(50%) 8(50%) 0 0 16
2 6(16.2%) 27(73%) 3(8.1%) 1(2.7%) 37
3 1(11.1%) 3(33.3%) 4(44.5%) 1(11.1%) 9
4 1(9.1%) 8(72.7%) 1(9.1%) 1(9.1%) 11
Total 17(23.0%) 46(62.2%) 8(10.8%) 3(4.0%) 74
% 7. Comparison between iN and pN (n=74)
pN 0 1 2 3 Total
iN
0 24(63.2%) 11(28.9%) 3(7.9%) 0 38
1 3(75.0%) 0 1(25.0%) 0 4
2 12(50.0%) 10(41.7%) 2(8.3%) 0 24
3 6(75.0%) 1(12.5%) 1(12.5%) 0 8
Total 45(60.8% ) 22(29.7%) 7(9.5%) 0 74
 TNM #7]= overestimation® A$7} 43.3% Eo|g 53.3%, %A dE= 40%, SA4
(32/74), underestimation® 797} 21.6%(16/ T 61.1% olglt. ZEHoR AFAEL F
74)0l%itH(E 5). T 7] overestimationd 2% sgzaoguto g TNM #Hry] #R S &= e
7} 27%(20/74), underestimation® 7-%7} 18.9 1A o) Wi Eol| F4% €24 7] #3438
% (14/74) o] (E 6). N 87| overestimation B e 2R a8, T8 s
7497} 44.6% (33/74), underestimation® 7% T3¢} Tart FRER| e A4S 568 FHsAA
7b 20.3%(15/74)olcH( £ 7). HE £4E & QrETIL 3

=4 g FRAYGEEG UNEE 48.3%,
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