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Table 1. Patient Characteristics (N=112)

Characteristics No. of patients (%)
Gender
Male 82 (73.2)
Female 30 (26.8)
Age Median (range) 61 (32~79)
Smoking history (pack yr) Median (range) 20 (0~100)
Pathology
Adenocarcinoma 58 (51.8)
Squamous cell ca 49 (43.7)
Others 5 (4.5)
Tumor size
X (cm) Median (range) 4 (1~9)
Y (cm) Median (range) 3 (1~8)
pT stage T1 12 (10.7)
T2 75 (67.0)
T3 20 (17.8)
T4 5 (4.5)
Resection margin Negative 94 (83.9)
Positive or close 18 (16.1)
Lymphovascular invasion No 88 (78.6)
Yes 24 (21.4)
Minimal N2 disease No 77 (68.8)
Yes 35 (31.2)
No. of involved mediastinal LN
Single-station 34 (30.3)
Multiple-station 78 (69.7)
Surgery
Segmentectomy 1 (0.9)
Lobectomy 74 (66.1)
Pneumonectomy 37 (33.0)
Sequence of CTx*
OP'+CTx*+RTx +CTx* 70 (62.5)
OP" +CTx*+RTx" 17 (15.2)
Others 16 (14.3)

*chemotherapy, Toperation, Tradiotherapy
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Fig. 1. The 2-year overall survival (OS) rate was 60.2% and
disease free survival (DFS) rate was 44.7% in 112 N2-NSCLC
patients with postoperative radiotherapy. The 5-yr OS rate was
43.9% and DFS rate was 31.1%, respectively.
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Table 2. Univariate Analysis of Prognostic Factors in Pathologic N2 Patients with Postoperative Radiotherapy

OS* (%) DFS' (%)
Variables No.
2-yr 5-yr p-value 2-yr 5-yr p-value
Pathology
SCCa 49 51.0 414 0.329 50.3 37.0 0.439
Non-5CCa 63 63.3 443 38.3 193
Tumor size
<5 cm 76 72.8 499 0.035 48.8 31 0.166
=5 cm 36 36.1 30.3 35.8 25.6
Stage
<T3 87 70.2 52.3 0.000 48.6 33 0.025
>T3 25 27.4 17.1 30.9 18.6
Mediastinal LN station group
Single-station 34 66 52 0.047 63 40 0.007
Multiple-station 78 56.7 381 38.2 23
Minimal N2
No 77 59.4 439 0.743 46.8 29 0.824
Yes 35 58.5 43 38 25
LVI'
No 88 67.4 49 0.034 48 30 0.642
Yes 24 35.3 25.2 30.3 -
Resection margin
Negative 94 60.3 443 0.488 453 32.8 0.481
Positive or close 18 59.8 425 414 103
Surgery
Segmentectomy or lobectomy 75 61.7 43 0472 39.8 27 0.48
Pneumonectomy 37 54.1 37 53 337

*overall survival, Tdisease free survival, quuamous cell carcinoma, §lymphovascular invasion

Table 3. Multivariate Analysis of Prognostic Factors in Pathologic N2 Patients with Postoperative Radiotherapy

Overall survival Disease free survival
Variables
HR (95% CI) p-value HR (95% CI) p-value
Tumor size 1.511 0.142 1.488 0.132
(<5 vs. =5 cm) (0.871~2.620) (0.888~2.496)
pT stage 2.888 <0.001 1.849 0.033
(T3< vs. =T3) (1.649~5.057) (1.025~3.248)
Mediastinal LN 1.874 0.046 2.330 0.005
(single vs. multiple) (1.011~3.474) (1.292~4.203)
Lymphovascular invasion 1.155 0.653 0.780 0.437
(0.617~2.162) (0.417~1.458)

FHAEEE 9v] JA 718 h(p=0.007). o} B4
AL ot B9 A5 H=ZA HHO5% CI, HR 1.874,

3. N2®7| HAMZM HLMAM A4S B=ZE Y .
A
p=0.046)°] AEEI} FHALES YFe 7T dlF <

JH0 mE o=

B Aol A& minimal N2 7|4 EAIGH oz ou] 2 ch(Table 3).
AE AEES FTHE dalkmble 2. $A% 2ol o
hi 29 AME 299 2d 4EE 9 sd gEee
56.7%, 38.1%°|1Q3, EA%E YZAo| Ty F9| AH= AA 11279 34 F X8 F AU A= 7178(63.4%)
Aoo 2d AES Y 5 WESS 66%, 2% 2, T & 7F 0|9, FA&ANRE 23 (20.5%), A= 62 (55.4%),
o =
o

3 a3 FaAT QAL Bl A BAL 14
9 ol hi B9 AwE TR B25%)°ldekEig. 0. WAl M7l H@sd),

- 129 -



CHEHY AR ZE 83| X 2009:27(3):126~132

Loco-regional failure ~ Distant metastasis
23 62
(55.4%)

Fig. 2. The patterns of failure were loco-regional in 23 (20.5%)
patients, distant failure in 62 (55.4%) and combined loco-re-
gional and distant failure in 14 (12.5%) patients.

Table 4. Pattern of Failure According to Multiplicity of In-
volved Mediastinal Nodal Station

Single-station Multiple-station

(N=34) (N=78) p-value
LR* failure
Yes 4/34 (11.8%) 19/78 (244%) 0129
No 30/34 (88.2%) 59/78 (75.6%)
Distant failure
Yes 15/34 (44.1%) 47/78 (603%) 0114
No 19/34 (55.9%) 31/78 (39.7%)

*loco-regional
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—— Abstract

Division of the N2 Stage According to the Multiplicity of the Involved
Nodal Stations May be Necessary in the N2-NSCLC Patients
Who are Treated with Postoperative Radiotherapy

Hong In Yoon, M.D.*, Yong Bae Kim, M.D.*, Chang Geol Lee, M.D.*, Ik Jae Lee, M.D.*,
Songyih Kim, M.D.*, Jun Won Kim, M.D.*, Joo Hang Kim, Mm.D.T, Byung Chul Cho, M.D.T,
Jin Gu Lee, M.D., and Kyung Young Chung, M.D."

Departments of *Radiation Oncology, "Medical Oncology, and TThoracic and Cardiovascular Surgery,
Yonsei University College of Medicine, Yonsei University Health System, Seoul, Korea

Purpose: We wanted to evaluate the prognostic factors for the pathologic N2 non—-small cell lung cancer
(NSCLC) patients who were treated by postoperative radiotherapy.

Materials and Methods: We retrospectively reviewed 112 pN2 NSCLC patients who underwent surgery and
postoperative radiotherapy (PORT) From January 1999 to February 2008. Seventy—five (67%) patients received
segmentectomy or lobectomy and 37 (33%) patients received pneumonectomy. The resection margin was
negative in 94 patients, and it was positive or close in 18 patients. Chemotherapy was administered to 103
(92%) patients. Nine (8%) patients received PORT alone. The median radiation dose was 54 Gy (range, 45 to
66), and the fraction size was 1.8~2 Gy.

Results: The 2—year overall survival (OS) rate was 60.2% and the disease free survival (DFS) rate was 44.7% for
all the patients. Univariate analysis showed that the patients with multiple—station N2 disease had significantly
reduced OS and DFS (p=0.047, p=0.007) and the patients with an advanced T stage (=T3) had significantly
reduced OS and DFS (p<0.001, p=0.025). A large tumor size (=5 cm) and positive lymphovascular invasion
reduced the OS (p=0.035, 0.034). Using multivariate analysis, we found that multiple-station N2 disease and an
advanced T stage (=T3) significantly reduced the OS and DFS. Seventy one patients (63.4%) had recurrence
of disease. The patterns of failure were loco—regional in 23 (20.5%) patients, distant failure in 62 (55.4%) and
combined loco-regional and distant failure in 14 (12.5%) patients.

Conclusion: Multiple involvement of mediastinal nodal stations for the pN2 NSCLC patients with PORT was a
poor prognostic factor in this study. A prospective study is necessary to evaluate the N2 subclassification and
to optimize the adjuvant treatment.

Key Words: Non-small cell lung cancer, Mediastinal nodal metastasis, Postoperative radiotherapy,
Multiple station involvement
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