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CASE I: AC OR NOT

• 73-year-old M former smoker
• Screening CT chest
• Excellent CP reserves (FEV1 90%/84 DCO 84%)
• No significant co-morbidities





cT2aN0M0 adenocarcinoma
37 mm
Max SUV 3.8

Uneventful med/VATS LLL, HD 3
pT2aN0M0R0 adenocarcinoma
37 mm, G2, LVI+

AC or not?



CASE 2: adjuvant TKIs?

• 65-year-old M never smoker
• Abdominal pain > imaging = RLL mass
• Significant comorbidities: CAD, a fib, IDDM, 

related CKD 3, DM related neuropathy, sedentary
• New onset clubbing
• FEV1 79%, DCO 60%





Adjuvant EGFR TKIs?

cT2aN1M0 adenocarcinoma
50 mm
Max SUV T 50 N1 9.4

Radical med/ open RLL, HD 5
pT2aN1M0R0 adenocarcinoma
50 mm, G3, 6/21 N1 LN +
Favorable EGFR mutation…
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• Standard of care is for AC after R0 anatomical 
resection of Stages IB(>4 cm), II and III NSCLC

• AC being with one of 5 platinum doublets (3-4 
cycles)

• As established by the results of randomized phase 
III trials published a decade ago



Standard of care is for AC after R0 anatomical 
resection of Stages IB(>4 cm), II and III NSCLC

Pignon et al. J Clin Oncol 26(21): 3552-3559.



Potential Benefit 
from Adjuvant Systemic Therapy
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Patients with residual micrometastases
resistant to adjuvant therapy
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residual 
micrometastases
sensitive to 
adjuvant therapy

Prognostication ?

Prediction ?

Courtesy of Dr Giorgio V Scagliotti



Standard of care is for AC after R0 anatomical 
resection of Stages IB(>4 cm), II and III NSCLC

These results are influenced by the risks of stage X 
disease developing systemic disease (I<II<III) and 

by how good AC is in controlling it.



Standard of care is for AC after R0 anatomical 
resection of Stages IB(>4 cm), II and III NSCLC

We could potentially improve on these results by:
Better surgery… i.e. nodal work

• Better identification of the risk by limiting both 
undertreating and overtreating in the adjuvant 
setting

• Having better drugs (Dr Kelly to address)



Better surgery…

• … means better nodal work
• EBUS upfront does not mean we can skip hilar and 

mediastinal nodal dissection at resection
• The results of ACOSOG Z30 are misleading… by design

Darling et al. J Thorac Cardiovasc Surg 141: 662-70, 2011. 





Better identification of the risks?



AC or not?

73 M, VATS LLL, HD3, 37 mm G2 
adenocarcinoma, 0/13 LN, LVI+



Better identification of the risks?
Wistuba et al. Clin Cancer Res 19, 2013.  

31 prolif. genes/CCP score
Kratz et al. Lancet 379, 2012.
14 gene expression (UCSF)



2016











EFGR mutation

65 M, never smoker, radical RLL, 50 mm G2-3 
adenocarcinoma, 6/21 N1+, 0/12 N2, favorable 
EGFR mutation (exon 19 deletion) 
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Conclusions: 
• Standard of care remains for AC after R0 anatomical 

resection of Stages IB(>4 cm), II and III NSCLC, though 
the use of genomics in better identifying the populations 
at risk is probably around the corner…


