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FIGURE107-4 Lymph node stations in staging non-small-cell lung cancer. The International Association for the Study of Lung Cancer
(IASLC) lymph node map, including the proposed grouping of lymph node stations into “zones” for the purposes of prognostic analyses.
a, artery; Ao, aorta; Inf. pulm. ligt,, inferior pulmonary ligament; n., nerve; PA, pulmonary artery; v., vein.

supraclavicular nodes, recurrent laryngeal nerve involvement, and
superior vena caval obstruction can all be part of LD. Patients with
extensive-stage disease (ED) have overt metastatic disease by imag-
ing or physical examination. Cardiac tamponade, malignant pleural
effusion, and bilateral pulmonary parenchymal involvement generally
qualify disease as ED, because the involved organs cannot be encom-
passed safely or effectively within a single radiation therapy port. Sixty
to 70% of patients are diagnosed with ED at presentation. The TNM
staging system is preferred in the rare SCLC patient presenting with
what appears to be clinical stage I disease (see above).

PHYSIOLOGIC STAGING

Patients with lung cancer often have other comorbid conditions
related to smoking including cardiovascular disease and COPD. To
improve their preoperative condition, correctable problems (e.g.,
anemia, electrolyte and fluid disorders, infections, cardiac disease,
and arrhythmias) should be addressed, appropriate chest physical

therapy should be instituted, and patients should be encouraged to
stop smoking. Because it is not always possible to predict whether
a lobectomy or pneumonectomy will be required until the time of
operation, a conservative approach is to restrict surgical resection to
patients who could potentially tolerate a pneumonectomy. Patients
with a forced expiratory volume in 1 s (FEV,) of greater than 2 L or
greater than 80% of predicted can tolerate a pneumonectomy, and
those with an FEV, greater than 1.5 L have adequate reserve for a
lobectomy. In patients with borderline lung function but a resec-
table tumor, cardiopulmonary exercise testing could be performed as
part of the physiologic evaluation. This test allows an estimate of the
maximal oxygen consumption (Vo, ). A Vo, = <15 mL/(kg-min)
predicts for a higher risk of postoperative complications. Patients
deemed unable to tolerate lobectomy or pneumonectomy from a
pulmonary functional standpoint may be candidates for more limited
resections, such as wedge or anatomic segmental resection, although
such procedures are associated with significantly higher rates of local



