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MANAGEMENT OF SMALL CELL LUNG CANCER
Complete history and physical examination
Determination of performance status and weight loss
Complete blood count with platelet determination
Measurement of serum electrolytes, glucose, and calcium; renal and liver function tests
CT scan of chest abdomen and pelvis to evaluate for metastatic disease
MRI of brain
Bone scan if clinically indicated

No signs, symptoms, or imaging
to suggest metastatic disease

Patient has
contraindication
to combined
chemotherapy and
radiation therapy

Combined modality
treatment with
platinum-based
therapy and
etoposide and
radiation therapy

Sequential
treatment with
chemotherapy
and radiation
therapy

Multiple lesions
detected on imaging

Biopsy lesion

Negative for
metastatic disease

Chapter 107 Neoplasms of the Lung

Patient has no
contraindication
to combined
chemotherapy and
radiation therapy

Single lesion detected on imaging
(For clinical stage I SCLC see
“Anatomic Staging of Patients
with Lung Cancer”)

Positive for
metastatic disease
Chemotherapy alone
and/or radiation therapy
for palliation of symptoms

Note: Regardless of disease stage, patients who have a good response to initial therapy
should be considered for prophylactic cranial irradiation after therapy is completed.

Figure 107-5

Algorithm for management of small-cell lung cancer. CT, computed tomography; MRI, magnetic resonance imaging.

recurrence and a trend toward decreased overall survival. All patients
should be assessed for cardiovascular risk using American College of
Cardiology and American Heart Association guidelines. A myocardial
infarction within the past 3 months is a contraindication to thoracic
surgery because 20% of patients will die of reinfarction. An infarction
in the past 6 months is a relative contraindication. Other major contraindications include uncontrolled arrhythmias, an FEV1 of less than
1 L, Co2 retention (resting Pco2 >45 mmHg), DLco <40%, and severe
pulmonary hypertension.
TREATMENT	

Non-Small-Cell Lung Cancer

The overall treatment approach to patients with NSCLC is shown in
Fig. 107-3.
OCCULT AND STAGE 0 CARCINOMAS
Patients with severe atypia on sputum cytology have an increased
risk of developing lung cancer compared to those without atypia. In
the uncommon circumstance where malignant cells are identified
in a sputum or bronchial washing specimen but the chest imaging
appears normal (TX tumor stage), the lesion must be localized. More
than 90% of tumors can be localized by meticulous examination of
the bronchial tree with a fiberoptic bronchoscope under general
anesthesia and collection of a series of differential brushings and
biopsies. Surgical resection following bronchoscopic localization
has been shown to improve survival compared to no treatment.
Close follow-up of these patients is indicated because of the high
incidence of second primary lung cancers (5% per patient per year).
SOLITARY PULMONARY NODULE AND “GROUND-GLASS” OPACITIES
A solitary pulmonary nodule is defined as an x-ray density completely surrounded by normal aerated lung with circumscribed
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margins, of any shape, usually 1–6 cm in greatest diameter. The
approach to a patient with a solitary pulmonary nodule is based
on an estimate of the probability of cancer, determined according
to the patient’s smoking history, age, and characteristics on imaging (Table 107-9). Prior CXRs and CT scans should be obtained if
available for comparison. A PET scan may be useful if the lesion is
greater than 7–8 mm in diameter. If no diagnosis is apparent, Mayo
investigators reported that clinical characteristics (age, cigarette
smoking status, and prior cancer diagnosis) and three radiologic
characteristics (nodule diameter, spiculation, and upper lobe location) were independent predictors of malignancy. At present,
only two radiographic criteria are thought to predict the benign
nature of a solitary pulmonary nodule: lack of growth over a period
>2 years and certain characteristic patterns of calcification.
Calcification alone, however, does not exclude malignancy; a dense
central nidus, multiple punctuate foci, and “bulls eye” (granuloma)
and “popcorn ball” (hamartoma) calcifications are highly suggestive
of a benign lesion. In contrast, a relatively large lesion, lack of or
asymmetric calcification, chest symptoms, associated atelectasis,
pneumonitis, or growth of the lesion revealed by comparison with
an old x-ray or CT scan or a positive PET scan may be suggestive of
a malignant process and warrant further attempts to establish a histologic diagnosis. An algorithm for assessing these lesions is shown
in Fig. 107-6.
Since the advent of screening CTs, small “ground-glass” opacities (GGOs) have often been observed, particularly as the increased
sensitivity of CTs enables detection of smaller lesions. Many of
these GGOs, when biopsied, are found to be atypical adenomatous
hyperplasia (AAH), adenocarcinoma in situ (AIS), or minimally invasive adenocarcinoma (MIA). AAH is usually a nodule of <5 mm and
is minimally hazy, also called nonsolid or ground glass (i.e., hazy
slightly increased attenuation, no solid component, and preservation of bronchial and vascular margins). On thin-section CT, AIS is
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