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AJCC American Joint Committee on Cancer

IASLC International Association of the Study of Lung Cancer

UICC Union Internationale Contre le Cancer

NCCN National Comperensive Cancer Network

ACCPAmerican College of Chest Physicians

VALG Veterans Administration Lung Group

NLST National Lung Cancer Screening Trial
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oo ensive NCCN Guidelines Version 1.2020

hW(o{® l Cancer .
NI Lung Cancer Screening
RISK ASSESSMENT2P RISK $TAJUS SCREENING
g_r%%- In candidages for scra_ening, See
* Smoking history® « Age 55-77 y and shared patient/physician Low-dose Screening
- Radon exposure? = 230 pack-year history of smoking and decision-making is CT (LDCT) Findin
» Occupational exposure® - Smoking cessation <15 y recommended, including a (category 1) | "o 5
« Cancer historyf (category 1) discussion of benefits/risks! (LCS-2)
= Family history of lung cancer or
in first-degree relatives Group 2
= Disease history (QDPD or » Age 250 y and In candidates for screening, See
gulmqnary ﬁbrnsm& » 220 pack-year history of smoking and shared patient/physician Screenin
= Smoking exposure? (second- » Additional risk factors (other than —|decision-making is LDCTK —» Tg-
hand smoke) second-hand smoke) that increase the| |recommended, including a rinaings
= Absence of symptoms or risk of lung cancer to 21.3% discussion of benefits/risks'J LCS-2
signs of lung cancer (if (see footnote i)
symptoms, see appropriate Moderate risk:
A o cppon ||\ AR 2 L -
= Functional status to suppo . ko . : ung cancer screening
curative intent treatment i?ig:;:iﬁ:;g':tgﬁf Ei?g:::gg not recommended
* Lung cancer survivors (see_ = No additional risk factors
Surveillance in the NCCN 1 ow riak:
Guidelines for Non-Small =R LS Lung cancer screening
= Age <50 y and/or —
Lell Lung Lancer h .
Cell Lung Cancer) » <20 pack-year history of smoking not recommended

3|t is recommended that institutions performing Iun?ou:.anc:&r screening use a multidisciplinary approach that includes the specialties of thoracic radiclogy, pulmonary medicine, and thoracic surgery.

BLung cancer screening is appropriate to consider for high-risk patients who are potential candidates for definitive treatment. Chest x-ray is not recommended for lung cancer screening.

EAll current smokers should be advised to quit smoking, and former smokers should be advised to remain abstinent from smoking. For additional cessation support and resources, smokers can be
referred to http:/www.smokefree.gov. Lung cancer screening should not be considered a substitute for smoking cessation. Smoking history should document both extent of exposure in pack-years
and the amount of time since smoking cessation in former smokers. See also the NCCN Guidelines for Smoking Cessation.

dDocumented sustained and substantially elevated radon exposure.

2Agents that are identified specifically as carcinogens targeting the lungs: silica, cadmium, asbestos, arsenic, beryllium, chromium, diesel fumes, nickel, coal smoke, and soot.

fThere is increased risk of developing new primary lung cancer among survivors of lung cancer, lymphomas, cancers of the head and neck, or smoking-related cancers.

9individuals exposed to second-hand smoke have a highly variable exposure to the carcinogens, with varying evidence for increased risk after this variable exposure. Therefore, second-hand
smoke is not independently considered a risk factor sufficient for recommending lung cancer screening.

halthough randomized trial evidence supports screening to age 77 years, there is uncertainty about the upper age limit to initiate or continue screening. One can consider screening beyond age 77

_ years as long as patient functional status and comerbidity allow consideration for curative intent therapy.

The NCCM Panel recognizes there are individuals who would not have met the NLST criteria but are at similar risk to the NLST cohort and recommends lung cancer screening for these individuals.
However, substantial uncertainty exists about the true benefits and harms of screening these individuals. It is reasonable to consider using the Tammemadgi lung cancer nisk calculator to assist in
quantifying risk for individuals in this group, considering a 1.3% threshold of lung cancer risk over a G-year timeframe was considered similar to that of the USPSTF (Tammemaégi MC, Church TR,

. Hocking WG, et al. Evaluation of the lung cancer risks at which to screen ever- and never-smokers: screening rules applied to the PLCO and MLST cohorts. PLOS Med 2014;11:1-13).

Ishared decision-making aids may assist in determining if screening should be performed. Examples of decision-making aids: hitps://brocku.ca/lung-cancer-screening-and-risk-prediction/risk-
calculators, http:/fwww. shouldiscreen.com/benefits-and-harms-screening, and hitps:/iwww.mskcc org/cancer-care/types/lung/screening/lung-screening-decision-tool.

kAl screening and follow-up chest CT scans should be performed at low dose (100-120 kVp and 40-60 mAs or less), unless evaluating mediastinal abnormalities or lymph nodes, where standard-
dose CT with IV contrast might be appropriate (see LCS-A). There should be a systematic process for appropriate follow-up.
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ACCP evidenced-based clinical practice guidelines(3 rd ed).Chest 2013 ;143
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Superior Mediastin}lNo{eS
@ 3A. Prevascular -
@ 3P. Retrotracheat--_ __

Inferior Mediastinal Nodes
O 7. subcarinal
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(

' Aortic Nodes
>/ QO 5. Subaortic
@ 6. Para-aortic

Right

Low Cervical Nodes

@ 1R. R. Low cervical
Supraclavicular
Sternal notch nodes

Superior Mediastinal Nodes
@ 2R. R.Upper paratracheal
© 4R. R. Lower paratracheal

Inferior Mediastinal Nodes
© 8R. R. Paraesophageal
@ 9R. R. Pulmonary Ligament

Pulmonary Nodes

O 10R. R. Hilar

O 11R.R. Interlobar

O 12R.R. Lobar

O 13R. R. Segmental

O 14R. R. Subsegmental

Left

Low Cervical Nodes

©1L. L. Low cervical
Supraclavicular
Sternal notch nodes

Superior Mediastinal Nodes
O 2L. L. Upper paratracheal
QO A4L. L. Lower paratracheal

Inferior Mediastinal Nodes
© 8L. L. Paraesophageal
© 9L. L. Pulmonary Ligament

Pulmonary Nodes

© 10L. L. Hilar

® 11L. L. Interlobar

© 12L. L. Lobar

© 13L. L. Segmental

® 14L. L. Subsegmental



Primer tiimor Tamimlamalar

Tx Balgam weya bronsiyal yikamalarda malign hiicrelerin varhfinin gésterildigi, ancak goriintiil-
eme veya bronkoskopi ile timériin gosterilemedigi durumdur.
TO Primer titmér bulgusu yok.
Tis Karsinoma in situ
T1 Timérin en bityiik cap: £ 3 cm'dir. Tiomor akcdger parankimi veya visseral plevra ile ¢evrilidir.
Bronkoskopide lob bronsundan daha proksimale invazyon yoktur.
T1 (mi) Minimal invaziv adenokarsinom.
Tla Tiimériin en bityik cap1 £ 1 cm
Tib Timér > 1 an fakat £ 2 cm
Tlc Tiimér » 2 cm fakat £ 3 cm
T2 Timér > 3 cm fakat £ 5 cm veya agafidaki ézelliklerden herhangi birine sahip timér:
» Ana karina invazyonu olmaksizin, karinadan herhangi bir mesafede ana bronsu tutan timér
» Visseral plevra invazyonu
» Bir akcigerin tamamim veya bir lnsmim tutan ve hiler balgeye uzanim gosteren obstriiktif
pnimoni veya atelektazi
T2a Timér > 3 cm fakat € 4 em
T2b Tiimér > 4 an fakat £ 5 cm
T3 Tiimér » 5 cm fakat £ 7 cm veya asafidald yapilardan herhangi birisine direkt invazyon:

» Gogiis duvar: (Parietal plevra invazyonu ve superior sulcus tiimarleri dahil), frenik sinir ve
parietal perikard invazyonu.
» Primer tiimér ile aym lobta timér nodili(leri).

T4 Tiimér > 7 cm veya asagidaki yapilardan herhangi birisine direkt invazyon:

» Diyafram, mediasten, kalp, bityik damarlar, trakea, rekiirren laringeal sinir, Gzefagus, verte-
bral giwde we ana karina

» Aymu akcigerde fakat farkh lobta bulunan timér nodilii(leri).

Copyrights apply Giincel Gogiis Hastahklan Serisi 2018; 6 (3): 39-44



N Tanimlamalar
Nx Balgesel lenf nodu degerlendirilemiyor.
N0 Bolgesel lenf nod metastazi yok.

Aym taraf peribronsiyal ve/veya ayni taraf hiler lenf nodlarimin ve/veya intrapulmoner lenf
nodlannin tutulumu.

NZ Aym taraf mediastinal ve/veya subkarinal lenf nodlanina metastaz.
Karg taraf mediastinal, karg taraf hiler, aym taraf veya karsi taraf skalen veya supraklavikuler lenf

N1

N3 bezlerine metastaz.
M Metastaz bolgeleri
Mila Plevral/perikardiyal malign siwn1 Kars akciger/bilateral tiitmér nodilleri Plevral/perikardiyal
nodiller Multipl M1a kriterleri
M1b Tek organ metastaz: (Grnegin; beyin, karaciger, kemik, adrenal met.)
Mic Tek organda multipl metastazlar Multipl organda multipl metastaz

Copyrights apply Giincel Gogiis Hastahklan Serisi 2018; 6 (3): 39-44



Giincel Gogiis Hastahklan Serisi 2018; 6 (3): 39-44



YPAESYIRIOS . dzl f dz / [Evreldndrikids £ S N

~

Al f ceNpafarkimlISy OSNB&aA NI SNAYRS &t LIPf Y
A[STez2ydzy Sy dzl dzy S1aSyA | f ceNf NNJ
A Bu

~

~

Buzlu cam veysolidlezyonlarda ya daubsolidt ST & 2s6lid I NPy
1 PAPYT I NPY P yevreléndaihiednSelaim@ RZAon@h Sizun
1aSYAYAY | feNYN RATT1FGS | PYPNI

Tablo 9. Buzlu cam ve kismi solid nodiillerin evrelendirilmesi.

YCBT
goriniimii
Solid kisim 0 cm 0 cm <0.5ecm 0.6-1.0 cm 11-20cm 21-3.0cm
Buzlu cam
@r gorunuma ile
g <0.5cm 0.6-3.0cm | <3.0cm 0.6-3.0 cm 1.1-3.0 cm 2.1-3.0 cm
birlikte toplam
timor ¢apl
Patolojik ayinal | AAH, ATS, | AIS, MIA, | MIA, LPA, | LPA, LPA, N,
tam MIA LPA AIS Invaziv AD, MIA | Invaziv AD
Klinik Evre <Tis <T1mi <T1a <T1b cT1c
Invaziv kisim 0 cm 0 cm < 0.5 cm 0.6-1.0 1.1-2.0 cm 2.1-3.0 cm
Lepidik kistm .
da iceren total (je{x}lzllcli\'lne <3.0cm <3.0cm 0.6-3.0 cm 1.1-3.0cm 2.1-3.0cm
timor ¢ap: -
T -
Patoloji AAH AIS MIA PpIeae xormpo- “pt . | komponentli
nentli invaziv komponentli invaziv AD
AD invaziv AD
Patolojik evre pTis pT1lmi pTla pT1b pTic
YCBT: Yiitksek ¢ozuntirluklia bilgisayarli tomografi, ¢T: Klinik T, pT: Patolojik T, AD: Adenokarsinom, AAH: Atipik adenomatéz
hiperplazi, AIS: Adenokarsinom in situ, MIA: Minimal invaziv adenokarsinom, LPA: Lepidik baskin adenokarsinom, AIS: Adeno-
krarcinama in <itn

Giincel Gogiis Hastahklan Serisi 2018; 6 (3): 39-44
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National NCCN Guidelines Version 5.2019

Comprehensive
oetet] Cancer Non-Small Cell Lung Cancer

Network® NCCN Evidence Blocks™

* Pathology review?
* H&P (include performance
status + weight loss)P
* CT chest and upper
abdomen with contrast,
including adrenals
* CBC, platelets
» Chemistry profile
* Smoking cessation advice,
NSCLC —| counseling, and
pharmacotherapy
» Use the 5 A’'s Framework:
Ask, Advise, Assess,
Assist, Arrange
http://www.ahrq.gov/clinic/
tobacco/5steps.htm
- Integrate palliative care®
(See NCCN Guidelines for
Palliative Care)

bEnhanced fraify or penainc asseassments may predict complicatons beter
following freatment modalities, particulary surgeny. & preferred faify assessment
Sysem ks nol been establshesd.

cTemel JS, Greer J&, Munkansky A&, =t al. Early pallia¥ve care for pabents with
metastatic non-small cedl lung cancer. N Engl J Med 20 10; 3663 F33. 742
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Comprehensive
Roted Cancer Non-Small Cell Lung Cancer

@ -
Network NCCN Evidence Blocks™
. zg;l;z)(lf not previously Negative
« Bronchoscopy Lne:’:l lastinal |
(intraoperative preferred) odes
Staqe 1A » |* Consider pathologic
(peripheral T1abc, NO) mediastinal lymph node Positive
evaluation™! iasti
iy mediastinal
» FDG PET/CT scan! (if not nodes

previously done)

* PFTs (if not previously Negative
Stage IB (peripheral done) mediastinall
T2a, NO) * Bronchoscopy nodes
Stage | (central T1abc- * Pathologic mediastinal
T2a, NO) lymph node evaluation”
Stage Il (T1abc-2ab, [ |* FDG PET/CT scan! (if not
N1; T2b, NO) previously done)
Stage IIB (T3, N0)® « Brain MRI with contrastk Positive
Stage IlIA (T3, N1) (Stage II, lIIA) mediastinal |

(Stage IB [optional]) nodes

T3, NO relafed fo size or salellite nodules
I"I'-r-;h'ﬁ:::“numndm orderof pricty and s dependent on clinical cirpam stanoes,
Irsttubioral processes, and juddous use of resources kT MR is ot possible, CT of head with conirast
Phdeihcas for evaluation inchude medastinoscopy, medastinotomy, EBUS, EUE., and '
CT-guidad bixpsy. An EELIS-TENA regalke iof malgnancy in o dinically (PET ardor
CT) posithe medastinom should undengo subsequent mediasinosoopy prior o surgical
neSEotion.
Trare s kow lkelhood of posiive medizsinal lymph nodes when these nodes are OT
and FET tive im 2olkd lumors <1 om and puresly Ron-s0lkd Sumors <3 om. Thess, pre-
nEsciion pa ¢ madizstinal evaluaiion & oponal in thess se@ngs.
PETACT pericrmesd skull base fo knees or whole body. Posiive PETACT soan fireadings
for disiant disease need pathologic or other rediclogic confimation. TPETCT soan is
posiiye in e mediasinum, ymph node stalus reeds patholoic confimmsation



National NCCN Guidelines Version 5.2019

Comprehensive
Cancer Non-Sma!I Cell Lung Cancer
Network® NCCN Evidence Blocks™

* PFTs (if not previously done)
* Bronchoscopy
* Pathologic mediastinal lymph node

evaluation”
Stage IIB (T3 invasion, N0) « Brain MRI with contrastk
Stage IlIA (T4 extension, |—|« MRI with contrast of spine + |
NO-1; T3, N1; T4, NO-1) thoracic inlet for superior sulcus

lesions abutting the spine or
subclavian vessels

* FDG PET/CT scan! (if not previously
done)

bf MR 5 not possible, CT of head wish oonirast

Hijethods for evaluason incdude mediastinoscopy, medizsinotomy, EBUS, EUS, and CT-guided biopsy.

IPETICT performed skull base o knees or whole bedy. Posve PET/CT scan findings for distant disease need pathalogc or other radiologic confirmation. § PETICT
sCan is posittee inGhe mediastinum, mph node status needs pathologic confimation
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Comprehensive
Roted Cancer Non-Small Cell Lung Cancer

Network® NCCN Evidence Blocks™

* PFTs (if not previously done)

* Bronchoscopy

gta ge ::: Q (P _2" ?2) . zsg?l?;(tuigl:‘:hmedlastmal lymph node
tage Il1B (T3, N2) « FDG PET/CT scanl (if not previously
done)

« Brain MRI with contrast*

* PFTs (if not previously done)

« Bronchoscopy

Separate pulmonary « Pathologic mediastinal lymph node

nodule(s) —| evaluationh

(Stage IIB, llIA, 1V) « Brain MRI with contrastk

* FDG PET/CT scan! (if not previously
done)

iiethods for evaluabion include mediastinoscopy, mediastinotomy, EBUS, EUS, and CT-guided biopsy.

WPETICT periormed skull base 10 knees or whole body. Posive PETICT scan findings for distan? dissase need pathologic or other radiclogic confirnation. if PETICT
SCan is posiiee in bhe mediastinum, iymph node status needs pathologic confrmasion

bf MR is not possible, CT of hesad with confrast
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Comprehensive
Cancer Non-Sma!I Cell Lung Cancer
Network® NCCN Evidence Blocks™

* PFTs (if not previously
done)

« FDG PET/CT scan! (if
not previously done)

« Brain MRI with contrast®

« Pathologic confirmation
(S1E$.gze, HI;;B) of N3 disease by:
Stagellic [~ | * Mediastinoscopy ¢
(T3, N3) » Supraclavicular lymph
node biopsy

» Thoracoscopy

» Needle biopsy

» Mediastinotomy
» EUS biopsy

» EBUS biopsy

IPETICT performed skull bass 1o knees or whole body. Positve PETICT scan findings for distant diseass need pathologic or other radiciogic confirmation. if PETACT
sCan is positfee in the mediasbinum, iymph node status needs pathologic confrmation
b MR iz not possible, CT of head with contrast
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Stage IlIB
(T4, N2)

Stage IlIC >

(T4, N3)

Stage IVA,
M1a: pleural
or pericardial

effusion

* FDG PET/CT scan! (if not
previously done)
« Brain MRI with contrast¥
» Pathologic confirmation
of N2-3 disease by either:
» Mediastinoscopy
» Supraclavicular lymph
node biopsy
» Thoracoscopy
» Needle biopsy
» Mediastinotomy
» EUS biopsy
» EBUS biopsy

Thoracentesis or
pericardiocentesis *
thoracoscopy if
thoracentesis indeterminate

PETICT periormed skull base io knees or wholks body. Posiee PETICT scan
findings for distant disease need pathologic or ofher mdiologic confimaton.

FET/CT scan is positees in the mediastium, lymph node stahes nessds pathologic

confirmabon

HFM[-:I is mot possibles, CT of head wath confrast
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If not previously

done

* Brain MRI with
contrast® _

« FDG PET/CT scan/ l

» Pathologic
confirmation of
metastatic lesion,
if possible

Stagbe IVA

7

IPETICT performed skull base 1o knees or whole body. Posiive PETICT scan findings for distant dissase need pathologic or ather radidiogic confirmation. if PETICT

SCan IS posine in e medashnum, ymph node status needs pafologic corfrmaton
b MR 15 mot possible, CT of head with confrast
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Definition of small cell lung cancer consists of two stages:
(1) Limited-stage: Stage I-lll (T any, N any, M0) that can be safely treated with definitive radiation doses. Excludes T3-4 due to multiple lung nodules that
are too extensive or have tumor/nodal volume that is too large to be encompassed in a tolerable radiation plan.
(2) Extensive-stage: Stage IV (T any, N any, M 1a/b), or T3-4 due to multiple lung nodules that are too extensive or have tumor/nodal volume that is
too large to be encompassed in a tolerable radiation plan.



Tablo 10. KHAK’de klinik TNM gruplarina gire

median, 12 ve 24 ayhk sagkalim.

Median 12 ayhk | 24 ayhik

¢TNM Sagkalim Sagkalim | Sagkalim

(Ay) % %
IA1 Degerlendirilmedi 100 93
[A2 Degerlendirilmedi 97 68
IA3 Degerlendirilmedi 91 80
IB 33 93 67
ITA 241 80 50
IIB 28 87 56
IIIA 15.6 58 32
IIIB 12.6 52 22
IIC 114 48 19
I\ 7.3 27 8

Giincel Gogiis Hastaliklar Serisi 2018; 6 (3): 39-44
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+ H&PP
» Pathology review®
+CBC
* Electrolytes, liver function tests
omalcelor (LFTs), BUN, creatinine
cellinon-small cell . Che_stlabdoanen CT with contrast
lung cancer on L Braltn M:?Ia’ (preferred) or CT with
: contras
';'f"ppr?}r":r’y"g:°'°9y + PETICT scan (skull base to
metastatic site mid-thigh), (if limited stage is
suspected)®®
* Smoking cessation counseling
and intervention. See the NCCN
Guidelines for Smoking Cessation

Af extensive stage is established, further staging evaluation is optional. However, brain imaging, MRI (preferred) or CT with contrast, should be obtained in all patients.
bSee Signs and Symptoms of Small Cell Lung Cancer (SCL-A).

¢See Principles of Pathologic Review (SCL-B).

%Brain MRI is more sensitive than CT for identifying brain metastases and is preferred over CT.

&lf PET/CT is not available, bone scan may be used to identify metastases. Pathologic confirmation is recommended for lesions detected by PET/CT that alter stage.
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* If pleural effusion is present, - _ o
thoracentesis is Clinical stage Patholof?lc mediastinal
thoracentesis inconclusive,
consider thoracoscopyf

* Pulmonary function tests

Limited stage g;l:Tz) dg:'ggﬂer:’i?:::g?r" IoF Limited stage
(See ST-1 for TNM e il . IIB-HIIC (T3-4,NO,MO;
Classification) * Bone Imaging (radlographs T1-4, N1-3, M0)

or MRI) as appropriate if bt

PET/CT equivocal (consider

biopsy if bone imaging is

equivocal)

* Unilateral marrow Bone marrow biopsy,
aspiration/biopsy in select thoracentesis, or bone studies
patients? consistent with malignancy

"While most pleural effusions in patients with lung cancer are due to tumor, there are a few patients in whom multiple cytopathologic examinations of pleural fluid are
negative for tumor and fluid is non-bloody and 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 element. Pericardial effusion is classified using the same criteria.

SSelection criteria include: nucleated red blood cells (RECs) on peripheral blood smear, neutropenia, or thrombocytopenia suggestive of bone marrow infiltration.

hSee Principles of Surgical Resection (SCL-C)

'Mediastinal staging procedures include mediastinoscopy, mediastinotomy, endobronchial or esophageal ultrasound-guided biopsy, and video-assisted thoracoscopy.
If endoscopic lymph node biopsy is positive, additional mediastinal staging is not required.

IPathologic mediastinal staging is not required if the patient is not a candidate for surgical resection or if non-surgical treatment is pursued.




National NCCN Guidelines Version 1.2019

Comprehensive
O Caner Small Cell Lung Cancer

Network® NCCN Evidence Blocks™

* Good PS (0-2)
) * Poor PS (3-4)
Extensive stage due to SCLC
without localized
symptomatic sites
or brain metastases * Poor PS (3-4)
not due to
SCLC
+ SVC syndrome
* Lobar obstruction
* Bone metastases
Extensive stage Extensive stage +
(See ST-1 for TNM localized
Classification) symptomatic sites
Spinal cord
compression

Asymptomatic
Extensive stage with
brain metastases

Symptomatic



Overview of the initial evaluation and work up of patients with suspected

non-small cell lung cancer

Cognative processes

‘ Inmitial evaluation

‘ Diagnosis and staging

Develop treatment plan

Clinical processes

Evaluate for paraneo-
plastic syndromes
Presumptive initial
clinical diagnosis
Presumptive initial
clinical stage

History & physical exam
CXR, CT, labs
Assess patient values .
Functional status

Treat paraneoplastic
syndrome

Evaluate comorbidities,
* physiologic status *
Confirm clinical stage
Confirm clinical diagnosis

Establish final
treatment plan

Organizational and team processes

+4+———— (Coordinated multidisciplinary team involvement ————

Overview of initial evaluation, diagnosis, staging, and treatment processes. There is significant
overlap between cognitive processes. Developing a clinical diagnosis and assessment of the probable
stage begins during the initial evaluation. This clinical assessment is subsequently refined on the
basis of biopsy specimen findings that are part of formal staging and diagnosis. Similarly, information
regarding the patient's functional status, comorbid conditions, and preferences may have an impact
on treatment alternatives, and this in turn may have an impact on the type of diagnostic testing
strategies chosen.

C¥R: chest radiograph; CT: computed tomoagraphy.

Reproduced from: Ost DE, Yeung 5C, Tanoue LT, Gould MK, Clinical and organizational factors in the initial
evaluation of patients with lung cancer: Diagnosis and management of lung cancer, 3rd ed: American Coflege of
Chest Physicians evidence-based clinical practice guidelines, Chest 2013; 143:21215. Hlustration used with the
permission of Efsevier Inc. Alf rights reserved.
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T1aNOMO non-small cell lung cancer on CT
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T1cNOMO non-small cell lung cancer on CT and PET scans
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Stage 1B II non small cell lung cancer on CT and PET
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Stage T3N3MO0 non-small cell lung cancer on CT
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