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INTRODUCTION AND AIM OF THE 

WORK 

 
Approximately a third of patients with newly diagnosed non-

small cell lung cancer (NSCLC) have locally or regionally advanced 

disease not amenable for surgical resection. Concurrent chemoradiation 

is the standard of therapy for patients with unresectable locally advanced 

NSCLC who have a good performance status and no significant weight 

loss (Govindan et al., 2008).  

 

Concurrent chemoradiation (chemo-RT) is the standard treatment 

for patients with inoperable locally advanced NSCLC (Fournel et al., 

2005). In order to improve the outcome obtained with concurrent chemo-

RT, clinical research is focusing on additional combination 

chemotherapy administered in the induction or consolidation setting in 

addition to the standard concurrent chemo-RT (Choy et al., 2002). 

 

Improved radiation therapy techniques using precise targeting of 

the tumors have played a key role in achieving more favorable overall 

outcome with less toxicity in patients with locally advanced NSCLC. 

Moreover, it has been shown that higher than conventional doses of 

thoracic radiation can be administered safely in combination with 

chemotherapy. Omission of elective nodal irradiation (ENI) was 

associated with a very low incidence of isolated nodal failure (INF), and 

allowed for more radiation dose escalation with acceptable therapeutic 

ratio. The integration of functional imaging with FDG-PET for 

radiotherapy treatment planning is an important advance that will further 

mitigate the potential impact of ENI in locally advanced NSCLC. PET 

imaging may also refine radiotherapy target volumes by displaying the 

extent of “active” disease, including differentiating tumor from 

postobstructive atelectasis (Govindan et al., 2008). 
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This prospective study was designed to try to answer the question 

whether or not the advent of the 3-dimentinal conformal radiation 

treatment (3D-CRT) made a difference as regards to more preferable 

outcome and less toxicity compared to the conventional 2-dimentional 

radiation treatment (2D-RT), when given concurrently with weekly 

paclitaxel/carboplatin and followed by 2 cycles of the same 

chemotherapeutic agents in full systemic doses, in patients with 

inoperable locally advanced non-small cell lung cancer. The study 

primary endpoints were overall survival (OS) and progression free 

survival (PFS). Secondary endpoints included toxicity, objective 

response (OR), locoregional control (LRC), pattern of failure, and 

isolated nodal failure (INF). 
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REVIEW OF LITERATURE 

Epidemiology 
 

Worldwide, lung cancer is the most common (1.35 million of 10.9 

million new cases) and the deadliest (1.18 million of 6.7 million cancer-

related deaths) form of cancer (Ozols et al., 2007). The United States 

2006 cancer statistics showed that lung cancer is the second most 

common cancer for both men and women (92,700 or 13% of all cases, 

and 81,770 or 12% of all cases, respectively), but the number-one cancer 

killer in both sexes (90,330 men, 31% of all cancer-related deaths; and 

72,300 women, 26% of all cancer-related deaths). In fact, more people in 

the United States die of lung cancer than of the next three causes of 

cancer-related death prostate cancer, breast cancer, and colorectal cancer 

combined (Jamal et al., 2006). 

 

Between 1991 and 2002, the lung cancer incidence decreased 

19.8% in men (1.8% reduction per year), but it increased 8% in women 

between 1990 and 1998 (1% increase per year) and subsequently 

decreased 2% between 1998 and 2002 (0.5% reduction per year). Lung 

cancer death rates for men have dropped by 19% during the past decade, 

whereas these rates continued to increase in women up to the year 2002 

(Ozols et al., 2007). 

 

Lung cancer is rapidly emerging as a major cause of mortality in 

the Middle East, Africa, and Asia as well. For instance, an estimated 

71,228 annual cancer-related deaths will be attributed to lung cancer in 

Japan within 2 years (Kaneko et al., 2003). 
 

The global rise in lung cancer incidence, together with the fact 

that the overall 5-year survival of patients with this disease is less than 

15%, underscores the magnitude of the lung cancer epidemic (Ferlay et 

al., 2006). 


