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After a surgical resection for a non small cell lung
cancer, there are three different problems: the
locoregional control of the disease, distant metastasis
including brain relapse and second primary.  Pattern
of failure analysis performed after a complete resection
showed a low rate of local failure (less than 10%) for
pathological stage I and II disease. This is no more the
case for stage III disease: we must remember that this
stage is a very heterogeneous group depending on the
tumor extent T3 vs. T4, the type of N2 or even N3…but
also the possibility to perform or not a complete
resection. In contrast, distant metastasis is a common
problem with figures ranging from 20 to 50% (1). A last
issue is certainly the problem of second cancer induced
by a long history of tobacco smoking requiring the study
of a possible prevention (screening procedure, drugs…).
A form of systemic treatment (chemotherapy,
immunotherapy…) is the logical answer to prevent
distant metastasis. The Cambridge metaanalysis
suggested a slight non-significant benefit for a sequential
cisplatine based chemotherapy (2). The recent American
trial of Keller et al comparing postoperative radiotherapy
to a combined chemo-radiotherapy approach did not
showed any difference for stage III disease: the only
important prognostic factor was the type of mediastinal
exploration: sampling vs. radical dissection (3). Sampling
dissection included a removal of at least one lymph
node at levels 4,7 and 10 during a right thoracotomy
and at levels 5 and/or 6 and 7 during a left thoracotomy
whereas a radical resection required a complete removal
of all lymph nodes at those levels. Among the 222
patients with N2 disease, multiple levels of N2 were
documented in 30% of patients with a complete
mediastinal dissection and in 12% of patients with a
systematic sampling. In this nonrandomized comparison,
the mediastinal complete dissection let to a survival
benefit for patients with right side lung tumors.

Several trials are on going worldwide: Anita mainly in
France, ALPI in Italy, and IALT worldwide…What are
the current lessons from those trials? They used usually
a cisplatine or carboplatine based chemotherapy, they
tried to recruit a large number of patients and there
appears to be a low compliance to postoperative
chemotherapy. The large number of patients implies
necessary a small difference in long term survival.
The main goal of adjuvant radiotherapy is to improve
the local control and so perhaps to have an impact on
survival. After the recent metaanalysis, is it still a place
for postoperative radiotherapy? A quick overview of the
randomized trials and of this metaanalysis let to a
negative answer (1,4). Indeed, both observed either
no effect or even a detrimental impact on survival.  We
should always remember the characteristics of those
trials and the time frame: those trials were performed
during the last three decades, a period of many
improvements in imaging procedure (CT), in surgery
and in radiotherapy (linear accelerators, three
dimensional planning…). The data suggested an
improvement in local control after postoperative
radiotherapy especially for stage III disease (the Lung
Cancer Study group trial, the MRC trial and the Feng
trial) (5,6,7). Furthermore, in the PORT metaanalysis,
there was a very interesting observation: the negative
impact of postoperative radiation disappeared for stage
III disease (a similar observation was made in
Dautzenberg trial)(4,8). Two explanations are possible:
either the patient had a too short life expectancy to
develop the late effects induced by the radiation or the
therapeutic effect of postoperative radiotherapy
compensate for the negative impact due to a poor
radiation technique (large volume, high daily doses,
and cobalt equipment…). Nowadays, postoperative
radiotherapy implies to use a modern and careful tailored
radiation technique: the aim is certainly to minimize the
risk of inducing severe life-threatening late effects
particularly to the lung. The patient has already a loss
of lung function due to the surgery but also to a long
history of tobacco abuse. This is probably the place for
a 3D conformal radiotherapeutic approach.
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