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Background: The French College of General Hospital Respiratory Physicians conducted two studies that 
consecutively included all patients followed in participating general hospitals for primary small cell (SCLC) 
or non-small cell (NSCLC) lung cancer diagnosed in 2000 and 2010. These studies allow descriptive 
statistics and outcome assessment for SCLC and NSCLC separately and comparison over a 10-year period.
Methods: A standardised form was completed for each patient at inclusion. Then, vital status was collected. 
Results: In 2000 and 2010, 948 (15.5% female) and 968 (23.3%) SCLC patients, mainly heavy active- or 
former-smoker seniors, participated in these studies. One-year survival rate was 35.8% for SCLC vs. 44.8% 
for NSCLC in 2010 and 33.1% for SCLC in 2000. In 2010, in reference to stage 0–IIB (4.1% of SCLCs), 
the hazard ratio was 0.92 [95% confidence interval (CI): 0.6–1.5; P=0.76], 1.8 (95% CI: 1.1–2.8; P=0.019), 
and 3.4 (95% CI: 2.2–5.3; P<0.001) for stage IIIA (10.2%), IIIB (14.5%), and IV (71.2%). Positron emission 
tomography (PET)-scan use, which has increased in 10 years, was frequent in patients with limited disease. 
Conclusions: One-year survival in SCLC patients was poor in 2010 and dependent of SCLC stage. TNM 
classification reintroduction and new diagnostic techniques (e.g., PET-scan) should allow lung oncologists to 
tailor treatment based on disease stage at diagnosis.
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Introduction

Due to its incidence and mortality worldwide, small cell 
lung cancer (SCLC) is a notable healthcare issue (1). SCLC 
accounts for 10–15% of all lung cancers (2). In 2011, 
according to the Surveillance, Epidemiology, and End 
Results program (SEER), 5-year survival rate was 6.5% for 
patients with SCLC and 22.1% for those with non-small 
cell lung cancer (NSCLC) (3). This poor prognosis reflects 
the rapid growth of SCLC, its propensity for spread to 
lymph nodes and distant organs, and the higher proportion 
of advanced diseases at diagnosis (2). 

Despite its importance, as evidenced by a simple 5-year 
research of Internet (PubMed) performed on 10 October 
2015, which found 1,421 articles for SCLC (MeSH) vs. 
12,253 articles for NSCLC (MeSH), SCLC is poorly 
studied. The management of SCLC and survival rates 
has not improved since the first reports of the disease by 
Bernard in 1926, and the primary forms of therapy in the 
1960s–1980s (with the advances in staging and the advent 
of chemotherapy and radiation therapy) (4). Combination 
chemotherapy (usually platinum-based plus etoposide or 
irinotecan) remains the first-line therapy for metastatic 
SCLC and for non-metastatic disease in association with 
early concurrent thoracic radiotherapy (1). 

The French College of General Hospital Respiratory 
Physicians (CPHG) has conducted two prospective 
multicentre epidemiological studies at a 10-year interval: 
KBP-2000-CPHG and KBP-2010-CPHG (5-9). These 
studies included all consecutive new cases of primary lung 
cancer histologically or cytologically proven in 2000 or 2010 
and followed in the respiratory department of non-academic 
hospitals. More than 900 of the 5,667 and 7,051 patients 
included in KBP-2000-CPHG and KBP-2010-CPHG 
cohorts had a SCLC (8). The large KBP-2010-CPHG 
cohorts allow descriptive statistics and outcome assessment 
for SCLC and NSCLC separately. The similarity of the 
design of both studies allows comparison between the two 
SCLC cohorts over a 10-year period. 

We therefore present the characteristics and 1-year 
mortality of the 968 new cases of SCLC diagnosed in 2010 
and compare results with those obtained for the 6,083 new 
cases of NSCLC diagnosed in 2010 and those obtained for 
the 948 cases of SCLC reported in 2000. 

Methods

The study protocols were approved by French Information 

Technology and Freedoms Commission (CNIL) on 
02 August, 2000 (No. 900019) and 11 January, 2010 
(No. 909479). The KBP-2010-CPHG protocol was 
also approved by the advisory committee on research 
information processing in the health field (CCTIRS) on 
19 November, 2009. The ethics committee of the French 
Society of Pneumology confirmed the observational 
nature of the study on 23 April 2010 (No. 2010–008). All 
patients were duly informed of the study objectives and 
requirements and gave oral consent before inclusion.

The members of the CPHG which gathers the chest 
physicians of the respiratory departments of the French 
non-academic hospitals were contacted. Those agreeing 
to participate became study investigators and their 
departments study centres. Participation in one study 
was independent of participation in the other study. Each 
investigator was to include all consecutive patients aged 
over 18 years with primary lung cancer histologically or 
cytologically proven between 01 January and 31 December 
(date of sampling) and managed in his/her study centre. 
For each included patient, the investigator filled out an 
anonymous questionnaire comprising items on age, sex, 
smoking, performance status (PS), histologic tumour type, 
tumour stage (6th version for KBP-2000-CPHG and 7th 
version for KBP-2010-CPHG), and first-line (initial) 
therapy (KBP-2010-CPHG, only). A steering committee 
assessed study completeness by checking the regularity of 
inclusions throughout the year for all centres individually, 
and taken together, and the coherence of the data between 
2000 and 2010 for centres which participated in both 
studies. Clinical research associates checked the completion 
of the questionnaires and contributed to the completeness 
of the recruitment (5,7,8). 

The populat ion was descr ibed in terms of  the 
questionnaire variables. Results were expressed as mean ± 
standard deviation (SD) or percentage. Bivariate analysis 
used the chi-square or Fischer exact test to assess association 
between categorical variables. Student t-test or ANOVA, or 
non-parametric tests were used for quantitative variables. 
For comparison between 2000 and 2010, common data from 
KBP-2010-CPHG and KBP-2000-CPHG were compiled 
and analysed concomitantly (8). Survival curves for SCLC 
patients in 2010 were estimated according to TNM stage 
using the Kaplan-Meier method and corresponding 1-year 
survival estimates with 95% confidence interval (CI) were 
calculated. Cox proportional hazard model was used to 
estimate unadjusted or adjusted hazards ratios (HRs) and 
their 95% CI. Survival time was calculated from the date of 



5103Journal of Thoracic Disease, Vol 9, No 12 December 2017

© Journal of Thoracic Disease. All rights reserved. J Thorac Dis 2017;9(12):5101-5111jtd.amegroups.com

diagnosis to the date of death or last visit for alive patients. 
P values <0.05 were considered as statistically significant.

Results

In 2000 and 2010, respectively, 5,667 and 7,051 patients 
were included in 137 and 104 centres distributed across 
France as a whole (including the overseas départements 
and territories); 80 centres participated in both studies. In 
2000 and 2010, respectively, 948 (16.7%) and 968 patients 
(13.7%) had a SCLC (P<0.001).

Typical patients with SCLC diagnosed in 2010 were 
heavy active or former male smoker seniors who frequently 
reported recent weight loss. The disease was commonly 
diagnosed at advanced stage (Table 1). 

Compared to NSCLC patients (Table 1), SCLC patients 
had higher body mass index at diagnosis (P=0.005), but 
more commonly reported recent weight loss (P<0.001). 
They had a poorer PS (P<0.001). They were more 
frequently active smokers (P<0.001) and heavy smokers 
(P<0.001). Smoking duration was shorter in NSCLC than 
SCLC patients (P<0.001). SCLC was more frequently 
diagnosed at advanced stage than NSCLC (P<0.001). 
In 2010, 35.8% of SCLC patients vs. 44.8% of NSCLC 
patients (P<0.001) were alive 1 year after the diagnosis.

Compared to 2000 (Table 2), SCLC patients were older 
(+1.4 years; P=0.008) and more frequently women (P<0.001); 
they had a better PS at diagnosis (P<0.001). In former-
smokers, time interval between diagnosis and smoking 
cessation increased between 2000 and 2010 (P=0.005). In 
2000 and 2010, respectively, 35.8% and 33.1% of SCLC 
patients (P=0.220) were alive 1 year after the diagnosis.

Table 3 presents the main characteristics of patients 
with SCLC proven in 2010 according to cancer stage 
at diagnosis. The percentage of patients with recent 
weight loss and with a PS >2 increased with tumour stage 
(P=0.001 and P<0.001, respectively). No other statistically 
significant difference was observed in patients and tumour 
characteristics. 

The greater the stage of the cancer, the lower were 
the percentages of patients with positron emission 
tomography (PET) (P<0.001) and with a file discussed 
during a multidisciplinary team meeting (P=0.031) (Table 4).  
Regarding initial therapy (Table 4), the greater the stage of 
the cancer, the lower was the percentage of patients with at 
least one cancer therapy (although the difference between 
the four groups was not statistically significant; P=0.098). 
Overall, 27 patients did not receive any therapy and  

74 patients exclusively received supportive care. Curative 
surgery was rare (n=16) and mainly intended for patients 
with stage 0–IIB cancer. Palliative irradiation (n=110) 
was mainly intended for patients with stage IV cancer. 
Radiochemotherapy was frequent (n=146) and usually 
concomitant (n=83). Chemotherapy alone was usually 
palliative (n=684). Platinum-based regimen (cisplatin 
and carboplatin) and etoposide were the most frequently 
administered drugs (n=434 and n=390, respectively). Third 
generation agents (mainly vinorelbine, n=15) were rarely 
prescribed as initial therapy (n=36) and when prescribed 
were mainly prescribed in patients with stage IV cancer 
(n=20). Overall, four patients received one targeted 
therapy (three patients with stage IV cancer received 
antiangiogenic therapy combined with non-targeted 
therapy). No significant difference was observed between 
patients with stages IIIA and IIIB cancer in the frequency 
of use of radiochemotherapy, palliative chemotherapy, 
cisplatin, carboplatin, or other non-targeted therapy such 
as etoposide (data not shown, P=0.337, P=0.181, P=0.483, 
P=0.412, and P=0.23, respectively). 

One-year survival rates significantly varied according to 
cancer stage at diagnosis (P<0.001), ranging from 75% for 
stage IIA to 25.7% for stage IV (Figure 1). In reference to 
stage 0–IIB, the HR was 0.92 (95% CI: 0.6–1.5; P=0.760), 
1.8 (95% CI: 1.1–2.8; P=0.019) and 3.4 (95% CI: 2.2–5.3; 
P<0.001) for stage IIIA, IIIB, and IV, respectively. According 
to whether or not they underwent curative surgery, 
respectively, 1 and 8 of the 10 and 27 patients with stage IA–
IIB cancer and known vital status were died at the end of the 
follow-up period.

Discussion

The present study confirmed the main characteristics of 
SCLC patients and showed the impact of societal changes 
occurred in 10 years on these characteristics. SCLC patients 
were mainly active or former male smokers whose lung 
cancer was belatedly diagnosed (10). The percentage of 
women among SCLC patients has increased in 10 years 
which reflected the increased proportion of women among 
smokers in France (9,11). SCLC patients were older and 
had a better PS at diagnosis in 2010 than in 2000, which 
possibly reflected increased life expectancy accompanied 
by increased healthy life expectancy. Moreover, the 
percentage of SCLC patients followed in the respiratory 
departments of the French general hospital has decreased 
in 10 years; however, due to the increased number of new 
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Table 1 Main characteristics of patients with a small cell (SCLC) or non-small cell (NSCLC) lung cancer diagnosed in 2010 and followed-up in a 
French general hospital (KBP-2010-CPHG study) (N=7,051)

Variables SCLC (N=968, 13.7%) NSCLC (N=6,083, 86.3%) P value

Sex (%) N=968 N=6,083 0.420

Female 23.2 24.4

Male 76.8 75.6

Age (mean ± SD) (years) 65.6±10.6 (N=968) 65.5±11.4 (N=6,083) 0.750

Smoking status (all patients) (%) N=961 N=6,047 <0.001

Never smoker 4.4 11.9

Former smoker 35.8 40.5

Active smoker 59.8 47.6

Smoking consumption (active and former smokers)  
(mean ± SD) (number of pack-years)

45.9±21.6 (N=875) 42.5±21.4 (N=5,070) <0.001

Smoking duration (active or former smokers) (mean ± SD) 
(years)

39.0±11.0 (N=781) 37.2±11.7 (N=4,487) <0.001

Smoking cessation/diagnosis time interval (former smokers) 
(mean ± SD) (years)

13.8±11.0 (N=327) 15.0±11.7 (N=2,320) 0.080

Body mass index (BMI) (mean ± SD) (kg/m²) 24.7±4.9 (N=929) 24.2±4.8 (N=5,666) 0.005

Recent (3 months) weight loss (%) N=943 N=5,901 <0.001

No 40.1 47.6

Yes 59.9 52.4

Performance status (PS) at diagnosis (%) N=963 N=6,013 <0.001

PS0: fully active 20.3 28.4

PS1: restricted in heavy physical work 43.1 41.4

PS2: up and about >50% of waking hours 21.4 17.9

PS3: confined to bed/chair >50% of waking hours 12.4 9.5

PS4: totally confined to bed or chair 2.8 2.8

Positron emission tomography (PET) (%) N=958 N=6,005 <0.001

No 71.4 49.5

Yes 28.6 50.5

Standardized uptake value (SUV) (mean ± SD) 11.4±6.9 (N=195) 11.0±6.2 (N=2,056) 0.450

Stage (new classification: 7th edition) (%) N=959 N=6,046 <0.001

0 0 0.2

IA 0.4 5.9

IB 1.2 4.2

IIA 1.6 4.2

IIB 0.9 3.8

IIIA 10.2 14.0

IIIB 14.5 9.5

IV 71.2 58.3

Percentages were calculated on the number of available data. Significant difference P<0.05. SD, standard deviation; SCLC, small cell lung 
cancer; NSCLC, non-small cell lung cancer.
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cases of lung cancer (2000: n≈20,000; 2010: n≈37,000) (12),  
the number of SCLC patients seen each year in each 
department was stable: approximately ten SCLCs per 
centre.

One-year survival remained stable from 2000 to 2010 
in SCLC patients and poorer than in NSCLC patients. 
The lack of improvement in 1-year mortality rate in 10 
years probably reflected the fact that SCLC remained 
frequently diagnosed at advanced stage and the lack of 
improvement in SCLC management. Although cancer 
stage at diagnosis is a major prognosis factor, we could not 
compare cancer stages in SCLC between 2000 and 2010 in 
the present study as the TNM classification has changed. 
Moreover, the development of the use of new tools such as 
PET-scan between 2000 and 2010 impacted cancer TNM 
classification, and consequently therapeutic strategy. 

As SCLC is a highly metabolic tumor that avidly takes 

up fluorodeoxyglucose (FDG), FDG-PET is therefore 
an attractive modality for SCLC staging and has been 
used to upgrade patients with extensive disease (10). 
In a study including 120 SCLC patients, results after 
FDG-PET were compared with those of conventional 
staging procedure. Only 1 out of the 120 patients was 
incorrectly staged by FDG-PET (13). In another study 
with 18 patients, FDG-PET showed a more extensive 
disease in 2 of the 3 patients for which FDG-PET and 
conventional staging disagreed (14). In a third study 
including 21 patients (39 PET scan examinations), staging 
was identical when the PET results and the sum of other 
staging procedures were compared (15). With PET-scan, 
9% of SCLCs were “upstaged” and 4% “down staged”. 
This examination can thus drive therapeutic strategy 
(radiochemotherapy or surgery).

The present study highlighted the importance in 2010 of 

Table 2 Main characteristics of patients with a SCLC diagnosed in 2000 and 2010 and followed-up in a French general hospital (KBP-2000-CPHG 
and KBP-2010-CPHG studies)

Variables 2000 (N=948, 16.7%) 2010 (N=968, 13.7%) P value

Sex (%) N=928 N=961 <0.001

Female 15.5 23.3

Male 84.5 76.7

Age (mean ± SD) (years) 64.3±11.3 (N=928) 65.7±10.6 (N=961) 0.008

Smoking status (all patients) (%) N=922 N=954 0.710

Never smoker 3.6 4.3

Former smoker 35.8 36.0

Active smoker 60.6 59.7

Smoking consumption (active and former smokers)  
(mean ± SD) (number of pack-years)

45.1±20.1 (N=878) 45.9±21.7 (N=870) 0.440

Smoking duration (active or former smokers) (mean ± SD) 
(years)

38.1±11.5 (N=878) 39.0±11.0 (N=775) 0.100

Smoking cessation/diagnosis time interval (former smokers) 
(mean ± SD) (years)

11.5±10.0 (N=321) 13.8±11.0 (N=326) 0.005

Performance status (PS) at diagnosis (%) N=928 N=956 <0.001

PS0: fully active 22.0 20.2

PS1: restricted in heavy physical work 34.5 43.1

PS2: up and about >50% of waking hours 20.8 21.4

PS3: confined to bed/chair >50% of waking hours 16.9 12.4

PS4: totally confined to bed or chair 5.8 2.8

Percentages were calculated on the number of available data. Significant difference P<0.05. SD, standard deviation; SCLC, small cell lung 
cancer.
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the stage of cancer at diagnosis on prognosis. In particular, 
it showed that 1-year survival was strongly better in patients 
with stage IIIA as compared with stage IIIB (75% vs. 
47.5%). As no obvious difference in the management of 
stage IIIA and stage IIIB SCLC emerged during the study, 
it can be hypothesized that difference in prognosis was 
mainly due to T4 + N2 and N3 cancers among stage IIIB 
SCLCs and their increased radiation field. 

The Veterans Administration Lung Study Group 
(VALSG) classification of lung cancer remains the most 
frequently used classification. It classifies patients into 
two groups: limited (LD) and extensive (ED) disease. 
The LD group includes patients with primary tumor and 
nodal involvement limited to one hemithorax, whereas ED 
group includes all other patients. Approximately, 30% of 
SCLC patients had LD at diagnosis; their median survival 

was 18–23 months (vs. 8–10 months in ED patients) and 
20% will be long survivors. LD patients can benefit from 
curative irradiation. In 1987, the International Association 
for the Study of Lung Cancer (IASLC) published a 
consensus report in accordance with the TNM. According 
to the IASLC, the LD group includes all patients without 
distant metastasis (i.e., stages I to III) and the ED group 
all patients with stage IV disease (10). The IASLC staging 
criteria were expected to better predict prognosis according 
to cancer stage (16). Some studies have also highlighted 
the difference in prognosis within LD patients taking into 
account mediastinal lymphadenopathy (17). In a study 
performed in 1990, the authors concluded that it was 
necessary to optimize SCLC classification (18). In 2007, the 
IASLC concluded that TNM was essential to differentiate 
stages I, II and III whose prognosis was clearly different (19). 

Table 3 Characteristics of patients with a small cell lung cancer (SCLC) diagnosed in 2010 and followed-up in a French general hospital 
according to cancer stage at diagnosis (KBP-2010-CPHG study) (N=959*)

Variables
Stage 0–IIB  

(N=39, 4.1%)
Stage IIIA  

(N=98, 10.2%)
Stage IIIB  

(N=139, 14.5%)
Stage IV  

(N=683, 71.2%)
P value

Sex, N (%) N=39 N=98 N=139 N=683 0.802

Female 9 (23.1) 23 (23.5) 37 (26.6) 155 (22.7)

Male 30 (76.9) 75 (76.5) 102 (73.4) 528 (77.3)

Age (mean ± SD) (years) 68.4±10.7 (N=39) 64.2±10.5 (N=98) 65.5±10.9 (N=139) 65.7±10.6 (N=683) 0.167

Smoking status (all patients), N (%) N=38 N=98 N=138 N=679 0.893

Never smoker 2 (5.3) 7 (7.1) 5 (3.6) 28 (4.1)

Former smoker 14 (36.8) 34 (34.7) 48 (34.8) 244 (35.9)

Active smoker 22 (57.9) 57 (58.2) 85 (61.6) 407 (59.9)

Body mass index (BMI) (mean ± SD) (kg/m²) 25.1±4.5 (N=37) 25.4±5.8 (N=96) 24.8±4.9 (N=137) 24.6±4.8 (N=652) 0.500

Recent (3 months) weight loss, N (%) N=38 N=97 N=138 N=661 0.001

No 23 (60.5) 50 (51.6) 60 (43.5) 243 (36.8)

Yes 15 (39.5) 47 (48.4) 78 (56.5) 418 (63.2)

Performance status (PS) at diagnosis, N (%) N=39 N=98 N=138 N=681 <0.001

PS0: fully active 16 (41.0) 33 (33.7) 37 (26.8) 109 (16.0)

PS1: restricted in heavy physical work 17 (43.6) 45 (45.9) 66 (47.8) 285 (41.9)

PS2: up and about >50% of waking hours 4 (10.3) 11 (11.2) 21 (15.2) 166 (24.4)

PS3: confined to bed/chair >50% of 
waking hours

2 (5.1) 7 (7.1) 13 (9.4) 97 (14.2)

PS4: totally confined to bed or chair 0 (0) 2 (2.0) 1 (0.7) 24 (3.5)

Percentages were calculated on the number of available data. Significant difference P<0.05. *, cancer stage was missing for nine patients 
who were thus excluded from analysis. SD, standard deviation.
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Table 4 Management of patients with small cell lung cancer (SCLC) diagnosed in 2010 and followed-up in a French general hospital according 
to cancer stage at diagnosis (KBP-2010-CPHG study) (N=959*)

Variables
Stage 0–IIB  

(N=39, 4.1%)
Stage IIIA  

(N=98, 10.2%)
Stage IIIB  

(N=139, 14.5%)
Stage IV  

(N=683, 71.2%)
P value

Positron emission tomography (PET), N (%) N=39 N=98 N=136 N=677 <0.001

No 9 (23.1) 44 (44.9) 94 (69.1) 534 (78.9)

Yes 30 (76.9) 54 (55.1) 42 (30.9) 143 (21.1)

Standardized uptake value (SUV) (mean ± SD) 9.8±5.9 (N=23) 10.3±4.2 (N=43) 12.7±9.8 (N=29) 11.9±7.1 (N=98) 0.144

Multidisciplinary team meeting, N (%) N=39 N=98 N=139 N=682 0.031

No 0 (0) 5 (5.1) 11 (7.9) 74 (10.9)

Yes 39 (100.0) 93 (94.9) 128 (92.1) 608 (89.1)

With at least one therapy
†
, N (%) N=39 N=98 N=139 N=683 0.721

No 1 (2.6) 1 (1.0) 3 (2.2) 22 (3.2)

Yes 38 (97.4) 97 (99.0) 136 (97.8) 661 (96.8)

Supportive care only
†
, N (%) N=39 N=98 N=139 N=683 0.207

No 38 (97.4) 93 (94.9) 132 (95.0) 622 (91.1)

Yes 1 (2.6) 5 (5.1) 7 (5.0) 61 (8.9)

At least one cancer therapy
†
, N (%) N=39 N=98 N=139 N=683 0.098

No 2 (5.1) 6 (6.1) 10 (7.2) 83 (12.2)

Yes 37 (94.9) 92 (93.9) 129 (92.8) 600 (87.8)

Curative surgery
†
, N (%) N=39 N=98 N=139 N=683 <0.001

No 29 (74.4) 95 (96.9) 138 (99.3) 681 (99.7)

Yes 10 (25.6) 3 (3.1) 1 (0.7) 2 (0.3)

Palliative irradiation
†
, N (%) N=39 N=98 N=139 N=683 0.003

No 35 (89.7) 93 (94.9) 132 (95.0) 589 (86.2)

Yes 4 (10.3) 5 (5.1) 7 (5.0) 94 (13.8)

Radiochemotherapy
†
, N (%) N=39 N=98 N=139 N=683 <0.001

No 27 (69.2) 43 (43.9) 71 (51.1) 672 (98.4)

Yes 12 (30.8) 55 (56.1) 68 (48.9) 11 (1.6)

Chemotherapy
†
, N (%) N=39 N=98 N=139 N=683 <0.001

No 15 (38.5) 62 (63.3) 78 (56.1) 102 (14.9)

Yes 24 (61.5) 36 (36.7) 61 (43.9) 581 (85.1)

Palliative chemotherapy
†
, N (%) N=39 N=98 N=139 N=683 <0.001

No 27 (69.3) 65 (66.3) 79 (56.8) 104 (15.2)

Yes 12 (30.7) 33 (33.7) 60 (43.2) 579 (84.8)

Percentages were calculated on the number of available data. Significant difference P<0.05. *, subjects with no data on cancer stage were 
excluded from the analysis; †, initial therapy.
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Survival of 7,995 LD patients were retrospectively analyzed 
by Patel et al. (20). Among these patients, 45% had a stage 
IIIB disease (quasi-exclusively due to T4 tumor) and 24% a 
stage IIIA disease (usually due to N2 disease). In this study, 
both T and N parameters were significant independent 
risk factors of overall survival (P<0.001). These data and 
our results suggest that diseases of stage IIIA and stage IIIB 
have to be managed differently.

Before the 1970s, surgical resection was used for 
the management of LD but this therapy has been then 
supplanted by irradiation based on the data from the 
British Medical Research Council, which demonstrated 
that irradiation led to better overall survival in LD (10). 
Surgical resection which has been showed to improve 
overall survival in some studies (21) but fails to improve 
survival in the study by Lad et al. (22) which included 
340 patients with stages I to IIIB SCLC. However, some 
retrospective studies showed an 86% benefit of surgery 
for stages I and II on 5-year survival (23), a 47% benefit 
of surgery for stages IA to IIB (24,25), and decreased 
overall survival with increasing stages. Results of this 
study also showed that surgery improved overall survival 
for N0, N1, and N2 (N3 stages were excluded from the 
study) and postoperative radiotherapy for N2 subgroup 
but not for N0 and N1 subgroups. Management of 
N2 SCLC will therefore depend of irradiation. In the 
beginning, chest irradiation in SCLC was broad and 
covered the entire mediastinum. Currently, with further 
technical progresses, radiation field is limited and toxicity 

decreased (26). A phase III study performed in 471 patients 
with limited SCLC (27) showed that 5-year survival 
increased with radiotherapy given twice-daily (1.5 Gy,  
30 fractions) compared with once-daily (1.8 Gy daily in 
25 fractions) (P=0.04). Moreover, several studies report 
that survival was improved when radiotherapy was given 
within the 30 days following chemotherapy (P=0.0003) (28).  
Currently it seems that (I) therapeutic strategy is rarely 
surgery followed by chemotherapy for T0-2 N0-1 SCLC; 
(II) surgery is to be discussed on a case-by-case basis 
after adjuvant chemo-radiotherapy for N2 SCLC; (III) 
therapeutic strategy is selective irradiation of lymph nodes 
in cases of mediastinal adenopathy (29,30). Irradiation is also 
proposed in particular in cases of lymphadenopathies that 
have decreased under treatment or in cases of adjacent or 
supraclavicular lymphadenopathy (31). Shepherd et al. (19) 
who studied the impact of TNM classification on SCLC 
management, confirms that all limited SCLC cannot today 
have the same treatment, and that patients with different 
prognoses must be identified using TNM classification. No 
previous studies have investigated a difference between N2 
and N3 or T3 and T4 SCLCs. 

SCLC management requires the most efficient staging 
of mediastinal involvement to be sure to not disregard 
a surgical stage and to identify N2 SCLC. As compared 
with its previous version, the new version of the TNM 
classification is expected to better identify prognostic factors 
and better guide therapeutic strategy in terms of irradiation. 
PET would be in close future one of the most efficient tool 
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Figure 1 One-year survival curves (Kaplan-Meier curves) and rates (%) according to cancer stage at diagnosis (KBP-2010-CPHG study). 
CI, confidence interval.
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to optimize staging. This examination and possibly other 
methods such as endobronchial ultrasound (EBUS) would 
allow N2–3 and T3–4 stages to be differentiated. Radiation 
techniques including bold techniques (chemotherapy and 
then radiochemotherapy with stereotactic, adjuvant…) 
could be performed. 

The results of our study confirm those of other studies 
that highlight the presence of distinct groups within the 
localized and N2 and N3 SCLCs, and the widespread use 
of PET-scan. It seems appropriate to propose a different 
strategy between N2 and N3 SCLCs. N3 SCLCs reflect 
the rapid evolution of the disease and will benefit from 
a classic radiochemotherapy. N2 SCLCs could benefit 
in the future from different multimodal type including 
stereotactic irradiation and chemotherapy. The place of 
surgery in case of objective response after chemotherapy 
would have to be discussed on a case-by-case basis. A study 
on the management of stage IIIA SCLC would be helpful 
to confirm these data.

The results of our study also confirm that current 
guidelines are usually being followed (31). However, there 
were some discrepancies between the guidelines and our 
results: although radiochemotherapy is recommended in 
LD, in our study, only 43.9% and 51.1% of stage IIIA and 
IIIB patients underwent radiochemotherapy. However, 
this finding must be interpreted with caution as patients 
could have been initially treated by chemotherapy and 
radiotherapy organized in a second time. 

Finally, the study, whose strengths and limits have 
been previously discussed (8,32), confirms the poor 1-year 
survival in SCLC. It also confirms the impact of the cancer 
stage at diagnosis on survival rate and, in particular, the 
discrepancy between 1-year survival and management for 
stage IIIA and stage IIIB SCLCs, demonstrating the interest 
of the reintroduction of the TNM classification and the use 
of new diagnostic techniques, such as PET-scan, to offer 
more appropriate strategy for each patient.
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