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B mociiegHue ronpl mpo6iieMa MeAMITMHCKOM TTOMOIIY GOJTbHBIM
pakom serkoro (PJI) B Haileit ctpaHe cTaHOBUTCSI Bce OoJiee akTy-
anbHoi. [To manueiM B. M. Yucosa ¢ coast., B Poccuu B 2003 1.
u3 55 488 GosbHBIX ¢ BIiepBbie BhIsiBIeHHBIM PJI cnienmguueckoe
JiedeHue yaajaoch MPOBECTU TONABKO 13 759 GoJIbHBIM, UTO COCTaBU-
710 24,8%. U3 Hux y 41,6% GonbHbIX yctaHoBIeHbl I—III ctamuu
3aboneBanus [10]. DT naHHBIE TEMOHCTPUPYIOT CHUKEHUE KO-
yecTBa 00JbHBIX, KOTOPbIM MPUMEHSIUCh BHICOKOTEXHOJIOTMYHBIE
W JOPOTOCTOSIIIE METOIBI JJeueHUs [9]. Yallle eTMHCTBEHHBIM Me-
TonoMm JedeHust PJI 601 xupyprudeckuii meron. Tonbko 24,2% na-
1LIMEHTOB HA MOMEHT BbIsIBIeHUSsI 3a001eBaHus umenu [—I1 cranuu,
KOTJa caMOCTOSITeTbHOE XUPYPrMYecKoe JIeYeHHUe OIpaBIaHo.
B ocranbHBIX cilyyasx BO3HMKaJa HEOOXOAMMOCTh B MHOM JieueO-
HOW TaKTUKe.

IIaTuneTHssT BBDKMBAEMOCTb OOJIBHBIX, OTIEPUPOBAHHBIX I10 T0-
BOJly HEMeJIKOKJIeTouHoro paka jierkoro (HMPJI), B cpenHem co-
crapisieT 25—30%, He uMest BbIpaXXeHHOM TEHACHIIMU K U3MEHe-
HUIO Ha MPOTsKeHUU nocieaHux 25 siet [1]. Haubosnbliiee BiusiHue
Ha OTJaJeHHbIE PEe3YJbTaThl XUPYPTUUECKOTO JIeUeHUsT OOJbHBIX
HMPJI okasbiBaeT pacrnpocTpaHeHHOCTb Tipoliecca. [To jaHHBIM
C. E Mountain, mpu T3NOMO 5 set nepexuBaioT 33% GOJIbHBIX,
anpu TANIMO — 0—2% [22].

YcraHoBiIeHO, uTO 6osiee yeM Y 50% OONbHBIX TPUYMHOM CMep-
TH TIOCJIC OTIEpAIUU SIBJISTFOTCSI MECTHBIE M PETMOHAPHBIC PEITUIM-
BBI. DTO CBSI3aHO, C OJTHOI CTOPOHBI, C HEAOCTATOYHO TTOJTHOM a1ra-
THOCTUKOI pacpOoCTPaHEHHOCTH TIpoliecca, C IPYroi CTOPOHBI —
BO BpeMsI OTlepalii Ha JIETKOM BO3MOXEH OTCEB OITyXOJIEBBIX KJIe-
TOK B OMEpallMOHHOM T10JIe WM TIoMNafaHue uX B IMMdaTruyeckue
U KPOBEHOCHBIE COCyIbl. B aTOM Citydae yiydiieHue OTaaleHHBIX
pe3yJabTaTOB JEYEHUsI MOXKET OBbITh CBSI3aHO C MCMOJIb30BaHUEM
MpeaoIepalliOHHOTO WM MOCIeONepallMOHHOTO Kypca JIydeBoit
tepanuu (JIT). Lenwto JIT siBnsgeTcs mpoduiakTuyeckas: 1eBuTa-
JIM3alus KJIETOK OITyXOJW WJIM BO3ICICTBUE HAa OCTATOYHYIO OITy-
XOJIb MPU HEPAAUKaIbHO BBIMOJTHEHHBIX ONepalusiX.

Panee komOuHUpoBaHHbBIN MeTon JeueHus PJI mpenmnonaran
npenonepauroHHblii kype JIT ¢ mocneayromum (dyepe3 3—5 Hen)
XUPYPru4ecKrUM BMelnaTeabcTBoM. CeromHs 3Ta METOAMKA TPU-
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The problem of medical care in lung cancer gained the
importance over the last years. According to V. Chisov et al. in
2003 only 13,759 (24.8%) of 55,488 patients with newly diag-
nosed lung cancer received specific treatment including 41.6%
with stage [—III disease [10]. This means that a smaller number
of patients received high technology and expensive treatment [9].
Surgery alone was the most common treatment modality. At pre-
sentation only 24.2% of the patients had stage I or Il disease
when surgery alone is the best treatment, while the remaining
cases required other treatment strategies.

The 5-year survival in patients undergoing surgery for non-
small cell lung cancer (NSCLC) is 25 to 30% and has not
changed over the last 25 years [1]. Disease advance in patients
with NSCLC has the greatest effect on follow-up survival.
According to C. E Mountain [22] 33% of patients with T3NO
and 0% with T3N1—2 disease survive 5 years.

Local and regional metastasis are the principal cause of
death in 50% of cases. This is related, on the one hand, to under-
diagnosis of disease advance and, on the other hand, to intraop-
erative tumor cell dissemination in the operating field or to
Iymph and blood vessels. In this case pre- or postoperative irradi-
ation may improve follow-up results. Radiotherapy is given to
devitalize preventively tumor cells or residual tumor if the
surgery was not curative.

At first, combined modality treatment in lung cancer consist-
ed of preoperative conventional distant radiotherapy and surgery
at three to five weeks following irradiation. Now this strategy is
thought ineffective since it provided a 5-year survival of 12.5 to
39.5% versus 21—36% after surgery alone.

The next step in development of combination modality treat-
ment for lung cancer was the use of intense preoperative radio-
therapy at a single tumor dose 4 to 5 Gy to a total tumor dose
20 Gy. Russian scientists made a great contribution to develop-
ment of this treatment strategy. Results of trials of this method
were equivocal. However, most of them proved combined modal-
ity treatment including intensive preoperative irradiation benefi-
cial both in stage Il and III disease.
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3HaHa HeA(POEKTUBHOM, MOCKOIBKY S-JIETHSISI BEBDKMBA€MOCTh TTPU
3TOM cocTtaBisiia 12,5—39,5%, Torma Kak Mpyv OTHOM XMPyprudec-
KOM JieueHuu — 21—36%.

CieytolM 3TaroM pa3BUTUSI KOMOMHUPOBAHHOTO METO/IA Jie-
YEHHUS SIBUJIOCh BHEAPEHUE B KIMHUYECKYIO TTPAKTUKY MHTEHCUB-
HBIX MpeaoTepallMoOHHBIX KypcoB JIT ¢ pa3oBoii ouaroBoii 1030it
(PO/I) 4—5 Tp u cymmapHoii ouaroBoit no3oit (COJI) 20 Ip. Bosb-
IO BKJIAA B pa3BUTHE JAHHOTO METOIA BHECIU OTCUCCTBEHHEIE
uccienoBateu. PesynbraTel Uccieq0BaHU, MOCBSIILIEHHBIX 3TOI
METOIMKE, OKa3aIMCh HeOMHO3HaYHBIMU. OTHAKO B OOJIBIIMHCTBE
W3 HUX MTOKa3aHO, YTO Pe3yJIbTaThl KOMOMHUPOBAHHOTO METOIA
C MHTEHCHBHBIM TIpeaornepauroHHbIM Kypcom JIT Obutm mydiie
kak npu 11, tak u npu 111 craguu 3a6oneBanus.

Llenblo MHTEHCMBHOTO Kypca MpeaorepaliMoOHHON JMCTaHIIMOH-
Hoil JIT saBnsieTcss neButanusanusi HauboJjee OKCUTEHUPOBAHHBIX,
MMEIOIIMX BBICOKUIA METACTAaTUYECKHUIA MOTEHIIMA KJIETOK OIMyXOJIH,
HaxXOISIINXCS Ha ee Tieprdepru WU BOKPYT COCYIIOB, U, BCIIENCTBYE
3TOTr0, MPeAYNpPeXICHNE NHTPAOTIEPALIMOHHOTO METacTa3upPOBAHUSI.
[JanHas MetonmKa nokaszaHa kKak npu I, Tak v npu [—IIla (N1) cra-
nusix 3a6oneBanus. [Tpu I11b (N2) ctaguu 1ienecoodpa3HOCTh TPOBe-
JIEHWSI THTEHCUBHOTO Kypca TipenonepatnronHoii JIT mpeacrasisier-
CsT COMHMTEJIbHOM, TaK KaK BePOSTHOCTh HAJTMUYUS CYOKITMHUYECKIX
METACTa30B IIPY 3TOM COCTaBJIsIeT 10 86% [6; 8; 16].

ITpu 3HaUUTETLHOIT MECTHOI PACIIPOCTPAHEHHOCTH 37I0KaYeCT-
BEHHOTO TIpoliecca B JIETKMX Haubosiee TpaBUIbHBIM MOXET ObITh
ucnonb3oBanue JIT B mocieonepanonHoM niepuoze. [Tokazanus-
MM K TaKOMY JICYEHUIO CJIy>KaT COMHEHUE B paMKaJIbHOCTHU Orepa-
TUBHOTO BMENIATEIbCTBA W HAJIMUME PAKOBBIX KJIIETOK B Cpese
OpoHxa nmpu MOoppOJOrMYecKOM UCCIeAOBAHUH.

B paHImOMMU3MpPOBAaHHOM MCCIEIOBAHUU TT0 KOMOMHUPOBAHHO-
my JiedeHuto 131 6oabHoro PJI ¢ ncronb3oBaHueM nocieoneparm-
oHHoOro Kypca JIT mo TpagulImoOHHOI METOIMKE OBLIO BBHISBICHO
JIOCTOBEPHOE YBEJMUYEHUE MPOAOKUTETbHOCTU KMU3HU OOJTbHbBIX
npu 111 craguu 3a6oneBanust. [1aTUAETHSS BBIXKMBAEMOCTb TaKMX
OOJIbHBIX TTOCJIE KOMOMHUPOBAHHOTO JieueHUsT cocTaBuia 27,6%,
npotuB 10% (p < 0,01) nocie xupyprudeckoro. Konuuectso peru-
JIIMBOB TaKXKe YMEHbIIIOCH ¢ 25 1o 10,4%.

ITonoGHBIC pe3ynbTaThl OBLIN MOJYYEHBI U B IPYTUX OTEUYECT-
BEHHBIX U 3apyOeXXHBIX MCCIIeTOBAHUSIX, TTPOBEeAeHHBIX B 1980—
1990-e rr. [1; 9; 15].

Hcxons U3 aTMX JaHHBIX U COOCTBEHHOTO OITBITa, MBI CYUTACM
HCIIOJb30BaHUE TAKOI0 MeTOAa OOOCHOBAHHBIM ISl JIeYEHUS
00abHbIX co II—III cranusamu 3a6oneBaHus IpU HAJTUUUU MeTa-
CTaTMYECKOTO MopaxeHus JuMmdpaTudyeckux y3inoB (N1—2). O0Ha-
PYXeHHE OIYXOJIEBBIX KJIETOK B cpe3e OpOHXa SBJISICTCS MPSIMBIM
MoKa3aHWeM [UTsl POBEIeHNsI TTocieonepalioHHoro kypca JIT.

B cBsi3u ¢ mo3aHe# 1MarHOCTUKOM, HAIMYMEM COMATHUYECKUX
MPOTUBOITOKA3aHUI VJTK OTKA30M OOJIbHBIX OT XUPYPTUUECKOTO JIe-
YeHUs onepadesbHOCTh 00abHBIX HMPJI Ha MOMEHT mocTaHOBKHU
nuartosa cocrasisier 15—30% [8; 12], a pesekrabeabHOCT — 15—
18% [4]. Y ocTalbHBIX MTalIMEHTOB BO3MOXHbI KOHCEPBATUBHbIE
METOJIBI JIEUEHUsI, OCHOBHBIM M3 KOTOPBIX SIBISIETCS IMCTAHIIMOH-
Has JIT, Tak KaKk X¥uMuOTepanus Mpyu 3TOH HO30JO0TUM MO3BOJSIET
MOJIYIUTh JIUIIb MAJUTMATUBHBIA MJIM CUMITTOMATUIeCKMT 3(PhEKT,
a YyBCTBUTEJLHOCTD OITyXOJIM K Heli He mpeBbimaeT 30% [5; 7].

Pesynbratsl JIT 60onbHbix PJI ocTaBasinch HEM3MEHHBIMU Ha
MpOTsKeHUUM nocuenHux 40 JeT U CylnieCTBEHHO He 3aBUCEJU OT
COBEpILICHCTBOBaHUS TexHMYecKoit 6a3el JIT 3a 3TtoT mepuo.
B nutepatype Havana 1980-X Ir. 4acTo MOXHO ObLIO BCTPETUTD UC-
cJIeIOBaHMSI, B KOTOPBIX B OJHOU TPYIIe HAXOAUINCH OOJbHBIE
C TUIOCKOKJIETOUYHBIM, MEJKOKJICTOUHBIM MWW 3KeJIe3UCThIM
PJI. Ho yxe Toraa omeuyeHbl pa3Hoe KJIMHUYECKOE TeUeHUe paka
pa3IMIHBIX MOP(HOIOTUYECKNX BaPUAHTOB, pa3Hasl YyBCTBUTEIb-

Intense preoperative distant radiotherapy is aimed to devital-
ize majority of oxygenated malignant tumor cells with high
metastatic potential at tumor periphery and around blood vessels
and therefore to prevent intraoperative metastasis. Thus, both
stage I and I—IIIA (N1) lung cancers are indications to this reg-
imen. Efficiency of the intensive preoperative irradiation seems
doubtful in stage 111 (N2) because 86% of the cases have subclin-
ical metastases [6; 8; 16].

Postoperative irradiation seems to be useful in cases with
locally advanced disease. This method is indicated if curative
outcome of surgery is doubted and histological study of bronchial
sections is positive.

A randomized study of combined modality treatment includ-
ing postoperative conventional radiotherapy of 131 lung cancer
patients demonstrated a significant increase in survival of
patients with stage III disease. The 5-year survival following
combined modality treatment was 27.6% versus 10% (p<0.01)
after surgery alone. Local recurrence also reduced from 25 to
10.4%. In the 1980’s and 1990’s other Russian and foreign inves-
tigators reported similar results.

Basing on these findings and our own experience we consider
this strategy useful in stage II and III lung cancer with metastatic
involvement of lymph nodes at N1—2. The presence of tumor
cells in bronchial sections is a direct indication of postoperative
radiotherapy.

Owing to late diagnosis, somatic contraindications or
patient’s refusal of surgery, operability in NSCLC cases is 15 to
30% [8; 12] with a 15—18% resectability [4]. Remaining cases
undergo conservative treatment, mainly distant radiotherapy
because chemotherapy provides only palliative or symptomatic
effects with a response not more than 30% [5; 7].

There was no considerable progress in treatment outcomes in
lung cancer over the last 40 years in spite of the advance in irra-
diation techniques. Investigators of the early 1980’s often
included patients with squamous-cell, small-cell cancer and
adenocarcinoma in the same group. However already at that
time oncologists became aware of different course, different
response to conservative treatment of different morphological
cancer types which necessitated different approaches to the
treatment. Our analysis is based on outcomes of treatment for
NSCLC with radiotherapy being the principal treatment
modality in inoperable cases due to both local disease advance
and somatic contraindications to surgery, or due to patient’s
refusal of surgery. It is clear now that conventional radiotherapy
in lung cancer is not effective though some cases survive 5 or even
10 years.

Attempts to improve radiotherapy effect are made in the fol-
lowing fields: space and time optimization of radiotherapy, use of
different irradiation techniques, modification of sensibility to
irradiation of the tumor and adjacent tissues, use of chemothera-
py in combination with irradiation.

It was shown that lower respiratory tracts tolerate irradiation
up to 80 Gy and efficacy of radiotherapy may be improved if the
rate of delivery of the total tumor dose is increased [15; 25]. This
radiobiological rationale was a basis for development of irradia-
tion for NSCLC by accelerated hyperfractionation.

One of the largest clinical study demonstrated benefit of
accelerated fractionation as compared to conventional irradia-
tion by 5-year and median survival rates which were 15 vs 5% and
15.7 vs 10.8 months respectively [15]. These data were further
confirmed by B. Jeremic (1997) who reported a 27% 5-year and
22-month median survival, our own findings (2003) of 15.6%
and 22.7 months and results of a study performed in the
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HOCTb K KOHCEPBAaTUBHBIM METOAAM Tepallii, 4YTO, B CBOIO OYe-
pelb, TIPUBEI0 K HEeOOXOAMMOCTH MCITOTB30BaHUS Pa3TUIHON
TaKTMKU W CTpaTeruu ux jedyeHus. [IpeacraBieHHbI HaMU aHa-
JIU3 OCHOBBIBaeTcsl Ha pesyibratax JedeHus HMPJI, rne JIT saBnsi-
€TCSl OCHOBHBIM METOAOM JIeUeHMsT HeolepabeJ bHBIX OOTbHBIX
BCJICACTBUE KaK MECTHOI pacipOCTPaHEHHOCTH 3a00JIeBaHMSsI, TaK
M COMAaTUMYECKUX MPOTUBOMOKA3aHUI K OMEpaTUBHOMY JIUCHUIO
WK B CJTyJae 0TKa3a OT Hero.

B HacTos111€€ BpeMst MOXHO 3aKJTI0YUTh, YTO METOAMKA KOHBEH-
nuoHanbHoM JIT PJI ucuepnana cedsi, HECMOTPSI HA TO UTO OTIEb-
HbIe 0O0JIbHBIE TIEPEXKUBAIOT S-JETHUI, a To U 10-JIeTHUI TTepuoa
HaOJIIOACHUSI.

Wccnenosanus no nosbiieHUto addexrrBHocty JIT npoBoasT-
Csl B CJICAYIOIIMX HAMpaBICHUSIX: TTPOCTPAHCTBEHHO-BPEMEHHAsI OIl-
tumu3anust JIT, ucronb3oBaHue cOYeTaHHOTO OOTydeHUST, MOTU(DU-
Kalusl paauovYyBCTBUTEILHOCTU OMYXOJU M OKPYXAIOIIMX TKaHei
U TIpUMEHEeHNe XUMUOTEPATTY B KOMOMHAIINY C O0JTyIeHUEM.

ITpenBapuTenbHbIe HCCAEN0BaHMS BbISIBUIN CIOCOOHOCTh HUX-
HUX OTHEJIOB JbIXaTeIbHBIX MyTell BBIAEPKUBATH 1036l 10 80 Ip
¥ BO3MOXKXHOCTD MoBbILIeHUsT 3ppekTuBHOCTH JIT nipu yBenunue-
Huu ckopoctu noneneHust COJL [15; 25]. Dtu pannobuosorndec-
KUe TIPEeIIOCHUTKY JIETJIM B OCHOBY MCIIOJIb30BaHHUsI PEKMMOB YCKO-
peHHoro cynepdpakimonnpobanus rmpu JIT HMPJI.

PesynabraThl OMHOTO M3 HanboIee KPYIMHBIX KITMHUYECKUX UC-
clie0BaHUI TT0 U3YYeHUI0 3(D(HEKTUBHOCTH YCKOPEHHOTO (hpak-
IIMOHUPOBAHUS TIOKAa3aJd TPEUMYIIECTBO NAaHHOW METOIMKU
B CpaBHEHMU ¢ KOHBeHIMOHanbHOM JIT 1o rnmokasaressim S-j1eTHein
BBIKMBAEMOCTU M MeIVaHbl BEDKUBAEMOCTHU, KOTOPBIE COCTABUIIN
15% nipotus 5% u 15,7 mec ipotus 10,8 Mec cooTBeTCcTBeHHO [15].
B mocnenytoiemM 3TH pe3ynsTaThl ObUTM TTOATBEPKISHBI TaHHBIMU
B. Jeremic (1997) (5-netHsist BbkuBaeMocTb — 27%, MenuaHa Bbl-
KMBAEMOCTU — 22 Mec), pe3yJbTraTaMi COOCTBEHHBIX MCCIIEIOBA-
Huit (2003) (5-neTHsIsT BBDKMBaeMocTh — 15,6%, MenuaHa BbDKUBa-
emoctu — 22,7 Mec), a Takke pe3yJabraTaMHM HMCCIEeIOBaHUS,
MPOBEIEHHOTO B ApXaHTeJbCKOM 00JJACTHOM OHKOIHMCITaHCepe
(2003) (5-netHsist BbKUBaeMOCTh — 17,9% 1 MenuaHa BbDKUBae-
mocTtu — 24,0 mec).

WHTepecHbIMU ABISIOTCS AaHHBIE 00 3¢ (GEKTUBHOCTU TTPUME-
Henus JIT misg nedenus 6onbHbix HMPJI I ctagum, nmeromumx co-
MaTU4ecKUe MPOTUBOIOKa3aHus K onepauuu. [lokaszarenb 5-net-
Hell BBDKMBAEMOCTH B 3THX HaOJIOICHMSIX cocTaBiseT oT 30 mo
40%. IpencraBieHHbIe TaHHbIE OJIM3KK K pe3yJIbTaTaM XUpyprude-
CKOTO JIEUeHUsT OOJIbHBIX TaKOM e BO3PAaCTHOM TPYIIHI (cTapiie
70 net). OmHAKO JTUTEIBHO MPOXUTH MMEIOT IIIaHC TOIbKO 15% u3
3TUX OOJIBHBIX, TaK KaK 25% yMUPAIOT OT MHTEPKYPPEHTHBIX 3a00-
neBaHuii, 30% — oT oTnajieHHbIX MeTacTa3oB 1 30% — oT peunan-
Ba 3a0oeBaHus [27].

CeromHs1 peIIpUHUMAIOTCS TIOMTBITKA O0beMIUHUTD BO3MOXKHOCTH
NIBYyX MPU3HAHHBIX KOHCEPBATUBHBIX MeTon0B — JIT 1 xumuotepa-
nuio, Xots adexkruBHOCcTb nocnenneit npu HMPJI HeBenvika, He 60-
nee 20—30% [5; 7; 8]. meloliyecs: faHHbIe O KOMOMHALIAU 3TUX Me-
TOIIOB TIOKA3BIBAIOT, UYTO PE3YJIbTaThl JOCTATOUHO MPOTUBOPEUMBEI.
Tak, no nanHbIM C. Wang ¢ coaBr., 3-J1€THsISI BBLKMBAEMOCTh O0JIbHBIX
HMPJI I cranuu npyu MHAYKIMOHHON XMMUOTEpAIrui B COYETaHUU
¢ konBeHImoHanbHOi JIT coctaBmsier 0%, a 1O COOGIIEHUIO
M. Socinski ¢ coaBt. — 40% [28; 30]. 3aciyXuBarOT BHUMaHUsI pe-
3yJIBTaThl XUMUOJTY4eBOTO JIeUeHUsI HA OCHOBE JaHHBIX PAHIOMU3UPO-
BaHHBIX IIPOCHEKTUBHBIX HccaenoBannii RTOG — 15—25%, xoto-
pbIe CPAaBHUMEI C pe3yyibrataMu camoctositesibHou JIT, mpoBeneHHOM
B TPAAULIMOHHOM peXUMe WJIM TI0 METOJIUKE YCKOPEHHOTO Cyrep-
(bpakIIMOHUPOBaHUS, TTOJlyYeHHbIMU B uccienoBaHusgx RTOG —
15—22% [12; 13; 14; 15]. 3ameTuM, 4TO cOYeTAaHUE XMMUOTEPAIIUU
¢ 00JTyueHrEM OTHOBPEMEHHO BENET K BO3PACTaHUI0 TOKCUIHOCTHU
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Archangelsk Cancer Center (2003) with 17.9% and 24.0 months

respectively.

Of interest are outcomes of radiotherapy of stage I
NSCLC cases with medical contraindications to surgery. 5-
years specific survival in such cases is 30 to 40% which is
close to surgical treatment taking into account patient age
(above 70 years). However, only 15% of these cases have a
chance of long living since the remaining cases die from
intercurrent lesions (25%), distant metastases (30%) or local
disease recurrence (30%) [27].

There are attempts to combine two principal modalities of
conservative treatment, i. e. irradiation and chemotherapy
though response to chemotherapy is not more than 20—30% [5;
7; 8]. Outcomes of the two modalities combined are equivocal.
According to G. Wang the 3-year survival in stage [I1 NSCLC
patients receiving induction therapy and conventional irradia-
tion was 0%, while M. Sochinski reported of a 40% rate [28; 30].
Of interest are results of randomized prospective RTOG trials as
reported by R. Byhard (15—25%) that are compatible with out-
comes of radiotherapy alone as given in a standard regimen or by
hyperfractionation in RTOG trials (15—22%) [12; 13; 14; 15].
Combination of chemotherapy and irradiation increases treat-
ment toxicity and reduces patient quality of life during rehabili-
tation [11; 13; 21; 23; 26].

Of interest is radiotherapy in central NSCLC with a boost
irradiation of the primary. This techniques allows a single tumor
dose 85 Gy or higher [2; 3; 17]. There was a high dependence of
both tumor response and frequency of various complications on
the dose [17; 19; 24; 29]. Treatment combining distant RT (total
tumor dose 55 to 66 Gy) and intracavitary RT (single tumor dose
2.7 to 10 Gy to a total dose 6 to 35 Gy) resulted in a complete
tumor response 47% with an overall tumor dose 70 Gy and a 83%
after an overall tumor dose 85 Gy or higher.

There is another interesting treatment for NSCLC, that is
distant radiotherapy and UHF hyperthermia. Unfortunately the
use of this technique is limited because it is difficult to heat the
target. K. Karasawa et al. [20] reported of a total local control of
26% in the thermoradiotherapy group versus 0% in distant radio-
therapy one and an objective (complete + partial local control)
response 95 vs 70% (p<0.05). Overall and disease free 3-year sur-
vival rates were significantly higher in the thermoradiotherapy
group (20 vs 7% and 73 vs 37% respectively). Local recurrence
was the cause of death in 21% of cases receiving thermoradio-
therapy versus 53% after radiotherapy alone.

In summary, the following conclusions may be made:

e surgery is the principal radical treatment which however can-
not objectively be given in 50% of lung cancer cases;

e intensive preoperative and postoperative radiotherapy may
improve outcomes of surgery in locally advanced non-small
cell lung cancer, postoperative radiotherapy at a subradical
dose may be useful to prevent disease recurrence;

¢ novel daily dose fractionation regimens with an increased total
tumor dose improve follow-up results of radiotherapy alone;

e radiotherapy in combination with chemotherapy may be con-
sidered a promising field of conservative treatment.

W YXYIIICHUIO KayecTBa KU3HU OOJIbHBIX B TTEPUO PeaduInTa-
umu [11; 13; 21; 23; 26].

OmnpeneneHHbI MHTEepeC BhI3bIBaeT coyetaHHas JIT meHT-
pansHoro HMPJI, mo3BoJistioliasi ocyliecTBUTh 0ycTOBOe 00-
JydyeHue omnyxosu. [Ipu Takoii Tepanmuu ymaeTcs MOIBECTH
k oryxosn COJL 85 Ip u Beitie [2; 3; 17]. UccnenoBanus moka-



3JI1 BBICOKYIO TO3HYIO 3aBUCUMOCTD KaK peaKIMy OIyXOJH, TaKk

1 BO3MOXHBIX ocioxkHeHul [17; 19; 24; 29]. YV GOJIbHBIX B pe3yiib-

Tare JIeYeHUsl MO0 COUYeTAaHHON MeToauKe — AuctaHuuoHHou JIT

(COO 55—66 Ip) u Buyrpumnoaoctuoit JIT (PO 2,7—10 Ip

u COJl 6—35 Ip) — npu obmeit COJl menee 70 Ip mosHyio per-

peccuio ornyxoiu HaGmonanu B 47% ciydaes, a nipu obuieit COJJ

85 I'p u Gosiee — B 83%.

Ipencrasnsier onpeneneHHBII MHTEPEC ellle ONUH METOJ Jieue-
Huss HMPJI: nposenenue nucranunonHoit JIT Ha done YBYU-ru-
neprepmun. K coxxaneHuio, cI0KHOCTY HAarpeBa MUILIEHU B 9TOM
ciIydae OTpaHUIMBAIOT BOZMOKHOCTH METOMA, XOTSI Pe3YJIBTaThl Me-
Tonuku obHanexuBawoT. [1o nanusiM K. Karasawa c¢ coaBrt. [20],
YPOBEHb TIOJHOM PErpecCUM OITyXOJW OB 3HAYUTETHHO BBIIIE
B IpyIiie TepMoiydeBoii Tepanuu — 26% npotus 0% TOIBKO Mpu
nuctaHimoHHoi JIT, a yacTora rmojoXxuTebHOTo oTBeTa (rmojHas +
yacTuuHast perpeccust omyxonu (6osee 50%)) COOTBETCTBEHHO CO-
craBuia 95 u 70% (p < 0,05). B TepMoJty4deBoii rpyrine GONbHBIX 10-
CTOBEPHO BbIIlIe OKa3anach 3-MeTHsIsl o01Iast U 6e3pelluANBHAs Bbl-
xkuBaemocth: 20 u 7%, 73 u 37% COOTBETCTBEHHO. PelnanBhI Kak
NMpUYUHA CMEPTU TMALMEHTOB 3HAYUTEJBbHO pPEXe BCTPEYaIUCh
B TpyIITie GOJIbHBIX C UCIIOJIb30BaHUEM rureprepmun — B 21% mpo-
TuB 53% B rpymre 60JbHBIX ITociie camocTosiTebHOM JIT.

Takum 06pa3oM, MOKHO OTMETHUTh, UTO:

e BeAyIIMM PaauKaJbHBIM METOIOM JICUCHUS TIPOIOJIKAET OCTa-
BaThCs OTIEPAaTUBHOE BMELIATEIbCTBO, KOTOPOE, OMHAKO, 110 00b-
€KTUBHBIM TIPUIMHAM HE MOXET ObITh IPUMEHEHO OoJjiee YeM
y 50% GomabHbIX PJT;

® YHTEHCUBHas MpeorepalioHHas u nocjieonepanuonnas JIT
CIOCOOHA YIYYIIUTh Pe3YIbTaThl XMPYPTUUECKOTO JICUSHUST Me-
ctHopactipocTpaHeHHOoro HMPJI, 1iput aTOM 111 Tportak Tk
peLMAMBOB LieJecoo0pa3Ho U Haubosiee 3P (PeKTUBHO MpoOBee-
HUe TioceoneparoHHoro Kypea JIT B cydpanukanbHOIT 103e;

® [IPUMEHEHUE HETPaIULIMOHHBIX PEXUMOB (paKLIMOHUPOBAHUS
POJI ¢ yBemmuennoit CO/I criocoOCTBYET YIydIIEeHUIO OTAaIeH-
HBIX pe3yJIbTaToB camocTosiTebHOM JIT,

e uycnosb3oBanue JIT B coueTaHuu ¢ XuMHUOTEpanueir MOXHO
CUYUTATh MIEPCIIEKTUBHBIM HaIlpaBJIeHNEeM KOHCePBAaTUBHOTO Jie-
YEeHUSI.
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