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Abstract

Objective: Concurrent chemoradiotherapy (CRT) is the standard treatment for patients with
unresectable stage Ill non-small cell lung cancer (NSCLC). However, data on its efficacy and
safety in elderly populations are limited. This study aimed to evaluate survival outcomes, treat-
ment response, and toxicity profiles of CRT with three different chemotherapy regimens in
elderly patients with stage 11l NSCLC.

Methods: We retrospectively analyzed 75 patients aged =65 years with unresectable stage
IIA-11IB NSCLC who received CRT between October 2006 and October 2014. Patients were
treated with one of the following regimens: Carboplatin plus paclitaxel (PC; n=41), cisplatin
plus docetaxel (PD; n=21), or cisplatin plus etoposide (PE; n=13). Radiotherapy was admin-
istered concurrently in all cases (60 Gy in 30 fractions). Clinical endpoints included overall
survival (OS), progression-free survival (PFS), treatment response (per RECIST v1.1), and
toxicity (per NCI-CTCAE v4.03).

Results: Median OS was 31.6 months in the PE group, 20.0 months in the PC group, and
13.7 months in the PD group (p=0.322). Median PFS was 19.8, 10.6, and 10.9 months for
PE, PC, and PD groups, respectively (p=0.643). Disease control rates—defined as complete
response (CR), partial response (PR), and stable disease (SD)—were 92.3% (PE), 75.6%
(PC), and 71.4% (PD) (p=0.279). Neuropathy was most common in the PC group (20%), while
hematologic toxicities occurred more frequently in the PD group. Chemotherapy discontinu-
ation was significantly higher in patients with Eastern Cooperative Oncology Group (ECOG)
performance status of 2 (p=0.012).

Conclusions: In elderly patients with inoperable stage Ill NSCLC, all three CRT regimens
demonstrated acceptable efficacy and safety profiles. Although not statistically significant, the
PE regimen was associated with numerically better survival outcomes and higher disease
control rates, suggesting it may be a favorable option for selected elderly patients.
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Introduction

ung cancer remains the leading cause of cancer-re-

lated deaths worldwide, accounting for approxi-
mately 1.8 million fatalities annually.! Among all lung
cancers, non-small cell lung cancer (NSCLC) comprises
over 80 % of cases and exhibits a generally poor progno-
sis, especially when diagnosed at an advanced stage.?
Stage ITII NSCLC is a heterogeneous entity, often consid-
ered inoperable due to local advancement, but still po-
tentially curable with aggressive multimodality therapy.
Concurrent chemoradiotherapy (CRT) has emerged as
the standard of care in these patients, offering superior
survival outcomes compared to sequential treatment
modalities.”! However, treatment decisions in elderly
patients pose unique challenges due to physiological
aging, increased comorbidities, and the potential for
heightened toxicity.

The median age at diagnosis for NSCLC in developed
countries is around 68 years,*! and a significant pro-
portion of patients with stage III disease fall within the
geriatric population. As the global population continues
to age, the incidence of NSCLC in elderly patients is ex-
pected to rise, prompting a need for more age-inclusive
treatment paradigms. Historically, elderly patients have
been underrepresented in clinical trials,” resulting in a
paucity of data regarding the safety and efficacy of stan-
dard treatments such as concurrent CRT in this demo-
graphic. Moreover, clinicians often face the dilemma of
balancing the benefits of aggressive treatment against the
risks of toxicity, functional decline, and impaired quality
of life.

Geriatrics and Oncology: A Crossroad of Precision Care
Geriatrics, as a medical subspecialty (typically
> 65 years), employs a multidisciplinary approach to
aging, encompassing physiological, psychological, and
social dimensions.! The development of geriatrics as a
formal discipline has enabled integration of tools like
the Comprehensive Geriatric Assessment (CGA), which
evaluates functional status, comorbidities, cognition,
emotional conditions, nutrition, and social support to
guide individualized care plans.”! In oncology, geri-
atric principles are crucial, as cancer incidence increases
with age. Geriatric oncology—a field at the intersection
of these disciplines—aims to tailor treatment decisions
based on physiological rather than chronological age.
Organizations such as the International Society of Geri-
atric Oncology (SIOG) and the American Society of Clin-
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ical Oncology (ASCO) now strongly recommend inte-
grating geriatric assessments into cancer care to improve
outcomes and reduce harm.!®!

Physiological changes associated with aging—such as
reduced organ function, altered pharmacokinetics, and
diminished marrow reserve—alongside comorbidities
render older adults more vulnerable to adverse effects
from chemotherapy and radiotherapy.”? Consequently,
there is often a tendency to modify or withhold standard
therapy in elderly patients, risking suboptimal cancer
control.

Nonetheless, emerging evidence indicates that carefully
selected older adults can derive significant benefit from
concurrent CRT with manageable toxicity profiles. Sev-
eral retrospective analyses and population-based studies
have demonstrated that age alone should not contraindi-
cate aggressive treatment."! Tools such as the CGA and
performance scales (ECOG or Karnofsky) help stratify
patients by functional reserve and predict tolerance.
Elderly patients with good performance status and lim-
ited comorbidities may achieve outcomes comparable to
their younger counterparts when receiving guideline-
concordant therapy.'?l

Advancements in radiotherapy—such as intensity-mod-
ulated radiotherapy (IMRT), image-guided radiotherapy
(IGRT), and newer chemotherapy regimens have im-
proved treatment precision and tolerability. Supportive
care—including nutrition, antiemetics, and granulocyte
colony-stimulating factors—further enhances CRT feasi-
bility in older populations.!'™

Despite progress, many questions remain regarding the
optimal management of elderly stage III NSCLC pa-
tients. This population’s heterogeneity demands indi-
vidualized strategies accounting for physiological age.
Robust clinical trials targeting elderly cohorts are needed
to establish evidence-based guidelines and refine selec-
tion criteria. Moreover, real-world institutional data can
further inform treatment outcomes and safety profiles.'*

In this context, our study evaluates the efficacy and
safety of concurrent CRT in elderly patients (aged = 65)
with stage III NSCLC. By analyzing treatment responses,
survival outcomes, and toxicity profiles, we aim to con-
tribute to geriatric oncology literature and assist clini-
cians in making informed decisions. With the growing
burden of NSCLC in the elderly, such data are critical for
optimizing both survival and quality of life.
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Materials and Methods

Patient Selection

A retrospective review was conducted on patients aged
65 years or older who were diagnosed with inoperable
stage III non-small cell lung cancer (NSCLC) and re-
ceived concurrent chemoradiotherapy at a tertiary care
training and research hospital between October 2006 and
October 2014. Histopathologic confirmation of NSCLC
was mandatory for inclusion.!™ Patients with stage IITA
or IIIB disease, considered inoperable based on com-
puted tomography (CT) or positron emission tomogra-
phy (PET) assessments and multidisciplinary evaluation
involving radiologists, thoracic surgeons, and both med-
ical and radiation oncologists, were included.!' Indi-
viduals who underwent surgery following neoadjuvant
therapy were excluded. Staging was performed accord-
ing to the seventh edition of the TNM classification sys-
tem.["7!

This retrospective study was conducted in accordance
with the principles of the Declaration of Helsinki. The
study protocol was approved by the institutional Sci-
entific Research Ethics Committee (decision number
2025/010.99/17/33, dated June 25, 2025). Owing to the
retrospective design of the study, the requirement for
written informed consent was waived.

Clinical and demographic data, including age, sex, histo-
logic subtype, performance status (ECOG), chemother-
apy protocol, and toxicity profiles, were extracted from
institutional records.

Treatment Protocol
All patients received concurrent chemoradiotherapy.
Chemotherapy regimens were as follows:

e Cisplatin-Etoposide (PE): Cisplatin at 50 mg/m? on
days 1, 8, 29, and 36; etoposide at 50 mg/m?2 on days 1-5
and 29-33.

* Cisplatin—Docetaxel (PD): Weekly administration of
cisplatin 20 mg/m? and docetaxel 20 mg/m2.

e Carboplatin-Paclitaxel (PC): Weekly administration of
carboplatin (AUC 2) and paclitaxel 45 mg/m2.

Radiotherapy was delivered using three-dimensional
conformal radiation therapy (3D-CRT) with 6 MV pho-
ton beams. A total dose of 60 Gy was administered in 2
Gy fractions per day, five days a week, over six weeks.
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Radiotherapy was initiated concurrently with chemo-
therapy on day 1. Target volumes were delineated based
on CT or PET imaging. The clinical target volume (CTV)
was defined as the gross tumor volume (GTV; the visible
tumor on imaging) plus a 1 cm margin; the planning tar-
get volume (PTV) included an additional margin of 0.5-1
cm to the CTV.

Toxicity Assessment

Toxicities were evaluated and graded according to the
National Cancer Institute Common Terminology Criteria
for Adverse Events (CTCAE), version 4.03.18! Due to the
retrospective nature of the study, only grade 2 or higher
adverse events were considered.

Follow-up and Response Evaluation

Patients were monitored every three months during the
first two years of post-treatment and at six-month inter-
vals thereafter. Follow-up assessments included physical
examination, laboratory analyses, and thoracic CT imag-
ing. Additional imaging was performed if recurrence was
suspected. Tumor response was evaluated based on the
Response Evaluation Criteria in Solid Tumors (RECIST),
version 1.1.0

Statistical Analysis

Overall survival (OS) was defined as the duration from
initial diagnosis to death or last follow-up. Progression-
free survival (PFS) was calculated from the date of diag-
nosis to either documented disease progression or death
from any cause. OS and PFS were estimated using the
Kaplan—-Meier method and compared using the log-rank
test. Multivariate Cox proportional hazards regression
was used to determine independent prognostic factors.
Differences in toxicity profiles between treatment groups
were analyzed using the Chi-square test. Statistical
analyses were performed using SPSS version 22.0 (SPSS
Inc., Chicago, IL, USA). A p-value of less than 0.05 was
considered statistically significant.

Results

A total of 75 elderly patients (=65 years) with an inopera-
ble stage III NSCLC were included in the study. The me-
dian age was 69.95 years (range, 65-82), and the majority
were male (84%). Patients were treated with one of three
chemoradiotherapy regimens: PC (n=41), PD (n=21), or
PE (n=13). Demographic and clinical characteristics are
summarized in Table 1. The distribution of tumor stages
and histologic subtypes is shown in Table 2.
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Table 1. Patient characteristics

Chemotherapy Regimen Number of Patients Median Age (years) Age =70 (%) ECOG 0-1 (%) ECOG 2 (%)
Carboplatin—Paclitaxel (PC) 41 70 56.1 61.0 39.0
Cisplatin—-Docetaxel (PD) 21 70 52.4 81.0 19.0
Cisplatin—Etoposide (PE) 13 67 30.8 92.3 77

ECOG: Eastern Cooperative Oncology Group.

Survival Outcomes

Median overall survival (OS) was longest in the PE
group (31.6 months), followed by the PC group (20.0
months) and the PD group (13.7 months). However, the
differences were not statistically significant (p=0.322).
Progression-free survival (PFS) showed a similar trend,
with medians of 19.8 months (PE), 10.6 months (PC), and

Table 2. Tumor stage and histology

Variable Total (n=75)
Stage IlIA 39
Stage IlIB 36
Adenocarcinoma 16
Squamous cell carcinoma 45
Other histologies 14

Table 3. Survival outcomes

10.9 months (PD), again without statistical significance
(p=0.643). The survival data are presented in Table 3 and
Kaplan—-Meier curves are shown in Figure 1 (OS) and
Figure 2 (PFS).

Treatment Response and Toxicity

Disease control rates (CR+PR+SD) were highest in the PE
group (92.3%), followed by PC (75.6%) and PD (71.4%)
(p=0.279). Grade 3—4 neuropathy was observed most fre-
quently in the PC group (20%). Treatment discontinua-
tion and hospitalization were significantly higher among
patients with ECOG performance status of 2 compared
to those with ECOG 0-1 (p=0.012 and p=0.030, respec-
tively). Detailed response and toxicity profiles are sum-
marized in Table 4.

Chemotherapy Regimen Median OS (months)

95% Cl for OS

Median PFS (months) 95% ClI for PFS

Carboplatin—Paclitaxel (PC) 20.0
Cisplatin—-Docetaxel (PD) 13.7
Cisplatin—Etoposide (PE) 31.6

7.53-32.54 10.6 6.03-15.30
11.54-15.93 10.9 5.67-16.13
13.41-49.86 19.8 14.50-25.10

OS: Overall Survival; PFS: Progression-Free Survival.

Figure 1. Kaplan—Meier curve for overall survival.
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Figure 2. Kaplan—Meier curve for progression-free survival.
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Table 4. Treatment response and toxicity

Chemotherapy Regimen Disease Control Rate (CR+PR+SD)

Severe Neuropathy (%) Treatment Discontinuation (ECOG 2)

Carboplatin—Paclitaxel (PC) 75.6%
Cisplatin—Docetaxel (PD) 71.4%
Cisplatin—Etoposide (PE) 92.3%

20 Higher
Not reported Higher

Not reported Lower

CR: Complete Response; PR: Partial Response; SD: Stable Disease.

Discussion

In this retrospective study, we evaluated and compared
three concurrent chemoradiotherapy (CRT) regimens
in elderly patients (=65 years) with inoperable stage III
non-small cell lung cancer (NSCLC). Among the treat-
ment arms, the cisplatin—etoposide (PE) regimen demon-
strated the most favorable outcomes, with a median
overall survival (OS) of 31.6 months and progression-
free survival (PFS) of 19.8 months. In contrast, the car-
boplatin—paclitaxel (PC) and cisplatin—-docetaxel (PD)
groups yielded OS of 20.0 and 13.7 months, and PFS of
10.6 and 10.9 months, respectively. These findings high-
light a potential survival benefit associated with the PE
regimen, although the balance between efficacy and tol-
erability must be carefully considered in elderly popu-
lations.

Elderly patients are underrepresented in clinical trials,
and treatment decisions in this group are complicated
by comorbidities, decreased organ function, and limited
performance status. Previous studies such as those by
Schild et al.” and Belani et al.?!! reported median OS
ranging from 17 to 18 months in older patients under-
going CRT, which are lower than those observed in our
PE group. In a multinational phase III trial, Ahn et al.*?
demonstrated improved outcomes with concurrent CRT
followed by consolidation chemotherapy, reporting OS
and PFS of 25.1 and 13.1 months, respectively. Machtay
et al.®! underscored the importance of locoregional con-
trol in predicting survival outcomes.

The Atagi study specifically assessed thoracic radiother-
apy with or without low-dose carboplatin in elderly pa-
tients and found it to be both feasible and clinically ben-
eficial, reinforcing the value of customized regimens in
geriatric oncology.*

Furthermore, recent data from the LOGIK1902 study by
Harada et al.!"? which investigated weekly carboplatin
with concurrent radiotherapy in patients aged =75 years,
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reported a median OS of 25.5 months and PFS of 14.6
months, with only 2.8% experiencing grade 4 hemato-
logic toxicity. Despite the advanced age of the popula-
tion, these outcomes are comparable to those observed
in our cisplatin—etoposide arm, suggesting that a weekly
carboplatin-based regimen may offer a safer yet effective
alternative in select elderly patients.

In parallel, the RELEVANCE study by Wheatley-Price
et al.®! evaluated real-world outcomes of unresectable
stage III NSCLC patients treated with CRT followed by
consolidation immune checkpoint inhibitors. Results
showed a significant survival benefit, with median OS
of 44.6 months and 3-year OS of 56% in the CRT + im-
munotherapy group, compared to 21.3 months and 32%,
respectively, in the CRT-only group. However, in our co-
hort, consolidation with immune checkpoint inhibitors
was not administered because these agents are not yet
reimbursed under the national health insurance system
in Turkey. This systemic limitation likely contributed to
the comparatively lower survival outcomes in our study
and highlights a key disparity in access to contemporary
standards of care.

Although the PE arm demonstrated promising survival
outcomes, these results should be interpreted with cau-
tion due to common concerns about increased toxic-
ity from intensive platinum-based regimens in elderly
patients. However, in our study, no life-threatening or
grade 4 toxicities were observed, and most adverse ef-
fects remained within manageable limits.

Limitations

This study’s retrospective, single-center design and lim-
ited sample size reduce the generalizability of the results.
Furthermore, the lack of randomization and potential in-
dication bias in treatment selection represent additional
methodological limitations.

Conclusion

Our results demonstrate that concurrent CRT, partic-
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ularly the PE regimen, is both feasible and effective in
elderly stage III NSCLC patients. Nonetheless, toxicity,
frailty, and limited access to immunotherapy remain key
concerns. Improved geriatric assessment and broader ac-
cess to modern therapies are needed to optimize care in
this population.

Key Messages

1. In elderly patients with inoperable stage III non-small
cell lung cancer, three different concurrent chemoradio-
therapy regimens provided similar outcomes in terms of
overall and progression-free survival.

2. All treatment arms were tolerated at acceptable levels.
Differences in adverse event profiles were observed, but
no regimen was associated with significantly higher tox-
icity leading to treatment discontinuation.

3. This study indicates that selected elderly patients may
benefit from concurrent chemoradiotherapy, and regi-
men choice should be guided by patient comorbidities
and performance status rather than age alone.

Ethics Committee Approval: This study was approved by
the Scientific Research Ethics Committee of Kartal Dr. Liitfi Kir-
dar City Hospital (Date: 25/06/2025, No: 2025/010.99/17/33).
Peer-review: Externally peer-reviewed.

Informed Consent: Owing to the retrospective design of
the study, the requirement for written informed consent was
waived.

Author Contribution: Concept: P.O., E.O., Ed.O.; Design:
PO, E.O.; Supervision: PO, E.O., Ed.O.; Fundings: PO., E.O.,
S.Y.; Materials: P.O., S.Y.; Data collection &/ or processing: P.O.,
S.Y.; Analysis and/or interpretation: P.O., E.O., Ed.O., S.Y,; Lit-
erature search: PO., Ed.O.; Writing: P.O., E.O.; Critical review:
Ed.O, S.Y.

Conflict of Interest: No conflict of interest was declared by
the authors.

Funding: This research received no specific grant from any
funding agency in the public, commercial, or not-for-profit sec-
tors.

References

1. Torre LA, Siegel RL, Jemal A. Lung cancer statistics. Adv Exp Med
Biol 2016;893:1-19. [CrossRef]

2. Aupérin A, Le Péchoux C, Rolland E, Curran W] Jr, Furuse K,
Fournel P, et al. Meta-analysis of concomitant versus sequential
radiochemotherapy in locally advanced non-small-cell lung can-
cer. ] Clin Oncol 2010;28:2181-90. [CrossRef]

3. Siegel RL, Miller KD, Jemal A. Cancer statistics, 2022. CA Cancer |
Clin 2022;72:7-33. [CrossRef]

4. Hutchins LF, Unger JM, Crowley JJ, Coltman CA, Albain KS. Un-
derrepresentation of patients 65 years of age or older in cancer-
treatment trials. N Engl ] Med 1999;341:2061-7. [CrossRef]

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Southern Clinics of Istanbul Eurasia - Volume 37, Issue 3, October 2026

Inouye SK, Studenski S, Tinetti ME, Kuchel GA. Geriatric syn-
dromes: Clinical, research, and policy implications of a core geri-
atric concept. ] Am Geriatr Soc 2007;55:780-91. [CrossRef]

Wildiers H, Heeren P, Puts M, Topinkova E, Janssen-Heijnen ML,
Extermann M, et al. International Society of Geriatric Oncology
consensus on geriatric assessment in older patients with cancer. J
Clin Oncol 2014;32:2595-603. [CrossRef]

Mohile SG, Dale W, Somerfield MR, Schonberg MA, Boyd CM,
Burhenn PS, et al. Practical assessment and management of vul-
nerabilities in older patients receiving chemotherapy: ASCO
guideline for geriatric oncology. J Clin Oncol 2018;36:2326-47.
[CrossRef]

Hurria A, Togawa K, Mohile SG, Owusu C, Klepin HD, Gross CP,
et al. Predicting chemotherapy toxicity in older adults with can-
cer: A prospective multicenter study. ] Clin Oncol 2011;29:3457-65.
[CrossRef]

Wedding U, Pientka L, Kiltz U, Klippel H, Hoffken K, Kunisch
R. Age, severe comorbidity and functional impairment indepen-
dently contribute to poor survival in cancer patients. ] Cancer Res
Clin Oncol 2007;133:945-50. [CrossRef]

Lilenbaum RC, Cashy J, Hensing TA, Young S, Cella D, et al.
Prevalence of poor performance status in lung cancer patients:
Implications for research. J Thorac Oncol 2008;3:125-9. [CrossRef]

Puts MTE, Hardt J, Monette J, Girre V, Springall E, Alibhai SMH.
Use of geriatric assessment for older adults in the oncology set-
ting: A systematic review. ] Natl Cancer Inst 2012;104:1133-63.
[CrossRef]

Harada T, Sasaki T, Ishii H, Takemoto S, Hisamatsu Y, Saito H, et
al. A phase II study of weekly carboplatin and concurrent radio-
therapy in older adults with locally advanced non-small cell lung
cancer (LOGIK1902). Thorac Cancer 2024;15:2128-35. [CrossRef]

Extermann M, Aapro M, Bernabei R, et al. Use of comprehensive
geriatric assessment in older cancer patients: Recommendations
from the task force on CGA of SIOG. Crit Rev Oncol Hematol
2005;55:241-52. [CrossRef]

Rubenstein LZ, Stuck AE, Siu AL, Wieland D. Impacts of geriatric
evaluation and management programs on defined outcomes:
Overview of the evidence. ] Am Geriatr Soc 1991;39:85-16S.
[CrossRef]

Travis WD, Brambilla E, Riely GJ. New pathologic classification
of lung cancer: Relevance for clinical practice and clinical trials. ]
Clin Oncol 2013;31:992-1001. [CrossRef]

Riely GJ, Wood DE, Ettinger DS, Aisner DL, Akerley W, Bauman
JR, et al. Non-small cell lung cancer, version 4.2024, NCCN Clin-
ical Practice Guidelines in Oncology. ] Natl Compr Canc Netw
2024;22:249-74. [CrossRef]

Goldstraw P, Crowley J, Chansky K, Giroux DJ, Groome PA,
Rami-Porta R, et al. The IASLC Lung Cancer Staging Project: Pro-
posals for revision of the TNM stage groupings in the forthcoming
(seventh) edition. ] Thorac Oncol 2007;2:706—14. [CrossRef]
National Cancer Institute. Common Terminology Criteria for Ad-
verse Events (CTCAE) version 4.03. Bethesda: U.S. Department of
Health and Human Services; 2010

Eisenhauer EA, Therasse P, Bogaerts J, Schwartz LH, Sargent D,
Ford R, et al. New response evaluation criteria in solid tumours:
Revised RECIST guideline (version 1.1). Eur J Cancer 2009;45:228—
47. [CrossRef]

Schild SE, Stella PJ, Geyer SM, Bonner JA, McGinnis WL, Mail-
liard JA, et al. The outcome of combined-modality therapy for
stage III non-small-cell lung cancer in the elderly. J Clin Oncol

299


https://doi.org/10.1007/978-3-319-24223-1_1
https://doi.org/10.1200/JCO.2009.26.2543
https://doi.org/10.3322/caac.21708
https://doi.org/10.1056/NEJM199912303412706
https://doi.org/10.1111/j.1532-5415.2007.01156.x
https://doi.org/10.1200/JCO.2013.54.8347
https://doi.org/10.1200/JCO.2018.78.8687
https://doi.org/10.1200/JCO.2011.34.7625
https://doi.org/10.1007/s00432-007-0233-x
https://doi.org/10.1097/JTO.0b013e3181622c17
https://doi.org/10.1093/jnci/djs285
https://doi.org/10.1111/1759-7714.15444
https://doi.org/10.1016/j.critrevonc.2005.06.003
https://doi.org/10.1111/j.1532-5415.1991.tb05927.x
https://doi.org/10.1200/JCO.2012.46.9270
https://doi.org/10.6004/jnccn.2204.0023
https://doi.org/10.1097/JTO.0b013e31812f3c1a
https://doi.org/10.1016/j.ejca.2008.10.026

21.

22.

23.

300

Ozdemir et al., CRT Regimens in Elderly Stage IIl NSCLC

2003;21:3201-6. [CrossRef]

Belani CP, Wang W, Johnson DH, Wagner H, Schiller J, Veeder
M, et al. Phase III study of induction chemotherapy followed by
thoracic radiotherapy in unresectable stage IIIA /B non-small-cell
lung cancer. ] Clin Oncol 2005;23:3760-7. [CrossRef]

Ahn JS, Ahn YC, Kim JH, Min Y], Cho EK, Kim DW, et al. Multi-
national randomized phase III trial with or without consolida-
tion chemotherapy using docetaxel and cisplatin after concur-
rent chemoradiation in inoperable stage III NSCLC. J Clin Oncol
2015;33:2660-6. [CrossRef]

Machtay M, Paulus R, Moughan ], Komaki R, Bradley JE, Choy
H, et al. Defining locoregional control and its importance in lo-

24.

25.

cally advanced non-small-cell lung carcinoma. J Thorac Oncol
2012;7:716-22. [CrossRef]

Atagi S, Kawahara M, Yokoyama A, Okamoto H, Yamamoto N,
OheY, et al. Thoracic radiotherapy with or without daily low-dose
carboplatin in elderly patients with NSCLC: A randomized phase
III trial. Lancet Oncol 2012;13:671-8. [CrossRef]

Wheatley-Price P, Navani V, Pabani A, Lee A, Cheng S, Cheema
P, et al. Real-world survival outcomes and impact of PD-L1 ex-
pression among patients with unresectable stage III NSCLC
treated with CRT followed by immunotherapy in Canada: The
RELEVANCE study. Lung Cancer 2025;204:108583. [CrossRef]

Southern Clinics of Istanbul Eurasia - Volume 37, Issue 3, October 2026


https://doi.org/10.1200/JCO.2003.12.019
https://doi.org/10.1200/JCO.2005.09.108
https://doi.org/10.1200/JCO.2014.60.0130
https://doi.org/10.1097/JTO.0b013e3182429682
https://doi.org/10.1016/S1470-2045(12)70139-0
https://doi.org/10.1016/j.lungcan.2025.108583

