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CHUV

• Most common cancer in the world :
– Representing 12.6% of all cancers
– Representing 17.8% of all cancer deaths 
– In developped countries accounts for 22% of

cancer deaths reflecting past tobacco
exposure

• 1.2 million new cases in 2000 and 1.1 
million deaths

• M/F ratio : 2.7

Epidemiology
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• Almost all (99%) lung tumors are 
carcinomas ;

• Most important distinction :
– Small cell carcinoma (20%)
– Non small cell carcinomas (80%)

• Undifferenciated 9%
• Squamous cell carcinoma 44% M / 25% F
• Adenocarcinoma 28% M / 42% F

Epidemiology

• Tobacco smoking – smoke contains
numerous carcinogens and agents 
causing inflammation.
– Smoking increases all lung cancer types but 

the association is stronger with : 
• Squamous cell carcinoma
• Small cell carcinoma
• Adenocarcinoma

Risk factors
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• Changes in smoking behaviour modifies :
– Lung cancer incidence / mortality ; 

• Smoking raises the relative risk of developping a 
lung carcinoma (8-15 M, 3-10 F)

– Duration and dose ;
– Positive effect of smoking cessation;

– Sex pattern distribution and histological
pattern of lung cancer :

• Types of cigarettes and inhalation (blond / black).

Risk factors

• Involuntary smoking
– Evidence of increased risk of lung cancer in 

order of 20 to 25%.

• Occupational exposure
– Asbestos
– Crystalline silica …

Risk factors
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Genetics of lung cancer

2004 WHO Classification of Lung Tumours 

Why does lung cancer carry 
an unfavorable prognosis?

Lung Cancer
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Stage at presentation

~ 60 ~ 60 -- 70%70%

2004 WHO Classification of Lung Tumours 

• Systemic symptoms
• Local / direct effect
• Extension to mediastinal structures
• Metastatic disease
• Paraneoplastic syndromes
• Endocrine syndromes
• Hematologic/coagulation defects

Symptoms and signs
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• Local / direct effect
– From endobronchial growth and / or invasion 

of adjacent structures
– Cough, dyspnoea, haemoptysis
– Chest / back pain
– Pleural effusion

Symptoms and signs

TNM ATLAS
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effusioneffusion

TNM ATLAS

• Extension to mediastinal structures
– Nerve entrapment 
– Vena cava obstruction
– Pericardium
– Myocardium 
– Esophagus
– Mediastinal lymph nodes.

Symptoms and signs
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TNM ATLAS

• NSCLC
– TNM staging system
– Surgical sampling of lymph nodes is

recommended including :
• Superior mediastinal nodes (1-4)
• Aortic nodes (5-6)
• Inferior mediastinal (7-9)
• Lobectomy associated nodes (10-14)

Staging
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TNM ATLAS

2004 WHO Classification of
Lung Tumours

Lung Cancer
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2004 WHO Classification of Lung Tumours 

2004 WHO Classification of Lung Tumours 
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• Malignant epithelial tumour consisting of
small cells with scant cytoplasm, ill defined
cell borders finely granular nuclear
chromatin and absent or inconspicuous
nucleoli.

• Expression of neuroendocine markers.
• 20% of lung carcinomas.

Small Cell Carcinoma

• Appears as hilar and perihilar mass with
mediastinal lymphadenopathies. 

• Often not seen on radiographic studies.
• Staged as limited v/s extensive disease

Small Cell Carcinoma
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Lung neuroendocrine tumour concept

SCLC>10 ++++++SCLC

NSCLC>10++LCNEC

Neuro-
endocrine

2 – 10+
Atypical

Carcinoid

Neuro-
endocrine

<2-
Typical

Carcinoid

CytologyMitosis /10 
hpf

Necrosis
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• Malignant epithelial tumour showing
keratinization and/or intercellular bridges 
that arises from bronchial epithelium.

• 90% of them are associated with smoking
• Majority of squamous cell carcinoma arise 

in the mainstem lobar or segmental 
bronchi

Squamous Cell Carcinoma

• Spread patterns :
– Intraepithelial (in situ) spread.
– Endobronchial polypoid growth.

• Locally agressive involving adjacent 
structures by direct contiguity.

• Metastases are less frequent than with
adenocarcinomas.

Squamous Cell Carcinoma
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• When located in superior sulcus are called
Pancoast tumours and are frequently
associated with destruction of posterior
ribs. Can cause Horner’s syndrome.

Squamous Cell Carcinoma

(webpath) 3w3w
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• Malignant tumour with glandular
differentiation or mucin production.

• In many countries has surpassed
squamous cell carcinoma.

• Usually presents as a peripheral nodule 
less than 4cm.

Adenocarcinoma

• Spreads by lymphatic and hematogenous
routes.

• Aerogenous spread for BAC.
• Several histological patterns with different

prognosis.

Adenocarcinoma
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Adenocarcinoma macroscopic pattern

2004 WHO Classification of Lung Tumours 

*

IUPIUP
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IUPIUP

Adenocarcinoma macroscopic pattern

2004 WHO Classification of Lung Tumours 



22

3w3w

3w3w



23

Adenocarcinoma macroscopic pattern

2004 WHO Classification of Lung Tumours 

IUPIUP



24

• Large cell carcinoma
– Large cell neuroendocrine carcinoma.
– Basaloid carcinoma.
– Lymphoepithelial carcinoma.

Other carcinomas


