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Stage-centered therapy 

• Surgery for early stage NSCLC 

• Surgery for locally advanced (stage) NSCLC 

• Surgery for oligometastatic (stage IV) NSCLC 

 

 

• No nodal sampling/dissection after SABR – 
Surgery for unknown stage 

Van Schil PE, JTO 2010 
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Possible scenarios 

• No pre-SABR histological diagnosis 

• Inoperable patients at diagnosis 

• Declining surgery at diagnosis 

• Failure of SABR treatment (ie, early 
recurrence) 

• Local SABR-related complications (ie, abscess) 



Organisers 

15-18 April 2015, Geneva, Switzerland 

Partners 

No pre-SABR histological diagnosis 
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Inoperable at diagnosis 
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Inoperable patients at diagnosis 
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• Predicted preop FEV1 < 50% 

• Predicted preop DLco  < 50% 

• ppoFEV1 < 40% 

• ppoFEV1 < 35% 

• ppoDLco  < 40% 

• ppoDLco  < 35% 

• VO2max <15 ml/kg/min 

• VO2max <12 ml/kg/min 

• VO2max <10 ml/kg/min 

Brunelli et al ERJ 2009 

2015 
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Declining surgery at diagnosis 
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Features (7 pts) 

• Usually operable patients who refused surgery 

• Older than 75 years-old at surgery 

• Peripheral tumors (average: 16 mm from 
pleura) 

• 14 months between SBRT and surgery 

• Lobectomy – only 1 by VATS; 1 BPF 

• Viable tumor in all specimens 

Neri S. et al JTO 2010 
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Features (5 pts) 

• Borderline operable; SABR as per patient 
preference 

• Average of 73 years-old at surgery 

• Average: 23 mm in size 

• 32 months between SBRT and surgery 

• Lobectomy – open 

• Viable tumor in all specimens 

Chen F. et al JTO 2010 
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The patient should know… 

• SABR may leave tumor behind 

• The surgical approach after SABR is likely not 

to  be minimally invasive 

• Although he/she declines surgery, operation is 

to be considered in the future after SABR 
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Failure of SABR treatment 
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Failure of SABR (ie, early recurrence) 

• Real recurrence 

– CT only findings 

– PET suggestion 

– Histologically proven 

 

Standardized follow-up protocols 
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Radiation pneumonitis (RP) 

• RTOG 0236 - Grade 3 and 4 radiation 
pneumonitis : 16% (2% in observational 
studies) 

• SPACE: 16% radiation pneumonitis after SABR 
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Follow-up after SABR 

• CT imaging at 3-6 months for the initial year 

• Every 6-12 months for an additional 3 years, and annually 

thereafter 

• MDT discussion, use of high-risk CT features for accurate 

detection of local recurrence, and positron emission 

tomography/CT SUVmax cutoffs 

• Biopsy and/or surgical or nonsurgical salvage therapy can be 

considered if safe and when investigations are nonreassuring 

J Thorac Oncol. 2015 Mar;10(3):412-9 
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S/P RLL lobectomy; 

further surgery 

declined 
COPD – high risk;  
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Local treatment-related 
complications  
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Pathophysiology of SABR 

http://media.lanecc.edu 
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Surgical referral after SABR for 
uncharacterized lesion 

• Redo major surgery entails up to doubled 
operative risks 

– [Lobectomy 2.3%; pneumonectomy 5.8%] x 2 

• Redo surgery may be forced to involve 
remaining lobe(s) 

• Discrepancy between the need of parenchymal 
resection and residual cardiorespiratory 
function 
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Informed consent 

• What are we operating on and which extension of resection 
are we proposing? 

• What type of information (ie, operative risk) about possible 
surgery? 

• No stage-specific survival data as a perspective to measure 
the operative risk against! 

• How can we avoid casting shadows on the efficacy of primary 
line treatment (ie, SABR)? 

 

MDT 
Van Schil PE, JTO, 2010 
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Desiderata 

• Pre-treatment histological diagnosis 

• MDT evidence –based decision based on 
internationally recognized risk assessment 
protocols: 

– Spirometry, DLco, and CPET (VO2max) 

– Split function  (awareness of pathophysiology) 

• For borderline patients, a pre-treatment visit 
with a board qualified thoracic surgeon 
should be arranged  

 


