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GENERAL INGFORMAYTONN



GENERAL INHORMAT TONIN

Estimated New Cases

Breast 268,600 30%

Lung & bronchus 11,710 1@
& rectum B7,100

Urinary bladder 61,700 % Uterine corpus 61,880 %
Melanoma of the skin 57,220 ™% Metanoma of the skin 39,260 4%
Kidney & renal pelvis 44,120 5% Thyroid 37810 4%
Non-Hodgkin lymphoma 41,000 5% Non-Hodgkin lymphoma 33,110 4%
Oral cavity & pharynx 38,140 % Kidney & renal pelvis 29,700 3%
Leukemia 35,920 4% Pancreas 26,830 3%
Pancreas 29,940 3% Leukemia 25,860 3%
All Sites 870,970 100% All Sites 891,480 100%
Estimated Deaths
Merns females
66,020 23% I
41,760 15%
Colon & rectum 9% 23,380 8%
Pancreas 23,800 ™% Pancreas 21,950 8%
Liver & intrahepatic bile duct 21,800 % Ovary 13,980 5%
Leukemia 13,150 4% Uterine corpus 12,160 4%
Esophagus 13,020 4% Liver & intrahepatic bile duct 10,180 4%
Urinary bladder 12,870 4% Leukemia 9,690 3%
Non-Hodgkin lymphoma 11,510 4% Non-Hodgkin lymphoma 8,460 3%
Brain & other nervous system 9910 3% Brain & other nervous system 7850 3%
All Sites 321,670 100% All Sites 285,210 100%

Siegal R et al. CA Cancer J Clin 2019




More pegleililleel tiagnesed atrBatlysstages
Screeig

Rates of positive screen: 24% vs. 7% (CT vs. CXR)

20% relative reduction in lung cancer mortality from low-dose CT
screening (6.7% absolute reduction)
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A Lung Cancer =
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Aberle D and NLST investigators, NEJM 2011




OUR PATIENTS ARE OLD

Percent of New Cases by Age Group: Lung and Bronchus Cancer
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Surgeryisstiibe ouerentsidnddrd fG-ES
NSOl Géat But

Elderly patients (O 65 years) have mu

Willingness to operate is variable
A Higher risks of morbidity and mortality

Less likely to receive guideline recommended treatments
Less likely to participate or eligible for clinical trials

Community practice: >1/3 of patients do not have surgery for various reasons

Janssen-Heijnen et al, Eur J Cancer, 2007
Rogers Jr SO et al, Ann Surg Oncol 2010
Senthi S, Senan S. Eur J Cancer, 2014
Haasbeek CJ et al, Ann Oncol, 2012
Wang S et al, JCO 2012

Huthins NF, NEJM, 1999

Asamura J Thorac Oncol 2008;

Cykert JAMA 2010




Historically gléleilypatients/were:-beingiredied less

100%

0% -
80% -
70% -

& Surgery
~ Radiotherapy

“No Treatment

California - All SEER Medicare - SEER Medicare - Netherlands -

patients age > 65 age > 67 age>75
(1989-2003)  (2001-2007)  (1999-2008) (2001-2009)

Haasbeek CJ et al, Ann Oncol, 2012

Raz DJ et al, Chest 2007

Shirvani SM, et al Int J Rad Oncol Biol Phys 2012
Varlotto J et al, Cancer 2013




How werettheytreated sustrgenyinetspossible?

Historical alternative has been conventional radiation therapy
with suboptimal outcomes

A 16-57% OS

A 22-56% CSS at 3 years

A 19-70% local failure

Qiao Lung Canc 2003
Rowell NP, Thorax 2001




DEFINITIONSS



SABR I- SBRT

Accounting for Motion
» 4D Planning

Small tumour volumes

« Small margins

Many Beam Directions
+ 7-11 Beams / Arc Therapy

Steep dose gradients

+ Inhomogeneous target
dose

High dose per fraction

» Short total treatment
duration

Accurate Targeting
« CBCT pre-RT




SABR IS CONVENIENT

Outpatient

Treatments finishes in a couple of minutes

Entire course finishes in 1-2 weeks / even 1 session
No sedation / anesthesia

Painless

Immediate return to activities




Cuient trends have dinanged

1999-2001
" Surgery
2002-2004 M Radiotherapy
M Neither
2005-2007

0 20 40 60 80 100

Percentage of Elderly (age > 75) Patients With Stage | NSCLC

Palma et al JCO 2010




IS SABR BETTER THAN CONVENTIQNALI.
TECHNIQWE?

#

Timmerman J Clin Oncol 32:2847-2854



SABR vs CONVENTIONAIL R
SPACE trial, histology provem

Overall survival in the SPACE study

100 Treatment arm Stage | peripheral <5 cm
075 3-year PFS and OS similar
i | = Local control favored SABR (72%
g vs 59%)
e AToxicity profile f
000 A Any grade pneumonitis SABR vs.
0 6 hEmhs aﬁﬂlindumiﬂa‘gn 30 36 3DCRT: 19% vs. 34%
iR E s 5 2 i A Any grade esophagitis SABR vs.

3DCRT: 8% vs. 30%

— SABR: Trend to improved control,
‘ T 23 47 e ““’;J Higher QoL values, dyspnea,
cough, and chest pain

23 (47%) 13 (25%)
Tagnostc PEI-C1 30.01%) 36 (08%) 04

Nyman J, 2016




SABR vs CONVENTIONAL R
CHISEL. trigd) st cl0gyy proven

100 - 100
80+ 80
€
g SABR
=
5 604 £ 60
E P
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S 404 & 404
E
7
i
20 204
Treatment group Treatment group
—— Standard radiotherapy — Standard radiotherapy
—— SABR — SABR
Log-rank HR 0-32 (95% Cl 0-13-0-77): p=0-008 Log-rank HR 0-53 (95% Cl 0-30-0-94): p=0-027
0 T T T T T T 1 0 T T T | T T 1
0 0.5 1-0 15 20 2.5 30 3.5 v} 0-5 1-0 15 20 25 30 35
Number at risk Time since randomisation (years) Number at risk Time since randomisation (years)
(number censored) (number censored)
Standard radiotherapy 35 (0) 30(s) 248 w(y) 13013  9(16) 8(17) 6(18) Standard radiotherapy 35 (0) 31(1) 28(1) 25(1) 20(1) 15 (4) 12 (5) 8(6)
SABR  66(0) 60 (6) 53(11)  46(15) 37(23)  32(27) 19(40) 17(42) SABR 66(0) 60 (4) 56 (4) 54(5) 46 (6) 37(9) 25(20) 22(22)

Progression-free survival HR 0.32 (95% CI 0.13-0.77) Overall survival, HR 0.53 (95% CI 0.30-0.94)

Ball D, Lancet Oncol 2019




What do the GuidelinesSsay?

600D SCIENCE
\ l seres wencne
BEST PRACTICE

Annals of Oncology 28 (Supplement 4): iv1-iv21,2017
doi:10.1093/annonc/mdx222

CLINICAL PRACTICE GUIDELINES

Farly and locally advanced non-small-cell lung cancer
(NSCLQ): ESMO Clinical Practice Guidelines for
diagnosis, treatment and follow-up’

P.E. Postmus', K. M. Kerr?, M. Oudkerk®, S. Senan®, D. A. Waller®, J. Vansteenkiste®, C. Escriu’ & S. Peters’,

on behalf of the ESMO Guidelines

Practical Radiation Oncology (2017) 7, 295-301
wractical radiatien oncology

]
www.practicalradonc.org

Special Article

Stereotactic body radiation therapy for early-
stage non-small cell lung cancer: Executive
Summary of an ASTRO Evidence-Based Guideline

Gregory M.M. Videtic MD, CM, FRCPC, FACR ®*, Jessica Donington MD b
Meredith Giuliani MBBS ¢, John Heinzerling MD ¢, Tomer Z. Karas MD ¢,

Chris R. Kelsey MDf, Brian E. Lally MDY, Karen Latzka ",

Simon S. Lo MB, ChB, FACR ', Drew Moghanaki MD, MPH i, Benjamin Movsas MD ¥,
Andreas Rimner MD', Michael Roach MD ™, George Rodrigues MD, PhD, FRCPC",
Shervin M, Shirvani MD, MPH °, Charles B. Simone II MDP,

Robert Timmerman MD 9, Megan E. Daly MD '

W

Contents lists available at ScienceDirect

i Radiotherapy and Oncology =4

ELSEVIER

journal homepage: www.thegreenjournal.com

Original article

ESTRO ACROP consensus guideline on implementation and practice of
stereotactic body radiotherapy for peripherally located early stage
non-small cell lung cancer

Matthias Guckenberger ™, Nicolaus Andratschke ®, Karin Dieckmann ¢, Mischa S. Hoogeman ¢,

Morten Hoyer*, Coen Hurkmans ! Stephanie Lang”, Eric Lartigau®, Alejandra Méndez Romero",

Suresh Senan ", Dirk Verellen'

3 Department of Radiation Oncology; ® University Hospital Zurich, Switzerland; ¢ Medical University of Vienna, Austria; @ Erasmus MC Cancer Institute, Rotterdam, Netherlands;

¢ Aarhus University Hospital, Denmark; Catharina Hospital, Eindhoven, Netherlands;  Centre Oscar Lambret, Lille, France; " VU University Medical Center, Amsterdam, Netherlands;
102 Brussel (VUB), Belgium



Wihat do the Guidelines Say?

ESMO guidelines, Vansteenkiste J, Ann Oncol 2013

A SABR is the guideline-recommended treatment for inoperable tumors
(BED10 >100 Gy)

ASTRO guidelines, Videtic GM, PRO 2017

A SABR delivers ablative doses in 1-5 fractions

A Schedules using 6-10 fractions with a biologically effective dose (BED) of
O100 Gy10 with stereotactic techni gl
States




Determination of Medical Inoperability

Not one globally accepted definition

Standard risk (anticipated operative mortality of <1.5%)
High risk

A Performance status

A Presence of medical comorbidities
A Pulmonary function tests

RTOG 0236: FEV-1<40% predicted, postop FEV-1 <30% predicted, DLCO
<40% predicted, baseline hypoxemia or hypercapnia, severe pulmonary
hypertension, diabetes mellitus with end organ damage, severe cerebral,
cardiovascular, or peripheral vascular disease, or severe chronic heart

disease
Choi JI, Transl Lung Cancer Res 2019




EVIDENCE OfF SABR IIN
LUNG CANCER




RAD ONCS LIk BEMIDHENGH:

Single center data
A Japan

A USA

A Europe

A Good local controls
A Dose matters (BED)

Multicenter / cooperative group trials
A Dose constraints
A Centrally located tumors




FACTORS EFFECTING TUMIORR CONNIRIOM .

Patient related
A Co-morbidities
A Age

Tumor related

> > >

A

Tumor size
Tumor location
Histology
Pleural contact

Treatment related

A
A

BED
Technique

Other factors

Anemia

Neutrophil to lymphocyte ratio (NLR) and the platelet to lymphocyte ratio (PLR)
FDG-PET information

Shirata et al, 2012
Waulf et al, 2005

Baine et al, 2018
Timmerman et al, 2012
Pathak et al, 2019

Sit at al, 2019

Eriguchi et al, 2019
Oikonomou et al, 2018



DOSE MATTERS

Extracranial stereotactic RT 11
Dose-response in stereotactic irradiation of lung tumol s

BED : 100 G (=115}

Joern Wulf>®, Kurt Baier®, Gerd Mueller?, Michael P. Flentje™* 0.6 1 et
*Department of Radiotherapy, University of Wuerzburg, Wuerzburg, Germany, 0.4 9 p=00al
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TCP - HYTEC

Intemational Journal of

Radiation Oncology

biology e physics
ww.red journal .org

HyTEC Organ-Specific Paper

Local Control After Stereotactic Body Radiation
Therapy for Stage I Non-Small Cell Lung Cancer
Percy Lee, MD,”* Billy W. Loo, Jr, MD, PhD,' Tithi Biswas, MD,

Isocenter Dose (Gy) in 5 Fractions
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George X. Ding, PhD, Issam M. EL Naqa, PhD,' Andrew Jackson, PhD,"
Feng-Ming Kong, MD, PhD,” Tamara LaCouture, MD,**

Moyed Miften, PhD, ' Timothy Solberg, PhD,

Wolfgang A. Tome, PhD, ' An Tai, PhD, ' Ellen Yorke, PhD,"

and ¥ Allan I3 DhN

Table 1 Required physical doses (Gy) at isocenter and
covering PTV with the 80% 1sodose line to reach the maximum
TCP, calculated from the 3 models with the parameters
determined in section “Mathematical and Biological Models.”

Isocenter dose (Gy) 3 fractions 4 fractions 5 fractions

Regrowth T1 52+1 57+ 1 60 + 1
T2 56 £1 62 £ 1 66 + 1
Tl + T2 5441 50+ 1 63 +1
LQ T1 +T2 55+1 50+ 1 63 +1
USC T1 +T2 5541 50+ 1 63 +1
PTV dose (Gy) 3 fractions 4 fractions 5 fractions
Regrowth T1 42 + 1 46 £ 1 48 + 1
T2 45+ 1 50£1 53+1
TI +T2 43+1 47 £ 1 50+1
LQ T1 +T2 44+1 47 + 1 50+1
USC Tl +T2 4 +1 47 + 1 50+1

Abbreviations: LQ = linear quadratic; PTV = planning target
volume; TCP = tumor control probabilities; USC = universal survival
curve.



WHAT IS THE.BESTT FRACTIONA TONNSHENER. ?

NAnAnAece An thAa lAarAatinn AfF thA +i |w10r

Brachial plexus

/”/ nis— Central lesions 2l structures

-------
”! )
N

Central alrway
Brachial Plexus
Esophagus
Major vessels
Heart
Diafragm

,,,,,,,,
oooooooo

........

------- 2 cm zone

(Chang, Bezjak, and Mornex on behalf of IASLC : J Thoracic Onc 10:577, 2015)




RTOG

Centrally Located Tumors '

g
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10

3

I

11odo

Safety and Efficacy of a Five-Fraction
Stereotactic Body Radiotherapy Schedule for
Centrally Located Non-Small-Cell Lung Cancer:
NRG Oncology/RTOG 0813 Trial

Andrea Bezjak, MD'; Rebecca Paulus?; Laurie E. Gaspar, MD?; Robert D. Timmerman, MD?; William L. Straube, MS5;

Dose Level Dose per Fraction Total Dose William F. Ryan, MD®; Yolanda 1. Garces, MD”; Anthony T. Pu, MD?; Anurag K. Singh, MD®; Gregory M. Videtic, MD'?;
1 a G'},r A0 GY Ronald C. McGarry, MD, PhD*!; Puneeth lyengar, MD, PhD? Jason R. Pantarotto, MD'2; James J. Urbanic, MD'3; Alexander Y. Sun, MD?;
2 85 GY 425 GY Megan E. Daly, MD'?; Inga S. Grills, MD*®; Paul Sperduto, MD'€; Daniel P. Normolle, PhD??; Jeffrey D. Bradley, MD®; and Hak Choy, MD*
3 9 Gy 45 Gy
) f’fﬁiﬁr 45?(3? Tumors were in different locations
6 105 Gy 525 Gy so different OARs at risk
7 11 Gy 55 Gy
8 11.5 Gy a7.5 Gy
) 12 Gy 60 Gy
TABLE 2. DLTs by Dose Level (as Determined by Independent Review)
No. of Probability Days Since
Treatment Arm Evaluable Sample Size DLTs (95% CI) DLTs Grade End of SBRT
Level 5: 10 Gy/ffx 8 0 20 (0610 5.1)
Level 6: 10.5 Gy/fx 6 1 2.7 (0810 6.5) Death NOS 5 147
Level 7: 11 Gy/fx 13 1 4.3 (1.5109.6) Sinus bradycardia 5 130
Level 8: 11.5 Gy/fx 32 2 5.7 (2.1 10 12.0) Hypoxia 3 88
Hypoxia 3 166
Level 9: 12 Gyffx 30 1 7.2 (2.8 to 14.5) Pneumonitis 3 174
Pleural effusion 3 264



DEFINIMMONHORUNTRAA-CENTRAIL TUMORSS

GTV directly abutting the central airway
PTV overlaps the trachea or main bronchi
GTV close to/abutting the proximal bronchial tree

Chaudhuri et al, 2015
Tekatli et al, 2016
I Haseltine et al 2016




SABR FOR ULTRA-CENTRAIL TUNORSS

Lung Cancer 89 (2015) 50-56

Contents lists available at ScienceDirect

Lung Cancer

journal homepage: www.elsevier.com/locate/lungcan

Stereotactic ablative radiotherapy (SABR) for treatment of central (!)Cmmk
and ultra-central lung tumors

Aadel A. Chaudhuri?, Chad Tang?, Michael S. Binkley ¢, Michelle Jin?, Jacob F. Wynne?,
Rie von Eyben?, Wendy Y. Hara®", Nicholas Trakul?, Billy W. Loo Jr.#,
Maximilian Diehn b:¢.*

IASLC
ORIGINAL ARTICLE

Murrell et al. Radiation Oncology (2018) 13:57

https://doi.org/10.1186/513014-018-1001-6 Rad|at|on Oncology

Stereotactic ablative radiotherapy for ultra- @
central lung tumors: prioritize target
coverage or organs at risk?

Donna H. Murrell', Joanna M. Laba?, Abigail Erickson', Barbara Millman', David A. Palma® and Alexander V. Louie®”

Outcomes of Hypofractionated High-Dose ®CrossMark

Radiotherapy in Poor-Risk Patients with
“Ultracentral” Non-Small Cell Lung Cancer

Hilal Tekatli, MD,? Niels Haasbeek, MD, PhD,? Max Dahele, MbChB., PhD, FRCP, FRCR,?
Patricia De Haan, MD,? Wilko Verbakel, PhD,? Eva Bongers, MD,? Sayed Hashemi, MD,"
Esther Nossent, MD,” Femke Spoelstra, MD, PhD,? Adrianus J. de Langen, MD, PhD,"
Ben Slotman, MD, PhD,? Suresh Senan, FRCR, PhD**
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International Journal of
Radiation Oncology
biology e physics

SABR FOR CENTRAL TUMORS i ———

Clinical Investigation

N O N _CAN CER D EA-IT I.Hl Subgroup Survival Analysis in Stage I-II NSCLC )
B Patients With a Central Tumor Partly Treated |Gt

With Risk-Adapted SBRT

Barbara Stam, PhD,* Margriet Kwint, MSc,* ‘
1.0+ HiH —m GTV < 1 c¢cm from PBT Matthias Guckenberger, MD, PhD,"" Frederick Mantel, MD, PhD,'
d “1 GTV 1-2 cm from PBT Andrew Hope, MD,’ Meredith Giuliani, MD, PhD,’ Maria Werner-Wasik, MD,
" PhD,' Inga Grills, MD, PhD," Jan-Jakob Sonke, PhD,* and
+ GTV peripheral José Belderbos, MD, PhD*
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SINGLE FRACTIONSABIR I LESS IS MORE?

Still no on standard pres
Current guidelines offer

Clinical Investigation

Long-term Follow-up on NRG Oncology RTOG
0915 (NCCTG N0927): A Randomized Phase 2
Study Comparing 2 Stereotactic Body Radiation
Therapy Schedules for Medically Inoperable
Patients With Stage I Peripheral Non-Small Cell
Lung Cancer

Gregory M. Videtic, MDCM, FRCPC, FACR,* Rebecca Paulus, BS,;
Anurag K. Singh, MD,’ Joe Y. Chang, MD,’ William Parker, MSc,/
Kenneth R. Olivier, MD,” Robert D. Timmerman, MD,"

Ritsuko R. Komaki, MD, FACR, FASTRO," James J. Urbanic, MD,**
Kevin L. Stephans, MD,* Sue S. Yom, MD,"' Clifford G. Robinson, MD,**
Chandra P. Belani, MD,** Puneeth Iyengar, MD,"

Munther L Ajlouni, MD," Darindra D. Gopaul, MD, 17

Jorge B. Gomez Suescun, MD,* Ronald C. McGarry, MD,""

Hak Choy, MD," and Jeffrey D. Bradley, MD*

Interational Jouenal of
adiation Oncolc

biology » physics

www.redjournal.org

Registered and Randomly Assigned (n = 94)

A

l

Evaluability | i

Assigned to 34 Gy in 1 Fx (n = 47)
¢ Excluded from analysis (n = 8)
o Withdrew consent immediately after enrollment (n = 1)
o No protocol treatment (n = 2)
= (ould not meet dose constraints (n = 2)

Assigned to 48 Gy in 4 Fx (n = 47)
o Excluded from analysis (n = 2)
o Did not meet protocol eligibility criteria (n = 2)
®  Baseline DLCO not evaluated (n=1)
®  Baseline PFTs done > 8 weeks prior to registration

o Did not meet protocol eligibility criteria (n = 5) (n=1)
*  Baseline DLCO not evaluated (n = 2)
= Baseline PET done > 8 weeks prior to registration
(n=1)
®  Tumor within or touching the zone of the proximal
bronchial tree (n = 2)
v { Treatment v

Assigned to 34 Gy in 1 Fx (n = 39)
* Received allocated intervention (n = 39)

Assigned to 48 Gy and Analyzable (n = 45)
o Received allocated intervention (n = 45)

Follow-Up ]

Lost to follow-up (n = 1)
¢ Patient withdrew consent (n = 1)

Lost to follow-up (n = 3)
* Patient withdrew consent (n = 3)




RTOG 0915

Table 3 Summary of outcomes with long-term follow-up of
RTOG 0915/NCCTG N0927

34 Gy in | fx 48 Gy in 4 fx

estimate estimate
Outcome measure (95% CI) (95% CI)
Median OS (y) 4.1 (1.7-4.6) 4.6 (2.5-6.0)
Median PFS (y) 2.6 (1.2-4.1) 2.8 (2.1-4.8)
5-year PTF (%) 10.6 (3.3-23.1) 6.8 (1.7-16.9)
5-year OS (%) 29.6 (16.2-44.4) 41.1 (26.6-55.1)
5-year PFS (%) 19.1 (8.5-33.0) 33.3 (20.2-47.0)

5-year second primary (%) 15.5 (6.1-28.9) 13.3 (5.3-25.1)

# of Patients Event  Censored Median Survival (95% CI)
34 Gy in 1 fraction 39 30 9 4.1 (1.7,4.6)
48 Gy 1n 4 fractions 45 29 16 4.6 (2.5,6.0)




MEDICALLMOPERABBEIPAAIBNNT'S



OPERABLE NSCLC + SABR OUTCOMES

Table 1 Published experience with SABR in operable patients with early NSCLC
3-y results 4-y results 5-y results
. . . Age, median
Study Year Study design Dose/fraction Size (n) [ra?'lge] (years 0S, PFS, 0S, PFS, c o 0S, PFS, CSS, C o
% % % % T % % % 7
Uematsu et al. (12)" 2001 Retrospective 50-60 Gy/5-10# 29 71[54-86] | 86 - - - - - - - -
Chang et al. (STARS/ 2015 Prospective 54 Gy/3#; 50 Gy/44; 31 67.1[43-82] ] 95 96 - - - - - - -
ROSEL) (9) 60 Gy/5#
Komiyama et al. (16) 2015  Retrospective 32-70 Gy/4-15# 661 75 - - 79 - - - - - -
Timmerman et al. 2013, Prospective 54 Gy/3# 26 72.5 [54-88] - - 57 56 96 - - - -
(RTOG 0618) (2) 2018
Lagerwaard et al. (11) 2012  Retrospective 60 Gy/3#; 60 Gy/5%#; 177 76 [50-91] § 84.7 81 - - - 51.3 - - -
60 Gy/8#
Onishi et al. (13) 2011 Retrospective ~ 45-72.5 Gy/3-10# 87 74 - - - - - 69.5 - 761 88.7
Shibamoto et al. (15)" 2015 Prospective 44 Gy/4#; 48 Gy/44; 60 77 [29-89] - - - - - 66 - 74 88
52 Gy/4#
Nagata et al. (JCOG 2015,  Prospective 48 Gy/4# 64 (3y); 79 765 545 - - - 54 - - 854"
0403) (8,17) 2018 40 (5Y)
Eriguchi et al. (10) 2017  Retrospective 40 Gy/5#; 50 Gy/5#; 88 79 [55-88] | 86 - - - - 69 - 88 93
60 Gy/5#
Schonewolf et al. (14)" 2018  Retrospective BED =100 Gy,, 34 73 [65-92] - - - - - 453 824 91 96.7

Siva S, 2019




SABR vs SURGERY

After

Surgery

2015
et al, 2015




PROPENSITY SCORE META-ANAIMSIE

OS:

A statistically significant differences favouring surgery, both after lobectomy
and sublobar resection

DSS

A no statistically significant differences (neither lobectomy nor sublobar
resection)

Clinical Investigation

Stereotactic Ablative Radiation Therapy Versus
Surgery in Early Lung Cancer: A Meta-analysis of
Propensity Score Studies

Hanbo Chen, MD,* Joanna M. Laba, MD,* R. Gabriel Boldt, MLIS,*
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Eligibility criteria Operable

Primary end-
point

Secondary end-

points

Total enrolled

non-central
stage IA

Local &
regional
control, QoL
treatment
costs at 2-
and 5-years

OS,
pulmonary
functions,
QALYSs, total
costs

CLOSED
22 (of 920)

THE BEST WAY 5 TO RANDONZEE

Operable  dorderlined
stage IA, IB operable,
(O 4 c stgge |l <3cm
OS at3 OS at3
years years

DSS at 3 LRR, DFS,
years toxicities,
Local PFS pulmonary
at 3 years; function
toxicities

CLOSED CLOSED
36 (of 10 (of 420)
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1030)



STARS I ROSEL POOLED ANAILKSIS

Stereotactic ablative radiotherapy versus lobectomy
for operable stage | non-small-cell lung cancer: a pooled
analysis of two randomised trials
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% 40- 3-year averall supaval (95% 1)
5 SABR 95% (85-100); surgery 79% (64-97)
& HR (95% CI): 014 (0.017-1.190)
20 —— SABR
log-rank p=0037 —— Surgery
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Number at risk
SABR 21 31 20 2 2 B I ;5 7 1 0
Surgery 27 24 22 18 13 13 10 5 4 3 1

Immunogenic effects of
SABR?




ONGOING RANDOMI ZEDDTRRALS. OB ISABBRR vs
SURGERY

VALOR (USA) [POSTILV (China) STABLE-MATES
(USA)
High-risk operable,

patients pre-

Eligibility |Tumor <5cm |Tumor <3 cm, fit
criteria (peripheral |for lobectomy or

and central) |pneumonectomy randomized
Primary 5-year overall | 2-year local- 3-year overall
End-point |survival regional control survival
Secondary |Qol, patterns | OS, DFS, site- PFS, failure
end-points | of failure, specific failure, patterns, toxicity,
cause of Time to LR failure and 5-year overall
death and DM survival
Planned 670 76 258
accrual

Data on early deaths,




Randomizattio- Important !
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