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MDACC Lung Ablation Practice: Multidisciplinary Approach

Imaging Intervals:
• CECT

– 1, 3, 6, (±9), 12 months
– Less frequent in the following years (Q6 mos)

• PET-CT
– Role of early PET is not clear
– Reasonable algorithm: 6, 12, 24 months 

» And when CECT shows signs suspicious 
for recurrence



Clinical Rationale for Ablative Therapy

• International Registry of Lung Metastases
– 5,206 Patients
– 4,752 (88%) Complete Resection

Resection 5 Yrs. 10 Yrs. Median

Complete 36% 26% 35 mos.

Incomplete 13% 7% 15 mos.

J Pastorino U, et al. J Thorac Cardiovasc Surg. 1997;113(1):37-49.

• Complete ablation may have the same effect: ablation = surrogate of surgery 
– Number
– Size
– Location



A0 Ablation
• Concept that can be applied across organ sites
• Ablation margins predict local tumor progression
• Limitation to this extrapolated definition given lack of pathologic confirmation of 

margins
– Role of biopsy of ablation margin to detect risk of local tumor progression
– Importance of patient compliance with post-operative imaging follow-up schedule

• A margin of > 5 mm should be mandatory when offering ablation with curative 
intent

• Margins > 10mm likely to provide complete tumor necrosis and is recommended 
whenever safe and feasible

Sotirchos VS, et al. Radiology. 2016;280(3):949-59. Shady W, et al. J Vasc Interv Radiol. 2018;29(2):268-275.e1.



NCCN Guidelines

• Disease states in which ablation is an accepted loco-regional 
treatment option:
– HCC: primary and metastatic setting
– Colorectal cancer: liver and lung metastases
– RCC: primary and metastatic setting
– NSCLC: primary and metastatic setting
– Sarcoma: metastatic setting for soft tissue and uterine sarcomas

• Updated frequently
• Subject to interpretation, which may be challenging (energy modality)



Abtin F, et al. J Thorac Imaging. 2019;34(4):266-277.

Patient & Energy Selection – Keys to Good Outcomes & Risk 
Mitigation

Patient Factors
High risk for surgery
Prior thoracotomy
Difficult lesion
Prior XRT

Tumor Factors
Size: < 3 cm
Number: 4 per lung
Location: Peripheral
No extrapulmonary mets
Biology: RCC, CRC, NSCLC



Mitry E, et al. Gut. 2010;59(10):1383-8. 

Overall, 4.1% of synchronous lung metastases and 14.3% of metachronous lung 
metastases were resected for cure.

The 3-year relative survival was 11.3% for synchronous lung metastases and 13.8% 
for metachronous lung metastases. It was, respectively, 53% and 59.2% after 
resection for cure.

Unless surgical resection is possible, the prognosis for lung metastasis remains very 
poor.  

Significant opportunity for treatment optimization for 
patients with CRC mets to lung





Consideration of Non-CRC Lung Metastases

Yoon YS, et al. Ann Surg Oncol. 2010;17:2795-2801. 
Kitano K, et al. Eur J Cardiothorac Surg. 2012;41:376-382.
Kobayashi N, et al. Ann Surg Oncol. 2014;21:S365-9
Alt AL, et al. Cancer. 2011;117:2873-82
Omae K, et al. J Vasc Interv Radiol. 2016;27(9):1362-1370.

Published 5-year survival rates 
after resection of metastases 
from:

HCC: 37-41%
Esophageal cancer: 34%
RCC: 45%



Conclusions
• Careful pre-procedural planning – patient and energy selection are keys 

to good outcomes and risk mitigation
• Percutaneous lung ablation is effective and a favorable area for practice 

building
– Large patient series support the use of resection or ablation for CRC patients 

with lung metastases
• Equivalence for stringently selected patients
• Expands options for non-operative patients
• Lung sparing

• Multidisciplinary consideration for timing of therapy may maximize 
benefits for patients


