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TREATMENT
Resectableh synchronous liver
and/or lung metastases only

Synchronous or staged colectomy? with liver or lung
andfor local therapy?3@

or

Neoadjuvant therapy (for 2-3 months) FOLFOX

(preferred) or CAPEOX (preferred) or FOLFIRI

(category 2B) or FOLFOXIRI (category 2B) followed by

synchronous or staged colectomy? and resection of

metastatic disease

or

Colectomy,? followed by chemotherapy (for 2-3

months) FOLFOX (preferred) or CAPEQOX (preferred)

or FOLFIRI (category 2B) or FOLFOXIRI (category 2B)

and staged resection of metastatic disease

ADJUVANT TREATMENT?P
(resected metastatic disease)

FOLFOX (preferred) or CAPEOX (preferred)
or
— |Capecitabine or 5-FU/leucovorin — See Surveillance (COL-8)
(6 MO TOTAL PERIOPERATIVE
TREATMENT PREFERRED)

H petaotaocektopn amoteAel KOLvi) TPOKTIKT OO €TWV.



) Surgical resection of pulmonary metastases: Benefits, indications, preoper... Find Print Share A [ Bookmarl
Topic Outline < BENEFITS OF RESECTION
SUMMARY AND RECOMMENDATIONS While pulmonary metastasectomy is a commonly performed operation, belief in its effectiveness is based upon

registry data and surgical follow-up studies; there are no randomized trials. Until trials are completed, uncertainty will

INTRODUCTION

BENEFITS OF RESECTION

remain about the effectiveness of metastasectomy relative to other forms of treatment (eg, chemotherapy, stereotactic
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While pulmonary metastasectomy is a commonly performed operation, belief in its effectiveness is based upon

registry data and surgical follow-up studies; there are
remain about the effectiveness of metastasectomy re

no randomized trials.

ative to other forms o

Until trials are completed, uncertainty will
treatment (eg, chemotherapy, stereotactic

radiotherapy) [5]. One such trial is underway in Great Britain for patients with metastatic colorectal cancer (ie, the

[TAeOVEKTUATA HETAOTAHOEKTOUNC. ATTO TPOKUTITEL T
YVWOT YIX QUTK T TAEOVEK T LXTC;



Despite the lack] of randomized trials, multiple case reports and small series suggest that resection prolongs survival
and that long-term relapse-free survival (ie, cure) is possible in some patients with isolated lung involvement. The
following retrospective reviews illustrate the benefits of a complete pulmonary metastasectomy:

* A revieﬂ from the International Registry of Lung Metastases identified 5206 patients with a variety of primary

metastatic tumors (carcinomas, sarcomas, germ cell tumors, and melanomas) who underwent a pulm
metastasectomy [3]. This series included 4572 (88 percent) in whom complete resection was carried oijt :3| The
overall 5-, 10-, and 15-year survival rates were 36, 26, and 22 percent, respectively. Factors associated with a

better prognosis included germ cell etiology, disease-free interval of 36 months, and a single metastatic lesion.
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LONG-TERM RESULTS OF LUNG METASTASECTOMY: PROGNOSTIC ANALYSES BASED ON

5206 CASES

The International Regisiry of Lung

Metastanes”

Writing Committce:
Ugo Pastorino, MD
Marc Buyse, 5¢D
Godechard Friedel, MDy
Robert J. Ginsberg, MD
Philippe Girard, MD
Peter Goklstraw, MD
Michael Johnston, MD
Patricia McCormack, MD
Harvey Pass. MD

Jou B, Putnam, Jr., MID

Surgu:nl résection of pulmonarny Metastases is now
considered a standard therapeutic procedure in
properly selected cases and is routinely performed

Obyjectives: The International Registry of Lung Metastases was established
i 1991 1o axsess the long-term resulis of pulmonary metavtasectomy. MWethod'y:
The Registry has acorued 5206 cases of lung metastascctomy, from 18
departnents of thorscke surgery in Enrope (¢ = 13), the United States (0 = 4)
and Camada (n = 1). OF these patients, 4572 (85%) underwent complete
surgical resection, The primary temor was epithelial in 2260 crwes, sarcoma in
2173, gorm cell in 363, and melanoms in 328, The disease-frec interval was 0
1o 11 months in 2199 cases, 12 (o 35 months in 1857, and more than 36 months
in 1620, Single metasiases accounted for 2383 caves and multiple lesions for
1726 Mean followup was 46 months. Analysis was performed by Kaplan-
Muler estimates of surtval, relstive risks of desth, and mualtivariae Cox
miodel. Kevalts: The sctuarial seryvival after complete metastasectomy was 365
at & years, 26% ot 10 years, and 22% at 15 years (median 35 months); the
corresponding valoes for incomplete resection were 135 at 8 years and ™% at
10 yewrs {median 15 months). Among comphote resecthons, the Syear survival
was 33% for patients with a disease-free interval of 0 1o 11 months and 45% for
theee with a discsse-free indenval of more thon 36 months; 4% for single
leshons and 27% for four or more ksdons. Multivariate analysis showed a better
prognosts for patients with perm ool tomors, disease-free Intervals of 36
months or more, and single metastaves, Conclisions: These results confirm
that lung metastasectomy is o safe and potentially carative procedure. Rewect-
ahillty, discase-free interval, and number of metastases enabled ws b0 design
simple system of classification salid for different tumor types. () Thorac
Cardiovasg Sorg 1997:11327-49)

in many departments of thoracic surgery. In fact,
many tumors may involve the lung as the unigue site
of distant spread. Complete surgical excision of all
pulmonary depaosits is often technically feasible with
low morbidity and mortality.®”

Tt progect has boca funded by the Halina Natonal Counal for
Research (CNE) within the prograemme *Progens Fializrsto
Appliceioni Cliniche della Ricorea Omoologica”™ (ATRO

However, the curative potential of metastasec.
tomy had been recognized dowly, Pulmonary me-

.

° [Ipwtn cUCTNUATIKT) KATOYPOPT) TWV TVEVLOVIKWYV
LLETOOTAOEKTOU WYV

J Thorac Cardiovasc Surg. 1997
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netoév 20% ko 40% oOtov
ouUTEPIAAPEL Kaveic OAOUC
TOUC LOTOAOYIKOUG TUTTOUC TWV
TpwtomaOwv OyKwV.

H emBiwon autn eivor moAv
MEYXAVTEPT QIO TNV
CCVOLLEVOLEVT] XTTO TNV
xNHeoOepoameior ) TV
aktivoOepameio povn.

GENERAL THORACIC SURGERY

LONG-TERM RESULTS OF LUNG METASTASECTOMY: PROGNOSTIC ANALYSES BASED ON
5206 CASES

The International Registry of Lung Objectives: The Intgrnational Registry of Lung Metastases was established
Me?:?stases* ) in 1991 to assess the long-term results of pulmonary metastasectomy. Methods:
Writing Committec: The Registry has accrued 5206 cases of lung metastasectomy, from 18
Ugo Pastorino, MD departments of thoracic surgery in Europe (n = 13), the United States (n = 4)

Marc Buyse, ScD
Ce e and Canada (n = 1). OF these paticnts, 4572 (88%) underwent complete

Robert I. Ginsberg, MD surgical resection. The primary tumor was epithelial in 2260 cases, sarcoma in
Philippe Girard, MD 2173, germ cell in 363, and melanoma in 328, The disease-free interval was 0
Peter Goldstraw, MD to 11 months in 2199 cases, 12 to 35 months in 1857, and more than 36 months
Michael Johnston, MD in 1620. Single metastases accounted for 2383 cases and multiple lesions for
Patricia McCormack, MD 2726. Mean follow-up was 46 months. Analysis was performed by Kaplan-

Harvey Pass, MD

Joe B, Putnam, Jr., MD Meier estimates of survival, relative risks of death, and multivariate Cox

madsl. Reculte: Tha actnarial enrvival aftor comnlefe metactacectomv was 360,

The data so far available suggest that lung metas-
tasectomy is able to improve significantly the overall

nd mortality. The overall 5-year survival ranges
etween 20% and 40% when all the primary sites
e combined,”? much higher than expected after
hemotherapy or radiotherapy alone.'’'*

J Thorac Cardiovasc Surg. 1997
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30 35 40 The median duration of survival (indicated by the dotted lines) was 20.3
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|—Survival of patients with metastatic colorectal cancer bevacizumab, as compared with 15.6 months in the group given IFL plus pla-
randomised to chemotherapy plus supportive care (@—@) and to cebo, corresponding to a hazard ratio for death of 0.66 (P<0.001).
supportive care alone (0—Q)
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KOPKIVWHO TIO(EOG EVIEPOU otadiov IV 1o 2004 pe

otadiov IV 1o 1993 e kUplo ouVdLaoHO 5-PpBoploovpaking,
PdppoKo Ty 5- LPLVOTEKOVG KOl

dOBoproovpakiAn. ureBaci{ovudpmng.
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Pulmonary metastasectomy: what is the practice
and where is the evidence for effectiveness?

Tom Treasure,’ Misel MiloSevi¢,® Francesca Fiorentino,” Ferqus Macbeth?

ABSTRACT but most referrals for metastasectomy come from
Pulmunan, metastasetmmy |s a comir mnly per formed “olo g ists.
nrd ic tanrdin f 3 roncant __'(, cha o arally _sevmaramane

f0||c-w up studtes These retrospectwe senes are

comprised predominately of solitary or few metastases
with primary resection to metastasectomy intervals longer
than 2-3 years. Five-year survival rates of 30-50% are

= ~r T
metastasectomy and survival cannot be interpreted as d-l 1997

causation. Cancers for which lung metastasectomy is
used are considered in four pathological groups. In non-

p(rtf:rnd'tll:rnax nal Registry
tJf Lung N[Lta_\ta_\L tomy (IR_L\[} t:f 5206 patients
from Europe and North America.! *

Thorax. 2014
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GENERAL THORACIC SURGERY

LONG-TERM RESULTS OF LUNG METASTASECTOMY: PROGNOSTIC ANALYSES BASED ON
5206 CASES

The International Registry of Lung Objectives: The International Registry of Lung Mctastases was cstabhshed

Metastases® in 1991 to assess the long-term results of p
Writing Committec:
Ugo Pastorino, MD

h
The Registry has accrued 5206 cases of lung melasta.EMOm from 18

Marc Buyse, ScD departments of thoracic surgery in Europe (n = 13), the United States (n = 4)
Godehard Friedel, MD and Canada (n = 1). Of these patients, 4572 (88%) underwent complete
Robert J. Ginsberg, MD surgical resection. The primary tumor was epithelial in 2260 cases, sarcoma in
Philippe Girard, MD 2173, germ cell in 363, and melanoma in 328. The diseasc-free interval was 0
Peter Goldstraw, MD 1o 11 months in 2199 cases, 12 to 35 months in 1857, and more than 36 months

Michael Johnston, MD in 1620. Single metastases accounted for 2383 cases and multiple lesions for
Patricia McCormack, MD

Harvey Pass, MD
Joe B. Putnam, Jr., MD

2726. Mean follow-up was 46 months. Analysis was performed by Kaplan-
Meier cstimates of survival, relative risks of death, and multivariate Cox
madel. Reculic: The actnarial snrvival after comnlete metactasectomy was 366

Unfortunately, the majority of the experiences
reported in the literature are affected by small
numbers and limited follow-up. Even in the largest

series it is difficult to adjust properly for the heter-
ogeneity of patients in terms of age, sex, primary
tumor type, extent of metastatic spread, surgical
techniques, and concurrent medical treatments. P

J Thorac Cardiovasc Surg. 1997
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LONG-TERM RESULTS OF LUNG METASTASECTOMY: PROGNOSTIC ANALYSES BASED ON

T[O(pO(lléVOUV . 5206 CASES

The International Registry of Lung Objectives: The International Registry of Lung Metast was established
H )\ i e % Metastases® in 1991 to assess the long-term results of pul v ¥. Method:
ET[l OYT] t(k)v (XG EV(L)V Writing Committec: The Registry has accrued 5206 cases of lung metastasectomy, from 18

Ugo Pastorino, MD 2 . g - 5 " "
Mare Buyse, ScD departments of thoracic surgery in Europe (n = 13), the United States (n = )

; ~ Godehard Friedel, MD and Canada (n = 1), Of these patients, 4572 (88%) underwent complete
O 8 thO (x le O twv Robert J. Ginsberg, MD surgical resection, The primary tumor was epithelial in 2260 cases, sarcoma in
H Y q p l-l C Philippe Girard, MD 2173, germ cell in 363, and melanoma in 328, The discase-free interval was 0

Peter Goldstraw, MD to 11 months in 2199 cases, 12 to 35 months in 1857, and more than 36 months

A 4 Michael Johnston, MD in 1620. Single metastases accounted for 2383 cases and multiple lesions for

XE lpOU pYT] Gll.l(k)\’ Hstactaoswv Patricia M"Q’"“““‘ MD 2726, Mean follow-up was 46 months. Analysis was performed by Kaplan-
‘I;L;;n;ypi: ::\m’:' ?r MD Meier estimates of survival, relative risks of death, and multivariate Cox

! T madel. Reculte: The actaarial snrvival after comnlete metactacectomy wae 366,

H O(ll(l)O‘ESpOT()\EUpn Major areas of controversy remain fvith respect to

XElpOUleKT’] GtO(SlOT[O[T]G]] the following aspects: selection of patients (i.e.,
maximum number of resectable metastases), bilat-

H ETUKOUPlKﬁ XN HElOGEPO(T[SiO( eral surgical staging, adjuvant chemotherapy, and

prognostic factors for each primary tumor
site. 14, 17

OL TPOYVWOTIKOL TOPAYOVTEG

J Thorac Cardiovasc Surg. 1997
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LONG-TERM RESULTS OF LUNG METASTASECTOMY: PROGNOSTIC ANALYSES BASED ON

npoomoOnoope va 7200 GASES
p T] p The International Registry of Lung Objectives: The International Registry of Lung Metast was established
14 Metastases® in 1991 to assess the long-term results of pul v ¥. Method:
E ET[E p aG OU l’ls tOU C t‘,’f“';? ?"T‘:““h‘:[c; The Registry has accrued 5206 cases of lung metastasectomy, from 18
Mtl;c l;:l:il: :;:l) departments of thoracic surgery in Europe (n = 13), the United States (n = 4)
4 7 ("mdeh:lrl‘l. F.riudcl. MD and Canada (n = 1), Of these patients, 4572 (88%) underwent complete
T[E p lO p lG pOU C ‘c]’] C nap OU G’]’] C Robert J. Ginsberg, MD surgical resection. The primary tumor was epithelial in 2260 cases, sarcoma in
Philippe Girard, MD 2173, germ cell in 363, and melanoma in 328. The disease-free interval was 0

Peter Goldstraw, MD to 11 months in 2199 cases, 12 to 35 months in 1857, and more than 36 months

Vd) G’ E la T[O)\U stt I,K 4 Michael Johnston, MD in 1620. Single metastases accounted for 2383 cases and multiple lesions for
Y T] q p p p ]] ]l;"fl“_‘:“f "L‘"_Ci’;‘?)“‘:k' MD 2726, Mean follow-up was 46 months. Analysis was performed by Kaplan-
ey ,P o Meier estimates of survival, relative risks of death, and multivariate Cox

Joe B. Putnam, Jr., MD

KAV LKT) HEAEU‘I- For all these reasons it appeared reasonable o try
; y to overcome the limits of present knowledge by a
Al] plOUle]@l]KE ML KOV L e
cooperative multicentric clinical study. The Interna-
Bd(o-n dedo péV(OV oTtO TO tional Registry of Lung Metastases was launched in
: : : 1990 with a few clear objectives: set up a common
LEYXAVTEPA KEVTPX databasc through the major centers of thoracic
r 4 surgery in Europe and the United States to facilitate
epr(Klan XELPOUPYIKTG TNG the exchange of information; perform a more ho-
Fu P(bTET]C koL twv HITA. mogeneous evaluation of the results for the various

primary tumors; define prognostic factors by multi-
variate analysis; propose a novel system of stage
grouping; and define areas of uncertainty concern-
ing surgery and other therapeutic modalities to be
explored by prospective randomized trials.

J Thorac Cardiovasc Surg. 1997
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LONG-TERM RESULTS OF LUNG METASTASECTOMY: PROGNOSTIC ANALYSES BASED ON
5206 CASES

The International Registry of Lung Objectives: The International Registry of Lung Metastases was established
Merastases® in 1991 to assess the long-term results of pul ¥ ¥. Method.
Writing Commitice: The Registry has accrued 5206 cases of lung metastasectomy, from 18

Ugo Pastorino, MD E t o . - Tni 3 =
Marc Buyse, ScD departments of thoracic surgery in Europe (n = 13), the United States (n = 4)

Godehard Friedel, MD and Canada (n = 1). Of these patients, 4572 (88%) underwent complete
Robert J. Ginsberg, MD surgical resection. The primary tumor was epithelial in 2260 cases, sarcoma in
Philippe Girard, MD 2173, germ cell in 363, and melanoma in 328. The disease-free interval was 0
Peter Goldstraw, MD to 11 months in 2199 cases, 12 to 35 months in 1857, and more than 36 months
Michael Johnston, MD in 1620. Single metastases accounted for 2383 cases and multiple lesions for

Patricia McCormack, MD
Harvey Pass, MD
Joe B. Putnam, Jr., MD

2726. Mean follow-up was 46 months. Analysis was performed by Kaplan-
Meier estimates of survival, relative risks of death, and multivariate Cox
madel. Resulte: The actnarial snrvival after comnlete metastasectomy was 366,

100 §&

801 resection patients deaths
—=— | complete 4572 2359
—— | incomplete 634 447

601

logrank chi2 = 245.8 (1df)

40 ] L ,’h’:‘urz-:‘;,—“m‘l lllllllll
201
0 1 T 1
0 60 120 180
months

Patlents at risk:
complete 809 254 78
incomplete 35 5 1

Fig. 1. Overall actuarial survival after lung metastasectomy: complete resection versus incomplete
resection. The number of patients at risk at 5, 10, and 15 years is reported at the bottom of the curve.

J Thorac Cardiovasc Surg. 1997
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Criteria for considering a resection — There are

few

published guidelines from expert groups that deal with

patient selection for pulmonary metastasectomy. Available guidelines include the consensus-based guidelines for

resectability of colorectal cancer lung metastases from the National Comprehensive Cancer Network (NCCN) [11]

and a consensus document on pulmonary metastasectomy from the Society of Thoracic Surgeons (STS) [10].

* Kpuri)plo HETHOTAGEKTOMT|G:

* O koAo0opBikd¢ kapkivo¢ (NCCN)

* Etaupeio Owpoxoyeipovpywv (Ann Thorac Surg. 2019)
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John R. Handy, MD, Ross M. Bremner, MD, Todd S. Crocenzi, MD,

Frank C. Detterbeck, MD, Hiran C. Fernando, MD, Panos M. Fidias, MD,

Scott Firestone, MS, Candice A. Johnstone, MD, Michael Lanuti, MD,

Virginia R. Litle, MD, Kenneth A. Kesler, MD, John D. Mitchell, MD, Harvey 1. Pass, MD,
Helen J. Ross, MD, and Thomas K. Varghese, MD

Thoracic Surgery, Providence Health & Services, Portland, Oregon; Norton Thoracic Institute, St. Joseph’s Hospital and Medical Center,
Phoenix, Arizona; Medical Oncology, Providence Cancer Center, Providence Health & Services, Portland, Oregon; Section of Thoracic
Surgery, Yale University School of Medicine, New Haven, Connecticut; Inova Cardiac and Thoracic Surgery, Department of Surgery,
Inova Fairfax Medical (_1mpu=; Falls Church, Virginia; Medical Oncology, Center for Cancer Care, Exeter Hospital, Exeter, New

Hampshire; The Society of Thoracic Surgeons, Chicago, lllinois; Department of Radiation Oncology, Medical College of Wisconsin,
Milwaukee, Wisconsin; Division of Thoracic Surgery, Department of Surgery, Massachusetts General Hospital, Boston, Massachusetts;
Department of Surgery, Boston University Medical Center Boston, Massachusetts; Section of Thoracic Surgery, Indiana University
School of Medicine, Indianapolis, Indiana; Department of Surgery, University of Colorado School of Medicine, Aurora, Colorado;
Department of Cardiothoracic Surgery, Langone Medical Center, New York University School of Medicine, New York, New York;
Division of Hematology/Medical Oncology, Mayo Clinic, Phoenix, Arizona; and Division of Cardiothoracic Surgery, University of Utah,
Salt Lake City, Utah

Ann Thorac Surg. 2019
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Expert Consensus Document on ) Ghock for updtes
Pulmonary Metastasectomy

John R. Handy, MD, Ross M. Bremner, MD, Todd S. Clr:)ccnzi, MD,

Frank C. Detterbeck, MD, Hiran C. Fernando, MD, Panos M. Fidias, MD,

Scott Firestone, MS, Candice A. Johnstone, MD, Michael Lanuti, MD,

Virginia R. Litle, MD, Kenneth A. Kesler, MD, John D. Mitchell, MD, Harvey L. Pass, MD,
Helen ]J. Ross, MD, and Thomas K. Varghese, MD

Since 1980, greater than 1,000 publications addressed
PM, without a single randomized controlled trial. Most
of the studies are surgical series, usually from a single
institution, and include single or multiple pathologies.
The pool of patients from which metastasectomy pa-
tients derive is not reported, allowing no comparative
survival analysis. Historical controls are used or met-

Ann Thorac Surg. 2019
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Expert Consensus Document on R) Creck forupses
Pulmonary Metastasectomy

John R. Handy, MD, Ross M. Bremner, MD, Todd S. C|mccnzi, MD,

Frank C. Detterbeck, MD, Hiran C. Fernando, MD, Panos M. Fidias, MD,

Scott Firestone, M5, Candice A. Johnstone, MD, Michael Lanuti, MD,

Virginia R. Litle, MD, Kenneth A. Kesler, MD, John D. Mitchell, MD, Harvey L. Pass, MD,
Helen J. Ross, MD, and Thomas K. Varghese, MD

A few registry articles (eight in total) have largely

defined practice. The most influential reported 5,206
patients with multiple pathologies from the International

Registry of Lung Metastases (IRLM) [6], without a de-
nominator of cancer patient population from which the

metastasectomy patients derived (lable 1).
GENERAL THORACIC SURGERY

Igggsﬁi:‘l;igg RESULTS OF LUNG METASTASECTOMY: PROGNOSTIC ANALYSES BASED ON

The International Registry of Lung Ojectives: The International Registry of Lung Metastases was established
Metastases® in 1991 to assess the long-term results of puls > . Methods:
Wriling Committce: The Registry has accrued 5206 cases of lung metastascctomy, from 18
Ugo Pastor departments of thoracic surgery in Europe (n = 13), the United States (v = )

D e KD and Canada (n = 1). Of these patients, 4572 (88%) underwent complete
Robert J. Ginsherg, MD surgical resection. The primary tumor was epithelial in 2260 cases, sarcoma in
Philippe Girard, MD» 2173, germ cell in 363, and melanoma in 328, The discase-frec interval was 0
Peter Goldstraw, MD 1o 11 months in 2199 cases, 12 to 35 months in 1857, and more than 36 months
Michael Johnston, MD in 1620. Singhe metastases accounted for 2353 cases and multiple lesions for
Patricia MeCormack, MD 2726. Mean follow-up was 46 months. Analysis was performed by Kaplan-

Harvey Pass, MDD

Joe B. Putnam, Jr., MD Meier estimates of survival, relative risks of death, and multivariate Cox

madel. Recndte: The actuarial aemvival after comnlete metacacctomy was 165
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eMUNKUVOT TG emPBiwong 1 tnv
Oepaeio

Table 1. General Characteristics of the Pulmonary
Metastasectomy Literature

No randomized controlled trials

Pervasive selection bias

No comparative survival analysis

Inconsistent description of accompanying local or systemic
therapies

Variable follow-up length

Fails to distinguish between prognostic or predictive
characteristics

Does not clarify the role of pulmonary metastasectomy in
prolongation of survival or cure
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Pulmonary Metastasectomy Expert Consensus

Statements

B 1

When Canng for nabhente with cancer and nolmoanans
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should be «
team (MDT)
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analysis, inc
guide future
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If goals of R
are not accor
to open apg
clam shell), «
Pneumonect
except in «
MDT manag
Although th
tastases is 1.

tasis predicts poor survival.
8 Therma] ablation or stereotactic

Consensus statements were develuped using a modified
Delphy method. The proposed statements were subject to
a|vote|using a 5-point Likert scale. An 80% response rate
among the authors was required, and statements in which
75% of respondents selected “agree” or “strongly agree”
were considered to have reached consensus. Three state-
ments did not achieve 75% agreement after the first round
of voting, and after minor revisions, were included after a
second round of voting. The American College of Cardi-
ology Foundation/American Heart Association classifica-
tion system used in clinical practice guidelines to rate the
strength, and level of evidence was not used for this report
because the expert consensus process adopted by STS
results in opinion statements rather than formal
recommendations.

metastasis accompanied by mediastinal LN metas-

ablative body
ierapy for pa-
's, particularly
section or who

ung perfusion
of pulmonary

be considered
temic therapy

zan be consid-
PM can be
ered within an

1d neck cancer
a disease-free
s, ability to
_N metastases.
germ cell tu-
I residual lung

candidate selection for PM is best amted to pahents
harboring 3 or fewer pulmonary metastases.

Lymph node (LN) sampling/dissection concomitant
with PM should be considered, because pulmonary

16.

abnormalities > 10 mm after platin-based chemo-
therapy with normalized serum tumor markers
(STMs) suspected of containing teratoma.

When managing NSCGTs, contralateral lung ab-
normalities can be observed if histology of unilateral
PM demonstrates complete tumor necrosis.
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Expert Consensus Document on ) Chrec o putes
Pulmonary Metastasectomy

John R. Handy, MD, Ross M. Bremner, MD, Todd 5. Crocenzi, MD,

Frank C. Detterbeck, MD, Hiran C. Fernando, MD, Panos M. Fidias, MD,

Scott Firestone, MS, Candice A. Johnstone, MD, Michael Lanuti, MD,

Virginia R. Litle, MD, Kenneth A. Kesler, MD, John D. Mitchell, MD, Harvey I. Pass, MD,
Helen J. Ross, MD, and Thomas K. Varghese, MD

Introduction

M has long been practiced, albeit in the face of a

large literature with low level of evidence. Recog-
nizing a need for some standardization, The Society of
Thoracic Surgeons (STS) Work Force of Evidence Based
Surgery formed a task force and subjected “pulmonary
metastasectomy” to STS expert consensus development
process. The task force membership included thoracic
surgery, medical, and radiafion oncology. The

following is the resulting expert consensus, not rising
to the level of guidelines due to the flawed supporting
literature.
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A Randomised Trial of Pulmonary Metastasectomy in Colorectal Cancer (PulMiCC)

The safety and scientific validity of this study is the responsibility of the study sponsor and investigators. Listing a study does not mean it
has been evaluated by the U.S. Federal Government. Read our disclaimer for details.

Sponsor:
University College, London

Collaborators:
Royal Brompton & Harefield NHS Foundation Trust
University of Cambridge
University of Sussex

Information provided by (Responsible Party):
University College, London

Study Details Tabular View No Results Posted Disclaimer

Study Description

[l How to Read a Study Record

Brief Summary:

Patients who have been treated successfully for bowel cancer (colorectal cancer) sometimes go on to develop nodules of disease in another part of the body. If this disease is fi

liver.

There is a growing trend to remove lung metastases with an operation, in the belief that this will help patients live longer, however there have not been any scientific studies to p

feasibility study to determine whether it will be possible to conduct a large randomised controlled trial investigating the value of pulmonary metastasectomy (surgery to remove |

Firstly, patients will be invited to consent to having a full range of investigations to assess their suitability for surgery. If found to be suitable, they will then be invited to consent 1

regularly for 5 years to assess their disease status and to measure their quality of life and lung function.

Colorectal Cancer

Pulmeonary Metastases

Procedure: Metastasectomy

Procedure: Active monitoring

NCTo106261
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Criteria for resection

Otov n vooog dev givou

)\ J [ eThe pulmonary metastases appear to be

Tt l]p(x)c O((I)O(lpEGlp]] completely resectable based upon preoperative
imaging.

// 4 1 4

Otav o O(GOEVT]C 88\’ 8)(El eThe patient has adequate cardiopulmonary

reserve to tolerate resection.

KATAAANAEC
KOPOLOTIVEVLOVIKEC ededpeled.
Otov n petaotaoektopr) o€V

eMetastasectomy is technically feasible.
eThe primary tumor is controlled or controllable.

eExtrapulmonary metastatic disease is absent,

efvau TexvidG Suvorer, e T
I/ ’ 14 g I ! . f I
Ota o pwronabg oykog eorone oy s ncated in's pasent with o Knowas
r r i ho d 5 g
68\’ VoL EAEYXOHEVOC. g{aa;gglaensfy who does not meet these criteria. As
'O‘CO(V UTthXEl taUt(’)XpOVO( A new primary lung cancer cannot be excluded.
, ] " i .g., b hial
By ae e it el et} canaet o
UT[apXE[, 88\} cLvolL E}\EYXO pgvn_ managed in any other way.

sTissue needs to be obtained for a novel
therapeutic strategy (e.g., an autologous vaccine),
preferably within the confines of a clinical trial.
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