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The authors do a commendable job of attempting to
determine whether SABR and sublobar resection (SLR)
are comparable in treatment for early-stage NSCLC
disease (1). Using the primary endpoint of lung-cancer
specific survival (LCSS), and thoroughly evaluating the
Surveillance, Epidemiology and End Result (SEER) data
using propensity matching, the authors show that, based on
their primary analysis, SABR and SLR were equivalent in
producing cancer-related survival. On secondary analysis,
they suggest that patients with larger tumors (<5 cm
but >2 c¢m) may do better with SLR than SABR. Those
conclusions are thought-provoking and provide rationale
for future studies investigating these two techniques,
which theoretically should have equivalent disease-related
outcomes since neither address regional nodes and both have
a highly comparable and focused local approach (2). Yet,
as the authors note, even after their thorough evaluation,
definitive conclusions cannot be drawn from the results, and
more investigation is needed.

While there have been improvements in capture with the
SEER database, significant endpoints that are important
for determining cancer-specific and treatment-related
outcomes, including patterns of failure, quality of treatment,
and functional status (e.g., FEV1, DLCO), among many
others, are missing, making reporting and propensity
matching a challenge (3). Further, SEER data only captures
a fraction of the patients treated and it relies upon patients
utilizing Medicare insurance (4). Additionally, the authors
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recognize that overall survival (OS) is often a difficult
end-point for reasonable comparison between SABR and
surgical patients since inoperable SABR patients have
an inherently worse co-morbidity. That fact is reflected
even in this study by the demonstration that, despite best-
matching and equivalent LCSS in patients with tumors
<2 cm, OS is still different and lower in SABR patients.
Still, the authors chose to evaluate LCSS as an effectiveness
endpoint. While we agree with this approach generally, as
the authors acknowledge, utilizing LCSS as the appropriate
measure can be misleading for a number of reasons. First,
as the authors point out, from a practical, real-world care
perspective, accurate recording and subsequent reporting
of cause of death and other factors can be significantly
inaccurate, including in the SEER database (5,6). In fact,
the NCI warns against use of SEER data for cancer-specific
survival reporting (3). Further, and equally important,
many reported causes of death are ultimately reported as
“unknown” and, as such, make the true LCSS impossible to
correctly calculate. Thus, it may have been helpful for this
study to report the proportions of deaths recorded as “lung
cancer”, “cause other than lung cancer,” and “unknown”.
Indeed, this distinction is where local, regional, and distant
control and progression-free survival data become pivotal
in drawing more solid conclusions regarding cancer-related
effectiveness outcomes between treatments. An important
notable difference between the two groups, even after
matching, is that SABR patients had better follow-up with
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imaging than did the surgical cohort (1) (Table 3). While
it is not entirely clear, differences in imaging follow-up
for two groups may highly impact the accuracy of disease
assessment and reporting on LCSS, with higher rates in the
SABR group that had more vigilant surveillance for disease
status, and is a practical concern that deserves consideration.

Another question raised on both ends of the study
is the quality of treatment, a factor which, again, is not
captured by SEER data. As shown in the report, SABR
was more commonly and increasingly performed as time
progressed from 2007-2012. This increase may reflect the
improvements in SABR technique and a growing confidence
in its effectiveness as a treatment, as reported in studies
demonstrating its efficacy (7-13). Historically, larger tumors
may have been more difficult to cover with SABR since they
often more closely abut critical structures, making it more
difficult to safely deliver an effective radiotherapeutic
dose (14). That may be one reason SLR may have been
shown to be more effective than SABR and, in fact, may
eventually be proven to be more appropriate in patients
with larger tumors. However, we now know that being able
to deliver dose to the full planning treatment volume (PTV)
in SABR treatment is crucial for local control (15), and we
are able to effectively treat larger and central tumors than
was possible before (see: how to fly in a no-fly zone) (16,17).

Despite these criticisms and concerns, the results here
are highly valuable and draw attention to an important
topic that will pave the way for determining appropriate
surgical and SABR approaches for patients. Theoretically,
SLR and SABR should have similar outcomes given their
nearly identical approaches. If, in fact, the two techniques
show comparable patient outcomes, as has been suggested,
it would be conceivable to choose the technique that is less-
invasive and has lower morbidity (i.e., SABR). However,
it is important to resolve whether one technique is more
appropriate than the other for select patients (e.g., SLR for
larger tumors). This report demonstrates the necessity of
phase III randomized studies. It also highlights the need
for single and multi-institution data that can capture and
provide more comprehensive and revealing cancer-specific
outcomes, treatment quality, adverse effects, and survival
data in order to help determine which patients unsuited for
lobectomy, but able to undergo less comprehensive surgery,

should be treated with SLR or SABR.

Acknowledgements

Funding: None.

© AME Medical Journal. All rights reserved.

amj.amegroups.com

AME Medical Journal, 2017

Footnote

Provenance and Peer Review: This article was commissioned
and reviewed by the Section Editor Jianfei Shen (Taizhou
Hospital of Zhejiang Province, Wenzhou Medical
University, Wenzhou, China).

Conflicts of Interest: Both authors have completed the
ICMJE uniform disclosure form (available at http://dx.doi.
org/10.21037/amj.2017.04.03). The authors have no
conflicts of interest to declare.

Ethical Statement: The authors are accountable for all
aspects of the work in ensuring that questions related
to the accuracy or integrity of any part of the work are
appropriately investigated and resolved.

Open Access Statement: This is an Open Access article
distributed in accordance with the Creative Commons
Attribution-NonCommercial-NoDerivs 4.0 International
License (CC BY-NC-ND 4.0), which permits the non-
commercial replication and distribution of the article with
the strict proviso that no changes or edits are made and the
original work is properly cited (including links to both the
formal publication through the relevant DOI and the license).
See: https://creativecommons.org/licenses/by-nc-nd/4.0/.

References

1. Paul S, Lee PC, Mao J, et al. Long term survival
with stereotactic ablative radiotherapy (SABR) versus
thoracoscopic sublobar lung resection in elderly people:
national population based study with propensity matched
comparative analysis. BMJ 2016;354:i3570.

2. Grills IS, Mangona VS, Welsh R, et al. Outcomes after
stereotactic lung radiotherapy or wedge resection for stage
I non-small-cell lung cancer. ] Clin Oncol 2010;28:928-35.

3. National Cancer Institute. Measures that are Limited
or not Available in the Data. Available online:
https://healthcaredelivery.cancer.gov/seermedicare/
considerations/measures.html#10

4. Warren JL, Klabunde CN, Schrag D, et al. Overview of
the SEER-Medicare data: content, research applications,
and generalizability to the United States elderly
population. Med Care 2002;40:1V-3-18.

5. Sun M, Trinh QD. A Surveillance, Epidemiology and End
Results (SEER) database malfunction: perceptions, pitfalls
and verities. BJU Int 2016;117:551-2.

AME Med 7 2017;2:52


http://dx.doi.org/10.21037/amj.2017.04.03
http://dx.doi.org/10.21037/amj.2017.04.03
https://creativecommons.org/licenses/by-nc-nd/4.0/

AME Medical Journal, 2017

10.

11.

12.

Begg CB, Schrag D. Attribution of deaths following cancer
treatment. J Natl Cancer Inst 2002;94:1044-5.

Baumann P, Nyman J, Hoyer M, et al. Outcome in

a prospective phase II trial of medically inoperable

stage I non-small-cell lung cancer patients treated

with stereotactic body radiotherapy. J Clin Oncol
2009;27:3290-6.

Timmerman R, Paulus R, Galvin J, et al. Stereotactic body
radiation therapy for inoperable early stage lung cancer.
JAMA 2010;303:1070-6.

Onishi H, Shirato H, Nagata Y, et al. Stereotactic body
radiotherapy (SBRT) for operable stage I non-small-cell
lung cancer: can SBRT be comparable to surgery? Int J
Radiat Oncol Biol Phys 2011;81:1352-8.

Ricardi U, Filippi AR, Guarneri A, et al. Stereotactic
body radiation therapy for early stage non-small cell

lung cancer: results of a prospective trial. Lung Cancer
2010;68:72-7.

Xia T, Li H, Sun Q, et al. Promising clinical outcome

of stereotactic body radiation therapy for patients with
inoperable Stage I/II non-small-cell lung cancer. Int ]
Radiat Oncol Biol Phys 2006;66:117-25.

Nagata Y, Takayama K, Matsuo Y, et al. Clinical outcomes
of a phase I/II study of 48 Gy of stereotactic body
radiotherapy in 4 fractions for primary lung cancer using

doi: 10.21037/am;j.2017.04.03
Cite this article as: Brooks ED, Chang JY. Editorial response:

“Stereotactic Ablative Radiotherapy vs. Sublobar Resection for
Non-Small Cell Lung Cancer: Choosing the Right Patients (an
editorial)”. AME Med J 2017;2:52.

© AME Medical Journal. All rights reserved.

13.

14.

15.

16.

17.

amj.amegroups.com

Page 3 of 3

a stereotactic body frame. Int J Radiat Oncol Biol Phys
2005;63:1427-31.

Fakiris AJ, McGarry RC, Yiannoutsos CT, et al.
Stereotactic body radiation therapy for early-stage
non-small-cell lung carcinoma: four-year results of a
prospective phase II study. Int J] Radiat Oncol Biol Phys
2009;75:677-82.

Timmerman R, McGarry R, Yiannoutsos C, et al.
Excessive toxicity when treating central tumors in a
phase II study of stereotactic body radiation therapy for
medically inoperable early-stage lung cancer. ] Clin Oncol
2006;24:4833-9.

Zhao L, Zhou S, Balter P, et al. Planning Target Volume
D95 and Mean Dose Should Be Considered for Optimal
Local Control for Stereotactic Ablative Radiation Therapy.
Int J Radiat Oncol Biol Phys 2016;95:1226-35.

Chang JY, Bezjak A, Mornex F, et al. Stereotactic ablative
radiotherapy for centrally located early stage non-small-
cell lung cancer: what we have learned. ] Thorac Oncol
2015;10:577-85.

Chang JY, Li QQ, Xu QY, et al. Stereotactic ablative
radiation therapy for centrally located early stage or
isolated parenchymal recurrences of non-small cell lung
cancer: how to fly in a "no fly zone". Int J Radiat Oncol
Biol Phys 2014;88:1120-8.

AME Med 7 2017;2:52



