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RESECTABILITY
Can we agree on a definition?

WHEN should it be decided? Before any therapy, or based on response?
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RESECTABILITY DEFINITIONS–
AUDIENCE RESPONSE
A. A carefully guarded secret of thoracic surgeons

B. Can be determined from imaging studies

C. Can be determined with the right application of artificial 
intelligence

D. Is uniform regardless of practice setting and surgical expertise

E. None of the above
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BINIAM KIDANE’S RULES OF RESECTABILITY

Three intersecting domains:
• Oncologic
• Technical
• Physiologic
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BINIAM KIDANE’S RULES OF RESECTABILITY

• Technical Resectability:
• Can you achieve R0 resection?

• Subjective

• Can vary based on local resources

• Can change with potent induction strategy…
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OPEN SURGERY IS NOT A BAD THING

0

20

40

60

80

100

T
o
ta

l O
p
io

id
 U

s
e
 (

M
M

E
)

VATS Open

p = 0.861

mg morphine equivalents (MME) 33 and 31, the equivalent of 4 

– 4.5 oxycodone tablets

0 2 4 6 8 10 12 14 16 18 20 22 24 26 28 30 52 540 2 4 6 8 10 12 14 16 18 20 22 24 26 28 30 52 54
0

5

10

15

20

N
u
m

b
e
r 

o
f 
P

a
tie

n
ts

Open

VATS

Length of Stay (days)



@LindaMThoracic

COMPARISON OF SURGICAL INCISIONS

• 30 day mortality
• Readmission
• Pneumonia
• airleak

11 studies
7700 patients
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BINIAM KIDANE’S RULES OF RESECTABILITY

•Physiologic Resectability
• Can the patient in front of me tolerate this surgery safely?
• Some objective measures, some subjectivity

• Grit, mental toughness
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MOST OF OUR PATIENTS DO NOT LOOK LIKE THIS…
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Frailty
ECOG 

https://doi.org/10.1016/j.eclinm.2021.101260 eClinical Medicine Jan 2022

https://doi.org/10.1016/j.eclinm.2021.101260
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BINIAM KIDANE’S RULES OF RESECTABILITY

Oncologic Resectability:
• Can this disease be controlled by surgery?

• That is, what’s the tumor biology?
• small cell=extreme example

• Bulky, invasive N2

• Doubling time, SUV

Is this tumor spreading 
like wildfire?
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In abstract form only:
:https://doi.org/10.1016/j.jtho.2023.09.046

https://doi.org/10.1016/j.jtho.2023.09.046
https://crossmark.crossref.org/dialog?doi=10.1016%2Fj.jtho.2023.09.046&domain=www.jto.org&uri_scheme=https%3A&cm_version=v2.0
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WHEN TO DECIDE ON 
RESECTABILITY: 

CONSIDER THE FOLLOWING…
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BORDERLINE RESECTABILITY – BY STAGE

PET showing NEGATIVE subcarinal 
space
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CASE PRESENTATION 1

• cT4N0M0

• Upfront surgery planned (predated CM816 approval)

• No mediastinal staging – planned for EBUS, ROSE, then proceed

• Level 7 was POSITIVE intraoperatively

• Now T4N2M0…
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AUDIENCE RESPONSE:
T4 BY SIZE, SINGLE/OCCULT N2
HEALTHY PATIENT – WHAT NEXT?

A. ChemoRT -> durvalumab (PACIFIC)

B. Proceed with lobectomy ->adjuvant chemo/CPI

C. Chemo/CPI  x 3 cycles -> lobectomy

D. Chemo/CPI x 3 cycles -> lobectomy -> PORT
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FOLLOWING CHEMO/CPI  X 3 CYCLES: 
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SURGERY

• Open RLL

• Home in 2 days, no pain, took about 2 oxy 5 mg

• Pathology: ypT3N0 (a bit surprising), R0

• So “borderline resectable” T4N2 was resectable
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RUL SCCA
PDL1 80%
Lung function would not allow for 
right pneumonectomy
Clinical T2N1

Case 2 – can 
we enhance 
resectability?
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RIGHT PNEUMONECTOMY REQUIRED

• Oncologically, technically resectable

• But PFT’s very borderline – would be just under 30% FEV1 and DLCO 
with right pneumonectomy
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AUDIENCE RESPONSE:
RIGHT HILAR TUMOR, T2N1 PHYSIOLOGICALLY 
UNRESECTABLE

A. ChemoRT -> durvalumab (PACIFIC)

B. Proceed with pneumonectomy ->adjuvant chemo/CPI 

C. Chemo/CPI  x 3 cycles -> MDT reassessment
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CM816 STRATEGY: 3 CYCLES PLATINUM DOUBLET + NIVO

IMPRESSIVE RESPONSE!
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SURGERY

• Open Right upper lobectomy – NO PNEUMONECTOMY NEEDED!

• Path: ypT0N0M0

• Returned to work, respiratory status excellent

• NED 18 months postoperatively
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OPINION: RESECTABILITY 
SHOULD BE RESPONSE-BASED
Two examples of oncologically and physiologically marginal 
patients getting to surgery



Clinical Lung Cancer July 2024
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CONCLUSIONS/SUMMARY

• Resectability is subjective – need MDT and/or surgeon to 
evaluate

• You will give more people with lung cancer a chance at 
resection if assessed during and after neoadjuvant

• Unanswered – can we safely salvage with CRT if surgery not 
possible
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