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State of oligometastatic disease in 2023

• “An attract ive consequence of  the presence of  a 
cl in ical ly  s ignif icant o l igometastat ic  state is  that 
some pat ients so af fected should be amenable to 
a curat ive therapeut ic  strategy”

• Prevalence ~35-40% of stage IV NSCLC1

• No phase III randomized studies

• No biomarkers

• No consensus definition

• Maximum of 3-5 metastases in 3 organs proposed2

• Challenges of defining by numerical threshold

• Patients who may be potentially cured by local therapies

• Patients who may potentially benefit from ablative treatments

1 - No et al. Int J Radiat Oncol Biol Phys 2022 PMID 35654305 

2 - Dingemans et al. J Thorac Oncol 2019 PMID 31398540



Guckenberger et al. Lancet Oncol 2020 PMID 31908301 

Any history of 

polymetastatic dz? 

Active systemic tx?

Active systemic tx?

>6mo from dx?

Active systemic tx?

Any history of 

oligomet dz? 

Any oligoprogressive lesions?

Any oligoprogressive lesions?





‘OliGomez’

• N = 49 (randomized)

• Primary: PFS

• Crossover allowed at time of 

progression

• 76% had nodal dz counted as 

one of oligometastatic sites

• 16% EGFR/ALK

• Synchronous oligometastatic 

disease

• Induced oligopersistence

Gomez et al. Lancet Oncol 2016 PMID 27789196; Gomez et al. JCO 2019 PMID 31067138 



Med. time to new lesion 11.9 vs 5.7 months (P = 0.05)Med PFS 11.9 vs 3.9 mo (HR 0.35, P = 0.0054)

Gomez et al. Lancet Oncol 2016 PMID 27789196

Initial results (12.4 months follow-up)



Primn

Med. PFS 14.2 vs 4.4 months (P = 0.022) Med. OS 41.2 vs 17 months (P = 0.017)

Gomez et al. JCO 2019 PMID 31067138 

Updated results (38.8 months follow-up)



Med. OS from PD NR vs 16.4 (late LCT vs no, P = 0.119)

65% received LCT at PD (crossover allowed)

Med. OS after PD 37.6 vs 9.4 months (P = 0.034)

 37.6mo (by original arm, LCT vs M/O)



Takeaways from ‘OliGomez’

• Local consolidative therapy may change the disease course for 
synchronous oligometastatic NSCLC

• Either by limiting the potential for later spread or possibly by altering 
systemic anti-cancer immune responses to facilitate longer control of 
subclinical disease

• Early LCT is better than no LCT

• However, late LCT at progression, if feasible, can partly compensate by 
improving OS to a lesser extent

• Primary risk of reserving LCT unti l  progression (late LCT) is that 
definitive treatment to all  sites of disease can be achieved in 
only a subset of patients



SBRT is very safe

• N=1,422 from 17 NHS centers in UK

• Prospect ive registr y  study

• SABR for  1 -3 extracranial  o l igomets

• Most common G3 AE –  fat igue (2%)

• No treatment - re lated deaths

Lehrer et al. JAMA Oncol 2021 PMID 33237270 

Chalkidou et al. Lancet Oncol 2021 PMID 33387498 

• N=943 from 21 prospect ive studies

• SBRT (8fx)  t reat ing up to 5 mets

• Acute G3-5 AE rate 1.2%

• Late G3-5 AE rate 1.7%

• Weighted random-ef fects model



Local control – does it matter?

Cao et al. Radiother Oncol 2023 PMID 37385379 

• N= 1,700 ol igomets (1,006 patients)

• By primary site:  25.2% NSCLC

• By location: 46.1% lung

• 5 new/untreated lesions = widespread 
progression

• Any local fai lure predicts for 
widespread progression (HR 2.6) and 
death (HR 3.7)

• Similar results at 12, 18, 24, 36 mo

• 1-yr threshold for >95% LC

• 41.2 Gy in 5fx (BED ~75.3)

• Or 55.2 Gy in 5fx if >27.7cc or radioresistant



Role for surgery as LCT in OMD

• Synchronous stage IV NSCLC

• N=25 (surger y) ,  N=63 (RT)

• 56% with s ingle met.  in surger y group

• Surger y per formed

• 80% lobectomy

• 12% pneumonectomy

• 8% sublobar resection

• 90-day post - treatment mor tal i ty

• Surgery 0% (0 of 25)

• RT 1.6% (1 of 63)

• Med. OS 55.2 months (surger y)

• Med. OS 23.4 months (RT)

Mitchell et al. JTCVS 2021 PMID 32331820 



NRG-LU002

Patients with metastatic NSCLC 

having completed 4 cycles or 

courses of first-line/induction 

systemic therapy 

Restaging studies reveal no 

evidence of progression and 

limited (≤ 3 discrete sites) 

metastatic disease, all of which 

must be amenable to SBRT +/- 

Surgery

A minimum of one disease site 

(metastasis or primary) needs to 

be present after first-

line/induction systemic therapy 

and treatable with local 

consolidative therapy 
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Arm 1:
Maintenance systemic therapy 

alone

Arm 2:
SBRT or SBRT and Surgery to 

all sites of metastases (≤ 3 

discrete sites) plus irradiation 

(SBRT or hypofractionated RT) 

of the primary site followed by 

maintenance systemic therapy.  

All Arm 2 patients, even if 

treated with Surgery, must 

have one site of disease 

(metastasis or primary) treated 

with radiation.

• N=400 (378 randomized)

• 218 accrued (phase II)

• 11/12/21 - Temporarily closed 

to accrual 

• Synchronous oligometastatic 

disease

• Induced oligopersistence

• Metachronous oligorecurrence



• Stage IV EGFR/ALK NSCLC

• N=110

• Primary:  PFS

• Amended inclusion:   5 OPD 
lesions

• November 2017- Opened

• July 2023 –  Completed accrual

• Induced ol igoprogression

• Repeat  o l igoprogress ion

McDonald et al. EP08.03-005 JTO 2022 (WCLC)

HALT (UK)



SABR-COMET 3

Olson et al. BMC Cancer 2020 PMID 32370765

• N=330 (phase III)

• Controlled primary, at least 1 

extracranial lesion to be 

randomized for SOC vs SABR

• Primary: OS

• Translational: CTC, cfDNA

• Arm 2 eligible for additional SABR 

to subsequent metastases

• Metachronous oligorecurrence

• Metachronous oligoprogression

• Repeat oligorecurrence

• *Histology: breast, prostate, RCC vs other)

• *Disease free interval   vs > 2 years



SABR-COMET 10

• N=159

• Controlled primary, at least 

1 extracranial lesion to be 

randomized for SOC vs 

SABR

• Primary: OS

• Eligibility: all sites can be 

safely treated based on 

pre-planning

• 57% had 4 target lesions 

in first 60 pts

Palma et al. BMC Cancer 2019 PMID 31426760



Final Thoughts

• Role of RT and (LCT) evolving

• Multi-disciplinary evaluation necessary

• Principles of RT in OMD management

• Careful patient selection

• Balance probability of control against risk of toxicity

• Minimize treatment time

• Favor (early) consolidation over at time of progression

• Favor comprehensive over partial consolidation

• Need to support to ongoing randomized trials!

• 2023 updates - CORE (ESTRO 2023), STOP (ASTRO 2023), SARON
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