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Europe 46,560 49
Asla 41,705 44
North America 4,660 5
Australia 1,593 1.7
South America 190 0.3
TOTAL 94,708 100

RamiPorta R et al. J Thorac Oncol 2014; 9: 16334




Proposals for stage grouping for the"&dition
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Clinical Months

Goldstraw P et al. J Thorac Oncol 2016; 115R9

Events/N MST 24 months 60 months
A1 68/781 NR 97% 92%
A2 505/3105 NR 94% 83%
IA3 546/2417 NR 90% 7%
1B 560/1928 NR 87% 68%
1B 605/1453 66.0 72% 53%
MA 2052/3200 29.3 55% 36%
1B 1551/2140 19.0 44% 26%
nc 831/986 12.6 24% 13%
IVA 336/484 11.5 23% 10%
IVB 328/398 6.0 10% 0%

100% -

80% -

60% -

40% -

20% -

0% T T 1

Pathological Months

Events/N

24 months

60 months

IA1 139/1389 NR 97% 90%
IA2 823/5633 NR 94% 85%
IA3 875/4401 NR 92% 80%
B 1618/6095 NR 89% 73%
1]=] 2175/5226 NR 76% 56%
A 3219/5756 41.9 65% 41%
1B 1215/1729 22.0 47% 24%
lnc 55/69 11.0 30% 12%
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Table 1. Definitions for T, N, M

-
X

T0

Tis

T
Timi
Tia
Tib

Tic
T2

T2a
T2b
T3

T4

Primary Tumor

Primary tumor cannot be assessed, or tumor proven by the presence of malignant cells in sputum or bronchial washings but not
visualized by imaging or bronchoscopy

No evidence of primary tumor

Carcinoma in situ
Squamous cell carcinoma in situ (SCIS)
Adenocarcinoma in situ (AlS): adenocarcinoma with pure lepidic pattern, €3 cm in greatest dimension

Tumor £3 cm in greatest dimension, surrounded by lung or visceral pleura, without bronchoscopic evidence of invasion more
proximal than the lobar bronchus (i.e_, not in the main bronchus)

Minimally invasive adenocarcinoma: adenocarcinoma (<3 cm in greatest dimension) with a predominantly lepidic pattern and <5 mm
invasion in greatest dimension

Tumor £1 cm in greatest dimension. A superficial, spreading tumor of an)]'_size whose invasive component is limited to the bronchial
wall and may extend proximal to the main bronchus also is classified as T1a, but these tumors are uncommon.

Tumor >1 cm but £2 cm in greatest dimension
Tumor >2 cm but €3 cm in greatest dimension

Tumor >3 cm but €5 cm or having any of the following features: (1) Involves the main bronchus, regardless of distance to the
carina, but without involvement of the carina; (2) Invades visceral Pleura (PL1 or PL2), (3) Associated with atelectasis or obstructive
pneumonitis that extends to the hilar region, involving part or all of the lung

Tumor >3 cm but £4 cm in greatest dimension
Tumor >4 cm but <5 cm in greatest dimension

Tumor >5 cm but <7 cm in greatest dimension or directly invading any of the following: parietal pleura (PL3), chest wall (including
superior sulcus tumors), phrenic nerve, parietal pericardium; or separate tumor nodule(s) in the same lobe as the primary

Tumor >7 cm or tumor of any size invading one or more of the following: diaphragm, mediastinum, heart, great vessels, trachea,
recurrent laryngeal nerve, esophagus, vertebral body, carina; separate tumor nodule(s) in a ipsilateral lobe different from that of the
primary

Descriptor Tth Edition T/NM #ith Edition T/N/M
T component
0 cmi (pure lepidic adenocarcinoma <
<3 em in total size) Tial =2 cm; T1b if =2-3 cm Tis (AIS)
=5 em invasive size (lepidic predominant . »

I . a 53 em total 526} Tial =2 cm; T1b if =2-3 cm TAimi
=1 cm Tia Tia
=1-2 cm T1a Tib
=2-3cm Tib Tic
=34 cm Tia Tia
=45 ¢ T2a T2
=BT cm T2b T3
>Tem T3 T4
Bronthis =2 ¢fm oM caring LE]

Total ateleciasisipneumanits T
Invason of diaphragm T3 T4
Invasion of mediastinal pleura T3 —_
M component
Ho assessment, na involvernent, or

ement of regional ymph nods X, MO, N1, N2, N3 Mo change
M component
Mitastasis within th Ihorase Cavity M1a Mia
Singhe idrathdracic metistass M1l Mib
Mulliple extrathoracic metaslasis M1l Mic




T1mi Minmally invasive adenocarcinoma: adenocarcinoma (<3 cm in greatest dimension) with a predominantly lepidic pattern and <5 mm

invasion in greatest dimension

Descriplor Tth Edition TINM fth Edition T/N/M

T component
0 cm (pure lepidic adenccarcinoma

£3 em in total size) Tiaw =2 cm; T1b il =2-3 cm Tis (AlS)
=05 e imvasive Size (epidic presominant L

IIENDEATEINGMa <3 em tokal ST8) Tia W =2 em; T il =2-3 cm Tirmi
=1 cm Tia Tia
=1-2 cm Tia TiD
=2-3 cm Tib Tic
*3-4 £m Tia T2a
» 455 M) T2a T
=5.T tm TZb L
=T Cfm L] Td
Bronchiug <2 cm Trom caring T3 T2
Total ateleclasis/pneumonitis T3 T2
Invasion of diaphragm T T4
Inwasion of mediastinal plewra T3 —_
N component

Mo assessment, no involvement, or

involvement of regional lymph nodes NX, M0, N1, N2, N3 b cizange
M component

Metastasis within the thoradic Cavity Mia M1a
Singhe @xAraihoracic metasiass M1k M1
Multiple extrathoracie metasiasis M1l Mie
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Tis

™

T2

Timi

Tia

T1b
Tic

T2a
T2b

Carcinoma in situ
Squamous cell carcinoma in situ (SCIS)
Adenocarcinoma in situ (AIS). adenocarcinoma with pure lepidic pattem, €3 cm in greatest dimension

Tumor <3 cm in greatest dimension, surrounded by lung or visceral pleura, without bronchoscopic evidence of invasion more
proximal than the lobar bronchus (1.e., not in the main bronchus)

Minimally invasive adenocarcinoma: adenocarcinoma (<3 cm in greatest dimension) with a predominantly lepidic pattern and <5 mm
INvason in greatest dimension

Tumor €1 cm in greatest dimension. A superficial, spreading tumor of any size whose invasive component is limited to the bronchial
wall and may extend proximal to the main bronchus also i1s classified as T1a, but these tumors are uncommon

Tumor >1 cm but £2 cm in greatest dimension
Tumor >2 cm but £3 cm In greatest dimension

Tumor >3 cm but £5 cm or having any of the following features: (1) Involves the main bronchus, regardless of distance to the
canna, but without involvement of the canna; (2) Invades visceral pleura (PL1 or PL2), (3) Associated with atelectasis or obstructive
pneumonitis that extends to the hilar region, involving part or all of the lung

Tumor >3 cm but £4 cm in greatest dimension

Tumor >4 cm but £5 cm in greatest dimension
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Table 1. Definitions for T, N, M (continued) Table 2. AJCC Prognostic Groups
N Regional Lymph Nodes T N M T N M
NX Regional lymph nodes cannot be assessed Occult TX NO MO  Stage llIB T1a N3 MO
NO No regional lymph node metastasis Carcinoma T1b N3 MO
N1 Metastasis in ipsilateral peribronchial and/or ipsilateral Stage 0 Tis NO MO Tic N3 MO
hilar lymph nodes and intrapulmonary nodes, including Stage IA1 T1mi NO MO T2a N3 MO
involvement by direct extension T1a NO MO
N2 Metastasis in ipsilateral mediastinal and/or subcarinal T2b N3 MO
lymph node(s) StagelA2  Tib  NO MO T3 N2 MO
N3 Metastasis in contralateral mediastinal, contralateral hilar, StageIA3  Tic NO MO T4 N2 MO
ipsilateral or contralateral scalene, or supraclavicular lymph Stage IB T2a NO MO Stage IIIC T3 N3 MO
Hodats) StagelA T2b NO MO % N3 Mo
M Distant Metastasis Stage B T N MO stagelvA AnyT AnyN Mia
MX Distant metastasis cannot be assessed Eb :1 k:g AnyT AnyN  Mib
Mo No distant metastasis Tzc N o Stage VB AnyT AnyN Mic
M1 Distant metastasis T g N4 .
M1a Separate tumor nodule(s) in a contralateral lobe; tumor 24 i
with pleural or pericardial nodules or malignant pleural or T3 NO MO
pericardial effusion? StagellA Tia N2 MO
M1b Single extrathoracic metastasis in a single organ (including T1b N2 MO

involvement of a single nonregional node)

) A ; i . it N2 MO
M1c Multiple extrathoracic metastases in a single organ or in B
multiple organs T2a N2 MO

T2b N2 MO
T3 N1 MO
T4 NO MO
T4 N1 MO
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A Evre 1A3A(N1): cerrahi tedavi
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Proposed Stage Groupings

NO N1 N2

T1a |1A1 1B A
T1b  |IA2 1B A
T1c  |IA3 1B A
T2a |IB 1B A
T2b  |lIA 1B A
T3 1B A

T4 A A

N3 M1a M1b
any N any N

VA VA

VA VA

VA VA

VA VA

VA VA

[C VA VA

[C VA VA

| Goldstraw P et al. ] Thorac Oncol 2016; 11: 39-51. |
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Supraclavicular zone
. 1 Low cervical, supraclavicular, and
sternal notch nodes

SUPERIOR MEDIASTINAL NODES

& €énBlokR2 1 dz A

£ G

Upper zone
- 2R Upper Paratracheal (right)

2L Upper Paratracheal (left)

- 3a Prevascular
- 3p Retrotracheal
- 4R Lower Paratracheal (right)

4L Lower Paratracheal (left)

AORTIC NODES

- 5 Subaortic

6 Para-aortic (ascending aorta or phrenic)

AP zone

INFERIOR MEDIASTINAL NODES
Subcarinal zone

7 Subcarinal

Lower zone

8 Paraesophageal (below carina)

9 Pulmonary ligament

N1 NODES

Hilar/Interlobar zone
10 Hilar

11 Interlobar

Peripheral zone
12 Lobar

13 Segmental

14 Subsegmental
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PRINCIPLES OF SURGICAL THERAPY

The Role of Surgery in Patients with Stage IlIA (N2) NSCLC
* Repeat mediastinoscopy, while possible, is technically difficult and has a lower accuracy compared to primary mediastinoscopy. One

possible strategy is to perform EBUS (£ EUS) in the initial pretreatment evaluation and reserve mediastinoscopy for nodal restaging after
neoadjuvant therapy.5
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PRINCIPLES OF SURGICAL THERAPY

Margins and Nodal Assessment

* Surgical pathologic correlation is critical to assess apparent close or positive margins, as these may not represent true margins or may not
truly represent areas of risk for local recurrence (eg, medial surface of mainstem or bronchus intermedius when separate subcarinal lymph
node dissection has been performed; pleural margin adjacent to aorta when no attachment to aorta is present).

* N1 and N2 node resection and mapping should be a routine component of lung cancer resections—a minimum of three N2 stations sampled
or complete lymph node dissection.

* Formal ipsilateral mediastinal lymph node dissection is indicated for patients undergoing resection for stage IlIA (N2) disease.

* Complete resection requires free resection margins, systematic node dissection or sampling, and the highest mediastinal node negative
for tumor. The resection is defined as incomplete whenever there is involvement of resection margins, unremoved positive lymph nodes,
or positive pleural or pericardial effusions. A complete resection is referred to as R0, microscopically positive resection as R1, and
macroscopic residual tumor as R2.

* Patients with pathologic stage Il or greater should be referred to medical oncology for evaluation.

* Consider referral to a radiation oncologist for resected stage IlIA.

The Role of Surgery in Patients with Stage IlIA (N2) NSCLC

The role of surgery in patients with pathologically documented N2 disease remains controversial.! Two randomized trials evaluated the role of

surgery in this population, but neither showed an overall survival benefit with the use of surgery.“ However, this population is heterogeneous

and the panel believes that these trials did not sufficiently evaluate the nuances present with the heterogeneity of N2 disease and the likely
oncologic benefit of surgery in specific clinical situations.

* The presence or absence of N2 disease should be vigorously determined by both radiologic and invasive staging prior to the initiation of
therapy since the presence of mediastinal nodal disease has a profound impact on prognosis and treatment decisions. (NSCL-1, NSCL-2, and
NSCL-6)

* Patients with occult-positive N2 nodes discovered at the time of pulmonary resection should continue with the planned resection along
with formal mediastinal lymph node dissection. If N2 disease is noted in patients undergoing VATS, the surgeon may consider stopping the
procedure so that induction therapy can be administered before surgery; however, continuing the procedure is also an option.

* The determination of the role of surgery in a patient with N2-positive lymph nodes should be made prior to the initiation of any therapy by a
multidisciplinary team, including a board-certified thoracic surgeon who has a major part of his/her practice dedicated to thoracic oncology."’

* The presence of N2-positive lymph nodes substantially increases the likelihood of positive N3 lymph nodes. Pathologic evaluation of the
mediastinum must include evaluation of the subcarinal station and contralateral lymph nodes. EBUS +/- EUS are additional techniques for
minimally invasive pathologic mediastinal staging that are complementary to mediastinoscopy. Even when these modalities are employed
it is important to have an adequate evaluation of the number of stations involved and biopsy and documentation of negative contralateral
lymph node involvement prior to a final treatment decision.
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REZEKSIYON
*Anatomik pulmonerrezeksiyon

*Subloberrezeksiyon (segmentektomi/wedge
rezeksiyon)da parenkimal sinir>2 cm

*SubloberrezeksiyonlardadaN1ve N2 LN
lariorneklenmeli
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Incision/port sites

Assistant behind patient

Surgeon in front of patient

FIGURE 32.2 Positioning and port placement. Patient is placed in the lateral decubitus position. Our approach uses incisions
that are placed in (1) the 7th or 8th intercostal space along the posterior axillary line, (2) the 5th or 6th intercostal space
anteriorly. (Reprinted from Pham D, Balderson S, D’Amico TA. Technique of thoracoscopic segmentectomy. Oper Tech
Thorac Cardiovasc Surg 2008;13(3):188-203. Copyright © 2008 Ekevier. With permission.)




Technique Surgeon/Program General Recommended Comments
Approach Incision for Stapling
of Structures
Posterior Walker/Edinburgh Bronchus « Posterior « First report of VATS lobectomy
viewing 3-4 last s Superior pul y | » Tools delivered iorly while viewing structures
incisions41,78 vein from posteriorly
= Upper lobe arteries | » Emulates open techniques
» Middle lobe artery | » Good view of posterior structures like left upper
and vein lobe segmental arteries
= Upper lobe
bronchus
+ Utility
= Anterior
« Inferior pulmonary
vein
« Lower lobe arteries
* Lower lobe
bronchus
Posterior 3-4 | McKenna/Cedars- | Bronchus | o Posterior « Open instruments used for most of operation
incisions Sinai last » Superior pulmonary | « Viewing from inferior port

vein
» Upper lobe arteries
» Middle lobe artery

+ Port selection critical to proper alignment of non-
articulated staplers




Paosterior 3- Swanson/Brigham Bronchus | o Posterior Viewing from inferior port while posterior port is
incision last « Superior pulmonary used for retraction, dissection, and stapler
vein (nonarticulated) passage

= Upper Ipbe arteries | « Emulates open techniques

+ Middle lobe artery
and vein

« Upper lobe
bronchus

» Utility

Anterior

= Inferior pulmonary
vein

+ Lower lobe arteries

= Lower lobe
bronchus

-

Anterior 3- Authors Bronchus » Inferior Viewing from inferior port but ako anterior port as
incision last + Superior and necessary for anterior upper lobe structures
inferior pulmonary Articulated staplers used for most maneuvers
veins Emulates open (fissure division technigues)
= Upper lobe arteries
= Upper lobe
bronchus
« Utility
+ Minor fissure
* Anterior
» Middle lobe artery
and vein
« Lower lobe arteries
+ Lower lobe
bronchus
» Major fissure

Pasterior 3- Flares/Mt. Sinai Fissure st | o Pposterior « View from inferior port
incision®? » Superior pulmonary | » Utility incision used for stapler passes, particularly
vein in fissure division
« Upper lobe arteries
+ Upper lobe
bronchus
» Fissure
« Uity
» Inferior pulmonary
vein
» Middle lobe artery
and vein
Lower lobe arteries
Lower lobe
bronchus

= Fissure

Minor Fissure

\\

Major Fissure

..

=

Authors



Anterior 2-
83

incision

D’ Amico/Duke

Fissure last

« Inferior

= Superior pulmonary
veins

» Upper lobe arteries

« Upper lobe
bronchus

« Anterior (Utility)

+ Middle lobe artery
and vein

« Inferior pulmonary

vein

Lower lobe arteries

Lower lobe

bronchus

« Fissures

* View from inferior port but switched to wtility
incision for anterosuperior structures

» Anterior to posterior approach, to minimize back
and forth retraction

» Stapler passages from either incision depending on
the structure

Modified Duke Fissure last | « Camera in satellite « All viewing through the satellite incision
wmrlﬁ incision o All dissection through the port
All other nstruments « Requires consideration of camera location relative
through single port to other instruments within the portal
incision
Unipartal®® Gonzalez- Fissure last All instruments o All viewing and dissection through a single port
Rivas/Corufia, through single port « Requires bimanual instrumentation and
Spain incision coordination with the assistant

* Camera: posterior part of the incision
» Instruments and staplers: anterior part of the
incision
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FIGURE 34.6 Multiple-angled, low-profile (5-mm) thoracoscopic retraction instruments can be positioned in a single port site.
(Image reproduced with permission from DUFNER Instruments. )

FIGURE 34.5 The flexible-tip thoracoscope allows for various viewing angles (Olympus, USA). (Image courtesy of Todd L.
Demmy, MD.)






Tekport VATS
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ACCP

* KHDAK de cerrahi rezeksiyon ile
birlikte sistematik MLNO veya komplet
MLND yapilmasi onerilir (oneri 1B)

* Anatomik rezeksiyon sonrasi
Mediastinal lenf nodu diseksivonu
yapilan hastalar mediastinal
ornekleme yapilanlardan daha uzun
yasayabilir (oneri 2B)

MLND

NCCN 2018

*Dogru evrelemeicin cerrahirezeksiyonda en
az 6 istasyondan LN ¢ikartilmalidir

*Bunlarin3tanesiN1, 3 tanesi N2 istasyonlari

olmali - Mutlaka /)
(AJCC8th evreleme)
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Commentary: Intraoperative lvymph node assessment by
robotic, video-assisted thoracoscopic surgery, and

thoracotomy: None meet the
international recommendations

Diego Gonzidlez-Rivas, MD, FECTS,*" and Ramdn Rami-Porta, MD**
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The article by Kneuertz and colleagues' on the comparison
of nodal upstaging, number of explored nodal stations, and
number of excised lvmph nodes in lobectomy by a robotic
approach, video-assisted thoracoscopic surgery (VATS),
or thoracotomy for clinical (¢) NO and N1 non-small cell
lung cancer reveals relevant findings for evervday clinical
practice. First, the rate of global nodal upstaging signifi-
cantly differs among the 3 different approaches, being high-
est for thoracotomy and lowest for VATS. Second, the rate
of N2 upstaging was similar among the 3 approaches. Third,
more nodal stations were sampled in the thoracotonyy
group, although the number of resected lvmph nodes was
similar in the 3 approaches. These findings indicate that,
from the staging point of view, thoracotomy sill has some
advantage over the endoscopic procedures, because patients
undergoing thoracotomy have their mmors better staged:
therefore, their prognosis will be more accurate, and post-
operative decisions on adjuvant therapy will be more solidly
made.

The detail in the number of sampled nodal stations and
excised lvmph nodes shows that although the total number
of excised lymph nodes meets the international recomimen-
dations, the total number of nodal stations does not. When
systematic nodal dissection was defined in a multidisci-
plinary and international meeting in 1996,° 2 standards
were accepted: the complete removal of all mediastinal tis-
sue (fat and lymph nodes) of the involved side and the hilar
and intrapulmonary nodes or, alternatively, the removal of
at least 6 lvmph nodes, 3 from 3 mediastinal stations, al-
ways including the subcarinal, and 3 from the hilar and in-
trapulmonary stations. A few wvears later, when the
definitions of complete, incomplete, and uncertain resec-
tions were proposed by the Iniernational Association for

sive Tharaic
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Diago Garzaker-Fivas, MD, FECTS

Central Message

The emphasis on approach inthe past 2decades
should not deer us from the oncologic prinei-
ples of lung cancer resection, of which sygem-
atic nodal dissecion B 2 fundamentsl
component

See Article page XXX,

the Study of Lung Cancer, the alternative standard was gual-
ified depending on tumor location, that is, the 3 mediastinal
nodal stations o be sampled depended on the lobe of the
primary tumor, always including the subcarinal station.’
These definitions are not merely the result of a theoretic
elaboration. Their prognostic impact has been validated
with the International Association for the Study of Lung
Cancer database™ and with external data.” In the article by
Kneuertz and colleagues,' the number of lymph nodes ex-
ceads the minimum of 6 (mean of 1 1.8, 118, and 11.9 for
robotic, VATS, and thoracotomy, respectively), but the
number of sampled nodal stations do not meet the 6 recom-
mended: 3.8, 3.6, and 4 for robotic, VATS, and thorac otomy,
respectivel v). In addition, in approximately 15% to 22 % of
patients, depending on the approach, the subcarinal nodal
station was not sampled. The immediate result of this sub-
optimal nodal staging is that some tumors do have nodal
disease that remains unnoticed, and the prognosis derived
from pathologic staging is inaccuraie: the late result is
that these patients with nodal disease, untreated because it
is unknown, will have nodal recurrence, because it is the
case even when lobe-specific systematic nodal dissection
is performed.”
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Resection

* Anatomic pulmonary resection is preferred for the majority of patients with NSCLC.

* Sublobar resection - Segmentectomy and wedge resection should achieve parenchymal resection margins 22 cm or 2 the size of the nodule.

* Sublobar resection should also sample appropriate N1 and N2 lymph node stations unless not technically feasible without substantially
increasing the surgical risk.

* Segmentectomy (preferred) or wedge resection is appropriate in selected patients for the following reasons:

» Poor pulmonary reserve or other major comorbidity that contraindicates lobectomy
» Peripheral nodule? <2 cm with at least one of the following:

O Pure AIS histology

0 Nodule has 250% ground-glass appearance on CT

0 Radiologic surveillance confirms a long doubling time (2400 days)

* VATS or minimally invasive surgery (including robotic-assisted approaches) should be strongly considered for patients with no anatomic or
surgical contraindications, as long as there is no compromise of standard oncologic and dissection principles of thoracic surgery.

* In high-volume centers with significant VATS experience, VATS lobectomy in selected patients results in improved early outcomes (ie,
decreased pain, reduced hospital length of stay, more rapid return to function, fewer complications) without compromise of cancer
outcomes.

* Lung-sparing anatomic resection (sleeve lobectomy) is preferred over pneumonectomy, if anatomically appropriate and margin-negative
resection is achieved.

* T3 (invasion) and T4 local extension tumors require en-bloc resection of the involved structure with negative margins. If a surgeon or center
is uncertain about potential complete resection, consider obtaining an additional surgical opinion from a high-volume specialized center.
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A case-matched study of anatomical segmentectomy versus lobectomy
for stage | lung cancer in high-risk patients™

Antonio E. Martin-Ucar, Apostolos Nakas, John E. Pilling, Kevin J. West, David A. Waller”

Department of Thoracic Surgery, Glenfield Hospital, Groby Road, Leicester LE3 9P, UK
Received 1 September 2004; received in revised form 30 December 2004; accepted 3 January 2005

Abstract

Objective: Sublobar resections may offer a method of increasing resection rates in patients with lung cancer and poor lung function, but are
thought to increase recurrence and therefore compromise survival for stage | non-small cell lung cancer (MSCLC). To test this hypothesis we have
compared the long-term outcome from lobectomy and anatomical segmentectory in high-risk cases as defined by predicted postoperative FEV,
(ppoFEV, ) less than 40%. Methods: Over a 7-year period 55 patients (27% of all resections for stage | NSCLC) with ppoFEV, < 40% underwent
resection of stage | NSCLC. The 17 patients who underwent anatomical segmentectomy were individually matched to 17 patients operated by
labectomy on the bases of gender, age, use of VATS, tumour location and respiratory function. We compared their perioperative course, tumour
recurrence and survival. Results: There were no significant differences in hospital mortality (one case in each group), complications or hospital
stay. Overall 5-year survival was 69%. There were no differences in recurrence rates (18% in both groups) or survival (64% after lobectomy and
70% after segmentectomy). There was preservation of pulmenary function after segmentectomy (median gain of 12%) compared to lobectomy
(median loss of 12%) (P=0.02). Conclusions: Anatomical segmentectomy allowed for surgical resection in patients with stage | NSCLC and
impaired respiratory reserve without compromising oncological results but with preservation in respiratory function.
© 2005 Elsevier B.V. All rights reserved.

Keywords: Lung resection; Outcomes; Thoracic surgery
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