Non small cell lung Cancer

Every patient with
locoregional
NSCL C should be
approached as a
potential candidate
for surgery
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Lung Cancer

T= Primary Tumor ||

N=Lymph Node




5-yrssurvival: 67/% 5-yrssurviva: 57/%




PTNM Staging
Stagel: All T1-T2 and NO tumors

Total Markers (n)  5+yr.
1:0to1 100 80%
2:2 80 63%
3:3to 5 78 50%

|
12 24 36 48
Months




5-yrssurvival: 55% 5-yrssurvival: 39%




pTNM Staging
Stagell: T1-T2and N1 and T3 NO tumors
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Type surgery & outcome

Mortality (%): l

Morbidity (%0):




Higher Stages

Stage [IIA: T3N1lor any T1-3N2
Stage l1IB: T4 or N3

Stage |V:  Unresectable disease

(except solitary brain and
adrenal mts)

Multimodality Therapy




Multidisciplinary approach

Operation

Preoperative or

\ eoadj uvant B |ntraoperative

Postoperative or
Adjuvant




Complete Resection

Surgeon is morally certain he or she has
encompassed all tumor disease

Proximal margins of resected specimen
are microscopically free of tumor

Within each major lymphatic drainage region,
the most distal node is microscopically
tumor free

Capsules of resected nodes are intact




rinciples of Surgical Oncology

In =ity cancing ma

Circulating tumour ¢
Angicgenic clene
Lipopolysaccharide =

Elood )
= L supply K

=
b -
il

g
'ﬂ' -

Mecwvascular zaticn and
groaath of tumer

.. -y = e
il B

——

e
>

e
e e
-
e

Inflammatory -
cytokines e
-

- -
i
- -
e

b
s

™

-

-
-
T i i

-~ e
Immunosuppression B )

Metastasis

Minimal residual disease

Accelerated systemic or local recurrence




Principles of Surgical Oncology
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N2 Tumors

Cure Rate

NO

50-80%

N2

10-30%
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Regional Nodal Stations

For Lung Cancer Staging
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Nodes Mets Pathway (Right)

Hata et al., 1990



Nodes Mets Pathway (L eft)

Hata et al., 1990



N2 Tumors

Bronchoscope

B Trachea

| _Left primary
. f broncus

RN/, H'f"{ Unusual tissue

,}E/ sampled for
s biopsy

M edi astinoscopy

_ ) Truncus
Schilddrise brachiocephalicus

Rechter Hauptbronchus

Tracheobronchiale Lymphknoten

Multiple levels of involvement
Nodal vs. extranodal disease
Superior vs. inferior mediastinum
Bulky clinical vs. minimal CT nodes
Only 20% of N2 are resectable




T3-4 Tumors

Tumors Invading any

mediastinal
structures or organs




Pancoast [ umors
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Pancoast Results

Authors No S-yrs Mortality
survival (%)

Paulson et al. (1986) 79 35 R

Ginsberg et al. (1994) 100 26 4
Dartevelle et al. (1998) 70 RY -




Hannover Intrathoracic Study Group:
Phase || study

o Carboplatin (AUC2) and paclitaxel (40
mg/m? days 1, 8, 15, 22, 29) & RT (45 Gy
week 1-5, day 1-5);

30 patients were evaluable;

o Complete resection in 100%, 43% of them
pathological CR to induction treatment;

e The actuarial 3-year survival i1s52% and the
median survival has not been reached yet




Recent technical advances

L obectomy can be done via anterior approach alone
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Operations for intrathoracic vessels

Recurrent ?il"-?‘i-‘ﬁ — Thoracic duct

Ann Thorac Surg 2008: 861 1753 - 1761
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Vascular T4 NSCLC
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Airway T4 NSCLC

Technical Innovations of Carinal Resection for

Nonsmall-Cell Lung Cancer

Paolo Macchiarini, MD, PhD, Matthias Altmaver, MD, Tetsuhiko Go, MD,
Thorsten Walles, MD, Karl Schulze, MD, Ingeborg Wildfang, MD,
Axel Haverich, MD, PhD, Michael Hardin, PhD, and the Hannover Interdisciplinary

Intrathoracic Tumeor Task Force Group

Department of General Thoracic Surgery, University of Barcelona, Spain; Department of Cardiothoracic and Vascular Surgery,
Hannewver Medical School, Hannover, Germany; Departrnent of Thoracic Surgery, Fukuiken Saiseikai Hospital, Fukui City, Japan;
Departrents of Anesthesiclogy and Radiation Oncalogy, Siloah Hospital, Hannover, Germany; and Information Systerns,
Statistics, and Management Science, University of &labama, Tuscaloosa, Alabama

Background., We present our perioperative manage-
ment of operable nonsmall-cell lung cancer invading the
tracheobronchial bifurcation and the results obtained.

Methods, Fifty consecutive patients undergoing carinal
sufgery with radical Iymphadenectomy over a S-year
period were studied.

Resplts. Eighteen patients (35%) were N2 and had
chemoradiation 8 + & Cy) preoperatively. Suigery
included 34 carinal pnenmonectomies (24 right, 10 Teft),
11 carinal labectomies (n = 6 or bilobectomies in = 5),
and 5 carinal resections, with (n = 3} and without (n = 2)
reconstiuctions. Patients were ventilated through low
tidal volume controlled techniques except during aitway
resection and reconstruction, during which the apneic
{hyperioxyganation techniques were used. High inspira-
tory oxygen concentrations, multiple collapse and reex-
pansions, hypoperfusion of the ipsilateral lung, and fuid
overload were avoided. All patients but T were extubated
in the opamating mom, 7 + 5 minutes after skin closure.
Operative mortality (less than 30 daysl and morbidity

were 4% (n = 2) and 37% in = 18), respectivaly. All K1
resections but 1 (98%) were complete. The number of
resected nodes per patient was 9 + I, and 7 {22%) of the
32 patients who had negative preoperative positron emis-
sion toimography results had micrometastatic mediastinal
nodes. With a median follow-up of 38 months, actuarial
S-year and disease-free survivals were 51% and 47%,
respectively. Disease-free survival was significantly af-
fected by endobronchial extension (tracheobronchial an-
gle invasion versus less than 0.5 cm from carina, p = 0.03)
and nedal status (NO versus N1-I, p = 0.02) in the
multivariate analysis.

Conrclusions. Preoperative chemoradiation, carinal lo-
bectomy, or left pneumonectomy, and radical lymphad-
eneckomy do not wossen the therapeutic index of carinal
surgery. The high incidence of micrometastatic nodes in
position emission tomography—negative patients clalims
routine mediastinoscopy and radical lymphadenactomy.

{Ann Thorac Surg 2006w
@ 2006 by The Society of Thoracic Surgeons




Study Design

Node-negative Node-positive
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Surgical outcome

Operative
Mortality 1 (3%)
Morbidity 14 (39%)

Major 4
Minor 10
Neoadjuvant vs. not
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Oncological outcome

e All but 1 had a RO resection:;

e 39% of pretreated N2 pts were pathologically
downstaged to N1 or NO;

e PET scan was false negative in 7 (32%);

e Multivariate DFS analysis. endobronchial
extension (<0.5 cm from carinavs.
tracheobronchial angle) and N status (NO vs.
N1& N2)




Conclusions




