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Xupypru, B OTJIMYKE OT Bpauyell Apyrux crenaibHOCTe!, BCceraa
TMOHKUMAJIU, YTO CUTyalusl, Habao1aeMas MU MPU TOPAKOTOMUM,
YaCTO COBCEM He MOX0Ka Ha TY, KOTOPYIO MOXHO ObLIO OXUIATh 110
JTAHHBIM TPeAoNepallMOHHOTO o0cienoBaHus. B ¢BsI3u ¢ aTuM pas-
pabaThIBAIOTCSI CTPATETUN TIEPEOIICHKH CUTYalluU B MIPOIIECcCe XH-
PYPruyecKoro BMellaTesbCTBa A0 Havaua pe3eKLnH.

B xone omHOTO M3 HCcCIenoBaHMI, Pe3yabTaThl KOTOPOTO OTTy O -
KoBaHbI B 1990 ., poBeieH CpaBHUTEIbHbIN aHATU3 CTAIUK 320016~
BaHMS 10 JaHHBIM TIpenornepainoHHoro oocaenoBanus (CTNM)
CO cTaiueid, yCTaHOBJICHHOM Mocyie pe3eKIMu U MOPGhOJIOrnieckoro
ucclienoBaHus ynaneHHoro npernapata (pTNM) [5]. B uccrienopa-
HUe ObulM BKIItOYeHbl 103 maiiueHTa, KOTOPbIM MPOBEACHBI KJIUHU-
yeckoe obOciiefioBaHue, OPOHXOCKOMUS U JIydeBasi IUarHOCTUKA,
B TOM uMciie komnblotepHasi Tomorpacdus (KT) rosoBHoro moasra,
TPYIHOM KJIETKU U OpIOIIHON IMOJOCTH, CKAHMPOBAHUE CKeJieTa
¥ MeIVAaCTUHOCKOIMS TT0 TloKazaHusM. [lapameTp, xapaktepusyro-
LI MepBUYHYIO OMyXoJib (ToKa3ateab T), yaaloch OLEHUTDb 10~
BOJIBHO TOYHO: TOYHOCTb AMArHOCTUKM TipeBbicuia 80%, npuyem
B HEKOTOPBIX CIIyyasix Mmokasarenb T 1o onepanuu OblT 3aHUXKEH,
HO OYeHb peaKo — 3aBbilieH. OrnpeneneHne cratyca TuM@oy3ioB
(rokazaresib N) ObL10 B 3HAUUTEJbHOM MEpe HETOUHBIM: cTaaust cN
HVXe JeCTBUTEIbHOI ycTaHOBIeHa oyt B 40% ciyuaes. He-
CMOTpS Ha TIlaTebHOE 00cie0BaHue, MOP(dOIoTnYecKas olleHKa
COCTOSIHUSI BHYTPUTPYAHOTO DACHPOCTPaHEHUsT 3a00JeBaHUS
(pTN) cooTBeTcTBOBaNA MpeaonepalMoHHoN olieHke (CTN) MeHee
YeM B IMOJIOBUHE ciiydyaeB. M3 81 60JIbHOIO ¢ OTCYTCTBUEM TTOpaKe-
Hus auMdoysos (cN0) Mo JaHHBIM MPeIoNepalliOHHOro oociie-
JIOBAaHUsI MaToJoThYecKas CTerneHb 3a0oeBaHMs Oblia OLleHeHa
kak N1 B 15 u xak N2 B 19 ciyqasx. [1o muenuio E Pearson [17],
TaKkle «HEeOXUIaHHbIe» TUMQOY3Jbl, COOTBETCTBYIOINE CTAAUU
N2, 00BIYHO pe3eKTabeIbHBI M UMEIOT 00JIee OIarompusITHBIN TTPO-
THO3 J1ake TI0 CPAaBHEHMIO C CAMBIMU HEOOIBIIUMHU y31aMu N2, BbI-
SIBJIGHHBIMU J10 TOopakoToMuu. OMHAKO BBISIBIICHUE TaKUX HEOOJb-
LIMX Y3JI0B BCE-TaKU UMEET OO0JIbILIOE 3HAYEHNE /UTSI BBDKMBAEMOCTH,
JlaKe B CTy4yae TIOTHOU Pe3eKIINH.
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Surgeons, unlike other medical specialists, have always under-
stood that the situation at thoracotomy is often very different from
that predicted by pre-operative assessment. They have therefore
developed strategies to re-evaluate the situation at surgery, before
proceeding with resection. Central to this “intrathoracic staging”
is the evaluation of the extent of nodal disease.

In one study, published in 1990, we compared the extent of
disease predicted prior to surgery (CTNM) with the final assess-
ment after resection and pathological examination (pTNM) [5].
All of these 103 consecutive patients were assessed clinically,
bronchoscopically and with state of the art imaging, including
CT scans of the brain, chest and abdomen, and bone scanning
and mediastinoscopy where indicated. The extent of the primary
tumour, the T denominator, was predicted reasonably well with
over 80% accuracy, occasionally being underestimated, but
rarely overestimated pre-operatively. The extent of nodal disease,
the N denominator was very inaccurate; ¢cN underestimating the
true extent of nodal disease in almost 40% of cases. Despite such
rigorous investigations the intrathoracic extent of disease, pTN
matched the predicted extent, cTN, in less than half of the cases.
Of the 81 patients assessed pre-operatively to be node negative,
¢NO, 15 were found to have N1 disease and 19 had N2 disease.
F. Pearson [17] had earlier shown that such “unexpected N2”
disease could usually be resected and had a better prognosis than
even the most subtle N2 disease that could be identified prior to
thoracotomy. However, the discovery of such limited N2 disease
did have a significant detrimental impact on survival even if com-
plete resection proved feasible.

In another study [7] we showed that such “unexpected N2”
disease consisted of at least 2 subgroups. In 16% of cases the sur-
geon could identify mediastinal node deposits by naked eye after
slicing the excised nodes, whilst in another 9% it was microscop-
ic and was only discovered by the pathologist.

Progress in imaging, faster CT scanners that give better defi-
nition, PET scanners and fusion PET-CT, have reduced the
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B npyrom uccinenoBanuu [7] Mbl MoKa3aju, YTO «HEOXMUAAH-
HbIe» Y3716l N2 MOXHO pa3fesIuTh M0 KpaiftHell Mepe Ha 2 TPYIIbI.
B 16% ciyyaeB xupypr MOT MACHTU(ULIMPOBATH CPEAOCTEHHBIE Y3-
JIBI HEBOOPYKEHHBIM TJIa30M TOCJIe TOTO, KaK MaTrepual ObLT pa3-
pe3aH Ha CJIoW, Toraa Kak emie 9% y3ioB uMeau MUKPOCKONYeC-
KUe pa3Mephl M UX MOT OOHAPYKUTb TOJILKO TTaTOJIOTOaHATOM.

Yenexu aydyeBoil IMarHOCTUKY, YBEJIMUEHUE CKOPOCTH U TTOBbI-
menue paspemenust KT, mo3auTpoHHas sMUCCUOHHAsST TOMOTpadust
(TTDT) u [IDT-KT 1mo3Boauau MoBbICUTh TOUHOCTD Mpeonepau-
OHHOM AMAarHOCTUKHU, TEM HE MEHEe XMPYPT IOJKEH MTOCTOSIHHO
CJIEUTH 32 BaXKHBIMA U3MEHEHUSIMU CTaIuy 60JIe3HU, KOTOPBIEe He
TOJIBKO BJIMSIIOT Ha pe3eKTabeIbHOCTh, HO B HEKOTOPHIX CIIydasix
MOTYT MPUBECTU K CHUXKEHUIO 3ddeKkTa XUpypruaeckoro BMeIa-
TEJbCTBA B OTHOILIEHUU BBIKMBAEMOCTH O TAaKOTO YPOBHSI, KOTIa
MPOBeIeHNE OTTePAIIN MOXKHO CUUTATh HEOTIPABIAHHBIM.

B 1996 r. B rocniutasie BpomnToH GbLI0 MPoBeaeHO pabouee co-
Beujanue nox arunoii IASLC niag BeIpa®OOTKM 00LIEel METOAUKHU
U OIpeneeHUs MPUEeMIeMbIX MEXIYHAPOAHBIX CTAaHAAPTOB CTalu-
pOBaHMSI BHYTPUTPYIHBIX TuMbOy3710B [9]. HekoTopbie U3 MOUX
SITIOHCKMX KOJUIET, IPUCYTCTBYIOIIME ceifyac B 3ajie, BHECIU BECO-
MBI BKJIaJ B 00CYXIeHNE 3TUX BOITPocoB. OKa3aaoch, YTO MHOTHE
XUPYPTY TPAKTUKYIOT aHAJOTMYHYIO JTUMOOIMCCEKIINIO, HEKOTO-
pble U3 HUX CYUTAIOT ATy MPOLEAYPY JIedeOHOM, ToTAa KakK Ipy-
T¥e — BCETO JIMIIIb MHTEPECHBIM 1 MHMOPMATUBHBIM METOIOM MC-
cnenoBaHus. Bece yuacTHUKYM cOBelllaHuUs MPEIJIOXIIN PaCIIiPUTh
00BEKT MCCeMOBaHUS C JTMMGbOY3TIOB CPEIOCTEHUS 10 BOPOTHBIX.
MBI IPUHSUIM TEPMUH «CUCTEMaTUYecKask TMMMOIUCCeKInsI», T. K.
9TOT TEPMUH YKa3bIBaeT Ha TEXHUKY, HO He HAMEpPEHUsT Xupypra
1 BKJIIOYAET UCCIeOBaHME U APYTUX TUM@OY3JI0B TOMUMO CPELo-
CTeHHBIX. [IpUHSATHIN CTaHIAPT OTpenessieT MUHUMAaJIbHOE YUCIIO
rpynn (Ne) numdoysnoB, moajaexkalux yaaleHUIo B X0Ae IBYX-
3TAITHOI OMepalu.

Ha nepBoM aTarne uccieayor cpeocTeHUe U YAAISIOT He MeHee
3 rpynm y310B, BKiItouas oudypkanuonnsie (Ne7). Ha BTopom a1a-
e OLICHUBAIOT COCTOSTHUE Y3JI0B TPpyImbl Nel, TponBuUrasich ot
LIEHTpa K nepudepun, U OMpeaeasioT TpaHuIlbl pe3eKunuu. Bee
TPYIITBI JIMMGbOY3T0B 0603HAYAIOT B COOTBETCTBUU C OOIETIPUHSI-
TBIMU KapTaMM, HallpuMep mpemioxkeHHoit a1-pom T. Hapyke, ko-
Topast IpuMeHsieTcsl SIMMOHCKUM OOIIEeCTBOM TT0 M3yYEHUIO paka
nerkoro [14]. B cnenyioieit padote [10] Mbl paccka3zaiy 00 ONbITe
MPUMEHEHUST 3TOM METOIMKH TIPU TIPOBeaeHUN 247 TOPaKOTOMMUIA,
B cpeaHem nepen Kaxkaoil pe3eKLuueid yaaasiiy 1o 7 rpymnm JuMdo-
Y3JI0B: 5 TPYII, COOTBETCTBYOIIMX cTaTycy N2, m 2 — N1. «He-
OoXMIaHHbIe» Y37kl N2 oGHapyXeHbI y 18% GOIbHBIX C TIEPBUYHOMI
omyxoibio T1 pasmepom MeHee 1,5 cM (HE3aBUCHUMO OT JIOKAIM3a-
LIMU OITYXOJI U €€ TUCTOJIOTUYECKOTO TUIIa), B TOM YUCIIe B Kayec-
TBE «ITPBIKKOBBIX» METACTa30B B OTCYTCTBME TTOpakeHUs y3710B N1.
MBI criesiaiv BBIBOIL O HEOOXOIMMOCTH TIPOBEIEHUS CUCTeMaThye-
ckoit tumboauccekiuu (CJI1) Bo Bcex cuTyalusx; 3Ta mpoiieaypa
JOJIKHA CTaTh CTAHIAPTHBIM METOIOM TPeIBapUTEILHOTO UCCIIe-
JIOBaHMSI BO BCEX CIyYasiX paka JIETKOro.

OO6cyXmancst BOITPOC O TOM, CIMTATh TAKOE PACIIMPEeHHOE Nccede-
HUe JTUMGbOY3TOB TOJIBKO CITIOCOOOM OMpeneaeHUs] paclipoCTpaHeH-
HOCTHU OTyXOJIX Ha TUMGbOY3ITbI WJIN YaCThIO JIeYeOHOM TTPOLIENyPHI,
T. K. OHa MOBBIILIAET YMCJIO MOJHBIX pe3ekumit. J. Izbicki ¢ coanrT. [3]
MPOBEJIN PAHIOMU3UPOBAHHOE KOHTPOJIUPYEMOE CPABHUTETLHOE MC-
cienoBanue 3hGeKTUBHOCTU 0TOOpa MaTepuaia JUMGbOY3JI0B IS
WCCICIOBAHYS U palMKaIbHOI MeIMaCTUHAIBLHON TUM(aIeHIKTO-
My (JIA). Pe3ynsrarsl uccienoBaHus MOKA3aJId, YTO YMCIO «<HEOXKU-
JMaHHBIX» MeTacTa3oB B N1 1 N2 ObL10 BhIlIe B rpymme JIA, Takke
B 9TOI TpyTITIe ObUIA BBIIIE BEIKMBAEMOCTh OOTBHBIX. OTHAKO pa3iv-
Yusl B TIOKa3aTessIX 00Ilei BbDKUBAEMOCTH HE ObLUTM CTATUCTUYECKHU
JIOCTOBEPHBIMU. DTO HAOJIOIEHNE YKa3bIBAET, UTO paclIMpeHHast

inaccuracy of pre-operative evaluation but the surgeon must still
be diligent in detecting such important changes in stage that
influence, not only the extent of resection, but in some cases will
reduce the survival benefit of surgery to the point at which resec-
tion is not justified.

In 1996 we organised a workshop at the Brompton Hospital,
under the auspices of the IASLC, to agree a common technique
for intrathoracic staging and to establish Internationally-accept-
ed standards [9]. Several of my eminent Japanese colleagues here
today made major contributions to this debate. It became evident
that most surgeons were undertaking a similar dissection of the
nodal tissues, that some considered this part of the curative pro-
cedure whilst others thought of it as an interesting and informa-
tive investigation. All those present had extended the focus of the
assessment from the mediastinal nodes into the hilum. We agreed
a common term; “systematic nodal dissection”. This term had
the advantage of describing a technique without inferring the
surgeon’s intent and covered the examination of nodes in addi-
tion to those in the mediastinum. The standard established rec-
ommended a minimum number of nodal “stations” (Ne) that
should be removed, in a 2-step process.

Step one was an assessment of the mediastinum, removing at
least 3 stations, including that in the sub-carinal area, Ne7. Step
2 extended the assessment into the N1 nodal stations in a cen-
trifugal fashion until the the extent of resection was determined.
All nodal stations were to be labelled in accordance with an
Internationally agreed chart such as that devised by Dr.
T. Naruke and used by the Japan Lung Cancer Society [14]. In a
subsequent report [10] we reported our experience with this
technique in 247 consecutive thoracotomies. An average of 7
nodal stations were excised prior to each resection, 5 N2 and 2
N1 stations. Unexpected N2 disease was found in 18% of cases,
and occurred in T1 cases, with tumours smaller than 1.5 cm,
with tumours in all lobar locations, in association with all cell
types and as “skip” metastases with negative N1 nodes. We con-
cluded that SND was necessary in all situations and should be a
routine preliminary at every exploration for lung cancer.

The debate continues as to whether such an extensive excision
of lymph nodes merely clarifies nodal extent or, by ensuring
complete resection in a higher proportion of cases, contributes to
cure. Inarandomised, controlled study of lymph node sampling
versus radical mediastinal lymphadenectomy (LA), J. Izbicki [3]
found more «unexpected» N1 and N2 disecase in the LA group
with increased disease-free survival in these patients. However,
there was no statistical difference in the overall survival in both
arms. This is exactly what one would expect if extensive lym-
phadenectomy merely clarifies stage, and therefore improves
survival through “stage migration” [4]. If the excision of lymph
nodes is of itself contributing to cure, presumably because they
contain undetectable disease, then overall survival should be
improved in the whole group randomised to SND.

This was suggested in another randomised study reported by
S. Keller [11]. In this study patients having had complete resec-
tion for stage II and IIIA NSCLC were randomised to receive
postoperative radiotherapy or chemo-radiotherapy. The sur-
geons were allowed to perform a selective, limited nodal dissec-
tion or SND, and fortuitously the number of patients undergoing
each nodal strategy was equal. Overall survival in those patients
who had had SND was statistically better than the limited lym-
phadenectomy group, but only for right-sided cancers.

In a counter argument, one Japanese study suggested an
adverse impact of radical lymphadenectomy on cure rates fol-
lowing complete resection for TINO cancers. This report sug-
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JMMGbaIEeHIKTOMUS TTO3BOJIIET MMPOCTO YTOUHUTDH CTanuIo 3a00eBa-
HMS ¥, TAKUM 00Pa3oM, CIIOCOOCTBYET ITOBBIIIIEHUIO BEDKUBAEMOCTH
3a CYET «MUTpaluu cTanuu» [4]. Ecau npeanoioXuTh, 4To yaaaeHue
JuMGOY3JI0B caMo Mo cebe sIBJsIeTCs JJe4eOHO MPolLIeaypoil, Harpu-
Mep, 3a CYET MPUCYTCTBUS B YIaJICHHBIX TUMDOY3TaX HEBBISIBICHHbBIX
OITYXOJICi1, TO TOTIa JOJDKHA TTOBBICUTECS 00IAsT BBLKMBAEMOCTb BO
BCei1 rpyrre 00JbHbIX, paHIOMU3MpoBaHHBIX st CJI/T.

DTO TIPEITOJIOKEHUE CTAJ0 MPEIMETOM M3YYCHUS B IPYTOM
paHIOMU3UMPOBAHHOM MCClIefOBaHUM, MpoBeaeHHOM S. Keller
¢ coaBrt. [11]. B aTtoM uccnenoBaHuu 00JbHbBIE, TIEPEHECIINE TTOJI-
HYIO PE3eKIIMIO 0 TTOBOIY HEeMETKOKJIETOUHOTO paka JIETKOTO
(HMPI) II u I1IA craguii, ObLIM paHIOMU3MPOBAHBI TS TTOJTyde-
HUSI TIOCTICOTIePallMOHHON panqroTepanuy VI XUMUOIYy4eBOM Te-
panuu. Xupypram paspeiiagoch BhITTOJHSATb BBIOOPOYHYIO OTpaHu-
yeHHyto tuMdoauccexkuuto win CJIJ, u ciyyaiiHO B IBYyX rpymnmnax
CpaBHEHMS OKa3aJoCh PaBHOE YMCIO OOJIbHBIX, KOTOPHIM BBITIOJ-
HSUJTUM Ty WK Opyryto onepainio. O01as BBLKUBAEMOCTh B TpyIIe
CJI/] Obl1a JOCTOBEPHO BbILLIE, YEM B TPYIIIEe OrPaHUUYEHHOMN JTUM-
(daTeHIKTOMUN, OTHAKO TOJBKO ISl TIOATPYIIITBI OOJBHBIX C Ipa-
BOCTOPOHHUM PaKOM.

B kauecTBe KOHTPApPTyMEHTa B OMTHOM 13 SITTOHCKUX MCCIICIOBAaHUIA
M3yJaIM TIPETIONIOXKEeHNE 00 OTPUIIATEIbHOM BIVSTHUW PaIUKaTbHON
JMGaIeHIKTOMUY Ha MToKazatesn 3P HOEKTUBHOCTH JICYECHHUS TT0CTIe
noJiHo# pe3ekiuu paka ctanuu T1NO. Pe3ynbraTel ucciienoBaHMs 10-
Kazajii BO3MOXXHOCTh MMMYHOJIOTMUECKUX TTOCJIEACTBUM TuMbaie-
HokToMun [6]. OnHaKoO JaHHBIE 3TOrO €IMHCTBEHHOIO COOOIIEHMS
MOJIy4eHbl B HEPAHIOMU3UPOBAHHOM 00CEPBALIMOHHOM MCCIIeI0Ba-
HMH, B KOTOPOM BOITPOC O TIOKA3aHUSIX K TPUMEHEHWIO aJTETePHATIB-
HOTo noaxofa K JTuMdoysiaM peliai Xupypr

Ony6IMKOBaHO COOOIIeHWEe 00 OJHOM PaHIOMHU3UPOBAHHOM
HCCIeIOBaHUU, KOTOPOE MPOJIEMOHCTPHUPOBAJIO TOBbIILIEHUE 00~
el BekuBaeMocTH Ttociae CJIJ1 HezaBucumo ot pTNM st Beex
craauit 3abosieBaHus. B aToM nccnenoBanuu, nposeaeHHoM Y. Wu
¢ coaBT. [18], 471 GONBHOTO PAaHAOMU3UPOBAIN JUISI TIPOBEICHUS
onepanmoHHoi CJI/] uau celeKTUBHOIO OTpaHUYEHHOTO yaalie-
HUS cpenocTeHHBIX y310B. B rpynme CJI/ BeKMBaeMOCTh Oblia
noctoBepHo Boie (43,8 u 36,9%, p<0,001). Mmerorcst HOMOIHMU-
TeJbHbIC TaHHBIC, YKa3bIBAIOIIKE HA BO3MOXKHOCTD MOBBIILICHMUS
BBDKMBAEMOCTH TTOCJIE yIaJleHUsI BHEIITHE HOPMaIBHBIX TUMDOY3-
JIOB 32 CYET MPUCYTCTBUSI B HUX OMYyXOJIeli, KOTOPbIE CAUILIKOM Ma-
JIBI, 9YTOOBI KX MOXHO OBITIO BBISIBUTH TIPY OOBIYHOM TMCTOTIATONO-
TMYECKOM UCCIIeIOBaHUN.

HepannoMusupoBaHHOe 00CepBallMOHHOE UCC/IeIOBaHUE, TIPO-
BeneHHoe B 4 1ieHTpax CIIIA A. Gaira ¢ coaBr. [8], moka3aio, 4To
BBDKMBAEMOCTD B TPYIINE OOJIBHBIX, TTEPEHECIINX TTOJTHYIO Pe3eK-
uuto onyxosieit T1 u T2 u uMeroIMX OTPULIATEIbHBIN CTATyC JTUM-
(Ooy3J10B 10 JaHHBIM MOP(OJIOTMYECKOT0 UCCIIeIOBaHNsI, 3aBUCeIa
OT YKciia TUMGOY3JIOB, YIaJCHHBIX B pe3yJbraTe XUpypruiecKoro
BMeIIaTeIbCTBa. BhIxKMBaeMOCTh B TTOATPYIIIe OOJBHBIX C 3a00J1e-
BaHWeM cTaguu pl, KoTopeiM ynamiu 6 u 6osiee TUMQOY3II0B, ObI-
Jla IOCTOBEPHO BHIIIIE.

B npyrux myGaukanusx mokazaHa BO3MOXKHOCTH TTPUCYTCTBUST
HEeOOJIBIIMX OIyX0JIei B IMM@OY3/1aX, KOTOpbIe HE MOTYT ObITh 00-
HapyXeHbI TIpU cTaHaapTHOM obcienoBannu (CO), HO BBISIBIISIIOT-
csl METOJIOM MMMYHOTrUcTOXMMHU4Yeckoro ananusa (MI'X) [2, 16].
WccnenoBanue mokasaio, 9YTO MPOTHO3 MPH YKa3aHHOM pacrpo-
CTPaHEHHOCTH 3a00JIeBaHUSI MOCTe PE3EKIIMU 3aHUMAET ITPOMEXKY-
TOYHOE TTIOJIOXKEHUE MEXKTYy TAKOBBIM IJIST OOJIbHBIX C TTOJOXKUTETb-
HbIMU JTUMbOy3aaMu, BbigBAeHHbIMU pu CO, U 111 OOJbHBIX
¢ NO o nanabiM UTX. Elie B omHOM MccIe10BaHUM HaIe TPyTI-
el [15] mokaszaHo, 4To oyaru B TuMQOy3Jax, BbISIBJIIEMble METO-
noM UI'X, MOXXHO OOHApYXHUTh 3a CYET MCCIECIOBAHUS TOMOTHM-
TeJbHbIX cekiuit Metogamu CO.
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gested that there may be immunological consequences to lym-
phadenectomy [6]. However, this single report was not ran-
domised, reporting an observational study in which the indica-
tions for alternate nodal strategics was decided by the surgeon.

There is, at present, one randomised trial showing improved
overall survival, irrespective of pTNM, for all stage groups in the
SND arm of the study. In this report by Y. Wu [18] 471 cases were
randomly assigned pre-operatively to SND or selective, limited
excision of mediastinal nodes. There was a statistically signifi-
cant survival advantage to those having SND (43.8% vs 36.98%,
p<0.001). There is additional evidence suggesting that the exci-
sion of apparently normal lymph nodes may improve survival by
the removal of disease that is too subtle to be detected by conven-
tional histopathological examination.

In a non-randomised, observational study from 4 centres in
the US, A. Gajra et. al. [8] showed that survival in patients who
had had complete resection for T1 or T2 tumours, and remained
NO after pathological examination, was related to the number of
nodes resected at surgery. There was a significantly better survival
for stage pl disease in those patients having had 6 or more nodes
excised at surgery.

Other workers have shown that immunohistochemistry (IHC)
will show subtle nodal disease not detected on conventional
examination (CS) [2; 16]. These studies suggest that such nodal
disease detected by IHC has a prognosis following resection that
lies between that of patients who have nodal disease detected on
CS and that of patients who remain NO on IHC. In another
study [15] our group has suggested that the deposits detected by
ITHC could be also found, with less expense, by performing addi-
tional sections for CS.

Are their alternatives to routine SND in some operations for
NSCLC? The «sentinel node» concept, of proven value in breast
cancer and widely used in the surgery of malignant melanoma,
has been shown to be valid in lung cancer [12]. However, there
are considerable difficulties in translating this technique to the
lung, especially if one is to overcome intra-operative delay and
other problems by injecting the isotopic tracer some hours prior
to thoracotomy. The “lobe specific” SND proposed by
H. Asamura [1] only permits one to omit sub-carinal node dis-
section (Ne7) in cases where the primary tumour lies in the right
upper lobe or left upper division, and when all other nodes have
been shown to be negative. This will probably be of interest to
those surgeons who practise video-assisted lobectomy for early
stage NSCLC.

In an era in which CT screening for lung cancer is gaining in
popularity, and small peripheral tumours are being discovered in
increasing numbers, there is growing evidence that such tumours
can be reliably assumed to be NO if more than 50% of the diame-
ter of the tumour exhibits ground glass opacity (GGO) [13].

With these small exceptions, we should consider SND to be
an important part of the intrathoracic re-staging of any patient
with NSCLC. This step should be undertaken at an early point in
the exploration to inform the decision whether to proceed with
resection and ensure that complete resection is achieved with the
minimum resection necessary.

CyllecTBYIOT J1 aibTepHaTuBbl cTaHaaptHoit CJIJ npu He-
KOTOpbIX onepanusx rno nosoxy HMPJI? KoHuenuus «ctopo-
KEBBIX Y3JI0B», 3HAYEHUE KOTOPOil 10Ka3aHO NIPU paKke MOJIOY-
HOM >Xeje3bl WM KOTOpasl Hallljla IIMpoKoe TpUMEeHEeHHUe
B XHMPYPTUYECKOM JIEYEHUM 3JIOKAYECTBEHHOW MeEJIaHOMBI,
npuMeHUMa U B JIeYeHUN paka Jierkoro [12]. OgHako nepeHoc



9TOI KOHIIETIIIMU Ha PaK JIETKOTO JOBOJIBHO 3aTPyAHUTEIEH, 0CO-
OEHHO B cllyvyasix, KOraa HeoOXoauMO peluath crenududyeckue
Mpo6JeMbl, HAIIPUMEP CBSI3aHHBIE C BBEIEHUEM PaJAMOaKTUBHON
METKHM 32 HECKOJbKO 4acoB 10 TopakoToMuu. [IpennoxeHHas
H. Asamura [1] «gonecneuuduueckas» CJIJ1 mo3BossieT n3odexkatb
ynaneHust 6udypkarmoHHbIx JuMdoy3moB (Ne7) mpu jokanusa-
LMY MePBUYHON OMyXOJU B BEPXHEl J0Jie MPaBoro JIErkoro uiu
BEpXHEM OT[IeJie JIEBOTO JIETKOTO, €CTU J0Ka3aH OTPULIATeTbHBI
CTaTyC BCEX OCTAJbHBIX JIUM(DOY37T0B. DTO MOXKET MPEACTABIATh
WHTEPEC ISl XUPYPTOB, MPAKTUKYIOIINX JJOOIKTOMUIO IO/l BUIEO-
KoHTpoJieM 1o nosogy HMPJIL.

B smoxy, korna Bce 6osee MMPOKOE pacipoCTpaHEHNE B Auar-
HocTUKe paka Jierkoro nosnydaet KT, mo3Bossitoiast BbISIBISITh He-
Oonplre nepudepruyeckre ovyarv, HakaruIMBalOTCs TaHHbIE, CBU-
JIETEJIbCTBYIOLIME O TOM, YTO TaKUE OIMYXOJU MOXHO cuuTath NO,
eciu Gonee 50% muaMerpa OMyXOJIM MMEET 3aTeMHEHUE MO TUITY
maroBoro crekia (GGO) [13].

C y4eToM yKazaHHBIX HEOOIbLIMX UCKITIOUEHUI MOXHO caeaTh
BeIBOA, uTo CJIJl siBisieTCss BaXXHBIM KOMIIOHEHTOM TIpoIiiecca
YTOUHEHUS COCTOSIHUSI BHYTPUTPYAHBIX Y3JI0B y BCEX OOJBHBIX
HMPJI. Bty npouenypy HeoOXOAMMO TTPOBOINUTH HAa paHHMX 3Ta-
Max uccjaeoBaHusl 1Sl IPUHSATUSI 0OOOCHOBAHHOTO PEILIEHUs O BO3-
MOXHOCTH Pe3eKINU 1 00eCTIeUeHUsI TIOTHOTHI Pe3eKIIUU TIPU MU~
HUMAaJIbHOM ee 00beMe.
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