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OntumanbHas MeIUIMHCKas TOMOIIb JOJKHA BKJIIOYATh TOY-
HYIO AMAarHOCTMKY U MUHUMAaJIbHO UHBAa3UBHOE JIeUeHUE, TIPOBe-
JIEHHOE C MKCIIOJb30BAHUEM BBICOKOKAYECTBEHHOM TEXHUKM,
MPY MUHUMAJIBHON MPOJOIXKUTEIbHOCTY TOCTTUTATN3ALUN U CTOU-
mocTH JiedeHust. B koHue XX B. HaOI01a/ICsl 3aMETHBIN TTporpecc
B pa3paboTKe U COBEPILIEHCTBOBAHUM METOI0B TOPAKOCKOMUYECKO-
TO XUPYPTUIECKOTO BMEIIaTeIbCTBA M0 BUIeOKOHTposieM. [Ipose-
JIEHUE TAKOro BMelllaTe/IbCTBa TpeOyeT crieinaibHOro 0Toopa 60J1b-
HBIX, OTHAKO OJIarofapsi COBEPIIEHCTBOBAHUIO OTITUYECKUX CUCTEM
U IPYTo# amnmaparypbl TOPAKOCKOITMYECKNE METObI, KAK MEHEEe NH-
Ba3WBHbIE U OoJiee Oe30MacHbIe, UMEIOT SIBHOE TPEUMYIIECTBO 10
CPaBHEHUIO CO CTAHAAPTHOI TOPAKOTOMUEH. DTU METOIbI ITO3BOJISI-
10T HE TOJIbKO CHU3UTh MHTEHCUBHOCTH TIOCTIEOTIEPAllMOHHON 601H,
HO U COKPAaTUTh MEPUOJ TOCHUTAIU3ALNU, CYIIECTBEHHO MOBBIIIA-
10T KaQUeCTBO KU3HU B MIOCTIEONEPALIIOHHOM MEPUOIE.

Topakockonus noa BuaeokontposeM (TBK) saBisiercss HOBbIM
MOJXO0M, HO HE HOBBIM METOJIOM XUPYPTUU: XUPYPT BHITIOTHSIET
Te X MaHUIYJISIUU, YTO W TIPU CTAaHIAPTHOUW TOPAKOTOMUM.
J10o HacTOosIILEro BpeMEeH!U MoKa3aHUeM K MTPOBEIEHUIO pe3eKIuu
JIETKOTO TIOJ BUAEOKOHTPOJIEM sIBisiach | ctamms 3aboneBaHus
[2;3;5;7;9; 11—15]. MoxXHO NpeamnoJoXuTh, UTO B OMKaieM
OymyIieM TMOBBIIIEHNEe TOYHOCTU MPenoIepalimoHHON quarHoc-
TUKM TO3BOJIUT 00Jiee IUPOKO MPUMEHSTh PE3EKIIUU JIETKOTO
metoaoM TBK. Kpome Toro, ator MeTon Hailjer mpuMeHeHue
U TIpu 0OJIblIEM pacnipocTpaHeHuu ornyxoau. OaHako pojb TBK
B JIeUEHUM paka JIETKOTO OcTaeTcsl mpenMeToM auckyccuu. Ha-
MpuMep, MOTEHIIMATBbHO PaJAUKaIbHON CTaHAAPTHON ornepanueit
MPU pakKe JIETKOTO CYMUTAETCS MOJHAs pe3eKIUs IEPBUYHON OIy-
XOJIU C CUCTEMATUYECKOI AUCCEKIIUEN BCEX TOCTUXKUMBIX PETHO-
HapHBIX BHYTPUTPYIHBIX TUMQOY3I0B B COOTBETCTBUU C MYTIMU
muMmdoTToKa n3 repBuaHOi omyxonu [10]. Biraronaps passuruio
TBK cTano BO3MOXHBIM BBIOJHEHUE TUMGBOIANCCEKLIMU TTpaK-
TUYECKU B TOM Xe 00beMe, UTO U TIPU CTaHAAPTHOU TOPaKOTO-
Muu. OJHAaKO OYeHb HEMHOTME XUPYPrU CITOCOOHBI TPOBOAUTH
TBK, u B HacTos111Ie€ BpeMsI BCe eIlle TOCTIOACTBYeT MHEHUE O He-
BO3MOXHOCTHU BBIIMOJHEHUS JUMMPOIUCCEKIIUU B 00bEeMeE, Bbl-
MOJIHSIEMOM IIPU OTKPHITOI omnepauuu [4; 6]. YUto kKacaeTcst 10-
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An accurate diagnosis and treatment that is minimally inva-
sive, assisted by a superior technique, is the ideal medical care
that one wishes to have, which is sought to keep a period of hos-
pitalization and medical cost at its minimum. Video-assisted
thoracoscopic surgery underwent a phase of remarkable develop-
ment and improvement during the late 20th century. Indication
to this approach is in selected patients, however, modifications,
as a result of development in optical devices and other related
apparatus, brought about a distinctive advantage to the technique
that is less invasive and safer as compared to standard thoracoto-
my. Thus, it not only reduces the amount of pain upon opera-
tion, but also shortens the required period of hospitalization and
considerably improvs the postoperative quality of life.

Video-assisted thoracoscopic surgery (VATS) is a new
approach, but not a new surgery, which surgeons must always
perform in the same manner as in a standard thoracotomy.
Indication to video-assisted major lung resection for lung can-
cer is, so far, stage I lung cancer [2; 3; 5; 7; 9; 11—15]. It can
be assumed that, in the near future, the accuracy of preopera-
tive staging will further improve, whereby making VATS for
major lung resection an acceptable approach as well as indica-
tions to more advanced stage lung cancer. However, there
remains a controversy in terms of therapeutic role of VATS.
What is controversial is that complete resection of the primary
tumor with systematic dissection of all accessible regional
intrathoracic lymph nodes according to lymphatic routes from
the primary tumor has been and is still considered a potential-
ly curative standard operation for lung cancer[10]. Given a
progress made in the techniques of VATS, now that lymph
node dissection has become possible to a point almost equiva-
lent in the case of standard thoracotomy. However, there are
still only a limited number of surgeons who can perform
VATS, and a general understanding remains that it is not pos-
sible to perform lymph node dissection in exactly the same way
as in standard thoracotomy [4; 6]. In the case of VATS lobec-
tomy for stage I lung cancer, those surgeons who are capable of
performing systematic lymph node dissection do it, whereas
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o6sktomuu metonoMm TBK mpu I ctanuu paka Jierkoro, Te Xupyp-
T'¥, KOTOPBIE MOTYT BBITIOJTHUTH CUCTEMATUIECKYIO TUMbOINC-
CeKLIMIO, AENaloT 3TO, a Te, KOTOPbIE HE MOTYT, TMOO BBIMOIHSIIOT
ouoncuo TuM@oy3ios, J1u60 BooOIlle He MPOBOAAT JUMMOaUC-
CeKLHUIO.

HewusbexxHo BO3HMKAET BOMIPOC O HEOOXOAMMOCTH yIaJIeHUS
JuMdOY370B TPU OTCYTCTBUMM METACTa3MPOBAaHMSI, B TOM YUCIIE Ha
pPaHHUX KIMHUYECKUX CTamusxX. JIMMbOIUCCEeKINIO TIPOBOIST ST
YTOUYHEHUS TMarHo3a U IUlaHa JIeYeHusl, T. K. 4acTO KIMHUYeCcKast
u Mopdorornieckast ctanuu 3aboneBaHus He coBnagaoT. OqHaKo
B OIEPAIIMOHHON MPAaKTHKe AaXKe TPU CTAHIAPTHOW TOPAaKOTOMUU
4acTo TUMGMOANCCEKIINIO BOOOIE HE TTPOBOIST WX BHITIOJHSIOT
ouorncuto TMMQOY3710B UCKITIOUUTEIHHO Y OOJbHBIX C HEBBICOKOM
CTETEeHbI0 pUCKa (MU €ro OTCYTCTBUEM) JTMOO TTPU PAaHHUX CTaIUSIX
3a00J1eBaHUST M OTCYTCTBUM METaCTa3MPOBAHMUSI 110 TAHHBIM MaKpO-
CKOIMYECKOTo 00CIeI0BaHNs Ha MOMEHT TOpakKoTOMUU. B naHHOM
co001IeHNH 00CyKIal0TCs MpoBeAeHUE J1003KToMUU MeTogoM TBK
CO CTaHAAPTHOM CHUCTEMAaTUYEeCKOM JTUM(POAUCCEKIIMEN Y OOIbHBIX
pPaKOM JIETKOTO MCXOJIsI U3 MHOTOJIETHUX HAOJTIONEHNA, a TAKKE BO3-
MOXHBIE pallOHATbHBIE CITOCOOBI OMOTICUU JTUMGbOY3/I0B MPU He-
OOJTBIIIOM pa3Mepe MEePBUYHON OMyX0u (KIMHUYECKON CTanuu 3a-
oosiesanust TINOMO).

Ioka3anusa u NPOTHUBONIOKA3AHUA

IToka3aHueM K IMpOBeIEeHUIO IOOIKTOMUM IIPH PAKE JIETKOTO SIB-
JIIETCS BO3MOXKHOCTD BBITTOJTHEHMST paIMKaJIbHOM ONepaliy U Te-
pudepuyeckas JOKaJIu3alusi ONyXoJau pa3MepoM MeHee 4 cM.
[TpoTuBOMOKA3aHUS BKJIIOYAIOT HEMEPEHOCUMOCTh OOJbHBIMU
KOJUTaOMPOBaHMsI JIETKOTO, BpACTaAHUE OIYXOJIU B TPYIHYIO KIIETKY,
WHBA3UI0 OITyXOJIM MPOKCHUMaJIbHEE J0JIEBOTO OpOHXa, BhIpAXKEH-
HbI€ MJIEBpabHbIE CPallleHMs], KaTbLIM(bUKALUIO WIN BIPAXKEHHbIE
BOCITAJIMTEIbHBIE M3MEHEHUS TUM(OY3II0B.

OnepanuoHHAs] TEXHUKA

TTanmeHTa ykiaapiBaloT Ha JieBbIii 00K. JIerkoe JoKHO OBbITh
MOJIHOCThIO KOJuTabupoBaHo. [1epBbIii Tpoakap yCTaHAaBIMBAIOT
B VII Mexpebephbe 1o nepeaHei moaMbIIIeYHON JUHUMU.

ITpu BepxHeii, cpeaHeil WM HIKHEI JTOOKTOMUU pa3pesbl Ae-
JIAIOT KaK MPpU TOPaKOTOMUU COOTBETCTBEHHO B IV—V Mexpebdepb-
SIX TI0 3aHE MOAMBIIIEYHON JUHUU. BBIMOMIHSIIOT TOPaKOTOMUIO
IUTMHOW 6—7 CM OT CpeHeH MOAMBIIICYHOM JIMHUKM B HaTIpaBjie-
HUU K MepeaHeil MOBEpXHOCTU Ipyau. B aycKynabTallMOHHOM Tpey-
TOJIbHUKE MM B V MexXpeOephbe Mo 3aaHell MOAMBIIICUHON TUHUT
JIeJaloT paspes IuHoi 1,5 cMm. JIist ycTaHOBKM ApeHaXKHOM TpyOKU
MocJie oTepali MOXET ITOTPeOOBaThCS JOTOJHUTEIbHBINA TPOa-
Kap, Kotophlii BBoAIT yepe3 VII mexpebepbe Mo 3amHeit moaMbi-
meyHoit tuHun. [Tpu mMoMoIy ycTaHOBJIEHHBIX TPOAKapoB M TOpa-
KOTOMMU UCCIENYIOT IPYAHYIO KJIETKY Ha HAJIMYKME JUCCEMUHALIMU
110 TIJIEBPE, METACcTa30B B IMM(OY31aX U JJETOUHBIX Y3JIOB.

BepxHsas 1003KTOMuS cnpaBa

Jlerkoe oTTIruBalOT K3aau, nuadparMaibHblii HEPB OepyT Ha
nepxaiky. ITocne n1BOiTHOro TUTMPOBAHUST BEpPXHEM JIETOUHON Be-
HBI JIUTUPYIOT U TiepecekatoT V1 u V2 + V3. 3ateM BBITIOTHSIOT TIe-
PEeBSI3KY U MepeceyeHue MepeaHero CTBOJIA JIESTOUHOI apTepuu cre-
penu, TO/ HEMapHYI0 BEHY 3aBOIST IEepKalKy U OTBOMST BEHY
Hasal, Mocje 3TOro BBIMOJHSIOT JUTMPOBaHUE U MepeceyeHre A3
u Al + A2. [locae TUTMpOBaHKS U BBIACICHUS JIESTOYHON apTepuu
OepyT Ha JepKajlKy OpOHX BEpXHEN J0JU JIETKOro U 3aBepllaroT
MpoIIeaypy HAJTOXEeHUeM 11Ba. BriessioT 06aacTb BOKpYT OpoHxa,
JIEPKAJIKy MPOBOASAT Yepe3 HUXKHIOK 1IeJIb U OTIACSIOT KJIUICcoan-
TJIMKaTOpoM. BaxkHO OTMETUTB, YTO BbieIeHE OPOHXA BBITIOTHSI-
10T BMeCTe C TUM@POIUCCEKIIUE.
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those who are not perform either lymph node sampling or no
lymph node dissection at all.

An inevitable question has been raised as to whether lymph
node dissection should be performed for those patients diag-
nosed as non-metastasized including early clinical stages.
Lymph node dissection is performed in order to provide com-
plete staging and treatment, given that clinical stage and patho-
logical stage do not always match with each other. However,
what actually happens in an operating room is that, even in a
standard thoracotomy, either lymph node dissection is omitted,
or lymph node sampling is exclusively performed in those
patients with poor or no risk and with early stage cancer, and
macroscopically proved as non-metastasized at the time of tho-
racotomy. Discussed in this text is VATS lobectomy with stan-
dard systematic lymph node dissection based on the data of
Ilymph node dissection for lung cancer patients, which have
been compiled throughout long years, and a possible rational
way of performing lymph node sampling for small size lung
cancer with clinical TINOMO tumor.

Indications and contraindications

Indication is potentially curable lung cancer by lobectomy
and peripheral tumor with a size of less than 4 cm.
Contraindications include intolerability of one lung ventilation
by the patient, tumor invading the chest wall, or invasion as far as
lobar bronchus, severe pleural adhesion, calcified or severe
inflammatory lymph nodes.

Intraoperative techniques

A patient is placed in a complete lateral position. The lung
must be fully collapsed. The first trocar is placed in the 7th inter-
costals space in the anterior axillary line.

In the cases of upper lobectomy and middle or lower lobecto-
my, incisions are made, as the utility thoracotomy, in the 4th and
the 5th intercostals space respectively. A 6—7 cm utility thoraco-
tomy is made from the mid axillary line to the anterior. A 1.5 cm
incision is made either in the auscultatory triangle or the 5th
intercostals space in the posterior axillary line. An additional tro-
car, to be placed through the 7th intercostals space in the posteri-
or axillary line, becomes useful when inserting the draining tube
after the operation. With these trocars and through the utility
thoracotomy, thoracic cavity is examined for pleural dissemina-
tion, lymph node metastasis, and pulmonary nodules.

Right upper lobectomy

The lung should be retracted on the back, and the phrenic
nerve has to be taped. After double ligating the superior pul-
monary vein, the procedure continues by ligating and dividing of
the V1, and V2 + V3. Now it proceeds to the ligature and dissec-
tion of the ascending artery from the anterior while a tape is put
underneath the azygos vein and pulled back, the ligature and dis-
section of the A3, and A1 + A2 follow respectively. Having ligat-
ed and divided the bronchial artery, a tape should be put under-
neath the upper lobe bronchus and then an autosuture is used in
order to complete the procedure. Preceded by the exposure of
the area around the bronchus, a tape should be put through the
interior fissure and separated using a stapler. It must be noted
that the exposure of the bronchus is done together with the lym-
phatic sump and the lobar lymph nodes dissection.

Middle lobectomy

The procedure, similarly to the right upper lobectomy, con-
sists of ligature and dissection of the middle lobe vein, then is



Cpennss 1003KTOMHES

Onepalust aHaJIOrMYHA BEpXHEeil J009KTOMUM CIIpaBa U IMPOBO-
JIATCS C TUTUPOBAHUEM U TTepeceUeHUEM CPeIHEI0ICBOI BEHBI, 3a-
TeM BBIIIOJIHSIOT TUCCEKIIUIO JIESTOYHOM apTepUU ¥ CPEIHEI0IeBOTO
OpoHXa BMECTE ¢ TUMQOY3JIaMU KOPHSI, PaCIIOI0XKEHHBIMU BOKPYT
CpeaHeI0eBOro OpoHxa.

BepxHsis 1009KTOMUS CIeBa

Tlocne B3aTHA Ha AepXKaiKy AradpparMaabHOTO HepBa OIepaliio
HauMHAIOT C JIMTUPOBAHUSI U MepeceueHMsI JISTOUHOI BeHbl. Eciu Jie-
TOYHasi BeHa UMEET KOPOTKUIA CTBOJI, pa3ae/ibHO JIMTUPYIOT 1 Tiepece-
KatoT V4 + V5 u V1 + V2 + V3. Bo3aM0oXXHO HaJIOXXeHUE 111Ba CLIMBAIO-
IIMM armnapaToM, €CIu OH MOXET IMPOUTU MOA KPOBEHOCHBIM
COCYJIOM, B TIPOTMBHOM CJTy4ae IpuMeHstoT 3axkumbl D. K. O6pador-
Ka JIETOYHOI apTepuu TpeOyeT OCTOPOXKHOCTH, T. K. XPYIKUI KpOBe-
HOCHBII COCYJl C KOPOTKOM 11I€MKO¥ JIETKO MOBPEIUTD; HEOOXOIUMO
CJIEIUTD 32 BETBSIMU, OTXOASIIIMMHU OT CTBOJIA JIETOUHOM apTEPUMU.

Huxugsa 1003KTOMUS

Tpu MpaBOCTOPOHHEN U JICBOCTOPOHHEH OMepaluyu 0ObIYHO BbI-
MOJIHSIOT ABOMHOE JIMTUPOBAHKE C MOCJIEAYIONIMM TIepecedeHreM
JIETOUHOI apTepyu Yepe3 MEXIO0JIEBYo 1ieb. s epecevyeHust Jie-
TOYHOM BEHbI UCIOJB3YIOT Kiumncoanrinkarop. [locie pesexunu
JIETKOTO BBITTOJTHSIIOT TUM(POAMCCEKIINIO U OMOTICHIO TUM(OY3IIOB.

Cucremarnyeckas JuMpoaUCCeKIus

Huccekiuio 1uM@oy3JIoB CPeaOCTeHUs BBIMOIHSIOT C TTOMO-
1IbI0 27eKTpoHOXa, HOXHMIL 1 anmnaparta Ultra Cision (Ethicon
Endo-Surgery).

JIst nucceKIMM TTpaBoOro BEPXHETro CPeloCTeHUs HeMapHYylo
BEHY, KOTOpast yXe B3sTa Ha JCPKaJKy, OTTATUBAIOT BHU3 WU
nepeceKaloT KJIUICOoAMNMInKaTOpoM, TJIEBPY CPEeIOCTeHUS pa3-
pe3alT B BEPpTUKAJIbHOM HalpaBJIeHUU OT BEPXHETO Kpas He-
MapHOI BeHBI O BEPXYIIKM TpymAHOU KieTKu. [Tocie Hamoxe-
HUS IIBa-IepXKajJKd Ha Kpailh MeauMacTUHAJbHOW TLIEBPHI
BCKPBIBAIOT CTPYKTYPBI CPEIOCTEHUSI, KaK TP CTAHAAPTHOMN TO-
pakoToMuu. PexoMeHayeTcsl cienaTh NTOTIOJTHUTEIbHBIN pa3pe3
niauHoi 5 MM Bo 11 Mexpebepbe Ha mepeHel TOBEPXHOCTH Tpy-
U IJIsl OTBEICHUSI BEpXHElW MOJOM BEHBI M CO3MaHMS aleKBaT-
HOTO OTIEPAIIMOHHOTO ITOJISI B CPEIOCTEeHUM TIPU ITOMOIIIY BaT-
Horo tammnoHa. Ilocie B3TUsI Ha JAepxKajKy OJIyXaaroliero
HepBa 3aXXMMOM 3aXBaTbhIBAlOT HaWBHICIINE JUMMOY3abl Nol.,
Crens 3a TeM, UTOObI HE MOBPEIMTh BO3BPATHBIN HEPB, BIIEIIS -
0T TIPaBYIO TJICYETOJOBHYIO apTepHui0, BEPXHIO TOJYIO BEHY,
a TakKe OJyXIalolmWii HEpB M Tpaxelo, YAaIsioT JTUM@Ooy3Jbl
rpyrm Ne2 u 4. [1pu BelIeIeHUM BepXHEH MOJIOM BEHBI MOXHO
MMOBPEINTH XPYITKNE KPOBEHOCHBIE COCYIBI, TTOATOMY PeKOMEH-
JyeTCs TIPY TTOMOIIM 3JIeKTPOHOXA, KJIUICOANINKaTopa Win
anmnapata Ultra Cision mpuxuraTb 3TU BeHbl, YTOObI HE IOMYC-
TUTb KPOBOTEYEHUS.

ITpu HEOOXOIUMOCTHU yaJieHUs UK Ouorncuu oudypkKamoH-
HBIX TUMbOyY3J10B No7 jilerkoe OTTArMBalOT MTOBOPOTOM BIIEpE
OIePallMOHHOTO CTOJIa, BLICBOOOXIAast KIJIb. Termepb MOXKXHO PO~
BOJUTH TUCCEKLIMIO OM(pYpKAlMOHHBIX JUMMOY3JI0B, A1 Yero
BBIICJISIOT TTIEpUKapP] C TPOTUBOIIOJOKHOM CTOPOHEI 110 CpeaHeit
JIMHWY TJIABHOTO OpOHXa CHU3Y.

ITpu HUKHEl JTOOKTOMUY TIepel IUCCEKIIMEH JIEBOTO 0JIEBOTO
OpOHXa BBIMOJHSIOT IUCCEKIIMIO OUbYpPKAMOHHBIX JTUMGbOY3II0B.
Yro KacaeTcst TMMQOY3JIOB JIEBOTO CPEIOCTEHUSI, €€ BBIITOJHSIOT
MPENMYIIIECTBEHHO [UTs rpyTiT Ne6, 5 u 4.

ITpu HUKHEl JTOOKTOMUY TpedyeTcs AMCCEKIIUSI Mapa’3odare-
abHBIX TUMDOyY3710B N8 1 TumdOoy3710B JlerouHoit cBsi3ku Ne9 [1].

continued by dissection of the pulmonary artery and the middle
lobe bronchus while taking together the hilar lymph nodes
around the middle lobe bronchus.

Left upper lobectomy

Having taped the phrenic nerve, the procedure begins with
ligature and dissection of the pulmonary vein. In the case of short
necked pulmonary vein, the two sets, V4 + V5 and VI + V2 + V3,
are ligated and divided separately. An autosuture becomes useful
in this procedure if it can go underneath the blood vessel, but if
not, the D. K. forceps is used. In the case of pulmonary artery
attention should be taken not to damage the blood vessel which
tends to be short-necked and fragile, recognizing the branches
going through the pulmonary artery trunk.

Lower lobectomy

On both the right and left sides a normal procedure
involves double ligature and dissection of the pulmonary
artery through the interlobar fissure. The pulmonary vein
should be dissected using a stapler. Lymph node dissection or
lymph node sampling should be done after completing the
lung resection.

Systematic lymph node dissection

Dissection of mediastinal lymph nodes is carried out using an
electroknife, scissors or the Ultra Cision (Ethicon Endo-
Surgery).

For dissection of the right superior mediastinum the azygos
vein which is already taped is pulled downwards or the azygos
vein is cut off using a stapler, and the mediastinum pleura is
incised vertically through the upper edge of the azygos vein to the
apex of the thorax, and then the mediastinal structures are
opened up using a retraction stay suture at the incised edge of the
mediastinal pleura as in standard thoracotomy. It is better to put
an additional 5 mm port in the 2nd intercostals space of the ante-
rior chest to press the superior vena cava and to make good medi-
astinal operating field by using a cotton finger. Having taped the
vagus nerve, the Nel highest lymph node should be grasped by
the lymph node forceps. Making sure that no damage has been
done in the recurrent nerve, the right brachiocephalic artery,
superior vena cava are exposed as well as the Ne1 vagus nerve and
Ne3 trachea, while the Ne2 and Ne4 lymph nodes are undergoing
dissection. The fragile vein could show up when exposing the
superior vena cava, therefore, it should be cauterized by an elec-
troknife or a clip applier, or using the Ultra Cision so that bleed-
ing can be prevented.

In the case of Ne7 carinal lymph node dissection or sampling,
patient’s lung can be retracted by turning forward the operating
table to enable exposure of the carina. Now that carinal node dis-
section becomes possible by exposing the pericardium from con-
tralateral side of the median side of the main bronchus, and from
underneath.

In the case of lower lobectomy, dissection of the lower lobe
bronchus is preceded by carinal lymph node dissection.
Regarding dissection of the left mediastinal node, it should be
done mainly for Ne6, Ne5 and Ne4, and no conversion occurs at
the aorta. As for lower lobectomy, Ne8 paraesophageal and Ne9
ligamentum pulmonale lymph nodes dissections are required [1].

Lymph node sampling
An important point upon lymph node sampling is to be fully

aware of the lymphatic route, i. e., the tumor location and the
Ilymph nodes, which are bound to metastasis. Lymph node sam-
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buoncuga mumdoysnaos

[Ipu BbIMOJIHEHUU OMOTICUM JTUMDOY3JI0B BaKHO 3HATh MyTH
TUM@OOTTOKA, T. €. TOKATU3ALNIO OTTYXOJIU U TUMDOY3JIbI, Yac-
TO TMOpaxaeMble MPU OIMyXoJIsiX 3Tol Jokanuzauuu. [1pu noka-
JIM3allMU OITYXOJIW B BepXHEU JoJie CIipaBa BBHITIOTHSIOT OUOTI-
cuto numdoysnoB rpynmn Ne3 u 4, npu nmopaxeHUU cpeaHein
nonu — Ne3 u 7, a HukHel gonu cripaBa — Ne7. Jlumdoy3sisl,
MepevyrcAeHHbIE BBIIIE, CYATAIOT CTOPOXEBBIMU. [Ipu KIMHU-
yeckoii crannu NOMO 1 paszmepe oIyxoiud MeHee 3 ¢M, M 0CO-
OEHHO MeHee 2 CM, BBIMOJHSIIOT OMOTNCUI0 3TUX JUMGbOY3JIO0B,
U B CJIy4yae OTPUIIATEJIbHOTO pe3yibTaTa BEPOSTHOCTb METacTa-
3UPOBaHUS B Apyrue JuMGOY3Jbl KpaitHe Majia, TT03TOMY Olle-
paluio MOXHO CUMTATh pagukaabHOi. OgHAKO B cllyyae Mojo-
KUTEJIBHOTO pe3yjbTata OMOTICUM CYIIECTBYET BEPOSTHOCTH
METacTa3upoBaHUs U B Apyrue TuMoysisl [6; 8].

B cnydae monmoxuTeabHOTO pe3yiibrata OMOICUYN y3JI0B Ha
ypoBHe Nel miu 2 HeoOXoauma cucteMaTruyeckast JuM@oauc-
cexkuus. OqHako y OOJBHBIX, KOTOPBIM He MoKa3zaHa TuMdo-
NUCCEKIMsl IPU CTaHIAPTHOW TOPAaKOTOMHUM, HE HEaloT ee
u nipu TBK.

Pe3ynbratbi

Topakockonuueckasi Xupypruyeckas pe3eKius riaHupoBajiach
y 245 GOJIbHBIX, 23 U3 KOTOPBIX MPUIILIOCH TPUOETHYTh K CTAHIAPT-
HOI1 TopakoTOMUU (Tadu. 1). I3 222 601bHBIX, KOTOPBIM BBITIOJHE-
Ha nosiHasg TBK, B 193 ciyvasix nmarHoctupoBaHa I cragus, 5-1et-
Hss BbXKMBaeMocTbh npu ctaaguu [A, TINOMO (153 GonbHBIX)
cocraBuia 91,4%.

Ta6nuua 1 / Table 1.

pling should take place at Ne3 and Ne4 in the right upper lesion,
Ne3 and Ne7 in the middle lobe lesion, Ne7 in the right lower lobe
lesion. The above lymph nodes can be conceived as sentinel
node(s). In a clinical NOMO case where tumor size is less than
3 ¢cm and particularly those of less than 2 cm, lymph node sam-
pling is performed in these stations, and if proved negative, it
means that there is hardly any possibility of metastasis to other
lymph node, and thus oncological sampling becomes a poten-
tially curative case. However, if lymph node sampling proved
positive, then there arises a possibility of metastasis to other
lymph nodes [6; 8].

In the case where pathological diagnosis proved positive at a
lymph node sampling of Ne1 level and/or Ne2 level, a systematic
nodal dissection becomes necessary. However, lymph node dis-
section by VATS is also not required for those compromised
patient who do not undergo lymph node dissection even in a
standard thoracotomy.

Results

Thoracoscopic surgical resection was planned for the 245
cases of lung cancer, of which 23 cases were transferred to the
standard thoracotomy (table 1). Of the total of 222 cases that
underwent a complete VATS, 193 cases were stage I and the 5-
year survival rate of the stage IA, TINOMO cases (153 cases) was
91.4%.

Conclusion

VATS is a new approach, and by no means a new surgery.
Surgeons must always be able to perform systematic lymph node

Topakockonuuyeckasi xupypruyeckas pesekums y 245 60sbHbIX pakoM JIerkoro

Thoracoscopic surgical resection in 245 lung cancer cases

Bupa onepauun Yucno 6onbHbIx!
BepxHss nobakTomusi cnpasa / Right upper lobectomy 93 (14)
YnaneHue cpeaHeii ponu cnpaea / Right middle lobectomy 16 (0)
HuxHas nob6aktomus cripasa / Right lower lobectomy 41 (2)
ICermeHTakTOMUSA / Segmentectomy 3(0)
YnaneHve cpefHeln n HuxHen gonen cnpasa / Right middle and lower lobectomy 1(0)
BepxHsia nobakTomus cnesa / Left upper lobectomy 32 (3)
ICermeHTakTOMUSA / Segmentectomy 14 (2)
HuxHas nob6akTomus cnesa / Left lower lobectomy 25(2)
ICermeHTakTOMMSA / Segmentectomy 3(0)
BepxHsis nob6akTomusi cnpasa v cnesa / Right and left upper lobectomy 1(0)
KnuHoBMaHaa pesekumst BEpxHen 4oav crnpasa n cnesa
; : 1(0)
Right upper and left upper wedge resection
BepxHsis n063KTOMUS 1 KIIMHOBUAHAA PE3EKLMS HUXKHEN 0NN cripaBa
) . ) 1(0)
Right upper lobectomy and right lower wedge resection
HWXHSS NT0B3KTOMUS 1 KNMHOBUAHAS Pe3eKLMs CPefHe oy cnpaBa 1(0)
Right lower lobectomy and right middle wedge resection
BepxHss n063KTOMUS 1 KIIMHOBMAHAA Pe3eKUMs CpeHen oM crpasa, KIMHOBUAHAsS pe3ekuust BEpXHen fonum
; : . ; . 1(0)
icnesa / Right upper lobectomy, right middle wedge resection, left upper wedge resection
ICermMeHTaKTOMMSA BEPXHEN [0 ClIEBA U KIMHOBUOHAS Pe3eKLUnst cpeaHel [onm cnpaea
) ; . 1(0)
Left upper segmentectomy and right middle wedge resection
Bcero / Total 245 (23)
Surgery type No. of cases'
1 B ckobkax ykazaHo 41cno TopakoTomuit / In parentheses the number of thoracotomies.
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