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Staging and stage group UICC TNM 8





Stage I treatment 

Algorithm for patients with clinical stage I lung 

cancer and limited pulmonary function due to 

emphysema. CT, computed tomography; COPD, 

chronic obstructive pulmonary disease; FEV1, 

forced expiratory volume 1; FVC, forced vital 

capacity; ILD, interstitial lung disease; IPF, 

idiopathic pulmonary fibrosis; LVRS, lung 

volume reduction surgery; RFA, radiofrequency 

ablation; RV, reserve volume; SBRT, stereotactic 

body radiotherapy; TLC, total lung capacity. 

Reprinted from [45], with permission from 

Elsevier.



• Surgery should be offered to all patients 

with stage I and II NSCLC as the preferred 

treatment to all who are willing to accept 

procedure-related risks [III, A].

• For patients with a non-centrally located 

resectable tumour and absence of nodal 

metastasis on both CT and PET images, 

surgical resection is recommended [I, A].



Anatomical resection is preferred over wedge 

resection [I, A].

Anatomical segmentectomy is generally 

considered acceptable for pure GGO lesions or 

adenocarcinomas in situ or with minimal invasion 

[III, B].

Lobectomy is still considered the standard surgical 

treatment of tumours ≥ 2 cm in size that have a 

solid appearance on CT [II, B].



• Lymph node dissection should conform to 

IASLC specifications for staging [III, A].

• Either open thoracotomy or VATS access 

can be carried out as appropriate to the 

expertise of the surgeon [III, A].

• VATS should be the approach of choice in 

stage I tumours [V, C].



• For patients with multifocal lung cancer, 

complete resection is recommended 

whenever possible. All patients with 

multifocal lung cancer should be discussed 

in a multidisciplinary tumour board [III, B]



TERAPIA CHIRURGIA DEL NSCLC:

LINEE GUIDA ROL 2017

Stadio T N M Terapia standard Terapia personalizzata

IA T1a-b N0 M0

Lobectomia vs Resezione più 

ampia + LA radicale

•Terapia standard in VATS

•Resezione sublobare

•Sleeve lobectomy

•Lobectomia vs Resezione più 

ampia + Sampling dei linfonodi 

mediastinici

IB T2a N0 M0

IIA

T2b N0 M0
Lobectomia vs Resezione più 

ampia + LA radicale
•Sleeve lobectomy

•Lobectomia vs Resezione più 

ampia + Sampling dei linfonodi 

mediastinici

T1a-b N1 M0 Lobectomia vs Resezione più 

ampia + LA radicale, CT 

adiuvanteT2a N1 M0

IIB

T2b N1 M0

Lobectomia vs Resezione più 

ampia + LA radicale, CT 

adiuvante

•Sleeve lobectomy

•Lobectomia vs Resezione più 

ampia + Sampling dei linfonodi 

mediastiniciT3 N0 M0
Lobectomia vs Resezione più 

ampia + LA radicale



Stadio T N M Terapia standard Terapia personalizzata

IIIA

T3 N1 M0
Lobectomia vs Resezione più ampia + 

LA radicale, CT adiuvante
Sleeve lobectomy

T1-3 N2* M0
Lobectomia vs Resezione più ampia + 

LA radicale, CT +/- RT adiuvante

T1-3 N2** M0

•Lobectomia vs Resezione più ampia + 

LA radicale, CT +/- RT adiuvante

•CT neoadiuvante, ev. Lobectomia vs

Resezione più ampia + LA radicale, ev. 

RT adiuvante

T1-3
N2*** M0

CT + RT neoadiuvante, ev. 

Lobectomia vs Resezione 

più ampia + LA radicale

T4# N0-1 M0

•Se T4 per 2 noduli in lobi diversi dello 

stesso polmone: chirurgia R0, CT 

adiuvante

•Se T4 per invasione di strutture vicine:

chirurgia, CT +/- RT adiuvante (se 

chirurgia R0) vs CT + RT adiuvante (se 

chirurgia R1-2)

CT neoadiuvante, 

chirurgia, RT adiuvante

T4## N0-1 M0
CT neoadiuvante, ev. chirurgia, RT 

adiuvante

* Reperto incidentale i.o.                                ** Reperto clinico preoperatorio, non bulky                        

*** Reperto clinico preoperatorio, bulky          # Resecabile          ## Non resecabile



Stadio N M Terapia standard
Terapia 

personalizzata

IV

N0-1
M1: metastasi solitaria 

cerebrale sincrona

Lobectomia vs Resezione più 

ampia + LA radicale, ev. RT 

panencefalica

N0-1
M1: metastasi surrenalica 

solitaria sincrona

Metastasectomia, Lobectomia 

vs Resezione più ampia + LA 

radicale, ev. CT adiuvante

Tumore di 

Pancoast

N0-1 M0
CT + RT neoadiuvante, ev. 

chirurgia

N2 M0

CT + RT 

neoadiuvante, ev. 

chirurgia



Video-assisted thoracoscopic surgery 

lobectomy at 20 years: a consensus statement
Tristan D. Yan, Christopher Cao, Thomas A. D’Amico, Todd L. Demmy, 

Jianxing He, Henrik Hansen, Scott J. Swanson and William S. Walker 

on behalf of the International VATS Lobectomy Consensus Group

Eur J Cardiothorac Surg 2014 Apr;45(4):633-9

Definition of VATS lobectomy

Regarding the CALGB definition of VATS lobectomy as “no use of rib-

spreading; a maximum length of 8 cm for the utility incision; individual 

dissection of pulmonary vessels and bronchus; standard node sampling 

or dissection”, an expert consensus was reached. Forty-one 

respondents (82%, “highly recommended”) completely agreed with the 

CALBG definition, while nine respondents (18%) stated that a small 

retractor should be acceptable in selected circumstances, such as 

conducting complex procedures (e.g. sleeve resection) or delivery of a 

large specimen.



VATS LOBECTOMY CONSENSUS RECOMMENDATIONS

INDICATIONS FOR VATS LOBECTOMY

≤7 cm (T1, T2a and T2b) Recommended

N0 or N1 status Recommended

CONTRAINDICATIONS FOR VATS LOBECTOMY

Chest wall involvement including rib(s) Recommended

Centrality of tumour if invading hilar structure(s) Recommended

Previous thoracic surgery or pleurisy is not a contraindication Highly Recommended

FEV1 <30% Recommended

DLCO <30% Recommended

PREOPERATIVE INVESTIGATIONS

PET/CT and sampling of positive mediastinal lymph nodes Highly Recommended

Sampling of positive lymph nodes by EBUS/EUS Recommended

VATS assessment at the time of surgery Highly Recommended

Total ipsilateral lymph node dissection in all patients Recommended

Eur J Cardiothorac Surg 2014 Apr;45(4):633-9



VATS LOBECTOMY CONSENSUS RECOMMENDATIONS

INDICATIONS FOR CONVERSION TO OPEN THORACOTOMY

Major bleeding Highly Recommended

Significant chest wall involvement Recommended

Vascular sleeve Highly Recommended

Bronchial sleeve Highly Recommended

Broncho-vascular sleeve Highly Recommended

TRAINING

Number of cases to overcome steep learning curve: 50 Highly Recommended

Resident case volume of a training centre: >50/year Recommended

Minimum case volume to mantain VATS skills: >20/year Recommended

Proctoring should be necessary in all new VATS surgeons Highly Recommended

FUTURE DIRECTIONS

Establishment of multi-institutional database Recommended

Increased exposure of VATS lobectomy to trainees Highly Recommended

Establishment of standardized VATS lobectomy workshops Highly Recommended

Eur J Cardiothorac Surg 2014 Apr;45(4):633-9



POPOLAZIONE DI PAZIENTI ETEROGENEA

ASA SCORE

18%

65%

16%
1%

I

II

III

IV

ETA'

591, 55%

475, 45%

<65 anni ≥65 anni









Sezione del bronco lobare inferiore Estrazione del pezzo 

Sezione della vena polmonare inf. Isolamento del bronco lobare inferiore



A. R.: LOBECTOMIA INFERIORE DESTRA IN VATS

Isolamento e sezione dell’arteria polmonare tra ramo del lobo medio e ramo del sg apicale del lobo inferiore

Adenocarcinoma del lobo inferiore destro



A. M. P.: BILOBECTOMIA DESTRA

Carcinoma squamocellulare del lobo inferiore destro con occlusione 

del bronco lobare inferiore e infiltrazione del bronco lobare medio

T2a N0 M0



X. X. : PNEUMONECTOMIA DESTRA CON 

SOSTITUZIONE PROTESICA DELLA VCS

Riscontro i.o. di infiltrazione 

neoplastica della VCS (T4) → 

Sostituzione della porzione di VCS 

infiltrata con protesi in PTFE (R0)

Pervietà della protesi alla TC 

postoperatoria

Neoplasia del lobo superiore 

destro a sede centrale



X. X. : LOBECTOMIA SUPERIORE DESTRA CON 

SLEEVE BRONCHIALE



X. X. : LOBECTOMIA SUPERIORE SINISTRA CON 

SLEEVE DELL’ARTERIA POLMONARE

1. arteria mediastinica

2. bronco lobare superiore

3. arterie dorsali

4. arteria lingulare



CENTRO PER IL TRAPIANTO DI POLMONE DAL 2003 – 110 TRAPIANTI ESEGUITI 



TRAPIANTO BIPOLMONARE  PEDIATRICO CON POLMONE SINISTRO DA DONATORE ADULTO

TECNICA SPLIT  ( 1)


