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"Persona che controbatte a un'argomentazione 

non perché intimamente convinta, ma 

piuttosto per alimentare un dibattito

Processo utilizzato per verificare la genuinità 

dell'argomento originale o identificarne 

debolezze nella sua formulazione″



FACTS & FIGURES

DEFINITION OF SEGMENTECTOMY

anatomical resection of lung parenchyma involving dissection identification

and individual division of segmental arteries, veins & bronchiand individual division of segmental arteries, veins & bronchi

TUMOUR SIZE

critical factor for feasibility & safety of limited resection CUT-OFF 2CM (?)

TUMOUR LOCATION

peripheral within the outer 1/3 of lung, not crossing intersegmental planes

HISTOLOGICAL CLASSIFICATION (squam cell, adenocarcinoma, ex-BAC)

LIMITED PULM RESERVE ?

MULTIPLE / BILATERAL LESIONS

SCREENING DETECTED TUMOURS



TECHICAL DEMANDING

ANATOMICAL VARIATIONS

NON PALPABLE LESIONS

SMALL VESSELS

INNER PART OF LOBE AND FISSURE

NOT CLEAR LANDMARKS



NOT ALL SEGMENTS

Culmen (Trisegmentectomy)

Lingula

Superior Segment

Common Basal

CS Sihi et Al. Uniportal Segmentectomy for T1a NSCLC / JTD 2016 

Traditional vs Atypical Segmentectomy ≈ 70% traditional
atypical segmentectomies included apicoposterior segmentectomy of LUL, R apical

segmentectomy, posterior segmentectomy of RUL, apical segmentectomy RUL, R segment

8+9 bisegmentectomy, R segment 7+8 bisegmentectomy, R segment 9+10 bisegmentectomy



RISK OF LOCAL RELAPSE

METHODS: 353 patients

270 (77%) Lobectomy vs 83 (23%) Segmentectomy

pure-solid CT appearance and tumour size were significant predictors of

regional recurrence (P = 0.0106, 0.0408)

among cT1a radiologically pure-solid NSCLCs, locoregional recurrence wasamong cT1a radiologically pure-solid NSCLCs, locoregional recurrence was

20.7% in the segmentectomy arm vs. 8.2% in the lobectomy arm

CONCLUSIONS: segmentectomy should be applied with great caution

especially for a radiological pure-solid NSCLC due to their high incidence of

loco-regional recurrence



segmentectomies only independent risk factor for regional recurrence (p=0.020)

Ann Thorac Surg 2016

RISK OF LOCAL RELAPSE

segmentectomies only independent risk factor for regional recurrence (p=0.020)

Subset analysis

a) LUL segmentectomies and superior segmentectomies have significantly

less regional recurrence (p=0.029) and comparable prognosis to lobectomies

b) Segmentectomies in the RUL and of basal segments showed significantly

higher local recurrence (p=0.001)

c) Basal segmentectomies showed significantly poor prognosis versus lowerc) Basal segmentectomies showed significantly poor prognosis versus lower

lobectomies (p=0.005)

Conclusions 1) strict inclusion criteria needed

2) prognosis equivalent NOT for all segments



ACCURATE PREOPERATIVE STUDY

Preoperative 3D simulation image is helpful for surgery planning

nodule location, identification of the targeted vessels, bronchus and surgical margin,nodule location, identification of the targeted vessels, bronchus and surgical margin,

revealing of anatomical variations and planning of surgical approach

With 3D navigation assistance during surgical procedure all targeted structures

could be divided accurately, intersegmental veins could be preserved, surgical

margins could be ensured
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TUMOUR LOCALIZATION
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NO ROBUST DATA IN FAVOUR YET

Nakamura K et al. 

A phase III randomized trial of lobectomy versus limited resection for small-

sized peripheral non-small cell lung cancer JCOG0802/WJOG4607Lsized peripheral non-small cell lung cancer JCOG0802/WJOG4607L

National Institutes of Health, National Cancer Institute. 

Phase III randomized study of lobectomy versus sublobar resection in patients 

with small peripheral stage IA non-small cell lung cancer

CALGB-140503



First meta-analysis to emphasize patient selection process to compare

2015

First meta-analysis to emphasize patient selection process to compare

‘INTENTIONALLY SELECTED’ could tolerate either procedure

‘COMPROMISED’ only sublobar resections (comorbidities or poor cardiopulmonary reserve)

Results 54 studies, involving 38,959 patients

Segmentectomies vs Lobectomies, no significant difference in OS in the ‘intentionally

selected’, but significantly worse for segmentectomy in the ‘compromised group’

Segmentectomies feasible alternative for selected patients who could tolerate either

procedure. These patients generally had tumours that were <2 cm, located

peripherally, favourable histopathology, GGO opacity on imaging.





15,760 pts with T1aN0M0 NSCLC after surgery from the SEER database

OS favored lobectomy compared with segmentectomy or wedge resection in

patients with NSCLC <1 cm and >1-2cm

With sublobar resection lower OS emerged for NSCLC >1-2cm after wedge

resection, whereas similar survivals were observed for NSCLC <1cm





p-T1aN0M0 NSCLC undergone segmentectomy or lobectomy

FVC, FEV1, radiological lung volume and weight evaluated before and 6 

months after surgery, postoperative values compared with predicted valuesmonths after surgery, postoperative values compared with predicted values

No statistical differences recognized in trend lines for recovery ratios of FVC, 

FEV1, radiologic lung volume and weight.

NO LONG-TERM FUNCTIONAL ADVANTAGE OBSERVED FOR SEGMENTECTOMY



INTRALOBAR SATELLITE TUMOURS

INTRALOBAR LYMP NODES METASTASIS



FIRST REASON FOR FAILED RANDOMIZATION



Chang JY et Al. Lancet Oncol 2015 June;16(6): 630-



CONCLUSIONS

� LACK OF EVIDENCE

� SUBSET of patient who might benefit STILL TO BE IDENTIFIED

� TECHNICALLY DEMANDING� TECHNICALLY DEMANDING

� VOLUME of RESECTION vs BIOLOGY OF TUMOUR

� COMPETITIVE ROLE OF SABR AND WEDGE RESECTION?


