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Objectives
☯Recognize the standards for lung cancer 

surgery

☯Discuss the guidelines for evaluation of the 

patient considered for surgical resection

☯Assess the data relating to intra-operative 

lymph node assessment

☯ Implement CoC Standard 5.8 for pulmonary 

resections



There are no disclosures



Introduction
☯Lung cancer is the number one cause of 

cancer death, responsible for 21.7% of all 

cancer deaths this year

☯ In 2024 it is estimated that 118,270 patients 

will die of lung cancer in the US

☯That is more than the deaths due to breast, 

prostate and colon cancer combined

☯Lung cancer will be responsible for over one 

million deaths this year alone



The Good News
☯The 5 year survival continues to slowly 

increase

☯Now at 26.7%

☯Many factors contributing to this welcome 

improvement



The Bad News
☯More lung cancers will be diagnosed in 

woman this year 118,270 versus 116,310 in 

men

☯Nebraska ranks 33rd in the country for lung 

cancer screening

☯Only 3.7% of eligible patients will have a 

LDCT scan performed



Screening
☯NSLT and Nelson trials demonstrated 

improved lung cancer survival in a screened 

population

☯Compared to other cancers, prior to the 

increased penetrance of screening, the 

majority of lung cancers were detected at an 

advanced stage

☯LDCT screening has allowed us to detect 

earlier stage cancers



Surgery
☯Surgery remains the mainstay of treatment for 

early stage non-small cell cancer

☯ It is an integral part of the treatment of 

strategy for patients with Stage II-IIIA disease

☯ It is also appropriate treatment for stage 1 

small cell lung cancers

☯ Increasingly more lung cancer operations are 

performed as minimally invasive operations





Diagnosis
☯Not every patient has to have a tissue 

diagnosis prior to going to surgery

☯Those with a high likelihood of having a lung 

cancer can proceed directly to surgery





Evaluation
☯The goal should be to try and limit the 

number of procedures performed on a patient 

during their evaluation

☯For many patients a diagnostic, staging and 

therapeutic procedure can be performed with 

a single anesthetic





Diagnosis
☯ It is preferable to biopsy the pathology that 

would confer the highest stage 

☯Biopsy a mediastinal node or a metastasis 

rather than the lung lesion

☯The least invasive biopsy with the highest 

yield is preferred as the first diagnostic study





Noninvasive Staging

☯CT scan- chest(including liver and adrenal 

glands)

☯CT scan- head

☯MRI

☯PET scan

☯Bone Scan













Invasive Staging

☯Bronchoscopy- TBNA

☯Endobronchial ultrasound(EBUS)- TBNA

☯Electromagnetic Navigational Bronchoscopy

☯Esophageal ultrasound(EUS)- NA

☯Transthoracic needle aspiration

☯Mediastinoscopy

☯Mediastinotomy

☯Thoracoscopy

























Surgical Resection
☯Wedge resection

☯Segmentectomy

☯Lobectomy/Bi-lobectomy

☯Sleeve lobectomy

☯Pneumonectomy

☯Extended resections



Operative Standards
☯Bronchoscopy

☯Diagnostic thoracoscopy

☯Lung resection- goal to achieve an R0 

resection

☯Evaluation of mediastinal nodes









Sampling v Dissection
☯Systematic lymph node sampling is defined 

as an exploration of each nodal station with 

biopsy of at least one representative node

☯Mediastinal lymph node dissection is the en-

bloc resection of all midline and ipsilateral 

lymph node basins

☯MLND yields 17-18 nodes vs MLNS 7-8 

nodes



ACOSOG Z0030

☯MLND did not improve survival in T1-2N0 

patients

☯MLND is recommended for patients with N1

☯MLND should be performed in patients with 

Stage IIIA disease



CoC Standard 5.8
Pulmonary Resection

☯Audits of surgeons op notes and path reports 

showed poor concordance regarding  

procedure performed and extent of lymph 

node sampling

☯ANY curative intent lung resection

☯One hilar node and 3 mediastinal nodes

☯Site visits starting in 2023 need >80% 

compliance





N2 Disease

☯Mediastinal nodes >1cm and/or PET positive 

require tissue confirmation

☯EBUS as initial step in mediastinal staging

☯Negative EBUS in the setting of highly 

suspicious nodes should be confirmed by 

mediastinoscopy





Conclusions

☯We need to significantly increase screening in 

Nebraska

☯Surgery remains the preferred option for 

medically operable patients with early stage 

disease

☯Long term survival is improved when patients 

receive their surgical care from dedicated 

thoracic surgical oncologists



Conclusions(cont)

☯At the time of any lung resection performed 

with curative intent either MLND or MLNS 

should be performed

☯For CoC accredited facilities >80% of 

resections should have at least one hilar and 

3 mediastinal nodes sampled
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