Invasion across the fissure
Extent of resection
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Adjacent lobe invasion
Incomplete fissure

Adjacent lobe invasion
Complete fissure

Ohtaki et al. Eur J Cardiothorac Surg 2013;43:302-309

§ OF Ty,
A
.
s %
an % N & etop
Al Qo
2% > foemation | Redearch
LOGY 2, 1oy S foemat

Partners M




Stage Ib

.-

INTERNATIONAL ASSOCIATION " i

FOR THE STUDY OF LUNG CANCER
e
'
o &
" A
~

Staging
Manual in

Thoracic Oncology

} T2a NO
(Centr. Inv)
T2a NO

(>3 =5c¢cm)

Peter Goldstraw, FRCS, Executive Editor

7th Edition

« Tumour with direct invasion of an adjacent lobe, across the fissure or
by direct extension at a point where the fissure is deficient, should be
classified as T2a unless other criteria assign a higher T category »
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Prognosis

Table 1: Proposed T factor modifications for lung cancer staging based on recent data regarding invasion status involving
pleura

Tumour characteristics 7th edition T classification Proposed modification based on recent data
Invasion across interlobar fissure into adjacent lobe Upstages T1 tumours to T2a [2] Upstages T1 and T2a tumours to T2b [3]
Direct extension into adjacent lobe in region Upstages T1 tumours to T2a [2] No impact on T category [3]
of incomplete fissure
Visceral pleural invasion in T2 tumour Mo impact on T category [1] Upstages T2a tumours to T2b and T2b tumours to T3 [6, 9]
R ——

Butnor & Travis. Eur J Cardiothorac Surg 2013;43:309-311
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Table 2: Characteristics of patients with ALl according to

the invasion pattern
Number of patients P-value
(%)
Interlobar fissure status in ALl-A ALl-D
adjacent lobe imvasion point (n=72) (n=18)
Five-year overall survival rate 498 766 0.009'

Ohtaki et al. Eur J Cardiothorac Surg 2013;43:302-309
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Lung cancer invading the fissure to the adjacent lobe: more a
question of spreading mode than a staging problem

Marc Riquet**, Pascal Berna®, Alex Arame?, Pierre Mordant?, Joao Carlos Das Neves Pereira?,
Christophe Foucault?, Antoine Dujon® and Francoise Le Pimpec Barthes*

Eur J Cardiothorac Surg 2012;41:1047 =51
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Invasion Beyond Interlobar Pleura in
Non-small Cell Lung Cancer*

Hinujul’l’ Miuwrn, MD, FCCP; Ozame Taiva, MD, FCCP: Ogamu Uchida, MD;
aneed Harubumi Kato, MD, FOCCP

of lung cancer with invasion beyand interlobur plesra and |

Stucy obj To assess the I
to clarify whether it should be trented in the sume way as invasion (o the parietal pleurs or to |
other viseeral pleura. |
Mresign: Retrospective analysis, |
Setting: Tokyo Medical College Hospital.
Patients: Eighteen resected non-small eell lung cancers with invasion beyond interlohar pleura
were stuchied. The sutcomes of thase patients, those with parietal pleural invasion, and those with
other visceral pleural invasion were compared. Patients with vib invasion, mediastinal organ |
invasion, or distant metastasis were excluded. |
Besults: The S-year survival rate for paticnts with invasion beyond interlobar plearn was 34.2% |
andl the median survival time was 56.53 months, The ouwteome was slq;niﬁmmly better than tlmt af
patients with parietal pleural invasion. There was no signifi the
of invasion beyond interlobar pleurs and that of other visceral pleural nvasion. In patients |
without lymph node metastasis, similar results were obtained. There was no difference between |
the outeome of patients with invasion beyond interlobar pleura, who undergo lobectomy with a
| parietal resection of the invaded lobe, and that of patients with visceral plewral invasion, »hc- |
undergs lobectomy.
Conclusions: The hehavior of patients with invasion heyond interlobar pleara is different from
that of patients with parictal pleural invasion and should he ca:cgonmd as T2, The optimum ‘
operative method was lobectomy with only parietal resection of the invaded lobe to preserve the
pulmanary function. (CHEST 1995; Hl L1304 ) !
|
|

Key words: imtedohar pleural invision; invasion beyond mtedobar plesra; non-small cell lung cuncer; cateome

that |inlari('tu| ]JIL'lII'e'L the question arises whether

Thu TNM classification’ propesed by Union In-
the imvasion beyond interlobar pleura should be

ternational Contre le Cancer states that a tumor
invading the visceral plewra is classified as T2 and a

Tos clarify whether th

tumor directly invading the: chest wall,
'I'I]l‘llld!it vl P]t‘llril. ar pilrit'lal ]Jrrimltli

fied as T3, i i
pleura are also T2, However, there is no clear
definition what T factor shoukd correspond 10 a
tumar that imvades adjau-llt [ !Jr'\rtmd the
interlohar pleurs, The THM classification did nat
inchude the adjacent pulmonary lobe as an adjpining
organ comesponding with T3 or T4, Since the lnph
flow of irm'r[|:1h<|r plewrs is probably different from
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tvpe of invasion shauld be
treated in the same way as parictal or mediastinal
phenral invasion, resected non-small cell Iung cancers
with invasion beyond interlobar plenra were stucied.

MATERIALS axD METHODS

Twentyane lang cancer patients with invasion beyond inter-
labar plors were treated sargeally Fom 1590 to 1990 at Tokyn
Midical College Ho it with T4 disease and one
with ML were exchled from this study as the: v poarer
progneetic Factoes than phosral invasion. Therefore, o total of 15
ks with iy imterlobar plenr were sudied
ally aned pathaksgic: results were compaed with
these of pane ks with pune'i.l] pleuml fvsion, incloding medi-

inal plenral invaion and diaphragm, and those of patients with
plenral imvasion treated during the =ame time
perind. Patients with b imvasion, medisstinal organ invasion, and
plearal dissemination or distant metastasis were: excluded from
the series

CHEST {114 15/ NOVEMBER, 1995 1301
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Hiroyuki Miura et al. 1998
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‘/ Miura et al. 1980-1990
7 _

./ Okada et al. 1984-1997
7 _

./ Nonaka et al. 1987-2000

m Demir et al. 1994-2004
Yang et al. 1997-2006

‘ ~_ Ohtaki et al. 1993-2006
/

. .Joshi et al. 2001-2007
Riquet et al. 1984-2007
Haam et al. 1992-2009
Leuzzi et al. 2000-2010

Total 1980-2010
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Nonaka et al. 2005 42.5 *+ 28
Demir et al. 2007 59 £ 29 60
Yang et al. 2009 54 = 16 28
) Haam et al. 2012 47 + 13 46
Tsize Riquet et al. 2012 42.7 = 12 154
Ohtaki et al 2013 45 *+ 18 90
Leuzzi et al 2014 45 *+ 21 40
Total 2005-2014 48 X 20 468
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Miura et al.

Okada et al.

Nonaka et al.

Demir et al.

Joshi et al.

Riguet et al.
Ohtaki et al.

Leuzzi et al.

Total
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Organisers

1998

1999

2005

2007

2011

2012

2013

2014

8 (44.5%)

6 (31.6%)
27 (54%)

23 (38.3%)
113 (62.8%)
68 (44.2%)
32 (35.5%)
23 (58%)

300 (49.1%)

15-18 April 2015, Geneva, Switzerland

6 (33.3%)
7 (36.8%)
12 (24%)
29 (48.3%)
41 (22.8%)
45 (29.1%)

34 (37.8%)

11 (27%) 6 (15%)
185 (30.3%) 123 (20.1%)
N status

4 (22.2%)
6 (31.6%)
11 (22%)
8 (13.4%)
23 (12.8%)
41 (26.6%)

24 (26.7%)
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Extent of lung resection

e Pneumonectomy/bilobectomy

e Lobectomy + sublobar resection (wedge or
segmentectomy)

Depending on the size, the location (anatomy) of the tumour and its
nodal status
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Period Pneumonectomy | Bilobectomy Extended
lobectomy

/ Miura et al. 1980-1990 4 (22.2%) 4 (22.2%) 10 (55.6%)
: ‘/, Okada et al. 1984-1997 10 (52.6%) 9 (47.4%)
‘/. Nonaka et al. 1987-2000 35 (70%) 13 (26%)
§ Demir et al. 1994-2004 40 (66.7%) 20 (33.3%)
Yang et al. 1997-2006 18 (64.3%) 3 (10.7%) 7 (25%)
Ohtaki et al. 1993-2006 16 (17.8%) 22 (24.4%) 52 (%)
‘JOShI etal. 2001-2007 0 18 (10%) 162 (90%)
Riguet et al. 1984-2007 85 (55.2%) 30 (19.5%) 29 (18.8%)
Haam et al. 1992-2009 27 (58.7%) 11 (23.9%) 7 (15.2%)
Leuzzi et al. 2000-2010 7 (17.5%) 21 (52.5%) 12 (30%)
Total 1980-2010 44% 20% 36%
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Table 2: Characteristics of patients with ALl according to

the invasion pattern
Mumber of patients P-value
(%)
Interlobar fissure status in ALl-A ALI-D
adjacent lobe invasion point {n=72) {n=18)
Mode of resection
Pneumonectomy 14 (20) 2(17) 0.408**
Bilobectomy 19 (26) 3(17)
Lobectomy + wedge 36 (50) 9 (50)
resection
Lobectomy + 3 (4) 4 (22)
segmentectomy

EUROPEAN JURNALOF
CARDIO-THORACIC
SURGERY

Ohtaki et al. Eur J Cardiothorac Surg 2013;43:302-309
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Combined sublobar resections?

e Haam et al: 1 patient (2.2%)
e Riquet et al: 7 patients (10.3%)
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v' Pneumonectomy

v RUL + wedge
v RUL + segmentectomy 6
v Bisegmentectomy 2&6

S2

S6

15-18 April 2015, Geneva, Switzerland

Organisers ' !3 m """""""""" Partners . ESTRO £ /\ etOpm

JJASLC e T TP




v" Pneumonectomy

v LLL + wedge

v' LLL+ Lingulectomy

v Left S7-10
Segmentectomy +
lingulectomy
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Contemporary operative risks

Lung Resection N % 30-day
mortality
Pneumonectomy 126 8.7% 4.9%
Bilobectomy 343 4.1% 2.9%
Lobectomy 6046 72.7% 1.8%
Segmentectomy 592 7.1% 0.5%
Wedge 604 7.2% 1.1%

l)' EPITHOR database SFCTCV 2013-2014
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Survival

Miura et al. 1980-1990 34%
Okada et al. 1984-1997 37%
Nonaka et al. 1987-2000 63%
Demir et al. 1994-2004 36%
Yang et al. 1997-2006 41%
Ohtaki et al. 1993-2006 56%
Riguet et al. 1984-2007 39%
Haam et al. 1992-2009 53%
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Bilohectomy or lobectomy plus partial resection
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Fig. 3. The survival curves of bilobectomy or lobectomy plus partial resection
group vs pneumonectomy group (P, pneumonectomy; BL/LPR, bllﬂbectnmy or
lobectomy plus partial resection).

C.ARDID-THDRACIC
SURGERY

Demir A et al. Eur J Cardiothorac Surg 2007;32:855 -858
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100 O Pneumonectomy or bilobectomy (n=10)
e O Lobectomy plus partial resection (n=9)
= 801
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Months after resection

Okada M et al. Ann Thorac Surg 1999;68:2049 —52
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Surgery B
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Leuzzi et al. J Thorac Oncol 2014; 9: 97-108
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Table 3: Prognostic factors of the patients with ALl for overall survival

Characteristics n S-year 05 Univariate analysis, P-value' Multhvariate anahysis
HR (95% CI) P-value'
Age (years)
<67 43 514 0.655
=67 47 606
Gender
Male 59 562 0.946
Female 31 542
Smoking histary
Mever 19 526 0654
Yes 71 56.3
CEA {ng/ml)
<50 39 623 014
=50 51 503
Mode of resection
Prieumonectomy/bilobectomy 38 509 03I
Lobectomy + wedge resection 52 590
or segmentectonmy
H istology
Adenocarcinoma 52 491 0.280
Mon-adenocarcinoma 38 649
Tumour size {cm)
=30 16 452 0.958
=30 74 569
Pathological nodal status
pMO 32 74 0.007* 1.00 Q109
pM1 34 583 1.45 (0.68-3.13) 0328
pM2 24 298 217 (1.01-465) o7
Lymphatic permeation
Megative 41 615 0.352
Positive 49 500
Was cular invasion
Megative 16 938 0.0m* 1.00 0041®
Positive 74 470 464 (1.06-20.24)
Type of ALl
ALI-Dr 18 76.6 1.00 Q097
@ ALI-A 72 498 0.009% 2.47 (085-7.17)
¢
e lCC Ohtaki et al. Eur J Cardiothorac Surg 2013;43:302-309
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Type of lymphadenectomy

50% Lymph node metastases
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Take-home messages

Geneva, Switzerland

15-18 APRIL 2015

Surgery should remove

e What is necessary to provide a RO resection
e At a lesser risk

e \With anatomical resections

e And lymphadenectomy

e Keeping in mind that the majority of these
patients has to receive adjuvant chemotherapy
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