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Segmentectomy…Because We Can or Because We Should?
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Shortly after the United States signed the Paris Peace

Accords in 1973, Drs. Faber and Jensik published the first

series on segmental lung resection for the treatment of

primary lung cancer.1 This study involved a 15-year

experience and questioned the standard of lobectomy at

that time. In the nearly four decades that have followed, the

question remains a source of great controversy. Data on the

subject have been conflicting and lack in standardization

and randomization. To date, the only published, random-

ized, controlled trial lumped segmentectomy and wedge

resection together as sublobar resections, and demonstrated

inferiority to lobectomy.2 Thus, lack of convincing data,

along with technical considerations, has likely limited the

use of segmentectomy.

Over the past decade, lung cancer screening has finally

begun to gain favor. We are seeing an increase in the yield

of clinical early-stage disease. Thus, the question as to

whether we should spare parenchyma for these small (B2

cm) solid nodules, as well as for part solid or pure GGOs, is

very relevant. It is in this arena that Dai et al. publish their

retrospective analysis of patient-reported outcomes after

VATS lobectomy versus VATS segmentectomy for early-

stage lung cancer.3 The study included 110 patients (42

segments vs. 62 lobectomies) with peripheral, B2 cm, and

histologically confirmed lung cancers. The primary objec-

tive was to compare patient-reported symptom severity and

functional status. These were both measured at baseline,

during the immediate postoperative period (first 6 days),

and at 4 weeks after discharge.

The authors found the top five symptoms after lung

cancer surgery were cough, shortness of breath, pain,

fatigue, and disturbed sleep. The fop five functional

impairments were work, walking, general activity, enjoy-

ment of life, and mood. Their analysis revealed essentially

no difference in any of these reported outcomes at any of

the measured timepoints between groups. One exception

was the less disturbed sleep in the lobectomy group.

Additionally, there were no differences in operative times,

length of stay, chest tube duration, pain medicine require-

ment, or complications. The authors concluded that if

oncologic outcomes are assumed to be equivalent, this

analysis supports the use of segmentectomy over

lobectomy.

The main limitation of this analysis pertains to the

preoperative characteristics of the patients included.

Specifically young (mean age 53 years), predominantly

never-smokers (85%), with nearly perfect pulmonary

function (median DLCO 95%) and predominantly

GGOs/part solid nodules were included. It is reasonable to

hypothesize that patients with normal pulmonary function

do not stand to benefit, from a clinical perspective, as much

from segmentectomy as those who are high risk (i.e., pre-

dicted post op DLCO B 40). Thus, patient-reported

outcomes would be less likely to differ. While the authors

concluded that these results support segmentectomy, in

light of the patient selection I do not share this conclusion.

The equivalent outcomes actually still support lobectomy

in patients with normal pulmonary function, which I think

is extremely valuable information when making decisions

on which operation to offer such a patient.

Additionally, the authors reference the recently pub-

lished JCOG0804, which compared wedge resection and

segmentectomy for pure GGOs and part solid GGOs with

consolidation to tumor ratio B 0.25.4 The majority of these

sublobar resections were wedge resections, and they

demonstrated excellent local control and relapse-free sur-

vival. Because pure GGOs made up 80% of the
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segmentectomy cohort in this current study, one could

argue that the greatest improvement in patient-reported

outcomes could be from comparison of wedge resection

versus segmentectomy, which could be the topic of future

research.

Overall the debate between segmentectomy and lobec-

tomy continues as we await the results of two prospective,

randomized trials (CALGB-140503 and JCOG0802/

WJOG4607L). We do, however, have several retrospective

studies that suggest equivalency between the two approa-

ches for tumors B2 cm and with a margin-to-tumor ratio

[1.5,6 Furthermore, the recent growth of robotics in tho-

racic surgery also may play a role in the choice of

segmentectomy over lobectomy as many adopters of

robotics, including myself, argue that the technology

improves their ability to dissect out segmental anatomy

compared with VATS. I believe that if these RCTs

demonstrate what the retrospective data suggest, then in an

era where we are identifying more and more early disease,

we also will be able to offer surgery to a broader range of

patients for whom lobectomy may not be an option.
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