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VATS Lobectomy 

– 1992-94  reports of series on vats lobectomy 

– Non anatomic resections  

– Wedge resections labeled as lobectomies 

– Ralph CIS lobectomy etc 

– Mini thoracotomies with Scope for light labeled as VATS 

 



CALGB 39802 

• USA National protocol  1998 run at Brigham and 
Women’s Hospital/Boston  

• Established standard definition and protocol  
 for VATS lobectomy 

– 3-4 ports 
– Larger port (utility incision maximum length 4- 8cm) 
– No dissection or further extension below the skin edges 
– No rib retractor 
– Anatomic  dissection and individual ligation of  vein, artery and 

bronchus 
– Lymph node assessment (sampling or dissection ) same as in 

thoracotomy    
 
 

 



Current Technique 

• VATS can be performed with the same instruments 
that are used for thoracotomy 

• Full Lateral decubitus  

• Monitor(s) near the head of the table 

• Placement of incisions is key as in any VATS surgery 



VATS Incision Placement  

• Insicion 1 
– Approximately 6th intercostal space   

– 1 cm 

– in the mid clavicular line below the nipple 

– Inframammary crease 

– Instrument port 

• Incision 2 
– 1cm 

– 7th or 8th intercostal space 

– Camera port 
 

 

 

 



VATS Incision Placement 

• Insicion 3 

– Utility port 

– 4-6 cm 

– Avoid lattissimus muscle 

– No extension below the skin 

– Placement depends on the lobe to be resected 
• About the 5th interspace 

• One rib lower for middle or lower lobe lobectomy 

 



VATS Port Placement  

• 4th incision 

– 1 cm 

– 5 cm below scapular tip 

– Half way towards the spine 

– Useful for the stapler or nodal dissection 

– Optional (most surgeons in the USA do not use) 

 

 



Instruments 

• 30 degree camera 

– 5 or 10mm camera 

• Essentially the same instruments as in thoracotomy 

• Endoscopic  Staplers 

• Energy Sources 

• Bag for the specimen 

• CO2 insufflations not needed 



 



Typical USA version 

•Two monitors 
•Assistant is opposite 
•Less crowding 
•More assistants 



•One monitor 
•Assistant has the same 
  perspective and can assist 
  better 
•Nurse can hold camera 
•More crowding 
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Advantages/Disadvantages 3-port technique 

• Easy to learn 

• Easier for assistants to help you 

• Essentially no special instruments needed 

• Does have the same oncologic efficacy as thoracotomy 
– All nodal stations can be assessed 

– Vein is divided First 
• Less systemic spilage 

• Two more insicions than Uniport 
– No extension of dissection under the skin 

• Robotic uses more incisions 

• Proven track record 25 years 



 


