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Table 3. Mean Daily Values Erom the Visual Analog Scale
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VIDECQ- ASSISTED LOBECTOMY

Tirme

Pain reference
Day 1
Day 2
Day 4
Day &

1
VAMT MST ‘i-’;lue
079 > 033 041 + 038 M5
1.88 = 067 3 =099 <005
.18 = (144 267 + 098 <0.003
1.04 = 0.38 21309 (LIS
(168 = (.39 1.29 = ()68 NS

MST = muscle-sparing thoracotomy: (NG t signi
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raess, inclueling the operative morality as wellns any cancer-reluted ard unrefated death, were: §2.8% (canfidence interval (CT: 56.8-68.7%)
Wi, B2 (O] S1A-T44% ), respectively (P = (60, The advent of VATS did noi influence the pafients" sirvival: 3-vear survivil mte wis
G205 (CL 55.3=T25%) fr the perod fmom 19490 8o 102, anel 58 8% (01 5170995 for the peniod fom 1993 10 1999 (F = {165}
Subgroups survival analysis secording tothe T sanes did pol show any siisicnlly significant difference between the two grops, Conely-

sz WATS lung resecton with vmpl node disseenon atlieved o 3-vear sorvival similar 1o that schioved by the conventional appeoach:
VATS is a valunhle option for the management of sebectad patients with an enrly-stige RSCLC. © 2102 Elsevier Sciance BV, All rights

reserved
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Randomized Trial of Lobectomy Versus Limited
Resection for T1 NO Non-Small Cell Lung Cancer

Lung Cancer Study Group (Prepared by Robert |, Ginsherg, MD, and
Lawrence V. Rubinstein, PhD)
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THE SEQUENCE OF VESSEL LIGATION AFFECTS TUMOR RELEASE INTO THE CIRCULATION
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‘Conclusions: Many patients with non-small-cell lung cancer have systemic
disease even when they were thought to have resectable tumors. Ligating the
pulmonary vein before ligating the artery may lessen intraoperative hematog-

_ ~ enous dissemination. Most small-cell lung cancers represent systemic disease

S even when considered resectable. (J Thorac Cardiovasc Surg 1998;116:107-13)
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Lung Cancer Invading the Chest Wall: A Plea for e
En-Bloc Resection but the Need for New Treatment L
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Fig 3. Overall survival according to the type of resection for tumors
involving only parietal pleura in stage [IB patients.
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Does the extent of lymph node dissection influence outcome
in patients with stage | non-small-cell lung cancer?®

Christophe Doddoli®®"*, Adrian Aragon?, Fabrice Barlesi®, Bruno Chetaille®,
Stéphane Robitail?, Roger Giudicelli?, Pierre Fuentes®, Pascal Thomas®®

European Journal of Cardio-thoracic Surgery 27 (2005) 680-685
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Aprés trois années de travail avec les sociétés savantes et les professionnels, les textes (deux décrets
et un arrété) qui visent a mettre en place le régime d'autorisations qui sera applicable aux
établissements pratiquant 'activité de soins "traitement du cancer" devraient sortir prochainement,
aprés I'avis favorable unanime rendu jeudi par le conseil d'administration de I'Institut national du
cancer (Inca) (cf dépéche APM SLJL7002).

L'un des deux décrets, devant étre examiné par le Conseil d'Etat, pose le principe d'activité minimale.
Un projet d'arrété fixe les minima d'activité exigés des établissements autorisés, en chirurgie par
spécialité concernée, en radiothérapie et en chimiothérapie.

Pour les cancers thoraciques, seuls 21% des 516 établissements concernés sont au-dessus du seuil
(fixé a 30 au lieu de 40) et réalisent 83% de I'activité. Les redéploiements d'activité concerneront
donc 79% des établissements qui réalisent quand-méme 17% des séjours assocics.
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Lyvirmphadenectormy evaluation

£ good rmedastinal lkyrmphadenectormy
In rrinimally - 10 bermph nodes ar more: are
dizzected

- 2 ar moare pzilateral lviph node
stations must be explored
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Good surgical practices

in broncho-pulmonary primary cancer treatment

These qood surqgical prachces are based on
sclentthc medical proves and not only on

Inturhon or clinic experience

This medicine Is called in france “factual
medicine” and by anglo saxon “evidence-based
medicine”

























