Questionnaire on Clinical Guidelines for the Management of Lung Cancer—Hoshikawa et al

A A
24 o
N57A T
0Ty 32 oy £ PR AR E I 18.2% |
WA PR o
PR BN
s
e
HEmH
T .
— R Toft
EDHh ; 0% 20% 40% 60% 80% 100%
0% 20% 40% 60% 80% 100% 7
l renwe| |svoue ﬂ]m BELL D mEEL
|Barcer [Josncan [Jassa [Jazs |
B
B
205FLLE
206 LLL 204K
205K 10558
104k HHEE ‘
HHEE 0% 20% 40% 60% 80% 100%
0% 20% 40% 60% 80% 100% .7(%741!5 » 2L0HE {[[[I]l;gfib Dﬁl%ﬁ.b
|Bumcer [Jwsncan [anra [Jassy |

X5 F T4 F540BFE~OEHE (A. F5], B. &
ERAEH0) .

3. FL HFiesEicho2HE

®6. H 74 FIA4YDOWRICEZ2BHRNOHBOHE
(A. #3, B. REEEHH).

F£4 FIL HA4FI4 VFBECEBTE 2do7-EE

RRAE AR HRAE AH
- {LEEHR 8 cHARTA YORE (F— 5 REE) DEh 15
- MR R AR R 8 CBEHLVEIREOFRE 14
+ Stage Bl iAHE 6 - AR 11
- BRI (OCHR, evidence DFERE, HIFOEKH) 5 - ABkE 9
- TR 4 - BEOES, PS 8
- FAfRIE 4 - BRI B TR : 8
- WAL ML 2 fLses, MO B, NIRRT S 5 i
TN e 2 A, FIMLIHTS 510
ok ' X  BEORDHE 4
e " CHA NI Y OREY, HEYEFCR 4
: f‘zﬁi,&;?jzj%gﬂ;ﬁmg . i + evidence N 7' L — FHAMEWBE 4
o e e e i 1o CHEREOE (R, D 4
Ll ! EREOL VA0 0B Y, BRLIBY 1
775 o ~ .
NI B POL ORI FE 1 advanced NSCLC (irial case) i

REEHBITIX, MBEETCIRE6E (F.LEEOR
WF - WA, 11~14 2 GE/NERLATRE Stage IV #, /INEAS
fififfE Stage I ¥, BRI NMNOARRE, BRI
PMEH ST nds, BHE#R~10 K6, 10 F£L.L 20

cBERNCZOFEHERTERVWI L dd o7 (HE)

R, 20 EU ETRETOERMEH SN TEY, BHS
PR EROZEERD ol (R2).
F. HARSADBRE~NDERE (25)

ARRIE, BEEED 29.9% oS, KA Fo4 % B

Japanese Journal of Lung Cancer—Vol 45, No 4, Aug 20, 2005—www.haigan.gr.jp 323



Questionnaire on Clinical Guidelines for the Management of Lung Cancer—XHoshikawa et al

25 G SBIERINLIENEELOBROENSE LTRSS niEE
, FRBAR AN

R ERE R, R, FHUBOAME, LY A, evidence MBI, BE])

SRRY/NEHESS, GGO Type DNfEOBWT, WEHE

WEREEA, BEBAICHT S IRRE

- B HRIER 0BRSS, FRAEG

- B, SOHERHE T BBEICNT BIEHIE

- eGSR O R

- 4 Vy¥, VFT, TS1 HOHEIIO>WT

BRI (R, BB OFATRE

- BRI RO B REER, HETOEH D) bREMLDIDICONT

) U REIRIEORE S LR

C WREHE & 7 OREE

- ENL AR

< BEME N R R E LT S B TR IR

- TR L ERE

- PETIZEAL T

CEHERHEIC W TEAI b D T, QOLIZDWTEHMiiL7b @ (evidence BT — ¥ 0% (A%, AF /LT ELY FRA
YhELTWALD)

—
-3

NN DN DNDNDNDDNDDNDDRN W Otog

<WHBRCHTHHO>
(BT 25 2)

- RN OB

- AR R O TR

- R BRI O SR E TR

LFgTl

(LRIl T2 b D)

NI O S v R T A v DBRERE

- PLEHHH OB, dose, interval %o HBHRET

- SLESLENOTE, EAERNoT Loy

C L) EAR BEANMCEG SN A BHEORT, BRATOEERE (WAt y sy —EOMOMBRICHIT )
- RS RACEEFR

(Rmah, Zoft)

- neuroendocrine carcinoma O AL

CEIEBERE (RS, B CalliEsR L) IHT BRI
CEBIZITFDNTVAEDICA Y ¥ ¥ — F Lo TwiWiRHIE

CHUER, B, BAHRTORTE, BRI R T A mEoB S, BRENETERVY
- AT & 2 6B BERRIISBE 00 WIS OBER

R T ANOBAITOR A

- RRACAOER, FHE

<BHETIZHD>
- TNM B CEICHE) 72 staging DF7E (8
- clinical N2 DEH

324

i EECTE], 49.7% H TEHAWICEACE /] &
#2Twa (EBA). BT, BEHERB X U RSB
©, [ L]2EDo 7z (KBA) . BBREHHITI,
sET EgR L] % o7z (M6B). HHEBR~10
sESRE, 10 4E DLk 20 4ESRHE, 20 ELL LTI, EEREHK
BEL Bl ERAAT] & BEET 2 EHESENYT A
fHmAsA bz (B 5B).

F-l. 45ic8EZICh->/1EE (E93)

S BEI 572 HB & LTRBAE Do 20, b

k] (8 4), [MisT#WFiR#Ek](8 %), [Stage HIih M
w68 Thol (ES3).
Fil. HA RS UPBEICHEBTE P> HREGED
HEF. OFA T4 VRBRECEATE Rdh oK
BELT,[H4 FT4 ORE(F—7 RHE OB
(164), TREHZVIEIREKEOFEIU45), [Fimldl
&), Tabeml %), TREDHKS), PS (performance
status) 1(8 &) [ BRI RIT AR B &) FLvoiz
ZEORBEENE,o T (Y.

Japanese Jowrnal of Lung Cancer—Vol 45, No 4, Aug 20, 2005—www haigan.gr.jp



Questionnaire on Clinical Guidelines for the Management of Lung Cancer—Hoshikawa et al

A

2
FEIRER PSR
PR ERSH

oty cisl

BEmAIE
—REoME
Z0fth

[9.5%8 1.9%
H 1.9%

2.0%

Lok
e L8 | 8%
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

BHRASHRD
R0t
BHSANOHHA
BIAMURA N

7] #mEACHAL
L Ra Rt e

E ot

; BRAHELELSD
b BEMECE

B

2040 [
204K
105

HEE

0% 20% 40% 60% 80% 100%

BRANIRD BEIAICBMAL ? ERATELEAS
PE<mork PY¥<aor e BEHELE

E zoft

BEESAANOUR
BRESRAI

e e R
40% 50% 60% 70% 80% 90% 100%
Cochrane Library I[[l E0ft

[ sy

0% 10% 20% 309
B zn1k54> []
Medline, PubMed7s & T8 & (CH%

0% 10% 20% 30% 40% &50% 60% 70% 80% 90% 100%

B s51k54>
Medline, PubMeds: & TH B [Z#5

Cochrane Library ﬂ]] FOfh
[ #temL

7. HI 4 F54 YOHRICL 2BE~OREOMHE
(A. #9, B. BEREEID.

G. SHEMEIN DI EFEE UOERNEMAGES)

SHEMEINDL I ENE T LWFERNEER AL LTE
WO - -0k, [ R bSRREL (17 &), [RHEN
HFEHE - GGO (ground glass opacity) Type O i D%
BF - BTN (T &), [INERTRES - BRI T 5
BElG%R), EBEINIEE OWRBKFE - FHEE]G
&) Thot (FEs) . oML EROBELRERNE
T o5h7 (385).
Ho HA RS OHRICE 22BAOHE (X 6)

E&E D 6.6% W5, BKHA FF 4 OWMIZX D EEH
i [RELRBE] Fho/b &2 Twa. FBEIC 63.2%
WL DBENH 7] E LTS, KIS 16.7% @
EZH B R LI LEL TS (R6A). BHHITIH,
BEHRA Gl TRELZBE] Sbo/c b OEBE 2o
7o (F6A) . EFEARICIZ (BELL] & THERL] 2
FeTHol(H6A). BEREHH TR, BEIDRVE
TRKELBEIND 72T 5HEDEEHKRE WERZ
iz (H6B) . FROGHIEEF LWL LT 5
EEAKRE WEMEZFED: (K 6B).
H-l. EEOREE (HHEZET) ™7

RATA FTFA4 Y DBRN~OBBOFEE ORI, [
BSOS oiz] HoAvid [BESAIHA

8. L BEOBEIZLTWAETA FS4 vdhbrnidsF—
FNR—Z (A, BA, B. BEBREHH).

L3 ol THo7t (W),
ZOMOMOERIE, THSOMBoBEE - R

o7zl th, TEM~ORBES LR kot 1 &, [FHE

ED#HE 14, [FAEERICEBM 2 RT I LA5TE 5

14 THho 7.

. BEOBEZICLTVWAHAIRSAHB0LME
F—aN—Z (H8)
BEROSEICLTHWETAL FSA4 Y - F—FR—-2R

&, €45 Tik [Medline, PubMed 7% & CH B 12 #i3&R]

47.7%, (RKHA ¥ A ~]40.4%, [Cochrane Library |

2.6%, DM E5% TdHh o7z (M 8A). ZFDMOMMITIZL,

ASCO 11 44, Up To Date 8 %, NCCN 4 %, EHEE2 4,

NCILPDQ, E ALY ¥ —D ¥ 4 b, InfoPOEMS,

ACCP #'4 F54 >, AHRQ SREDM, HBDFT A KT A4

a4k, HEF—F 28 Lo imbALN.
AT, AL FIA4 V2B BROBEIILTWDE

OEEE, BEARCIEA ST, HEHEE b hoRt

WL FDOEENS R WEME D (B 8A).
EERAE R T, WHMEE Tl Cochrane Libraryl, [#®

fi1] 2B SNEVL DD, FOMB D) RIERDEE R

Wipdrorz (X 8B).

Japanese Journal of Lung Cancer—Vol 45, No 4, Aug 20, 2005—www.haigan.gr.jp 325



Questionnaire on Clinical Guidelines for the Management of Lung Cancer—Hoshikawa et al

%6. J AHLFIAL VITHTHER

_ WA AB
- (EEEY ) BETHLE. 24
“web THRABIENFTELIHIZLTIELY 5
S 10k 35 TN YA N 5
C SHBAE L THRIV, 5
CEOLEVHAL F5A v THY, Xihete b S LEete. TEHLTIEL. 2
N —EORKI A, FOBOBEELRIET VAQHRIOWTOBREERIEITEOPERITTEON L. 2
BRI R AL I AREMH I VIR T ThHL LT HIE) A, EBM EEDTIT LTHRMTH), BALZHE 2

T oL DTV,
CEHLTCOAREBSE 7 —F - PRITHRETRLTRE.
RCH LR R,
C e ) DTIREOBBEEFIB LTV AHDRED D 2w, b4 L compact (12 L THEFLW.
CBEHHORERLBEHPNSEER L LTHEAL TS,
CFEEERE S ho .
kD OEMCAMSERITEwIT RV,
CHA RS VEBERTS ECURELELONL D, WHEFARICHEMATEINELERD.

CEEOF A K4 2T stage BIOBIERRE - HERE I THARERENTOTHEYR TV, METREIETIY
FIEVWTWEVOTIERA LI v

DO NN NN DNDNDDND

<HALFI4vORE, FRICHETLIER> BTF4_TI1
O IEF Y ADLRVORIFT TR, #RINAFH, BRSOV TERRLTEL Y.

BRI LD E LT, SHENOBEECE LTS, HBATHEZSI NG ERRPTENOMAEDEEZRBICE LOT
W sh, AMTH RS FLOTIELY.

CHRIBICOWTIRD 5 4 LEKY R TERSHK LCEE A 5, B2 330 MR T o L2 - BEHRE ORI
ik, IS N2 AEN R HRAOMAEHEPRSE (LEFEERMOBE L R TREFSLELOPEE) IZOWT
BT bR ST WS, THTEIEERNZEET.

RIS R-VEWRLC, BEEL CREENIIRLTIELY.

- grade, evidence level TOFRIL L W75, FIHE D (ex.stagell D op or chemotherapy) P& B4 T2<{, —2IZL
THIELTHH2BEdbobhd T,

CEDEIBEATHA FI4 Y ECHEOHRICEL TV WAOES (e, HTENERE, RS LML THL
vy,

CEWMEFRT L ThRTV 5 evidence DEWVH DK LT, “HE" TEAWERRLTHRLY.

- BIFEATIE R BaE ORRE BEORE (RITORE) Lo TRESNERETHAL FI4 VOBRICELRVI L
BENZ ERHELTIEL .

. clinical T3, T4 DIEBEAZEEEL RWIIR EBRICE T2 THE I eWH2) &, ) —ERRTILENFDS.
BlziF, T3 2 Tlor2 7% o 72 & X124 clinical 1213 T1 or T2 &£ 93 UICC OEARRA L BFE§5XE,

- BFS OHHEICOWTRPZ D EREOIES0EMH B ER) . EBMIES VN A FIA4 VPRRETHAS.

- study 12 entry RT3 BEFOHEBE LM, PulH O dose 555 L Lh o7z,

S FH LV trial data 2 EDBEE LTHELTELY,

<HAFTAL vOBEYH, FoHFCETEER>

- O BREE I F 721 100% O b DIIES, WEINTH S, I TEBMBEA A NI 4 Y] i, % OLMBR
CHESAT VDY, 4 OBBEICHT2EENEERELZEVIL., SBIEMENTHLIELDTH), =D

[EBM A4 K4 ¥ ] \ZREORHD L) 2 ERE g5 E Tidhw.

CHARIA VEREREEEHL EFTHL FIA Y THY, RKIISHINERETHS.

CBAEOWHY S EBM A, RYICEEOHIZH VT EVIDENCE &2 0 5 5%, BHEEEAMEARLS. F4 FF714VE
BEII BN, TRTTREVWEES,

C HARSTAVIEET M — R h T2 EF VEBRO L b0T, ERICZALLEETEDYIL HARTA=29dHBE
BREE 2 TODANE VDIERSND, 7275, RS RW20, M#ZEEL, BADToTWARRERIELSDIE,
DECHNRDDEE RS,

CHALRTAL YORERSEREL T 2 EICEREND S (ROEIEL) LR

C B FCHBILEEREME LTV WIELERHe—RETH D, BIFETO status of the art ETEICL72bDEEZ

VAN

< TRy T AR >
<EBM ICESWTEY, HENEFTS.
CBEILD.

BB OFRICOVTEEORR LI DIHH o7, ,
CHARTGAURTEBZEICLY, BERRROEEUANORBAIWREOMTHREL L BbDI, L2 ERZERS.

326 Japanese Journal of Lung Cancer—Vol 45, No 4, Aug 20, 2006—www.haigan.gr.jp



Questionnaire on Clinical Guidelines for the Management of Lung Cancer—Hoshikawa et al

£6. J AL FFA4VICHTEER (005)

R

A

< FF RN T R >

cHEFTEREEEL.
CARBIEBEICLTVBANEZVDOTL L I ?
HAFFALELTHEATELTAFIA VEEoTIEL V.

UFg~RT1

CHA T4 VOB L ) BEMIBRESER DI 2 FRAPE LA THRENLEINS.
B0 pd, DB TRMI» DM RIHELELE LTV DT, ASCO DJEHIHE> THHEEZTo T b,

BE&LD S [RKFA4 ¥4 0] RELFALTY RN,
CZDEREL S TEBMAHELIEFTRAEVER TS,

<ZOMWOER - BE>

- PRI L Ui E L CEIRDS 5 DIT “evidence” BV EWVI DIEBHICIEMLILVWEERZ 5.
CBRANOBBIIOWTH, P LTEEIAA FIA X EBDITo TS ZEPHRATE L. L L, (bRED
2nd line LA IE, A4 F74 YiRZ L, ERNZERT FEMPRREI2H2WIRITH D, S 5745 evidence

eHT 5.

CAFLALE—BOEEZBLA0, BICHB - EHLTwa I e 0—REMRBLLZTT, BIHIZLALH- TV

v BHEEAOEEDOBIIEH L T 5.

HAFTA VOB L AERN WV LEENZSRICOWTORIESER Tl STy, (iRICOW T ATS
DHAL FTA v OERC L BRBEEMRE ERFESNTNDE.) RENENITHELERZS.

A4 R4 AERICHEFE L, evidence Z{EL DAFERICHBETHL I L EFRERL .

J. ARSI TIER (6

AFTA R4 T 28RE LCHBERERE LAY
DD TE Do 72d 0, [ EMIIG ) BET A
©448), [web THRBLILNTEBLIHIWCLTIEL
Wl &) THhote. 0, SHREELRERIFELN
7= (5€6).

z B

T v — bR FE L7z 530 MRk, HREo 260 MRk
785 %4 b OERML ) HEEEL. BHEED 71% OBEME
WA EANFTH o /2. SRIE, Ty — MEXER
HaRIpik s Rl S ila ek, FMEk, HARNRES
BoEET B0 ) bAii 2 B OMiEEE Liz722)
THhbHLEZDL. BIHEREEOETINFEZRIEIE D
BRIUFRo T LE o -WMHEEITETE W, 20720,
B DEEHER S HEEE L 7=,

FARIA oERRBICELTIE, HEEE 785 &4
9 1/4 %% 10 B LL_E, 225000 EAS 4 BILL L, 80% DL AR
KIEEFEHELAZEEELTNS, SEO7 Y7 — A
BICXY, BFTA T4 VBRITHS LEOHEICELEHD
EMICER SN THWBEZ EHLNE R o7,

FHREME LTI, [BEFmEl 20 M4
Tr—ARFarber ] Lo -EBOBESCEED
TEHA. BEICLLBICELCE, Bl ofkiEd
2500, SENICEETOENMERSN TV, H1
Fo4 roBE~OEAEL, £FEOK 80% DOEEHE DS
EACEZ] HHWiE [EARNICEATR 2] 82T
W5, BT 5.9%, 46 ZOREEDN BATE hdho

7ol LEFEZTWE, ZORRELT [F4 F540OR
B (T RomE) oBN], [FE#), [60El, B
DRFI, PS (performance status) |, [BARMICR ;55
Bl FEXBToNTBY, SBROUETOBEDORELE 2
Hhb. '

H&EOK 70% 55, KRAA FS54 Y OMBIZ L Y2
2 (2008 50k [RELEE]| o/ ®
RTW5B. BEBOTEBEO RIS, [BRFEPRD T
{lrof] 20id [BESACHBLR T 25721
THolz. TOERIZ, BHTA FI4 B OELDS
BIZESLTVwLEILERTLDTHAS.

SHEREINDZEFEE LR AL L,
ZEOBFBAVEE SN2, 20D LRk,
e RRsHREl, [PETHIBEL T, HAERETIRE»E
RO TH /2R ENDEFETD B, [/
AR - GGO (ground glass opacity) Type O FifE D %
W - WEEETeE] WL T, —EARTA I 4 IHE
BahTBh, E-HAEETHORETIEECOMETDI R
BENTWED, TEF VAL XIVOBE W CARED A
LVORBIRTH L. SHBOWETIIHI o CUOEDTE
M SN EHRWEMATH S . [WBRERS - &
BHUCH T B E8E] THBERIEE OWBERT e - FilF
WIS, [, SHEERET 5 BB 2680,
TR EPHAE & 2 DOREE ], [EERER EE T 58
Bkl (A P4 romikl, [EEEEERE (8
MRS, & CalfifiEZ &) ICR4 5 a8k S, 414
DYETOBICRIEMET SN R EBRNBEMETH L &
EZ5.

Japanese Journal of Lung Cancer—Vol 45, No 4, Aug 20, 2005—www.haigan.gr.jp 327



Questionnaire on Clinical Guidelines for the Management of Lung Cancer—Hoshikawa et al

EHAFSAL T 2ERE L CHRERHEE Lok
TRLEh o7z [ GEHINZ) WET) Tl LTk, BARM
WERCBVWTHETHEEORE T Z SN Tn5, Fi,
[web THRBIENFTEZIIICTLTIELY] &)
BRLEHH LN, BRI FF A Vid, BAREFMKE
SEAM %48 o Minds (Medical Information Network Distri-
bution Service) FEFEIEM Y — ¥ R (hitp://minds.jeghe.
or.jp/to/index.aspx) TEEIZ web RLICABENTnA. £
COEMOFPEHFET S, — A OREIS B
DFAFFA4 OFMMERT V] Evn) BRI 2 HEF
HEHNTWE, MEROFA FIA4 Db DEESEC
TEHIEHEETHA).

xEH

SEDT iy —FREICLD, BFVAFTA UHBEHK
OEMIZEIVFEAINTVEIEIXHALPERY, M
ZRICFES LTV B TEEIYR SN, —F T, EHEY
mUE], REBEEHOI LR LHELRDZEFHEEIIE

W lbHLh Lol BoNRERERD, BE
EITHORET DA LR LT, KEIDEOWETICOKFE S
5 L5 HARMBESICELZ L2,

e RERZDIIHED, TYr— MARCHBEITE o
PR ICHIALER L R E Y. £, T — bR - SRR
FIREHEIT > CT SV E L/MUEEF S AICERBERL £
7.

AR, FH 16 EEEESOHFEMREHMY & (RRE
WA TREE), ET fhicmid g RyrA4 FoAq
v oA (16 — EHE — 062, FFRARYE | EBE) XX o7,

REFERENCE
1. EBMOFREIZILMESHHEYT M1 ¥ A4 . Evidence-
based Medicine (EBM) D FEIC L BB OBESA FF

4 VEEICET PRI, RE. L &R BN 2008.

328 Japanese Journal of Lung Cancer—Vol 45, No 4, Aug 20, 2006—www.haigan.gr.jp



AELE P M [FTF7 5 A = Dl 2006 F

M1 i b

T L ®ic

EEER AT 5 VHAfE, extended disease
LS, RFEHEDERRICNT 2 B/
EEOBEGIE WY, LrL—FAT, ZEEHER
EESDRE A B SERLRBPEREE, 5
WASHTET - R ORWBIERE OB & Y RIFR
QOL ®F# % B7- M1 fiEVIBRGIOHE N % S
NT&ER?,

SEbhbiE, MR CRER L 7 HiETIERG]
D3, M1 FESIREORED S HBHEEDZ
e BB R 5 2 ZRFIZOVTHRE LIz O THE
75,

I. WRELUHFE

1953 4£ 7 A 1 H~2002 £ 12 A 31 H 2 Y i
THAT S NI 2 IFEFWEIO 5 & M1 FEIERE]
2 L, ZORED SRR DRIEICHE
w5z AEFIZDOWTHE Lz,

S5, FEFFREICT 2 EEVIER & 72 3R
fi+E 2B To ) VSEHES T NI, &
51z, IERREI U IR EFEREOMET % 721k
M SRR « BETHRIGE - (LF BB — &
Je FEEINC TS LTz,

F—7—F IR, s, SRR

* T, Tabata (BFEEE) | BILELFESR TR
B (B983-8512 MG EH T REE 1-12-1) | T.
Kondo (i) : BALAF D E FHFEATIE Rk as HE
THFRA BT,

HiEEE LB K
. # R

W HEER THEAT & iz &M F M6 3,680 4
<, M1 B 2461 (0.7%) THolz
(£D.

MERRA T B 16 6, RS LR 4 41, KRR
BAGITHoTz, VI SHEERSIE N2 11241, N
1:441, NO:8@IThH-7. IREKEZ SV
WSSOI T B, fAEEE 14 B, BIE 2 41,
o, FFlElicrhFhiEBe2Rs, 1EGEHE
FIER 16 0, 1I6es% Rixw 6 4, HHEREGES
FEERE 2 T H o T, MR & 7o AT S RHER
% LR SRR (RS £ 7237
<2 F A7) DTN E R RAEENHITEN
Je D 24 B 1761 (T1%) THo7z.

T3 24 IR EF 9B, FET15HITH o7z,
N2 flx & EFET-CTH > 7. ML i 24 Bl 3 &
ATEIRIT 40.4%, 5 EEFERIE 34.6% THoTz
(1), RIS FHIE, MEBF O 3 FEEEF
% 28.6% WK L, MiE®BHl o3& EFR
56.29%, bE4FE46.9% THD, I FEEFEL
BRI ERRAS FREFZERI D7 (K
2).

L. % =

Meta-analysis DIRENC X % &, FMATRER
g% & D BE B » TN A o 28I
3.3%, BEBRNLSNLHEEIIXI.3% Tholz,
¥ 72, FE/ANAREANTE D 6.9% THIZERRCEITERS
OEJREMNH B L DHRE D H 5.

MgapstRl Vol. 59 No.1 (2006-1) 11



—fRICERIES 2B T 5 MLHIZ, 72 & 2 B
LHEERTH>THT CRLEBERL T2

LT (%)

100

@
(=)
T

DO
(=]
T

D
o
T

=
o
T

R 1. M1ESEYIRRG (n=24)

EF | AT TN | EERESERNT | Bnie sk | JEBiRs (F) TERE B b Tz
1 [ pT2N2 fifg 2 Ak 203 TIkR, {b3epssk 674
2 B pT2N0 fi 1 1,777 7 £
3 ¥ pTINO i 1 638 ]S 4
4 Jier pTINO i 1 3,541 PIkk, {b2Epenk &
5 e pTIN2 Jifi 1 1,256 4153 3%
6 [ pT4N2 i 2 Ak 183 IR 3t
7 sz pT4NO i 1 1,432 kR, fbEEE 4
8 ibe pTIN1 il 1 1,455 Ui, 1bsgiE &
9 fistseE pT2N0 Tifi 1 1,325 VbR, {bEgek 4
10 il pTIN1 fifs 2k 1,145 UIR, (et 4
11 iy pTIN1 fifi 2Lk 235 YR, (bR 4
12 | B LERE pT4N2 fiii 2Lk 135 iz It
13 | R¥LERE pT2No i 1 1,042 il It
14 RAEERE  pT4N2  fif, BIE &1 30 Yk 74
15 KififasE  pT3N2 BlE 1 142 b5k 74
16 PRI pTIN2 fi 1 612 TBE b47
17 i3 pTIN2 fi% 1 826 UIkE, H ot
18 J 58 pTINO i 1 932 IR, s &
19 | KimfgE pTIN?2 fivd 2Bk 166 TREHE Ik
20 | ¥R pTIN? i 1 292 EE: 3t
21 | KHmfasE  pTINO i 1 1,301 Ik, st &
22 | MELEE pTINI Hi 1 513 YIkR, st %t
23 By pT2N2 & 1 439 (bR, Mo e
24 ifg pT2N2 &, FF %1 166 f==t37S 74

. 100 ¢ |
80 f
g 60F LT i
i o B (n=14)
M1 SIER (n=24) ﬁﬁg 401 © '
iy .
. 20 L B (n=7) |

AEFFHIR (R )

E 1. M1FETSEIOES R (1= 24)

00500 Lo 1,500 2,000 2,500 3,000 3500 4,000

T=ADE L, RROMII LR k59,

=M D M1 FEEFMEIE 24 6T, FEF

12

0 500 1,000 1,500 2,000 2,500 3,000 3500 4000
EFHIE(H)

2. MR H (n=14) LWEBH (n=7) 4%
iz

WD 0.7% Tholz, £72, hsdOEFOE
IR ORI EMBARKR SN b D
P, W R OBEEZME S it - T
PIsZfE g, BZUor s M1 Flicid+ 2 i)

fERSAEE Vol. 59 No.1 (2006-1)



BTN EAIRENTH S,

ORI A S R B S VviziE, B - R
HA - FEHG - 2 EIREE - IHERHAE - SOHE - BIERE
BEET L0, BRI TEEREOR Y
7y A ED S EE I NI HESETA F o4~
W o T REEPEREIN S, A F 74 VK
i3, FERRTEHAOE TR 2 BHERE O Fl
AR T, BTN U T BB RIE R
BHESENERICE D LD 2k, &5 IERR
Bzt 2 BEUEE L L COARBREOBIG IR
EENCTED 508, BFEREOYERICE L T3 EEE
BThs I ENPEIREINTLED,

LivL, H2EHEEARICBWTIIERERED A
i o PEFEBIC LT b SRR & HEEE S 2 STk
LECE AN BY, T2k 2 BINRICEFIER D HH
BAEL, fESERS) v B R WEEIC
1%, 15~30% O 5 FEFERBP/TCEL I en
SRS T TSN TE 29, SR TR
R TH D SEEFEN28.6% LHEXDOH
&0 L AP L Te B Ch oz s, 5 EBIL 27
EFIEEL YR, ZOEBELT, VN
WHER I B U C N1 & 7213 N2 023 7 il 5 &
FhTBY, EREERPEFL ZBRVLEFIOER
Thot=-Ohb L, £z, iR L KE%S
A2 S 1, BE W L THRRERDS
#ifT S N7z Bonnette 500N T, BRIEL
OEMEC L UEB I BIF e PRER LIS, H
ERGI D MIETE ) 7 BRI 3BT H D, SN
R0 B 2 FHEHNC IR 21T 5 & v OREFIER
WEEEE R L,

—7, i RS R o i), BlEk L,
% D DOgEE~ O FifEiEB AN 3 2 S EHE D
FRWESIRCET AT AR WY, Bk
Bl o FisEB O 140 O E T, SFELEEFER
56.29%, 5EAEER 46.9% & i Hlic b UBA
ShCTFBREBHFTHoT. L L, FHEEEH14
FIRES 11 FlE TN Tl e s, EFS
FIEP P EWEEN T AR BETE 2
W, EGRZE PR S ES LRI B W T
HIHEOERNG & SEEEEE DY BT, BFE
=R CIER R BRI /NS £, VU v iR
BhS 7 WREFIZ T U C I3 AV RHE R O R R T

NE TRV EHEZ 5N,

N iThbh 2 EBEB OB ROMEKL, T
ERFMEHET 2R N 2HET 20 ERTDH
W L L—HT, SEOBRFTPERDOHRE
B o, BEREBEEA O ZEEF T SE
YFEET LI EVHehER 0T,

TDEIRT NS, TEF Y RICETWIE

IR R B L L a5 b,

S RERPBERDFRECRE LD ZT,
[EEIC R 2RO D M1 @I b B T
W BEELD, ¥, TOXDBEFHOEBER
L0, MEOBEREOALEEZDET L L HITH
Jer T BT VADEREERENETH S,

B hH I

W SR THREER U T IESIRR G0 5 B, M1 ik
YIRBI D pidE D & S EHE ORI HE 25 5
R TRa Lie, ZFBLOBER EWIR
REIZTE S b OO, IRV D B Iz
BIEYISREc L FRRFTH o T,

X Bk

1) Mountain CF : Revisions in the international
system for staging lung cancer. Chest 111 :
1710-1717, 1997

2) Ambrogi V, Tonini G, Mineo TC : Prolonged
survival after extracranial metastasectomy
from synchronous resectable lung cancer.
Ann Surg Oncol 8 : 663-666, 2001

3) Hillers TK, Sauve MD, Guyatt GH : Analysis
of published studies on the detection of
extrathoracic metastases in patients pre-
sumed to have operable non-small cell lung
cancer. Thorax 49 : 14-19, 1994

4) Silvestri GA, Littenberg B, Colice GL : The
clinical evaluation for detecting metastatic
lung cancer ; a meta-analysis. Am J Respir
Crit Care Med 152 : 225-230, 1995

5) Non-small Cell Lung Cancer Collaborative
Group : Chemotherapy in non-small cell lung
cancer ; a meta-analysis using updated data
on individual patients from 52 randomized

v clinical trials. BMJ 311 : 899-909, 1995

6) BJI B ME R EE gk [ES
BWHA R4 ] OFARICEET 57 77—
MEESHREE. iR 45 T 319-328, 2005

7) Mintz AH, Kestle J, Rathbone MP et al 1 A ‘

faEpstEl Vol. 59 No.1 (2006-1) 13



randomized trial to assess the efficacy of
surgery in addition to radiotherapy in pati-
ents with a single cerebral metastasis. Cancer
78 1 1470-1476, 1996

11)

119 : 1469-1475, 2001

Luketich JD, Burt ME : Does resection of
adrenal metastases from non-small cell lung
cancer improve survival? Ann Thorac Surg

8) Wronski M, Arbit E, Burt ME et al : Survival 62 : 1614-1616, 1996
after surgical treatment of brain metastases 12) Mitsudomi T, Yatabe Y, Koshikawa T et
from lung cancer ; a follow-up study of 231 al : Mutations of the p53 tumor suppressor
patients treated between 1976 and 1991. J gene as clonal marker for multiple primary
Neurosurg 83 : 605-616, 1995 lung cancers. J Thorac Cardiovasc Surg
9) Granone P, Margaritora S, D’Andrilli A et 114 1 354-360, 1997
al © Non-small cell lung cancer with single 13) Martini N, Melamed MR : Multiple primary
brain metastasis ; the role of surgical treat- lung cancers. J Thorac Cardiovasc Surg 70 :
ment. Eur J Cardiothorac Surg 20 : 361-3686, 606-612, 1975
2001 14) The Canadian Lung Oncology Group : Inves-
10) Bonnette P, Puyo P, Gabriel Cet al : Surgical tigating extrathoracic metastatic disease in
management of non-small cell lung cancer patients with apparently operable lung can-
with synchronous brain metastases. Chest cer. Ann Thorac Surg 71 : 425-434, 2001
SUMMARY| Analysis of Surgical Treatment of Primary Lung Cancer Having M1 Diseases

Toshiharuy Tabata et al., Department of Thoracic Surgery, Tohoku Ewmployee’s Pension Welfare

Hospital, Sendai, Japan

The presence of distant metastasis is thought as systemic dissemination of disease. Patients

with lung cancer in this category are not usually considered candidates for surgical resection of
the primary and metastatic sites. The purpose of this study is to determine long-term survival
and identify potential prognostic factors for surgical treatment to primary non-small cell lung
cancer with distant metastasis. We conducted a retrospective analysis of the surgical outcome
of 24 patients who were classified as having M1 disease. The 5-year survival rate was 34.6% in
our facility. Among the 12 patients had N2 disease and a poor prognosis. Long-term survival
can be achieved if the metastatic site is lung and there is no lymph node involvement, although
differentiation of pulmonary metastasis and multiple primary lung cancer is commonly difficult.

KEY WORDS : non-small cell lung cancer/brain metastasis/distant metastasis
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- Authors Year  No. Cases " Methods Good Prognosis Analysis
Jang, et al. 1996 - 14 - - Focal area of GGO  Univariate
Aoki,etal. 2001 127 =Ad, cT1 Dimension GGO0>0.5 Univariate
Kodama, et al. -2001 104 ‘Ad, 2cmorless Visual GGO>0.5 Multivariate
Takamochi, etal. -+ 2001 . 269 ‘Ad, peripheral = TDR TDR & CEA Multivariate
Kim, et al. 2001 224 Ad, cT1 Visual GGO extent Univariate
Matsuguma, etal. 2002 111 Ad, clA Visual GGO>0.5 Univariate
Takashima, etal. = 2002 - 64 Ad,2cmorless CT GGO>0.57 Multivariate
Suzuki, et al. 2002 69 Ad, clA Dimension GGO>50% Univariate
Okada, et al. 2003 167 ~Ad,cT1 TDR TDR>0.5 Multivariate
Ohde, et al. 2003 98 . Ad, cT1 Dimension GGO >50% Unjvariate

GGO : ground-glass opacities; Ad : adenocarcinoma, ¢T1 : clinical T1, TDR . tumor disappearance ratio,

CEA : carcinoembryonic antigen
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Class Radiologic findings
Type 1 Pure(Simple) GGO :
Type 2 Semi-consolidation (an area of intermediate homogenous increase in density)
Type 3 Halo (area consisting of solid part and surrounding GGO halo)
Type 4 Mixed (an area consisting of GGO and solid part having air-bronchogram)
Type 5 Solid pattern with GGO*
Type 6 Solid pattern

GGO : ground-glass opacity, *The area of GGO should be less than 50%
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Radiologic classification Pt St TR Wi Sicco o
Number of cases n=22(69%) 27(7.2%)  26(7.0%) 47(12.6%) 58(15.5%) 193(51.7%)
Age(mean) 58.6 56.4 64 62.4 63.3 62.7
Gender

Men / Women 9/13 8/19 12/14 21/26 22/36 104/89
CEA>5ng/ml 1 0 1 4 4 44
Radiological tumor size (cm)

Range 0.6~1.9 0.8~1.9 0.8~1.8 0.8~2.0 0.9~2.0 0.7~2.0

Mean _ 1.2 1.4 1.6 1.4 ‘1.5 1.6
Pathologic stage

IA 21 27 26 47 55 133

IB 1 1 0 0 0 6

oA 0 0 1 0 0 22

IB 0 0 0 0 0 5

IA 0 0 0 0 2 21

B 0 0 0 0 1 5

v . 0 0 0. ‘ 0 0 1

GGO : ground-glass opacity, SC : semiconsolidation, CEA : carcinoembryonic antigen

IO AT ARE L REREOAS
KOHEDDRIHE - = AHETI> %  Hi7e
REET A L RRECTHA D,

SRORF

FEFRREA T RO B2 AL £ ¢ MERCTE & D
RERLE LETFREFICS EOWTRBRMES
NHTH»9H. BHfiSAZMETESLR 0T
BZ S5 L ZOBIIH LTI IR OE TR
PLEE L, B AEIL 5 EEFEIC
LTI00%IEWEHTH h, FBLCE V) A XV b
DLW R ICEFE LY FRA Y b e Ligs
IAERER I RETH A, LoWSo T, HEIMHER
ERCHGEY B DA v, BRI A DAL Bl
WA LTI YEmB eI L) 28T
HY, 5 FEFRIIBLESUDETHLPH T
L TIEELZ I Y FRS ¥ b LTHEDR
23 L TN E T v v )RR, T4
bHIESLEREBRE L TENMERBEET LS
WEETH A2 LN, Wb IS E
DEFFETH 5B, INF T/IEFTI AT 28
MR 2 ko 5720 1 5HE & N2 8 AR ER
119954 |2 S N KRE DORFFEDHE— D H D
TH5D., AFTIRMECTOLE R TG AD
AP TWE, 0L RETIZH>T
ANBURAS AT Y0 72 BT L IR DB %

MLTHILEBBTHLLEVRD.

X |

1) Suzuki K, Nagai K, Yoshida J, et al. The prognosis
of surgically resected N2 non-small cell lung can-
cer : the importance;olf clinical N étatus. J Thorac .
Cardiovasc Surg 1999 ; 118(1) : 145.

2) Noguchi M, MSrikawa_,A, Kawasaki M, et al. Small
adenocarcinoma of the lung. Histologic character-
istics and prognosis. Cancer 1995 ; 75(12) : 2844.

3) Eto T, Suzuki H, Honda A, et al: The changes of the
stromal elastotic framework in the growth of periph-
eral lung adenocarcinomas. Cancer 1996 ; 77(4) : .
646, ' '

4) Yamashiro K, Yasuda S, Nagase A, et al. Prognos-
tic significance of an interface pattern of central fi-
brosis and tumor cells in periphefal adenocarci-
noma of the lung, Hum Pathol 1995 ; 26(1) : 67

5) Suzuki K, Yokose T, Yoshida J, et al. Prognostic
significance of the size of central fibrosis in periph-
eral adenocarcinoma of the lung. Ann Thorac Surg
2000 ; 69(3) : 893. 7

6) Sakurai H, Maeshima A, Watanabe S, et al. Grade
of stromal invasion in small adenocarcinoma of the
lung : histopathological minimal invasion and prog-
nosis. Am J Surg Pathol 2004 ; 28(2) : 198.




7 106

7) Maeshima AM, Niki T, Maeshima A, et al. Modi-
fied scar grade : a prognostic indicator in small pe-
ripheral lung adenocarcinoma, Cancer 2002 ; 95
(12) : 2546.

8) Miller J1 Jr. Limited resection of bronchogenic car- '

cinoma in the patient with impaired pulmonary func-
tion. Ann Thorac Surg 1993 ; 56 (3) :769.

9) Ginsberg RJ, Rubinstein LV. Randomized trial of
Jobectomy versus limited resection for T1 NO non-
small cell lung cancer. Lung Cancer Study Group
[see comments]. Ann Thorac Surg 1995 ; 60(3) :
615 ; discussion 22.

10) Tsubota N, Ayabe K, Doi 0, et al. Ongoing prospec-
tive study of segmentectomy for small lung tumors.
Study Group of Extended Segmentectomy for Small
Lung Tumor (In Process Citation]. Ann Thorac Surg
1998 ; 66(5) : 1787.

11) Yoshikawa K, Tsubota N, Kodama K, et al. Prospec-
tive study of extended segmentectomy for small
lung tumors : the final report. Ann Thorac Surg
92002 ; 73(4) : 1055 ; discussion 8.

12) Yamato Y, Tsuchida M, Watanabe T, et al. Early
results of a prospective study of limited resection
for bronchioloalveolar adenocarcinoma of the lung.
Ann Thorac Surg 2001 ; 71(3) : 971,

13) Suzuki K, Nagai K, Yoshida J, et al. Prognostic fac-
tors in clinical stage I non-small cell lung cancer.
Ann Thorac Surg 1999 ; 67 : 927.

14) Jang HJ, Lee KS, Kwon 0], et al. Bronchioloalveolar
carcinoma : focal area of ground-glass attenuation
at thin-section CT as an early sign. Radiology 1996 ;
199(2) : 485.

15) Aoki T, Tomoda Y, Watanabe H, et al. Peripheral
lung adenocarcinoma : correlation of thin-section
CT findings with histologic prognostic factors and
survival. Radiology 2001 ; 220(3) : 803.

16) Kodama K, Higashiyama M, Yokouchi H, et al.

Prognostic value of ground-glass opacity found in

*

WL B R ETE B2

small lung adenocarcinoma on high-resolution CT
scanning. Lung Cancer 2001 ; 33(1) : 17.

17) Takamochi K, Nagai K, Yoshida J, et al. Pathologic
NO status in pulmonary adenocarcinoma is predict-
able by combining serum carcinoembryonic anti-
gen level and computed tomographic findings. J
Thorac Cardiovasc Surg 2001 ; 122(2) : 325.

18) Kim EA, Johkoh T, Lee KS, et al. Quantification of
ground-glass opacity on high-resolution CT of small
peripheral adenocarcinoma of the lung : pathologic
and prognostic implications. AJR Am J Roentgenol
2001 ; 177(6) : 1417.

19) Matsuguma H, Yokoi K, Anraku M, et al. Propor-
tion of ground-glass opacity on high-resolution com-
puted tomography in clinical T1 NO M0 adenocar-
cinoma of the lung : A predictor of lymph node
metastasis. ] Thorac Cardiovasc Surg 2002 ;124(2) :
278.

20) Takashima S, Maruyama Y, Hasegawa M, et al.
Prognostic significance of high-resolution CT find-
ings in small peripheral adenocarcinoma of the
lung : a retrospective study on 64 patients. Lung
Cancer 2002 ; 36(3) : 289.

21) Suzuki K, Asamura H, Kusumoto M, et al. “Early”
peripheral lung cancer : prognostic significance of
ground glass opacity on thin-section computed to-
mographic scan. Ann Thorac Surg 2002 ; 74(5) :
1635.

22) Okada M, Nishio W, Sakamoto T, et al. Discrep-
ancy of computed tomographic image between lung
and mediastinal windows as a prognostic implica-
tion in small lung adenocarcinoma. Ann Thorac
Surg 2003 ; 76(6) : 1828 ; discussion 32.

23) Ohde Y, Nagai K, Yoshida J, et al. The proportion
of consolidation to ground-glass opacity on high
resolution CT is a good predictor for distinguish-
ing the population of non-invasive peripheral adeno-
carcinoma. Lung Cancer 2003 ; 42 (3) :303.



1778 CASE REPORT  SAKURAI ET AL

CONTRALATERAL PNEUMONECTOMY IN A PATIENT WITH PAPVR
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Cancer After Correction of
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We report the successful treatment of a 48-year-old man
with left lung cancer and contralateral partial anomalous
pulmonary venous return (PAPVR). He was found to
have an abnormal shadow on a regular checkup. Sputum
cytology revealed squamous cell carcinoma. Chest com-
puted tomography showed not only a left hilar mass but
also showed that his right superior pulmonary vein was
draining into the high portion of the superior vena cava.
In the presence of the right partial anomalous pulmonary
venous return, it was believed that left pneumonectomy
would cause serious postoperative heart failure due to an
increase-in the lefi-to-right shunt. Therefore his partial
anomalous pulmonary venous return was corrected first
under cardiopulmonary bypass, and 3 weeks later he
underwent successful radical left pneumonectomy.
(Ann Thorac Surg 2005;79:1778-80)
© 2005 by The Society of Thoracic Surgeons

f possible, surgical treatment should be selected for

primary non-small cell lung cancer. On the other
hand, minor congenital anomalous conditions such as
pulmonary arterial, venous, or bronchial variations are
sometimes found during an operation. Most of these
conditions do not cause any serious problems during or
after lung resection. However, when a vascular shunt is

present in another lobe of the lung, major lung resection <

may cause a fatal problem (ie, acute right heart failure

with large left-to-right shunt) [1, 2]. We report a case of .
contralateral pneumonectomy after the surgical treat-"
ment of partial anomalous pulmonary venous returnr

(PAPVR) of the right lung.
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A 48-year-old man was found to have an abnormal

shadow on a regular checkup in July 2000. He was

asymptomatic and his past history was unremarkable.
Sputum cytologlc examination was positive for squa-

" mous cell carcinoma, and he was referred to the National

Cancer Center Hospital. The chest roentgenogram
showed a hilar mass shadow in the left lung. A chest
computed tomography revealed a hilar mass in the left
upper lobe with no mediastinal lymph node swelling and
an anomalous vessel on the right hilar site (Figs 1, 2).
Based on the results of a digital subtraction pulmonary
angiogram, we diagnosed the abnormality as a PAPVR of
the superior pulmonary vein draining into the high
portlon of the superior vena cava (Fig 3). Fiberoptic
bronchoscopy revealed occlusion of the B**? bronchus by
an endobronchial lesion, Transbronchial biopsy revealed
squamous cell carcinoma. Clinical examination did not
reveal any remarkable abnormalities. The echocardio-
gram and electrocardiogram showed normal cardiovas-
cular activity without atrial \sep‘tél defect. Based on the
findings in cardiac catheterization, the patient had a
puhnonary to systemic flow ratio (Qp/Qs) of 1.5 and his
pulmonary artery pressure was 25/14 mm Hg. Blood gas
analysis revealed a partial pressure of oxygen (Pao,} of
82.1 mm Hg, whereas his carbon dioxide (Paco,) was 39.1
mm Hg; these measurements were both normal for his
age. His lung cancer was considered to be a resectable
lesion of clinical T2 N1 MO stage IIB. The planned
operation for his lung cancer was a left pneumonectomy,
which may have caused fatal right-side heart failure
postoperatively unless the right PAPVR was corrected. -
Thus, we decided to first repair the PAPVR at Torano-
mon Hospital. After estabhshmg total cardiopulmonary
bypass and cardlopleglc arrest, the superior vena cava
was divided above the anomalous pulmonary vein and
oversewn proximally. An atrial septal defect creation and
a baffle rerouting of the pulmonary venous blood with
autologous pericardium was performed through a rlght’
atriotomy.. The repair was completed by anastomosmg
the distal end of the superior vena cava to the right atrial
appendage with ringed polytetrafluoroethylene graft (14
mim in diameter). The patient was rewarmed and weaned
from cardiopulmonary bypass in the usual fashion. He
made favorable progress after his “cardictomy. Three :
weeks after the correction of the PAPVR, he was referred

_ to the National Cancer Center Hosp1ta1 at Wthh he:
v‘underwent radical left pneumonectomy for *his lwiig

cancer. His postoperative course was “tmeventful without

“any cardiac or respiratory failure: In‘the resected speci-

men, the tumor measured 5.0 cm and histopathologically
it showed poorly differentiated squamous cell carcinoma
growing adjacent to the left main ‘pulmonary "artery.

" Pathologic stage was IB (T2 NO. MO0) for lung cancer. The-
_patient has been in good health without recurrence or.

cardiovascular events for 34 months after his operation.’

- We administered warfarm as an anucoagulant therapy

because of the correction of the PAPVR.

0003-4975/05/$30.00
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Comment

Partial anomalous pulmonary venous return is a rare
congenital anomaly that is found in 0.4% to 0.7% of the
general population at autopsy, and it is often associated
with other congenital heart defects, especially atrial sep-
tal defect [3~6]. Most cases of PAPVR involve the right
lung [4]. Some reports have suggested that PAPVR occurs
approximately 10 times more frequently in the right
pulmonary vein than in the left pulmonary vein [4]. Most
cases of right PAPVR are likely to connect the superior
vena cava or right atrium.

The surgical treatment of PAPVR has been recom-
mended for patients with a Qp/Qs greater than 2.0,
regardless of associated cardiac defects [4, 7]. Our patient
had a Qp/Qs of 1.5 in preoperative cardiac catheteriza-
tion. His pulmonary artery systolic pressure was 25 mm
Hg. Based solely on cardiac considerations, surgical cor-
rection of the PAPVR may have not been necessary for
our patient because he had no cardiopulmonary symp-
toms before his ling disease was detected. It is possible
that the PAPVR of a single anomalous pulmonary vein
with an intact atrial septum may not be clinically impor-
tant. However, in patients with this anomaly in combi-
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Fig 1. Chest computed tomographic scans show
tumor involving hilar lymph nodes adjacent to
the left pulmonary artery of the lung., (PA =
pulmonary artery.)

nation with lung cancer, this may present some serious
problems. Black and associates [1] reported a patient with
fatal right heart failure after right pneumonectomy for
lung cancer with a missed coniralateral PAPVR. When
PAPVR is present in the other lobe, major lung resection
(especially pneumonectoimy) for lung cancer can result in
acute right heart failure due to increased shunting
through the PAPVR.:

Therefore, the preoperatlve discovery of asymptomatxc
PAPVR may be very important for patients with planned
lung resection. We. must carefully interpret the findings
of the existing architectural structure, including pulmo-
nary artery, vein, or bronchus, as well as a lung tumor on
the chest computed tomographic scan. Most of the find-
ings:of PAPVR can be identified by enhanced chest
computed tomography [8]. Conversely, if the findings of
right heart overload are preoperatively detected by an
electrocardiogram or echocardiogram, we should con-
sider heart'defects such as atrial septal defect or PAPVR.
If patients with an asymptomatic PAPVR require major
lung resection, the PAPVR should be corrected before
lung resection to prevent fatal postoperative heart
failure.

Fig 2. Chest computed tomographic scans show a
right anomalous vein draining into the superior
vena cava. (SVC = superior vena cava; AV =
anomalous. vein.)
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VIDEOPERICARDIOSCOPY IN LUNG CANCER

Fig 3. Digital subtraction pulmonary angiogram shows the superior
pulmonary vein anomalously draining into the superior vena cava.
(SVC = superior vena cava; SPV = superior pulmonary vein.)
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Videopericardioscopy Using
Endothoracic Sonography for Lung
Cancer Staging
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We performed videopericardioscopy using an endotho-
racic sonographic probe for the staging of left hilar
nonsmall cell lung cancer. This method will be useful for
an accurate diagnosis of direct tumor invasion into the
intrapericardial great vessels and lead to the institution
of appropriate treatment.
(Ann Thorac Surg 2005;79:1780-2)
© 2005 by The Society of Thoracic Surgeons
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Accurate staging is fundamental to institution of ap-
propriate treatment for nonsmall cell lung cancer.
The accuracy of diagnostic imaging techniques (ie, com-
puted tomography or magnetic resonance imaging, or
both) remains unsatisfactory. Video-assisted thoracos-
copy is generally useful for the determination of T
factors, but it is inadequate for diagnosing direct invasion
of huge hilar masses into the intrapericardial great ves-
sels. Accordingly, we performed transthoracic videoperi-
cardioscopy using endothoracic sonography for hilar
lung cancer staging.

A 63-year-old man with a chief complaint of coughing
visited our hospital, because a chest roentgenogram had
detected a left hilar mass shadow. Enhanced chest com-
puted tomographic scan showed a 35 X 25 mm left hilar
mass shadow adjacent to the pulmonary arterial trunk
and left pulmonary artery (Fig 1). The left tracheobron-
chial lymph node was swollen with a short diameter of 1
c¢m or more. Bronchoscopic biopsy at the orifice of the
upper bronchus revealed squamous cell carcinoma.
Brain magnetic resonance imaging, bone scintigram, and
upper abdominal computed tomography showed no ev-
idence of metastasis. The clinical stage was T,N,M, and
IIIB. The patient was admitted for more accurate staging
and evaluation of the tumor resectability. Standard cer-
vical mediastinoscopy under general anesthesia revealed
a metastasis in a left tracheobronchial lymph node (single
station N,,. Bilateral scalene lymph node biopsies simul-
taneously performed at mediastinoscopy were negative.
Then video-assisted thoracoscopy was performed to in-
vestigate the direct tumor invasion into the intrapericar-
dial great vessels. Three port-access incisions were used
at the left sixth intercostal space on the anterior axillary
line for thoracoscopy, the left fourth intercostal space on
the parasternal line, and the fourth intercostal space on
the anterior axillary line. The diameters of thoracoports
used were 12, 12, and 5 mm. A hilar tumor mass adjacent
to the pericardium was found by thoracoscopy, but the
existence of intrapericardial tumor invasion was unclear.
A small opening was made in the pericardial sac just over
the pulmonary arterial trunk using electrocautery. The
incision was enlarged with endoforceps and endoshears
to approximately 5 cm toward the pulmonary arterial
bifurcation. The pulmonary arterial trunk proved to be
free of tumor invasion. Traction was applied to the
pericardial margin, and the thoracoscope was introduced
to determine the resectability of the left pulmonary
artery. The infrapericardial left pulmonary artery also
seemed to be intact, but it was unclear whether there was
tumor invasion into the posterior wall of the pulmonary
artery. Therefore, an endothoracic sonographic probe
was inserted through the thoracoport at the left fourth
intercostal space on the parasternal line (Fig 2). An Aloka
SSD-2000 (Aloka, Tokyo, Japan) apparatus was used at a
frequency of 7.5 MHz. The probe included a linear type 1
(intraoperative electronic linear probe UST-5536-7.5). Ul-
trasonography revealed the left pulmonary artery to be
free of tumor invasion, because the presence of a re-
peated contraction and dilation of the left pulmonary
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