Is robotic surgery for NSCLC innovative enough?
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I read with interest the article of Dr. Du et /. describing
their personal technique of robotic assisted (RATS) right
upper lobectomy to treat early lung cancer (1). The
authors after an explanation of their technique conclude
that RATS is a feasible and reliable surgical approach for
non-small cell lung cancer. Hence, this is another paper
which confirms that RAT'S is as good as the other available
minimally invasive techniques to perform lung resection
and lymphadenectomy to treat lung cancer. While seeing
the images in the paper and other videos, I note with
interest that one of the most attractive advantage of RATS
is the flexibility of the robotic arms which allow the surgeon
to move instruments freely inside the chest according to the
intraoperative necessity, and without the imposed schemes
of geometry (2,3). Robotic assisted thoracic surgery is a
beautiful medical example to confirm the Hippocrates
aphorisms that surgery is of all the arts the most noble.

Although in the medical market since 20 years, it is
reductive to still consider RATS an innovative approach.
Robotic Assisted Thoracic Surgery is a technique, an
excellent technique, but it is not “the sole and best
technique” to treat lung cancer. At this moment, RATS
should be considered a more sophisticated and costly
VATS technique (4). Unfortunately, only in rich
economies, hospital management could spend the bulk of
their income on services such as RATS, and this behavior
contributes to cause a tremendous delay in the widespread
use of RATS.

Nevertheless, because literature is full of trustworthy
editorials and comments on RATS lobectomy, it could be
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more interesting to look RATS from a different view.

Do we need randomized controlled studies to
compare VATS and RATS?

I read often that it is necessary to perform a randomized
controlled study to show what is the best minimally invasive
technique to treat lung cancer. From my point of view, there
is no urgent rationale to support a randomized controlled
study between all available minimally invasive techniques
for at least one main reason: irrespective to the VATS or
RATS technique, surgeons perform the same operation, and
therefore long-term survival is expected to be similar (3,4).
Instead, there is the strong necessity to definitively confirm
that patients with NSCLC operated using minimally
invasive techniques have similar, if not better, long term
survival than those operated by open surgery to consign to
history “large thoracotomies” to treat lung cancer.

RATS for surgical university schools

Optimistically, RATS lobectomy should be taught to all
residents in (cardio) thoracic surgery, not because RATS is
a better technique but because all residents should learn all
the available minimally invasive techniques to understand
what is the technique that suits her/him best. Therefore, it
could be wise that all worldwide schools of surgery include
RATS in their core curriculum, and the manufacturers
should help university medical schools in less fortunate
regions to buy it.
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Teaching RATS (and VATS)

I would like to bring to your attention, from what it is
achievable to understand in the medical literature, that many
authored surgeons who are performing RATS (and VATS)
are not junior but senior experienced surgeons (5-7). Most
of them initiated their career performing open surgery, but
now they are excellent RATS or VATS surgeons, and all
of them have the capabilities to quickly control bleeding.
In the nineties, at the beginning of my surgical career as
thoracic surgeon in Bristol and Leuven, in case of difficult
fissure or an extended tumor I recall that finger dissection
of the main PA was the first step that have been taught to
me to control the lung when vascular troubles could be
expected. Nowadays open thoracic surgery is becoming
very rare, and it is therefore very rare that we can teach
junior surgeons to perform finger dissection of the main
pulmonary artery and veins. Moreover, some studies have
shown an higher incidence of vascular problems during
RATS (8,9), and it is known that it could be a disaster if the
surgeon has no experience in open surgery to control very

quickly the main PA.

Animal lab “for open surgery” to train excellent
RATS and VATS surgeons

One question inexorably arises: what can be done to teach
residents to react correctly when something goes wrong,
and profuse bleeding from the pulmonary artery appears
during RATS (or VATS)? My personal view is that residents
should operate in the animal lab and in transplant surgery
to gain self-confidence to work with large vessels under
emergency. Moreover, I could foresee an animal lab “for
open surgery” to train VAT'S surgeons.

The future

The uniportal or multiportal RATS should not be still
considered innovative but it is undoubtedly a reality of the
contemporary operating room. Truthfully thoracic and
oncologic surgery community instead to invest time to show
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if RAT'S is better of uniportal, biportal or multiportal VATS
(or vice versa), should look ahead to find other operative
multimodality treatment options to achieve longer survival
to patients with lung cancer.
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