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Abstract
Lung cancer is the most common cause of cancer-re-

lated death in men and the second-most common in
women. While surgical resection offers the best chance
of curing those with early-stage lung cancer, the tradi-
tional open-chest approach (called a thoracotomy) typ-
ically requires five to seven days of recovery in the
hospital with an extended recovery period at home.
Over the past two decades, video-assisted thoracic sur-
gery (VATS) has revolutionized the way thoracic sur-
geons diagnose and treat lung diseases. This
video-assisted thoracic surgery (VATS) technique re-
duces a patient’s in-hospital stay to about three to four
days, and the patient experiences a more rapid, less
painful recovery after VATS lobectomy surgery as com-
pared with the traditional thoracotomy approach. 

We report a VATS right lower lobectomy case in a
65-years-old patient with post neoadjuvant therapy for
adenocarcinoma. Based on the results of the pre-surgical
tests, which included: a complete physical exam, CT
scan, PET scan, bronchoscopy, blood test, electrocar-
diogram, and spirometry, the patient was proposed for
two-portal thoracoscopic surgery. The patient was
placed in a left lateral decubitus position; a double inci-

sion was performed at the anterior level of the 5th inter-
costal space (4 cm incision), and, a second one, at the
level of the 8th intercostal space (2 cm incision). A right
lower lobectomy with a two-portal technique was suc-
cessfully performed. The postoperative course went
without complications, and the patient was discharged
home on the 4th postoperative day. The two-portal
video-assisted thoracoscopic surgery (VATS) approach
is an excellent option for lung cancer management, of-
fering a quick recovery and low morbidity. 

Keywords: Video-assisted thoracic surgery (VATS),
right lower lobectomy, lung cancer

Introduction
Lung cancer is the most common cause of cancer-re-

lated death in men and the second-most common in
women. Lung adenocarcinoma is the most frequent type
of non-small cell lung carcinoma (NSCLC), followed
by lung squamous cell carcinoma and large cell carci-
noma. Adenocarcinoma of the lung usually evolves
from the mucosal glands and represents about 40% of
all lung cancers. Lung adenocarcinoma usually occurs
in the lung periphery, and, in many cases, can be found
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in scars or areas of chronic inflammation.1 The main
risk factor for any lung cancer, including adenocarci-
noma, is smoking tobacco. Other risk factors include a
family history of lung cancer or occupational exposure
to other agents such as silica, asbestos, radon, heavy
metals, and diesel fumes. Genetic mutations in the p53
gene are the most frequent cause of tumorigenesis in
NSCLC in 52% of the cases.2 Surgery is the main treat-
ment for patients with stage I to stage IIIA adenocarci-
noma of the lung. Adjuvant chemotherapy is standard
protocol since these patients have a high risk of relapse.

Video-assisted thoracic surgery (VATS) has become
an essential innovation in the field of thoracic surgery
over the last decade. This video-assisted thoracic sur-
gery (VATS) technique reduces a patient’s in-hospital
stay to about three or four days, and the patient experi-
ences a more rapid, less painful recovery after VATS
lobectomy surgery, compared to the traditional thoraco-
tomy approach. For VATS pulmonary resection, the
presence of adhesions, tissue fragility, delayed healing,
fibrosis, and tissue edema are the main difficulties en-
countered after neoadjuvant treatment.3-5 We report a
case of two-portal VATS right lower lobectomy in a 65-
years-old patient with post neoadjuvant therapy for ade-
nocarcinoma. 

Case Presentation 
A 65-years-old man had been suffering from a per-

sistent cough for three months. He received a diagnosis
of lung adenocarcinoma by bronchoscopy. Computed
tomography showed a mass in the right lower lobe with
mediastinal lymph node enlargement. After four cycles
of neoadjuvant chemotherapy, he came to our depart-
ment for reevaluating his treatment. Three weeks after
induction therapy, he underwent new diagnostic bron-
choscopy, a CT scan to confirm the lesion’s size and po-
sition, and a positron emission tomography PET scan
to exclude distant metastasis. Results indicated that it
could be surgically resected. Therefore, a two-port
VATS lower lobectomy was proposed for the patient.

Surgical Technique 
Under general anesthesia and double-lumen intuba-

tion, the patient was placed in a left lateral decubitus
position. The patient’s vital signs were observed and
recorded throughout the operation. A 4 cm incision was
made in the 5th intercostal space to accommodate the
thoracoscopic instruments. The second port was created
in the eighth intercostal space to allow for better manip-

ulation of the endoscope, instruments, and the insertion
of a chest tube at the end of the procedure.

The surgery started from the pulmonary liga-
ment, which was taken from the pericardium and esoph-
agus, continued with the mobilization of vena
pulmonalis dextra inferior, which was cut by using a
vascular endoscopic stapler. The mobilization and dis-
section of aa. lobares inferior, after the dissection of all
branches of pulmonary arteries to the lower lobe, the
mobilization of the right lower bronchus was easily
done through the 5th intercostal incision. The oblique
fissure was cut open by using endoscopic staplers. After
the dissection of the bronchus lobaris inferior dexter,
the right lower lung specimen was taken out by using
the endoscopic specimen bag.

The postoperative course went without complication.
The chest tube was removed on postoperative day 4, and
the patient was discharged on the same day. One month
after the operation, computed tomography showed a sat-
isfactory and full expansion of the remaining lung.

Discussion 
Minimally invasive thoracic surgical procedures

have shown no compromising of oncologic results.
They offer reduced pain, shorter length of stay in hos-
pital, and improved quality of life, if compared with
open procedures.6-8 Nonetheless, it is more challenging
for surgeons to use VATS in patients with advanced car-
cinoma especially after neoadjuvant treatment. 

In patients with NSCLC after neoadjuvant
chemotherapy, a minimally invasive technique appears
to be superior in terms of perioperative outcomes. It al-
lows patients to recover faster physically., The oncolog-
ical efficacy as well is comparable to that of open
surgery. Several studies have found that VATS and open
surgery following chemotherapy for early-stage
NSCLC have equivalent long-term oncological out-
comes. They show no statistically significant differ-
ences between the two groups.9-13 VATS lobectomy,
therefore, represents a valid therapeutic option in pa-
tients with locally advanced neoplastic disease after
neoadjuvant chemotherapy.
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