Robotic assisted right middle lobectomy
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Dr. Chen and colleagues share their experience in performing
a right middle lobectomy (RML) for a small peripheral
ground-glass tumor (1). They use a 5-port approach:
3 robotic arms, 1 assistant and one camera. The incisions
are placed between the 5" and 8" intercostal space, and the
procedure is done through an anterior hilar approach, with
vein divided first, followed by pulmonary artery, followed
by bronchus. Lastly, the posterior mediastinal pleura was
dissected and lymph node station 7 was harvested.

RML lobectomies are interesting operations. When
the lesion is small and peripheral, the operation is usually
straightforward and low-risk. However, when the tumor
is bulky, or central on the fissure, these operations can
be complicated, requiring meticulous vascular dissection
around the pulmonary artery. At our institution, we use a
different approach, which may facilitate RML lobectomy
when it is a complicated operation. We use a 5-port
technique according to the CPRL-4 positioning described
by Cerfolio (2). We find that the ports all lining up in the
same interspace minimizes postoperative pain and allows for
better visualization of the fissure then the camera is looking
down on pulmonary artery. We also start every robotic
case with a posterior mediastinal incision and dissection of
lymph node stations 9, 7, 4R, 2R and 11RS. This delivers
the lung from the rigidity of the posterior mediastinum and
renders the hilar dissection around the vessels much easier.
We then divide the RML vein, followed by pulmonary
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artery, followed by bronchus and finally the fissure.
Regardless of which approach is taken, it is important
for robotic teams to be consistent in the way they perform
robotic setup, docking, and operating. Repetition allows
for streamlining of manoeuvres, improves operating room
efficiency and minimizes complications. With the advent
of low dose computed tomography, we expect a surge in
minimally invasive targeted surgery for small lung tumors,
and robotic surgeons will be on the forefront of this

emerging field.
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