
VATS – CONVENTIONAL APPROACH

Introduction

Since the introduction of anatomic lung resection or lobectomy 
for lung cancer by video-assisted thoracoscopic surgery 
(VATS) in the 1990s, VATS has experienced major advances 
in both equipment and technique and has subsequently been 
demonstrated to be safe and effective for the treatment of early-
stage lung cancer (1-5). It is associated with decreased morbidity 
and length of stay and offers equivalence in terms of survival and 

recurrence rates (6,7). As such, VATS lobectomy is now accepted 
as a standard surgical modality for early-stage lung cancer 
and has been gradually applied to more advanced disease (8). 
However, only a minority of lobectomies are performed using 
the VATS technique, as only approximately 45% of lobectomies 
registered in the Society of Thoracic Surgeons database are 
performed thoracoscopically (9). Its adoption has been variable, 
likely due to perceived technical challenges when compared to an 
open approach and the concern for intraoperative complications, 
especially during a surgeon’s learning curve, discouraging smaller 
centers from adopting VATS lobectomy (10).

Operative planning

As with most surgical procedures, the optimal strategy for managing 
complications of VATS pulmonary resections is to prevent their 
occurrence. VATS represents a new approach and not a new 
procedure. Therefore, the preoperative evaluation and indications 
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for VATS major resections remains the same as for conventional 
resection. Avoiding complications is dependent on appropriate 
preoperative workup and patient selection. Planning for as safe 
a VATS resection as possible involves consideration of patient 
characteristics, the radiographic appearance of the area of lung to be 
removed, and the anticipated technical aspects of the case.

All patients have a preoperative examination with a positron 
emission tomography (PET), computed tomography (CT) scan, 
bronchoscopy, and endobronchial ultrasound/mediastinoscopy 
for preoperative staging (unless it is benign lung disease or a 
peripherally-located T1 tumor on PET) (11). Additionally, 
preoperative evaluation and staging for thoracoscopic resection 
should include pulmonary function tests (PFTs) with diffusion 
measurements. The performance of thoracoscopic procedures 
is usually dependent on the ability to achieve and maintain 
single-lung ventilation, which involves careful consideration of 
the patient’s contralateral lung status. Obtaining quantitative 
ventilation-perfusion scans can help in determining the ability of 
a patient with marginal functional status to tolerate pulmonary 
resection. The lowest limits in lung function parameters that 
would still be considered acceptable for VATS lobectomy have 
not been scientifically studied (12), but this would depend upon, 
among other factors, the surgeon’s judgment, experience, and 
technique; the contribution of the excised lobe to overall lung 
function; and the exact location of the pathology. Additionally, 
VATS resections have been shown to be able to be accomplished 
in patients with lung function who have typically been thought 
to be too poor to undergo more conventional resection via 
thoracotomy (13,14). We have performed lobectomies on selected 
patients whose forced expiratory volume in 1 second (FEV1) was 
less than 30% predicted with excellent outcomes (15). In fact, one 
major advantage of VATS resection is that it allows recruitment 
of older and sicker patients with multiple comorbidities who 
would otherwise not be suitable candidates for resection through 
a conventional thoracotomy approach (13,16). Moreover, 
aggressive preoperative pulmonary rehabilitation can be 
considered in patients initially considered not to be candidates 
for resection owing to poor PFTs (17). Finally, patients who 
are not candidates for an anatomical resection could still be 
considered for VATS wedge resection (18). In all such cases, 
it is imperative to consider that conversion to thoracotomy is 
possible for all patients for whom VATS resection is planned.

Contraindications to VATS lobectomy

Since major lung resection by VATS was first introduced in 
the early 1990s, the indications and contraindications of these 
procedures have changed over time. Thus, whereas initially 
a history of prior surgery, endobronchial lesion, or even the 
administration of induction chemotherapy were regarded 
as contraindications, the experience that has since been 

gained, together with improvements in instrumentation and 
thoracoscopic imaging, have now changed this situation in 
most hospitals with experience in VATS. As such, recent studies 
have shown that lobectomy by VATS in cases of bronchogenic 
carcinoma with prior chemotherapy can be carried out safely and 
effectively without an increase in the rate of complications (19). 
And although endobronchial lesions were previously considered 
a contraindication for VATS, some authors do not consider this 
issue a contraindication at present (20). Furthermore, there are 
publications reporting on thoracoscopic sleeve resections (21).

Nevertheless, in addition to the general contraindications, 
such as recent myocardial infarction and severe coagulopathy, 
there remain a few absolute contraindications that are specifically 
applicable to VATS major resections. Apart from the inability to 
tolerate single lung ventilation, which is relatively uncommon, 
absolute contraindications to thoracoscopic lobectomy include the 
inability to achieve complete resection with lobectomy, lobectomy, 
T4 tumors, and N3 disease (22). Absolute tumor size criteria that 
would preclude VATS resections have not been defined, though 
large specimens (tumors greater than 6 cm in diameter) may 
not be amenable to removal without rib spreading; this tends 
to negate the benefit of minimal access surgery. Despite these 
previously cited absolute contraindications, the ideal patient 
for thoracoscopic lobectomy, particularly early in a surgeon’s 
experience performing the operation, is one with a peripheral T1 
or T2 lesion without nodal disease.

It remains controversial as to whether VATS lobectomy is justified 
for lung cancer patients with lymph node metastasis (23). It was 
generally considered that patients with lymph node metastasis 
were not suitable candidates for VATS lobectomy (8,24). 
Additionally, it has been suggested that if a suspicious looking 
mediastinal lymph node is detected, it should be biopsied and 
a frozen section examination performed; confirmation of N2 
disease mandates conversion to open surgery for complete 
mediastinal lymphadenectomy or induction chemotherapy 
depending on the exact circumstances (25). These guidelines 
have stemmed from a concern over incomplete lymph node 
dissection during VATS lobectomy. However, Watanabe et al. 
reported that the outcomes of VATS lobectomy were comparable 
to those of thoracotomy in clinical N0 but postoperative 
pathological N2 patients (26). Additionally, previous studies 
have compared the efficacy of a lymph node dissection of a VATS 
lobectomy with standard thoracotomy and have demonstrated 
that the results are similar (23,27,28). Nevertheless, it remains 
that in some institutions, preoperative or intraoperative lymph 
node metastasis is a contraindication for a VATS lobectomy and 
mandates conversion if discovered intraoperatively (29).

True pleural symphysis that leads to abandonment of the 
VATS approach is uncommon in our experience, but it may 
represent a contraindication for surgeons without extensive 
experience. Once a space is created when the correct plane in the 
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pleural space is entered, endoscopic adhesiolysis can proceed 
quickly and safely using a combination of sharp and blunt 
dissection under videoscopic vision. VATS has the advantage 
over conventional thoracotomy in visualizing, with high 
resolution for details, the apex and base of the hemithorax.

Relative contraindications include tumors that are visible at 
bronchoscopy and the presence of hilar lymphadenopathy that 
would complicate vascular dissection (benign or malignant). 
Tumors visible in the bronchus by bronchoscopy within 2 cm 
of the origin of the lobe to be resected and where a possible 
sleeve resection might be needed are likely not amenable to 
a VATS approach. Calcified hilar adenopathy, such as with 
histoplasmosis, can likewise complicate vascular dissection (30).

The use of prior thoracic irradiation and induction therapy 
have previously been considered relative contraindications, 
but thoracoscopic lobectomy has been shown to be both safe 
and effective for patients who received induction therapy for 
non-small cell lung cancer (NSCLC) (19,31). Prior thoracic 
surgery, incomplete or absent fissures, and benign mediastinal 
adenopathy should not be considered contraindications. Redo-
VATS surgery has been reported, and prior surgery is no longer 
considered an absolute contraindication to VATS resection (32). 
Though fused fissures present a technical challenge to VATS 
lobectomy, with experience and proper operative planning, 
successful lobectomy can be accomplished—the fused fissure 
should be divided last following the pulmonary vasculature and 
the bronchus. Finally, though chest wall involvement requires 
thoracotomy for resection, VATS can be used to perform the 
lung portion of the surgery and allow placement of the incision 
better situated for the area of the chest wall to be removed.

It is important to note that with improving surgeon 
experience and comfort with VATS lobectomy, just as several 
indications have been modified and expanded, the number 
of contraindications has been reduced. However, there 
remains some institutional variability in contraindications for 
this same reason. In a high-volume tertiary care institution 
experienced in the technique of VATS lobectomy such as our 
own, contraindications evolved to include a narrow patient 
population. Other institutions cite chest wall invasion, tumor 
infiltration beyond the fissure, invasion of the pericardium 
or diaphragm, centrally placed tumors in the hilum and 
adherent to vessels, as well as induction radiotherapy or 
chemotherapy as contraindications (11,33). Nevertheless, we 
do not consider these absolute contraindications. Additionally, 
evidence from our institution has shown VATS lobectomy to 
be safe and technically viable in patients receiving induction 
chemotherapy (19,31). As such, these additional institutional 
contraindications likely represent surgeon comfort and 
experience with VATS techniques rather than those deemed 
necessary for patient safety, anatomical reasons, and complete 
oncological resection.

Conversion to open thoracotomy

Conversion rates for thoracoscopic lobectomy to open 
thoracotomy have been reported to range from 2% to as high 
as 23%, with these higher rates stemming from patients with 
more advanced NSCLC (34-40). Krasna et al. reported an 8% 
conversion rate in 321 patients undergoing VATS procedures 
for various indications (41). Most commonly the conversion 
to thoracotomy was deemed necessary because of oncological 
reasons, such as centrally located tumors requiring vascular 
control or sleeve resection, or unexpected T3-T4 tumors 
that infiltrate to the chest wall, diaphragm, or superior vena 
cava. These authors concluded that abnormal hilar nodes with 
granulomatous or metastatic disease adherent to the superior 
pulmonary vein may be better evaluated and more safely 
resected with thoracotomy. However, about 30% of thoracotomy 
conversions in this series were for non-oncological reasons, such 
as pleural adhesions (41). In the series of the Memorial Sloan-
Kettering Cancer Center Thoracic Service, conversion to open 
thoracotomy because VATS was not “technically adequate” 
occurred in 44/410 patients (11%) (42). In a recent institutional 
study, our conversion rate was 4% (36/916) when patients had 
an attempted VATS lobectomy for lung cancer, with patients 
with clinically node-positive disease (N1-N3) having statistically 
significantly higher conversion rates than clinical N0 patients (43).

Overall, causes of conversion can generally be classified into 
four categories: intraoperative complications (e.g., bleeding 
from vascular injury, usually to branches of the pulmonary 
artery and occasionally injury to the pulmonary vein; bronchus 
injury by the endotracheal tube), technical problems (e.g., 
equipment or stapler malfunction, failure to progress, poor 
visualization), anatomical problems (e.g., absent or thick fissure, 
calcified peri-arterial lymph nodes, diffuse pleural adhesions, 
chest wall invasion, tumor size precluding removal through 
the utility incision, need for sleeve resection), and oncological 
conditions (e.g., intraoperative discovery of N2 tumors, invasion 
of the artery, invasion of the parietal pleura, positive margins 
that need to be extended). However, the ability to predict which 
patients are more likely to require conversion to thoracotomy has 
not been thoroughly addressed to date. Given that studies have 
demonstrated that emergent conversion to open thoracotomy has 
been found to be significantly correlated with VATS-associated 
complications during the first 30 postoperative days (44), the 
ability to anticipate patients that may be high-risk for conversion 
may prevent this unexpected eventuality and its associated 
morbidity.

One of the most dreaded complications for surgeons is 
massive bleeding from pulmonary vessels. Dense adhesive 
disease often increases the risk of vascular injury, necessitating 
conversion to an open procedure. It is important to note 
that even in such cases, dissection of vessels can generally be 
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difficult, and risk of vessel injury and bleeding can be high even 
by thoracotomy. Both Craig et al. and Yim et al. have reported 
mechanical failure of the staplers that resulted in massive 
bleeding (45,46). In these cases, bleeding was controlled by 
pressing on the bleeder with a sponge stick and conversion to 
thoracotomy. It should be pointed out that these are anecdotal 
cases, and the mechanical staplers available now are generally 
very reliable, and while stapler malfunction may occur, it is 
relatively rare. Certain avoidable conditions have been incorrectly 
associated with the stapler. For example, the use of metal clips 
in the hilar dissection is discouraged, as the stapler will not 
function if a clip is included in the stapler’s jaw. Additionally, 
attention to the amount of tension when retracting during the 
stapling of pulmonary artery branches is essential. If excess 
retraction is applied during the stapling process, the arterial 
branch may tear before the completion of the stapling when 
the linear strength of the artery is reduced with the initiation of 
this process. Additionally, several technical developments have 
avoided the bleeding problems and consequent conversion to 
thoracotomy that are pitfalls of VATS techniques (46). These 
include us of visceral pleura to buttress staple lines, routine use 
of vertically apposed staplers, and expertise in extracorporeal 
and intracorporeal knot tying with fine suture.

Nevertheless, these results highlight the fact that even in the 
event of significant bleeding from a major pulmonary vein or 
artery branch injury that cannot be repaired thoracoscopically, 
the source of bleeding can usually be identified and controlled 
with a thoracoscopic instrument to allow controlled and stable 
conversion to thoracotomy. However, these injuries are usually 
managed successfully without conversion by the experienced 
thoracoscopic surgeon. With advanced skill and experience in 
endoscopic suturing, in the event of minor to moderate bleeding 
from the pulmonary vasculature, conversion can often be avoided.

Video equipment malfunctions are unique to VATS compared 
with open thoracotomy. The surgeon must be prepared when 
video equipment failures occur to prevent complications from 
taking place as a result. The operating room team must have 
someone familiar with the set-up of the camera, light source, and 
monitors present at all times as well as the ability to obtain back-
up equipment or contact an expert in the event of equipment 
failure. Additionally, the surgeon and the entire operative 
team must always be prepared with the instruments needed to 
convert to thoracotomy in the event of patient instability or non-
recoverable video equipment problems.

An additionally described cause of conversion to open 
lobectomy is particular to areas in which histoplasmosis is 
endemic, specifically states bordering the Ohio River valley 
and the lower Mississippi River, making the hilar dissection 
challenging (30). In a recent study by Samson et al., patients 
with evidence of calcifications specifically involving the hilum of 
resection had a 37% risk of conversion, and those with evidence 

of calcifications along the bronchial tree, but not along the hilum 
of resection had an intermediate rate of conversion at 25% (47). 
In fact, calcification score was the only predictor of conversion 
to open thoracotomy in multivariable modeling including lobe 
resection, race, gender, reoperation status, age, body mass index, 
tumor size, baseline PFTs, and time since first VATS lobectomy 
case to factor in the possible learning curve effect. In another 
study examining unplanned conversion for VATS lobectomy 
by Park and colleagues, 41% of conversions were due to hilar 
nodal anthracofibrosis and hilar adhesions, and were associated 
with increased operative time and length of stay (48). When the 
authors retrospectively reviewed the CT scans, hilar calcifications 
were seen in 71% of these patients. In these cases, careful review 
of the preoperative chest CT scan is essential, focusing on 
calcifications in the hilum, especially at the origin of the lobar 
bronchus that is to be divided. To date, however, there are few 
studies evaluating the role of imaging studies in selecting the 
surgical approach for lobectomy, and those that do are limited 
to the size and location of the tumor. Mason and colleagues 
evaluated the role of imaging studies in predicting complications 
associated with VATS and demonstrated that pleural thickening 
and calcifications on CT or chest X-ray predicted difficulties (49). 
However, this study included all VATS procedures with only a 
small number of lobectomies.

Samson and colleagues additionally demonstrated, not 
surprisingly, that when compared with completed VATS, 
converted VATS operations were significantly more likely to 
result in postoperative atrial fibrillation, increased length of 
stay, increased duration of chest tube drainage, longer surgery 
time, and increase in estimated blood loss (47). Interestingly, on 
comparison of converted VATS to planned open thoracotomy, 
VATS conversion was only an independent predictor of longer 
length of stay, and combined mortality and morbidity were 
similar. In fact, several studies have examined the implications 
of unplanned conversion from VATS to thoracotomy. One 
study evaluated the outcomes in 26 patients who underwent 
a converted VATS procedure and compared them with the 
outcomes of 52 patients who underwent a planned thoracotomy. 
There were no significant differences between the groups in 
perioperative (30-day) or long-term outcomes (50). Sawada 
and colleagues found that VATS conversion was associated with 
increased blood loss, perioperative complications, and length of 
surgery compared with completed VATS, similar to the recent 
data of Samson and colleagues (47,51). Nevertheless, these 
authors concluded that patients with evidence of calcifications 
involving the hilum of resection can undergo attempted VATS 
lobectomy, but perhaps this should not be attempted during the 
learning curve or by surgeons who are not as experienced with 
open pulmonary resection in these patients.

The number of patients undergoing VATS lobectomy as 
opposed to an open procedure has significantly increased over 
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recent years but conversion rates have fallen (52). The anticipated 
learning curve for an advanced minimally invasive procedure 
can be clearly tracked. Cause of conversion initially was for a 
variety of reasons, but with experience and as confidence levels 
increased, reason for conversion for anatomical reasons has 
also increased, possibly reflecting bolder patient selection or 
discomfort with a perceived anatomical problem, such as chest 
wall adhesions. In addition, there are oncological reasons a 
decision to convert may be taken, with tumor size and location 
and extranodal invasion by a metastatic node being obvious 
markers. However, apart from the latter case, the decision of 
conversion depends solely on the surgeon’s preference. Several 
reports have supported the use of VATS for complete lymph 
node dissection and showed no significant differences in survival 
or recurrence between VATS and thoracotomy (8,53-55). Thus, 
in cases of gross lymph node metastasis, the decision to convert 
must be carefully weighed.

But as programs developed, despite increasing numbers 
of VATS resections, conversions for anatomical reasons have 
tended to fall as have conversions for vascular injury (53). This 
is explained by the experience gained in vascular dissection 
and in the management of the fissure, particularly in complex 
cases, post-chemotherapy patients and even reoperations. The 
nature of the conversion and whether conversion is controlled 
is important both for the obvious safety aspects of the patient 
but also for how smoothly the minimally invasive approach is 
perceived amongst colleagues as well as the confidence of the 
surgeons performing the VATS lobectomy.

Generally, high conversion rates have declined as surgeons 
became more familiar with advanced thoracoscopic lobectomy, 
an operation with a challenging learning curve. This trend has 
been demonstrated previously, with a decreasing proportion 
of conversions as an increasing number of thoracoscopic 
lobectomies were performed for advanced-stage disease (35). 
And although conversion to thoracotomy should always be 
considered as a tool available to manage any unexpected 
situation, conversion rates have been shown to be as low as 1.6% 
to 2.5% in large series by experienced thoracoscopic surgeons 
(35,56). Further, though it is clear that the accumulation of 
experience has improved the surgical team’s skill, allowing 
them to avoid and/or manage problems, resulting in a 
reduced conversion rate, these results also suggest that there 
remains a patient population in which VATS lobectomy is 
difficult to perform. It is generally accepted that dense hilar 
lymphadenopathy, pleural symphysis and fused fissure make 
VATS lobectomy difficult, and increase the likelihood of 
conversion to an open procedure. Specifically, persistent air leak 
beyond seven days was the most common morbidity seen in 
earlier experience and almost certainly related to hilar dissection 
when the fissures were incomplete (57).

Ultimately, the decision for conversion is left to each surgeon’s 

skills and patience. It is difficult to establish any guideline for the 
conversion; however, our approximate timing of the decision 
for conversion is as follows: in cases with bleeding, as previously 
described, a sponge stick is first applied in order to tamponade 
the bleeding. Once the bleeding is controlled, a decision about 
whether or not the repair can be performed under VATS is made. 
When the bleeding cannot be controlled or repair seems to be 
difficult under VATS, conversion to thoracotomy is considered. In 
cases with a fused fissure or dense hilar lymphadenopathy, if the 
pulmonary artery cannot be isolated, conversion is considered.

Finally, although it may ultimately be difficult to predict 
who will require conversion from VATS to open surgery, there 
are a few important considerations regarding this matter. First, 
one of the advantages of VATS lobectomy is the magnified 
visualization it affords, which is useful for dissecting vessels 
or identifying small bleeders and makes this technique useful 
even in cases where conversion to an open procedure may be 
considered likely preoperatively. Secondly, after the surgeon’s 
learning curve with advanced VATS techniques is surpassed 
and the conversion rate presumable reaches its nadir, attempts 
at decreasing conversion rates may only serve to delay the 
timing of conversion and increase the risks. The first objective 
of the operation is to perform a safe and complete resection. 
Once problems arise, repair takes a longer time, and the risks 
are increased. It is important not only to plan safe maneuvers to 
avoid problems, but also to have the courage to convert if there is 
any sense of discomfort experienced by the surgeon with VATS. 
Finally, long-term outcome is an important parameter to evaluate 
the safety and feasibility of converted VATs lobectomy. Jones 
et al. reported that the long-term outcome of converted VATS 
lobectomy for lung cancer was equivalent to that of successful 
VATS lobectomy (50). Therefore, it is reasonable to conclude 
that VATSs lobectomy is feasible for lung cancer surgery even 
from the viewpoint of the safety rate of converted VATS.

Conclusions

VATS was introduced nearly 20 years ago. Since then, VATS has 
experienced major advances in both equipment and technique, 
especially for the treatment of benign lung disease (58). With 
the accumulation of experience for the treatment of benign 
diseases, VATS has gradually begun to be employed for 
radical resection of lung cancer (3,4). VATS lobectomy is now 
considered standard in thoracic surgery, with acceptable safety 
and efficacy for both lung cancer and benign lung diseases 
(59,60). Several investigators have reported that the outcomes 
of VATS lobectomy for lung cancer are comparable to those of 
thoracotomy (35,38,61,62). While no large, controlled studies 
have been conducted to compare VATS with thoracotomy, it 
is now generally accepted that the outcomes of VATS are not 
inferior to those of thoracotomy. However, another concern is 



Journal of Thoracic Disease, Vol 5, Suppl 3 August 2013 S187

the safety of VATS lobectomy. Subsequent to VATS lobectomy, 
perioperative complications and mortality have been reported 
to occur at rates of approximately 5-32% and 0-7%, respectively; 
these rates are also generally accepted to be comparable to those 
reported for thoracotomy (35,38,63,64).

However, VATS lobectomy sometimes requires, for a variety 
of reasons, emergency conversion to thoracotomy. There are 
difficulties with the procedure, including a narrow view angle, 
complicating conditions such as pleural adhesions and dense 
hilar lymphadenopathy, oncologic problems if the disease is lung 
cancer, and the surgeon’s discomfort with VATS instruments. 
As such, even though the technical safety of VATS lobectomy 
is widely accepted, there remains a range of situations that can 
result in unplanned conversion to open thoracotomy during the 
procedure, especially during a surgeon’s training period (30).

The most important concern with unplanned conversions is 
the possible increased risk of mortality, morbidity, and cancer 
recurrence. Patients who undergo unplanned conversion to open 
thoracotomy most likely experience a longer operating time, 
extra lung manipulation, increased risk of injury to adjacent 
tissue, and increased blood loss, which may all adversely affect 
the outcome. And although the safety and efficacy of successful 
VATS lobectomy has been documented by many authors, there 
are fewer data regarding failed VATS lobectomy. The few studies 
regarding this problem report no significant increase in mortality 
or morbidity (50,51). Apart from vascular and bronchial 
injuries, which result from technical problems, the other causes 
of conversion may be predictable preoperatively. For example, in 
light of clear hilar calcifications on preoperative CT, conversions 
due to anthracofibrosis may be able to be anticipated. Certain 
vascular anomalies resulting in conversion are often visible on 
preoperative enhanced CT. Finally, preoperative PET scans 
can show a high probability of lymphatic metastasis in cases 
converted because of gross metastasis of these lymph nodes. 
Although unexpected conversion to thoracotomy during VATS 
does not appear to compromise prognosis, the decision to 
convert must be made promptly to reduce the operating time, 
blood loss, and possible complications. Accordingly, when 
attempting a VATS procedure, access ports must be placed to 
facilitate immediate conversion to open thoracotomy and to 
support instrument manipulation and anatomic accessibility 
of the stapler to close vessels and the bronchus. And in the 
context of narrowing contraindications for VATS lobectomy 
and surgeons overcoming the learning curve associated with 
increasingly complex resections, conversion should not be 
regarded as a surgical failure but rather as a way to safely 
complete resections in a traditional manner.

Acknowledgements

Disclosure: The authors declare no conflict of interest.

References

1. Daniels LJ, Balderson SS, Onaitis MW, et al. Thoracoscopic lobectomy: a 

safe and effective strategy for patients with stage I lung cancer. Ann Thorac 

Surg 2002;74:860-4.

2. Swanson SJ, Herndon JE 2nd, D’Amico TA, et al. Video-assisted thoracic 

surgery lobectomy: report of CALGB 39802--a prospective, multi-

institution feasibility study. J Clin Oncol 2007;25:4993-7.

3. Roviaro G, Rebuffat C, Varoli F, et al. Videoendoscopic pulmonary 

lobectomy for cancer. Surg Laparosc Endosc 1992;2:244-7.

4. Landreneau RJ, Hazelrigg SR, Ferson PF, et al. Thoracoscopic resection of 

85 pulmonary lesions. Ann Thorac Surg 1992;54:415-9; discussion 419-20.

5. Lewis RJ, Sisler GE, Caccavale RJ. Imaged thoracic lobectomy: should it be 

done? Ann Thorac Surg 1992;54:80-3.

6. Paul S, Altorki NK, Sheng S, et al. Thoracoscopic lobectomy is associated 

with lower morbidity than open lobectomy: a propensity-matched analysis 

from the STS database. J Thorac Cardiovasc Surg 2010;139:366-78.

7. Tomaszek SC, Cassivi SD, Shen KR, et al. Clinical outcomes of video-

assisted thoracoscopic lobectomy. Mayo Clin Proc 2009;84:509-13.

8. Shiraishi T, Hiratsuka M, Yoshinaga Y, et al. Thoracoscopic lobectomy 

with systemic lymph node dissection for lymph node positive non-small 

cell lung cancer--is thoracoscopic lymph node dissection feasible? Thorac 

Cardiovasc Surg 2008;56:162-6.

9. Ceppa DP, Kosinski AS, Berry MF, et al. Thoracoscopic lobectomy has 

increasing benefit in patients with poor pulmonary function: a society of 

thoracic surgeons database analysis. Ann Surg 2012;256:487-93.

10. McKenna RJ Jr, Houck WV. New approaches to the minimally invasive 

treatment of lung cancer. Curr Opin Pulm Med 2005;11:282-6.

11. Hansen HJ, Petersen RH. Video-assisted thoracoscopic lobectomy using a 

standardized three-port anterior approach—the Copenhagen experience. 

Ann Cardiothorac Surg 2012;1:70-6.

12. Meyer DM. Preoperative assessment for video-assisted thoracic surgery. In: 

Yim APC, Hazelrigg SR, Izzat MB, et al. eds. Minimal access cardiothoracic 

surgery. Philadelphia: WB Saunders, 2000:52-67.

13. Demmy TL, Curtis JJ. Minimally invasive lobectomy directed toward frail and 

high-risk patients: a case-control study. Ann Thorac Surg 1999;68:194-200.

14. Garzon JC, Ng CS, Sihoe AD, et al. Video-assisted thoracic surgery 

pulmonary resection for lung cancer in patients with poor lung function. 

Ann Thorac Surg 2006;81:1996-2003.

15. Berry MF, Villamizar-Ortiz NR, Tong BC, et al. Pulmonary function tests 

do not predict pulmonary complications after thoracoscopic lobectomy. 

Ann Thorac Surg 2010;89:1044-51; discussion 1051-2.

16. Berry MF, Hanna J, Tong BC, et al. Risk factors for morbidity after 

lobectomy for lung cancer in elderly patients. Ann Thorac Surg 

2009;88:1093-9.

17. Berry MF, D’Amico TA. Complications of thoracoscopic pulmonary 

resection. Semin Thorac Cardiovasc Surg 2007;19:350-4.

18. Ginsberg RJ, Rubinstein LV. Randomized trial of lobectomy versus limited 

resection for T1 N0 non-small cell lung cancer. Lung cancer study group. 

Ann Thorac Surg 1995;60:615-22; discussion 622-3.

19. Petersen RP, Pham D, Toloza EM, et al. Thoracoscopic lobectomy: a safe 



Hanna et al. VATS lobectomy contraindications & conversionS188

and effective strategy for patients receiving induction therapy for non-small 

cell lung cancer. Ann Thorac Surg 2006;82:214-8; discussion 219.

20. Balsara KR, Balderson SS, D’Amico TA. Surgical techniques to avoid 

parenchymal injury during lung resection (fissureless lobectomy). Thorac 

Surg Clin 2010;20:365-9.

21. Mahtabifard A, Fuller CB, McKenna RJ Jr. Video-assisted thoracic surgery 

sleeve lobectomy: a case series. Ann Thorac Surg 2008;85:S729-32.

22. Burfiend WR, D’Amico TA. Thoracoscopic lobectomy. Operat Tech Thorac 

Cardiovasc Surg 2004;9:98-114.

23. Sagawa M, Sato M, Sakurada A, et al. A prospective trial of systematic nodal 

dissection for lung cancer by video-assisted thoracic surgery: can it be 

perfect? Ann Thorac Surg 2002;73:900-4.

24. Naruke T, Tsuchiya R, Kondo H, et al. Lymph node sampling in lung 

cancer: how should it be done? Eur J Cardiothorac Surg 1999;16:S17-24.

25. Yim AP. VATS major pulmonary resection revisited--controversies, 

techniques, and results. Ann Thorac Surg 2002;74:615-23.

26. Watanabe A, Mishina T, Ohori S, et al. Is video-assisted thoracoscopic 

surgery a feasible approach for clinical N0 and postoperatively pathological 

N2 non-small cell lung cancer? Eur J Cardiothorac Surg 2008;33:812-8.

27. Kaseda S, Hangai N, Yamamoto S, et al. Lobectomy with extended lymph 

node dissection by video-assisted thoracic surgery for lung cancer. Surg 

Endosc 1997;11:703-6.

28. Watanabe A, Koyanagi T, Ohsawa H, et al. Systematic node dissection by 

VATS is not inferior to that through an open thoracotomy: a comparative 

clinicopathologic retrospective study. Surgery 2005;138:510-7.

29. R ov iaro G, Varoli  F,  Vergani C, et  al .  Long-term sur v ival  after 

videothoracoscopic lobectomy for stage I lung cancer. Chest 2004;126:725-32.

30. Reed MF, Lucia MW, Starnes SL, et al. Thoracoscopic lobectomy: 

introduction of a new technique into a thoracic surgery training program. J 

Thorac Cardiovasc Surg 2008;136:376-81.

31. Petersen RP, Pham D, Burfeind WR, et al. Thoracoscopic lobectomy 

facilitates the delivery of chemotherapy after resection for lung cancer. Ann 

Thorac Surg 2007;83:1245-9; discussion 1250.

32. Yim AP, Liu HP, Hazelrigg SR , et al. Thoracoscopic operations on 

reoperated chests. Ann Thorac Surg 1998;65:328-30.

33. Loscertales J, Quero Valen Zuela F, Congregado M, et al. Video-assisted 

thoracic surgery lobectomy: results in lung cancer. J Thorac Dis 2010;2:29-35.

34. Hennon M, Sahai RK, Yendamuri S, et al. Safety of thoracoscopic lobectomy 

in locally advanced lung cancer. Ann Surg Oncol 2011;18:3732-6.

35. McKenna RJ Jr, Houck W, Fuller CB. Video-assisted thoracic surgery 

lobectomy: experience with 1,100 cases. Ann Thorac Surg 2006;81:421-5; 

discussion 425-6.

36. Roviaro G, Varoli F, Vergani C, et al. Video-assisted thoracoscopic major 

pulmonary resections: technical aspects, personal series of 259 patients, 

and review of the literature. Surg Endosc 2004;18:1551-8.

37. Solaini L, Prusciano F, Bagioni P, et al. Video-assisted thoracic surgery 

(VATS) of the lung: analysis of intraoperative and postoperative 

complications over 15 years and review of the literature. Surg Endosc 

2008;22:298-310.

38. Walker WS, Codispoti M, Soon SY, et al. Long-term outcomes following 

VATS lobectomy for non-small cell bronchogenic carcinoma. Eur J 

Cardiothorac Surg 2003;23:397-402.

39. Gharagozloo F, Tempesta B, Margolis M, et al. Video-assisted thoracic 

surgery lobectomy for stage I lung cancer. Ann Thorac Surg 2003;76:1009-

14; discussion 1014-5.

40. Nomori H, Horio H, Naruke T, et al. W hat is the advantage of a 

thoracoscopic lobectomy over a limited thoracotomy procedure for lung 

cancer surgery? Ann Thorac Surg 2001;72:879-84.

41. Krasna MJ, Deshmukh S, McLaughlin JS. Complications of thoracoscopy. 

Ann Thorac Surg 1996;61:1066-9.

42. Yim AP. Port-site recurrence following video-assisted thoracoscopic 

surgery. Surg Endosc 1995;9:1133-5.

43. Villamizar NR, Darrabie M, Hanna J, et al. Impact of T status and N status 

on perioperative outcomes after thoracoscopic lobectomy for lung cancer. J 

Thorac Cardiovasc Surg 2013;145:514-20; discussion 520-1.

44. Winter H, Meimarakis G, Pirker M, et al .  Predictors of general 

complications after video-assisted thoracoscopic surgical procedures. Surg 

Endosc 2008;22:640-5.

45. Yim AP, Ho JK . Malfunctioning of vascular staple cutter during 

thoracoscopic lobectomy. J Thorac Cardiovasc Surg 1995;109:1252.

46. Craig SR, Walker WS. Potential complications of vascular stapling in 

thoracoscopic pulmonary resection. Ann Thorac Surg 1995;59:736-7; 

discussion 737-8.

47. Samson P, Guitron J, Reed MF, et al. Predictors of conversion to 

thoracotomy for video-assisted thoracoscopic lobectomy: a retrospective 

analysis and the influence of computed tomography-based calcification 

assessment. J Thorac Cardiovasc Surg 2013;145:1512-8.

48. Park JS, Kim HK, Choi YS, et al. Unplanned conversion to thoracotomy 

during video-assisted thoracic surgery lobectomy does not compromise the 

surgical outcome. World J Surg 2011;35:590-5.

49. Mason AC, Krasna MJ, White CS. The role of radiologic imaging in 

diagnosing complications of video-assisted thoracoscopic surgery. Chest 

1998;113:820-5.

50. Jones RO, Casali G, Walker WS. Does failed video-assisted lobectomy for 

lung cancer prejudice immediate and long-term outcomes? Ann Thorac 

Surg 2008;86:235-9.

51. Sawada S, Komori E, Yamashita M. Evaluation of v ideo-assisted 

thoracoscopic surgery lobectomy requiring emergency conversion to 

thoracotomy. Eur J Cardiothorac Surg 2009;36:487-90.

52. Gazala S, Hunt I, Valji A, et al. A method of assessing reasons for conversion 

during video-assisted thoracoscopic lobectomy. Interact Cardiovasc Thorac 

Surg 2011;12:962-4.

53. Kim K, Kim HK, Park JS, et al. Video-assisted thoracic surgery lobectomy: 

single institutional experience with 704 cases. Ann Thorac Surg 

2010;89:S2118-22.

54. Shaw JP, Dembitzer FR, Wisnivesky JP, et al. Video-assisted thoracoscopic 

lobectomy: state of the art and future directions. Ann Thorac Surg 

2008;85:S705-9.

55. Kim HK, Choi YS, Kim J, et al. Outcomes of unexpected pathologic N1 and 

N2 disease after video-assisted thoracic surgery lobectomy for clinical stage 

I non-small cell lung cancer. J Thorac Cardiovasc Surg 2010;140:1288-93.

56. Onaitis MW, Petersen RP, Balderson SS, et al. Thoracoscopic lobectomy is 



Journal of Thoracic Disease, Vol 5, Suppl 3 August 2013 S189

a safe and versatile procedure: experience with 500 consecutive patients. 

Ann Surg 2006;244:420-5.

57. Yim AP, Ko KM, Chau WS, et al. Video-assisted thoracoscopic anatomic 

lung resections. The initial Hong Kong experience. Chest 1996;109:13-7.

58. Levi JF, Kleinmann P, Riquet M, et al. Percutaneous parietal pleurectomy 

for recurrent spontaneous pneumothorax. Lancet 1990;336:1577-8.

59. Nicastri DG, Wisnivesky JP, Litle VR, et al. Thoracoscopic lobectomy: 

report on safety, discharge independence, pain, and chemotherapy 

tolerance. J Thorac Cardiovasc Surg 2008;135:642-7.

60. Yan TD, Black D, Bannon PG, et al. Systematic review and meta-analysis 

of randomized and nonrandomized trials on safety and efficacy of video-

assisted thoracic surgery lobectomy for early-stage non-small-cell lung 

cancer. J Clin Oncol 2009;27:2553-62.

61. Shigemura N, Akashi A, Funaki S, et al. Long-term outcomes after a variety 

of video-assisted thoracoscopic lobectomy approaches for clinical stage 

IA lung cancer: a multi-institutional study. J Thorac Cardiovasc Surg 

2006;132:507-12.

62. Sakuraba M, Miyamoto H, Oh S, et al. Video-assisted thoracoscopic 

lobectomy vs. conventional lobectomy via open thoracotomy in patients 

with clinical stage IA non-small cell lung carcinoma. Interact Cardiovasc 

Thorac Surg 2007;6:614-7.

63. Lewis RJ, Caccavale RJ, Bocage JP, et al. Video-assisted thoracic surgical 

non-rib spreading simultaneously stapled lobectomy: a more patient-

friendly oncologic resection. Chest 1999;116:1119-24.

64. Whitson BA, Andrade RS, Boettcher A, et al. Video-assisted thoracoscopic 

surgery is more favorable than thoracotomy for resection of clinical stage I 

non-small cell lung cancer. Ann Thorac Surg 2007;83:1965-70.

Cite this article as: Hanna JM, Berry MF, D’Amico 

TA. Contraindications of video-assisted thoracoscopic 

surgical lobectomy and determinants of conversion 

to open. J Thorac Dis 2013;5(S3):S182-S189. doi: 

10.3978/j.issn.2072-1439.2013.07.08


