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In this article, we respond to the comments made by Dr. 
Hanna, Drs. Kim and Jeong on “Robotic-assisted right 
medial and anterior basal segmentectomy (S7+S8)”. Firstly, 
I want to explain why we did not describe any dissection of 
the N2 nodal stations as questioned by Dr. Hanna. We have 
described N2 nodal dissection in our previously published 
article (1). For this patient, we simply focused on sharing a 
step-by-step right S7+8 segmentectomy, and thus did not 
feel the need to describe N2 lymph node dissection. For 
pathologically confirmed lung cancer patients, we also start 
with a posterior mediastinal dissection in the same way that 
Dr. Hanna does.

Both Dr. Hanna and Dr. Kim shared with us a different 
4-arm approach for the basal segmentectomy. At first, we 
also adopted the completely portal robotic lobectomy with 
the 4-arm (CPRL-4) technique, but with the accumulation 
of surgical experience, we gradually developed this new 
3-arm port placement strategy, with the bedside assistant 
playing a crucial part in the surgery. Compared to the 
port incision, the utility incision allows for more than one 
surgical instrument to pass through at the same time, so that 
all the dissecting, retracting, and transecting procedures can 
be done by the bedside assistant, which can facilitate the 
surgery. It is obvious that with fewer intercostal space (ICS) 
involved, patients might suffer less postoperative pain, but 
an extra port incision itself might also increase the pain. 
Therefore, which technique is less painful still needs to be 
clarified further.

Drs. Kim and Jeong have also done excellent work on 
robotic surgery. However, unlike their conclusions, our 
results confirm that 3-port robotic assisted lobectomy 
(RAL3) is safer than video-assisted lobectomy (VAL) 
when considering its less intraoperative blood loss, 
shorter draining time, shorter postoperative length of stay, 
comparable operative time, and conversion and re-operation 
rate for early-stage NSCLC (1). The higher cost of robotic 
surgery is the main disadvantage compared to VATS. Our 
technique allows the assistant to expose the surgical field 
with one suction tip and one grasper, which is more flexible 
and time-saving than the CPRL-4 technique.

We are in complete agreement with that the new 
mapping techniques like 3D CT and ICG injection are 
necessary. Margin is the major concern when you choose 
to do a sublobar resection, while intersegmental plane 
identification is the key component for a segmentectomy. 
For lesions that do not situate nicely in a segment, we 
usually preoperatively localize the lesion with computed 
tomography-guided hook wire. However, this technique 
is invasive and unpleasant for patients. Obviously, the 
indocyanine green (ICG) near-infrared fluorescence 
localization technique is more minimally invasive and 
convenient, and could well complement the shortcomings 
of hook wire localization (2).

We highly appreciate the work done by Drs. Waël 
C. Hanna, Do Yeon Kim, and Jin Yong Jeong for their 
comments on our article.
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