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Currently, surgery is still the most effective treatment for 
early-stage non-small cell lung cancer (NSCLC) in operable 
patients. The standard recommended procedure consists 
in a pulmonary resection that includes the tumor and a 
lymphadenectomy of the hilar and mediastinal lymph nodes 
(LNs). In right tumors, the recommended mediastinal 
lymphadenectomy is the resection of stations 2R, 4R, 7, 8 
and 9. Whereas in left tumors, it is the resection of stations 
4L, 5, 6, 7, 8 and 9 (1,2).

Although this is what guides recommend, the resection 
of station 4L has always been very controversial. Its access 
from the left hemithorax requires reaching out to the 
paratracheal space dissecting through the aorta and the 
pulmonary artery, just where the recurrent laryngeal nerve 
(RLN) leaves the vagus nerve. With a delicate technique, 
it isn’t difficult to avoid vascular injuries; but nerves are 
delicate structures and, in this particular case, the anatomy 
is whimsical (3). It is because of this reason, that us surgeons 
sometimes “forget” to resect this station. The consequences 
of a postoperative recurrent laryngeal nerve palsy (RLNP) 
are variable, they include dysphonia, dyspnea, difficulty to 
cough and choking. Sometimes, these consequences can be 
transitory or so mild that patients will only be aware of a 
hoarse voice, but they can also be permanent or as severe as 
to put life at risk.

Hanaoka et al. (4), describe their results about the 

dissection of station 4L in 139 patients with tumors in the 
left upper lobe. LN dissection of station 4L revealed LN 
metastasis in 9 patients (6.47%). Among these nine node-
positive patients at station 4L, 6 (66.7%) did not undergo 
mediastinoscopy, while the remaining 3 (33.3%) were node-
negative on mediastinoscopy. Twenty patients had a RLNP 
(14.39%). Fourteen of them (70%) recovered spontaneously 
in an average of 5.71 months, whereas 3 (15%) required 
surgical intervention. Aspiration pneumonia associated with 
RLNP was observed in 4 patients (20%); however, none 
of the patients died. Other complications associated with 
RLNP were atelectasis in 2 patients and sputum retention 
in 1 patient. In their analysis, station 4L LN dissection was 
an independent risk factor for RLNP, and the use of an 
energy device near the RLN was a significant risk factor for 
this injury. 

In modern surgery, not using an electric scalpel or energy 
device is almost unthinkable once you’ve tried its wonders. 
But as authors have described in their study (4), working 
with a monopolar electric scalpel in such a reduced space 
should be considered forbidden. The new energy devices 
(advanced bipolar, harmonic devices and other vessel sealing 
systems) have the advantage of being more versatile and 
scatter less heat, but they can also produce undesired effects 
even when in good hands (5).

If there is something we can learn from thyroid surgery, 
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is that the best way to avoid damages in the RLN is seeing 
it, but this dissection should be very painstaking (6). To 
help in this area, the intraoperative control of the RLN has 
been described, a technique specially carried out in thyroid 
surgery but also in tracheal (7) and esophageal (8) surgery. 
Nevertheless, its use does not always avoid RLN injuries (9)  
and its implementation in pulmonary resection with 
mediastinal lymphadenectomy surgeries has not been very 
well received (10,11).

On the other hand, it is known that the mediastinal LN 
infiltration in patients with NSCLC is a very important 
prognostic factor. It modifies the stage of the disease and 
adds the need for further treatments beyond surgery (1).  
In the present study, authors have confirmed that 
pathological N stage ≥2 was an independent prognostic 
factor for disease-free survival (4). However, the literature 
is ambiguous in so far as the prognosis of patients with 
positive 4L station (12-15). Nonetheless, and although we 
don’t know the exact role lymphadenectomy plays in the 
long-term prognosis of NSCLC operated patients (16), 
the histological study of station 4L should be mandatory in 
all left tumors. However it is also true that certain authors 
recommend adopting a lobe-specific lymph node dissection 
policy in tumors smaller than 2 cm (17), thus avoiding 4L 
resection in small left lower lobe tumors; and others only in 
case there is confirmed affectation of station 10L (14). As 
alternative methods for station 4L histological study from 
the hemithorax, we have endo-bronchial ultrasonography 
(EBUS), mediastinoscopy, video-assisted mediastinoscopic 
lymphadenectomy (VAMLA) and transcervical extended 
mediastinal lymphadenectomy (TEMLA); all of which have 
more or less possibilities of false negatives and risk of RLN 
injuries, apart from other specific risks to the techniques (18).

Without a doubt, the work done by Hanaoka et al. (4),  
brings us back to the dilemma of stage 4L. Even if the 
majority of the RLNP are temporary (neuroapraxia): 
does detecting more pN2 patients who are non-detected 
with other techniques justify having a greater amount of a 
complication that can be severe? In the present study, only 
9 patients were diagnosed with pN2 and 20 RLN injuries 
were produced, most of them temporary and, fortunately, 
without repercussions in mortality (4). Maybe the wisest 
answer would be that station 4L biopsy or resection is only 
justified in patients with high probability of N2 (suspicious 
4L in CT o PET-CT, central tumors or T>3 cm and 
positive N1), but others will say that in experienced hands, 
the biopsy or resection of 4L is safe and feasible, so the 
controversy is served (again). You move.
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