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Fig. 1. Incisions usaed for (a) thoracowmy and (h) video-assisted thoracoscopic lobectomy.



“Passaggi Evolutivi di Tecnica Chirurgica”
dalla "Open” alla "RATS”
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AGGIORMENTO TECNOLOGICO ALLA
MININVASIVITA” PER COMPETERE CON | MIGLIORI CENTRI DI

CHIRURGIA ITALIANI ED EUROPELI.

LE NOSTRE SALE OPERATORIE SONO DOTATE DI TUTTI | PIU" MODERNI
DEVICES CHE LA TECNOLOGIA Cl OFFRE COME AD ESEMPIO:
*RETRATTORI CUTANEI TIPO ALEXIS

*COLONNE TORACO-LAPAROSCOPICHE 2D-3D FULL-HD
*BISTURI A ULTRASUONI NEW GENERATION

*STAPLER POWERED AUTOMATICHE ROBOTIZZATE

*LASER

*DISPOSITIVI MEDICI - PERISTRIP

*PLEUREVAC CON CONTEGGIO DIGITALE DELLE PERDITE AEREE
*ROBOT CHIRURGICO “DA VINCI”

SONICISION
ULTRASUONI
CORDLESS

COLONNE
LAPAROSCOPICHE
3D- FULL HD

SUTURATRICI
ROBOTICHE

MAXI SCHERMO FULL
HD

ROBOT DA VINCI X i



DEFINIZIONE:

“Hybrid Surgery”

Minitoracotomia anterolaterale muscle sparing Video Assistita

OPEN SURGERY HYBRID SURGERY VATS

A parlta di radicalita oncologlca mtendlamo una tecnica chlrurqma”‘
meta strada” tra quella tradizionale e quella della VATS-lobectomy.




Definizione di " Chirurgia ibrida”

Questa tecnica rientra in quella che viene definita come “"MITS”
(Minimally Invasive Thoracic Surgery). Tema affrontato con
I'analisi della Letteratura piU recente ed i risultati di una survey
internazionale messa a punto dalla ESTS con il supporto di
CTSnet.



& NCBI  Resources @ How To @

Publfed ¢ PubMed V|| [ Search

US Mational Library of Medicine
Nationsl Institutes of Health Advanced

Abstract » Send to: «

Thorac Surg Clin. 2008 Aug;18(3):235-47. doi- 10.1016/.thorsurg. 2008 06.002

The variability of practice in minimally invasive thoracic surgery for pulmonary resections.
Rocco G, Internullo E, Cassivi SD, Van Raemdonck D, Ferguson MK

# Author information

Abstract

Thoracic surgeons participating in this survey seemed to have clearly indicated their perception of VATS major lung resections, in particular VATS
lobectomy. 1. The acronym VATS as a short form of "video-assisted thoracic surgery" was the preferred terminology. 2. According to the respondents,
the need or use of rib spreading served as the defining characteristic of "open" thoracic surgery. 3. It was most commonly suggested that VATS
lobectomy is performed by means of two or three port incisions with the addition of a minithoracotomy or access incision. 4. Rib spreading (shearing)
was not deemed acceptable as part of a strictly defined VATS procedure. 5. Although there was no general consensus, respondents suggested that
the preferred approach for visualization in a VATS procedure was only through the video monitor. 6. Although minimally invasive procedures for lung
resection are still mainly being used for diagnostic and minor therapeutic purposes, young surgeons seemed to be more likely to recommend VATS
lung surgery for major pulmonary resections than their more senior colleagues. 7. The survey confirmed that the use of the standard posterolateral
thoracotomy is still widespread. Almost 40% of the surgeons claimed to use the standard posterolateral thoracotomy for more than 50% of their cases

invasive approaches for major pulmonary resections, however, is already well within sight. Given the results of the ESTS survey supporting a stepwise
teaching process leading to VATS lobectomy, hybrid and minimally invasive open lung resections (discussed elsewhere in this issue) collectively
defined as MITS may serve as starting point in this process to expand the appropriate use of VATS lobectomy in the modern thoracic surgical practice.

of minimally invasive thoracic surgical practice. 11. Any lack of popularity of VATS lobectomy was presumed to be caused by several equally important
factors. Resistance to change by more senior surgeons ranked highly among younger surgeons, however, as an explanation for the slow adoption of
this technique. Senior surgeons. however, seemed to focus their attention on the steep learning curve of VATS lobectomy. In addition, surgeons from
middle- to low-income countries recognized certain financial and logistic difficulties as major determinants of the lack of popularity of VATS lobectomy.
12. Most surgeons thought that robotic thoracic surgery represented an evolution of VATS. Nevertheless, almost 30% did not think current robotic
methods meet the criteria for minimally invasive surgery. More than 90% of the participants stated that they did not perform robotic thoracic surgery.
This was reportedly because of costs. but also because of the fact that robotic approaches have not yet demonstrated a distinct advantage over
nonrobotic VATS procedures. 13. It was suggested that in every unit or department there should be at least one surgeon with a specific interest and
capability in VATS lobectomy. The younger surgeons. however, seemed to envisage more widespread competency being optimal. 14. Most suggested
that training in VATS lobectomy be done in a stepwise fashion starting from the classical open technique. Older surgeons wanted to see this as an
extracurricular activity following completion of the current training curriculum rather than included in the traditional training program. In the opinion of
the thoracic surgecns taking part in this survey, pulmonary resections not performed according to these standards could not be called VATS
procedures but should be included within the MITS category at large, along with other diagnostic and therapeutic interventions. In addition, the survey
confirmed that the time-honored muscle-dividing thoracotomy is still widely used. The opportunity for a progressive move toward the routine use of less
invasive approaches for major pulmonary resections, however, is already well within sight. Given the results of the ESTS survey supporting a stepwise
teaching process leading to VATS lobectomy, hybrid and minimally invasive open lung resections (discussed elsewhere in this issue) collectively
defined as MITS may serve as starting point in this process to expand the appropriate use of VATS lobectomy in the modern thoracic surgical practice.




Potenziali vantaggi Clinici della mini-invasivita

® < trauma tissutale

®* < complicanze

®* < tempo di ospedalizzazione

®* < dolore

* < perdite ematiche

®* + veloce rientro alla vita ordinaria
® Migliore qualita di vita

Migliore ottimizzazione della chemioterapia adiuvante
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GENERAL THORACIC SURGERY

Thoracoscopic lobectomy is associated with lower morbidity than
open lobectomy: A propensity-matched analysis from the p—
STS database
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LUNG CANCER

In-hospital Clinical and Economic
Consequences of Pulmonary Wedge
Resections for Cancer Using Video-Assisted
Thoracoscopic Techniques vs Traditional
Open Resections

A Retrospective Database Analysis

John A. Howington, MD, FCCF; Candace 1. Cunnarsson, EdD; Michael A. Maddaus, MD;

Robert ]. McKenna, MD: Bryan F. Meyers, MD, FCCP; Daniel Miller, MD;
Matthew Moore, MHA; John A Rizzo, PRD; and Scott Swanson, MD

Is Video-Assisted Thoracic Surgery Lobectomy
Better? Quality of Life Considerations
™MD, an Todd L. Demmy, MD, and Chukwumere Nwogu, MD

Department of Thoracic Surgery, Roswell Park Cancer Institute, Buffalo, New York
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Ha senso ancora parlare di “"Hybrid
Surgery”



Limiti della VATS

Stadi oncologici piu avanzati

11

Presenza di tenaci aderenze pleuroparenchimali

Scissure incomplete (?)

Linfoadenectomia adeguata (?)

Lesioni voluminose

Adeguata learning curve del chirurgo




NEW TECHNOLOGY

Hybrid Video-Assisted Thoracic Surgery-Robotic
Minimally Invasive Right Upper Lobe Sleeve

LObeCtomy European Journal of Cardio-Thoracic Surgery 41 (2012) 888-892 ORIGINAL ARTICLE
doi:10.1093/ejcts/ezr150  Advance Access publication 20 December 2011

Thomas Schmid, MD, Florian Augustin, MD, Gerhard Kainz, MD,

Johann Pratschke, MD, and Johannes Bodner, MD

Clinic of Visceral, Transplant and Thoracic Surgery, Department of Operative Medicine, Innsbruck Medica Feasibility of hybrid thoracoscopic lobectomy and en-bloc chest
Austria; and Department of Internal Medicine, Bolzano County Hospital, Bolzano, Italy wa" ionf

Purpose. Vid Goi g ic (VATS) lot v has been d Mark F. Berry*, Mark W. Onaitis, Betty C. Tong, Stafford S. Balderson, David H. Harpole
safe and feasible. However, unly a few reports exist on rmmmally invasive and Thomas A. D'’Amico
lobectomy. In most of these, b were lished in an open:
1 h a minith y We report on a combined robotic and Department of Surgery, Division of Thoracic Surgery, Duke University Medical Center, Durham, NC, USA
appmach for a true minimally invasive right upper sleeve lobectomy. To our know * Corresponding author. Department of Surgery, Division of Thoracic Surgery, Duke University Medical Center, Box 3652, Durham, NC 27710, USA.
is the first report of this kind. Tel: +1-919-6685061; fax: +1-919-6848508; e-mail: berry037@mec.duke.edu (MF. Berry).

Description. A 30-year-old female patient presented with a low grade neuroen Received 29 June 2011; received in revised form 29 August 2011; accepted 1 September 2011
tumor occluding the orifice of the right upprr lobe bmnchus. A complete mi

inwaciva riaht nnnar claava Ink wrae and individya] co

Abstract
cm i1
pper | OBJECTIVES: Lobectomy with an en-bloc chest wall resection is an effective but potentially morbid treatment of lung cancer invading
1 i Ap T s anas the chest wall. Minimally invasive approaches to lobectomy have reduced fncrbndnty compared with thoracotomy for early stage lung
Hyb.nd surg.lqa[ proaCh Of VIdeo | with cancer, but there is insufficient evidence regarding the feasibility of hybrid thor p 1y chest wall resection. We reviewed
ASS]StEd MlnlthoraGOtomy for Lung our experience with an en-bloc chest wall resection and lobeclomy to evaluate the outcomes of a hybrid approach using thoracoscopic
Cancer* . lobectomy combined with the chest wall resection where rib spreading is avoided.
ime 1
T o - e e % METHODS: All patients who underwent lobect and en-bloc chest wall resection with ribs for pri -small cell | nc
Significance of Direct Visualization on Quality of | no e 7 # ot St i ik ) R el e

nged from January 2000 to July 2010 were reviewed. Starting in April 2003, a hybrid approach was introduced where thoracoscopic techni-
8urgery ques were utilized to accomplish the pulmonary resection and a limited :ounmr incision was used to perform the en-bloc resection of
Morihito Okada, MD, PhD; Toshihiko Sakemoto, MD, PhD; Tsuyoshi Yuki, MD;
Takeshi Mimura, MD; Kei Miyoshi, MD; and Noriaki Tsubota, MD, PhD e

1y anc

the chest wall, avoiding scapular mobilization and rib spreading. Preop peri ive and outcome variables were assessed using

p

= NCBI  Resources ¥ How To &

I publed
o gov PubMed /|| | search |
Study objectives: C the most suitable amrgu.-v.l upprvm:h for treating W USHaetoos Lorary of Medcioe
malignancies of the lung s a mn“erof i isted thoracic Nasonal inssttes of Meatm Advanced
surgery (VATS) that is performed using only the vision of a mnrul.ur is generally limited to lung
resections of minimal difficulty. With the great interest in minimally invasive techniques for 11
treating various pnl.lmlngmx, we have widely applied an integrated surgical approach that 11 Abstract » Send to: -
ninly diroet visuslization of the | o ey :_-,b ATS The sim ¢ i
m visualization of the lung resection, we have ca rid VATS. The aim
this study Is to evaluate the usefulnoss of hybrid VATS. Tumori, 2015 Sep 30;0(0):0. doi: 10. 5301/1;.5600430- [Epub ahead of print]
Design: Retrospective single-center study. VATS lobectomy combined with limited Shaw-Paulson thoracotomy for posterolateral Pancoast tumor.
Interventions: From January 1995 to October 2004, 405 of 678 lobectomies (60%) and 165 of 226 4 " 1 y
segmentectomies (73%) were performed for primary lung cancer using hybrid VATS. RossoL' N i M', Palleschi A, Tosi D
Results: Bronchoplasty was performed in 93 of the 678 patients (14%) who underwent lobectomy % Author information
and in 11 of the 226 patients (5%) who underwent segmentectomy. Hybrid VATS was utilized in
33% of sleeve lobectomy procedures and in 27% of sleeve ntectomy procedures. The mean Abstract
( SD) surgical time using hybrid VATS was 164 % 48 min lnbectumy and 158 = 35 min for strac _ ) )
segmentectomy, and I.lae mean blood loss was 166 = 120 md 109 = 80 mL, mspomvnlv Thnre PURPOSE: Several techniques have been proposed for the challenging surgical resection of Pancoast tumors. We describe a hybrid approach that
was one y (0.2%) dary to shock. P combines video-assisted thoracic surgery (VATS) lobectomy and limited Shaw-Paulson thoracotomy
de\clul]ed in 11% of hantx with p-stage Y disease after undergmng I:ybnd VATS, in contrast X X
to 19% of patients d open 1y. The prognosis of patients treated by METHODS: We report a case of Pancoast tumor in a 57-year-old man, staged as c TINOMO, that was treated with induction chemoradiotherapy prior
hybrid VATS was equivalent to that of d with open th to the hybrid surgical approach. After thoracoscopic pleural cavity inspection, an upper right VATS lobectomy by a 3-port standard approach was
G s inith y eombilnied with vides kapport it s perfiried pradominiuly vis. rformed. The chest wall was resected through a limited paravertebral incision, allowing the extraction of the lobe together with the rib segments. The
direct visualization is a secure, i m\a:nve to major P ° £ & 9 o 9
resection for hngwmxr, fuding n?ypicn.l‘ d such as bronck pl - This hyhnd VATS posterior chest wall defect was repaired with a synthetic patch
can be an and satisfactory option wh the perfe of complete VATS is . ; P . inati
iderad o e challenging, (CHEST 2005; 125:2696-2701) RESULTS: The period was and the pain never exceed a score of 3 on a visual analogue scale. Pathological examination

revealed nonvital tumor cells in the specimen (ypTONOMO). The patient is disease free at 6 months’ follow-up
Key words: lung cancer; surgery; thoracotomy:

idea-assisted thoracie surgery CONCLUSIONS: With this approach we experienced excellent access to both the apical and hilar structures. Further experiences are needed to

Abbreviation: VATS = video-assisted thoracie surgery validate the role of VATS lobectomy in the multidisciplinary management of posterior Pancoast tumor.
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OPEN SURGERY HYBRID SURGERY VATS
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VATS, OPEN OR HYBRID ?

Parametri
Invasivita
Visione Intraoperatoria
Palpazione

Uso di strumenti
Convenzionali

Estrazione pezzo

CONFRONTO TRA LE DIVERSE TECNICHE

VATS

+++

MINI-TORACOTOMIA
VIDEO-ASSISTITA

o

SR

o

++

o

TORACOTOMIA
POSTERO-LATERALE

+++

++

+++

+++
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“Hybrid Surgery”

VANTAGGI

¢ POSSIBILITA DI OPERARE STADI
ONCOLOGICI PIU" AVANZATI

¢ AGGREDIRE LESIONI TUMORALI DI
DIMENSIONI MAGGIORI

® IN CASI SELEZIONATI POSSIBILITA" Dl
ESEGUIRE RICOSTRUZIONI BRONCHIALI E
VASCOLARI

¢ LISI DITENACIADERENZE

¢ IN CASI SELEZIONATI RESEZIONE PARZIALE
COSTALE




La nostra esperienza
“Hybrid Surgery”

VANTAGGI CLINICI
(MINITORACOTOMIA ANTERIORE V-A)

RIDOTTA
RIDUZIONE PERDITA
ESPETTORAZIONE
DEITEMPI EMATICA A
OPERATORI
RIDUZIONE
BUONA DEL RIDOTTA
DINAMICA DOLORE MORBILITA’
RESPIRATORIA E MORTALITA'

RIDUZIONE DEGENZA
POST-OPERATORIA
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“Hybrid Surgery”

RETRATTORE ALEXIS
«anello di congiunzione»

A _
LUNGHEZZA"
TAGLIO |
(~5cm)

-
RISPARMIO
MUSCOLI
( non sezionati,
solo divaricati)

DIVARICATORE
( apertura graduale ,
max 4-5 cm)
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“Hybrid Surgery”

La minitoracotomia anteriore V-A e stata per la nostra
esperienza un anello di congiunzione alla VATS lobectomy...

Art of Operative Techniques r k

H{i S w5em \
Video-assisted thoracoscopic lobectomy using a standardized { \’ i
three-port anterior approach - The Copenhagen experience

|
° L]
Henrik J. Hansen, René H. Petersen i J

Department of Cardiothoracic Surgery 2.15.2, Rigshospitalet, Copenhagen University Hogpital, Denmark
Corvesponding ro: Henrik J. Hansen, MD. Department of Cardiothoracic Surgery 2.15.2, Rigshospitalet, DK 2100 Copenhagen O, Denmark Tel: +45 l
3545 2906; Fax: +45 3545 2182. Email: henrik jessen@rh regionh dk.



La nostra esperienza

“Hybrid Surgery”

Nella formazione dei giovani chirurghi questo nostro approccio
potrebbe essere utile anche come learning curve al fine di
eseqguire la VATS lobectomy «in sicurezza» senza dover passare
necessariamente per la fase «OPEN».



L'EVOLUZIONE ....

® LA CHIRURGIAROBOTICA .....R.A.T.S. > ROBOTICASSISTED THORACIC
SURGERY



ROBOT

VANTAGGI
® VISIONE 3D AD IMMERSIONE/MAGNIFICAZIONE DELL'IMMAGINE
® OTTIMA ILLUMINAZIONE DEL CAMPO OPERATORIO

® JOYPAD ERGONOMICI CHE MUOVONO ENDOGRASP CON 7 GRADI DI LIBERTA’
CON POSSIBILITA” DI MOVIMENTI FINI CHE SIMULANO MANOVRE IN OPEN

® ANNULLAMENTO DEL TREMORE/DEPOTENZIAMENTO
® POSSIBILITA” DI BLOCCO DELLA PROCEDURA
SVANTAGGI

® ASSENZA DI FEED-BACK TATTILE

® TEMPI CHIRURGICI PIU LUNGHI (LEARNING CURVE)
® SOSTENIBILITA ECONOMICA




J Thorac Cardiovasc Surg. 2012 Feb;143(2):383-9. doi: 10.1016/j.jtcvs.2011.10.055. Epub 2011 Nov 20.

Robotic lobectomy for non-small cell lung cancer (NSCLC): long-term oncologic resulits.
Park BJ', Melfi F, Mussi A, Maisonneuve P, Spaggiari L, Da Silva RK, Veronesi G.

+ Author information

CONCLUSIONS: Robotic lobectomy for early-stage NSCLC can be performed with low morbidity and mortality. Long-term stage-
specific survival is acceptable and consistent with prior results for VATS and thoracotomy.

Copyright @ 2012 The American Association for Thoracic Surgery. Published by Mosby, Inc. All rights reserved.

A.F. DE FILIPPIS-CHIR.TORACICA




PERCORSO FORMATIVO ROBOTICO

ESPERIENZA DI CHIRURGIA ROBOTICA SU ANIMALI CON
ALTRO DEVICE ROBOTICO
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IV intercostal space: 3 cm
utility thoracotomy for right
robotic arm (in right side
lobes) manipulating

hock and the Endo Gla for
inferior vein, lower lobe
artery, and upper and lower

VIl intercostal space (postericr): for left robotic arm
with dissecting Cadiere in nght side lobes,
Endo Gia for superior vein, middie lobe ver, Boyden

Vil intercostal
space.camera

port

Approccio: 4-arm robotic lobectomy

GENERAL THORACIC SURGERY

Four-arm robotic lobectomy for the treatment of early-stage
lung cancer
Giulia Veronesi, MD.* Domenico Galetta, MD.* Patrick Maisonneuve, DipEng.” Franca Melfi, MD.*

Ralph Alexander Schmid, MD . Alessandro Borri. MD.* Fernando Vannucci, MD,® and
Lorenzo Spaggiari, MD, PhD**




Il nostro 1°approccio: 3-arm robotic RLL (3/3/15)




European Journal of Cardio-Thoracic Surgery 46 (2014) e136-e138 SURGICALTECHNIQUE
doi:10.1093/ejcts/ezu370 Advance Access publication 3 October 2014

Robotic lobectomy: tips, pitfalls and troubleshooting

Gregor ). Kocher***, Ralph A. Schmid® and Franca M.A. Melfi:

® Division of Thoracic Surgery, Department of Cardiac, Thoracic and Vascular Surgery, University of Pisa, Pisa, Italy
® Division of General Thoracic Surgery, University Hospital of Bern, Bern, Switzerland

Lateral decubitus position, especially in women, place a pillow under the kidney region to elevate the lower
thorax and prevent the camera from colliding with the hip

Keep an adequate distance (210 cm) between ports

Use a needle for testing the optimal position before creating the porthole

Introduce the camera through the port and direct it towards the main target region (central hilum): the robotic
cart (central column) should come from imaginary elongation of the line between the camera trocar and the
target. Dock patient cart according to the camera arm sweet spot (the blue arrowhead should be in the middle
of the blue line).

CO, insufflation helps collapse the lung and evacuates smoke

Use vessel loops to encircle structures before stapling (easier placement of the anvil)

Use gauze for oozing instead of suction (time saving, CO, remains)

Figure 1: Port mapping for lobectomy on the right. The camera port is placed
in the seventh to eighth intercostal space on the midaxillary line (12 mm, 30°
angled down scope, CO; inlet). The other three 8-mm port incisions are situ
ated in the fifth to sixth intercostal space on the anterior axillary line, the sixth
to seventh intercostal space on the posterior axillary line and in the auscultatory
area (fourth arm),



Operating time (min)

Innovations (Phila). 2011 Nov;6(6):355-60. doi: 10.1097/IMI1.0b013e3182490093.

Experience with robotic Iobectomy for Iung cancer.
Veronesi G, Agoglia BG, Melfi F, Maisonneuve P, Bertolotti R, Bianchi PP, Rocco B, Borri A, Gasparri R, Spaggiari L.

TABLE 3. Characteristics of Published Series on Robotic Lung Lobectomy

Study Cases Operating Time (min) Length of Stay (d) in Place (d) Rate (%) (%)

Median* or Mean+t
No. of Median® or Meant Median* or Meant Time Chest Drain Conversion Mortality

xa
xa
|
|
.

Park et al'® USA, 2006 34 218 (155-350)* 4.5 (2-14)* 3 (2-12)* 4 0
Melfi et al's Italy, 2008 107 220 (130-250* 5(-D 3 (2-28)F 94 0.9
Gharagozloo et al'® USA, 2009 100 216 (173-369)F 4 (3-42)* Not specified 1 3
Augustin et al?® Austria, 2011 26 228 (162-375)* 11 (7-53)* 7 (3-15)* 19.2 38
Veronesi et al®! Italy, 20103 54 260 (152411)* 6 (4-24)* Not specified 13 0

213 (165-351)* 5(3-23)*
235 (146—304)* 4 (4—7)*
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All studies used the da Vinci system.
}Operating time and length of stay for first, second, and third tertiles of series.

~NJ
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Lococo et al Italy 2015 23 220 4 3



Caso clinico

Regione Abruzzo - Azienda USL Pescara
Ospedale Civile di Pescara “Spirito Santo”

S0 csen  UNITA’ OPERATIVA DI MEDICINA NUCLEARE E
'A RADIOMETABOLICA
TERAPI o
Direttore ~ Dott. Valerio De Francesco
Tel 085 425.2620/2479 - Fax 085 425.2309
Paziente: ] N. archivio: 9190
Data di nascita: i 10.09.1945 [ Glicemia: 96 mg/dl \ Data esame: 04.11.2015
Attivita: 350 MBgq di 18F-FDG
" e
Vesne? e s 3 oo o e Sominatiopo
la i ISF-FDG, Lo sdio¢ cranica al femorali
Sono sate ricosiuie secion opografiche di 3.27 mm di spessore rioientte secondo pian coronale sagital ¢ ransassale
Quesito clini ione nodulare medi sinistra a livello di D9 e micro nodulo polmonare
perilare del lobo medio di n.d.d.

In relazione al quesito clinico, le immagini ricostruite nei 3 piani ortogonali, nei limiti di risoluzione della

P E T TC ; S l ' V 3 1 metodica (5 mm), documentano focale area di aumentata attivita metabolica in corrispondenza di tessuto di

circa 2 cm (SUVmax 3.1) localizzato subito inferiormente alla biforcazione del bronco del lobo medio per il

segmento laterale e mediale. A valle di tale alterazione, nel segmento laterale del lobo medio, si apprezza

alterazione del parenchima polmonare tipo bronchiectasia, con minimo incremento del dato metabolico.

Si conferma il lipoma cardio-mediastinico sx e I'alterazione lungo la doccia costo vertebrale sn all'alteazza
di D9, entrambi privi di significativa attivita metabolica.

Non adenomegalie in sede sopra ¢ sottodiaframmatica.
Ateromasia calcifica dell’aorta sottorenale e del carrefour iliaco-femorale.
Conelusioni:

studio PET indicativo di alterazione tissutale lungo il bronco per il lobo medio con intensa attivita
metabolica, meritevole di correlazione cito/istologica.




Permanent Cautery Hoak

PROCEDURA CHIRURGICA «PURA» DURATA 52 MIN
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Robot «daVinci Si» e «daVinci Xi»

START-UP PROGRAMMA ROBOTICO

FEB. 2015 - DIC. 2015 GEN. 2016 - OGGI
Robot : DaVinci Si 3 bracci Robot : DaVinci Xi 4 bracci
Periodo formativo Percorso standardizzato
Interventi chirurgici: Interventi chirurgici:
proporzionalmente piu complessi Lobectomie/timectomie
Tutor: Giulia Veronesi Equipe dedicata

Su rg ical Robots Division _ INTRODUCING THE DA VINCI XI SURGICAL SYSTEM

da Vinci §;”

SURGICAL SYSTEM

, @W“'—,E‘C
Tiee Ukls
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Da Gen.2016 «daVinci Xi»

CARATTERISTICHE

* ottimizza della visione tridimensionale ad «immersione».

» predisposizione per tutte le nuove tecnologie da Vinci
(laser/suturatrici).

* sistema montato su un‘unica colonna con la flessibilita di
una piattaforma mobile.

* Il carrello paziente da Vinci Xi &€ dotato di braccia piu sottili e
con dimensioni ridotte e di strumenti piU lunghi per
garantire maggiore flessibilita nel posizionamento delle
porte.

* PiU semplice da gestire e utilizzare, grazie a posizionamento

automatico e guidato e assistente vocale.




Caso clinico

PET-TC = SUV 27




ENDOWRIST

STAPLER 30

FOR THE DA | L SYSTEM

Lobectomia superiore destra

Stralght Tip: 470430

-

Curved-Tip: 470530

STAPLER 30 RELOADS

All reloads include a new knife
All reloads have 6-rows

aples.

_:u-_;;;;::;x: White: 48630W
e

A\

PROCEDURA CHIRURGICA «PURA» DURATA 240 MIN «Da Vinci Xi» 2016



CASISTICA FEB.2015-APR.2017

112 PROCEDURE ROBOTICHE EFFETTUATE

= LOBECTOMIE PER K 89 = TIMECTOMIE 4

= EXER. CISTI 8 EXER. NEURINOMI 2

= LEIOMIOMA ESCFAGEO 1 ® GOZZ0 TIROIDEO ECTOPICC 1

= SCHWANNOMA 2 = EXER. TUMORE FIBROSO SOLIT. 2

= SEGMENTECTOMIA LESIONI RIPETITIVE 3




Toracoscopio operativo per
diagnostica «One-Port»
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Toracoscopia operativa
«One-Port»

INDICAZIONI ALLA PROCEDURA DI RESEZIONE UNIPORTALE (12-24MM)

® RESEZIONIAPITICHE PER BULLECTOMIE IN PNEUMOTORACE (28)
® RESEZIONI ATIPICHE PER NODULI POLMONARI SUB MANTELLARI (23)




- BULLECTOMIA
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CONSIDERAZIONI

®* PIATTAFORMA ROBOTICA MULTIDISCIPLINARE PER
GARANTIRE ELEVATO VOLUME

® STANDARDIZZAZIONE DELLE PROCEDURE
® INDIVIDUARE GLI INTERVENTI «GOLD STANDARD»

® LAVORISCIENTIFICI MULTICENTRICI CHE
CONFRONTINO [ RISULTATICLINICI DELLA «VATS
LOBECTOMY» VS «RATS LOBECTOMY»

* TECNOLOGIA STRAORDINARIA PER LALOTTAAL
TUMORE



CONCLUSIONI
* LA FORMAZIONE DEL CHIRURGO MODERNO DEVE

ESSERE «<A TUTTO TONDO» MA NECESSARIAMENTE
DEVE ABBRACCIARE LA FILOSOFIA DELLA
“MININVASIVITA™.

® RIMANGONO A NOSTRO PARERE INDICAZIONI
PRECISE ALLA CHIRURGIA MININVASIVA.
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CONCLUSIONI

® IL PERCORSO EVOLUTIVO VERSO LA MININVASIVITA'
E' DIFFERENTE

® PENSIAMO CHE IL NOSTRO APPROCCIO IBRIDO
(MINITORACOTOMIA ANTERIORE V-A) POSSA ESSERE
UN ANELLO DI CONGIUNZIONE TRA LA OPEN E LA
VATS MA CON UNO SGUARDO RIVOLTO ALLA RATS
CHE POTREBBE CONQUISTARE LO SCENARIO DEL
DOMANI. Different Ways....
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