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OBIJETIVOS

PLANTEAR PROBLEMA
DEFINIR CONCEPTOS
MANEJO

IMPACTO

ESTABLECER PROTOCOLO
APOYO ESTATAL




PLANTEAMIENTO DEL PROBLEMA

« DIAGNOSTICO:

v TEMPRANO: NODULO PULMONAR SOLITARIO
v AVANZADO: ETIOLOGIA HISTOPATOLOGICA,
ESTADIFICACION

o T
v C
Y

RATAMIENTO
RUGIA MINIMAMENTE INVASIVA-

DEOTORACOSCOPIA
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ASPECTOS GENERALES

e CARCINOMA BRONCOGENICO
« 2 GRUPOS:

*INTORAX

v'CA CELULA NO PEQUENA: ESCAMOCELULAR,

ADENOCARCINOMA, CELULA GRANDE
v'CA CELULA PEQUENA




% INTORAX
CARCINOGENESIS PULMONAR

BALANCE
ONCOGEN: K-RAS, MYC, C-JUN

SUPRESORES DE TUMOR: P53, 3P, RB, NM23
C-ERB B2

APOPTOSIS: P53, BAX
FACTORES EXTERNOS: TABAQUISMO

CARCINOGENSIS

INITIATION ~ PROMOTION  TRANSFORMATION PROGRESSION

Malignant Cell
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ASPECTOS EPIDEMIOLOGICOS

IMPORTANCIA EN ESTADISTICA NACIONAL

ASOCIACION CON TABAQUISMO: ACTIVO,
PASIVO, CANTIDAD, TIEMPO

SEXO
RAZA
DIETA
EXPOSICIONALES Y OCUPACIONALES




*INTORAX
PATOLOGIA

TUMORES EPITELIALES (BRONCOGENICO)
TUMORES DE TEJIDOS BLANDOS
TUMORES SECUNDARIOS

OTROS
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TUMORES EPITELIALES

* BENIGNOS: PAPILOMAS, ADENOMAS

* PREINVASIVAS: CARCINOMA INSITU,
DISPLASIA ESCAMOSA, HIPERPLASIA
ADENOMATOSA ATIPICA, HIPERPLASIA DE

CELILAS NEUROENDROCRINAS

 INVASIVAS MALIGNAS: CELULA PEQUENA,
ESCAMOCELULAR, ADENOCARCINOMA,
CELULA GRANDE, ADENOESCAMOSO,
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TUMORES EPITELIALES

* INVASIVAS MALIGNAS: ELEMENTO

SARCOMATQOSO,
SARCOMATOIDE,PLEOMORFICO; CARCINOIDE;

TIPO GLANDULA 5ALIVAR, NO CLASIFICADO




= INTORAX
TUMORES TEJIDOS BLANDOS

* MESOTELIALES: BENIGNO: ADENOMATOIDE,
MALIGNO:MESOTELIOMA

* MICELANEOS:HAMARTOMA, HEMANGIOMA
ESCLEROSANTE, CELULAS CLARAS, CELULAS
GERMINALES, TIMOMA, MELANOMA

e LINFOPROLIFERATIVO: NEUMONIA
NTERSTICIAL LINFOIDE, HIPERPLASIA
INFOIDE NODULAR, LINFOMA MALT,
GRANULOMATOSIS LINFOMATOIDE
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TUMORES PULMONARES

« TUMORES SECUNDARIOS: METASTASIS

e OTROS: TUMOR LET, NODULOS
MENINGOTELOIDES MULTIPLES,
HISTIOCITOSIS DE CELULAS DE LAGERHANS,
SEUDOTUMOR INFLAMATORIO, TUMOR
AMILOIDE, NEUMONIA ORGANIZACIONAL
GRANULOMA HIALINIZANTE,
LINFANGIOLEIOMIOMATOSIS,
ENDOMETRIOSIS




:INTO
NEOPLASIA NEUROENDOCRINA DEL
PULMON

ORIGEN: CELULAS APUD
CARCINOIDE CLASICO

CARCINOIDE ATIPICO

CARCINOMA DE CELULAS PEQUENAS

CARCINOMA DE CELULAS GRANDES
NEUROENDOCRINO




* CITOLOGIA DE ESPUTO: SENSIBILIDAD

v
v

« TAC DE TORAX Y ABDOMEN SUPERIOR:

83%(90%)

DIAGNOSTICO

' OCALIZACION Y TAMANO
FALSOS (+): 1-3 %

RX DE TORAX

% INTORAX

GANGLIOS MEDIASTINALES (SENSIBILIDAD

40-80%)
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DIAGNOSTICO
e RNM
« GAMAGRAFIA:
v OSEA
v PET

* INVASIVOS: ASPIRACION CON AGUIJA,
BRONCOSCOPIA, MEDIASTINOSCOPIA/MIA,
RESECCION GANGLIONAR,
TORACOSCOPIA(CTMI-
VIDEOTORACOSCOPICA), TORACOTOMIA
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ASPIRACION AGUJA TRANSTORACICA

* FIDELIDAD DIAGNOSTICA: 95%

e CITOLOGIA 75%

 BIOPSIA INDETERMINADA NO NEGATIVA

« ESTUDIO DEL NODULO PULMONAR SOLITARIO
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BRONCOSCOPIA

FLEXIBLE VRS RIGIDO

DIAGNOSTICO Y ESTADIFICACION
25-50% DETECTA LESIONES (CENTRALES)
FIDELIDAD DEL 90%

ENDOSONOGRAFIA Y BIOPSIAS
TRASNBRONQUIALES




74 INTORAX

Broncoscopia

Broncoscopio

Laringe

Bronquio
Principal
Derecho

Bronquio
Principal
lzquierdo

Pulmén Derecho
Pulmoén

Izquierdo
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MEDIASTINOSCOPIA

HISTOLOGIA Y MAPEO NODAL

DETERMINAR POR LA ESTACION Y
TAMANO(MAYOR DE 1 CMS)

SIEMPRE?
PET SCAN

GANGLIOS ESTACION 5-6
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Mediastinoscopio

Incision

Traquea

Pulmén
izquierdo

Ganglios
linfaticos

Pulmén /
derecho

‘Mediastinotomia anterior
(Procedimiento de
Chamberlain)

Incision

©

© 2006 Terese Winslow
U.S. Govt. has certain rights




'+ INTORAX
MEDIASTINOTOMIA

MEDIASTINOSCOPIA EXTENDIDA

ESTACION 5-6, TUMORES APICALES
IZQUIERDQOS O HILIO PULMONAR IZQUIERDO

LESION DE VASOS MAMARIOS
TORACOSTOMIA?
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CIRUGIA TORACICA MINIMAMENTE

INVASIVA(CTMI)-VIDEOTORACOSCOPIA

* IDEAL
« MENOR MORBI-MOTALIDAD

* MEJOR VISUALIZACION

e LOCALIZAR GANGLIOS PARAESOFAGICOS
e RESECCION EN CUNA O TOTAL

* 80 % DE LAS CIRUGIAS REALIZADAS

« TORACOTOMIA: 5%
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ESTADIFICACION

1946 DENOIX: TMN

95% PACIENTES SINTOMATICOS REALIZAR EL
DIAGNOSTICO

CLINICA: ESTADO, HISTOLOGIA,
LOCALIZACION, BIOLOGIA

MANIFESTACIONES PULMONARES:
DISNEA(60%), TOS(75%), HEMOPTISIS(40%),
INFECCION
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ESTADIFICACION

MANIFESTACIONES TORACICAS NO
PULMONARES: DOLOR TORACICO, SINDROME
DE VENA CAVA, SINDROME DE PANCOAST,
DISFONIA, DISFAGIA

SINDROME PARANEOPLASICO
MANIFESTACIONES METASTASICAS
MANIFESTASIONES INESPECIFICAS
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ESTADIFICACION

APROXIMACION CLINICA, INTRAOPERATORIA,
PATOLOGICA

ANALISIS: PLANTEAR TRATAMIENTO
INTERDISCIPLINARIO

TMN-UICC (1997)(6ta)
TMN-IASLC(2009)(7ma)
TMN-IASLC(2015)(8VA)
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T1 Tla £ 2cm | No invasion
T1lb >2-3cm lobar bronchus
_ main Atelectasis
T2a: >3-5¢M pronchus | or obstructive visceral
T2 |T2b: >5-7cm| 5 2cm | pneumonia to hilus pleura
| or to carina | not entire lung
Chest wall
< 2cm diafragm Nodules
T3 | >7cmor | carina| Whole lung phrenic nerve in
mediast pleura same lobe
parietal pericard
Heart
T4 Tumor great vessels Nodules
in carina trachea in other
esophagus lps:llgteral
spine o
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N1 In ipsilateral peribronchial and/or ipsilateral
hilar lymph nodes and intrapulmonary nodes

N2 In ipsilateral mediastinal and/or
subcarinal lymph nodes

N3 In contralateral mediastinal, contralateral hilar,
ipsilateral or contralateral scalene
or supraclavicular lymph nodes
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< 2cm T1la

T1 ——
>2cm but <3cm eeae- T1b
>3cm but <5cm —- | 23

T2 >5cm but <7cm —-  T2b
> 7 cm —_—== T3
Nodules in same lobe == T3

T4 Malignant pleural or g M1la

pericardial effusion

No changes

Nodules in another v T4
ipsilateral lobe

Contralateral nodules
- - - Mla
pleural dissemination

—_—
Distant metastases g M1b
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T2b NO MO B = A
T2a N1 MO B =» A
T4 NO MO

B ==  IIIA

T4 N1 MO
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TNM Staging Table (8th Edition) INTORAX

=5 2 >3but<4cm
o858 <1cm >1but<2cm|>2but<3cm| orcannotbe |>4but<5cm >5but<7cm >7cm Size
cCuwalg:= i
58 % determined
3 < 3l6
g_-g § & Y Minimally invasive adenocarcinoma with a Involves the main bronchus Invades to any of: Invades to any of:
J -g ‘; 2 g g predominantly lepidic pattern and <= 5 mm regardless of distance to the parietal pleura, chest diaphragm,
= 273 _g == = invasion in greatest dimension carina, but without involvment wall (incl. superior mediastinum, heart,
§ % % 5 3 g @ of the cariana sulcus tumours), great vessels, trachea, Invasion
E, g é = g g.g phrenic nerve, parietal recurrent laryngeal
(] S Q== . .
= :g = 8 E 3 S| Without bronchoscopic evidence of invasion Invades visceral pleura pericardium nerve, oesophagus,
a g ;S é— %é more proximal than the lobar bronchus (PL1 or PL2) vertebral body, carina
S |8 c ool (i.e., not in the main bronchus)
= S 3= Sie
§ SgN|@a
e} § ?_ Tg -ﬁ g Surrounded by lung or visceral pleura Associated with atalectesis or Separate tumour Separate tumour
o > g 2 g P obstructive pneumitis that nodule(s) inthe same nodule(s) in an Oth
2 g 20 g < extends to the hilar region, lobe as the primary | ipsilateral lobe different er
== et < & .
a2 g involving part or all of the lung to that of the primary
TX | Tis T1a Tib T1c T2a T2b T3 T4
TO
V4 PRIMARY TUMOUR (T)
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TNM Staging Table (8th Edition)
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TNM Staging Table (8th Edition)

INTORAX

Multiple extrathoracic metastesas in a single organ or in multiple organs M1ic
Distant metastasis
Single extrathoracic metastasis in a single organ (including involement of a single nonregional node) M1ib
Separate tumor nodule&)) in a contralateral lobe; tumor with pleural or pericardial nodules or malignant M1
pleural effusion * (see i-button for details) a
MO

No distant metastasis

METASTASIS (M)

Wi
4
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datos retrospectiva con 5319
pacientes. Anderson Cancer Center of
Houston Texas. Dr Cliffton Mountain)

Base de datos retrospectiva
con 100 869 pacientes.
International Association for
study of lung cancer)

77

datos prospectiva con
pacientes.
International Association for study of Ilung

cancer)

T en:

T1: £ 2cm

T1: tumor>2cmy

< 3cm
(T1: todos los tumores menores de 3
cm)

T1 en:

T1a: tumor £ 2cm

Tib: tumor> 2 cm y

< 3cm

(punto de corte 3 cm)

T1 en:

Tla: <1cm

Tib: >1a<2cm

Tlc: »>2a<3cm

(punto de corte 3 cm, con gran diferencia
pronostica por cada cm)

T2:> 5cm, pero < 7 cm.
T2:>7cm

T2 en:

T2a: tumor > 3cm y <€ 5cm
(o tumor con cualquiera de
los descriptores de T 2, pero
< 5cm)

T2b: tumor > Scm y

< 7cm

T2 > 7 cm se reclasifica como
T3

T2 en:
T2a (>3 3 <4cm)
T2b (>4 a3 £ 5cm)
Tumores que invaden el bronquio principal
independientemente de la distancia de la carina,
atelectasia parcial o total
T3: Tumores > 5cm < 7 cm.
L ]

T4: nodulos en el mismo lobulo.

M1: nédulos en otro Iébulo ipsilateral

T4: afectacion pleural o pericardica.

T4 por nodulo(s)
adicional(es) en el mismo
Iobulo del tumor primario se
reclasifica como T3.

M1 por nodulo(s)
adicional(es) en I6bulo
homolateral diferente de

aqueél del tumor primario se
reclasifica como T4,

T4 por derrame pleural
maligno se reclasifica como
Mla.

T4: Tumores > 7 cm, Invasion del diafragma.
Se quita la invasion de la pleura mediastinal
como descriptor.







T1 Tia < 2cm  No invasion

- Tib: 2-3cm lobar bronchus

Lobar atelectasis
T2a: 3-5cm | > 2em . b erructive

T2  12b: 5-7cm | to carina

pneumonia to hilus

/4 INTORAX

e e e e K

<

T3 > 7cm to i‘;’:;m Whole lung
Tumor

T4 in carina

+

Chest wall
diafragm
mediast pleura
pericard

Heart
great vessels
trachea
esophagus
spine

Nodules
in
same lobe

| Nodules

in other
ipsilateral
lobes
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2 Lobar:--upper lobar, middle

Superior mediastinal or
highest mediastinal
Paratracheal
Pretracheal

Anterior mediastinal
Retrotracheal mediastinal or posterior
mediastinal

Tracheobronchial

Subaortic or Botallo's
Paraaortic (ascending aorta)
Subcarinal

Paraesophageal (below carina)
Pulmonary ligament

Hilar (main bronchus)
Interlobar

lobar, and lower lobar
Segmental
Subsegmental

(By Tsuguo Naruke)
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Brachiocephalic

(innominate) a-.

‘\.
(215140

_______

Ligamentum
/ arteriosum
/

Superior Mediastinal Nodes
@ 1 Highest Mediastinal

@ 2 Upper Paratracheal

@ 3 Pre-vascular and Retrotracheal

@ 4 Lower Paratracheal
(including Azygos Nodes)

N, = single digit, ipsilateral
N, = single digit, contralateral or supraclavicular

Aortic Nodes
@ 5 Subaortic (A-P window)

@ 6 Para-aortic (ascending
aorta or phrenic)

Inferior Mediastinal Nodes
@ 7 Subcarinal

@ 8 Paraesophageal
(below carina)

@ 9 Pulmonary Ligament

N; Nodes

O 10 Hilar

@ 11 Interlobar

© 12 Lobar

© 13 Segmental
© 14 Subsegmental

2 INTORAX
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Supraclavicular zone
1 Low cervical, supraclavicular, and
sternal notch nodes

SUPERIOR MEDIASTINAL NODES

Upper zone
. 2R Upper Paratracheal (right)

. 2L Upper Paratracheal (left)
. 3a Prevascular

. 3p Retrotracheal

. 4R Lower Paratracheal (right)

: 4L Lower Paratracheal (left)

AORTIC NODES

. 5 Subaortic

. 6 Para-aortic (ascending aorta or phrenic)l

AP zone

INFERIOR MEDIASTINAL NODES
Subcarinal zone

7 Subcarinal

Lower zone
. 8 Paraesophageal (below carina)

. 9 Pulmonary ligament

N1 NODES
Hilar/Interlobar zone
10 Hilar
. 11 Interlobar
Peripheral zone

. 12 Lobar

. 13 Segmental
. 14 Subsegmental

A

INTORAX
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Brachiocephalic
(innominate) as.,
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TX: NO VALORADO

TO: NO TUMOR PRIMARIO

T1:a <2 CMS, b 2-3 CMS
RODEADO
BRONCOSCOPIA(-)

T2: a 3-5 CMS, B 5-7 CMS
INVADE PLEURA VISCERAL
BRONCOSCOPIA(+) > 2CMS$
OBSTRUCCION LOBAR

T3: > 7 CMS INVASION PARED

DIAFRAGMA, PERICARDIO

MEDIASTINO

NODULOS IPSILOBARES
BONCOSCOPIA(+) < 2CMS

OBSTRUCCION PULMONAR

T4: INVASION ORGANICA

NODULOS SATELITES

CONTRALOBARES




VALORACION T
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TX: NO VALORADO

TO: NO TUMOR PRIMARIO

T1:a <2 CMS, b 2-3 CMS
RODEADO
BRONCOSCOPIA(-)

T2: a 3-5 CMS, B 5-7 CMS
INVADE PLEURA VISCERAL
BRONCOSCOPIA(+) > 2CMS
OBSTRUCCION LOBAR

T3: > 7 CMS INVASION PARED,

DIAFRAGMA, PERICARDIO

MEDIASTINO

NODULOS IPSILOBARES
BONCOSCOPIA(+) < 2CMS

OBSTRUCCION PULMONAR

T4: INVASION ORGANICA

NODULOS SATELITES

CONTRALOBARES




VALORACION T
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TX: NO VALORADO

TO: NO TUMOR PRIMARIO

T1:a <2 CMS, b 2-3 CMS

RODEADO
BRONCOSCOPIA(-)

T2: a 3-5 CMS, B 5-7 CMS
INVADE PLEURA VISCERAL
BRONCOSCOPIA(+) > 2CMS
OBSTRUCCION LOBAR

T3: > 7 CMS INVASION PARED,

DIAFRAGMA, PERICARDIO

MEDIASTINO

NODULOS IPSILOBARES
BONCOSCOPIA(+) < 2CMS

OBSTRUCCION PULMONAR

T4: INVASION ORGANICA

NODULOS SATELITES

CONTRALOBARES




VALORACION T
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TX: NO VALORADO

TO: NO TUMOR PRIMARIO

T1:a <2 CMS, b 2-3 CMS
RODEADO
BRONCOSCOPIA(-)

T2: a 3-5 CMS, B 5-7 CMS
INVADE PLEURA VISCERAL
BRONCOSCOPIA(+) > 2CMS$
OBSTRUCCION LOBAR

T3: > 7 CMS INVASION PARED

DIAFRAGMA, PERICARDIO

MEDIASTINO

NODULOS IPSILOBARES
BONCOSCOPIA(+) < 2CMS

OBSTRUCCION PULMONAR

T4: INVASION ORGANICA

NODULOS SATELITES

CONTRALOBARES
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TX: NO VALORADO

TO: NO TUMOR PRIMARIO

T1:a <2 CMS, b 2-3 CMS
RODEADO
BRONCOSCOPIA(-)

T2: a 3-5 CMS, B 5-7 CMS
INVADE PLEURA VISCERAL
BRONCOSCOPIA(+) > 2CMS$
OBSTRUCCION LOBAR

T3: > 7 CMS INVASION PARED

DIAFRAGMA, PERICARDIO

MEDIASTINO

NODULOS IPSILOBARES
BONCOSCOPIA(+) < 2CMS

OBSTRUCCION PULMONAR

T4: INVASION ORGANICA

NODULOS SATELITES

CONTRALOBARES
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VALORACION N ‘2INTORAX

NX: NO VALORADO

NO: NO GL. PRIMARIO

N1: INTRAPULMONARES,
HILIARES Y PERIBRONQUIALES
IPSILOBARES

N2: SUBCARINALES Y
MEDIASTINALES IPSILATERALES
N3: HILIARES, MEDIASTINALES
CONTRALATERALES,ESCALENOS
O SUPRACLAVICULARES.

#10 Hilar (main bronchus
#11 Interlobar
#12 Lob;

#14 Subsegmental
(By Tsuguo Naruke)




VALORACION N “2INTORAX

NX: NO VALORADO

NO: NO GL. PRIMARIO

N1: INTRAPULMONARES,
HILIARES Y PERIBRONQUIALES
IPSILOBARES

N2: SUBCARINALES Y
MEDIASTINALES IPSILATERALES
N3: HILIARES, MEDIASTINALES
CONTRALATERALES,ESCALENOS
O SUPRACLAVICULARES.

.,

*
”x ]

#9 Pulmonary ligament

#10 Hilar (main bronchus)

#11 Interlobar

#12 Lobar---upper lobar, middle
lobar, and lower lobar

#13 Segmental

#14 Subsegmental

(By Tsuguo Naruke)




#13 Segmental
#14 Subsegmental

VALORACION N

(By Tsuguo Naruke)

NX: NO VALORADO

NO: NO GL. PRIMARIO

N1: INTRAPULMONARES,
HILIARES Y PERIBRONQUIALES
IPSILOBARES

N2: SUBCARINALES Y
MEDIASTINALES IPSILATERALES
N3: HILIARES, MEDIASTINALES
CONTRALATERALES,ESCALENOS
O SUPRACLAVICULARES.




ORACION N £ INTORAX

B e T e T

NX: NO VALORADO

NO: NO GL. PRIMARIO

N1: INTRAPULMONARES,

HILIARES Y PERIBRONQUIALES

IPSILOBARES

& N2: SUBCARINALES Y
MEDIASTINALES IPSILATERALES
N3: HILIARES, MEDIASTINALES

CONTRALATERALES,ESCALENOS

O SUPRACLAVICULARES.

Paraesophageal (below carina)

#9  Pulmonary ligamen t

#10 Hilar (main bronchus)

#11 Interlobar

#12 Lobar---upper lobar, middle
lobar, and lower lobar

#13 Segmental

#14 Subsegmental

(By Tsuguo Naruke)




VALORACION M 72 INTORAX

. M1a: INVASION PLEURAL, PERICARDICA
~NODULOS CONTRALATERALES
1b: METASTASIS A DISTANCIA
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ESTADIO I( A T1a,bNO, B T2aNO)

JODULO PULMONAR SOLITARIQ
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ESTADIO II{ A TIN1,B T2bNT- >

LOBECTOMIA TOTAL
VACIAMIENTO MEDIASTINAL

- WIRESECCIONES EN BLOQUE

~ ITUMOR DE PANCOAST

|~ SOBREVIDA 39-45% 5 AROS
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ESTADIO I A T10-3NZ T3N1; B T4AN1-3)
. @)

o

CIRUGIA NO TERAPEUTICA
DIAGNOSTICO

ESTADIFICACION:
MEDIASTINOSCOPIA

SOBREVIDA 20 % 5 ANOS




2INTC

CIRUGIA PALIATIVA
‘8 DIAGNOSTICO

> 2y | ESTADIFICACION:

" )\ MEDIASTINOSCOPIA
" \SOBREVIDA 18 MESES
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PROPUESTA CLASIFICACION TMN 2009-IASLC

CLASIFICACION T-

M. SEXTA EDICION | PROPUEST

T1 (<,=2 CMS) T1a 1A A A 1B
T1(>2-3 CMS) T1b |1A A A 1B
T2(<,=5 CMS) T2a 1B A A 1B
T2(>5-7 CMS) T2b A 1B A 1B
T2(>7 CMS) T3 1IB A A 1B
T3(INVASION) 1B IHIA A 1B
T4(NODULOS IPSI.) 1IB A A 1B
T4(EXTENSION) T4 A A 1B 1B
M1(IPSI. PULM) A A 1B 1B
T4(DERRAME) M1la vV IV IV IV
M1(PULM. CONTR) IV vV IV IV

M1(DISTANCIA) M1b vV IV IV IV
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PALIACION QUIRURGICA

* DERRAME PLEURAL:
PLEURODESIS QUIMICA(TALCO)










% INTORAX
COMPLICACIONES QUIRURGICAS

MORBILIDAD: 40%

MORTALIDAD: 5-20%
DISEMINACION TUMORAL LOCAL
MARGENES DE RESECCION: 2 CMS

VACIAMIENTO GANGLIONAR MENOR: MENOS
DE 25




% INTORAX

CARCINOMA PULMONAR DE CELULAS

PEQUENAS

* PRINCIPIO DE TRATAMIENTO NO QUIRURGICO

 ESTADIOS: ENFERMEDAD LIMITADA
ENFERMEDAD EXTENSA

e CIRUGIA: NODULO PERIFERICO, GANGLIOS(-)
SOBREVIDA 50%, 25% CURARSE

SALVAMENTO
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CIRUGIA TORACICA MINIMAMENTE

INVASIVA(CTMI)-VIDEOTORACOSCOPICA

+ DISMINUIR AGRESION QUIRURGICA .
» MEJORAR EL POSTOPERATORIO
+ MEJOR RESPUESTA INMUNOLOGICA [{ ™~
+ RESULTADOS CTMI = ABIERTA )
» CRITERIOS ONCOLOGICOS
LINFADENECTOMIA-SUPERVIVENCIA
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CIRUGIA TORACICA MINIMAMENTE

INVASIVA(CTMI)-VIDEOTORACOSCOPICA

« CURVA DE APRENDIZAIJE: CIRUJANO
TORACICO

 INDICACIONES LOBECTOMIA ONCO
v TUMOR MENOR DE 6 CMS (T1-2)
v'LESION PERIFERICA

v PREQUIRURGICO NO

v'HILIO PULMONAR LIBRE
v'CISURAS ABIERTAS




HISTORIA CLINICA+EXAMEN FiSICO

REVISION RADIOLOGICA PREVIA Y ACTUAL

TAC DE TORAX-DENSITOMETRIA

CLASIFICACION CLINICA DEL NODULO

NODULO BENIGNO

NODULO INDETERMINADO

OBSERVACION RADIOLOGICA
CIRUGIA ?

FIBROBRONCOSCOPIA+LAVADO
+CEPILLADO + BIOPSIA
BIOPSIA PERCUTANEA (BAAF)
PET-CIRUGIA

SIN DIAGNOSTICO

CIRUGIA
VIDEOTORACOSCOPIA
TORACOTOMIA LIMITADA

NODULO MALIGNO

CONFIRMACION HISTOLOGICA
CIRUGIA VRS BAAF

MANEJO DE CA BRONCOGENICO
CA METASTASICO
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NODULO PULMONAR
SOLITARIO
ENFOQUE QUIRURGICO




INCIDENCIA

1 A 2 DE 1000 RADIOGRAFIAS
HALLAZGOS INCIDENTALES

SERIE DE 1711 NODULOS RESECADOS
60 % FUERON BENIGNOS

(53 % GRANULOMAS — 7 % HAMARTOMAS)
- 30 % CA BRONCOGENICOS
- 3% METASTASIS
- 2% TUMORES CARCINOIDES

- 5% OTROS
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INCIDENCIA

HOSPITAL SANTA CLARA — BOGOTA
50% GRANULOMAS

36,73 % CA BRONCOGENICOS
13,27 % TUMORES BENIGNOS

MANEJO OPORTUNO POR POSIBILIDAD DE
LESIONES MALIGNAS

USA: 150.000 CASOS NUEVOS POR ANO
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INCIDENCIA

« CAPULMONAR SEGUNDA CAUSA DE MUERTE
ONCOLOGICA EN HOMBRES

e CA PULMONAR CUARTA CAUSA DE MUERTE
ONCOLOGICA EN MUJERES
COLOMBIA
VS
e PRIMERA CAUSA DE MUERTE ONCOLOGICA EN
HOMBRES Y MUJERES
USA
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CLASIFICACION CLINICA

e NODULO BENIGNO
« NODULO INDETERMINADO
e NODULO MALIGNO




NODULO MALIGNO

e CARCINOMA BRONCOGENICO
« TUMOR CARCINOIDE

« ENFERMEDAD METASTASICA SOLITARIA
(SENO, CABEZA Y CUELLO, COLON,
RINON, MELANOMA Y SARCOMA)
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CARCINOMA BRONCOGENICO

SOBREVIDA A 5 ANOS 14%

20% DE LOS CASOS SON RESECABLES AL
MOMENTO DEL DIAGNOSTICO

20 — 30% SE PRESENTA COMO NPS,
MAYOR DEL 88% SON RESECABLES
SOBREVIDA A 5 ANOS DEL 60-80%

ESTADIO IA ( T1 NO MO)
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TUBERCULOMA
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ADENOCARCINOMA
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ADENOCARCINOMA
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ADENOCARCINOMA






METASTASIS PULMONAR
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METASTASIS PULMONAR




ADENOCARCINOMA

$INTORAX
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Nu
A
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RRONCOGRAMA AEREO-CARCINOMA BRONCOAIVEOI AR



ADENOCARCINOMA
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EVALUACION INICIAL

NODULO INDETERMINADO EN PACIENTE MENOR DE
35 ANOS: 1% MALIGNIDAD

NODULO INDETERMINADO EN PACIENTE MAYOR DE
50 ANOS: 50% DE MALIGNIDAD

ENFERMEDAD MALIGNA DE BASE, 50-70%
POSIBILIDAD METASTASIS

NO ENFERMEDAD MALIGNA, 3% POSIBILIDAD
NODULO MALIGNO

EXAMEN FISICO: INESPECIFICO
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EVALUACION GENERAL

e DESPUES DE LA APROXIMACION CLINICA
INCIAL: 75% CATEGORIA INDETERMINADOS

e EL RIESGO QUIRURGICO DETERMINA
MODIFICACIONES EN EL ESQUEMA
DIAGNOSTICO

e COSTO-EFECTIVIDAD DETERMINA LA UTILIDAD
DIAGNOSTICA
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ea: 44s30cm
Mean 400HU |
Std.Dev.: 3.2 HU




Area: 44s5q.em |
Mean: 1383 HU |

Std Dev. 3.2 HU







INTORAX

D B e







, <. JLINTORAX
TOMOGRAFIA CON EMISION DE

POSITRONES - PET

CAPTACION DE 2-FLUOR-18 FLUORO-2
DESOXI-D-GLUCOSA

SENSIBILIDAD 95% Y ESPECIFICIDAD DEL 85%

AUMENTO METABOLICO DE LA GLUCOSA POR
CELULAS MALIGNAS

DISPONIBILIDAD, COSTO Y ENTRENAMIENTO
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TOMOGRAFIA CON EMISION DE

POSITRONES - PET

 ESTADIFICACION, RESPUESTA A
TRATAMIENTO

* FALSOS NEGATIVOS: LESIONES MENORES DE 1
CM, METASTASIS CON CELULARIDAD DE BAJO
METABOLISMO, CARCINOMA
BRONQUIOALVEOLAR, NEOPLASIAS DE BAJO
GRADO Y CARCINOIDES

Carl R. Christensen, M.D., and Kathryn A. Morton, M.D. Practical FDG PET Imaging in Oncology.
Contemporary Diagnostic Radiology. Volume 28 ¢ Number 8, April15,2005
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TOMOGRAFIA CON EMISION DE

POSITRONES - PET

FALSOS POSITIVOS: INFECCION Y PROCESOS
INFLAMATORIOS

APROXIMAC g’>N DIAGNOSTICA AUMENTA EN
LA ASOCIACION CON TAC

REDUCCION DE PROCEDIMIENTO
QUIRURGICO EN UN 15%

PACIENTES CON CONTRAINDICACION 0
ESTADO LIMITROFE QUIRURGICO

Ost, David; Fein, Alan M.; Feinsilver, Steven H. The Solitary Pulmonary Nodule.
The New England journal of Medicine. Volume 348(25),19 June 2003,pp 2535-2542
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TOMOGRAFIA CON EMISION DE

POSITRONES - PET

e PET SCAN PERMITE COSTO-EFECTIVAMENTE
ACLARAR DIAGNOSTICO CUANDO
CORRELACION CLINICA Y RADIOLOGICA NO

CONCUERDAN
* OTRAS SITUACIONES NO ES COSTO-EFECTIVO

David Ost and Alan Fein. Management strategies for the solitary pulmonary nodule. Current Opinion in
Pulmonary Medicine 2004, 10:272-278
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Carl R. Christensen, M.D., and Kathryn A. Morton, M.D. Practical FDG PET Imaging in Oncology. Contemporary
Diagnostic Radiology. Volume 28 ¢ Number 8, April15,2005
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BRONCOSCOPIA Y NODULO PULMONAR

« PAPEL DIAGNOSTICO
e ESTUDIO DE CARCINOMA BRONCOGENICO

» UTILIDAD DIAGNOSTICA PARA NODULOS
MENORES 2 CM: 23 %

e UTILIDAD DAGNOSTICA PARA NODULOS
MAYORES 2 CM: 67 %

Justin L. Ranes, MD,* Alejandro C. Arroliga, MD,t & Atul C. Mehta, MDT.Role of Bronchoscopy in the Evaluation of Solitary Pulmonary Nodule.
Clinical Pulmonary Medicine ¢ Volume 10, Number 1 ¢ January 2003
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BRONCOSCOPIA Y NODULO PULMONAR

* CONTRAINDICACIONES:

- SOSPECHA DE LESION VASCULAR

- BLEBS O BULAS EN LA VIA DE LA BIOPSIA

- ALTERACION DE COAGULACION

- NO COLABORACION, TOS INCONTROLABLE
- HIPERTENSION PULMONAR

- NEUMONECTOMIA PREVIA

- SOSPECHA DE QUISTE EQUINOCOCO

Justin L. Ranes, MD,* Alejandro C. Arroliga, MD,t & Atul C. Mehta, MDT.Role of Bronchoscopy in the Evaluation of Solitary Pulmonary Nodule.
Clinical Pulmonary Medicine ¢ Volume 10, Number 1 ¢ January 2003
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BIOPSIA POR ASPIRACION AGUJA FINA

TRANSTORACICA

» IDENTIFICA LESIONES BENIGNAS O MALIGNAS
DERIFERICAS EN UN 95%

* LESIONES MALIGNAS: SENSIBILIDAD 80-90%,
ESPECIFICIDAD 50-80%

* LESIONES MENORES DE 2 CM LA
SENSIBILIDAD: MENOR 60%

Ost, David; Fein, Alan M.; Feinsilver, Steven H. The Solitary Pulmonary Nodule.
The New England journal of Medicine. Volume 348(25),19 June 2003,pp 2535-2542




NODULO BENIGNO

ESTABILIDAD
PATRON CALCIFICACION
EDAD MENOR 35 ANOS
CONTROL RADIOLOGICO CADA 3 MESES EN

PRIME

R ANO, CADA 6 MESES

POSTERIORMENTE

CIRUG

A




NODULO BENIGNO

ESTABILIDAD
PATRON CALCIFICACION
EDAD MENOR 35 ANOS
CONTROL RADIOLOGICO CADA 3 MESES EN

PRIME

R ANO, CADA 6 MESES

POSTERIORMENTE

CIRUG

A




NODULO MALIGNO

PACIENTE MAYOR DE 50 ANOS

FUMADORES PESADOS, APARICION RECIENTE,
ESPICULADO

CONFI
CIRUG
ESTAD

RMACION HISTOLOGICA
A

FICACION: ESTUDIOS DE EXTENSION,

BRONCOSCOPIA
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NODULO INDETERMINADO

NO ESTA DENTRO DEL CONTEXTO ANTERIOR

ESTUDIO ESPECIAL Y RAPIDO

ANTERIORMENTE: OBSERVACION O
TORACOTOMIA

HOY: TAC (DENSITOMETRIA),
FIBROBRONCOSCOPIA, ASPIRACION CON
AGUJA FINA
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NODULO INDETERMINADO

CIRUGIA:

VALOR IMPORTANTE

NO DIAGNOSTICO PREVIO
VIDEOTORACOSCOPIA
BIOPSIA POR CONGELACION

NODULOS CENTRALES: TORACOTOMIA
LIMITADA
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NODULO INDETERMINADO

CIRUGIA:

VALOR IMPORTANTE

NO DIAGNOSTICO PREVIO
VIDEOTORACOSCOPIA
BIOPSIA POR CONGELACION

NODULOS CENTRALES: TORACOTOMIA
LIMITADA
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CIRUGIA TORACICA MIMIMAMENTE

INVASICA(CTMI)-VIDEOTORACOSCOPICA

MORTALIDAD EN LESIONES MALIGNAS: 1.7 -
5.3%

MORTALIDAD EN LESIONES BENIGNAS: 0.5 %

RIESGO PROPORCIONAL A VOLUMEN DE
RESECCION

VATS: MENOR MORBILIDAD Y ESTANCIA
HOSPITALARIA

David Ost and Alan Fein. Management strategies for the solitary pulmonary nodule. Current Opinion in
Pulmonary Medicine 2004, 10:272-278




+INTORAX
CIRUGIA TORACICA MIMIMAMENTE

INVASICA(CTMI)-VIDEOTORACOSCOPICA

» IDEAL PARA LESIONES PERIFERICAS O
ALGUNAS CENTRALES EN LOBULOS

INFERIORES
« CONVERSION A CIRUGIA ABIERTA EN EL 25 %

e PRECISION DIAGNOSTICA DEL 100%
e ANESTESIA GENERAL, INTUBACION SELECTIVA.
e BIOPSIA POR CONGELACION.

David Ost and Alan Fein. Management strategies for the solitary pulmonary nodule. Current Opinion in
Pulmonary Medicine 2004, 10:272-278
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CIRUGIA TORACICA MIMIMAMENTE

INVASICA(CTMI)-VIDEOTORACOSCOPICA

« APROXIMACION IDEAL
e DIAGNOSTICO Y TERAPEUTICO

« NODULOS NO PERIFERICOS Y PEQUENOS:
MARCAR CON AZUL DE METILENO

» RESECCION PARCIAL VS RESECCION
ONCOLOGICA

David Ost and Alan Fein. Management strategies for the solitary pulmonary nodule. Current Opinion in
Pulmonary Medicine 2004, 10:272-278
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CIRUGIA TORACICA MINIMAMENTE

INVASICA(CTMI)-VIDEOTORACOSCOPICA

RECOMENDACIONES:

PACIENTE OPERABLE, NPS RESECABLE: DIAGNOSTICO
Y TRATAMIENTO

PACIENTE OPERABLE, NPS NO RESECABLE:
DIAGNOSTICO

SI ES POSIBLE, MUESTREO GANGLIONAR
MEDIASTINAL

PACIENTE LIMITROFE QUIRURGICO: DIAGNOSTICO Y
TERAPEUTICO

David Ost and Alan Fein. Management strategies for the solitary pulmonary nodule. Current Opinion in
Pulmonary Medicine 2004, 10:272-278




HISTORIA CLINICA+EXAMEN FiSICO

REVISION RADIOLOGICA PREVIA Y ACTUAL

TAC DE TORAX-DENSITOMETRIA

CLASIFICACION CLINICA DEL NODULO

NODULO BENIGNO

NODULO INDETERMINADO

= INTORAX

OBSERVACION RADIOLOGICA
TAC
CIRUGIA ?

FIBROBRONCOSCOPIA+LAVADO
+CEPILLADO + BIOPSIA
BIOPSIA PERCUTANEA (BAAF)
PET- CIRUGIA

SIN DIAGNOSTICO

CIRUGIA
VIDEOTORACOSCOPIA
TORACOTOMIA LIMITADA

NODULO MALIGNO

CONFIRMACION HISTOLOGICA
CIRUGIA VRS BAAF

MANEJO DE CA BRONCOGENICO
CA METASTASICO




HISTORIA CLINICA+EXAMEN FiSICO

REVISION RADIOLOGICA PREVIA Y ACTUAL

TAC DE TORAX-DENSITOMETRIA

CLASIFICACION CLINICA DEL NODULO

NODULO BENIGNO

NODULO INDETERMINADO

OBSERVACION RADIOLOGICA
CIRUGIA ?

FIBROBRONCOSCOPIA+LAVADO
+CEPILLADO + BIOPSIA
BIOPSIA PERCUTANEA (BAAF)
PET-CIRUGIA

SIN DIAGNOSTICO

CIRUGIA
VIDEOTORACOSCOPIA
TORACOTOMIA LIMITADA

NODULO MALIGNO

CONFIRMACION HISTOLOGICA
CIRUGIA VRS BAAF

MANEJO DE CA BRONCOGENICO
CA METASTASICO




s INTORAX

taa, S | w—anben bot | wre St Ve e (o

Prrted by FICARDO PLAZAS 00 4242018 72522 PV For personal wso only ot approved %o distriouson. Copyrignt © 2048 Satonal Compranensive Cancer Notwork, nG , Al Rights Reserved
Nartional

NCON Comprehensive . NCCN Guidelines Version 3.2018
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e Non-Small Cell Lung Cancer ev———

Nerwork*

CLINICAL PRESENTATION RISK ASSESSMENT®
Patient factors

* Smoking history

* Previous cancer history

+ Family history

* Occupational exposures

+ Other lung disease (chronic obstructive pulmonary

Incidental * Multidisciplinary disease [COPD), pulmonary fibrosis)

finding of nodule evaluation® * Exposure to infectious agents (eg, endemic areas

suspicious for * Smoking cessation of fungal infections, tuberculosis) or risk factors or

lung cancer counseling history suggestive of infection (eg, immune Subsolid nodul
suppression, aspiration, infectious respiratory See Foll

symptoms) . (DIAG-3)

+ Size, shape, and density of the pulmonary nodule

* Assoclated parenchymal abnormalities (eg,
scarring or suspicion of inflammatory changes)

* Fluorodeoxyglucose (FDG) avidity on PET imaging

(DIAG-2)

Lung nodules in I

asymptomatic, high-risk NCCN Guidelines for Lung

patients detected during lung Cancer Screening
cancer screening with LDCT

IMulsdiscipinary evaluation including thoracic surgeons, thoracic radiclogists, and pulmonclogists to determine the kelihcod of a cancer diagnosis and the optimal
diagnostic or follow-up strategy.

YRisk calculators can be used 1o quantify individual patient and radiologic factors but do not replace evaluation by a multigsciplinary diagnostic team with substantial
experience in the diagnosis of lung cancer.

c. i 1 -A 1 )

%The most important radiclogic factor is change or stability compared with a previous imaging study.

Note: All rocommandaticns are category 2A unless atherwise indicated,
Clinical Trials: NCON boleves that the best management of any pationt with iz in a clinical trial, Participation In clinical trials is especially sncouraged

Veson 3 209 (R2V1E © Netew Corpretorarve Cavoer Notaors, e J0TE AR rigvs smerved. The NOON Dudoires ™ and Py Bunh stios s o Do reovoduced i any oow alog] e apams weilies parewssion of NOON® °|A6'1 —_—
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NCCON e Table of Contents
Network® Non-Small Cell Lung Cancer Discussion
FINDINGS FOLLOW-UpPSd.9h
<6 mm —* No routine follow-up
Low risk® 6-8mm —— CTat6-12 mo — Stable —— COnsider CT
Incidental >8 mm gg:;‘(';% oc:l;:)zomo'
finding: solid ' Y
nodule(s) on CTat12mo
chest CT <6 mm —— (optional) —————— Stable — No routine follow-up
High risk' 6-8 mm —— CT at 6-12 mo ———= Stable —— Repeat CT at
18-24 mo
Consider CT at 3 mo,
>8 mm PET/CT, ' or biopsy
“See Princoles of Diagnosic Evaluation (IAG-A 1 af 2). PETICT performed skull base to knoes or whole body. A positve PET resut is defned
IThe mast important radiclogic 1actor & change or stabilty companad with a previcus as a standardized upiake vale (SUV) in the lung nodule greater than the baselng
maging study madiastinal blocd pool. A positive PET scan finding can be causad by infection of
“Low risk = minimal or absent history of smaking or other known risk factors. inrfammation, including absance of lurg cancer with localized infection, presence of lung
High risk = histoey of smoking or other known risk factors. Known risk factors indude cancer wih assocated (eg, postobstructive) infection, and presence of lung cancer with
history of lung cancer in 8 first-degrae ralative; expasure 10 ashesios, redon, of related inflammation (89, nodal, parenchymal, pleural). A false-negative PET scan can be
uranium caused by & small nodule, low celuar density (nonsclid nodule or ground-glass opacity
INon-solid, partially solid, or ground-glass nodules may require longer ‘llow-up %o [GGO)), or low tumor avidity for FOG (og, adenccarcinoma in stu [previcusly known as
exclude indolent adenccarcinoma. bronchoalveolar caranama), caronod tumer).

"Adapted from Fleischner Society Guideines: MacMahon H, Naidich DR, Goo JM, et &l Patents with 8 suspicion of lung cancer after PETICT require hisiclogic confrmation before
Guidelines for management of incidantal pumonary noduias datecied on CT images: any norsurgical haragy, Whan a biopay is not passible, a multdscpinary avalsation
From the Fleschner Society 2017. Radiclogy 2017,284:228.243. ©Radological should be done inchuding radiation oncology, surgery, and interventional pumanclogy.
Scciety of Narth America. Fleischner Society Guideines do not direct whether or not
conirast is nacessary of if an LOCT is appropeiate, LDCT is profared unless there s a
reason for contrast enhancemment for better diagnostic resoution.

Note: Allr cath am gory 2A unless otherwise indicated,
Clinical Trials: NCON boleves that the bost management of any patient with cancer is In a clinical trial. Participation in clinical trials is sspecially sncouraged
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NSO Cancer Table of Contents
Necwork! Non-Small Cell Lung Cancer Discussion
FINDINGS FOLLOW-yp=eah
Solitary pure <6 mm » No routine follow-up
ground-glase < CT at 6-12 mo to confirm
> persistence,
nodules . then CTevery 2y until5y
Incidental Persistent _ No routine follow-up
and <6 mm
finding: Solitary
subsolid part-solid « CT at 3-6 mo to confirm persistence
nodule(s) nodules Persistent » If unchanged and solid component
on chest CT 9:";6 —————— remains <6 mm, annual CT for5y
SRS » If solid component 26 mm, consider
PET/CT" or biopsy
+CTat3-6 mo
<6 mm »| » If stable, consider CT at
subsolid
nodules +CTat3-6 mo
» |* Subsequent management
26
mm based on most
suspicious nodule(s)

P ~

“Sea Princpes of Diagnosic Evaluation (DIAG-A1 ol 2).

9The most impertant radiclogic faclor i change o stabilty compared with a previcus imaging study.

INon-solid, partially solid, or ground-glass nodules may require longer %ollow-up %o exciude indolent adenocarcinoma.

hAdapted from Fleischner Society Guideines: MacMahon H, Naidich DP, Goo JM, et & Guigelines %or management of incidantal puimonary nodules detected on CT images:
From the Fleschner Society 2017, Radiclogy 2017,284:228-243, BRadological Society of North Amarica, Fleischner Sodaty Guidelines do not direct whether or not conrast is
necessary or if an LDCT is appropriate. LOCT is preferred uniess there is a reason for contrast enhancement for better diagnostic resolution.

PETICT performed skull base to wnses or whole body A positve PET result s defned as a standardzed uptake value (SUV) in the ung nodule greater than e baseline mediastnal
oiood poal. A positive PET scan finding can b causaed Dy nfecton o nfiammation, ndduding absence of lung cancer with locakzed infection, presenca of lung cancar wih associated
{8g. posicbstructve) infecton, and presencs of lung cancar with melated inflammation (eg, nodal, parenciymal, pleural), A false-regatve PET scan can be caused by a smal nodue, low
celular density (nonsaid nodule or ground-glass opacity [GGOJ), or low tumoar avidity for FOG (eg, adenocarcinoma in situ [previcusly «nown as dronchoalveolar carcnoma), carcnod
tumor).

Patents with & suspicion of lung cancer after PETICT require histclogic confrmation delore any nonsurgcal therapy. When a bicpsy & not possine, 8 multidisciplinary evaluaton should
D6 done iInciudng radation oncology, surgery, and interventional pUmonaciogy

Note: All cath an gory 2A unless othorwise ind
Clinical Trials: NCON bolaves that the best manags of any patient with i In a clinical triad, Participaticn In clinical trials is especially sncouraged
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Probabilidad de malignidad en el Nédulo pulmonar solitario - Analisis Bayesiano

Probabilidad a priori de malignidad :
Caracteristicas clinicas

Edad:
Fumador (Paquetes-afos)
Hemoptisis

Historia previa de malignidad:

50 Ingrese un numero de 1a 100 %
—

(50-59 K3
[ Ausente "

A

INTORAX

L S e S S

Caracteristicas radiograficas

Tamano (cm) m
Ubicacion: (SuperiorlMedio I’
Borde: @ Liso
Indice de crecimiento: rDerscrolrur)t;anb "
Cavidad espesor de la pared: = Sin cavidad "
Calcificacion: @

Caracteristicas adicionales

Mejora del contraste:

PET:

MD, listrup DM, Schleck CD, Edell ES. The probability of malignancy in solitary pulmonary nodules.
ogically indeterminate nodules. Arch Intern Med 1997; 157:849-855
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Evaluacion secuencial del NPS

1° paso: Estimar PM
Angmnesis y exploracion Ssics Estabilidad del NPS sbhco 2 aflos
Rede téraxy TC tordcica +  Estabilided del NPS subsélido 3 sfos
Comparacién con Bx-TC previos NPS con patrin racicldgico de benignidad
No lsz
2° paso: Planificar a estrategia a seguir T
£n funcitn de;
* Tamaho y consistencia del NPS.
* Probabilidad de malignidad,

* La accesidiicad 2 las prubas diagndsticas y experiencia ce los médicos responsables.
o (omsensust 3 estrategis con el paciente,

|
| I 1

'/ﬁps wiido $ 8 m?:\' /NPS s0lido $ 8 m=) 7 NPS substlido

\
. (abla3l \_  [Mguras) ) '\ {tabls 3 /'

figers s, Ivaloasidr wecierc o el W74




NPS

Anamnesis, EF ,estudlos radloléglicos previos, TC de cortes finos

Pacientes operables sin neoplasia previa conocida

NPS s6lido + 8 mm
|
| | '
M baa M ircermedia PM ala
PET-TC PET.TC
1 | (estadificacion)
Negatheo Positive = }
Estadio I Estadio -V
' |
Biopsia o Puncidn Estucio dirgice
|
| !
Negativo Positive
. |
Observacion Cirugia (VATS) oi - i
TC baja dosis 3-6., g2 Biopsia R T
¥ 24 meses intraoperatoria

lgerz A Ay
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Tods decisin sobre el manejo de un NPS debe incluir la opiniGn y ks preferencias del paciente,

comrectamente informado. 1
Valorar estabilidad o crecdimiento en estudios diokégicos previos si estdn disponibles. 1C
Estabilidad mayor e 2 aflos en NPS sblicos y calcificacién de tipo benigna indican benignidad 2¢
¥ ™0 requieren estedios adicionales,
!.a <, lnc_hveﬂdo cortes finos de la kesida, es fundamental en & valoracidn inidal cel NPS 18
indeterminado,
Los NP5 en pacientes con neoplasia previa o concomitante reguieren manejo y valoracién 1c
indhiduslizacs,
Los NPS en pacientes inoperables reguieren manejo individeaslizado, 1C
Los NP5 se clasificarin como nbdules sbhidos » & mm, nédulos 18
s8lidos s 8 mm y néculos scbsbhcos.

NPS sdlidos » 8 mm
Se clasificarin sepln la PM: bajs (¢ 5%, intermedia o alta [ 65%), 2C
NPS de PM baja: obsesvacién rodiolépu. 2C
Observaciéa radiolsgica: TC de bajs radiscion sin conteaste 3 1os 4-6, 6-12 y 24 meses, 2C
NPS de PM intermedia: sealizacién de PET-TC, 18
PET-TC negativa: observacitn radiolGzica. 2C
NPS de PM intermedia; puncidn-biopsia es ung shernative aceptable. 2C
No disgndstico hstoldgice: realizacion de PET-TC, 18
Pancin o biopsis es sconselable cusndo hay dscordancia entre PM clinica y por imagen, 2C
sospecha de etiologfas que requicren tratamiento mécico (per ejemplo, tuberculosis) y en
paciestes con gversién o recha o 8 |3 cirugtis diagnéstica,
NPS con PM shte manejo con el diagndstico de presuncitn de cardinoms en estadio inicial, 2C
NPS con PM alta- FB con revisiéa bronquial y biopsia transbhronquial. 20
NPS no diagnosticados con PM mayor gue bajs en pacientes operables: reseccién del NPS. 2C
Técnics recomendads videoloracoscopi, 1C
Biopsia ntraoperatoris pars establecer lipo de reseccin,
Los NP subcentimétricos ssociados 8 un NPS no deben comtraindics: cirugia curativa de| 2C
cardnoma sin confirmar que son metdstasis.

NPS<8mm

Pauta de chservacion siguiendo Qs recomendaciones de la Sociedad Fleischner (Tabks 2). 2C
Seguimiento con TC e baja radiacién y sin contraste. 1C
NPS subsdicoes.
Pauta de actsacida siguiendo las recomendaciones de |2 Sadedad Fieischner (Tabia 3). Ba2c
Seguimiento con TC de baja radiacitn y sin contraste, 1c

g secovendy eser dryie 0 fel S
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TC a l0s 12 meses,

SRIN W Sg—— Si estable, no precisa seguimiento.

TCalos 12 meses
Si estable, no precisa seguimiento.
778Bmm |TCalos 6-12 mesesy18-24 meses. | TC a los 3-6 meses, 9-12 meses y 24 meses.

56 mm TC 3 105 6-92 meses y 18-24 meses.

Whaz htrsimpadagrdricapwamal 2 " Ce A% idavc i e

Solitario s s mm No precisa seguimiento.

TC en 3 meses.

Solitario » 5 mm Sl persiste: repetir, al menos, a los 12, 24y 16 meses.
Méltiples x s mm TC 2 10S 24 ¥ 48 meses.
Méltiples > 5 mm TC en 3 meses.

Sl persiste; repetir, al menos, a 105 12, 24 Y 36 meses.
Subsoblidos mixtos (PSN) Recomendacién

TC en 3 meses.
Si persiste: repetin, al menos, a los 12, 24y 16 meses.

Onico, parte sélida <5 mm

TC en 3 meses.
Onico, parte slidazs mm | SJ persiste: hacer biopsia o reseccifn quirdrgica.
Sé parte s&licda » B mm seguir figura 4.

TC en 3 meses,
Miltiple Si persiste: hacer biopsia o reseccibn quirdrgica,
especialmente si el componente sblidor s mm,

Whas.Dittgiopa N S andi da. CaNizel rgdmvcorr e d gons rodu el 748N A v powazid ez daed
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‘Q COMITE CIENTIFICO DE CANCER PULMONAR DE
NORTE DE SANTANDER, CUCUTA-COLOMBIA

NODULO PULMONAR SOLITARIO EN EL
DIAGNOSTICO DEL CANCER
PULMONAR TEMPRANO
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et Non-Small Cell Lung Cancer rev———

Nerwork*

CLINICAL PRESENTATION RISK ASSESSMENT®
Patient factors

* Smoking history

* Previous cancer history

* Family history

* Occupational exposures

* Other lung disease (chronic obstructive pulmonary
Incidental * Multidisciplinary disease [COPD), pulmonary fibrosis)

finding of nodule evaluation? * Exposure to infectious agents (eg, endemic areas
suspicious for * Smoking cessation of fungal infections, tuberculosis) or risk factors or
lung cancer counseling history suggestive of infection (eg, immune Subsolid nodul

suppression, aspiration, infectious respiratory See Foll
symptoms
Mh'l’mh.f)am"" (DIAG=3)

+ Size, shape, and density of the pulmonary nodule

* Assoclated parenchymal abnormalities (eg,
scarring or suspicion of inflammatory changes)

* Fluorodeoxyglucose (FDG) avidity on PET imaging

(DIAG-2)

Lung nodules in |
asymptomatic, high-risk NCCN Guidelines for Lung

patients detected during lung Cancer Screening
cancer screening with LDCT

A\

IMulsdiscipinary evaluation including thoracic surgeons, thoracic radiclogists, and pulmonclogists to determine the kelihood of a cancer diagnosis and the optimal
diagnostic or follow-up strateqgy.

YRisk calculators can be used 1o quantify individual patient and radiologic factors but do not replace evaluation by a multicsciplinary diagnostic team with substantial
experience in the diagnosis of lung cancer.

c . . a4 y

“The most important radiclogic factor is change or stability compared with & previous imaging study.

Note: All rocommandaticns are categery 2A unless othorwise indicated,
Clinical Trials: NCON boleves that the best management of any pationt with cancer is In a clinical trial. Participation In clinical trials is especially sncouraged

-
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INCLC lancer
Network? Non-Small Cell Lung Cancer Table of Cectens
FINDINGS FOLLOW-UPS-d.8h
<6 mm —* No routine follow-up
Low risk® 6-8mm ——» CT at6-12mo —= Stable —— Consider CT

>8 mm

Incidental
finding: solid
nodule(s) on
chestCT

CTat12mo
(optional)

<6mm —* —_—
1
High risk 6-8 mm —— CT at 6-12 mo ———» Stable—'w_umo
>8 mm Consider CT at 3 mo,

at18-24 mo

Consider CT at 3 mo,
PETICT," or biopsy

Stable — No routine follow-up

Repeat CT at

PETICT," or biopsy

“See Princoles of Diagnosic Evaluation (DIAG-A 1 of 2).

The mast impontant radiologic 1acior & change or stabilty companad wilth a prévicus
maging study

“Low risk = minimal or absent history of smaoking or other known risk faciors.

Migh risk = history of smoking or other known risk factors. Known risk factors indude
history of lung cancer in a first-degrae relative. expasure 10 ashesios, redon, of
uranium

INon-solid, partially solid, or ground-glass nodules may require longer ‘ollow-up %o
exclude indolent adenccarcinoma.

PETICT performed skull base to knoes or whole body. A positve PET resut is defned
as a standardized uptake vale (SUV) n the lung nodule greater than the basaeing
mediastinal blood pool, A positive PET scan finding ¢an be causad by infection of
irdammation, including absance of lurg cancer with localized infection, presence of lung
canocer wh assocated (eg, postobstuctive) infection, and presence of lung cancer with
related inflammation (eg, nodal, parenchymal, ploural). Afalse-negative PET scan can be
causad by a small nodule, low celdar density (nonsald nodule or ground-glass opacity
[GGO)), or low tumor avidity for FOG (og, adenccarcinoma in stu [previcusly known as
bronchoalveolar caranoma), caronod fumor)

hAdapted from Fleischner Society Guideines: MacMahon H, Naidich DP, Goo JM, et & Patents with a suspicion of lung cancer after PETICT require hisiclogic confrmation belore

Guideines for management of incidantal pumonary noduias datecied on CT images:
From the Fleschner Society 2017, Radiclogy 2017,284:228.243. £Radological
Scciety of Narth America. Fleischner Society Guideines do not direct whether or not
comirast is necessary or if an LOCT is appropeiate, LOCT is prefared unless there is a
reason for contrast enhancerment for better diagnostic resoution.

any nonsurgical heragy, Whan a biopay is not passible, a multdscpinary avalation
should be done including radiation cncolegy, surgery, and interventional pumanclogy.

Note: All rocommandations are categery 2A unless athorwise indicated,

Clinical Trials: NCON boleves that the best management of any pationt with cancer is in a clinical tria. Participation in clinical trials s sspecially sncouraged
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NCCON gemess Table of Contents
Network® Non-Small Cell Lung Cancer Discussicn
FINDINGS FOLLOW-Up=eah
Solitary pure <6 mm » No routine follow-up
groundgiase < CT at 6-12 mo to confirm
- persistence,
nodules - then CTevery 2y until5y
Incidental PRS- * No routine follow-up
and <6 mm
finding: Solitary
subsolid part-solid « CT at 3-6 mo to confirm persistence
nodule(s) nodules Persistent » If unchanged and solid component
on chest CT °:"z; *| remains <6 mm, annual CTfor5y
an — » If solid component 26 mm, consider
PET/CT" or biopsy
+CT at3-6 mo
<6 mm »| » If stable, consider CT at
Multiple 2and 4y
subsolid
nodules +*CT at 3-6 mo
» |* Subsequent management
26 mm based on most
suspicious nodule(s)

9The most important radiclogic faclor s change or stabilty compared with a presious imaging study.

INon-solid, partially solid, or ground-glass nodules may require longer ‘ollow-up o exciude indolent adenocarcinoma.

hAdapted from Fleischner Society Guideines: MacMahon H, Naidich DP, Goo JM, et & Guidelines for management of incigantal puimonary nodules detected on CT images:
From the Fleschner Society 2017, Radiology 2017,284:228-243, ERadoiogical Society of North Amarica, Fleischner Sodety Guidelings do not direct whether o not conrast is
necassary or if an LDCT is appropriate. LOCT is preferred uniess there is a reason for contrast enhancement for better diagnostc resalution.

PETICT performed skull base to xnses or whole body A positve PET result s defned as a standardzed uptake value (SUV) in the lung nodule greater than $e baseline mediastnal
oiood podl. A posithve PET scan finding can Do causad by nfecton o nfammation, nduding absaence of lung cancer with localzed infaction, presenca of lung cancar wih associated
{80, posiobstructve) infection, and presence of lung cancer with related inflammation (eg, nodal, parenchymal, pleural). A false-negatve PET scan can be caused by 8 smal nodue, low
celular density (ronsoid nodule or ground-glass opacity [GGOJ), or low tumar avidity for FOG (eg, adenocarcinoma in situ [previcusly known as bronchoalvealar carcnoma), carcnod
tumor).

Patents with a suspicion of lung cancer afler PETICT require histelogic confrmatsion before any nonsurgcal therapy. When a bicpsy & not possie, a multigisciplinary evaluaton should
D6 done iInciudng radaton oncology, surgery, and interventional pUmonciogy

Note: All rocommandaticns are categery 2A unless athorwise indicated,
Clinical Trials: NCON boleves that the best management of any patient with cancer is In a clinical trial. Participation in clinical trials is sspecially sncouraged
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Probabilidad de malignidad en

Probabilidad a priori de malignidad :
Caracteristicas clinicas

Edad:
Fumador (Paquetes-anos)
Hemoptlisis

Historia previa de malignidad:
Caracteristicas radiograficas

Tamario (cm)

Ubicacion:

Borde:

Indice de crecimiento:
Cavidad espesor de la pared:

Calcificacion:
Caracteristicas adicionales

Mejora del contraste:

PET:

el Nédulo pu

50 | Ingrese un numero de 1a 100 %
| —

(5059 K8
Desconocido n

¥
Ausente

Ausente n

2.1-3.0
fSuperiorlMedio I'
Liso
[ Desconocido I'
Sin cavidad n

rNo estudiado "
No realizado n

MD, listrup DM, Schleck CD, Edell ES. The probability of malignancy in solitary pulmonary nodules.
ogically indeterminate nodules. Arch Intemn Med 1997, 157:849-855

r solitario - Anadlisis Bayesiano
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Evaluacién secuencial del NPS

1° paso: Estimar PM
Angmnesis y exploracion Ssics Estabilidad del NPS sb5co 2 afos
Rede téraxy TC tordcica +  Estabilided del NPS subsélido 3 afos
Comparacién con -1 previos NPS con patrdn racdicldgico ce benignidad
No 15‘
2° paso: Planificar la estrategia a seguir (Nopreciss més estudio )
£n funcitn de;
* Tamaho y consistencia del NPS.
* Probabilicdad de malgnidad,

* L2 accesidiicad 2 las prubas diagndsticas y experiencia ce ks médicos respensables.
o Consensusr |3 estrategia con el paciente,

|
| I l

"’EPS solido s 8 m;\' /NPS solido § 8 m= 7 NPS substlido

|
. (ablal)  Mguas) ) \ (sbls® )

Migees v Dvalonsidr wecieme N el N4




NPS =

Anamnesis, EF ,estudlos radloléglcos previos, TC de cortes finos

Pacientes operables sin neoplasia previa conocida

NPS s6lido + 8 mm
|
| ' |
"Mbaa M ircermedia PM alna
PET-TC PET.TC
l | (estadificacitn)
Negatheo Positive = }
Estadio I Estadio -V
' !
Biopsia o Puncidn Estucio dirgice
, |
. !
Negativo Positive
1 ) l 1
Observacion Cirugia (VATS) iapabsti i
TC baja dosis 3-6, g12 Bopsia mg:awn sl%l’ esudl?l-ll

Y 24 meses intraoperatoria

fgere A A goelare de mate o 20 A5 AN Ize > I aegln S17AS




el . U o
Yaloracidn ieicial del NPS
Tods decisin sobre el manejo de un NPS debe incluir |3 opiniGn y ks preferencias del paciente, 1
comrectamente informado.
Valorar estabilidad o crecimiento en estudios rdiokigicos previos sl estdn disponibles. 1C
Estabibdad mayorde 2 aﬂos'cn NPS sbiicos y calcificacién de tigo benigna indican benignidad 2¢
¥ 0 requieren estudios adicionsles,
La TC, incluyende cortes finos de la kesila, es funZamental en & valoracion inidal cel NFS 18
indeterminado,
Los NP5 en pacientes con neoplasia previa 0 concomitante reguieren manejo y valoracion
indhidualizaca. -
Los NPS en pacientes inoperables requieren manejo individealizado, 1C
Los NP5 s clasificarin como nddulos s6idos » 8 mm, néculos 18
sélidos s 8 mm y ndculos subsbhicos.
NPS sdlidos » 8 mm
Se clasificardn sepin la PM: bajs (< %), intermedia o altas [ 65%), 2C
NPS de PM buja: observacién radioligica, 2C
Observacié radioligica: TC de bajs radiscifn sin conteaste 3 108 3-6, G-12 y 24 meses, 2C
NPS de PM intermedia: sealizacién de PET-TC, 18
PET-TC negativa: observacidn radiolbgica. 2C
KPS de PM intermedia: puncidn-biopsia es una shernative aceplable. 2C
No disgndstico Sstolbgice: realizacidn de PET-TC, 18
Pancifin ¢ biopsis es sconseiable cusndo hay dscordancia entre PM ciinica y por imagen, 2C
sospecha de etiologfas que requicren tratamiento mécico (per ejemplo, tuberculosis) y en
paciestes con gversién o rechazo 8 la cirugis diagnéstics,
NPS con PM slte: manejo con el diagnhstico de presuncidn de cardinoms en estadio inicial, 2C
NPS con PM 2Rt FB con revisiéa bronguial y biopsia transbronguial. 20
NPS no dlagnosticados con PM mayoe gue bajs en pacientes operables: reseccién del NPS. 2C
Técnics recomendads videoloracoscopi, 1C
Biopsia ntraoperatoris pars establecer lipo de reseccibn,
Los NP subcentimétricos ssocisdos 8 un NPS no deben comtraindicar cirugis curaliva de | 2C
carcdinoma sin confirmar que son metdstasis.
NPS<8mm
Pauta de chservacion siguiendo fas recomendaciones de la Sociedad Feschner (Tabks 2). 2C
Seguimiento con 7C ¢e baja radiacién y sin contraste. 1C
NPS subsdicos.
Pauta de actuacién siguiendo las recomendaciones &e |2 Sodedad Fleischner (Tabia 3). Ba2c
Seguimiento con TC de baja radiscion y sin contraste, 1c

1% 2 ¢ sed syl o or 4 Lsie s Tl O
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Didémetro Sin factores de riesgo de CP Con factores de riesgo de CP

. o TC a 105 12 meses,
¢3mm | No seguimiento. | 5i estable, no precisa seguimiento.
TCalos 12 meses
>0 Si estable, no precisa seguimlento. | T-2106 612 MISES Y 18524 MESG.
778Bmm |TCalos 6-12 mesesy18-24 meses. | TC a los 3-6 meses, 9-12 meses y 24 meses.

Whaz Dhirsiopadagriricapwramnval e

e AL idavcirm

Subsdlidos GGN

Solitario s s mm No precisa seguimiento.
TC en 3 meses.
Soltaro » 5 mm Sl persiste: repetir, al menos, a los 12, 24 y 36 meses.
Méltiples x § mm TC 3 10S 24 ¥ 48 meses.
TC en 3 meses.
| NS - SI persiste; repetir, al menos, 3 105 12, 24 y 36 meses.
Subsélidos mixtos (PSN) Recomendacién
TC en 3 meses.
Onico, parte sélida < 5 mm Sl persiste: repetir, al menos, a los 12, 24 y 36 meses.
TC en 3 meses.
Onico, parte sélidazs mm | SJ persiste: hacer biopsia o reseccifn quirdrgica.
| Sé parte sblica > B mm seguir figura 4.
TC &n 3 meses,
Mailtiple Sl persiste: hacer biopsia o reseccién quirdrgica,

especialmente si el componente sblidor s mm,

Whas.Dittinpa N Sl 43, TGN ize

rdnv oo pssd ey rodu el TAN T v pao i s daved
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NODULO
PULMONAR

SOLITARIO/
MULTIPLE

uu v b Ve

COMITE CIENTIFICO DE CANCER PULMONAR DE
NORTE DE SANTANDER, CUCUTA-COLOMBIA

1. ANALISIS
BAYESIANO MAYOR 1. PET SCAN CT

50% PM 2. BX PERCUTANEA

2. TAMANO MAYOR 3. BX VATS
DE 8 MM
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CONCLUSIONES

MANEJO INTEGRAL
CIRUGIA PARTE DEL TRATAMIENTO

CIRUGIA TORACICA MINIMAMENTE
INVASIVA(CTMI) VIDEOTORACOSCOPICA

ESTADIOS INICIALES:
NODULO PULMONAR SOLITARIO
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MARCEL LEONARDO QUINTERO, MD

THORACIC SURGEON
CUCUTA, COLOMBIA
SOUTH AMERICA
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\.FW.FS.E. Hospital Universitario
ERASMO MEOZ

HOW I DO IT:

/4 INTORAX

2-PORT LOWER LOBECTOMY

IVIMMERSION COURSE ON
MINIMALLY INVASIVE

THORACIC
SURGERY
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SAN JOSE DE CUCUTA-COLOMBIA

. g SRV
SPRC NS L
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SAN JOSE DE CUCUTA-COLOMBIA

* LOCATION: COLOMBIAN NORTHEAST,
CAPITAL OF NORTE DE SANTANDER PROVINCE

* COLOMBIA-VENEZUELA BORDER

* POPULATION:

— LOCAL/PROVINCIAL

— BORDER TRANSIT: VENEZUELAN MIGRANTS AND
DISPLACED POPULATION
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jF‘j E.S.E. Hospital Universitario
ERASMO MEOZ

PUBLIC HOSPITAL
/700 BEDS

LUNG CANCER CONSULTATIONS:
200 PER YEAR

LOBECTOMIES: 15-20 PER YEAR
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Codigo Sede
. 1

Departamento Municipio Grupo Concepto

Prestador

08-54001-

Norte de Santander|CUCUTA 5400100371 01 |E.S.E HOSPITAL UNIVERSITARIO ERASMO MEOZ|AMBULANCIAS |Basica 1/OWN298 TERRESTRE(2008 (00 5400

Norte de Santander/CUCUTA |5400100371| 01 |E.S.E HOSPITAL UNIVERSITARIO ERASMO MEOZ|AMBULANCIAS)|Bsica slowNzeolerRESTRER00S gg;ss-;%%p
) 54405000~

Norte de Santander|CUCUTA [5400100371| 01 |E.S.E HOSPITAL UNIVERSITARIO ERASMO MEOZ|AMBULANCIAS|Medicalizada 1loes025 [TERRESTRE[2009 |08-

3801714

Norte de Santander|/CUCUTA [5400100371| 01 |E.S.E HOSPITAL UNIVERSITARIO ERASMO MEOZ ?Engeun co [Sillas de Quimioterapia 5 0

Norte de Santander/CUCUTA |5400100371] 01 |E.S.E HOSPITAL UNIVERSITARIO ERASMO MEOZ|CAMAS Pediatrica 73 0

Norte de Santander|CUCUTA |5400100371] 01 |E.S.E HOSPITAL UNIVERSITARIO ERASMO MEOZ|CAMAS Adultos 227 0

Norte de Santander/CUCUTA 5400100371 01 |E.S.E HOSPITAL UNIVERSITARIO ERASMO MEOZICAMAS Obstetricia 44 0

Norte de Santander/CUCUTA |5400100371| 01 |E.S.E HOSPITAL UNIVERSITARIO ERASMO MEOZ|CAMAS Cuidado Intermedio Neonatal 12 0

Norte de Santander/CUCUTA |5400100371] 01 |E.S.E HOSPITAL UNIVERSITARIO ERASMO MEOZICAMAS Cuidado Intensivo Neonatal 0

Norte de Santander|CUCUTA |5400100371) 01 |E.S.E HOSPITAL UNIVERSITARIO ERASMO MEOZICAMAS Cuidado Intermedio Pediatrico 1 0

Norte de Santander|CUCUTA |5400100371] 01 |E.S.E HOSPITAL UNIVERSITARIO ERASMO MEOZ/CAMAS Cuidado Intensivo Pediatrico 0

Norte de Santander/CUCUTA |5400100371| 01 |E.S.E HOSPITAL UNIVERSITARIO ERASMO MEOZ|CAMAS Cuidado Intermedio Adulto 15 0

Norte de Santander/CUCUTA |5400100371| 01 |E.S.E HOSPITAL UNIVERSITARIO ERASMO MEOZ|CAMAS Cuidado Intensivo Adulto 25 0

Norte de Santander/CUCUTA 5400100371 01 |E.S.E HOSPITAL UNIVERSITARIO ERASMO MEOZ|CAMAS Cuidado basico neonatal 12 0

Norte de Santander/CUCUTA |5400100371] 01 |E.S.E HOSPITAL UNIVERSITARIO ERASMO MEOZISALAS Quiréfano 8 0

Norte de Santander/CUCUTA 5400100371 01 |E.S.E HOSPITAL UNIVERSITARIO ERASMO MEOZ|SALAS Partos 2 0

Norte de Santander/CUCUTA 5400100371 01 |E.S.E HOSPITAL UNIVERSITARIO ERASMO MEOZ|SALAS |Procedimientos 4 0

1

W.Fﬁ. E.S.E. Hospital Universitario
ERASMO MEOZ
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COLOMBIAN HEALTH SYSTEM

GOVERNING LAW: “LEY 100”

UNIVERSAL:
— SUBSIDIZED AND CONTRIBUTIVE

PRIVATE:
— PREPAID MEDICINE, SPECIAL REGIMES

VENEZUELAN MIGRATION
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CASE:
2-PORT LOWER LOBECTOMY
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CASE

MALE, 68 YEARS OLD
NON-SPECIFIC THORACIC PAIN

SOLITARY PULMONARY NODULE
IN RIGHT LOWER LOBE, N2?

OCCASIONAL SMOKER
CHOLECISTECTOMY
PHYSICAL EXAM: NORMAL

DIAGNOSTIC SURGERY (VATS): LUNG AND
MEDIASTINAL SAMPLES
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CASE

PATHOLOGY: LUNG ADENOCARCINOMA
WITH NEGATIVE MEDIASTINAL
ADENOPATHIES

EXTENSION STUDIES (BRAIN, BONE,
SUPRARENAL GLANDS) NEGATIVE ¢

NITIAL STAGE: IIB (T1c, N1, MO) IASLC 8th
PULMONARY FUNCTION TEST OK ¢/

RIGHT LOWER LOBECTOMY WITH
MEDIASTINAL LYMPH NODES DISSECTION
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RESULTS

INITIAL FINDINGS CONFIRMED
SURGERY TIME: 3 HOURS (1.5-4 H)
HOSPITAL STAY: 4 DAYS (2-5 DAYS)
PAIN SCALE: 3/10- 1/10

POSTOPERATIVE APPOINTMENT PENDING WITH
PATHOLOGY RESULTS IN MEDICAL SURGERY
MEETING

PATHOLOGY STAGE
ONCOLOGY PATIENT







HOW I DO IT:
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HUMAN RESOURCES: 2 THORACIC SURGEONS
— MARCEL QUINTERO (EL BOSQUE,COLOMBIA)
— RAUL VERA (UBA, ARGENTINA)

TECHNOLOGY
SURGICAL INSTRUMENTS

POSTOPERATIVE CARE: INTENSE CARE UNIT AND
HOSPITAL CARE

NO INTRAOPERATIVE FROZEN BIOPSY

INTERVENTIONAL RADIOLOGY VRS SURGICAL
DIAGNOSIS + STAGING




= INTORAX
SURGICAL PROTOCOL

FIBROBRONCOSCOCOPY

SELECTIVE INTUBATION

MOBILE OPERATING TABLE

CUTTING: ADVANCED ELECTROSURGERY
ENDOSUTURE SYSTEM 60 MM-45 MM

2 PORTS OF ENTRY: MULTIPURPQOSE,
ANATOMICAL POSITION
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PATIENT STATISTICS
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GENDER
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Distribucion del sexo

@ Masculino
®m Femenino

W.F\.FS.E. Hospital Universitario
ERASMO MEOZ




AGE
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< 40 anos

Distribucion de la edad

40 - 60 afos 61 — 80 anos

TFW. E.S.E. Hospital Universitario
ERASMO MEOZ

> 80 anos
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SMOKING HISTORY

Antecedente tabaquico

No; 12,3%

m Si
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Si; 87, 7%

@ (J
\F\ ES.E. Hospital Universitario
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Distribucion sintomatologia
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Tos Disnea Dolor toraxico Fiebre Expectoracion Hemoptisis Otra

\.Fﬁ. E.S.E. Hospital Universitario
ERASMO MEOZ
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ANATOMICAL LOCATIONS

Localizacion

LSD LS| LID LIl LM Otra

TFW.FS.E Hospital Universitario
ERASMO MEOZ




HISTOLOGY
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21%

14,8%

Variantes histolégicas

1,2%

25,9%

B Adenocarcinoma

m Carcinoma de células grandes
0 Carcinoma epidermoide

[ Carcinoma de células pequenas
MW Otra

W.F\. ES.E. Hospital Universitario
ERASMO MEOZ
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STAGING

Estadiaje
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TFW.FS.E. Hospital Universitario
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SURGICAL TREATMENT
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Procedimiento quirurgico

Lobectomia total NG

\.Fﬁ. E.S.E. Hospital Universitario
ERASMO MEOZ




1 YEAR SURVIVAL RATE

45,7%

Supervivencia a un ano

54,3%

W.FW.FSE. Hospital Universitario
ERASMO MEOZ
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CONCLUSIONS

T 1S POSIBLE
T 1S A CHALLENGE

REGIONAL TRANSFORMATION IN LUNG CANCER
MANAGAMENT

DECENTRALIZE
APPLY NEW CONCEPTS

ENTRY PORTS DEPENDS ON THE CASE, AVIABILITY
AND RESOLUTION

OPEN SURGERY
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IV IMMERSION COURSE ON
MINIMALLY INVASIVE

THORACIC >/ \"
SURGERY )

ES.E. Hospital Universitario

ERASMO MEOZ
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Meoz en Cucuta contra
cancer pulmonar

83 casos de cancer se diagnosticaron en el hospital
universitario Erasmo Meoz entre 2016-2017.
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