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Complete surgical resection of the tumor is the treat-
ment of choice for Bronchopulmonary Carcinoids (BCs).
The goal is to resect the lesion, saving as much lung
parenchyma as possible. The type of surgical approach
and resection are strictly depends on: a) tumor’s
location, b) tumor’s histology and c) presence of
lymphnodal metastases. In case of peripheral small BC
(Figure 1), the type of surgical resection (wide wedge
resection vs segmentectomy or lobectomy) is still
matter of debate. Few scientific evidences1,2 report
that a wedge resection could be safely proposed since,
in multivariate analysis, long-term survival is not
compromised when this approach is used. However,
those studies are retrospective, sometimes with limited
data on the patients’ follow-up and the number of
wedge resections is limited: therefore it is very difficult
to draw definitive conclusions with those potential
biases. The statement that a wedge resection should be
reserved to a small peripheral N0 Typical Carcinoid
(TC) seems to be more prudent. An anatomical resec-
tion (segmentectomy/lobectomy) should be proposed
in case of an Atypical Carcinoid (AC), or whenever the
tumor cannot be resected in a less invasive manner
(e.g: centroparenchymal lesion or when the lobe is
totally occupied by the tumor e Figure 2). The aim to
preserve as much lung tissue as possible is the cause of
the development of tissue-sparing surgical techniques
(the so called “bronchial sleeve resections” and the
“sleeve lobectomies”). The first contemplates a bron-
chial resection with the tumor, without any lung pa-
renchyma exeresis; in the latter, a formal lobectomy
with bronchoplastic procedure, is performed to avoid
major pulmonary resections (e.g.: bilobectomy or
pneumonectomy). An intraoperative frozen section of
the bronchial margin has to be performed in all bron-
choplastic procedures to confirm that no neoplastic
cells are present in the anastomosis.3 Contrariwise, a
pneumonectomy should be reserved to patients with a
“destroyed lung”, usually caused by long-term
obstructive pneumonia, a phenomena caused by an
endobronchial tumor growth which completely ob-
structs the bronchial lumen, or when a tissue sparing
resection cannot be safely performed. The type of
surgical approach (thoracotomy vs. minimally invasive
one) must be decided based on tumor’s size and loca-
tion, as well as the type of surgical resection planned.
In general, VATS approach is currently indicated for
small and peripheral BCs, while a posterolateral tho-
racotomy is generally used when a bronchoplastic
procedure must be performed. Lymphadenectomy, and
in particular, systematic hilar and mediastinal lym-
phadenectomy, must be always performed, in accor-
dance with the European Society of Thoracic Surgeons
(ESTS) recommendations for intraoperative lymph
node assessment.4 A minimum of six nodal stations,
three of which mediastinal, have to be harvested,
including the subcarenal ones. Lymph nodal metasta-
ses, in fact, may be present in up to 25% of TCs and in
less than 50% of ACs.5,6 In case of N positive (N+)
BCs, and whenever feasible, upfront surgery may be
proposed: a complete resection (R0) must be per-
formed, whilst debulking interventions are not recom-
mended. A satisfactory overall survival for BCs with
lymph nodal metastases has been reported in several
papers7,8: those patients, in fact, survive longer than
those with N+ NSCLC. An endobronchial resection
(usually through rigid bronchoscopy) has been some-
times advocated for purely endobronchial tumors3:
it is mandatory to determine whether the tumor may
present with an extrabronchial growth, in which case a
local treatment alone is not sufficient, and should be
followed by surgery (with or without bronchoplastic
techniques). A palliative endobronchial treatment may
be offered to those patients unfit for surgery, in which
severe obstructive phenomena caused by the endolu-
minal tumor growth cause infective and respiratory
consequences. Post-resectional tumor relapses may
occur approximately in 20% of ACs and in 5% TCs3,8:
the risk of recurrence is strictly dependent from the
histologic tumor subtype, the presence of lymph nodal
metastases and the completeness of resection.9,10

Most recurrences are distant (liver, adrenal gland,
bone), but sometimes, local relapses (lung and/or
mediastinum) have also been reported. Surgery, with
the same aim of the elective one, may be offered to
those patients, improving their survival.
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The tumor, node and metastasis (TNM) classification for
malignant tumors has been periodically revised in the
International Union for Cancer Control (UICC) and Amer-
ican Joint Committee on Cancer (AJCC). As for lung cancer,
the process of revision is quite unique compared with
malignancies of other organs in that the corresponding
professional society, the International Association for the
Study of Lung Cancer (IASLC), has been playing a principal
role in database construction, making revision agenda,
simulation, and validation as a proposal to UICC and AJCC.
The agenda articles have been already published for T, N,
M, and stage grouping in the official journal of IASLC. In
brief, the IASLC database included 77,156 evaluable


	Outline placeholder
	Keywords

	ED04.01 Surgery in Bronchopulmonary Typical and Atypical Carcinoids
	References
	Keywords

	ED05.01 What’s New in Lung Cancer Staging?

