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Commentary: To flip or not to flip:
Approaching the minimally
invasive lobectomy
Ramiro Fernandez, MD, and Usman Ahmad, MD,
FACS

CENTRAL MESSAGE

Expertise in and familiarity with
various approaches to minimally
invasive lobectomy are necessary
for conducting these procedures
safely.
Ramiro Fernandez, MD, and
Usman Ahmad, MD, FACS

A minimally invasive approach to lobectomy has become
the standard of care for early-stage lung cancer due to
reduced perioperative morbidity and equivalent oncologic
outcomes compared to open lobectomy.1,2 Mostly to ensure
safe dissection, various approaches (anterior, posterior, fis-
sureless) and steps in controlling hilar structures have been
described, each with its own merits. The posterior,
bronchus-first approach is a hallmark of open right upper lo-
bectomy, whereas the anterior-to-posterior approach was
popularized for video assisted thoracic surgery (VATS) lo-
bectomy.3 This change in conduct of the operation played
a role in impeding widespread adoption of the VATS
approach early on.4

The robotic platform holds promise in increasing the
adoption of minimally invasive lobectomy, offering
improved dexterity, better visualization, and shortened
learning curve compared with VATS.5 In their excellent
video atlas, Sasankan and colleagues6 describe their robotic
right upper lobectomy technique using a posterior-to-
anterior approach that is reminiscent of the traditional open
lobectomy approach through a posterolateral thoracotomy.6

The authors describe their technique as very efficient since
the lung is never retracted posteriorly for dissection of the
anterior hilum. However, it is extremely important to put
this in context of the operation being performed by a very
experienced surgeon. A trainee or young surgeon should ex-
ercise extreme caution in identifying hilar structures. Safety
or effectiveness must never be sacrificed for the sake of
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efficiency. Retraction of the right upper lobe and lung to
dissect both the anterior and posterior hilar structures as
necessary should be the standard until the operator is
extremely comfortable with 3-dimensional visualization of
hilar anatomy in a deflated lung. In some patients, anatomic
constraints, such as aberrant vasculature or bulky lymphade-
nopathy, may necessitate a combination of anterior and pos-
terior approaches to complete the lobectomy. When
undertaking the posterior approach, care should be taken to
identify and preserve the phrenic nerve, which can some-
times be tethered to the anterior aspect of the superior pulmo-
nary vein. Moreover, as demonstrated in the video, the upper
lobe branches of superior pulmonary vein can be difficult to
isolate from the posterior approach, and some of these
branches may have to be ligated with the parenchyma while
completing the minor fissure. A posterior ascending pulmo-
nary artery branch with proximal origin can also be jeopar-
dized if not visualized appropriately. Diligent review of
preoperative imaging can identify anatomic variations and
prevent intraoperative surprises. Preventing prolonged air
leaks after lobectomy remains a key challenge for thoracic
surgeons.7 Avoiding fissure dissection, especially in patients
with incomplete fissures, can be helpful in reducing the risk
of prolonged air leak. Appropriate exposure through a com-
bination of posterior and anterior approaches may allow
mitigation of some of these risks.
This combination of videos describing a stepwise approach

is an invaluable resource for the novice as well as the expert
thoracic surgeon in understanding the benefits and challenges
of the posterior approach to right upper lobectomy. The
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lessons imparted in this masterful compilation are applicable
to open, thoracoscopic, and robotic approaches.
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