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VAMLA AFTER INDUCTION THERAPY

Sergi Call, MD, PhD, FETCS
Department of Thoracic Surgery
Hospital Universitari MatuaTerrassa, Terrassa, Barcelona, Spain

The assessment of the objective tumour response after neoadjuvant therapy continues to be a
diagnostic challenge. For this reason, the use of mediastinal downstaging as a criterion to select
patients for operative treatment requires a reliable restaging method to assess pathologic tumor
response before undergoing lung resection. According to current European Society of Thoracic
Surgeons (ESTS) guidelines, histological confirmation of objective tumour response after
neoadjuvant therapy is recommended [1].

Transcervical Lymphadenectomies achieve complete clearance of all mediastinal nodal stations
explored and are considered the surgical staging procedures with the highest sensitivity (0.85-
1) and negative predictive value (0.93-0.99) in the primary staging [2-5]. However, when focused
in restaging after neoadjuvant therapy, VAMLA has not been analyzed and TEMLA has reported
a high sensitivity and negative predictive value, 0.95 and 0.97, respectively [6].

VAMLA allows exploring the right and left paratracheal, subcarinal, and hilar nodes (stations 2R,
2L, 4R, 4L, 7, 10R, and 10L)11, with the objective to achieve the complete removal of LNs and
surrounding adipose tissue of all mediastinal nodal stations explored. We used the same
technique described by Hirtgen et al. [7] for primary staging: First, the subcarinal nodal station
was completely excised along the main bronchi, the pulmonary artery, and the oesophagus. In
most cases, this dissection included the upper part of the paraesophageal nodes. Next, the
superior vena cava and mediastinal pleura were exposed caudal to the brachiocephalic artery,
and the right paratracheal nodes, including the fatty tissue, were completely removed down to
the azygos vein and right main bronchus. Finally, the left paratracheal nodes were dissected
and removed individually after a carefully identification of the left recurrent laryngeal nerve.

After more than 10 years performing VAMLA (mostly for primary staging [8]), we have analysed
our preliminary results of mediastinal nodal restaging (n=41) demonstrating the same
performance reported in the primary staging and a high rate of persistent N2 disease (29.3%).
Technically, VAMLA requires the same anaesthetic considerations, patient positioning, and
instruments used for mediastinoscopy in primary staging. Specific technical considerations for
restaging were: the use of spreadable videomediastinoscope to enlarge the operative field,



allowing optimal exposure of the mediastinum and bimanual dissection; and the use of
electrothermal tissue sealing devices to facilitate the dissection of adhesions and fibrotic tissue,
to minimize haemorrhages, and to reduce the risk of injury of the left recurrent laryngeal nerve.
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