EP07.21: Initial Experience With the Saroa Surgical System for Early-Stage Lung Cancer
: A Comparative Study With the Da Vinci Surgical System
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Patients who underwent anatomical resection for lung cancer treatment

between July 2023 and May 2025 at our institution (n = 325) REFERENCES & ACKNOWLEDGEMENTS

Excluded:

0 (0) 1(3.3)
Cerebral infarction 0 (0) 1(3.3)
* Thoracotomy

- VATS or RATS by hinotori surgical system RUL, right upper lobectomy; RML, right middle lobectomy; RLL, right lower lobectomy; RMLL, right middle and lower lobectomy;

« pStage II or higher The authors gratefully acknowledge financial support from Riverfield LUL, left upper lobectomy; LLL, left lower lobectomy; NRS, Numerical Rating Scale

= alfireseetion. Inc. for this study.
* Previous lung resection

 Combined resection

Table. Perioperative outcomes and types of complications
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Figure 2: Comparison of perioperative outcomes between the Saroa and
da Vinci groups
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