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peripheral non-small cell lung cancer (NSCLC). operating room. The actionable rule is STAS(-)  STAS(¥) STAS(-)  STAS(+)

 Tumor spread through air spaces (STAS) is present in : _ n =403 n =96 i n =746 n =401 il L L.
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reproducible. (NNT 4 vs 14). DLCO, % predicted ~ 97.4 (19.7)  97.0(20.7) 0.883 100.2 (18.6) 97.4 (17.4)  0.011

* While sublobar resection is increasingly adopted, the _ _ _ _
optimal surgical extent for STAS-positive patients 2. STAS is an independent prognostic factor both after sublobar resection and lobectomy

remains unclear. Do not esca!ate to IObGCtomY' 3-year DFS, STAS(-) vs STAS(+) 3-year LRRFS, STAS(-) vs STAS(+)
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* single center, retrospective study (SNUH) attenuated by surgical escalation. STAS * Kaplan-Meier estimates after OW. Numbers at risk are the sums of overlap weights rather than counts of patients.
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