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INTRODUCTION RESULTS SEGMENTECTOMY DETAILS
BACKGROUND The cohort comprised 143 patients (111 lobectomy and 32 segmentectomy), with a median follow-up of 65 months; there were 58 recurrences, 44 SINGLE SEGMENTECTOMY (n=16)
deaths and 27 cancer deaths. Segmentectomy patients had a higher Charlson Comorbidity Index (6.0+2.9 vs 4.4+2.6; p=.007), whereas adjuvant Side 1S11S2 1S3/ S84/ S5/ S6| S7| S8 | S9 | S10 | Total

Anatomical segmentectomy is an established option for selected
patients with small peripheral NSCLC. However, randomized trials
largely excluded patients with hilar nodal involvement, and evidence

treatment was more frequent after lobectomy (64/109, 58.7% vs 11/32, 34.4%:; p=.017). Left | 1| 2 0 0 0 3 0 0 0 1 Z
Right | 3 | 1 2 0 0 3 0 0 0 0 9

Clinical N1 patients were significantly more frequent in lobectomy compared to segmentectomy, that was choosen as the treatmente of choice in

for patients with a final diagnosis of pN1 disease therefore remains only 3 patients (3/41 vs 29/101; p=.007).

limited. Recurrence occurred in 47/111 (42.3%) after lobectomy and 11/32 (34.4%) after segmentectomy (Fisher p=0.540).
At 5 years, OS was 68.4% after lobectomy and 71.8% after segmentectomy (p=0.728), Cancer-Related Survival 79.6% vs 83.4% (p=0.642), and Side |S1+S?2 S1+S2+ S1+S3(S4+S5/S8+S9+S10!/S9+S10|Total

OBJECTIVE Recurrence-Free Survival 49.6% vs 68.3% (p=0.181). Adjusted RFS showed a non-significant differenc ebetween lobectomy and segmentectomy S3

The VESPER study compared anatomical segmentectomy with (HR 0.48, 95% CIl 0.22—1.03; p=.060). Left 1 6 0 2 1 0 10

lobectomy in the multicentre cohort, focusing on overall survival, Among 30 classified segmentectomies, recurrence occurred after 4/15 single and 5/15 multiple resections (p=1.000); 5-year OS was 84.4% vs Right| 2 0 1 0 0 1 4

cancer-related survival and recurrence-free survival. We also 70.6% (p=.076) and RFS 73.3% vs 72.7% (p=.549). These sparse subgroup estimates remain exploratory.

examined differences in baseline selection and explored whether Characteristic Whole cohort Lobectomy Segmentectomy

clinical nodal status was associated with long-term outcomes. n=143 n=111 n=32

DISCUSSION AND CONCLUSION

Age, years 66.6 £ 10.4 65.9+9.8 68.9+12.3 0.217
Female sex 62 (43.4%) 49 (44.1%) 13 (40.6%) 0.840
Charlson Index (CCl) 4.7 +2.7 4.4 +2.6 6.0%2.9 0.007 INTERPRETATION
MIS approach 132 (92.3%) 101 (91.0%) 31 (96.9%) 0.456 Patlgnts undergoing segrpentectomy were not a lower-risk population.
_ Their Charlson Comorbidity Index was higher than after lobectomy
Adenocarcinoma 107 (74.8%) 85 (76.6%) 22 (68.8%) 0.365 (6.0+2.9 versus 4.4+2.6; p=.007). This pattern is consistent with real-
METHODS Tumour size, mm 207 + 6.8 21.1+ 6.5 194+ 7.9 0.295 world selection during the 2016-2024 study period, when a parenchymal-
, , sparing operation appears to have been chosen more often for patients
Lymphovascular invasion 52 (39.1%) 41 (39.4%) 11 (37.9%) 1.000 with greater comorbidity.
Clinical N1 41 (28.9%) 38 (34.5%) 3 (9.4%) 0.007
STUDY DESIGN | | | Postoperative complications 41 (28.9%) 33 (30.0%) 8 (25.0%) 0660 Despite this baseline imbalance, long-term OS and CRS were |
This retrospective multicentre cohort included patients who comparable. RFS numerically favoured segmentectomy, but the estimate
underwent anatomical lobectomy or segmentectomy between 2016 Any adjuvant treatment 75 (53.2%) 64 (58.7%) 11 (34.4%) 0.017 remained imprecise. The single-versus-multiple segmentectomy
and 2024 and had resectable NSCLC with pathological N1 Overall survival | comparison was based on few events and should not be interpreted as
, , , | _ | Cancer-related survival - - S ST
Involvement The Study Cohort Comprlsed 143 patlents Primary endpoint - 44 deaths among 143 patients Cause-specific endpoint - non-cancer deaths censored eVIdenCe Of GQUIValenCe The absence Of StatIStha”y SlgnlfICant
— Lobeclomy — Segmentectomy — Lobectomy — Segmentsctomy differences should therefore be interpreted cautiously.
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Overall survival was measured to death from any cause, whereas 8°°’° L‘—"‘_“H._l,__"‘—\_l - — | CONCLUSION
’ : In this selected pN1 cohort, segmentectomy was not associated with

cancer-related survival considered cancer death. Recurrence-free . . . o
_ worse long-term survival. These findings support clinical equipoise for
survival treated recurrence as the event and censored deaths
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_ o 40% carefully selected patients, while non-random treatment allocation and

without recurrence. - n residual confounding remain important limitations.
Log-rarr p=.728 Log-rank p = .642
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STATISTICAL ANALYSIS 0 Number at risk 24 48 2 % 0 Number at rick 24 48 72 96
Survival was estimated with Kaplan—Meier methods and compared Lobsctomy 111 86 5 2 3 Lobsctomy 110 86 58 2 3 USEFUL REFERENCES

. . Segmentectom 32 29 21 8 0
with the log-rank test. Follow-up was calculated using the reverse R ) . iy . Segmentectomy 32 2 # : ’

. . ontns arter surge 0 24 48 2 96

Kaplan—Meier method. Cox proportional-hazards models evaluated vionths sftersurgery Months after surgery
the associations of procedure and clinical nodal status with each
endpoint. Baseline characteristics were compared using Welch's t Adjusted Cox models
test or Flsher’s exaCt test’ as approprlate Recurrence-free survival Hazard ratios (95% Cl): procedure = segmentectomy vs lobectomy

Recurrence-only endpoint - 58 events among 143 patients I
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0.52 (0.24-1.17)

Because of missing information, denominators varied slightly:
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clinical nodal status was available for 142 patients, CCI for 138, and 0S — cN1 vs eNO o
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0.83 (0.41-1.69)
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the adjusted RFS model included 131 patients. The cNO—cN1 2 = |
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Log-rank p =.181 RFS — Procedure o 0.48 (0.22-1.03)
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Number at risk | OpenAl Codex assisted with statistical scripting, figure generation and poster layout. Clinical interpretation and final content remain the responsibility of the authors.
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Lobectomy 111 70 44 12 2 RFS — cN1 vs cNO L : 0.78 (0.43-1.43) e e e e and guidance set forth by the Accreditation Coundil for Continuing Medical Education (ACGME), individuals in control of content are required to disclose the use of artificial intelligence (Al)in
I the development of educational materials. This includes identification of the specific Al tool(s) utilized and a description of how Al contributed to content creation as a slide reference.
Seg mentectomy 32 25 17 8 0 [ IASLC maintains oversight of all educational content and conducts a thorough review process to ensure that materials are evidence-based, fair-balanced, and free from commercial bias, consistent with ACCME Standards
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for Integrity and Independence.
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0 24 48 72 96 Hazard ratio (log scale) While Al may be used as a supportive tool in content development, it does not replace clinical expertise or independent medical judgment. Leamers are advised to critically evaluate all information presented and apply their
Months after surgery own professional judgment when incorporating knowledge into clinical practice.

HR <1 indicates a lower hazard. All 95% Cls cross 1. Adjustment: OS—age, sex and tumour size; CRS—age; RFS—age, sex, tumour size and LVI.
*All individuals responsible for content must disclose within the slides if Al was used in the development of the material and specify which Al tool was utilized.




	Slide 1

