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COMENTáriO 
EDiTOriAL

Thoracic oncology and severe heart disease: pushing 
the limits!

Lung cancer has had a ghastly reputation, and 
is still the first cause of death (18,4%) for oncological 
patients according to the World Health Organization 
(WHO).2 However, the panorama of a poor prognosis is 
changing. Lung cancer treatment has had major develop-
ments, especially for advanced Non-Small Cell Lung Can-
cer (NSCLC) in the past 10 to 15 years.3 Targeted therapy 
started with EGFR mutation inhibitor gefitinib in 2003 
and has since progressed with emerging therapies for 
newly discovered molecular targets.3 

In more recent years, immune check point inhi-
bitors, initially tested for melanoma, were approved for 
first and second line therapies for NSCLC. Combined regi-
mens, for neo-adjuvant and adjuvant settings are under 
investigation and promising results at different stages 
have been presented and approved for clinical practice, 
both by the Food and Drug Administration (FDA) and the 
European Medicins Agency (EMA).4

For local control, technical evolution of thoracic sur-
gery, especially VATS surgery, has come as a breakthrough 
in minimizing surgical morbidity. Up to pace with VATS, 
radiotherapy has seen the evolution of more accurate 
modes, with stereotactic body radiotherapy (SBRT) claiming 
exceptional local control rates,5 being now the standard of 
care for small NSCLC unfit for surgery.6

Proper staging is essential but, Individual factors 
of good and bad prognosis are still not clearly defined 
although some sub-groups tend to do better, living 
beyond the barrier or five years in stage IV. This large 
picture reinforces the need for personalised approach to 
each and every lung cancer patient that has contributed 
to longer overall survival (OS) and disease free survival 
(DFS), even in advanced stages.7

Discussion in an experienced multidisciplinary 
Thoracic Oncology group is of paramount importance. 
When significant cardiac disease is present, the discus-
sion should be widened to include cardiology consulta-
tion and a cardiac surgeon.

Apart from the technical considerations, if we can 
do it, does not mean we should do it! Combined cardiac 
and lung procedures are feasible but have a higher rate 
of complications, and alternative options must be kept in 
mind, as percutaneous interventions and SBRT. However, 
the second best solution may not be acceptable, if increase 
of OS and DFS is inferior to surgical treatment. It all comes 
to how we want our patients to live, the hard won time, 
by more aggressive approaches. Is expected quality of life 
acceptable, with longer OS and DFS? If so, there should be 
no doubt that combined cardiac and lung surgery is the 
best option.

Adrega et al,1 in this issue of Revista Portuguesa 
de Cirurgia Cardio-Torácica e Vascular, reported 5 cases 
of combined thoracic and cardiac surgery, with low mor-
bidity, and a 79% DFS at 2 years. VATS was the predomi-
nant technique and all patients had early stage disease 
but these good results, comparable to other published 
series, are a promise to break the barriers to radical 
management of even higher stages, when severe cardiac 
disease is present.
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