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While an experienced team is
probably more important than
volume alone in thoracic surgery,
if there is no volume, how do you
build an experienced team?
Moishe Liberman, MD, PhD

Regionalization in thoracic surgery involves the
concentration of surgical services in high-volume centers
with the goal of concentrating human and technical
resources, reducing costs, and most importantly improving
cancer-specific and overall outcomes. The impact of
regionalization has been previously shown to not be related
to one specific person’s technical abilities but relies more on
the team.1-3 This team involves multiple specialties, health
care professionals, and technical resources to provide
high-quality, efficient, and appropriate thoracic surgical
oncology care with optimal outcomes.

The manuscript by Darling4 in this issue of the Journal
describes the well thought-out, methodic, and patient-care
driven decisions and process in the province of Ontario,
Canada, which were taken to attempt to provide the most
appropriate care for patients with thoracic surgical prob-
lems. The Province of Ontario should be congratulated for
their well thought-out and implemented regionalization
scheme and its evaluation.

While I agree that the team is more important than vol-
ume, they are intertwined and codependent. We must
remember that attracting specialists to a hospital center re-
quires volume and case mix. Maintenance of competence
also requires volume and case mix. On-call coverage re-
quires a critical mass of surgeons, which depends on surgi-
cal volume. Dealing with complex surgical complications
(tracheoesophageal fistula after esophagectomy, postopera-
tive bronchopleural fistula, acute respiratory distress syn-
drome following pneumonectomy, etc) requires a certain
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volume. Decision making and technical maintenance of
competence in patients who may benefit from a broncho-
plastic procedure as opposed to a pneumonectomy requires
sufficient volume of these types of cases. There is no team if
there is no volume!

The argument that “patients like to be treated close to
home” does not cut it anymore in an era of telemedicine
and interhospital partnerships and cooperation. At our hos-
pital center in Montreal, Quebec (Centre hospitalier de
l’Universit�e de Montr�eal [CHUM]), most patients who,
for example, need an esophagectomy for cancer who live
far from Montreal will be first seen by telemedicine by
the thoracic surgeon, all tests (computed tomography, posi-
tron emission tomography, esophagoscopy, biopsy, etc) will
be performed at their local center or at a center closer to
home, they will come to Montreal once to meet the surgeon
and do their endoscopic ultrasonographic staging, and then
they will receive neoadjuvant treatment (if necessary) at
their local center coordinated by our esophageal cancer
team at the CHUM. They will have preoperative testing
close to home and then will come to Montreal for their
esophagectomy. Following surgery and hospitalization,
they will be followed by their local team at their local hos-
pital with coordination through the esophageal cancer team
at the CHUM. Where there is a will, there is a way. Patients
can be treated at specialized centers for complex diseases
far from home with minimal displacement if the coordina-
tion is there.
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Liberman Commentary
There is a lot of politics when it comes to regionalization.
Surgeons and surgical teams are not happy to give up a part
of their practice and skill set as hospitals become regional-
ized. We must be sensitive to these issues and help to alle-
viate these frustrations. But, at the end of the day, it should
be the patient who comes first. Howmany of us would order
the foie gras at a restaurant that sold fewer than 10 orders of
foie gras a year?
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Commentary: Going beyond the
volume–outcomes concept: The
case for regionalization in
thoracic surgery
Yaron Shargall, MD, FRCSC
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Regionalization in thoracic sur-
gery seems to be associated with
better patient outcomes, unre-
lated to increase in surgeon/
hospital volumes.
Yaron Shargall, MD

How dowe improve patients’ outcomes? This question con-
tinues to challenge surgeons and nonsurgeons alike. Awell-
established dogma is that greater volumes, performed by
specific surgeons or a center, will lead to improvement in
outcome. Some convincing analyses have established this
concept,1 which was later validated by other observations
in North America and beyond.2 In thoracic surgery, there
is some evidence that greater volumes might lead to a better
outcome,3 but this concept was challenged by other obser-
vations, and no standardization exists. Moreover, volumes
are not all that matters, and there is no clear definition as
to what is the minimal number of resections below which
a thoracic surgeon will compromise patients’ outcomes.
The concept of regionalization is not new and was proposed
before, although implementation has been, for the most
part, sporadic and not well analyzed. The province of On-
tario in Canada has identified the need for regionalization,
performed many in-depth systematic review-based ana-
lyses, and then implemented it in thoracic, vascular, and
hepatobiliary surgery and has since been instrumental in
maintaining quality outcome measurements and validating
them.4

In this review at the Journal, Dr Darling, who had a major
role in this initiative and continues to oversee it, is providing
us with convincing evidence as to the benefits of that
approach.5 In Ontario, it is feasible, associated with better
outcomes, can be monitored with clear quality assurance
parameters, and leads to widespread best-standard care for
our patients, combined with a real multidisciplinary team
approach. Having experienced that move first hand, I am
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