




Dye Marking May Be Able To 
Reduce The Time Between 
Diagnosis And Treatment

Depending on the pathology results, dye marking is followed 
by a minimally invasive surgical approach in 24 – 72 hours. 
The surgeon is able to identify the dye immediately and will 
cut and stitch around the dye allowing adequate margins 
while sparing healthy lung tissue.

inReach™ System 
Expands The Boundaries

The inReach System enables 
physicians to expand the 
boundaries of their practice and 
bridge medical specialties for 
better outcomes for patients 
and for the advancement of 
the medical profession. By 
using the inReach System for 
transbronchial injection of dye 
markers, physicians provide 
enhanced visual localization of 
the tumor and guide accurate 
minimally invasive surgery, thus, 
offering the potential of reducing 
their patients’ complication rate 
and length of stay in the hospital. 

Technique at a Glance

Planning Phase 

•	Two target points are selected with the inReach 
Planning Software

•	One target on lesion

•	One target adjacent to the pleural surface

Localization

•	Using the inReach  steerable navigation catheter	
(LG) and guide catheter (EWC)  under electromagnetic 
guidance

Marker Placement

•	25g sclerotherapy catheter

•	Indigo carmine placed adjacent to the pleural surface 
and at ~5mm increments until proximal to lesion

VATS

•	 All patients begin with thoracoscopic approach (VATS)

Tissue Sample Results Obtained by the 
inReach System are Back in 12 To 24 Hours 
(Depends On Pathology)

•	If diagnostic of non-malignant disease, of metastatic 
disease, or if inoperable patient then surgery is avoided 
but other treatment may proceed

•	If positive for NSCLC & operable — then proceeds to 
surgery

•	If ‘non-diagnostic’ & operable — then proceeds to 
surgery



References

  1.	Henschke C., et al. Survival of Patients with Stage I Lung Cancer 
Detected on CT Screening. NEJM 2006;355:17:1763-71.

  2.	 W. Michael Alberts. Clinical Practice Guidelines (2nd Edition) 
Executive Summary: ACCP Evidence-Based Diagnosis and 
Management of Lung Cancer. DOI 10.1378/chest.07-1860. Chest 
2007;132;1-19

  3.	 Schreiber G., et al. Performance characteristics of different 
modalities for diagnosis of suspected lung cancer. Summary of 
published evidence. CHEST 2003;123:115S-128S.

  3.	 Bernard A. Resection of pulmonary nodules using video-assisted 
thoracic surgery. The Thorax Group. Ann Thorac Surg 1996; 61:201-
4

  4.	 Sortini D., et al. Intrathoracic localization techniques: Review of 
the Literature. Surg Endosc 2006; 20:1341-47.

  5.	 Sakamoto T., et al. Bronchoscopic dye injection for localization of 
SPN in thoracoscopic surg. Ann Thorac Surg 2001;72:296-97.

  6.	 Burdine, et al. Feasibility and Value of Video-Assisted 
Thoracoscopic Surgery Wedge Excision of Small Pulmonary 
Nodules in Patients With Malignancy. CHEST 2002; 122:1467

  7.	 Suzuki, et al. Video-Assisted Thoracoscopic Surgery for Small 
Indeterminate Pulmonary Nodules. CHEST 1999; 115:563

  8.	 McKenna R., et al. Is lobectomy by video-assisted thoracic surgery 
an adequate cancer operation? Ann Thorac Surg 1998;66:1903-
1907

  9.	 Jason, et al. Presented at the Minimally Invasive Thoracic Surgery 
Summit, New York, NY, June 8-9, 2007.

10.	 Solaini, et al. Video-assisted thoracic surgery (VATS) of the lung; 
Analysis of intraoperative and postoperative complications 
over 15 years and review of the literature. Surg Endosc. 2008 
Feb;22(2):298-310. Epub 2007 Oct 18

United States Corporate Office 
Minneapolis, MN   
Tel: +1-800-387-9016 
Toll Free: +1-888-586-4767 
info.us@superdimension.com

Europe Corporate Office 
Düsseldorf, Germany  
Tel: +49-(0)211-436-156-0 
info.de@superdimension.com

*inReach is a trademark of superDimension, Ltd.

DMWP01; Rev 11/2008


