Case Report on Thoracic Surgery

Left upper lobectomy with bronchoplasty in uniportal video-
assisted thoracic surgery for bronchial carcinoid
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Abstract: A 36-year-old male smoker presented with a bronchial carcinoid in the left upper lobe (LUL)

associated with bronchial occlusion of the LUL bronchus. A left upper lobectomy with bronchoplasty was

performed through a 3.5 em single-incision in video-assisted thoracic surgery (VATS). The procedure

was successful and the recovery uneventful. Pathological examination revealed a carcinoid tumor with no

lymph node involvement (T1bNOMO). The follow-up bronchoscopy and computed tomography (CT) scan

confirmed no stenosis and no signs of recurrence.
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Introduction

Uniportal video-assisted thoracic surgery (VATS) has
become an increasingly popular approach to manage
thoracic surgical diseases, because of the reduced access
trauma and better cosmesis. A major milestone for this
approach came in June 2010 in the form of the world’s
first uniportal VATS lobectomy, which was subsequently
reported in 2011 by Gonzalez Rivas (1). Since then, complex
uniportal VATS lung resection involving pneumonectomy,
segmentectomy and chest wall resection have been
successfully accomplished (2,3).

However, reports of lobectomy with bronchoplasty in
uniportal VATS are extremely rare (4,5). In this report,
I describe a left upper lobectomy with bronchoplasty in
uniportal VAT'S for bronchial carcinoid.

Clinical summary

A 36-year-old male smoker presented with a bronchial
carcinoid. Chest computed tomography (CT) shows a
carcinoid tumour in the left upper lobe (LUL) associated
with bronchial occlusion of the LUL bronchus (Figure I).

Bronchoscope examination shows a neoplasm in the
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orifice of LUL bronchus (Figure 2). The biopsy result
demonstrates bronchial carcinoid.

A left upper lobectomy with bronchoplasty was
performed through a 3.5 cm single-incision in vats (Figure 3).
The total operating time was 292 min. The procedure was
successful and the recovery uneventful. The patient’s chest
tube was removed on the 5" day, and he was discharged
home on the ninth day. Pathological examination revealed
a carcinoid tumor with no lymph node involvement
(T1bNOMO). The follow-up bronchoscopy and CT scan

confirmed no stenosis and no signs of recurrence.

Operative techniques

This study has obtained informed consent from the patient.
The patient was placed in the lateral decubitus position.
The surgeon stood at the patient’s right side, and a 3.5 cm
incision was made at the fifth intercostal space on the
anterior axillary line with no rib spreading. We used a 10-mm
high-definition 30-degree thoracoscope to adequately
visualize the working field through the small single incision.
The camera was placed in the posterior portion of the
incision with instruments inserted parallel to and below
the camera. All procedures were performed while viewing
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Figure 2 Image of bronchoscope examinations.

Figure 3 Image of 3.5 cm single-incision.

the monitors. The lobectomy is done through an anterior
approach where the surgeon stands in front of the patient
with the assistant and scrub nurse on the opposite side.
Pulmonary vessels were resected as for standard
lobectomy. Mediastinal lymph nodes, including the
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Figure 4 We performed the bronchial anastomosis in wedge plasty

with several interrupted 3—0 absorbable mono-filament sutures.

subcarinal nodes, were also dissected before bronchial
reconstruction.

A left upper lobectomy was performed leaving the
bronchus as the last step of the procedure. The left lower
lobe bronchus was dissected and exposed. The LUL
bronchus was cut wedge wise with a knife and scissors and
the lobe was removed in a protective bag, and then the
bronchial stump was confirmed by frozen sectioning to be
pathologically free of cancer. After careful retraction of the
artery stump, we performed the bronchial anastomosis in
wedge plasty with several interrupted 3—0 absorbable mono-
filament sutures (Figure 4). Both sutures were tied with the
help of a thoracoscopic knot-pusher. The anastomosis was
not buttressed. The remaining lung was re-expanded and
the anastomosis was checked for an air leak under water
and if fistulae of the bronchioles were found, they should
be sutured. Bronchoscopy was performed to confirm that
there was no stenosis after completion of the anastomosis. A
single chest tube was placed through the incision (Figure 3).

Comments

Uniportal VATS follows the same principles of coordination
as in open surgery, since the camera is usually placed at
the posterior part of the incision and the instruments
performing the procedure are always bellow, mimicking the
eye-hand position and coordination of open surgery (6).
Video-assisted thoracoscopic surgery lobectomy with
bronchoplasty is a safe and feasible surgical approach in
the treatment of non-small cell lung cancer. The operating
incision placed at the 5™ intercostal space on the anterior
axillary line is convenient for anastomosis. A full-thickness
interrupted suture was used in bronchial anastomoses.
Lobectomies with bronchoplasty are among the most
complex cases in thoracic surgery, even in open surgery
these cases are usually challenging for thoracic surgeons.
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The success in performing uniportal complex VATS
lobectomies is a result of skills and experience accumulated
over time from performing uniportal VATS surgery. We
believe that by avoiding the use of the trocar, the possibility
of an inter-costal nerve injury could be minimized in
comparison with conventional VATS.
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