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Sleeve resection of mucoepidermoid carcinoma in left main
bronchus through median sternotomy

Sol ana bronsta yerlesmis mukoepidermoid karsinomun
medyan sternotomi ile sleeve rezeksiyonu
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Mucoepidermoid carcinoma is a malignant tumor, which
is rarely located in the tracheobronchial tree. Although
mucoepidermoid carcinomas are usually low-grade malig-
nant tumors, they should be surgically excised. A mass
lesion narrowing the left main bronchus was detected
during fiberoptic bronchoscopy in a 20-year-old male
who presented with fever, cough and shortness of breath.
Sleeve resection of the left main bronchus was performed
through a median sternotomy, preserving the pulmonary
parenchyma. Histopathological examination revealed a
low-grade mucoepidermoid carcinoma. The patient did not
receive radiotherapy or chemotherapy, and had no problem
even one year postoperatively.
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Mucoepidermoid carcinomas of the tracheobronchial
tree are rare malignant neoplasms that originate from the
submucosal glands."! They are usually low-grade malig-
nant tumors for which complete resection by surgery is
the treatment of choice.”” This case of a tumor located in
the left main bronchus near the carina that was treated by
sleeve resection through a median sternotomy, has been
presented due to the rare presentation of such tumors and
the surgical intervention chosen for treatment.

CASE REPORT

A 20-year-old male patient with a three month history of
fever, shortness of breath and weight loss was admitted
to our clinic. Physical examination revealed a fever of
39 °C, heart rate of 120 per minute and blood pressure
of 130/70 mmHg. Auscultation of the left hemithorax
revealed diminished respiratory sounds. An approxi-
mately 2 cm diameter mass in located the left hilar

Mukoepidermoid karsinom nadir olarak trakeobrongiyal
agacta yerlesen malign bir tiimérdiir. Mukoepidermoid
karsinomlar diisiik evreli tiimérler olmalarina ragmen,
cerrahi olarak cikarilmalar1 gerekir. Yirmi yasinda
erkek hastada ates, oksiiriik ve nefes darlig1 yakinma-
larina yol acan ve fiberoptik bronkoskopide sol ana
brongu daraltan kitle lezyonu saptandi. Akciger 6zek
dokusunu korumak i¢in medyan sternotomi ile sol ana
brongsa sleeve rezeksiyon uygulandi. Histopatolojik
inceleme sonucu diisiik evreli mukoepidermoid karsi-
nom olarak bildirildi. Hasta radyoterapi ya da kemote-
rapi almadi ve ameliyat sonras1 birinci yilinda sorun-
suzdur.

Anahtar sozciikler: Bronsiyal neoplazi/tani; bronkojenik/cerrahi;
karsinom; akciger neoplazisi; mediyan sternotomi; mukoepider-
moid karsinom; pndmonektomi.

region was detected on chest X-ray. Calcified and non-
calcified lymph nodes of non-pathological sizes were
noted at the paratracheal and subcarinal region on chest
CT-scan. In addition, a homogenous mass lesion of 1.5-2
cm was detected at the proximal area of the left main
bronchus (Fig. 1a, b), just 1 cm distal to the carina. The
mass filled the lumen almost completely and a frosted
glass-like shadow was apparent at the base of the left
lung. Bronchoscopy revealed a gray-white colored, veg-
etative mass with lobulated contours originating from
the lateral wall of the left main bronchus that seemed to
narrow the endobronchial area, impeding passage of the
bronchoscope (Fig. 1c). Histopathological examination
of the bronchoscopic biopsy specimen obtained from the
bronchial mass was reported as “a malignant epithelial
tumor presumably a mucoepidermoid carcinoma”.

Signs of obstructive pneumonia were controlled with
medical treatment and the patient underwent an operation
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on the 12" day of admission. The mediastinal region
was accessed through a median sternotomy using a right
double-lumen endotracheal tube under general anesthesia.
The pericardium was dissected anteriorly and the posteri-
or pericardial wall was opened after pulling the ascending

alig e IR

Fig. 1. (a, b) Computed tomografi scan revealed an endobron-
chialmass just below carina. (¢) Endo-bronchial view of mucoepi-
dermoid carcinoma; tumor has obstructed whole left bronchial

system. T: Trachea; C: Carina; RMB: Right main bronchus.
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aorta laterally to the left side and the vena cava superior
to the right side. The right pulmonary artery was retracted
inferiorly, and the carina and the left main bronchus were
suspended (Fig. 2, 3). The left main bronchus was incised
at the carina and a proximal 2.5 cm segment that included
the internal tumoral mass was resected. 3/0 polydiax-
onone (PDS, Ethicon, Inc. Somerville, NJ, ABD) running
sutures were used for anastomosis between the left main
bronchus and the carina. The frozen section examination
of the subcarinal and paratracheal lymph nodes and the
samples obtained from the resection edges were reported
as benign. The anastomosis line was shown to be intact
on a bronchoscopy performed during the operation. No
complications occurred postoperatively. Histopathological
examination revealed a low-grade mucoepidermoid carci-
noma with no malignancy in the excised lymph nodes. No
adjuvant therapy was administered and the patient had no
postoperative problems at one year.

DISCUSSION

Tracheobronchial mucoepidermoid carcinomas are rare
and account for only 0.1-0.5% of all lung tumors.™" They

Fig. 2. Trachea and left main bronchus were explored through
median sternotomy and pericardiotomy. T: Trachea; LMB: Left main

bronchus.
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Fig. 3. When left main bronchus dissected and cut, an endobron-
chial mass (TM) could be easily seen.

are classified as high- or low-grade mucoepidermoid
carcinomas according to histopathological findings.™!

Mucoepidermoid tumors are usually localized in the
segmental lobar bronchi and cause symptoms suggest-
ing upper respiratory tract obstruction and irritation,
such as cough and dyspnea.'? Affected patients may
be misdiagnosed as asthmatic.>* Diagnosis is based on
bronchoscopic and biopsy findings.!"! The examination
of our patient who did not respond to medical therapy
revealed the tumor located in the left main bronchus.

The most preferred treatment modality in low-grade
mucoepidermoid tumors is complete excision of the
lesion in addition to complete regional lymph node dis-
section with lobectomy. However, bronchoplastic inter-
ventions are adequate for tumors in accessible locations.
In a study by Suen et al.™ of the eight out of 19 patients
who underwent sleeve resection due to low-grade malig-
nancies, sleeve resection was performed only on the
main bronchus or the intermediate bronchus without
excising the pulmonary parenchyma.

The choice of surgical intervention in sleeve resec-
tion of the left main bronchus is controversial due to the
aortic arch obliterating the carinal area. Many authors
recommend right thoracotomy for carinal reconstruc-
tion and interventions on the left main bronchus. Right
thoracotomy is a widely accepted intervention for right
sleeve pneumonectomy.” However, median sternotomy
has been recommended for bronchoplastic procedures
of the carina or left main bronchus without parenchymal
resection. Despite the fact that additional manipulations
required for median sternotomy may cause hemody-
namic instability and cardiac problems, Dartevelle and
Macchiarini® have reported that median sternotomy for
left bronchial sleeve resection ensures an easier surgical
intervention, caused less incisional discomfort and less
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respiratory limitation than that was coused by thoraco-
tomy. In a series of 231 patients who underwent sleeve
carinal resection, Porhanov et al.”! advocated lateral
thoracotomy, sternotomy, combined sternothoracotomy
or thoracotomy and sternal access together to access
the carina, while they preferred routine sternotomy for
left resection. In our case, the tumor that was located
within the left main bronchus 1 cm below the carina was
excised successfully by sleeve resection of the left main
bronchus through a median sternotomy, preserving the
pulmonary parenchyma.

A histopathologically clean resection line and non-
metastatic lymph nodes translate into cure for the dis-
ease.® Survival seems to be correlated with the presence
of metastasis in the regional lymph nodes.” The patient
did not receive radiotherapy or chemotherapy due to
lack of tumoral invasion in the excised lymph nodes, in
addition to the histopathological low grade of the tumor.
The patient is under periodic follow-up and he has had
no problems for one year.

Sleeve resection should be considered particularly
for mucoepidermoid tumors located in the proximal
tracheobronchial tree. Regional lymph nodes should be
resected and a careful histopathological examination
is critical. A median sternotomy may be beneficial in
lesions located in the left main bronchus appropriate for
bronchoplastic intervention.
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