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Bilateral sleeve lobectomy for synchronized bilateral central

carcinoid tumor
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e report an unusual case of synchronized bilat-

eral central carcinoid tumors removed by means

of bilateral sleeve lobectomy. Because they

have a relatively benign course, lung-sparing
procedures are advisable for centrally located carcinoid tumors
when possible.

Clinical Summary
A 34-year-old man complained of cough, dyspnea, and fever for 8
months and was investigated for newly occurred hemoptysis.

Chest radiography showed left hilar enlargement and heter-
ogeneous infiltration in the left upper zone. An endobronchial
mass obliterating the left upper lobe (LUL) bronchus accom-
panied with LUL atelectasis and a 7-mm mass in the right
intermediate bronchus was seen on computed tomography (Fig-
ures 1 and 2).

Bronchoscopy revealed a vegetative mass obliterating the LUL
bronchus and protruding to the left main bronchus and a polypoid
lobular mass at the medial part of the right intermediate bronchus
partially occluding the right middle lobe bronchus. The biopsy
specimens of both the right- and left-sided lesions have been
reported as typical carcinoid tumor (TCT).

First, single-lung ventilation with a double-lumen tube and
left-sided posterolateral thoracotomy were performed. A 3 X
2—cm solid mass was palpated at the distal left main bronchus
extending to the proximal left upper and lower lobe bronchi during
the exploration. A left upper-sleeve lobectomy and radical lymph
node dissection (RLND) were performed.

The second operation was performed after 10 weeks and after
a fiberoptic bronchoscopy that showed an intact previous anasto-
mosis line and an unchanged right-sided tumor. That time, single-
lung ventilation was not preferred, and the patient was intubated
through a single-lumen endotracheal tube. A sleeve resection of
the right intermediate bronchus and middle lobe and RLND were
performed.
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Figure 1. Chest computed tomographic scan demonstrates an
occluded left upper lobe bronchus causing distal atelectasis.

Both histologic and immunohistochemical examinations of the
operation materials confirmed TCT. The resected right middle lobe
and LUL revealed bronchiectasia. No malignant cell was found in
any lymph node or surgical margins. The patient was alive and
disease free at his latest control visit 20 months after the last
operation.

Discussion

In the literature, only one case of bilateral synchronized car-
cinoid tumors has been reported.' Because those bilateral tu-
mors were peripheral lung nodules, formal right upper lobec-
tomy and left lower lobectomy as staged procedures had been
satisfactory. A case of synchronized bilateral carcinoids that
included lingulectomy for atypical carcinoid and right upper
lobectomy for typical carcinoid has also been reported.?

TCTs are potentially curable, even when they occur syn-
chronously in both lungs. However, careful and detailed pre-
operative planning plays a crucial role for aggressive manage-
ment. Anatomic resection with RLND should be considered
appropriate treatment. El Jamal and colleagues® have concluded
that the policy of conservative resection is feasible and safe
when the true histology is known and the distal lung paren-
chyma is functional.

Although low-grade tumors seem to be a risk in patients with
carcinoid tumors, having them at bilateral and central locations
changes the treatment decision making. Because the standard
resections of left pneumonectomy and right inferior bilobectomy
are impossible and bilateral sleeve resections are mandatory for
curative treatment, the preoperative evaluation of our patient es-
tablished the need to analyze some specific variables: the risk for
necessity of consecutive resections, the priority of the side for the
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Figure 2. Computed tomographic scan at the caudal level reveals
a lobulated endobronchial mass within the intermediate
bronchus.

first operation, the ideal time interval between the operations, and
the use of anesthesia.

If the right-sided resection had been performed first, double-
lumen intubation and independent lung ventilation would have
been feasible for the subsequent left-sided operation. But the left
side had to be chosen for the first sleeve resection because a more
advanced lesion caused hemoptysis and a postobstructive pneu-
monia was present in the LUL.

Bilateral sleeve resections have been reported previously for
neither carcinoids nor synchronized lung carcinomas. Bilateral
sleeve resections with a 5-year interval have been reported in a

patient with squamous lung cancer as a very rare condition.*
Therefore, our case is not only the first case of synchronized
bilateral central carcinoids but also the first case of bilateral sleeve
resections with a 10-week interval.

It was important to discuss the case with the anesthesiologist
while planning the most appropriate procedure. Because it was just
10 weeks from the first resection, single-lung ventilation was not
preferred. Thus, the patient was prevented from incurring the
possible risk of damage to the suture line and insufficient ventila-
tion with one remaining lobe of the left lung. Additionally, the
right upper lobe ventilation during the anastomosis could be
achieved favorably.

Ideal timing for staged operations was not suggested previ-
ously. An interval of 2 or 3 months would be tolerated well, as
seen in our case.

The best surgical treatment for central carcinoids is a lung-
saving procedure such as a staged bilateral sleeve resection that
can be performed safely, even within a short interval.
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