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SUMMARY/| Thoracoscopic Surgery for Elderly Patients

Yoshinori Okada et al., Department of Thoracic Surgery, Institute of Development, Aging and
Cancer, Tohoku University, Sendai, Japan

To clarify the feasibility of lung resections, especially those with video-assisted thoracoscopic
surgery (VATS), for elderly patients with primary non-small cell lung cancer, 14 patients aged
80 to 83 years who had undergone surgical treatment at Tohoku University Hospital from 1997
to 2004 were retrospectively reviewed. Thirteen of 14 patients had clinical stage I lung cancer
and VATS lobectomy was applied to 7 of 9 patients undergoing VATS. One hospital death with
acute exacerbation of interstitial pneumonia was recorded in a patient undergoing standard
thoracotomy because of severe pleural adhesion. Overall 5-year survival rates of these 13
patients were 63.3% and those with VATS lobectomy were 66.7%. We conclude that VATS
lobectomy is a feasible therapeutic option to be offered to selected elderly patients with clinical
stage I lung cancer.

KEY WORDS : elderly patient/lung cancer/thoracoscopic surgery/video-assisted thoracoscopic lobectomy
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Successful closure of an empyema space associated with persistent
bronchopleural fistula: Muscle transposition combined with

endobronchial plug

Hisashi Oishi, MD, Akira Miyamoto, MD, Akira Sakuraada, MD, Yasushi Hoshikawa, MD, Hirokazu Aikawa, MD,
Satoshi Suzuki, MD, Masami Sato, MD, and Takashi Kondo, MD, Sendai, Japan

mpyema associated with bronchopleural fistula (BPF) is

one of the serious complications after pulmonary resec-

tion.! Various methods (eg, direct suture of BPF, omen-

tal and muscular transposition, thoracoplasty, or a com-
bination of them) have been indicated to treat empyema. However,
these treatments often fail because of the recurrent BPFs.!™* In
these treatments, complete obliteration of residual pleural space is
important to prevent the recurrence of BPF,

Here we report a successful treatment for a patient with per-
sistent BPF. The patient was lean and did not have enough muscles
for pleural space obliteration, so we devised a new method—
muscle transposition combined with an endobronchial plug.

Clinical Summary

A 70-year-old man was admitted to our hospital because of em-
pyema associated with BPF. Eleven months before admission, the
patient underwent right upper lobectomy and right S6 partial
resection for a lung nodule at another hospital. The pathologic
diagnosis was pulmonary amyloidosis. Two months later, intratho-
racic muscular transposition (latissimus dorsi muscle) and omen-
topexy were performed for BPF after the pulmonary resection. A
month after the muscular transposition, BPF recurred, necessitat-
ing closed tube drainage thereafter. Bronchoscopic examination on
admission revealed that the bronchial stump at the right B6a was
open to the pleural cavity. We embolized the bronchus with a
silicone plug. Air leakage stopped and the pleural space was
successfully and safely irrigated with 0.1% povidone-iodine solu-
tion. However, the plug migrated from the causative bronchus to
the pleural space, and subsequent attempts to close the BPF
through endobronchial procedures (eg, embolization by coil for
vascular or fibrin glue) were all unsuccessful. Seven months after
admission, open window thoracostomy was performed and the
dressing of the thoracostomy was changed twice a day, resulting in
successful clearance.
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The patient’s height was 160 cm and his body weight was 44
kg. We considered that it was difficult to obliterate the space by
conventional methods because of muscle deficiency and persistent
BPF. We therefore planned to apply a novel technique that was
reported by Watanabe and associates.? We fully informed the
patient about this method and obtained his consent. We made a
plug with a stainless steel wire (Figure 1) from vinyl polysiloxane
impression material (Exabite I, GC America, Inc, Alsip, Ill). Then
the plug was wedged into the causative bronchus and muscle flap
transposition was performed in the following steps: (1) the patient
was intubated under general anesthesia with an endotrachial tube,
into which the flexible bronchoscope was passed; (2) the guide
wire was pulled from the pleural cavity to the outside of the
endotracheal tube; (3) the guide wire and the plug’s wire were tied,
and then the plug was drawn into the causative bronchus and
wedged there; (4) the flap of trapezium muscle was prepared and
the edge of the flap was sutured with the plug’s wire; then muscle
flap transposition was performed (Figure 2); (5) obliteration of the
pleural space and of air leakage around the plug was ensured, and
a catherter was inserted beneath the incision for suction drainage.

The postoperative course was uneventful, and the patient was
discharged on the 26th postoperative day. At 1 year’s follow up,
the patient had no recurrence of empyema.

Discussion

After open window thoracostomy for empyema, the closure of
residual pleural space is technically a challenge for thoracic sur-
geons.! If empyema recurs, immediate open window thoracostomy
is required. In this case, we did not apply usual means because of
persistent BPF over 9 months and insufficient muscular flaps.

We treated this patient with the novel technique reported by
Watanabe and associates® and successfully controlled the BPF.
After the operation the plug stayed in the causative bronchus and
no air leakage was observed. It is necessary to buttress the muscle
flap to avoid a recurrent BPF.?2 Muscle flaps without enough
volume cannot maintain the buttressing. In this case, the plug’s
wire helps the plug the remain wedged in the causative bronchus
and helps to buttress the muscle flap. We believe the muscular
transposition is more effective with the unique plug and wire than
without them.

We made the plug from impression material for dentistry. We
have no plan to extract it from the patient’s bronchus, because the -
patient does not have infection around the plug. As Watanabe and .
colleagues® described, “The ingredients of this material have no
toxicity to the human body. However, the manufacture does not
yet extend any guarantee concerning this material for this surgery.”
Therefore, we must follow up this patient especially with regard to
the plug by bronchoscopy and computed tomographic scanning.
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Figure 1. A plug made from polysiloxane impression material with a stainless steel wire.

guide wire

muscular flap

Figure 2. The flap of trapezium muscle was prepared and the edge of the flap was sutured with the plug's wire.

Then transposition of the muscle flap was performed.

Watanabe and associates® reported that a patient treated with this
plug was followed up without recurrent BPF for 4 years.

We believe this technique is effective in the management of
empyema associated with BPF.
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SUMMARY

Primary Lung Cancer Incidentally Diagnosed in Lung Biopsy for Diffuse Pulmonary Disease

Hivonori Ishibashi et al., Department of Thovacic Surgery, Institute of Development, Aging and

Cancer, Tohoku University, Sendai, Japan

We here presented 2 cases of interstitial pneumonia with lung adenocarcinoma incidentally
diagnosed by partially resected lung for diffuse pulmonary disease.

Case 1: A 78-year-old female was admitted to the hospital complaining of productive cough
and general fatigue. The chest computed tomography (CT) revealed diffuse honey comb
pattern in bilateral lung field especially in the right lower lung. Video-assisted thoracoscopic
lung biopsy was performed and was diagnosed as diffuse spreading well differentiated adenocar-

cinoma.

Case 2 : A 59-year-old male was admitted to the hospital complaining of dyspnea and general
fatigue. The chest X-ray revealed right pneumothorax and chest CT revealed diffuse honey
comb pattern and bullae in bilateral lung field and fibrous tumor-like lesion in the right middle
lung. Video-assisted thoracoscopic lung biopsy was performed and was diagnosed as pulmonary

fibrosis with papillary adenocarcinoma.

Conclusion : It is important to examine carefully the specimen obtained from thoracoscopic
Jung biopsy even if interstitial pneumonia is strongly suspected.

KEY WORDS : diffuse lung disease/interstitial pneumonia/lung adenocarcinoma/thoracoscopic lung biopsy
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—BAVIEADREER 5 —

KB ALl tkE R EEEAL; EERHEE

LIFRERE! ; tAAKRL B& 81
ERSE MRNE T R K

B — EE - BE., EEMEOBIRIIB VT, MY V2 SHieift ) v BB OFLE NS 2 Lid, H#E
DPEEBIBWTCEETH L, BRATYV TNV A LBEET A FTHEKE LS| (real time endobronchial ultrasound-
guided fine needle aspiration : LLT EBUS-FNA) 28 A L, FESHENIRE QMR - IFT) > o SEims o5 HAE R 5 i & i
FLI-DT, FOMBEFMETH. W%, 200343 HH 5 2004 5 1 AW, MFHITHERE - Mir9 ) > 38is L,
EBUS-FNA % {7 L72 19 Flo BESsM g, #E, EBUSTFNA MfTH - fT#OEFEIIRO L o7z, 19 fld
EBUS-FNA 125 8 4, BathA% 11 $I T3 - 7z, EBUS-FNA JlifT & OHEMEMRE LI ERAN TEOR AP L2 16
TN BIT A4 22 Y V2T, AR OWTHRE Lz & 2 A, BE 73%, IHEER 1006 Tho7z. 72720,
#3 DY VSEITBIT A EEIL 25%, #3 RBRWIEA TOBEIL 100% Th o7z, . EBUS-FNA ZZE&EH,DIE
FEICHEATT 2 2 EHTE, BELMEWL D TH o7z, 72770, #3 ) V8K LCdEiwsaIke LT, Bk

WERZMEIEILEND L. (REXH. 2005,27:361-366)

REIHE—— VTN [ ABEWEF A FTRRELSES, BRELWT|, FUESTEMIE, HEFY > /38, V) i

Early Experience of Real Time Endobronchial Ultrasound-Guided
Fine Needle Aspiration for the Diagnosis of Mediastinal
Lymph Node Metastasis in Lung Cancer Patients

Hisashi Oishil; Akira Sakuradal; Yoshinori Okadal; Masami Sato?;
Sumitaka Yamanaka'; Yasushi Matsudal; Akira Miyamotol;
Takafumi Sugawaral; Yuji Matsumura; Takashi Kondo!

ABSTRACT —— Background /Purpose. The correct evaluation of mediastinal/hilar lymph node metastasis allows
appropriate therapy for patients with lung cancer. We applied real time endobronchial ultrasound-guided fine needle as-
piration (EBUS-FNA) to patients with lung cancer for pathological diagnosis of mediastinal/hilar Iymph node metasta-
sis. The aim of the present report is to retrospectively evaluate early results of EBUS-FNA. Method. We conducted a

retrospective review of 19 patients with lung cancer who underwent EBUS-FNA for mediastinal/hilar lymph nodes be-
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twéen March 2003 and January 2004. Results. No patients developed serious complications during or after EBUS-FNA.
Of 19 patients, 8 were positive, 11 were negative for malignant cells. Sixteen patients underwent subsequent mediastino-
scopy or surgical therapy. The results of EBUS-FNAs for 22 lymph nodes in these 16 patients were compared with the fi-
nal surgical result, and the diagnostic accuracies were calculated. The sensitivity for the pretracheal lymph node (#3
lymph node) was 256%, whereas the sensitivities for other lymph node levels were all 100%. The total sensitivity and
specificity of EBUS-FNA are 73% and 100%, respectively. Conclusion. We were safely able to perform EBUS-FNA for
mediastinal/hilar lymph nodes with satisfactory diagnostic accuracies. However, we need some technical improvement
in the application of EBUS-FNA to # 3 lymph node. (JJSRE. 2005,27:361-366)

KEY WORDS —— Real time endobronchial ultrasound-guided fine needle aspiration (EBUS-FNA), Transbronchial

needle aspiration, Primary lung cancer, Mediastinal lymph node, Lymph node metastasis
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Lymph hode] ,

Figure 1. Real time endobronchial ultrasound-guided fine needle aspiration: EBUS-FNA.
A. A photograph of a BF TYPE UC260F (OLYMPUS Inc.; Tokyo, JAPAN). B. A broncho-
scopic view before puncture. C. Ultrasound image with a lymph node.

WTik, EBUS-FNA 4 OTFERIGH C O PHATE AR O FFHE
WREHEOREL, BRE - BREEIIOZHELL. 72
721, EBUS-FNA BFYEERITIX, F0H%ERCREE
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ERIERT
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T X MEE LoBEFEE LIl Sz (Figure
24). EEIC CRELFIGIT L, WIRME & U s h, Rk
12 CT VST H#4 ) v SHIEENE A % 1890 & 17 (Figure
2B). HREIZT, [EHEEO EBUS-FNA #0iGfT L /24558, #
ARSI TR SEMENRHE OMERR Y > /SRR & BT S
7z,

B R

XJELZ19FDS B, B 166, 3T
0, FHIEEIL 6881 (B1~80 %) THo7z. MifEo
HMENZ, ST 10 B, R LREIEAT 5 B, KRS
360, /NAILFEAT L BITDH o 72 (Table 1. SPFHEICEIT
5IRESTIE, EBUS-FNA HifTH - MifT#&ICA M - i -

Widgeie EOAPES X2 LERIZ R L, &flicTiRe
WS RETdh o 72,

19 ] i EBUS-FNA B P48 5, B 11 HITH »
Too BB 1L B ) B, & S ICHERRSIRE R IR IA AT %
To/zmE 8BIT, M VSRR 2D h o7
JEGIAT 6 FI (EBEME), RV ¥/ SHillER % e 1o
P33 FITH - 72. EBUS-FNA PEMETH o 7212 b b
LPRAEME TR EMNIFDH D GERER 2
B, NIELRE 1B, SO DESIIBIT S EDR RIS
ETELd o7 (Figure 3).

BEOREIHB L7z 16 FEFIIZ BT, EBUS-FNA O
MAIEE £ M5 L 72, EBUS-FNA ZFEF22 D 1) > /3
R UHAT & 7 (R AL IS EBUS-FNA % 4T L 72 4E
B ). FAITERGL, #3HL 66, #441336,
#A4E3Hl, H#riksHl, #11ik 140, #lisix 1 BT
oz BN A IR E L Table 2 ISR L7z, 20
FER, 22 EO) YSHOD B, BBEE o E, Bk s
BTHo7z. BMHEDI B, 10 fIEEKEM: (true negative) ,
3 i Fa: (false negative) TH 5 Z EMHIAL 2=, %
Rafk 3 @iz & F #3124 LT EBUS-FNA # i 17 L 72 E
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Figure 2. A patient applied for real time endobronchial ultrosound-guided fine needle aspiration (EBUS-FNA).

A. Chest X-ray. B. Computed tomograpic scan.

Table 1. Histological Cancer Type of Patients
Undergoing EBUS-FNA

No. of patients

Histological cancer type

Adenocarcinoma 10
Squamous cell carcinoma 5
Large cell carcinoma, 3
Smali cell carcinoma 1

Total 19

BlTHholz. INHBEEOEFDS H 2 FE, HMlas
RO D o KEREOFHIT L 5 2/l oBEE A
RTHHru Nk EVEARLN. RO D 1FHIZDN
T, BRIREWT & 51T U7z2s, WIBRY) v/ Eid sk
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EBUS-FNA O #ERBEHTH o 725EH 2 B (true
positive) & LIREDFEIZDOWTHE L7-4, BREIE
73%, TFEREIX 100% TH o 72, H#3ITBIT L KB
26%, #3 EBRWVIEML THOREEE X 100% Tah - 72 (Ta-
ble 3).
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A, FRAIEFEERE OMERE « MM > iR o
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) s &)
| |
<True l}!:osiﬁve > Surgery
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EBUS-FNA* site
(+) | &

3} [}
<False negative> <True negative>

<Not s;‘)‘eciﬁed>

Figure 3. Flow chart in diganosing mediastinal/hi-
lar Iymph node metastasis.

*EBUS-FNA: Real time endobronchial ultrosound-
guided fine needle aspiration.

TSI % EBUS-FNA |2 THT 9 & %1872, EBUS-
FNATRI TIVY £ ALBEBERERETA FET52
LW TEDIzD, HELT ) »EOMEZHRL,
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Table 2. The Diagnostic Results of EBUS-FNA by Lymph Node Localization

True positive

Localization No. of EBUS-FNA (Positive results) True negative False negative
#3 6 1 2 3
# 4 (right) 3 2 1 0
#4 (left) 3 1 2 0
#7 8 4 4 0
#11 1 0 1 0
#11s 1 1 0 0
Total 22 9 10 3

Table 3. The Sensitivity and Specificity of
EBUS-FNA for Lymph Node Metastasis

Localization Sensitivity Specificity
#3 25% 100%
Others 100% 100%

Total 73% 100%
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ABSTRACT — Objective. With the support of the Japan Ministry of Health, Labor and Welfare, Clinical Guidelines
for the Management of Lung Cancer were published in 2003. The objectives of this study are to assess how the guide-
lines have been used by surgeons and physicians and to survey their opinions on it. Methods. A questionnaire was de-
signed and sent to 530 hospitals which were certified as training sites for chest surgeons by the Japanese Association
for Chest Surgery or which have members of the Japan Lung Cancer Society on their staff. Results. A total of 785 doc-
tors in 260 hospitals answered the questionnaire. More than 80% of the participants had used the guidelines. In more
than half, the purpose for using them was for choosing the treatment or for informed consent. Approximately 70% of
the participants answered that the guidelines had an influence on their practice, most of which was making their clinical
decisions and explanation to their patients easier. The participants gave us many useful opinions including requests for
revision. Conclusion. This study revealed that the guidelines were utilized by many surgeons and physicians. It also in-
dicated that the publication of the guidelines contributed to their management of lung cancer. There were many sugges-
tions for the guidelines which should be helpful for its revision currently conducted by the Japan Lung Cancer Society.
(JILC. 2005;45:319-328)
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KEY WORDS — Clinical guidelines, Lung cancer, Questionnaire, Revision
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