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The advantage of sleeve lobectomy over pneumonectomy in 
terms of postoperative morbidity and mortality in centrally 
located lung cancer is well established (1-5). The incidence 
of sleeve procedures still varies largely world-wide. In 
the above mentioned article by Maurizi et al. long-term 
results after complex tracheobronchial reconstruction are 
presented together with technical aspects (6). 

For this purpose, the authors retrospectively reviewed 
28 (9%) patients over a period of 26 years [1989–2015] 
submitted to sleeve lobectomy or bilobectomy with 
Y-sleeve resection and reconstruction. During the same 
period 312 sleeve lobectomies were performed for centrally 
located tumours. The technical difficulty of this operation 
is described as due to size discrepancy of the orifices, 
proximity of the pulmonary artery, poor exposure of the 
mediastinal side of the anastomosis and proximity to the 
segment division of the upper lobe once it has been divided.

Surgical approach was a lateral  muscle-sparing 
thoracotomy after standard preoperative clinical and 
functional evaluation. Fresh frozen section of the bronchus 
was performed in all patients to validate radicality. The 
authors recommend anastomotic reconstruction by 
interrupted 4-0 absorbable sutures in an outside-to-in 
fashion to avoid torsion. According to Maurizi et al., this 
compensates best large calibre discrepancies. On the left 
side where there is less calibre difference partial continuous 
running suture was sometimes used. An intercostal flap 

was used in all cases to protect the anastomosis (7). 
Maurizi et al. recommend inhalation of low-dose steroids 
to reduce the anti-oedema effect, secretion retention and 
risk of granuloma formation. Follow-up bronchoscopy 
was performed 1, 3 and 6 months and then once a year for  
5 years.

Two patients (7%) received induction chemotherapy 
for preoperative N2 disease. R0 resection rate was 
100%. Overall morbidity rate was 25% (7/28). Rate of 
postoperative bronchopleural fistula was 2.8%. The rate of 
postoperative bronchial complications vary in the literature 
between 0–8% (8). Major complications (3/28) in this study 
included myocardial infarction, pleural empyema due to 
bronchopleural fistula and one anastomotic stenosis treated 
by laser. The patient with a bronchopleural fistula died of 
sepsis postoperatively. Postoperative adjuvant chemotherapy 
was given in 9 patients.

M e a n  l o n g - t e a m  f o l l o w - u p  w a s  4 6  m o n t h s  
(2–117 months). The recurrence rate was 32%, of which 2 
(9%) were loco-regional. No anastomotic recurrence. The 
3- and 5-year OS and DFS survival rates were 76.3% and 
55.1% and 68.7% and 62.9% respectively.

Technical aspects of complex bronchial reconstruction 
are described. Thoracotomy is preferred over video-
assisted approach for better exposure. Interrupted suture 
of the bronchial anastomosis is recommended. Yet 
favourable results have been seen with complete double 
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armed continuous running suture of the anastomosis with 
absorbable material and minimally invasive approaches  
(9-12). Bronchial size discrepancy of the orifices can be 
adapted either over the whole bronchial circumference 
or by using the membranous portion of the bronchial 
circumference to adapt size difference. Surgical technique 
and protection of the anastomosis is an important issue 
(7,13). Some authors postulate that covering an anastomosis 
is unnecessary (8). Whereas others prefer protecting 
the anastomosis, especially after induction therapy (14). 
Bronchial healing can be supported by a tension free 
anastomosis (pericardial release), radical resection (R0), 
and avoiding bronchial infection for example with local 
inhalation of antibiotics (10). Maurizi et al. describe 
retention of secretion after Y-sleeve resection, but 
postoperative bronchoscopy regimen to assure bronchial 
healing is not documented (15). 

Long-term results were excellent in stage I and II 
NSCLC, which confirms oncological reliability of this 
surgical procedure, especially as no local recurrence at 
the level of the bronchial reconstruction was observed. 
In stage III, the results were not as good but due to the 
small number of patients care must be taken with over 
interpretation. 

In conclusion, even complex sleeve procedures should be 
considered whenever technically and oncologically feasible. 
Short- and long-term results plead in favour. 

Finally, the limitations of the data used for the published 
paper by Maurizi et al. should be mentioned. These include 
the small sample size over a long period of time and the 
retrospective nature of the data.
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