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Minimally Invasive Simultaneous Treatment for Congenital Cystic Adenomatoid

Malformation associated with Pectus Excavatum

—A case report—

Deog Gon Cho, M.D.*, Min Seop Jo, M.D.*, Kyu Do Cho, M.D.*, Kyung Soo Kim, M.D.*, Young Pil Wang, M.D.*

Minimally invasive thoracic surgery has been one of the most important surgical advances recently. Congenital cy-
stic adenomatoid malformation of the lung is a relatively rare anomaly and is clearly associated with various con-
genital anomalies such as pectus excavatum, cardiac and pulmonary vascular lesions. We have experienced a
case that was treated with minimal invasive methods for congenital cystic adenomatoid malformation involving in
the right lower lobe and pectus excavatum in a 5-year-old boy. We simultaneously performed thoracoscopic right
lower lobectomy and Nuss procedure of pectus excavatum using a substernal steel bar. Therefore, a minimally
invasive surgical treatment for this diseases is feasible and cosmetically excellent.

{(Korean J Thorac Cardiovasc Surg 2006;39:171-175)
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Fig. 1. Preoperative chest PA shows large emphysematous
lesion in the right lower lung field.

Al F = A¥ < (Nuss procedure)

9+$l(supine) A el A L2 AZ71E A% 71TAU A
3 Assich gote) 7IfA a27lel g ©dF 7
DA HATF BB (Univent®)L} o] 2 BB 483 47}
@] 5 F =7]9] Fogarty 3-8 5.5 mm 7]3FH o] £
H-&sl 31 (Fig. 3A), Fogarty 3] 25 7|3FEe] AR
™ W)l &8 T Murphy o°ﬂ 7 AAED F
Aloll 713 okoll Abdalddch 54 ZIRA WABE B
A} Fogarty & 7|%HFH oy Fo 2 whl ¥ off%
o2 o] Yo| & Fr|3A)ol A2 YX|AJZ] F Fo-
garty o] A Z J|BAE v Y A E AP}
A h(Fig. 3B). ALE 4obg] FelollA oS Ak Hep4d
o] six) 57 2ol FF o} FEANE *J‘%J*l?' Skl
£ A ¥, 547 3 S5 AZAES 8 BAE
TEelA & HE A *o“lﬂ o %“BM (semilateral) 4}
VA A AAE 33k
thFig. 3A). WA F7+ Hepd *Jﬂl 7‘{%‘}1 E7boll 5 mm
’5"71'7:] S AFdslar WA FAJSE SHA Skl &F 4 cm

m\o
>
o%
ok
ot
i
b
o,
2
e
o

&
fru
i)
o
r\~\
d2
o
X
3
]
i
{ o

l‘

3
S
4
L
rlo
ikt
nE
%
Q.
_‘E,

F AR 7wrx1 ARy 2
5 Akl gl A 5o £ s
ol Asle Ao, e 5

2 oI A 23 em
o EAlglel

o] WAs

—

B2 32 4o lo o @ @
N{N'—\l'mmz

N, B

chy Mo fu

»

2

= o

= o
o J“# o&m

nj
8
ox
of
o
2

o
i

p=4 < ] "1 o
A7\, welE W) 1) el EANE Wi
of AANTFE WEYT 8 Holel FEuHE Y]
FIAA S5 B4 DNFE T AYet] FIYE)
A A% BAE B S B AT e A
Ak ola) % Fiol el 23 th(subilizeryi= A8}
A gt Ml ETY BAE Jte] SFo) Bekel 34
.

SlolchFig 5. ZE AMENG 2goim shAelA 3%
A sk de) Bz ool & F ASEYY FEANAANE
Ao dlol] Q17ste) 239 7 BEg
AR =9 AR fob

L
rl

gom by AHulo] 9lE Avlet

zez}i?é% 7192 ASAER FER 2 gy oA
FEo 7 o] Fol7 Stocker 74 Al 18 AAA FEA
Azt 7o g AekE g e & = 8UA FHS
AAsG e A= &3 2l F FEANE AAIE
Al stz Wl E ghEglol EAssich

nl &

AR FEA AEG 7189 Hge Al ZBAEo] ¥
Ao} 753 3 ARG RESE FE5& Aty
WA B3] utElE ARA JEegE FRFolR 2 9
AR 714, At g2 So] Haxx girh1,2]. A=A}«
o] 7%, olw] 34| Aol FFFo] Fukslo] g,



Fig. 2. Preoperative chest CT demonstrates multi-septated, large cystic lesion in the right lower lobe and non-symmetric depression of the
anterior chest wall.

Fig. 3. (A) Semilateral operation position and endotracheal intubation with extraluminal Fogarty catheter. (B) One lung ventilation using the
right endobronchial Fogarty catheter with ballooning.
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Fig. 4. Placement of thoracoscope and limited working incision with
Naruke chest retractor for the right lower tobectomy.
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Fig. 5. Postoperative chest PA.

22 AR A 27
Aletol 2 ol2lg glol 4%
AL gojold of2 TAMS Aune A2

714__1‘
o
=

o

dEh 2E=E B34 8 WAZE 2UE 406 A

&)
un
$elo] WAL ARY £ Yok WA AR A ARES
o)
=

wP el sjed AAIEe] A8k TA 30 mm £UAE
gelo) A%em AGHE BHE Agelgon), A%
[e]

A oA 3D HA AERAE BG4S 7] diE
of Kt Ag3k Fojoh #ele] Hewths). 7 #AE A
A Addshe o W e R AYRE Foll 25 AA
€ EVE At B S Qe Z1RAE AAE
A& Aolgtx Aot FFg 7h widd FH71Y
o7 71E sl s Sdeta A sisie ol A5
Holo|A E7|ZE A PHFE HA gk 53] 1)
A wellA grtgol E AAE Ge Rl A
olch. o2 v MAely] fd) 19970 FF &Y
o H& ANE T AFUE SEHNE ol &ete] FHER
FHE 2oldEle Y& Feile] Rud ¥ AAF ez
ol AlgiE L YuH7]. MAEL Park 5719 £l <

of

bl ype IALS) Wejel TRES 95 FHRY0l 27
A 2 9%

#el gl F7

v 1
Solo] FEuulT AYste] UG FHF glo] F47]
Qg BAlol A olsh Rol $44 AA 2T
e 8 A A SRR 22 g V19l §
W Aol F4E ol 8 A AEHA FE3} A



A5 Ao A U2 4719 24U B
Aol AgFozH S F B2 FEAID 7§H e
2 WHEAD 5 9 Aol ARG

1. Bailey PV, Tray Ir T, Comnors RH, et al. Congenital bron-
chopulmonary malformations. Diagnostic and therapeutic
considerations. 1 Thorac Cardiovasc Surg 1990;99:597-602.

2. Ahn BH, Moon HS, Na KJ, Kim SH. Congenital cystic ade-
nomatoid malformation associated with pectus excavatum.
Korean J Thorac Cardiovasc Surg 1997;30:231-5.

3. Okamura T, Nagase Y, Mitsui F, et al. Simultaneous repair

FHZ Q|
34 AEE NEe AxAE T

12

FEES A4

of pectus excavatum and congenital heart defect in adults by
using the convex bar. Ann Thorac Surg 2004;77:1827-9.

. Kim YI, Choe JW, Park YW. Minimally invasive concomi-

tant cardiac procedures and of pectus excavatum: case re-
port. Heart Surg Forum 2004;7:E216-7.

. Rowe R, Andropoulos K, Heard M, et al. Anesthetic mana-

gement of pediatric patients undergoing thoracoscopy. 1
Cardiothorac Vasc Anesth 1994;8:563-6.

. Rothenberg SS. Experience with thoracoscopic lobectomy in

infants and children. § Pediatr Surg 2003;38:102-4.

. Park HJ, Lee SY, Lee CS, Youm W, Lee KR. The nuss

procedure for pectus excavatum: evolution of techniques and
early results on 322 patients. Ann Thorac Surg 2004,77:
289-95.

-3z x=-
A AL FHEES Aol A WAL 328 F29 & Yololoh AHA I 4F
g vlad SEA SAehe Ao P A4 44 0 8B Y 2 o2 A A
A4 718 Sol BNE 4 duk ARES 23449 Aol ANA YFH AFF 1Y) Qov) FRF
of Eubel 54 ¥ ol $AE & AHAY PHOE N AR AAEL FAEL ol 83
of $319 AAAEE AAARAT, FAG] FEFol AL FF 3 FEIUE o] % x4
o2 A olsh o] ole Aol iR Hd WEAY FEPHES F8shn v 8oz &
ot
4 SO L Ha AETE

2§ FE

3 A% BEH AES /1Y

4 FEE

- 175 -



