LETTER TO THE EDITOR

Extended upper sternectomy with curative intent for neglected papillary thyroid carcinoma in a fit 65-year-old man

Dear Editor,
Recently, the authors had to reconstruct the anterior chest wall immediately after an extended upper sternectomy with curative intent for neglected papillary thyroid carcinoma in an otherwise fit 65-year-old man; a previous attempt to radical resection was abandoned 3 years ago due to technical difficulties, followed by unsuccessful treatment with radioactive iodine.
Vascular and plastic surgical colleagues were involved; the on-table vascular ultrasound orientated us to the relation of the brachiocephalic vessels, and the plastic team performed bilateral pectoralis major (PM) flaps with lateral releases. The extended upper sternectomy involved the upper half of the sternum, the heads of the clavicles and the 3 upper ribs bilaterally, having to ligate the internal thoracic arteries. We covered the superior mediastinum with a commercially available XCM™bioprosthesis [1]. No bars, or other rigid prosthetic material were used on this occasion. 
The patient was admitted to the Intensive Care Unit for postoperative monitoring due to the long duration of the operation.On the second postoperative day he unfortunatelly developed severe bilateral pneumonia with significant desaturation and the need for temporary mechanical ventilation. This was not considered to be connected to the sternectomy or any disturbance of chest wall movements/respiratory mechanics . There were no other complications and the patient was discharged on postoperative day 10 from the hospital.
Our main learning points from this case were: 
a) Risk of death high, patient’s wishes taken into account (We HAD previously offered him the completion operation 2.5 years following his first and failed attempt to manubriectomy at the original thyroidectomy operation. Due to his fear of the mortality and morbidity of the planned operation, he refused this offer at first, but changed his mind after unsuccessful radio-iodine treatment).
b) Neglected case, as thyroid malignancies often run an indolent course [2-3].
c) Imaging and on-table vascular ultrasound for risk management of brachiocephalic vessels.
d) Sacrifice of internal thoracic arteries as required.
e) Bioprosthetic material, covered anteriorly with  bilateral PM release flap, is always useful for covering anterior thoracic defects.
f) Extending the antimicrobial prophylaxis to 48 hours in future cases.
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