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Abstract

Salivary gland tumours of the tracheobronchial tree are rare
and early diagnosis in T1 stage is further rare. We report a case of
a young 21-year-old male medical student diagnosed and treated
for the same prompted by a detailed respiratory examination.

Case Report

The stethoscope is becoming more of a ceremony than utility.
However, each clinical tool has its own utilities and the impor-
tance of auscultation cannot be over-emphasized. 

A medical intern presented to the pulmonary outpatient
department (OPD) with complaints of episodic wheeze 1-day
prior with no other symptoms. There was no fever, cough, sputum,
haemoptysis, or dyspnoea. On examination, he had preserved
vitals but on auscultation, breath sounds were slightly reduced on
the left interscapular and intrascapular area with localised wheeze.
A chest radiograph was performed (Figure 1A) and reported nor-
mal. A short acting bronchodilator was prescribed and patient was
asymptomatic. However, the slight decrease in breath sound inten-
sity confirmed with decreased vocal resonance prompted the pul-
monologist to advice a CT chest (Figure 1 B,C) which revealed an
intraluminal growth of size 1x1 cm in left main bronchus. A dif-
ferential diagnosis of inflammatory myofibroblastic tumour, polyp
or carcinoid were kept. Fibreoptic bronchoscopy revealed a sessile
growth in left main bronchus (Figure 2A) with normal distal seg-
mental anatomy. Endobronchial biopsy was suggested of
mucoepidermoid carcinoma (MEC) (Figure 2B) confirmed by
immunohistochemistry (Figure 2C).

A multidisciplinary discussion regarding the treatment options
were discussed. The patient underwent a sleeve resection (Figure
3A) of left main bronchus with intraoperative frozen section of
margins and systematic mediastinal lymph node dissection.
Histopathology showed a T1a mucoepidermoid carcinoma of 1cm
size with negative margins and sixteen regional lymph nodes free
of tumour. Post-operative chest X-ray (Figure 3B) revealed com-
pletely expanded lung with intercostal drain in situ. The patient
was discharged on day 4 of hospitalisation and post intercostal
drain removal. Follow up chest X-ray on day 7 (Figure 3C)
showed complete lung expansion. The patient had equal breath
sounds in bilateral lung fields on discharge.

Discussion

Primary salivary-gland comprise only 0.1-0.2% of primary
lung cancers and not even 1% of primary malignant bronchial
tumours [1]. MEC originates from the submucosal glands of the
tracheobronchial tree. Pulmonary MECs are commonly found in
the segmental or lobar bronchi, rarely presenting as endobronchial
lesions. It affects patients of age 30 years and older [2]. Our
patient was a rare early diagnosis with pathological stage T1a
resected successfully. Patients may present with cough, haemopt-
ysis, wheeze [3] and post-obstructive pneumonia, but may also be
asymptomatic [4]. These symptoms are frequently misdiagnosed
as asthma, bronchitis or pneumonia [5]. This is a rare case of low
grade mucoepidermoid carcinomas of the bronchus.

Surgical resection is the mainstay of treatment, and usually
carries good prognosis. Low-grade malignant tumours of the
bronchial airway are often managed with surgical resection. High-
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grade MEC carries a higher risk of distant metastasis and worse
prognosis even with surgery, hence, adjuvant chemotherapy and
radiotherapy may be beneficial [6].

A recent review of over 8 years including salivary gland
tumour of trachea-bronchial tree had only 16 cases of MEC. Most
patients treated with surgery, it was found more cases of MEC

associated with negative surgical margins as compared to adenoid
cystic carcinoma (ACC), though there was no difference in terms
of recurrence. The review concluded that currently, the images and
clinical features remain unclear because of the rarity of these
tumours. It revealed that patients with MEC commonly had a good
prognosis, but the disease easily leads to a misdiagnosis due to its
rarity and few characteristic clinical features [7].

A large cytopathological review of salivary gland tumour of
tracheobronchial tree revealed only 11 patients, with MEC being
the 2nd most common after AEC diagnosed by biopsy or needle
aspiration. All patients were treated with surgery and confirmed
the diagnosis [5].

A large series from India reported 7 cases, most of which
underwent radical surgeries involving pneumonectomy and
bilobectomy. However, these patients had large tumours with
haemoptysis and dyspnoea [8]. Lymphatic involvement even in
low grade tumours necessitates non-conservative surgeries [9].
Fortunately, our patient had an early diagnosis and had no lym-
phatic involvement radiologically confirmed pathologically.

The stethoscope is one of the most powerful tools of the physi-
cian. Even in a large study comparing stethoscope with lung ultra-
sound, it was found that ultrasound has poor correlation and fails to
detect pulmonary edema in patients having crepitations and rhonchi.
A subgroup analysis showed that diagnostic accuracy of stethoscope
auscultation was better specially in non-ventilated patients [10].
Thus clinical history and detailed examination can not be replaced
by modern facilities, rather should be assisted by them. The science
and practice of auscultation should not be forgotten.
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Figure 1. A) Chest X-ray posterior-anterior view revealing no abnormality. B,C) Contrast enhanced CT chest showing a well-defined
rounded lesion arising from anterior wall of left main bronchus with no internal calcification or fat.
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To conclude, endobronchial MEC is a rare type of salivary
gland tumour. Patients with low-grade MECs have a good progno-
sis. Early identification and surgical resection can result in a good
prognosis. The importance of clinical examination by a stetho-
scope to look for subtle signs cannot be over-emphasized. A mis-
diagnosis or a delayed diagnosis of such tumours can lead to
increased morbidity and mortality.
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Figure 2. A) Fibreoptic bronchoscopy revealing a sessile intra-
bronchial growth in left main bronchus distal to carina. B,C) 40x
and 100x magnification with H&E staining of endobronchial
biopsy showing pseudostratified ciliated columnar epithelium
with atypical squamoid cells arranged in nests with blue cyto-
plasm and nuclear atypia.

Figure 3. A) Post operative specimen showing 1x1 cm lesion
along with healthy margin of left bronchus removed by sleeve
resection. B) Immediate post-operative chest X-ray with left inter-
costal drainage tube in situ with minimal pneumothorax. C) Post
operative day 7 chest X-ray showing normal lung fields.
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