
Abstract 

Tracheal tumor is a rare entity. Tracheal tumor may be a pri-
mary tracheal tumor or secondary to invasion from a mediastinal
tumor (or a lymph node). These tumors are prone to cause critical
airway obstruction which may require urgent care. Tuberculosis is
one of the common differential diagnoses of mediastinal lym-
phadenopathy in TB endemic countries, though isolated tubercu-
lous mediastinal lymphadenopathy without a lung involvement is
rare. We report an extremely rare case of isolated paratracheal
lymphadenitis due to tuberculosis, eroding the trachea and pre-
sented a lower tracheal tumor, which recurred again after complete
debulking. Finally, the disease required a ‘Y’ stent placement, to
stabilize the airway following the second recanalization. We dis-
cuss the incidence, differential diagnosis, and the bronchoscopic,
interventional aspects of this entity.

Introduction

Tracheal tumors represent about 0.2% of the tumors of the res-
piratory system. In general, most of the tracheal tumors are malig-
nant. The benign tracheal tumors including inflammatory polyps,
chondroma, granular cell tumors, and neurogenic tumors are rare
[1]. Tracheal tumors may be classified as, either primary tracheal
tumors or secondary to invasion from nearby structures.
Paratracheal metastatic lymph nodes and malignant thyroid lesions
are the common, among those invade the trachea [2]. However,
tuberculosis (TB) has to be considered in the differential diagnosis,
in TB endemic countries [3] like India, though isolated mediastinal
lymphadenitis without a lung involvement in TB is rarely reported
in immunocompetent people [4]. Mediastinal tumors cause respira-
tory symptoms, usually, due to compression of the airway as they
enlarge, but an erosion of tracheal wall and direct invasion leading
to a critical airway obstruction may occur, which requires an inter-
vention at the earliest [5]. We report a rare case of an immunocom-
petent middle-age female, presented with stridor, who had a lower
tracheal tumor with a critical airway obstruction. She was diagnosed
to have a tuberculous paratracheal lymphadenitis invading the tra-
chea. Unfortunately, the tumor recurred again after complete
debulking, despite a proper anti-TB chemotherapy. The airway was
recanalized again followed by a ‘Y’ stent placement, to stabilize the
airway and prevent a recurrence, until treatment is completed.

Case Report

A forty years old female, presented with cough, exertional dys-
pnea, and noisy respiration for 3 weeks duration. She was a non-
diabetic female, without any other comorbidities. On examination,
she had a stridor, predominantly during inspiration. Her respiratory
rate was 22/min, heart rate was 104/min, and peripheral oxygen
saturation was 92% at room air. She had no palpable peripheral
lymphadenopathy and her systemic examination was unremark-
able. Her blood biochemistry (urea, creatinine, complete blood
count, random blood sugar) were within normal limits. Chest radi-
ography showed a right-sided paratracheal mass, protruding into
the trachea and narrowing the lumen. Contrast-enhanced computed
tomography (CECT) scan of the chest showed a large right paratra-
cheal homogenous mass, invading the lower trachea, just above the
Carina, causing 70-80% of luminal obstruction (Figure 1). Flexible
bronchoscopy (BF-1T180 Video Bronchoscope, Olympus, Tokyo,
Japan) showed a mass lesion from the anterolateral wall of the
lower trachea with a broad base which extended to the right main
bronchus. The tumor had a smooth surface covered by a whitish
slough like material and, it occluded almost 80% of the tracheal
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lumen. A provisional diagnosis of a malignant paratracheal tumor
with tracheal invasion was made. Subsequently a rigid broncho-
scopic (KARL STORZ Endoscopy-America) debulking of the
tumor (Figure 2) was done, using an electrocautery knife (Reusable
electrosurgical knife - KD-31C-1, Olympus) for cutting, an argon
plasma coagulation (APC) (APC probe, 2.3 mm, flexible, length
2.2 m, ERBE, Tubingen, Germany) for hemostasis and a cryoprobe
(ERBE, Tubingen, Germany; diameter 2.4 mm, length 780 mm) for
extraction of the tumor. Adequate cryoprobe biopsies were done
before debulking. The tumor could not be snared in total, due to its
broad base. Biopsied specimens were subjected to histopathological
and microbiological analysis. Histopathology showed necrotizing
granulomatous inflammation. Acid Fast staining was negative but
the GeneXpert -RIF/MTB test was positive and showed a
rifampicin sensitivity. Hence, she was started on anti-tuberculous
treatment (ATT) with a standard four drugs regimen (Rifampicin,
Isoniazid, Ethambutol, Pyrazinamide) and discharged as she was
asymptomatic. After 4 weeks of symptom-free period, unfortunate-
ly, she returned with stridor again and, a repeat imaging followed
by a bronchoscopy showed a recurrent tumor at the same place. In
view of her critical symptoms, she was subjected to a rigid broncho-
scopic recanalization again, followed by a silicon ‘Y’ stent place-
ment to prevent further recurrence and occlusion of the airway
(Figure 2). ‘Y’ stent was chosen because, the disease, particularly
the base of the tumor had an extension to the right main bronchus.
She was advised to undergo a mediastinoscopy and biopsy of the
paratracheal part of the tumor to rule out an underlying malignancy,
because of the tumor recurrence despite ATT. But she refused to

undergo any further invasive procedure. Histopathology of the
recurrent tumor showed necrotizing granulomatous inflammation.
There was no evidence of any malignancy or lymphoma. AFB- cul-
ture from both the primary and recurrent disease were negative after
six weeks. She was continued on ATT. Within next eight weeks, on
imaging, the paratracheal almost 50% reduction in size. She had
completed the full course of ATT in six months and a follow-up
imaging revealed a near-total resolution of the paratracheal lesion.
The stent was removed after four weeks of completion ATT (Figure
3). On one-year follow up after stent removal, she was asympto-
matic and her chest radiology was normal.

Discussion

This case is a perfect example of a rare presentation of a com-
mon disease. Common tumors of the anterior superior mediastinum
include thymoma, lymphoma, teratoma, thyroid mass, vascular
lesions, and metastatic or granulomatous lymph nodes. Though TB
is common in developing countries, an isolated paratracheal mass
with a tracheal invasion is rare in tuberculosis [6], [7]. Due to, an
indolent course of the disease, non-specific symptomatology, a nor-
mal chest radiography at early stages, and a low index of suspicion,
it is not uncommon that, tracheal tumors are misdiagnosed and treat-
ed as asthma at early stages. They present in later stages with stridor
[8] and critical airway obstruction. Contrast-enhanced CT scan helps
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Figure 1. CT scan of lungs. Tumor
shown in axial view: A) Mediastinal
window; B) tumor seen in sagittal
view with broad base extending just
in to right main bronchus; C) lung
window; D) image after ‘Y’ stent
placement post debulking of recur-
rent tumor.

Non
-co

mmerc
ial

 us
e o

nly



[page 340]                                           [Monaldi Archives for Chest Disease 2021; 91:1578]                          

in narrowing the differential diagnosis, based on, the location, vas-
cularity, amount of necrosis, matted or discrete lesions, ring-like
enhancement, and involvement of nearby structures [9]. However, a
tissue diagnosis is warranted always.

Bronchoscopy gives more accurate information about, the
luminal compromise, surface, shape, and extension of the tumor. A
flexible bronchoscopy may be used for an initial survey of the air-
way. Rigid bronchoscopy is preferred for any further intervention
because, it is superior to flexible bronchoscopy in securing the air-
way with simultaneous ventilation, especially, in a situation of a
sudden loss of the airway due to bleeding or edema during han-
dling of the tumor for biopsy or debulking [5]. Management of tra-
cheal tumor consists of, an emergent initial airway recanalization
and a following definitive treatment (either surgical of palliative),
which may be planned according to the pathological diagnosis.

Tuberculosis is one among the most common infectious dis-
eases, kills nearly 1.4 million people every year worldwide [10].
Lymphadenitis is the second most common form of tuberculosis.
Six months standard first-line regimen (2RHZE/4RHE) is recom-
mended for lymph node TB as per the Indian guidelines [11]. This
patient is unique because, the tumor recurred within a month after
debulking, though the patient was treated with a proper ATT. The
early recurrence challenged the first diagnosis and, raised a suspi-
cion of a multi-drug resistant TB (MDR -TB) or a different pathol-
ogy such as, lymphoma or carcinoma [12]. Hence, this patient was
advised to undergo mediastinoscopy and biopsy of the extralumi-
nal part of the tumor to confirm the first diagnosis. In India, any

drug resistance is 22.54% among new patients and, 36.82% among
previously treated patients. MDR-TB is reported in 2.84% among
new patients and, 11.6% among previously treated patients [13].

Placement of an airway stent after recanalization is usually
required, particularly if the airway is unstable due to malacia or an
extensively damaged cartilage. At times, stenting is required as a
bridge to a later surgical or another form of definitive treatment.
Silicon stents are preferred over metallic self-expandable stents in
benign central airway obstruction because, silicon stents are, less
prone to cause a granulation reaction, customizable in different
sizes and, easily repositioned or removed. We believe that the
placement of the silicon ‘Y’ stent and not a straight one in the cur-
rent patient is justified because, a straight tracheal stent, if placed
in lower trachea near Carina, is more migrant and, does not cover
the tumor base (which had an extension to the right main bronchus
in this case). However, deployment of a ‘Y’ stent is technically
more challenging [14,15] than a straight stent. To the best of our
knowledge, this is the first case in the literature, where tuberculosis
presented as a recurrent tracheal tumor masquerading as malignan-
cy and, managed with a placement of a ‘Y’ stent.

Conclusions

We conclude that, tracheal tumors are notorious to cause sig-
nificant airway obstruction requiring emergency bronchoscopic
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Figure 2. Bronchoscopic images. A)
The mass lesion in lower trachea; B)
post debulking; C) recurrent tumor;
D) post ‘Y’ stent placement.
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intervention. Tuberculous mediastinal lymph node that erodes tra-
chea and presents as a masquerade of malignancy is rare but exists.
A high index of suspicion with a correlation of clinical, radiologi-
cal, and pathological data, together with a prompt bronchoscopy, is
required for early diagnosis and proper treatment.
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Figure 3. Bronchoscopy image of lower trachea after 6 months of
stent removal, showing no recurrence.
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