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Weencountered onevery rarecaseof primary adenocar cinoma of thetrachea. Thepatient was
a 72-year-old woman who washospitalized immediately following significant dyspnea and men-
tal confusion. A computed tomography scan of her chest revealed a 14x13x11 mm tumor in the
trachea. After establishing artificial respiration, atracheal tubular resection wasimmediately
performed using per cutaneouscar diopulmonary support (PCPS). A postoper ative pathological
examination led to the patient being diagnosed with primary adenocar cinoma of thetrachea,
and shewastreated with adjuvant chemotherapy. Sincethen, for approximately 1 year and 6
monthswe have detected no relapse. (Ann Thorac Car diovasc Surg 2007; 13: 338-340)
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I ntroduction

Adenocarcinomais extremely rare among tracheal can-
cers, and it is said to account for approximately 4-10%
of the total cases of tracheal cancer.* We experienced
an emergency patient hospitalized with dyspnea as her
major complaint, which turned out to be a case of tra-
cheal adenocarcinomafor which we performed a tubular
resection using percutaneous cardiopul monary support
(PCPS). We herein describe this case in relation to some
bibliographic references.

Case Report

A 72-year-old woman who had been undergoing treat-
ment for bronchial asthma was admitted to our hospital
as an emergency inpatient with significant dyspnea and
wheezing. She had been fighting diabetes for 40 years
and had also suffered from colon cancer (noninvasive
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carcinoma) 12 years previously. She had no history of
smoking. A blood gas analysis showed a value of PCO:
72.1 torr, which confirmed hypercapnia, and the patient
was also in a state of mental confusion. Thereafter we
detected a 15 mm tumor on the right side of the tracheal
wall, approximately 2 cm above the tracheal bifurcation
and partially protruding outside the tracheal wall (Fig.
1). We immediately conducted endotracheal intubation
and administered artificia respiration. We then performed
a bronchoscopic examination, which showed the tumor
to have an irregular surface, clear border, and a tendency
to bleed easily; furthermore, the tumor was obstructing
90% of the trachea. A localized tracheal tumor was diag-
nosed that progressed over the tracheal wall, and emer-
gency surgery asaradical treatment was performed. Firgt,
cannulation of thefemoral artery and vein was performed
in the right groin area, and after PCPS was prepared, a
posterolateral incision was made in the lower-left decu-
bitus followed by athoracostomy of the fourth intercos-
tal space; the azygos vein was then severed to expose the
trachea. We detected no spreading of the tracheal tumor
into surrounding areas. After the periphery wasincised, a
cannulation of the left bronchus was performed from the
operative field; however, because hypoxemiaby obstruc-
tion occurs, resulting from coagulation in the peripheral
bronchi, we performed PCPS auxiliary circulation by re-
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Fig. 1. Chest enhanced computed tomography showed an almost
completely obstructive tracheal tumor with a heterogeneous
enhancement. Mediastinal lymph node swelling was not de-

tected.

Fig. 2. The cut surface of the resected tumor specimens after
formalin fixation. Bilateral surgical marginswere negative based
on microscopic findings.

moving blood from the femoral vein and conveying it to
the femoral artery. The patient recovered from hypox-
emia, and after we performed the tracheal tubular resec-
tion, the ends were anastomosed with 3-0 PDSI|. Because
there was no lymph node swelling in the operative find-
ings, lymph node dissection was not performed. The
resected portion of the trachea measured 2.0 cm, with 4.5
cartilaginous rings, and a tumor size of 14x13x11 mm
(Fig. 2). Although the patient did have a history of
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Fig. 3. Histopathologic findings showed primary tracheal adeno-
carcinoma (hematoxylin and eosin stain).

noninvasive colon carcinoma, afina pathological exami-
nation led to her being diagnosed with primary adeno-
carcinoma of the trachea because the cytoplasmic char-
acteristics and breeding pattern were clearly different from
her previous case, showing well-differentiated adenocar-
cinoma. The tumor cells had spread beyond the tracheal
cartilage, but the resection stump was negative (Fig. 3).
The postoperative prognosis was good, and there were
no distant metastases on whole body examination. We
treated her with adjuvant chemotherapy, and for approxi-
mately 1 year and 6 months we have detected no relapse.
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Comments

The percentage of primary tracheal cancers among ma-
lignant cancersof the airway islessthan 0.2%,2 and within
this 0.2% it is reported that 18-33% of such cases are
squamous carcinoma, 3-55% are adenoid cystic carci-
noma, and 4-10% are adenocarcinoma.*™ The percent-
age of patients who are smokersis high at 79-86%, and
though the correl ation between smoking and primary tra-
cheal cancer has been pointed out,®# in this case the pa-
tient was a nonsmoker. Since the symptoms include a
narrowing of the airway, many patients suffer from dysp-
nea, which isintensified especially at night and in the
decubitus position.*™ It was also reported that in 22 of
107 cases (21%),Y patients had progressive bronchial
asthma and were undergoing treatment, asin the present
case; therefore, precautions may need to be taken. It is
also recommended that acomputed tomography (CT) scan
be performed where dyspnea and wheezing is apparent,
since it is difficult to detect the affected area by chest
radiography. When primary tracheal cancer is being
treated, radiation therapy,® a surgical resection,” and en-
doscopic laser stents® are usually employed. There have
been several studies reporting that radiation therapy is
effective for squamous carcinoma; however, the effec-
tiveness of this treatment for adenocarcinoma remains
unknown. Long-term survival of patients has been re-
ported only when surgical resection was possible,® and
this suggests that at this time a surgical resection is the
most effective treatment compared with the palliative
endoscopic therapy and that, as in this case, aggressive
resection is significant. In terms of surgical techniques, a
tracheal tubular resection is performed, and when patients
suffer hypoxemia or hypercapnia, a use of the PCPS sup-
port system is considered relatively simple and safe.'?
One disadvantage of PCPS is bleeding because of sys-
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tematic heparinization; however, with established tech-
nigues such astracheal reconstruction, bleeding isnot an
issue, and we suggest that it isimportant to perform sur-
gery in astabilized respiratory state. Primary adenocar-
cinoma of the tracheais a disease with a poor prognosis;
however, itiscrucial to carry out therapy involving acom-
bination of modalities, primarily including an early diag-
nosis through chest CT and a surgical resection.
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