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Summary

Mucoepidermoid carcinoma is an uncommon primary lung tumor.

Mucoepidermoid carcinomas have been reported in all age group and equally
in both sexes. A case of mucoepidermoid carcinoma histologically confirmed

by biopsy is reported here. The patient is a 15 years old male presented with

cough and dyspnoea for 5 days. Chest roentgenography showed segmental
consolidation of right lower lobe. Chest computed tomography revealed a soft
tissue mass with calcification within the lumen of lower trachea in precarinal

location. The patient underwent thoracotomy for endotracheal mass and
resection was done. Following operation, the patient is symptom free and

follow-up CT scan shows normal tracheal outline.

Introduction

Mucoepidermoid carcinoma of the
tracheobronchial tree is a rare airway tumor,

comprising only 0.2% of primary lung

malignancies and I %-5% of bronchial
adenomal. The tumor is believed to be arising

from the excretory duct reserve cells along
the tracheobronchial tree and is identical to

those originating from the salivary glands.
Mucoepidermoid carcinoma has been

reported in all age groups but is rare in
children2. It equally affects both sexes, with
less aggressive form being present in-patients
younger than 30 years.

Most common presentation includes cough,
dyspnoea, haemoptysis or chest pain. Patient
may be asymtomatic and diagnosis can be
made incidentally. Reported radiographic

findings of bronchial mucoepidermoid
carcinoma consist of a solitary nodule or

mass with or without finding of post
obstructive pneumonia or atelectasis'A.
Tracheal mucoepidermoid carcinoma may be
seen as a localized endoluminal mass

contrasting with the surrounding endoluminal
air column. Punctate calcifications are

usually noted in 50% of cases in NECT'.
Almost all tumors appear homogenous and
show mild enhancement after administration
of contrast.

The tumors are composed of solid nests and
tubular structures formed by a variable

mixture of squamous, mucous secreting and
intermediate cells. Mucoepidermoid
carcinomas are sub classified based upon

their degree of differentiation into low and
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high grades. The tumor in the high grade form
invades the pulmonary parenchyma in nearly
46% cases.1.Grade generally correlates with
the behavior. with low grade lesions being
less aggressive. However, there is a subset

of low grade tumors which behave in a very
aggressive fashion!>.

Case

A young boy of 15 years presented with the
complaints of cough, severe respiratory
distress for 5 days. On examination Patient
was normotensive, neither anaemic nor

cyanotic. No oedema, clubbing or
Iympadenopathy was present. Movement of
chest wall was reduced and breath sound was

deminished on right side. Percussion note
was dull on right lower chest and crepitation
was present. Biochemical examination
revealed WBC-TC: 14,500/micro mol.

with neutrophillic leucocytosis (80%) &
ESR- 55 mm in Isl hour. Sputum for AFB,
eosinophill & culture-Negative, CFT for
filaria was negative. Chest X-ray: Showed
an ill defined opacity in right lower zone not
obscuring right heart border-suggesting
segmental consolidation of right lower lobe.
CT scan showed a soft tissue mass measuring
about 3.0cm x 2.5cm noted in the trachea in

precarinal location, the lesion shows slight
hyperdensity than soft tissue suggesting
calcification. There is associated consoli-

dation with collapse of right lower lobe. No
other soft tissue mass or any Iympadenopathy
is detected in the mediastinum or in the hilar

region. Mediastinal blood vessels, soft tissue
of the chest wall and bony thorax reveals no
abnormality. No pleural effusion is seen on
either side. Impressions were I) Endotracheal
mass.2) Collapse with consolidation of right
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lower lobe. Histopathological report was
compatible with low grade mucoepidermoid
carCinoma.

Fig.I: X-ray Chest PIA I'iew showing {/n ill
defined nO/I hO/1/og('f/{)lIsopocitr i/l righl IOll'er
zone of'lllllg.

Fig. 2: Axial Illng lI'indoll'. thin seclllJ/I (2/11/11
collimation) CT SCWIohtained at Ihe lower chesl
level, showing consolidation with collapse ofrighl
lower lobe.

Fig. 3: A.uol Illng II IIIi10II. Ihin sce/ion (2 /11111

collimation) CTsca/l obtained at Ihe level ofdislal
trachea shows a soft lissue mass lesio/l within
the trachea in precarinallocation.
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Fi~. 4: Axial mediastinal wide windo\l' shows

the same lohulated soft tissue mass lesion within
the trachea havi1lRdensity value(49.9 HU),higher
than aorta sl/ggesting presence o{ calcification.

Fig. 5: PosT-o!7e/"(/Til'e({xial ll/ng lI'indllll; CTscan
at the level o{distal trachea & principal hronchl/s,

shows 1lormal tracheal lucenc" and complete
resolution o{ consolidation, collapse o{ right
lowe r lohe.

Discussion

The term bronchial adenoma has been used

to describe a group of slow growing
neoplasms including adenoid cystic
carcinoma, mucoepidermoid carcinoma,
mixed nlmor and carcinoid tumors. Carcinoid

accounts for approximately 90% of bronchial
adenoma & adenoid cystic tumor for about
10%, the other salivary gland type tumors
being very rare. Since these tumors may be
locally invasive and may metastasize to local
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lymph nodes and beyond, the term adenoma
is a misnomer7.

It has been reported that patients with
mucoepidermoid carcinoma range in age
from 4 to 58 years, but nearly half are
younger than 30 years'. Our patient also

presented below 30 years. ?~ltient with
mucoepidermoid carcinoma usually present
with symptoms and sign of irritation in large
airway or obstruction like cough.
haemoptysis, wheezing and recurrent
pneumonia, but 9%-28% are asymtomatic'.
Our patient presented with cough and
respiratory distress.

Radiographic menifestation of 58 cases of
tracheobronchial mucoepidermoid carci-

noma reviewed by Yousen & Hochholzer'
consisted of a solitary nodule or mass in 41
cases (51 %), and pneumonic consolidation
in 16 cases (28%), one case showed no

abnormality on chest radiography (5%). In
our patient post obstructive pneumonia on
chest radiograph was similar to that in the
study by Yousen & Hochholzer.

Mucoepidermoid carcinoma is more
common in segmental bronchi than in the
trachea or main bronchi'!. In our patient
location was within the trachea. Mucoepi-
dermoid carcinoma usually menifests as
polypoid mass in the lumen of a main, lobar

or segmental bronchus. In our patient it was
not detected on chest radiograph. However
at CT, there was evidence that helped us to
determine the exact location (lower trachea)

of the tumor. Associated findings of
segmental consolidation is thought to be due
to post obstructive pneumonia. Foci of
calcification or ossification have been
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reported to be present within the tumor about

50%5. In our patient hyperdence areas of
calcification is noted within the mass.

Mucoepidermoid carcinoma of tracheo-

bronchial tree shows CT findings similar to
those of bronchial carcinoid tumors. The

overall rate of calcification in carcinoid is

about 26%5. However the carcinoid is known

to be more vascular and marked enhancement

has been noted on CT5.

Adenoid cystic carcinoma, which is 2nd most

common malignant tumor of trachea & main
bronchi, can also be differentiated from

mucoepidermoid carcinoma, because of its

frequent extraluminal extensionIn.

Histopathologically mucoepidermoid tumor

is sub classified into low grade and high
grade tumor. Low grade tumors are

common I. Low grade tumors grow slowly

and are noninvasive and therefore rarely

metastasise to regional lymph nodes or

remote sites. In one study" only 2% of low

grade tumors and 15% of high grade tumors

metastasized to regional lymph nodes. Our

patient had no regional lymph node

involvement. Low grade mucoepidermoid

carcinomas are generally treated by surgical

resection without adjuvant radiation or

chemotheraphy. High grade tumors are

treated in a similar fashion but these patients

may receive post operative radiation therapy.

Completely resectable low grade tumors

generally have an excellent prognosis without

recurrence or development of metastasis

and in all high grade tumors prognosis is

very poorl.

In conclusion, mucoepidermoid carcinoma

is a very rare salivary gland type tumor along
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the tracheobronchial tree, majority presents

with sign of bronchial irritation or

obstruction. Early detection by CT scan can

help rapid diagnosis, ensuring necessary

treatment and dramatic relief of respiratory
embarrassment.
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