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Abstract

Introduction: Inflammatory myofibroblastic tumour (IMT) is a rare benign lesion occurring
mainly in children and adolescents. Airway involvement, particularly of the trachea,
is exceptional and poses risk of suffocation. We describe a young adult presenting with
near-fatal obstruction who required urgent surgical management.

Case report: A 20-year-old non-smoker developed progressive hoarseness and exertional
breathlessness over three months, culminating in severe inspiratory stridor. Spirometry
showed fixed upper-airway blockage. Computed tomography demonstrated an intraluminal
mass obliterating more than 90 % of the subglottic trachea and severe hypercapnia was
confirmed. A5 mm tube was railroaded over a bronchoscope to bypass the lesion, followed
by cervical resection of the affected segment with primary anastomosis. Histology confirmed
IMT. Recovery was uneventful; six-month review revealed normal spirometry and no
recurrence.

Discussion: Misdiagnosis as asthma is common when IMTs narrow the airway gradually.
Prompt recognition of fixed obstruction should trigger imaging and bronchoscopy.
Complete resection remains the definitive therapy, even in emergencies, and gives excellent
outcomes with clear margins. Adjuvant treatment is reserved for unresectable or recurrent
disease. This case underlines the need to consider tracheal tumours in young adults with
unexplained stridor and shows that timely surgery can reverse life-threatening hypercapnia
while preserving long-term airway function. Long-term surveillance with bronchoscopy
remains essential because recurrences have been described.

"Department of Thoracic
Surgery, Combined  Military
Hospital, Rawalpindi, Pakistan

2Department  of  Thoracic
Surgery, Combined  Military
Hospital, Multan, Pakistan

*Department  of  Thoracic
Surgery, Combined  Military
Hospital, Peshawar, Pakistan

Cite as: Majeed, F. A, Shabbir, H., Raza, A, Wyne, A, Muhammad Salman Tahir, & Bashir, U. Emergency resection of
tracheal inflammatory myofibroblastic tumour in a young adult: Case report. Impact Surg, 2(6), 220-222. https://

doi.org/10.62463/surgery.192

Introduction

bronchodilators and anti-tuberculous drugs without

] . . benefit*. Examination revealed inspiratory stridor.
Inflammatory myo |br9blast|c tumours (IMTS)_ € plain radiography was normal, but spirometry showed
uncommon benign lesions that usually affect children a fixed obstruction (FEVA/FVC 0.65, FEV1 28 %

and adolescents. Their pathogenesis remains uncertain.
Although they can arise in almost any site, tracheal
involvement is exceptionally rare, representing only
0.04-0.07 % of cases? 3. We describe a tracheal IMT in
a 20-year-old man who presented with life-threatening
airway obstruction.

bronchodilators.

predicted, FVC 45 % predicted) that did not respond to

Computed tomography demonstrated an enhancing
endoluminal mass occupying more than 90 % of the
intrathoracic tracheal lumen just below the vocal cords

(figure 1). Arterial blood gas analysis revealed severe

Case report

The patient, a previously healthy non-smoker, reported
progressive hoarseness and exertional dyspnoea for
three months, culminating in acute respiratory distress.
He had been mislabelled as asthmatic and treated with

hypercapnic acidosis (pH 6.88, PaCO? 162 mm Hg). The
patient was intubated; however, adequate tidal volumes
could not be delivered, necessitating emergent surgical
intervention. During bronchoscopy a smooth lobulated
lesion arising from the right lateral wall 2—-3 cm below
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the cords was visualised?®, leaving only a pin-hole airway.
A 5 mm tube was railroaded over the bronchoscope to
restore ventilation and correct hypercapnia®.

Through a transverse cervical incision the trachea was
mobilised. Circumferential resection of the affected
segment, including the fifth tracheal ring, was performed
with clear margins (figure 2). Cross-field ventilation of
the distal stump allowed an end-to-end anastomosis,
reinforced with strap muscle and protected with a Redivac
drain. The postoperative course was uncomplicated;
flexible bronchoscopy on day 10 confirmed a patent
lumen with intact sutures (figure 3). Final histology
showed spindle-cell proliferation with plasma-cell-rich
inflammatory stroma. The tumour cells expressed
smooth-muscle actin and vimentin, confirming IMT.

Figure 1: pre-operative CT scan

Discussion

IMT is defined by the World Health Organisation as a
myofibroblastic spindle-cell lesion with inflammatory
infiltrate®. Fewer than 3 % of reported thoracic IMTs arise
in the trachea?®, and only about 10 % involve the central
airways overall’. The aetiology is unclear; associations
with trauma, surgery, inflammation and infection have
been suggested, but our patient had none of these
factors.

Symptoms depend on the degree of luminal compromise.
Delayindiagnosisisfrequentbecause manifestations such
as wheeze mimic asthma. Computed tomography and
bronchoscopy establish extent and guide management.
Complete surgical excision is the treatment of choice
and affords excellent prognosis®. Microscopically positive
margins may be managed with adjuvant radiotherapy’®,
yet clear margins were achieved in this case, obviating
additional therapy. Early recognition of tracheal IMT
as a potential cause of upper-airway obstruction is
crucial, and emergency tracheal resection with primary
anastomosis is safe when performed by an experienced
multidisciplinary team.

Figure 2: excised tumour with trachea

b

Figure 3: Post-operative bronchoscopic view of
anastomotic site
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