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CASE REPORT

Tracheal Y-stent Implantation for Stenosis
after Carina Reconstruction Surgery

Karina Rekonstriiksiyon Cerrahisi Sonrasi Gelisen Stenoza Trakeal

Y-stent Uygulamasi

Mehmet Akif Ozgil', Erdogan Cetinkaya', Mustafa Cértik?, Binnaz Zeynep Yildinm', Giler Ozgiil?, Fatma
Esra Ginaydin', Thierry Sibomona', Cemal Ozcelik?, Alper Avci*

Abstract

Ozet

Primary tumors of distal trachea and tracheal carina
without distant metastasis are extremely rare and
surgical excision improves survival. Although various
complications have been reported in case series,
stenosis is rare on the anastomotic line and stent
implantation. Herein, we present a 41-year-old male
case who presented with successful tracheal Y-stent
implantation for stenosis after carina reconstruction

surgery.
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Distal trakea ve trakeal karinanin uzak metastaz ol-
maksizin primer 1iméri cok nadirdir. Bu tir timérle-
rin tedavisinde olgu serilerinde cesitli komplikasyonlar
bildirilmistir. Ancak cerrahi anastomoz hattinin steno-
zu ve bu nedenle yapilan stent implantasyonu bildiri-
mi oldukca nadirdir. Biz 41 yasindaki erkek hastada
karina rezeksiyon cerrahisi sonrasinda gelisen stenoz
nedeniyle basar ile trakeal Y-stent uyguladigimiz bir
olguyu sunduk.

Anahtar Sézcukler: Stentler, Trakea, Adenokarsinom,
Akciger.

Primary tumors of distal trachea and tracheal cari-
na without metastasis are rare and surgical exci-
sion improves survival (1). Excision of these tumors
requires surgical experience (2). Although compli-
have been reported in series,

cations case

stenosis is rare on the anastomotic line and stent-
ing (2-4). To the best of our knowledge, cases of
stenting for stenosis after carinal reconstruction are

rare and our case is the first for in Turkey.
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CASE

A 41-year-old male was admitted to outpatient clinic with
cough and dyspnea for 10 months. Computed tomogra-
phy (CT) revealed a mass lesion compressing trachea and
tracheal carina (Figure 1). Fiberoptic bronchoscopy find-
ings were normal, except the extrinsic tracheal and cari-
nal compression. Biopsy and bronchial lavage were per-
formed using fiberoptic bronchoscopy; however, it was
non-diagnostic. An adenocarcinoma originating from
trachea was diagnosed by thoracotomy. Since no metas-
tasis was detected, the right and left upper lobes, the
carina, and distal end of trachea were resected. The cari-
na was reconstructed using end-to-end anastomosis be-
tween the trachea and intermediate bronchia (Figure 2).
Adjuvant radiotherapy was administered. Two months
after surgery dyspnea and cough restarted. Bilaterally
diminished respiratory sounds were found in physical
examination. Laboratory findings were normal. Although
the chest X-ray was normal, partial obstruction of right
main bronchus was detected on CT (Figure 3). Rigid
bronchoscopy showed 90% obstruction of right main
bronchus by complex stenosis and 70% obstruction of left
main bronchus by mixed stenosis (Figure 4). Fibrotic fis-
sue was removed and stenotic bronchi were dilated by
progressively larger rigid tubes. 50% and 30% obstruction
of the right and left bronchi respectively were present in
the control rigid bronchoscopy so a Y-stent DumonTM
(Novatech, La Ciotat, France) with a diameter of
15x12x12 mm and length of 2x2x1.5 cm was deployed
without any complications (Figure 5). His symptoms di-
minished drastically after stenting. Five months later, the
patient suffered from cough. Repeated bronchoscopy
showed granulation tissue around the stent ridges. The
stent was then removed and cryotherapy was performed
on the granulation tissue. The patient is still asymptomatic

during follow-up.

A written informed consent was obtained from the patient.

Figure 1: A thoracic tomographic view of the mass which compressed
from trachea posterior at preoperative term
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Figure 2: A diagrammatic image of the carina which was prevented at

airways and was recreated during surgery

Figure 3: A thoracic tomographic view of stenosis at right main bronchi

whose level was main carina level at postoperative term

Figure 4: A bronchoscopic view of bilateral bronchial stenosis which was

more obvious at right and carina level before stent use

DISCUSSION

Involvement of tracheal carina in non-small cell lung
cancer (NSCLC) is considered T4 according to current
TNM staging; stage 3B disease (5). In these cases, surgi-
cal excision of the tumor has acceptable mortality and
morbidity rates and has been shown to improve survival
in carefully selected patients (6). Resectable primary non-
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small cell tumors of distal trachea and tracheal carina are
rare which require experienced surgeon and anesthesiol-
ogist (2). In a case series published by Shin et al. (),
younger patients with improved physical conditions were
found to be more suitable for surgery. A significant, but
acceptable rise in morbidity was also reported in the
same series.

Various benign and malignant lesions can cause central
airway stenosis. Benign causes include Wegener’s granu-
lomatosis, sarcoidosis, post-intubation stenosis and tra-
cheobronchial stenosis secondary to surgery (7). Surgical
resection can be used for the treatment of this benign
stenosis. Alternative methods commonly used are argon
plasma coagulation, laser, electrocautery, mechanical
dilatation and cryotherapy during bronchoscopy (7).
Promising results have been reported for the use of elec-
trocautery and balloon dilatation in post-intubation steno-
sis (8). Stent implantation is usually preferred in post-
transplant stenosis (11) or stenosis occurring after resec-
tion of tumors located near the tracheal carina, as in our

case (2,6,9,10).

Figure 5: A bronchoscopic view of patency provided in main bronchus

after stent use

Benign stenosis is basically either complex or web-like.
Increased risk of recurrence is reported in complex steno-
sis, if only mechanical dilatation is used (8). Our case
suffered from bilateral stenosis, where the right side was
complex and the left side was mixed type. The risk of
recurrence was considerably high; therefore stenting was
preferred.

Silicon stents have been widely used in airway obstruc-
tions for various reasons (12). Few cases of stenting for

stenosis after carinal resection and reconstruction have
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been reported to date. The first case of stenting for steno-
sis after carinal tumor resection was reported by Nomori
et al. (3). In this case, expandable metallic stent (EMS)
was used, granulation tissue developed during follow-up
and the patient died at 24 months. Among the 30 cases
presented by Shin et al. (2), three cases developed steno-
sis and stent was implemented in two. However, stent type
and duration was not reported in the aforementioned
study. In three series reported by Chida (9), Jiang (6) and
Yamamoto (10); one of six cases, three of 41 cases, and
two of nine cases required stenting, respectively. In these
studies, Chida et al. (9) used metallic stents, Jiang et al.
(6) used silicone stents, and Yamamoto et al. (10) used
dynamic stents in four cases and silicone stents in two
cases. Review of the literature revealed no other report on
this patient group. In addition, there is no guideline or
consensus on the safe duration for stents. Our patient
complained of cough after five months and repeated
bronchoscopy showed granulation tissue around stent
ridges so the stent was removed.

Complications are common and can be severe in airway
stents such as secretion retention, development of granu-
lation tissue at the end of stent legs and migration, how-
ever; the latter two are seen less in Y stents. Granulation
tissue around stent ridges developed after five months
and the stent was removed in our case.

Stents are made of different materials. The main classes
of stents are silicone stents and metal stents. Silicone
stents are easily retractable, but they also have increased
risk of migration and secretion retention compared to
metal stents. On the other hand, while metal stents have
a low risk of migration and secretion retention, they are
more difficult to remove if necessary (12,13). We pre-

ferred silicone stent in our case to remove it easily later.

CONCLUSION

Silicon Y-stent was used in our case thanks to its easy
removability. This is the first case of stenting for stenosis,
after carinal resection reported in Turkey. The procedure
is relatively safe under optimum conditions and improves

symptoms drastically.
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