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ABSTRACT
Introduction: Neuroendocrine tumors (NETs) of the lung
account for 5% of all cases of lung cancer, which itself is the
leading cause of cancer-related death worldwide.In view of
its rarity and atypical presentation, delay in diagnosis and
treatment are common.
Case report: The patient reported in this case is a young
19-years old male, who never smoked and exhibit atypical
presentation. Chest CT-scan showed intraluminal non
enhancing soft tissue density in left main bronchus extending
to left upper lobe bronchus. The detected soft tissue
endobronchial mass was cryobiopsied and bronchoscopically
resected via electrocautery and cryoextraction in multiple
sittings. Histopathological diagnosis identified welldifferentiated typical carcinoid (TC), which represents one
of the four subgroups of pulmonary NETs. Additionally,
it expressed neuroendocrine marker synaptophysin and
chromogranin, that further verified their neuroendocrine
origin. In line with the importance of cancer treatment,
early identification of neuroendocrine neoplasms is highly
warranted.
Conclusion: The unusual presentation of the young patient
described here mimicked Bronchial asthma or foreign body
but found to have carcinoid which is being extracted and
successfully treated by therapeutic bronchoscopy without
need of any radical surgery.
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Carcinoid,

revealed decreased air entry at base of left lung.Chest X Ray
done subsequently showed left upper lobe collapse [Fig 1].
High-resolution computed tomography (CT) thorax showed
intraluminal non enhancing soft tissue structure (17.1x5.8
mm) in left main bronchus extending into left upper lobe
bronchus [Fig 2].
Bronchoscopy showed smooth well circumscribed
polypoidal growth in upper division of left upper lobe
bronchus extending into left main bronchus.Cryobiopsy
was taken. Histopathology revealed bronchial wall tissue
infiltrated by tumor cells arranged in nests exhibiting mild
anisonucleosis and coarse chromatin with moderate amount
of eosinophilic cytoplasm. <1/10 high power field mitotic
figures was evident.Diagnosis of typical carcinoid was
given which was conﬁrmed by positivity for chromogranin,
synaptophysin, CD56 and Ki-67 proliferation index of
<1% on immunohistochemistry (IHC).It was negative for
cytokeratin-7 (CK-7), thyroid transcription factor-1, and
CK-5/6.
Electrocautery (power setting of 35volts for 5 seconds

Immuno-

INTRODUCTION
Carcinoid tumors are neuroendocrine tumors derived from
enterochromafﬁn or Kulchitsky cells, which are widely
distributed in the body.1 Carcinoid tumors may develop in
many locations in the body, but most often they are found
in small intestine (26%), respiratory system (25%) and
appendix (19%).2 They are characterized histologically
by positive reaction to silver stains and markers of
neuroendocrine tissue, including neuron speciﬁc enolase
(NSE), synaptophysin and chromogranin.3 Carcinoid tumors
termed (incorrectly) as bronchial adenomas in the past are
uncommon pulmonary neoplasms making 1-2% of all lung
tumors.4 They often arise in persons who are younger than is
usual for lung cancers and male to female ratio is 1:1.

CASE REPORT
A young 19 years old student who never smoked presented
with breathlessness on minimal exertion since 4 months,
intermittent left side chest pain since 3 months. General
examination was within normal limits.Systemic examination

Figure-1: Showing left upper lobe collapse
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Figure-2: Showing intraluminal non enhancing soft tissue structure in left main bronchus extending into left upper lobe bronchus

Figure-3: Showing bronchoscopic view of polypoidal growth in
left upper lobe bronchus undergoing cryoextraction

Figure-5: Showing expansion of left lower lobe collapse after
debulking

Figure-4: Showing complete clearance of left upper lobe bronchus
after cryoextraction followed by electrocautery

done twice,blend mode,normal coagulation, electrosurgical
monopolar unit, with foot switch, flexible monopolar
electrocautery blunt probe Olympus CD-6C-1, loop snare,
[Olympus, Tokyo, Japan] was performed on the polypoidal
tumor tissue followed by
cryoextraction.[Fig 3]
This intervention fully re-opened the obstructed left main
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bronchus and the upper division of the left upper lobe that
was confirmed during follow up bronchoscopy as a area
of raw mucosa [Fig 4]. Follow up was done with regular
monitoring and imaging studies (i.e, chest x-ray, chest
computed tomography). Subsequent bronchoscopies did
not show any recurrence during follow up of 1 year and the
patient was asymptomatic with normal chest radiographs as
shown below [Fig 5].

DISCUSSION
In neuroendocrine tumors, three grades based on histologic
features and biologic behavior are currently recognizedGrade I or typical carcinoid, Grade II or atypical carcinoid
and Grade III or small cell carcinoma/ large cell carcinoma.5
Typical carcinoids occur in both sexes with equal frequency
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and the age at onset ranges from childhood to 9th decade
showing no association with smoking. However, atypical
carcinoids tends to occur in older patients with smoking
as a risk factor. Many patients with typical carcinoid are
asymptomatic, but dyspnea, cough and hemoptysis may occur
particularly in central lesions.5,6 The differentials of a patient
with symptoms of bronchial obstruction, bronchospasm, and
hemoptysis includes an obstructing bronchial carcinoma,
endobronchial metastasis, hamartomas, aspirated foreign
body, asthma, and chronic obstructive pulmonary disease.
Variability in clinical presentation may lead to delay in
diagnosis or even misdiagnosis.Our patient was a 19-yearsold male, non-smoker presented with breathlessness and
intermittent chest pain simulating foreign body aspiration.The
bronchial mucosa overlying carcinoid tumors is frequently
intact or may show squamous metaplasia. Thus, cytological
examination of sputum is frequently negative and only tissue
biopsy would be highly successful in harvesting large number
of malignant cells.5 Mostly, these tumors arise in main to
the segmental bronchus, but tumors of peripheral origin
are occasionally seen.8 Grossly, the tumors are polypoid,
tan to yellow, 0.5-8 cm in diameter and covered with intact
bronchial mucosa.8,6 Histologically typical carcinoid exhibit
an organoid pattern and the nuclear chromatin of tumor cells
shows “salt and pepper” appearance.According to recent
WHO classification, atypical carcinoid differs from typical
carcinoid by the presence of punctuate coagulative necrosis
and or 2 to 10 mitosis/10 high-power fields mitotic indices.
Carcinoid tumors whether typical or atypical, stains
positively for neuroendocrine markers ie. chromogranin,
synaptophysin, and NSE.5 In the present case, the polypoidal
tumor was located in upper division of left upper lobe
bronchus.Histologically features of carcinoid tumor with
occasional mitotic figure were seen without areas of
necrosis.Furthermore, IHC was positive for chromogranin
and synaptophysin. Hence, the diagnosis of typical carcinoid
was confirmed.Treatment of typical carcinoid is surgical
and usually involves lobectomy or pneumonectomy with
lymphadenectomy.6,7 Metastases occurs usually to regional
lymph nodes however distant metastases to bone and liver
may be associated with carcinoid syndrome.5 At the time
of diagnosis 10-15% of typical carcinoid and 40-50% of
atypical carcinoid present with lymph node metastasis.
Typical carcinoids have an excellent prognosis, and overall 5
and 10-year survival rate are 90-98% and 82-95% in typical
carcinoid and only 61-72% and 35-39% in atypical carcinoid.
With metastatic disease chemotherapy can be given with
cisplatin based or streptozocin based regimen with moderate
effectiveness.6 In the present case,the typical carcinoid
tumor was successfully resected with cryoextraction and
electrocautery and patient was followed 3 months later with
marked improvement.
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paraganglioma, glomus tumor and adenocarcinoma.IHC is
the most remarkable investigation in making final diagnosis.
Distinction of typical carcinoid from atypical carcinoid
is essential since staging is an important prognostic
factor. However, even with lymph node metastasis typical
carcinoid carries an excellent prognosis. In the present
case, the diagnosis of typical carcinoid was made. The case
is presented for its rarity and unusual course of events and
patient was successfully cured in the form of debulking of
the bronchial mass. However the diagnosis of Carcinoid
should be kept in mind whenever looking at a mass
especially in young patients where suspicion of malignancy
appears low to offer various newer bronchoscopic methods
of treatment available.Our case encourage further case
reports where endobronchial growth be successfully resected
via bronchoscopic intervention in a minimal invasive way
thereby avoiding radical surgery.
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CONCLUSION
Diagnosis of carcinoid tumors is often challenging
demanding separation from other neuroendocrine tumors and
a wide variety of other tumors like sclerosing hemangioma,
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