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Obstruction of the right stem bronchus due to ovarian local
metastasis: a 5-year follow-up
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Abstract: Currently interventional bronchoscopy is used for debulking, desobstruction and airway patency
stabilization. The interventional techniques are being used for both benign and malignant cases. There are two
types of stents that are currently being used, silicon and self-expandable metallic. The method of application and

stent remains for the treating physician to choose. In the current case we will present a case of metastatic disease

from ovarian cancer in the airway lumen and a long term follow-up.
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Introduction

Metastatic involvement to female genital tract by lung
cancer is rare. Ovarian and vaginal involvement are the
most common gynecological metastatic sites for both extra-
genital and genital primary malignancies (1). The ovaries
are relatively common sites of metastasis from primary lung
adenocarcinoma (2). Metastatic ovarian tumors account
for approximately 10-30% of all ovarian cancers (3,4). The
common primary sites are colon, stomach, appendix, breast
and pancreas (3). Ovarian metastasis from lung cancer is
extremely rare, it accounts for only 0.3-0.4% of metastatic
ovarian tumors (5). Surgical approach remains the best
method for permanent results, however; there are cases
where stent applications by endoscopic methods are more
efficient in the treatment of benign or malignant central
airway lesions (6-8). It is known that Dumon was the first
to place silicon stents in the respiratory system. There are
two major types of stents the silicon and the metallic stents.
These endoprostheses can be applied benign and malignant
airway conditions (9). The safest method of deploying a
stent is through a rigid bronchoscope, although this is not
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always necessary as for example in the case of a dynamic
stent. The method of application depends on the position
of deployment and type of stent. Semi-rigid technique with
the flexible bronchoscope being inserted through the rigid
bronchoscope is considered a very safe approach with the
addition of jet-ventilation model. Self-expanding metallic
stents can also be placed under fluoroscopic or guidewire
guidance (10,11). Moreover; the treating physician will
choose the method of application based on the general
clinical condition of the patient, the experience of the
team and the capacity of the treating unit. Currently there
are guidelines for the use of either guidewires alone or
guidewires with the combination of fluoroscopy (12,13).
There is also a study where rigid bronchoscopy, as used
without the need for either fluoroscopy or guidewires (14).
Metallic stent placement has been applied with the use of
fiber-optic bronchoscopy under fluoroscopic or guidewire
guidance, using only local anesthesia, in patients to whom
surgery and rigid bronchoscopy were contra-indicated.
However; extreme caution has to be taken. The treating
physician has to plan all backup plans in case of an

atm.amegroups.com Ann Transl Med 2016;4(22):445



Page 2 of 4

Figure 1 Patient upon diagnosis, there is a lesion in the middle of
the trachea.

d

Figure 2 Upon diagnosis there is a lesion in the right stem

bronchus.

emergency. It is considered that stent deployment under
fiber-optic bronchoscopy and guidance of fluoroscopy
and guidewire guidance is costly (13). However; not all
interventional pulmonology units have all the necessary
equipment, therefore it is better for the patient if a
center does not have all the necessary equipment to cope
the possible adverse effects not to insert stents. The
most important tools are electrocautery, argon plasma
coagulation (APC), YAG laser equipment, and cryotherapy
that are usually needed for interventional pulmonology. It
has been observed that SEMS placement via bronchoscopy
under general anesthesia affords many advantages. It is
known that bronchoscopy under general anesthesia prevents
coughing or patient movement, and therefore blood clots
or secretions can be quickly removed. Also, it is safer for
the patients in case of an emergency such as bleeding to be
handled. The stenotic airway segment can be maintained
open by mechanical dilatation and desobstruction stent
placement (15-17).

Case presentation

We report the case of a 55 years old women who had

been surgically treated for ovarian cancer at the age of
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50. Seven months after successful surgery she gradually
developed intense cough and dyspnea. An X-ray was
performed and afterwards based on the findings CT scan
of the thorax and bronchoscopy (Figure I). She had lesions
inside the trachea and right stem bronchus. Biopsies showed
that the lesions were metastasis from her previous ovarian
cancer. Loop electrocautery probe and APC probe were
used after rigid bronchoscope insertion (STORZ 12 mm
with working channel 11 mm) through the working channel
of an Olympus® fiberoptic bronchoscope. The woman had
in total two lines of chemotherapy sessions of six cycles
each and five sessions of interventional bronchoscopy
for debulking at different time intervals and finally stent
placement (Figures 2-4). Finally after recurrent disease
progression within the airways it was decided that a self-
extendable covered Y stent was placed on the carina.
During the follow-up no coin lesions were observed within
the lung parenchyma and chemotherapy was administered
only for the intrabronchial lesions. Also, upon follow-up
no distant metastasis was observed. After 5 days of stent
placement the patient developed severe dyspnea with severe
desaturation. Bronchoscopic evaluation showed that the
right stem bronchus was full of secretions and was cleared
with saline. The major problem for this patient was that the
right stem bronchus was filled with malignant tissue at the
last time of follow up because the patient was not observed
regularly as supposed based on her will. Therefore before
stent placement the debulking (laser, APC and mechanical
debulking with forceps) was very difficult and took almost
2 hours with the patient under jet-ventilation and regular
stops. It was observed with CT scan of the thorax that a
tissue was starting to form around the right stem bronchus
which assisted in pressing the stent. The patient is under
follow-up.

Discussion

In our case we used a rigid bronchoscope and fiber-optic
bronchoscope to place a Y SEMS in the carina. Initially we
performed debulking (APC), electrocautery and mechanical
debulking with forceps mainly in the right stem bronchus
and using fluoroscopy and guidewires placed the Y covered
SEMS. No severe complication occurred upon placement. It is
known that bifurcated stents are preferred in the case of carinal
stenosis, or in the case of a tracheoesophageal fistula. There is
also the case where a fistula might develop at the anastomotic
site after operation. Moreover; rigid bronchoscopy is more
efficient in such situations (18-20). It is very important that
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Figure 3 In another session for debulking with APC and
mechanical debulking. APC, argon plasma coagulation.
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Figure 4 After SEM placement.

these procedures take place in centers with experience in order
to avoid laceration of the airways, tracheobronchial wall and
main vessels damage (21). SEMS are either silicon-covered,
made of nickel titanium alloy or without cover.

Previously in a study by Herth er a/. the authors
placed plain metallic stents in 96 patients using fiberoptic
bronchoscopy with guidewire guidance, where fluoroscopy
was not employed. In this study no procedure-related
complication was noted (13). In a study by Lin er a/. the
authors used fiberoptic bronchoscopy with guidewire
guidance to treat airway lesions, where fluoroscopy was
not used. In this study plain metallic stents were placed in
26 patients who then underwent endotracheal tube
intubation because of acute respiratory insufficiency. Only
fourteen of these patients were weaned from mechanical
ventilation afterwards (22). In the study by Husain er a/.
the authors placed ultraflex airway stents in 66 patients
with malignant and benign airway obstructions. The
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complications observed were only in four patients and were
not stent-related. Until now various endoscopic methods
have been used and can be used, alone or in combination
for different airway lesions. Depending on the underlying
disease, the type of stenosis, and the clinical condition of
the patient different methods can be used in centers with
experience in this field (23,24). Therefore several parameters
have to be considered for a patient. It has been observed
that for safety reasons for whom endoscopy is planned
if general anaesthesia can be tolerated then rigid rather
than simple fiberoptic bronchoscopy has to be used (25).
Using rigid bronchoscopy the hemorrhage and ventilatory
deficiency can be effectively managed (jet-ventilation
model), along with blood secretions aspiration. For safety
reasons we use general anaesthesia in the daily practice in
our unit. However; we have to say that general anaesthesia
again increases procedure time and is associated with
anaesthesia-related complications (e.g., investigate patients
for chronic obstructive disease and proper treatment
administration) (22). Moreover; additional systematic
chemotherapy administration is necessary if the patient is
fit, since it acts additionally to the local treatment effect
and prolongs the positive result. There is no meaning to
act only locally, except in the case where the patient has low
performance status. Also, radiotherapy could be considered
on a case by case choice. Multimodality treatment approach
is necessary for such extreme cases where there are very few
cases published. Soon local microwave therapy application
will be available for such cases (26).

Conclusions

Our major concern was whether we should insert a silicon
stent or a SEM, based on the medical history of the patient,
since the disease was only inside the bronchial lumen and
not inside lung parenchyma. We chose SEM in order to
support the Y structure of the trachea since we felt that
the force of the lesions that would be created through time
would severely affect the architecture of this airway region.
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