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ABSTRACT:  A 64 year old man was admitted to hospital due to dyspnoea and
stridor. 

A peduncular polyp of the carina was found at bronchoscopy.  Histological exam-
ination of the tumour after resection with endoscopic electronsurgery revealed
malignant fibrous histiocytoma (MFH) of myxoid type.  With endoscopic neodymium-
yttrium aluminium garnet (Nd-YAG) laser surgery, residual tumour was elimin-
ated.

To our knowledge this is the first case with malignant fibrous histiocytoma appear-
ing as a polyp of the carina.
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Malignant fibrous histiocytoma (MFH) is a rare tum-
our in the lower respiratory tract.  Only three cases with
MFH in the trachea have been published in the medical
literature [1–3], and there has been no report on MFH
in the main stem bronchi.  We describe the first case of
MFH presenting as an endobronchial polyp of the carina. 

Case report

A 64 year old Japanese man with a 2 year history of
stridor and dyspnoea on exertion was referred to our
University hospital in May, 1994.  He had never smoked,
and had no prior medical history.  Physical examination
showed decreased respiratory sounds on the right side.
Laboratory values were within normal limits.  Chest radio-
graphy and tracheal tomography disclosed a tumour
originating from the carina, with occlusion of the right
main stem bronchus.  Chest computed tomographic (CT)
scan confirmed this finding.  Neither enlarged mediasti-
nal lymph nodes nor extrabronchial involvement were
observed.  Abdominal echogram, abdominal CT scan,
and brain CT scan were normal.  Gallium scan showed
no abnormal accumulation except for the tumour.  Arter-
ial oxygen tension (Pa,O2) was 9.7 kPa (73 mmHg) and
arterial carbon dioxide tension (Pa,CO2) was 4.3 kPa (33
mmHg).  Dynamic spirometry showed an obstructive pat-
tern (vital capacity (VC) 2.8L (83% predicted); forced expir-
atory volume in one second (FEV1) 1.5L (58% pred)).

Bronchoscopy revealed a peduncular polyp originat-
ing from the carina and moving with respiration (fig.
1).  The surface of the polyp was smooth.  Biopsy was

performed endoscopically three times without success.
By electronsurgery, endobronchial tumour resection
was performed three times.  The specimens of the tumour
(25×20×12 mm; 12×10×5 mm; and 10×8×4 mm) were
obtained without any complications.  For the remaining
lesion, neodymium-yttrium aluminium garnet (Nd-YAG)
laser treatment was performed weekly, three times.  After
treatment, no residual tumour was observed.  The patient
improved and spirometry showed values within normal
limits (VC 3.4 L (102% pred);  FEV1 2.8 L (80% pred)).
No recurrence was found endoscopically 7 months after
Nd-YAG laser treatment.

CASE STUDY

Fig. 1.  –  Bronchoscopic photograph showing an endobronchial polyp
of the carina.



Histological examination of the resected polyp demon-
strated proliferation of pleomorphic cells and giant cells
within the myxoid stroma (fig, 2). Myxoid areas were
found in more than 70% of the resected tumour.  The
tumour cells were immunohistiochemically positive for
α1-antitrypsin and vimentin, but negative for S100 pro-
tein, smooth muscle actin and factor VIII related anti-
gen.  The diagnosis of myxoid type MFH was confirmed
[6].

Discussion

Primary tumours of the trachea and carina are uncom-
mon.  It has been reported that squamous cell and adenoid
cystic carcinoma are the most frequently encountered
primary tumours of the trachea and carina [4, 5]. These
malignant tumours can be diagnosed by routine endo-
scopic forceps biopsy.  In the present case, electronsur-
gical resection was necessary to obtain the diagnosis of
MFH.

MFH usually presents as a deep, soft-tissue sarcoma
occurring in adults between the fifth and seventh dec-
ades of life.  In the present case, we were unable to find any
tumour outside the central airways.  Intrathoracic MFH
is rare [1–3,  7, 8], although MFH may occur in virtu-
ally any site of the body, including visceral organs.  Only
three cases with MFH of the trachea have been published
in the literature [1–3].  To our knowledge, this is the
first report on MFH presenting as an endobronchial
polyp of the carina.

Primary neoplasms of the trachea and carina should be
surgically resected, since these patients can be expected

to have long survival after complete resection in the
absence of distant metastasis [4, 5].  However, MANSOUR

et al. [5] reported 8% operative mortality in 45 tracheal
resections from 1974 to 1993.  In their neoplastic group,
there was an operative mortality rate of 20%.  In the
present case, carinal resection with bilateral broncho-
tracheal anastomoses should have been required, a proce-
dure which would be associated with a higher risk than
tracheal resection and primary anastomosis.  After infor-
mation about therapeutic alternatives, the patient pre-
ferred endoscopic treatment.

Nd-YAG laser treatment through fibreoptic broncho-
scopy has been shown to be of value for unresectable
neoplasms occluding central airways [9].  Since myxoid
type MFH is much less aggressive, although more prone
to local recurrence, than the common type of MFH [10],
Nd-YAG laser treatment was chosen for the residual
lesion of the reported case.
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Fig. 2.  –  Microphotograph of the resected tumour.  Proliferation of
pleomorphic tumour cells was observed within the myxoid stroma.
The arrow indicates an atypical mitosis.  (Haematoxylin and eosin
staining;  internal scale bar is 50 µm).


