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Bronchial carcinoid tumors are rare in
the pediatric age group. Much of the experi-
ence is based on observations made tn adult
patients. Since these tumors are slow grow-
ing malignancies, conservative lung sparing
procedures are being increasingly adopted.
Lobectomy or pneumonectomy is performed
only when it is unavoidable. This communi-
cation reports a case of bronchial carcinoid
tumor in a 10-year-old girl who reauired
pnecumonectomy. No similar reports have
been found in the indexed Indian literature.

Case Report

A well built 10-year-old girl was referred
from a peripheral military hospital with a
history of recurrent episodes of high grade
intermittent fever associated with unpro-
ductive cough during the preceding three
months period. Symptoms decreased with
antibiotic therapy only to rccur after some-
time. Serial skiagrams of chest showed per-
sistently collapsed left lower lobe (Fig. 1).
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On bronchoscopic examination, done be-
fore referral, the left lower lobe bronchus
was reported to be totally blocked with a
mass lesion and she was referred after
initiation of antituberculous treatment. Bron-
choscopic examination was repeated after
admission—a smooth fleshy mass was seen
arising from the left lower bronchus and
comletely blocking ii. The left upper lobe
bronchus was only partially visible. A biopsy
from the mass was reported as ‘inflamma-
tory granulation with mononuclear cell in-
filtration’. Chest CT (Fig. 2) revealed exten-
sive patchy consolidation and cystic bron-
chiectasis involving the left lower lobe. Em-
physematous changes were noted in the left
upper lobe. The mediastinum was shifted to
the left with an abrupt cut off of the left
upper lobe bronchus which was seen par-
tially. There was no obvious perihilar lymph
node involvement. Inview of the established
patho'lbgical changes, left lower lobectomy
was planned. At surgery, a fleshy mass
totally obliterating the lower lobe bronchus
was noticed. Left lower lobectomy was per-
formed and after closure of the bronchial
stump the upper lobe was not expanding
adequately. Hence, the stump closure was
undone and retrograde bronchoscopy through
the stump demonstrated a residual mass
extending into the lingular and upper lobe
bronchi. Since it was not deemed possible to
save the upper lobe after excision of the
residual mass, resection of the remaining
lung was carried out. Biopsy was reported as
‘typical’ carcinoid tumor, There was no ex-
tension beyond the bronchial wall and no
infiltration of the lung parenchyma. Exci-
sion biopsy of a seemingly significant hilar
lymph node was reported as ‘reactive hyper-
plasia’. The left lower lobe showed cystic
bronchiectasis and the entire lung paren-
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chyma showed evidence of chronic inflam-
matory changes. The post-operative period
was uneventful and at follow-up after three
years she was free from the disease as as-
sessed by repeat CT of chest and urinary 5-
hydroxyindole acetic acid levels.

Discussion

Bronchial carcinoid was first recognized
by Laennec in 1831 and was described by
Muller in 1882(1). Bronchial carcinoid tumors
were thought to originate from Kulchitsky’s
cells of bronchial epithelium, which are
derived from multipotential neural crest
cells(2). Endocrine symptoms are rarely
noticed in children though there are anec-
dotal reports of acromegaly, Cushing’s syn-
drome, carcinoid syndrome, peptic ulcer
diathesis (due to histamine release) and
hypercalcemia in adults(3-6). Generally, these
involve major bronchi, prcdominantly the
left side(7). It should be kept in mind in a
child with recent onset of asthma, signs
suggestive of foreign body (bronchial ob-
struction), recurrent cpisodes of respiratory
infection, localized collapse of the lung and
hemoptysis(8). Bronchial carcinoids pre-
sent in one of two growth patterns: endo-
bronchial polypoid masses producing ob-
struction, atelectasis and infection or ‘ice-
berg’ lesions with predominantly extrabron-
chial growth and a small endobronchial
extent causing mucosal ulceration and
hemoptysis(5). The case being reported had
no endocrine manifestation, was located on
the left side, presented with recurrent epr-
sodes of chest infection associated with
secondary bronchiectasis and was an en-
dobronchial type of lesion.

The various diagnostic procedures des-

cribed are bronchoscopic biopsy, bronchial
brushing, washings, sputum cytology(9)
guided needle aspiration biopsy, CT, MRI
and 123 I, MIBG scans especiaily to detect
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metastases missed by other modalities such
as CT, US(10). In the case under review the
endoscopic biopsy was non-contributory
possibly because it was very superficial. In
view of their low grade malignancy, low
incidence of regional lymph node involve-
ment at primary diagnosis and a small per-
centage of recurrence after conservative
surgical procedures, many advocate paren-
chyma preserving endoscopic or broncho-
plastic procedures(1,3,8,11).

Pulmonary resection is reserved for those
cases where the lesion transgresses the
bronchial wall and infltrates the paren-
chyma or there is pulmonary suppuration
distal to the obstructing tumor, as was evi-
dent in the case being reported. However,
atypical carcinoid tumors demand radical,
planned resections because of increased
incidence of regional lymph node involve-
ment at diagn.g_sis and recurrence after
conservative $urgery. Regional lymph node
enlargement is usually due to reactive hy-
perplasia secondary to pulmonary infec-
tion(8,12). In their review, Wildburger and
Holiwarth(11), found only 25 cases of bron-
chial carcinoids up to 12 years and added 2
of their own, Of these 27 cases, one died,
one had local recurrence and one developed
metastases after 22 years of the initial treat-
ment. Hence, it is advised that following
surgery the patients should be examined at
regular intervals for aminimum period of 25
years including urinalysis for 5-HIAA which
may act as a tumor marker(1). Early diagno- -
sis and adequate surgical therapy is essen-
tial for achieving the best results,
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Multiple Atresias of the Bowel with
Reference to Tandler’s Theory of
Embryopathogenesis
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Atresia of multiple segments of bowel
hasbeen reported with anincidence ranging
from 6-29% in different series(1). Associa-
tion of duodenal atresia with multiple atre-
stas of the small and large bowel is very rare.
No satisfactory theory has been put forward
to explain the etiopathogenesis of multiple
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atresias of bowel. In the present case of
multiple atresias of bowel, histopathological
evidence supporting Tandler’s solid cord
theory of embryogenesis of atresias of bowel
is evident.

Case Report

A two-day-old premature male child, born
after 34 weeks of gestation was brought with
history of repeated episodes of bilious vom-
iting. He had not passed meconium. History
of maternal polyhydramnios was present.
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