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A B S T R A C T

Introduction: Tracheal tumors are a rare pathological entity whose diagnosis is usually delayed by clinical la-
tency. Surgery, which consists of a tracheal resection-anastomosis with or without reconstructive reconstruction,
remains the treatment that ensures the best long-term survival.
Methods: This is a retrospective study about 8 patients admitted in the department of thoracic surgery of Hassan
II's university hospital of Fes for tracheal tumors management during 7 years time (December 2010 to December
2017).
Results: There were 6 men and 2 women with an average age of 44.4 years ranged from 17 to 65 years, 4 were
smokers. Dyspnea was the main trigger sign. Seven (7) have undergone bronchial fibroscopy diagnostic with a
finding of budding process in 5 patients, the middle of the trachea is often concerned in 3 patients, obstructing
the lumen of the trachea in almost all patients. The treatment in all patients was surgical with an intubation via
the operative field, 4 trachea resection-anastomosis, 4 plasty (Lateral resection with V plasty, Kergin's plasty,
Mattey's tracheobronchial anastomosis and widened V-resection to the carina). The most common histological
type in our series was Adenoid Cystic Carcinoma in 2 of our patients. For the other patients we have found
squamous cell carcinoma (1 case), adenocarcinoma (1 case), atypical carcinoid tumor (1 case), low grade mu-
coepidermoid carcinoma (1 case), an adenoma pleomorph (1 case) and endotracheal goiter (1 case). The op-
erative follow-up was simple in 7 of our patients, all of whom underwent post-operative fibroscopy within an
average of 9 days. Two cases of post-operative recurrent palsy had been observed, all of which had progressed
well under treatment. We have noted 2 deaths, including one at day 4 post-operative, and the other died from
complications of post-radiation tracheal stenosis. Back to 32 months' average follow-up, we have enregistered a
case of a distant relapse by cervical lymph node metastasis in one patient, 5 years after surgery.
Conclusion: Primary tumors of the trachea remain of reserved prognosis with 5-year survival of 57% of all
histological types combined. Computed tomodensitometry and tracheobronchial fibroscopy remain the means of
reference exploration in the diagnosis and assessment of surgical resectability.

1. Introduction

Primary tumors of the trachea are rare, representing 2% of all tu-
mors of the upper airways [1]. The majority of these tumors are ma-
lignant in adults whereas they are benign in 90% in children [2]. The

most common malignant tumors are squamous cell carcinoma and
cystic adenoid carcinoma, called cylindromes in the pass [3]. The di-
agnosis is often late, in patients who are often mistakenly treated for
asthma or other obstructive respiratory diseases. The treatment which
is above all surgical has seen notably evolved concerning the technique
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of tracheal mobilization both in the mastery of anesthesia [4]. Endo-
scopic treatment is indicated whenever surgery is contraindicated or
pending. Through a 7-year retrospective study, we wanted to share our
experience in the surgical management of this rarely reported patho-
logical entity.

2. Materials and methods

This is a retrospective study about 8 patients admitted in the de-
partment of thoracic surgery of Hassan II's university hospital of Fes for
tracheal tumors management during 7 years' time (December 2010 to
December 2017). After analyzing all patients' files who underwent
tracheal surgery during this period, we have retained only 8 files.

- been over 16 years' old
- the tracheal lesion must be of tumoral origin
- the procedure must include resection-anastomosis of the trachea
- the tumor must be confirmed by anatomo-pathological examination
of the excision part

- follow-up of the patient must be performed by the thoracic surgeons
who carried out the procedure.

We excluded patients operated for tracheal lesions in emergencies
(including wounds and tracheal rupture) and those who underwent
surgery for benign tracheal stenosis including post-intubation. We have
also collected data for each patient on: age, sex, history, symptoms,
clinical and radiological examination results, endoscopic outcome, an-
esthetic and surgical management, the nature of the histological act as
well as the evolution of the patients in the immediate postoperative
period and far away. The work has been reported in line with the
PROCESS criteria [5].

3. Results

3.1. Clinical aspect

We have 6 men and 2 women in our series. The mean age at diag-
nosis was 44.4 years range from 17 to 65 years. During the history
taking we have found a chronic smoking history in 4 patients, occa-
sional alcohol taking in 2 patients. One patient was first operated with
aspergillised cavity of the left lower lobe with hemoptysis confirmed by
fibroscopy, with incidental finding of a tracheal tumor that was
asymptomatic. Another patient had been treated for asthma considered
severe, put under Beta 2imetics and corticosteroid without improve-
ment, the diagnosis was rectified 8 months later, with a finding of a
tracheal tumor. One patient had been operated 7 years ago for cervical
goiter. The most constant functional sign was dyspnoea found in 7
cases. Two patients had grade IV dyspnea at both inspiratory and ex-
piratory, which had been active for 9 months in the first and 6 months
in the later. In another patient, dyspnea was grade III, predominantly
inspiratory, evolving for 6 months. Finally, inspiratory dyspnea grade II
was noted in 3 cases with respectively duration of evolution 2 months
in 2 patients and 6 months in the 3rd patient. Chronic and persistent
cough was found in 3 patients, associated with hemoptoid sputum in 2
cases. In 3 cases, wheezing was present, and 2 patients had average
abundance haemoptysis. One patient was admitted with bronchorrhea
on destroyed lung that had been evolving for several months. The
standard chest X-ray showed no tracheal abnormality in all patients.
Thoracic computed tomography (CT scan)done in first intention (before
fibroscopy) had demonstrated not only the lesion process, but also
studied the characteristics of the tumor, especially its distances from the
vocal cords and the carina (Figs. 1 and 2), (Table 1). In this series, 7
patients underwent fibroscopy for diagnostic purposes (Fig. 3 A, B and
C). Two patients had endoscopic biopsy, one in favour of squamous cell
carcinoma and the other was not concluded. Diagnostic fibroscopy was
not performed in one patient for safety concerns because he was very

uncomfortable with respiratory tract, with a pedicled tumor of the
trachea at 5mm from the carena radiologically. In 7 patients, the sur-
gery was performed without histological diagnosis based only on
thoracic computed tomography and fibroscopy findings.

3.2. Preoperative management

The in-hospital average length of stay before surgery was 3 days
ranged from 1 day to 1 week. During this period, all patients had re-
ceived antibiotic therapy, respiratory physical therapy with nebuliza-
tion and humidification of the ambient air, in order to perform a clean
and non-inflammatory tracheal surgery.

3.3. Anesthetic management

All patients had standard operating room monitoring: ECG, non-
invasive blood pressure, SPO2, capnography and gastric tube and ur-
inary catheter insertion. The initial anesthesia was short-acting, based
on narco-neuroleptanalgesia allowing easy control at the level of an-
esthesia and usually fast awakening, and having time to intervene in
case of desaturation during of intubation. After placement of the in-
tubation probe and inflation of the balloon, the patient is put under
deep anesthesia to allow surgery. Ventilation support after tracheal
incision was provided by intubation through the operative field. Prior
to incision, the orotracheal tube is removed a few millimeters above the
tumor. After incision, we performed catheterization of the lower seg-
ment of the trachea in 4 patients, and of the left bronchus in 4 patients
(Fig. 4A and B). After performing the tracheal anastomosis, the balloon
is re-inflated and the tightness of the suture is checked.

3.4. Surgical technique

In one patient, a large tracheal resection to the anterior arch of the
cricoid cartilage with thyro-tracheal anastomosis has perfomed. Three
of our patients had undergone end-to-end tracheal resection-anasto-
mosis (Diagram 1). In 3 other patients, a tracheal plasty was performed:
a lateral resection with “V” plasty in 1 case (Diagram 2), a KERGIN type

Fig. 1. Thoracic CT scan with sections showing endotracheal tumor.

Fig. 2. Thoracic CT scan frontal section showing tumor involving the tra-
cheobronchial area.
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bronchial plasty after right pneumonectomy in 1 case (Diagram 3).),
and a resection on the hull with “V” plasty (Diagram 4) was performed
in the third patient. One patient had undergone tracheal resection en-
larged to the hull with tracheobronchial anastomosis ‘‘in double barrel

of rifle’’ by MATTEY technique (Fig. 5, Diagram 5). The resected tra-
chea average length was 4.5cm ranged from 4cm to 5cm. The mobili-
zation technique used in our patients was dissection and release of the
trachea. We have protected the tracheal anastomosis with surrounding
tissues namely the thyroid and the thymus in 4 patients, the thymus in 2
patients and a pleural flap in 1 patient. The ganglionic dissection had
been in 5 patients. In all patients, provisional sterno-chin fixation was

Fig. 3. Endoscopic features of tracheal tumors (A: left laterotracheal tumor
presenting as a smooth exophytic mass causing tracheal obstruction of 80%. B:
Exophytic left tracheal wall mass with almost complete obstruction. C: Tracheal
submucosal tumor.

Fig. 4. Some intubation procedures (A: surgical perioperative view showing
lower tracheal part intubation through the operating field. B: surgical perio-
perative view showing right main bronchus intubation through the operating
field.

Fig. 5. Stages of double barrel type tracheobronchial anastomosis (A: carina exposition through supracardiac vessels. B: anastomosis between the trachea and the 2
main bronchi after the tumor resection with the endotracheal tube in place. C: the end of the procedure showing carina reconstruction by Mattey technique).

Fig. 6. Postoperative endoscopic view showing the healing of the tracheal
anastomosis.

Diagram 1. The technique of tracheal resection with end-to-end anastomosis.
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performed to keep the neck in flexion, in order to avoid disruption of
the tracheal anastomosis.

3.5. Pathological findings

The most common histological type in our series was Adenoid Cystic
Carcinoma in 2 of our patients. For the other patients we have found
squamous cell carcinoma (1 case), adenocarcinoma (1 case), atypical
carcinoid tumor (1 case), low grade mucoepidermoid carcinoma (1
case), an adenoma pleomorph (1 case) and endotracheal goiter (1 case).
All ganglionic dissection was negative.

3.6. Operative suites

All patients were extubated on the operating table with prolonged
monitoring in the recovery room, before transferring them system-
atically in the intensive care unit. The follow-up protocol in the in-
tensive care unit consisted of an upright position with flexion of the
head forward, and monitoring of clinical constants, post-operative re-
spiratory physiotherapy with Non invasive ventilation sessions, humi-
dification of the air, oxygen therapy, incentive spirometry and mouth
aspirations. Prophylactic antibiotic therapy, gastric protection and
prevention of thromboembolic disease have used in all patients. Oral
feeding was resumed from the 2nd-3rd day. In the immediate post-
operative period, we registered 2 cases of recurrent paralysis and 1 case
of death occurring on fourth postoperative day following a cataclysmic
haemothorax. Endoscopic control systematically on tenth post-opera-
tive day was satisfactory. A second endoscopic control was performed
on 30th postoperative day and no case of stenosis or granuloma was
noted (Fig. 6).

3.7. Adjuvant therapy

Only two patients had adjuvant therapy following a decision in a
multidisciplinary consultation meeting. He had benefited from post-
operative radiotherapy. For the second patient, it was a squamous cell
carcinoma that was sanctioned with radiochemotherapy.

3.8. Morbi-mortality

We have noted 2 cases of postoperative recurrent palsy following
mediastinal lymph node dissection. Their management consisted of
speech therapy, complete recovery of phonation, and normal swal-
lowing. The postoperative course was simple for the other patients. We
have registered 1 case postoperative death. This was the patient who
was initially operated on aspergillated cavity of the left lower lobe by
lobectomy, and reoperated on 20th postoperative day for the tracheal
tumor discovered by chance, and died on 4th day of tracheal surgery in
a table of cataclysmic hemothorax following Broncho-arterial fistula
complicating left lower lobectomy.

3.9. Long term evolution

A patient undergone surgery for squamous cell carcinoma of the
trachea invading the hull, who is still alive, presented a cervical
ganglionic relapse after 5 years, he has undergone cervical lymph node
dissection by cervicotomy, followed cervical radiotherapy. One year
later, the chest CT scan showed 2 newly emerging pulmonary micro-
nodules requiring post-discussion monitoring decided after a multi-
disciplinary consultation meeting. Another patient operated for adenoid
cystic carcinoma with invasion of the lower resection margin had post-
radiation tracheal stenosis. He had repeatedly undergone endoscopic
treatment with tracheal prosthesis in order to dilate the stenosis, the
last one was complicated by tracheal perforation which led to death in a

Diagram 2. The technique of tracheal lateral resection with plastic re-
construction in ‘‘V’‘.

Diagram 3. Kergin technique with pneumectomy associated with tracheal
plasty reconstruction.

Diagram 4. Carinal resection with plasty reconstruction in ‘‘V’.

Diagram 5. Carina reconstruction by Mattey technique.
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respiratory distress month later the initial surgery. After an average
follow-up of 32 months in the 6 patients who are alive year to date and
regularly seen in consultation, no complication has been noted so far.

4. Discussion

In adult, about 90% of primary tracheal tumors are malignant while
in children only 10%–30% are malignant. The incidence of malignant
tracheal tumors is approximately 0.1 per 100,000 populations per year,
corresponding to approximately 0.2% of all tumors of the respiratory
tract, and 0.02%–0.04% of all tumors in all localizations. Malignant
tumors of the larynx and bronchi are approximately 40 and 400 times
respectively more frequent than tracheal cancers [6,7]. Squamous cell
carcinoma and cystic adenoid carcinoma represent respectively 35%
and 40% of adult tracheal cancers, respectively [8,9]. In the context of
adenocarcinoma, smoking is certainly associated in genesis of pre-
cancerous lesions [10]. In our study, we found no correlation between
smoking and the histological types found. Adenoid cystic carcinoma
generally affects patients in their forties, these patients are younger
than those affected by squamous cell carcinoma [11]. Carcinoid tumors
are more common in the fourth decade of life [11]. In our study, the
average age at diagnosis was 44 years and 31.5 years for adenoid cystic
carcinoma. However, we noted 1 case of adenoid cystic carcinoma in a
17-year-old patient. The peculiarity of tracheal tumors is the latency of
clinical symptoms. They have usually a slow and progressive growth,
with nonspecific symptomatology in general such as dyspnea, wheezing
or an insidious cough installation. The clinical feature can lead to
asthma or COPD misdiagnosis, wrongly treated with B2 mimetics and
corticosteroids, with a normal chest X-ray in most cases. In the series of
Brayan et al. 20% of tracheal tumors were treated as late-onset asthma
[12]. The delay in the diagnosis is due to the tumor extension at the
time of the care. The tumor usually grows until it reaches 50% of the
size of the trachea caliber before dyspnea is evident. The combination
with hemoptysis suggest squamous cell carcinoma, but can also be seen
in all other types of tumors. In our series, a patient with moderate to
severe dyspnea was wrongly treated for asthma considered severe and
put under inhaled B2 mimetics and corticosteroids without improve-
ment. Thus any severe asthma in the adult who does not respond to the
usual treatment should evoke a tumor of the trachea and start a man-
agement approach. Thoracic CT is a diagnostic step that can be per-
formed before endoscopic explorations. It assesses the localization, the
size, the extent of the lesion in relation to the vocal cords and the hull,
its circumference, the infiltration of the mediastinum, but also the
search for local or regional metastases while appreciating the quality of
pulmonary parenchyma [13]. It also makes it possible to evaluate the
degree of tracheal obstruction and to assess the utility of endoscopy,
which is usually rigid, for diagnosis (biopsies) or therapeutic purposes
(unclogging). However, conventional radiology techniques may un-
derestimate the parietal extension of the tumor. In the prospective
series reported by Shadmehr et al., 9% of tumors found to be CT re-
sectable were finally found to be unresectable for surgical exploration
[14]. Latest advances in multibrand CT techniques have allowed three-
dimensional reconstructions and virtual tracheobronchoscopies to
identify intra- and extraluminal components, pedicle lesions sessile over
several centimeters [15]. Three-dimensional reconstruction techniques
offer a useful alternative to bronchoscopy as a screening tool for post-
surgical recurrence [13]. The use of new aerosolized contrast agents
allows differentiation between benign and malignant mucosal lesions
[16]. Endoscopy is a crucial step in the management of tracheal tumors.
In fact there are 2 types of tracheobronchoscopy; bronchoscopy flexible
and rigid and each of these 2 techniques has an indication and a par-
ticular use. The rigid bronchoscopy is essential in the diagnostic and
therapeutic management of the tracheal tumors making it possible to
evoke that they are benign or malignant in case of abnormal aspect of
the mucous membrane. This technique can allow to treat complications
such as bleeding, fistulas or obstruction of the tracheal lumen. It can

also allow to place an endotracheal prosthesis in palliative management
[17]. However, it should be noted that fibroscopy does not always
provide the histological diagnosis because the biopsy is not always
easily feasible. However, fibroscopy does not always provide the his-
tological diagnosis because the biopsy is not always easily feasible. The
histological diagnosis will be determined on the surgical excision spe-
cimen. Literature have shown that interventional endoscopy aimed at
palliative was of no interest in patients seeking surgical treatment [18].
Thanks to the progress made in recent years, the majority of tracheal
pathologies are now treated by direct anastomosis resection. This
chirurgical technique is usually performed by cervicotomy, total or
partial cervico-sternotomy, rarely by right posterolateral thoracotomy
[19]. The dissection technique consists of a delicate release of the area
to be resected while preserving the micro vascularization of the 2
segments that are candidates for anastomosis [20]. In the same way as
surgery, anesthetic techniques have also evolved with the introduction
of intubation in the operative field, “jet ventilation” or extracorporeal
circulation including ECMO “Extra Corporeal Membrane Oxygenation”
[21]. The termino-terminal anastomosis often requires a plasty in case
of a problem of congruence of caliber. Several artifices of tracheal
mobilization (intraoperative cervical flexion, high cervical mobilization
or low thoracic mobilization) make it possible to minimize the effect of
the tension at the level of the anastomosis area. In the end, tumor lo-
calization at certain sites such as the hull requires a technique of spe-
cific reconstructions, which varies according to the schools [22]. Sur-
gery is contraindicated when the complete resection of the tumor must
exceed 50% of the length of the trachea, in order to avoid excessive
anastomotic tension [19]. In the case of cystic adenoid carcinoma,
which has a very slow development, a surgical resection guided by
radiotherapy can be considered with a definite benefit for the patient
[23]. Indeed, radiotherapy can be used in the case of tracheal tumors
either adjuvant therapy after surgical resection, or in the first line in
case of unresectable tumor. In adjuvant therapy, radiotherapy improves
survival by reducing the risk of local relapse [24,25]. Radiotherapy in
adenoid cystic carcinoma is the best documented in the literature [26].
The 5-year survival rate varies in the surgical series, with or without
radiotherapy, between 65 and 85% [27–30]. Given the possibility of
local recurrence and/or the occurrence of late metastatic disease, some
authors systematically advocate postoperative radiotherapy, while
others only propose it when the margins of resection are invaded
[26,27,30]. In general, tracheal tumors have a poor prognosis, with
57% survival after surgical treatment, and 6–11% in patients treated
with radiotherapy alone and all histological types combined [7]. Thus,
the prognostic factors identified are early diagnosis, tumor stage, his-
tological type and therapeutic choice [6,31–33]. Selection of patients
for definitive surgery is the most important factor in improving the
prognosis for patients with primary tracheal malignancy [6,7,34].

5. Conclusion

Tracheal tumors have a low clinical course with non specific
symptoms leading to late diagnosis. The clinical management of pa-
tients with these tumors is challenging as it requires specific and ac-
curate surgical techniques. Nowadays, rigid bronchoscopy is a valuable
therapeutic tool in the management of tracheal tumors. Surgical pro-
cedures with tracheal resection and anastomosis remains a better
therapeutic option with good prognostic outcomes.

Ethical approval

There is no ethical committee in our country (Not applicable for this
manuscript).

Sources of funding

There are no sources of funding.

S. Rabiou, et al. Annals of Medicine and Surgery 44 (2019) 13–19

18



Authors’ contributions

All authors contributed to the study design. SR, HH and ML per-
formed data collection and data analysis. SR, EB and HH performed the
cost analysis. All authors critically interpreted all data analysis. YO and
MS composed the manuscript, and all the remaining authors provided
critical edits to the final draft. All authors read and approved the final
manuscript.

Conflicts of interest

There are no conflicts of interest.

Research registration number

Researchregistry4721.

Guarantor

Sani Rabiou.

Availability of data and materials

The datasets used and/or analysed during the current study avail-
able from the corresponding author on reasonable request.

Consent for publication

Not applicable.

Acknowledgements

We thank all the participants of our hospital for their tireless efforts
to ensure the timeliness, completeness, and accuracy of the patients file.

Appendix A. Supplementary data

Supplementary data to this article can be found online at https://
doi.org/10.1016/j.amsu.2019.06.007.

References

[1] D.K. Heffner, Diseases of the trachea, in: L. Barnes (Ed.), Surgical Pathology of the
Head and Neck, 2ndedition, Marcel Dekker, New York, 2001, pp. 602–631.

[2] B.D. Webb, G.L. Walsh, D.B. Roberts, E.M. Sturgis, Primary tracheal malignant
neoplasms: the university of Texas MD Anderson cancer center experience, J. Am.
Coll. Surg. 202 (2006) 237—46.

[3] M. Soualhi, H. El Ouazani, J. Benamor, A. Chaibainou, M.T. FassyFihri,
A. Benosman, Carcinome adénoïde kystique trachéal A propos de trois cas, Rev.
Pneumol. Clin. 59 (4) (2003) 197–200.

[4] H.A. Gaissert, J. Honings, M. Gokhale, Treatment of tracheal tumors, Semin.
Thorac. Cardiovasc. Surg. 21 (3) (2009) 290–295.

[5] R.A. Agha, M.R. Borrelli, R. Farwana, K. Koshy, A. Fowler, D.P. OrgillFor the
PROCESS Group, The PROCESS 2018 statement: updating consensus preferred re-
porting of case series in surgery (PROCESS) guidelines, Int. J. Surg. 60 (2018)
279–282.

[6] J. Honings, J.A. van Dijck, A.F. Verhagen, H.F. van der Heijden, H.A. Marres,

Incidence and treatment of tracheal cancer : a nation wide study in The
Netherlands, Ann. Surg. Oncol. 14 (2007) 968–976.

[7] J. Honings, H.A. Gaissert, H.F. van der Heijden, A.F. Verhagen, J.H. Kaanders,
H.A. Marres, Clinical aspects and treatment of primary tracheal malignancies, Acta
Otolaryngol. 130 (2010) 763–772.

[8] P. Macchiarini, Primary tracheal tumours, Lancet Oncol. 7 (2006) 83–91.
[9] M. Abdennadher, C. Rivera, L. Gibault, E. Fabre, C. Pricopi, A. Arame, et al.,

Tumeurs muco-épidermoïdes trachéo-bronchiques chez l’adulte. À propos d’une
série de 22 cas, Rev. Pneumol. Clin. 71 (2015) 27–36.

[10] L. Barnes, J.W. Eveson, P. Reichart, D. Sidransky (Eds.), WHO Classification of
Tumours, Pathology and Genetics, Head and Neck Tumours, IARC Press, Lyon
(France), 2005, pp. 107–162.

[11] G. Kurien, I. Cole, Primary carcinoma of the trachea, Clin. Otolaryngol. Allied Sci. 6
(1981) 197–204.

[12] F.M. Bryan, J.M. Douglas, Management of TrachealNeoplasms, Oncol 2 (1997)
245–253.

[13] C. Javidan-Nejad, MDCT of trachea and main bronchi, Radiol Clin North Am 48
(2010) 157–176.

[14] M.B. Shadmehr, R. Farzanegan, P. Graili, M. Javaherzadeh, M. Arab, S. Pejhan,
et al., Primary major airway tumors; management and results, Eur. J. Cardiothorac.
Surg. 39 (2011) 749–754.

[15] M. Seemann, J.M. Schaefer, K.H. Englmeier, Virtual positron emission tomography/
computed tomography-bronchoscopy: possibilities, advantages and limitations of
clinical application, Eur. Radiol. 17 (2007) 709–715.

[16] C.C. Wu, J.O. Shepard, Tracheal and airway neoplasms, Semin. Roentgenol. 48
(2013) 354–364.

[17] D.A.C. Sharpe, K. Moghissi, Tracheal resection and reconstruction: a review of 82
patients, Eur. J. Cardiothorac. Surg. 10 (1996) 1040–1046.

[18] K. Sherani, A. Vakil, C. Dodhia, A. Fein, Malignant tracheal tumors: a review of
current diagnostic and management strategies, Curr. Opin. Pulm. Med. 21 (4)
(2015) 322–326.

[19] H.C. Grillo, Development of tracheal surgery: ahistorical review. Part 1: techniques
of tracheal surgery, Ann. Thorac. Surg. 75 (2003) 610–619.

[20] H.C. Grillo, Development of tracheal surgery: a historical review. Part 2: treatment
of tracheal diseases, Ann. Thorac. Surg. 75 (2003) 1039–1047.

[21] S. Rouzé, E. Flécher, B. De Latour, C. Meunier, M. Sellin, H. Lena, J.P. Verhoye,
Carcinome adénoïde kystique trachéal traité par reconstruction complète de la
carène sous ECMO : à propos d’un cas, Rev. Pneumol. Clin. 69 (2013) 144–148.

[22] W.W. Montgomery, Suprahyoid release for tracheal stenosis, Arch. Otolaryngol. 99
(1974) 255–259.

[23] N.C. Choi, Radiation therapy in the management of tracheal cancer, in: H.C. Grillo
(Ed.), Surgery of the Trachea and Bronchi, BC Decker, Hamilton, London, 2004, pp.
791–802.

[24] H.S. Huhtala, P.H. Karma, Treatment of primary tracheal carcinoma in Finland in
1967-1985, Acta Oncol. 32 (1993) 277–282.

[25] R. Makarewicz, M. Mross, Radiation therapy alone in the treatment of tumours of
the trachea, Lung Cancer 20 (1998) 169–174.

[26] C. Le Péchoux, P. Baldeyrou, I. Ferreira, M. Mahé, Cylindromes thoraciques, Cancer
Radiother. 9 (2005) 358–361.

[27] H.C. Grillo, D.J. Mathisen, Primary tracheal tumors: treatment and results, Ann
ThoracSurg 49 (1990) 69–77.

[28] M.I. Perelman, N.S. Koroleva, Surgery of the trachea, World J. Surg. 4 (1980) 583.
[29] M.I. Perelman, N.S. Koroleva, Primary tumors of the trachea, in: H.C. Grillo,

H. Eschapasse (Eds.), Major Challenges, International Trends in General Thoracic
Surgery, vol. 2, Saunders, Philadelphia, 1987, pp. 91–106.

[30] J.F. Regnard, P. Fourquier, P. Levasseur, Results and prognostic factors in resections
of primary tracheal tumors : a multicenter retrospective study. The French Society
of Cardio-; vascularSurgery, J. Thorac. Cardiovasc. Surg. 111 (1996) 808–814.

[31] P.B. Licht, S. Friis, G. Pettersson, Tracheal cancer in Denmark: a nation widestudy,
Eur. J. Cardiothorac. Surg. 19 (2001) 339–345.

[32] H.A. Gaissert, H.C. Grillo, M.B. Shadmehr, C.D. Wright, M. Gokhale, J.C. Wain,
et al., Longterm survival after resection of primary adenoid cystic and squamous
cell carcinoma of the trachea and the carina, Ann. Thorac. Surg. 78 (2004)
1889–1897.

[33] K.Y. Yang, Y.M. Chen, M.H. Huang, R.P. Perng, Revisit of primary malignant neo-
plasms of the trachea: clinical characteristics and survival analysis, Jpn. J. Clin.
Oncol. 27 (1997) 305–309.

[34] Y. Li, A. Peng, X. Yang, Z. Xiao, W. Wu, Q. Wang, Clinical manifestation and
management of primary malignant tumors of the cervical trachea, Eur. Arch. Oto-
Rhino-Laryngol. 271 (2) (2014) 225–235.

S. Rabiou, et al. Annals of Medicine and Surgery 44 (2019) 13–19

19

https://doi.org/10.1016/j.amsu.2019.06.007
https://doi.org/10.1016/j.amsu.2019.06.007
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref1
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref1
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref2
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref2
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref2
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref3
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref3
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref3
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref4
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref4
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref5
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref5
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref5
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref5
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref6
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref6
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref6
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref7
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref7
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref7
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref8
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref9
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref9
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref9
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref10
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref10
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref10
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref11
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref11
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref12
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref12
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref13
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref13
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref14
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref14
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref14
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref15
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref15
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref15
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref16
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref16
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref17
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref17
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref18
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref18
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref18
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref19
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref19
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref20
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref20
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref21
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref21
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref21
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref22
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref22
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref23
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref23
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref23
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref24
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref24
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref25
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref25
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref26
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref26
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref27
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref27
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref28
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref29
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref29
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref29
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref30
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref30
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref30
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref31
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref31
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref32
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref32
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref32
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref32
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref33
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref33
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref33
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref34
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref34
http://refhub.elsevier.com/S2049-0801(19)30060-3/sref34

	How thoracic surgeon manage tracheal tumors in African country? (Case series)
	Introduction
	Materials and methods
	Results
	Clinical aspect
	Preoperative management
	Anesthetic management
	Surgical technique
	Pathological findings
	Operative suites
	Adjuvant therapy
	Morbi-mortality
	Long term evolution

	Discussion
	Conclusion
	Ethical approval
	Sources of funding
	Authors’ contributions
	Conflicts of interest
	Research registration number
	Guarantor
	Availability of data and materials
	Consent for publication
	Acknowledgements
	Supplementary data
	References




