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general anesthesia. A size 12 tracheoscope was inserted 
and positioned just above the stent. The stent was held 
at the proximal end using rigid forceps. The forceps were 
rotated 180° clockwise while pulling them proximally. 
The bronchial limbs of the stent disengaged from the 
respective bronchi and were withdrawn into the trachea. 
The stent was pulled into the lumen of the tracheoscope 
and the tracheoscope was withdrawn from the trachea 
while holding the stent with the forceps. The tracheoscope 
was then reinserted; mild bleeding was observed, which 
was easily controlled with suctioning. The stent was 
intact without any fracture. Flexible bronchoscopy 
performed 2 weeks after the procedure showed minimal 
mucosal infiltration and granulation in the trachea and 
both bronchi, which progressively decreased at 2 and 
6 months. Anti‑tuberculosis treatment was stopped at 
6 months. Sixteen months after stent removal, the patient 
was free of symptoms. Flexible bronchoscopy showed 
mild narrowing of the right main bronchus and a normal 
mucosa [Figure 1c].

The index case offers important learning points. First, with 
the use of rigid bronchoscopy, removal of a metallic Y stent 
is safe if performed early after deployment. Successful 
removal of Y stents deployed for malignant and benign 
central airway obstruction has been described previously 
by Gompelmann et al.[2] However, if the Y stent remains 
in  situ for prolonged periods, complications such as 
disintegration of posterior wall of the stent can occur.[4] 
Second, although metallic stents are contraindicated in 
benign airway lesions, they may be deployed inadvertently 
mistaking a benign lesion for a malignant one or when 
there is no alternative option in airway obstruction of 
benign etiology.[5] The US Food and Drug Administration 
has recommended against the placement of metallic stents 
for benign diseases due to the complications of metallic 

Sir,

With the growing expertise in the field of interventional 
pulmonology, placement of airway stents is being 
increasingly performed for central airway obstruction. 
Metallic stents are generally reserved for patients 
with malignant airway obstruction with a short life 
expectancy, where removal of the stent is generally 
not contemplated. However, in certain instances, stent 
removal may be required. While the removal of straight 
metallic stents is well known, the retrieval of a metallic 
Y stent is sparsely reported in literature.[1,2] Herein, 
we describe a patient suspected of having malignant 
central airway obstruction managed with a covered 
metallic Y stent. The patient eventually turned out to 
have endobronchial tuberculosis, and the stent was 
successfully removed after 20 days.

A 53‑year‑old woman presented with productive cough, 
progressive breathlessness, and noisy breathing of 4 months 
duration. She also complained of anorexia and weight 
loss. There was no fever or hemoptysis. On examination, 
she had tachycardia, tachypnea, stridor, and an oxygen 
saturation of 92% on room air. Computed tomography of 
the thorax demonstrated an enhancing mass in the right 
paratracheal and hilar location, resulting in narrowing 
of the lower trachea and complete luminal occlusion of 
the right main bronchus. Flexible bronchoscopy showed 
an exophytic growth involving the lower trachea, carina, 
and both the main bronchi [Figure 1a]. In view of central 
airway obstruction, rigid bronchoscopy under general 
anesthesia (intravenous propofol and inhaled sevoflurane) 
was performed. A  biopsy was performed from the 
growth. Due to a suspected malignant etiology, a covered 
metallic Y stent (diameter of tracheal limb 16 mm, length 
of tracheal limb 60 mm) was deployed as previously 
described  [Figure  1b].[3] There was complete resolution 
of dyspnea after the procedure. Histopathological 
examination of the biopsy specimen revealed ill‑formed 
necrotizing granulomas; Ziehl–Neelsen‑stained specimen 
showed numerous acid‑fast bacilli. A  diagnosis of 
endobronchial tuberculosis was made. The patient was 
administered anti‑tuberculosis treatment  (rifampicin, 
isoniazid, pyrazinamide, and ethambutol), pyridoxine, 
and dexamethasone. After 2 weeks, the patient had gained 
appetite. Dexamethasone was stopped. As the patient was 
diagnosed with a benign and curable illness, removal of the 
metallic stent was planned. Twenty days following stent 
deployment, rigid bronchoscopy was performed under 
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Removal of an inadvertently deployed self‑expanding 
metallic Y stent

Figure 1: Bronchoscopy images showing: (a) Exophytic growth in the 
trachea, carina and both the main bronchi, (b) metallic Y stent seen 
in situ, (c) mild narrowing of the right main bronchus and healthy airway 
mucosa 16 months after stent removal
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stents over protracted periods of time and the difficulty 
in their removal. Therefore, an inadvertently deployed 
stent should be removed as early as possible as was done 
in the index case.
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count of 10.4 X 10^6 cells/µL hemoglobin of 13.9 g%, and a 
platelet count of 178,000 cells/µL. The basic metabolic panel 
was unremarkable. Chest X‑ray showed the presence of an 
ill‑defined density in the right lower lobe [Figure 1]. Computed 
tomography (CT) chest with contrast showed a large rounded, 
dense mass in a region of the right lower lung, supplied by 
a solitary arterial branch originating from the descending 
aorta  [Figure 2] and extensive surrounding centrilobular 
ground glass opacifications contained within the right lower 
lobe [Figure 3]. This constellation of findings was consistent 
with intralobar pulmonary sequestration in the right lower 
lobe. It was associated with the complication of centrilobular 
consolidation likely resulting in an intracavitary lesion, 
which could represent either an intracavitary hematoma or 
a superimposed infection.

Sir,

A 20‑year‑old male patient with no previous medical 
history presented with new‑onset hemoptysis for 2 days 
with episodes of severe coughing, which was initially 
nonproductive. However, he went on to have 10–15 episodes 
of expectoration of bright red blood. The patient did not 
complain of any dyspnea, chest pain, fever, light‑headedness, 
abdominal pain, melena, nausea, or vomiting. Other review 
of symptoms was negative. He denied any smoking, alcohol, 
or drug use and had no significant family history.

On presentation, the patient was afebrile and hemodynamically 
stable. Lung examination revealed clear breath sounds 
bilaterally without any wheezes or crackles. Cardiovascular, 
abdominal, and neurologic examinations were all within 
normal limits. Laboratory data revealed a white blood cell 

Hemoptysis from intralobar pulmonary sequestration in an 
adult patient
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