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ABSTRACT 

Mucoepidermoidcarcinomas (MECs) of the lung are a tumor of lowmalignant possible of respiratory gland origin. 

We freshly met a case of this type of lung cancer along with MDR TB. A 15-year-old male who obtainableby 

productive cough,hemoptysis,damage of appetite and loss of body weight. Imaging studies exposeda enhancing cut in 

right Main Stem Bronchus.Bronchoscope revealed lobulated mass in lower end of trachea,carina not visible and 

histopathology report suggestive of Low grade mucoepidermoid carcinoma and BAL CBNAAT have rifampicin 

resistanttuberculosis. 

 

Key Words: Mucoepidermoid carcinoma (MEC), Multidrug-resistant tuberculosis (MDR-TB), Cartridge based 
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INTRODUCTION 

Mucoepidermoid carcinomas (MECs) are cancers of the mucoepidermoid glands, which are found in the major and 

minor salivary glands. Pulmonary MECs are uncommon, with just 0.1–0.2% of all pulmonary neoplasms being 

primary endobronchial MECs (EMEC). Submucosal glands of the tracheobronchial tree in the lung give birth to the 

tumour. It normally takes a long time to grow and causes bronchial blockage symptoms. Coughing, hemoptysis, 

shortness of breath, wheezing, and evidence of post-obstructive pneumonia2 are all possible symptoms.Because the 

clinical and radiological symptoms are nonspecific and can cause a diagnostic dilemma, it is not uncommon for a 

long time to pass before an accurate diagnosis is made.Multidrug-resistant tuberculosis (MDR-TB) is defined as 

Mycobacterium tuberculosis that is resistant to ionised and rifampicin, as well as other first-line medicines. 

 

CIRCUMSTANCESTATEMENT 

A 15-year-old male obtainableby complaints of productive coughing, hemoptysis, loss of appetite, loss of body 

weight, fever since 2.5 years but increased from past 15 days. He was nonsmoker and nonalcoholic. Diagnosed with 

Pulmonary Tuberculosis in April 2016 (clinically) and was given Anti tubercular therapy for 6 months. There was no 

similar illness infamily. 

On examination, there was no axillary or cervical lymphadenopathy. His blood pressure is 100/60 mm Hg, pulse 

104/minute, respiratory rate 26/minute, and temperature 98.60F and oxygen saturation 95%, while breathing ambient 

air. 

On Respiratory system examination there was asymmetrical chest with flattening on right side on inspection. On 

Palpation, trachea was shifted to right, right side was flattened and decreased movement of right side of chest. On 

Percussion, Dull note was present on right side of chest in all regions and resonant on left in all regions & on 

Auscultation, air entry was decreased on right side and vesicular breath sounds were present in left side in allregions. 

Laboratory investigations revealedahaemoglobin level of 8.8gm/dL,white blood cell count 18700/uL,platletcount 

5.10lac/cumm,Erythrocyte sedimentation rateof 26 at the end of one hour, HIV and HBsAG are non reactive, Protein-

6.80/2.69/4.11/0.6, urea 18, creatinine 0.50, sgot 155, sgpt 111, Bilirubin 1.86 (direct 1.01 and indirect 0.85), 

PT/INR-15/14/1/1Sputum for AFB was NegativeCHEST X-RAY suggestive of non- homogenous opacity in right 

hemithorax,trachea shifted to right side.(Figure 1). 

Bronchoscopy was done which showed lobulated mass lesionat the lower end of trachea completely obstructing 

accuratekey stem bronchial tube and extending into portforemost stem bronchial tube, carina not visible.(Figure4) 

BAL R/M, C/S shows no growth,BAL cytology was negative for malignancy.BAL CBNAAT–MTB detected, 

Rifampicin resistance. 
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CECT CHEST suggestive of intraluminal irregular heterogeneously enhancing lesion mesuring 3.2 * 4.6*3.9 cm in 

AP, TR, CC axis seen in right main bronchus / hilar region extending up the carina. There is resulting partial collapse 

of the right lungs. Multiple cavitatory lesions with air fluid levels and surrounding consolidation seen in entire right 

lung suggestive of post obstruction cystic bronchiectasis. Multiple enhancing lymphnodes seen right high / low 

paratracheal , pre / sub carinal and right hilar region with maximum short axis diameter of 11 mm.(Figure 2 and 3).  

OnHISTOPATHOLOGY the section show bits of tumor tissue,lining stratified squamous epithelium shows 

hyperplasia, subepithelial tissue shows tumor composed of cuboidal to round cells with monomorphic vesicular 

nuclei,moderate to abundant eosinophilic to clear cytoplasm,formingducts,lobules. Stroma shows myxoid change. 

Mitotic figures not identified; suggestive of Low gradeMucoepidermoid Carcinoma. (Figure5) 

 

 

Figure 1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2 
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Figure 3 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 4 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 5 
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Figure 6 

 
 
 

Benign Malignant Infective Miscellaneous 

Fibroepithelial Bronchogenic Carcinoma Tuberculosis Mucous plugs 

Polyp Endobronchial metastasis NTM Foreign body 

Hamartoma Bronchial carcinoid Nocardia  

Lipoma Mucoepidermoid Actinomycosis  

 Carcinoma   

 Adenoid Cystic Carcinoma Fungal Infections  

 

Table.1. Differential Diagnosis 

 

DISCUSSION 

Mucoepidermoid carcinomas are most commonly found in the salivary glands' major and minor glands. Primary 

endobronchial MECs constitute for 0.1–0.2% of all pulmonary neoplasms, and pulmonary MECs are uncommon.It 

affects males and females equally with almost half of the cases of MEC occur in patients under 30 years of age. It is 

slow-growing, and symptoms associated with endobronchial involvement, such as cough, wheezing, and hemoptysis, 

as well as symptoms associated with post-obstructive pneumonia, such as fever and chest pain, may be present. 

Nonspecific characteristics can be seen on a chest X-ray. Bronchoscopy and computed tomography (CT) are essential 

for diagnosis, determining the extent of involvement, and distinguishing between other illnesses. 

EMEC presents as an exophyticpolypoid luminal mass during bronchoscopy. The bronchus is frequently dilated and 

packed with copious mucoid material distal to the lesion, and the lung parenchyma forms atelectasis or pneumonia-like 

symptoms. Histopathology is used to confirm the diagnosis. MEC of the major salivary glands is morphologically 

similar to EMEC. 

It is divided into low-grade and high-grade lesions and consists of mucus-secreting, squamous, and in-between cells 

that are organised into different decorations. Necrosis, mitosis, and nuclear pleomorphism are common hallmarks of 

high-grade scratches, whereas low-grade lesions do not, as demonstrated in this case. 

Surgical resection remains that standard treatment to patients with pulmonary MEC. The objective of surgery is will 

acquire a complete resection with negative surgical edges. Radiation help need been used to treat high-grade13 MECs 

with a uncertain impact looking into tolerant survival. Low evaluation MEC have phenomenal prognosis for 5 quite a 

while survival for 97. 6%.  

Multidrug-resistant tuberculosis (MDR- TB) will be characterized Likewise mycobacterium tuberculosis safe with 

isoniazid and more rifampicin with alternately without imperviousness will other first-line pills. Sputum smear and 

culture examination are the most common procedures used to diagnose pulmonary tuberculosis, especially pulmonary 

MDR-TB, followed by drug sensitivity testing (DST) in the latter instance. For the diagnosis of MDR-TB, fast 

diagnostic techniques such as nucleic acid amplification tests (NAAT) are commonly utilised. 

Young lung malignancy patients need a few different qualities. However, there would constrain epidemiological 

information for hereditary abnormalities in this number. We led An prospective accomplice investigation with depict 

those Different oncogenic driver mutations of lung adenocarcinoma On adolescent asian patients. We consecutively 

gathered harmful pleural effusions (MPEs) starting with lung adenocarcinoma patients. Rna might have been 
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concentrated starting with MPEs to change Investigation Toward reverse transcription-polymerase bind response 

What's more regulate sequencing15. Chose gene mutations to testing included EGFR, HER2, BRAF, KRAS, PIK3CA, 

JAK2, MEK1, NRAS, Also AKT2 mutations, and in addition EML4-ALK, ROS1, What's more ret fusions. We 

gathered MPEs starting with 142 patients age-old ≤50 a considerable length of time What's more 730 patients age-old 

>50 A long time. Patients age-old ≤50 quite some time (91%) needed a higher frequency of driver gene mutations over 

the individuals age-old >50 a considerable length of time (84%; p =. 036), particularly EML4-ALK (P <. 001) What's 

more ROS1 (P <. 001). "around patients age-old ≤50 years, EGFR change might have been those real oncogenic driver 

change. Those transformation rates about different genes were 18% EML4-ALK, 6% ROS1, 5% HER2, 1% RET, 1% 

BRAF, What's more 1% KRAS. We didn't recognize PIK3CA, JAK2, MEK1, NRAS, or AKT2 mutations. No 

Contrast for sex or smoking auto history might have been noted around the individuals with diverse driver mutations. 

Patients who needed a great execution status or gained fitting focused treatment needed more in general survival. Done 

conclusion, lung adenocarcinoma over asian patients age-old ≤50 A long time needed a higher gene change rate over 

done the individuals age-old >50 years, particularly EML4-ALK Also ROS1 combination. Change examination might 

make supportive to figuring out focused help for the lion's share about these patients16.  

Recently, those numbers of lung transplantation (LT) need been expanded Previously, korea. However, post-LT 

result need not been great On the whole patients, which might a chance to be incompletely influenced Eventually 

Tom's perusing those grade lung illness.  

The essential rule for FDG- pet imaging may be dependent upon the aggregation of the radiopharmaceutical FDG 

over regions of expanded glucose digestion system What's more fundamentally higher metabolic rate clinched 

alongside threatening tissue over clinched alongside ordinary tissue,5 in any case incendiary units also indicate 

comparative FDG uptake. In practically studies, those SUV cutoff worth is 2. 5 to considerate versus harmful lesions. 

Those numerous site FDG uptake in this case might have been because of granulomatous aggravation Also 

conceivable macrophage phacogytosis for mycobacterium tuberculosis17. Tbilisi lesions have an extensive variety 

from claiming SUVs, which demonstrate a huge cover with that of threatening lesions. Hence, SUVs can't a chance to 

be used to diagnose alternately separate tbilisi starting with malignancy. Higher SUV might outcome from tubercular 

inflammation, which could after that diminishing before long with medication. Neoplastic lesions would doubtful to 

purpose to An month for best ATT. Secondary FDG uptake over moderate incendiary courses particularly incendiary 

granulomatous pulmonary maladies for example, such that TB, makes a symptomatic and restorative situation in the 

field from claiming oncology. This camwood be an issue done nations the place tbilisi may be endemic and 

frequently might exist together for harm high FDG uptake may be Additionally seen for different pulmonary 

abnormalities similar to pneumonia, aspergillosis, histoplasmosis, Cryptococcus, lung abscess, Wegener granuloma, 

sarcoidosis, incendiary pseudo tumor, Schwannoma, Also mesothelioma18. The accurate part of FDG pet 

Furthermore PET-CT done tbilisi Also different incendiary illnesses may be evolving, Also there may be promptly 

confirmation should hint at that they Might a chance to be utilized to assessing medication reaction of some 

granulomatous infections.  

Those compelling FDG uptake in the pleural lesions. 

Treatment of Multidrug-resistant tuberculosis is according to PMDT (Programmatic Management of Drug Resistant 

Tuberculosis) guidelines in India19. 

 

CONCLUSION 

The need of maintaining a high index of suspicion of an endobrochial growth is highlighted in this research. Before 

treating a patient with sputum smear negative pulmonary tuberculosis, a full clinical and radiological assessment 

should be undertaken, even in countries with high TB prevalence. Any patient with radiological signs of post-

obstructive pneumonia should have a flexible bronchoscopy done right away to rule out endobronchial growth. 
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