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25-years-old male trauma patient with a right -sided tracheal bronchus
arising from the lateral wall of the trachea (Conacher’s carinal
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upon admission to intensive care unit which confirmed by chest
computed tomography and bronchoscopy . In adults with tracheal
bronchus, the main concerns are complications during endotracheal
intubation, risk of obstructive pneumonia, prolong hypoxia, lung
neoplasms and the association with cardiovascular, renal and other
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Introduction:-

Major airways congenital conditions are very uncommon, the most common anomaly is a tracheal bronchus that
rises from the lateral wall of the trachea above the carina and supplies the right upper lobe ,the prevalence of
tracheal bronchus reported is 0.1-2% while the incidence was found to be 0.06% in other evidence(1, 2). This
anomaly is usually asymptomatic, but it may present with respiratory manifestations especially in childhood (3). It is
also referred to as “bronchus suis” or “pig’s bronchus” because it is a normal anatomical finding in pigs,sheep,
goats, and camels.

In intensive care units, intubation and bronchoscopy are done frequently for a variety of causes. However, the
anatomical variants of the airways are not routinely included in the differential diagnosis either for consideration of
possible endotracheal intubation complications, a recurrent infection, persistent cough, or hemoptysis, which may be
associated with existence of pulmonary orcardiovascular anomalies or lung cancer in these cases (4, 5). Here, we
report a case of tracheal bronchus detected incidentally in the intensive care unit during a daily practice.

Case Report:-

A 25-year-old manwas admitted to the intensive care unit with multiple traumatic head injuries sustained in a
motorcycle accident. He was intubated and placed on mechanical ventilation to protect his airway and remained in a
coma in the intensive care unit for one month.

Corresponding Author:- Kharaba Ayman MD. 2640
Address:- Department of Critical Care ,King Fahad hospital, Madinah , Saudi Arabia .


http://www.journalijar.com/

ISSN: 2320-5407 Int. J. Adv. Res. 5(2), 2640-2643

He had no history of respiratory symptoms or admissions for any other indications.A review of systems was
unremarkable, and physical examination revealed no clubbing of fingers and normal respiratory and cardiac
examination. One pupil was dilated, and his score on the Glasgow coma scale was 7/15.

Chest radiographs (X rays and computed tomography), taken as part of complete trauma assessment at presentation
(Figure 1) revealed a tracheal bronchus originating from the right lateral wall of the trachea, just above the carina,
and supplying the complete right upper lobe.

After 10 days in the intensive care unit, he underwent tracheostomy with a flexible bronchoscope (Figure 2). During
the procedure, we confirmed the finding of three openings: a tracheal bronchus to the right upper lobe with three
clear segments, an opening from the carina supplying the right bronchus intermedius and the right lower lobe
segments, and an opening from the carina supplying the left lobes. All openings originated at the level of the carina .

Figure 1:- Tracheal bronchus originating from the right lateral wall of the trachea, just above the carina, supplying

the complete right upper lobe in a 25-year-old man admitted to the intensive care unit with multiple traumatic head
injuries.
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Figure 2:- Bronchoscopy revealed that the tracheal bronchus originated in the lateral wall of the trachea, less than 2
cm above the carina (Conacher’s carinal trifurcation TYPE III).
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Discussion:-

Tracheal bronchus was first described by Sandifort in 1785 as a right upper-lobe bronchus or “true tracheal
bronchus, “originating from the trachea. The term “tracheal bronchus” has come to include all bronchial anomalies
originating from the trachea or main bronchus and directed to either the upper lobe of either the right or left lung.
They classified into two main types to eithersupranumerary(bronchial supply to affected lung segment is present) or
displaced (bronchial supply to affected lung segment is absent) (3).

These congenital malformations are usually asymptomatic in adults, but they are often associated with respiratory
complications, recurrent infection, cough, wheeze, stridor, respiratory distress, and thoracic masses in children (6).
Chest radiography, as the initial radiological investigation, may show a bronchus directly arising from the trachea, as
it did in our case. Computed tomography is the imaging modality of choice for investigating this anomaly because it
shows the tracheal and bronchial anatomy.This anomaly usually is detected incidentally during bronchoscopy or by
chest computed tomography performed for various respiratory conditions (6, 7).

Occasionally, tracheal bronchus represents the underlying cause of a chronic pulmonary disease, such as
emphysema, bronchiectasis or persistent or recurrent pneumonia, especially if it involves the right upper lobe and
reflects difficulties in clearing mucus from this lobe (3, 4).

Tracheal bronchus may be associated with many anomalies including ventricular septal defect, atrial septal defect,
pulmonary stenosis, coarctation of aorta, azygos lobe, tracheal stenosis, pulmonary hypoplasia, hydronephrosis,
kidney agenesis, deafness and Down's syndrome (6-8).

Among various classifications, the one proposed by Conacher is simplest and describes the anatomical relationship
between the tracheal bronchus and the carina. Types Il and I1l may present a problem for Intensivist and anesthetists
during intubation, especially if one lung needs to be ventilated (9).

In adults with a tracheal bronchus, presented in a critical condition to emergency department, intensive care unit or
going for surgery the main concern is endotracheal intubation. An endotracheal tube can obstruct the lumen of the
tracheal bronchus, resulting in atelectasis of the involved lobe, post-obstructive pneumonia, or even respiratory
failure (10). Accidental intubations of the anomalous lobe can cause pneumothorax and inadequate ventilation of the
remaining lung. Patients withtracheal bronchus should be identified and those aware to have this anomaly must
inform the anesthesiologist preoperatively for those going forelective surgeryespecially cardiothoracic surgery with
single-lung ventilation because serious prolong hypoxia and atelectasis may occur. (11-13).

In the absence of symptoms, tracheal bronchus need not be treated as in our patient where it went undiagnosed until
his accident. In patients with a tracheal bronchus and right upper lobe disease with history ofrecurrent pneumonia
which complicated by bronchiectasis, surgical resection of the anomalous lobe or segment is the treatment of choice
(12-14).

Conclusion:-

Our patient was an adult with asymptomatic bronchial abnormalities with early identification for his anomaly at
presentation ,these tracheal anomaliesis important to be considered in daily practice to prevent endotracheal
intubation complications and to identify the patients with chronic respiratory manifestations and for whom
lobectomy may be considered. If a tracheal bronchus is detected, other pulmonary, cardiovascular and renal
abnormalities should be ruled out.
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