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Tracheal stenosis due to
bilateral arterial
aneurysms

Neil C Munro, D Soppitt, R A L Brewis

Abstract
The case is presented of an 82 year old
woman with breathlessness, stridor, and
upper mediastinal widening on chest
radiography. Computed tomographic
scanning showed tracheal compression
by aneurysms of the brachiocephalic and
left common carotid arteries.

(Thorax 1994;49:183-184)

Respiratory distress due to tracheal obstruc-
tion by thoracic aortic aneurysms has been
reported and, in some cases, successfully
treated by surgical intervention. We present
a case of tracheal stenosis produced by
aneurysms of the brachiocephalic and left
common carotid arteries.

Case report
An 82 year old woman presented via her
general practitioner with a one year history of
worsening breathlessness on exertion and mild
dysphagia. She had had childhood bronchitis
but no other features of asthma. She had been
hypertensive and had angina for some years
but there was no history suggestive of cardiac
failure. Her current medication comprised a 1
blocker, a calcium antagonist, and a thiazide
diuretic.

Physical examination revealed a fit elderly
woman. Stridor was present on deep inspira-
tion but examination of the lungs was other-
wise unremarkable. Her blood pressure was
200/110, and the brachiocephalic artery was
easily palpable in the right supraclavicular
fossa. The heart sounds were normal.

Spirometric tracing demonstrated the initial
straight line and "shoulder" appearance char-
acteristic of large airways obstruction. The
chest radiograph showed widening of the
upper mediastinum with tracheal compression
(fig 1). The initial clinical suspicion was of a
retrosternal goitre, but thyroid isotope scan
revealed a normal sized thyroid gland in the
neck. A contrast enhanced computed tomo-
graphic scan of the thorax using 10mm serial
sections demonstrated tracheal compression
by concurrent aneurysms of the brachioceph-
alic artery on the right and the common carotid
artery on the left (fig 2). The aorta was of
normal calibre and the remainder of the scan
was unremarkable. In the absence of symp-
toms or signs of disease elsewhere in the res-
piratory tract, further investigation such as

fibreoptic bronchoscopy was not pursued. Her
symptoms have remained stable over a six
month period with treatment aimed at optimal
blood pressure control.

Discussion
Stridor, spirometric features of a large airways
obstruction, and an upper mediastinal mass
on chest radiography are most commonly
encountered in patients with bronchogenic
carcinoma, mediastinal lymphadenopathy,
thymoma, or retrosternal goitre.
Acute respiratory distress with tracheal

obstruction has been reported in patients with
aneurysms of the aorta alone, or in conjunction
with dilatation of the brachiocephalic (innom-
inate) artery. l2 Severe tracheal compression
from a false aneurysm of the ascending aorta
has also been described3 and, in a further
report, difficulty resulting from tracheal
obstruction was only encountered after induc-
tion of anaesthesia and intubation.4 Two
further cases of fatal acute laryngeal compres-
sion from haematomas following rupture of
thoracic aortic aneurysms have been recorded.5
Compression of the trachea by bilateral

arterial aneurysms without associated thoracic
aortic dilatation has not been described before.
Our case is also unusual in that symptoms
developed insidiously; previously reported
cases of aneurysmal compression have pre-
sented acutely.

Surgical intervention in cases such as this
would be extremely hazardous. Intraluminal
expandable metal stents have been used to
relieve symptoms resulting from obstruction
of the large airways, most commonly by
tumour.67 We are not aware of any reports of

Figure 1 Chest radiograph showing widening of the
upper mediastinum and tracheal compression. An area of
pleural calcification of unknown aetiology is also seen in
the right mid zone.
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Figure 2 Computed tomographic scan section showing concurrent aneurysmal dilation
of the brachiocephalic (BC) and left common carotid (LCC) arteries producing
tracheal compression.

their use in airways compression due to vascu-
lar aneurysms. A potentially fatal complication
of stenting in this situation might be pressure
necrosis leading to a bronchoarterial fistula.
Medical management aimed at optimal control
of blood pressure would seem the most appro-
priate course wherever possible.
We thank Miss Sharon Ritchie for secretarial assistance.
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Abstract
A retrospective analysis of childhood
tuberculosis in Leeds over a nine year
period (1982-90) was performed which
showed that the contact clinic is import-
ant for the early detection and treatment
of disease in children. Two thirds of the
cases of tuberculosis in children under 15
years were diagnosed and treated at the
clinic. The incidence of tuberculosis was

greater in Asian than in white children
and, independent of race, was greater in
the most deprived area of the city.

(Thorax 1994;49:184-185)

We have analysed the contribution of the

screening services to the control of tuberculo-
sis in children over the nine year period from
the beginning of 1982 to the end of 1990. The
opportunity has also been taken to extend and
strengthen our previous analysis of the ethnic
and social factors influencing childhood tuber-
culosis.'

Methods
In Leeds all tuberculosis notifications are for-
warded to the chest clinic. In addition, copies
of reports of positive microbiological and
histopathological examinations are sent from
laboratories within the city, allowing re-
minders about notification to be sent to clinical
colleagues. Health visitors visit source cases,
identify close contacts, and administer Heaf
tests. All contacts then attend the chest clinic
for reading of Heaf tests and chest radiographs
if Heaf tests are positive.

In this survey all cases notified between
January 1982 and December 1990 have been
reviewed. Patients with atypical mycobacterial
infections were not included in the analysis.
The population of Leeds is approximately

710 000 including 19 000 originating from the
Indian subcontinent and 19 000 belonging to
other ethnic minority groups.2 The proportion
of the population aged 0-14 years was esti-
mated as 34% people from the Indian subcon-
tinent, 26% for other ethnic groups, and 18%
for the white population.23 The urban priority
area of the city (population 200 000) contains
60% of those claiming supplementary benefit,
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