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Introduction ____

Endobronchial metastasis can be defined as patho-
logically proven bronchial deposits in patients with
known extra thoracic malignancies.! Pulmonary
metastasis from solid tumors elsewhere in the body is
common; however, the frequency of endobronchial
metastases is very low, ranging from 2-28%.2 Primary
extra thoracic malignancies metastasizing to the
bronchus include colorectal, breast, kidney, stomach,
ovarian, uterine, testicular, nasopharynx, prostate, and
sarcoma.3 The most common primary cancers that give
rise to endobronchial metastases are colorectal, breast
and kidney, and literature evidence of NPC (nasopha-
ryngeal carcinoma) metastasizing distantly into the
bronchus is rare.46 NPC is an endemic disease with the
highest incidence among southern Chinese people,
with WHO grade Il nonkeratinizing, undifferentiated
NPC being the most common subtype.” The pattern of
failure of NPC is distant, with the lung, liver and bone
being the most common sites; however, endobronchial
metastasis is one of the rarest clinical presentations of
metastatic nasopharyngeal carcinoma.8 Endobronchial
metastasis in the background of an extrapulmonary
malignancy almost always raises the suspicion of a
second primary malignancy, and it is a clinical challenge
to differentiate between the two based on imaging only.9
Therefore, the histological examination will determine
whether the disease is metastatic to the bronchus or
primary bronchial disease. We present a patient with
NPC that metastasized to the bronchus, making this a
diagnostic challenge, and we discuss its management
options.
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Case Summary _____

A 30-year-old gentleman previously treated for T3N1MO
NPC with concomitant chemo-radiation therapy in 2014.
He was treated with cisplatin at a dose of 100 mg/m2
and external beam radiation therapy (EBRT) at a total
dose of 70 Gray (Gy) over 35 fractions at 2 Gy/fraction.
After completion of primary treatment in 2014, he was
regularly followed up; in January 2022, he presented
with cough and shortness of breath. Initially, symptoms
were managed conservatively, but upon worsening of
shortness of breath, a diagnostic CT scan of the chest
was performed in January, which revealed a necrotic
left hilar mass adjacent to the pulmonary artery mea-
suring 28 mm. The patient then underwent bronchoscopy
in February 2022, which revealed a mass in the left main
bronchus, the biopsy of which was consistent with
poorly differentiated nonkeratinizing squamous cell
carcinoma consistent with primary nasopharyngeal
origin. The patient was discussed at a multidisciplinary
tumor board meeting, and systemic chemotherapy,
including cisplatin and gemcitabine, was started 3 times
weekly for 6 cycles (the last cycle of this chemotherapy
was given on 13/7/22), followed by capecitabine
maintenance therapy (July 2022) with palliative intent.
Response evaluation was performed with a diagnostic
CT scan of the chest, which showed no significant
regression in the nodal mass of the left hilar region,
which measured 16 x 15 mm. The patient was then
referred to the radiation oncology clinic for the evaluation
of palliative radiation for mediastinal/bronchial disease.
PET-CT revealed a hypermetabolic mass in the left
perihilar region and left upper and lower lobe bronchus

PJR October - December 2025; 35(4) 275




measuring 4 x 3.8 cm. Two metastatic deposits were
also observed in the collapsed left upper lobe of the
lung. The patient was then booked for EBRT to a total
dose of 55 Gy in 20 fractions at 2.75 Gy/fraction 5 days
per week. A PET scan performed 3 months after the
completion of EBRT showed a complete metabolic
response in the left bronchial and left hilar regions.

Figure 1: Bronchroscopic view of the main bronchus.

Figure 2: The left main bronchus showing a suspicious mass.
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Figure 3: Pretreatment PET CT scan showing hypermetabolic
deposits in the left main bronchus.

Di .
Endobronchial metastasis (EBM) from extra thoracic
cancers is a rare condition with metastatic potential
reported to be as low as 1.1%, as quoted in the litera-
ture.10 The diagnosis of EBM was confirmed by histo-
logical and immunohistochemical findings and
histopathology compared with that of the primary tumor.
Compared with primary bronchogenic carcinoma, EBM
has a poor prognosis. Few studies have highlighted the
histological changes observed in the bronchi at sites
of metastatic involvement. The earliest changes include
the permeation of lymphatic channels by malignant cells
and the dilatation of lymph channels, followed by the
coalescence of swollen lymphatics to form conglomerate
solid masses under the bronchial epithelium. In the
more advanced stages, tumor tissue breaks through
the epithelial layer to form a polypoid mass within the
bronchial lumen, which leads to obstruction of the
bronchial lumen.11 This shows the initial presentation
of our EBM patient with SOB and cough. In our case,
the patient underwent a biopsy of the left mainstem
bronchus, which revealed that the endobronchial tissue
was invaded by poorly differentiated nonkeratinizing
squamous cell carcinoma of nasopharyngeal origin, the
symptoms of which persisted. A contrast-enhanced CT
scan revealed a necrotic mass in the left bronchus and
lymph nodes, mainly in the hilar and mediastinal regions
of the left lung.

The mean interval observed between the primary tumor
and EBM according to published reports and case series
is 7-9 years. The same timeline is also observed in our
patient, who was 8 years old; the patient’s first diagnosis
of NPC was in 2014, followed by EBM in 2022.11
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The treatment of EBM is decided by the histologic fea-
tures of the biopsy specimen taken from the bronchus,
biological behavior and anatomic location, evidence of
other metastatic sites, patient performance status, and
life expectancy. There is no recommended method for
treating such a problem; if it is surgically resectable,
endoscopic resection is the appropriate treatment of
choice. However, the role of radiation depending upon
histology cannot be overlooked.

To conclude, accurate diagnosis of EBM is very impor-
tant for making decisions regarding treatment modality,
as is stringent follow-up. Moreover, EBM of NPC metas-
tasis is rare, and it should be kept in mind that when a
patient with NPC presents with respiratory symptoms
that do not respond to conservative management, the
role of radiation in managing EBM can be further disco-
vered. Given the rarity and complexity of such presen-
tations, the involvement of a multidisciplinary team
(MDT) including oncologists, pathologists, radiologists,
and thoracic surgeons is crucial to ensure timely
diagnosis, individualized treatment planning, and optimal
patient outcomes.12
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