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— Abstract —

Endobronchial Hamartoma
— 1 case —

Seok Whan Moon, M.D.", Jae Kill Park, M.D.", Young Pil Wang, M.D.",
Se Wha Kim, M.D.", and Hong Kyun Lee, M.D."

Pulmonary hamartoma has been considered as rare disease, which consists of lung tumor
less than 1%. Originally described by Albrecht in 1904, hamartoma is tumor like malforma-
tion-abnormal mixing of the normal components of organ-and is applied also to tumor found
in many organs other than the lung.

Lately, the major conclusions are that pulmoary hamartoma is neoplastic rather than
developmental error in origin.

Because pulmonary hamartoma frequently mimics lung cancer, especially in cancer-risk age
groups, its clinical significance is great.

Recently, we experienced 1 cases of endobronchial hamartoma which locatd at the right
main stem bronchus. The patient was a 54 year old male who was admitted due to symtoms
of fever & chillness and dyspnea. Radiologic studies such as chest x-ray, chest tomogram and
chest C-T scan revealed that the nearly total haziness of the right lung was caused by
endobronchial tumor. The mass was considered as a benign by bronchoscopic exam, so we
removed it surgically by tracheobronchotomy without pulmonary resection.

Postop. chest x-ray revealed satis{actory reexpansion of previous collapsed right lung. The
patient discharged uneventfully.
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Chest C-T scan shows the hypodense ovoid

Preop. Chest x-ray shows the nearly total haz-
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mass at the Rt. Bronchus & postobstruction
atelectasis.

Fig. 3.

— 474 —

iness except portion of RUL and the right

side deviation of the mediastinal structures.

Fig. 1.



Bronchoscopic finding & its tissue pathology
Arrow indicates the glistening mass below the
carina. As the normal bronchial mucosa show,
the fibrovascular stroma is lined by ciliated
columnar epithelium. (H & E staining, X 100)

Fig. 4.

Fig. 5. Operative view
White arrow and black arrow indicate tumor
mass and origin site.
e: endotracheal tube ballon.
b: right main stem bronchus
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Fig. 6. Op. specimen cauliflower-like, 3.5X3X2.5 si-
zed mass gray-yellowish surface on cut
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Fig. 7. L.M. findings of specimen
1. Proliferation of immature mesenchymal str-
oma
2. island of adipose tissue
3. lined with respiratory epithelium
(H & E staining, X100)
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Fig. 8. Postop. chest x-ray shows the fully expanded
Rt. lung

o] 3|2 o FoFAx2] Frlolli(Fig. 6), ¥z
]

2450 g, 4 - WD

=2

el

z b A4k 3 E 4l o
F 4% Q7412 sl § s Fsh dashe
£ o
ol

L2 AR Agdldl e

aL
2

K
2

H 3o F2 1904w Albrecht'efl 2ah 1 %zt
o7 e AT A AS Bas]o] v of et
9b4]  Lebert? (18454 )&
(18831 )= lipochondro adenomazbi B3+ w} 3l
on, o sheFola ¥Hoz HusslE= 19069
Hart”'ol 8 #-& 71€= i}

B 92}Eo wle}4 & chondro hamartoma, adenoli-
po fibro osteo chondroma, lipochondro adenoma,

bronchoma 502 @R 7% 5%c}¥,

chondroma®, chilari®

Fog w&, 7 Ak SollA Fushs Ao E E
gont 3 Zoll = o 82 bl a4 A4 E
3= LeRouxEY (196413 )2 oh & Aa4A
9} Zulo] T BT 40~60uHol] A Eo] W A7t AR

A 5E ol HT AMER BHekE Aol Hrh

d
ol
ol
T X2 rr

A
ol Al ok FoFe| REE AXFE A e FL
Mayo clinic2|® oF 8

MEE ¥ololx sgieh 53 4k 294 coin
lesion 8~15 %&" 2ol AR{steul vls) 50
o] o] &Fe] of B Zol]l 4 coin lesion?| 50 % 7} = gral

©.

A 7rakahad ofaizkel zraalnke] A Qahel Y,
Eah o] AL o E WA Nopeh W AW w2y
o W sle] )43 abol Felakal ot of 20 %ol
A A% Sl ol B shed AAT Y A4EA B

o
L
of
o
B
=
oY o

e
He
1o o
ot
o
B3

,(-] ;ﬂ ol—;}_ ok A =l

L=}

J

Of
0 -
i 4o

ey
Irow 3

[o

[
> £ g

a0
[
2
N
-

o
W
o §% ok
£+
2L £
oX X
ik jo
Mooy s B
Sl N
2
oX
b
o
ol N
ok,
o &
LY

3

lo

o

ok

X

52

rir

p5 .5

e ox ofr
o X oot e

4
oXx
[2:3
2

=]

2l 2 v} Hayward9l weinbergers-& ©
= b ) ol ar, oF 1 %ell A A Uitetz
618 X2 2+ wedge A ¥ enucleation, |
& Bol oluwl X Sl 2ol sl Ix ] gl
s 4 g0l Al AN e Fokubg A
1541 9.'1‘;]'”'18)-

L=k
—71"—;(]5}17\4_ o 6,17,19) n],g
o

},0

ok
l‘d' 2 of
oN oX L ¥
2 4o 2 T

o
N,
ad

(o3

i) K ol
foh
ot
T

oX ok
o
=
Mo
to
-4

[+}

L

.
2 Af2As ol
2z 5 o

sz}, 3},

[o5
L
a4
o 2
2
£ 5
do wh
2 ox

2
3o
fr
=2
2
fu
i

X e ook
: o
2z
}+3
5
.
oftt
lo
¥
oX
M
o
A
p
i

Teo} chg o m A A AlaAN B4, e
Bz 0] Aeld 3717 ol 7h w3 gl & Folol
el
=

HE QF2AS WAL + gtk

REFERENCES

1. Albecht E.: Uber namartoma, Verh. Dtsch. Ges. pat-
hl 7:153, 1904

2. Lebert H.: Physiologic pathologiine, Vol.2, 213,
Bailliere, Paris

3. 0] Tt o ¢ owzeF2] 14 B3, Hake) etE A 6



10.

11.

#1964

CE A 9 L sl 323 (Collective reviews) of 8HFH-

o} zheks) =z 189 1985

. Lillington G.A.: The solitary pulmonary nodule Am.

Rev. Resp. dis, 110:669, 1974

. Batson EM.: So-Called hamartoma of the lung.

Cancer, 31:1458, 1973

. Hart: Ueber die primaren enchrondrome der lungs.

4:578, 1906. quated by Taiana

. Aletrag A, Bjak V.0. and Fors B.: Benign broncho-

pulmonary neoplasms Chest, 44, 498, 1963

. Le Roux B.T.. Pulmonary hamartomata. Thorax,

19, 236, 1964

Weinberger M.et al: The adult form-pulmonary
hamartoma. Ann. Thorac Surg. 15:67, 1973
McDonald J.R. et al: Hamatomas of the lung ]
Thoracic Cardiovasc Surg. 14:128, 1945

— 477 —

12.

13.

14.

15.

16.

17.

18.

19.

Shah J.P et al: hamartomas of the lung. Surg.
Gynecol. Obstet. 136:406, 1973

Jones R.C. et al: Solitary circumscribed lesions of
the lung Arch Intern. Med. 93:842, 1953

Davis E.W. et al: The solitaary pulmonary nodule |
Thoracic Cardiovasc Surg. 32:728, 1956

Carter D. et al: Tumors of the lower respiratory
tracts. Atlas of tumor pathology, Washington Armed
Forces institute of pathology, 1979

Hayward R.H. et al: Malignat hamatoma of the lung.
J Thoracic Cardiovasc Surg. 53:457, 1967

Butler C. et al: Pulmoanry hamartoma. Arch. Path-
ol. 88584, 1974

Oldham H.N. et al: Hamartoma of the lung. J Thor-
acic Cardiovasc Surg. 53, 237, 1967

Liebow A.A.: Benign intrabronchial tumor. Atlas of
tumor pathology 119, 1981



