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Young man with nonresolving pneumonia
Nithya Haridasa, Asmita Mehtaa, Tajik S. Mohammeda, Indu R. Nairb
Hamartoma is a benign lung tumor. Parenchymal
hamartomas are usually asymptomatic, but endobronchial
hamartoma can present with features of obstruction. Here,
we present a case of a young man who presented with
nonresolving pneumonia. His bronchoscopy showed an
endobronchial hamartoma.
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Introduction
Most tumors that involve the tracheobronchial tree are
malignant. Benign tumors account for less than 1% of
all lung tumors. Among these hamartomas constitute
the commonest benign tumor of the tracheobronchial
tree [1]. Hamartomas can be intraparenchymal or
endobronchial. Endobronchial hamartomas are rare
accounting for 1.4% of all hamartomas [2]. Here we
describe a case of endobronchial hamartoma.
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Case report
A 28-year-old man presented with complaints
of dry cough of 1 month duration, left-sided chest
pain, low-grade fever which lasted for 2 days 2 weeks
back. He gave a history of loss of weight of ∼2 kg
in the past 1 month. He did not have any addictions.
On examination, he was hemodynamically stable with
decreased breath sounds in the left supraclavicular area
and suprascapular area. Initial blood investigations
were unremarkable with chest radiograph showing
a homogeneous opacity in the left upper zone
(Fig. 1).

Computed tomography of the chest showed a large
spiculated lesion in the apical segment of the left upper
lobe (6.8×3.5×1.5 cm) with satellite nodules (1.1×0.6 cm)
and slightly enlarged adjacent prevascular lymph
nodes (1.1×0.7×1.1 cm). The patient was subjected
to bronchoscopy which showed a smooth polypoidal
intraluminal growth completely occluding the anterior
segment of the left upper lobe and partial occlusion of
apicoposterior segment (Fig. 2).

Histopathology (Fig. 3) of the bronchial biopsy
specimen showed a hamartomatous lesion.

As the patient had features of obstructive pneumonia,
he was subjected to a video-assisted thoracic surgery
left upper lobectomy. Histopathology of the lobectomy
specimen showed chondroid hamartoma with
organizing pneumonia due to obstruction of the
bronchus.
Discussion
Hamartomas are benign tumors of the lung which
develop in the fibrous connective tissue of the
bronchus and may contain cartilage, bone, fat, smooth
muscle, and respiratory endothelium [3]. Though
initially believed to be a developmental anomaly,
recent cytogenetic studies have shown chromosomal
bands of recombination located at positions 6p21 and
14q24, suggesting that hamartomas are mesenchymal
clonal neoplasms [4].

Hamartomas are 2–4 times more common in men
compared with women. The disease usually occurs in
the sixth and seventh decades of life [1]. Since the
majority of the lung hamartomas are parenchymal,
patients are usually asymptomatic. But patients
with endobronchial hamartomas can present with
symptoms related to airway obstruction such as cough,
hemoptysis, dyspnea, fever, etc. They can have recurrent
pneumonia or atelectasis on imaging. Hamartomas are
benign tumors with low risk for malignancy [5].

Parenchymal hamartomas usually contain chondroid
(80%), fibroblastic (12%), fatty (5%), and osseous
tissues (3%). Endobronchial hamartomas can be
chondroid (50%), fatty (33%), and fibroblastic
(8%) [3].
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Figure 3

Histopathology image of the bronchial biopsy specimen.

Figure 1

Chest radiograph at presentation.

Figure 2

Smooth polypoidal mass occluding the anterior and apicoposterior
segment of the left upper lobe.
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Pulmonary hamartomas are usually asymptomatic and
are found incidentally on chest radiograph [6].
Endobronchial hamartomas can be asymptomatic in
the early stages, but can later present with hemoptysis
and features of obstructive pneumonia. Here
our patient presented with features suggestive of
obstructive pneumonia.

Hamartomas are diagnosed by imaging (chest
radiography /computed tomography). Parenchymal
hamartomas present as solitary pulmonary nodule
with smooth or slightly lobulated edges. Though
popcorn calcification is the typical diagnostic
feature, it may be seen only in 5–50% of the cases
[7,8]. Bronchoscopically, endobronchial hamartoma
appears as a smooth, polypoidal, or pedunculated
neoplasm with an yellowish surface. Biopsy helps in
differentiating it from other benign neoplasms and
carcinoids [9].
Early diagnosis and treatment of endobronchial
hamartoma is the key to prevent postobstructive
lung damage and preserve distal lung function.
The patient may be subjected to surgical or
bronchoscopic resection based on the operability
of the patient, size of the tumor, and the
degree of distal lung damage. Surgical resection
used to be the traditional gold standard for the
treatment of endobronchial hamartoma. With
the advent of newer bronchoscopic techniques,
surgical resection has been replaced by broncho-
scopic resection using Argon plasma coagulation
and YAG laser because they have a low
risk compared with surgery [10]. Endobronchial
hamartoma has a low recurrence rate when
completely resected. But relapses can occur
after endobronchial resection as endobronchial
resections can be incomplete due to tumor growth
into the bronchus wall. Surgery is the treatment
of choice when the tumor is diagnosed late
or when irreversible lung damage has already
occurred. Prognosis of endobronchial hamartoma
is good. Most hamartomas grow slowly, and risk
of malignancy is low.
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