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ABSTRACT

Benign tumours of the tracheobronchial tree are very uncommon tumours. Hamartoma is the
most common benign tumour of the lung. We herein report a case of Lipochondromatous

pulmonary hamartomain a 45 year old male patient.
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INTRODUCTION

Benign tumors are very rare tumours
of the lung and constitute less than 1% of all
lung neoplasms. Hamartomas are the
commonest benign tumours of the lung. The
incidence ranges between 0.025%-0.32%".
They are dsituated commonly in the
peripheral part of the lung and rarely in the
endobronchial  region. Patients  with
intrapulmonary  lesion  are  usualy
asymptomatic and it is an incidental finding.
The size of the tumour variesfrom 1 cmto 8
cm. Patients with endobronchia lesion are
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often symptomatic with fever, wheezing or
hemoptysis®.

We report a case of incidentally
found pulmonary hamartoma in a 45 years
old male patient.

CASE REPORT

45 years old male patient, labourer
by occupation presented with cough, chest
pain, dyspnea for 3 months. There was no
history of smoking, tuberculosis or weight
loss. On examination, he was moderately
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built and moderately nourished .There was
no cyanosis or clubbing. Respiratory system
examination showed decreased respiratory
sounds in the right lung. Chest x-ray showed
a homogenous opacity in the right lung
upper zone (figure-1). Bronchogenic
carcinoma was suspected basing on clinica
findings and chest X-ray and right upper
lobectomy was done and sent for
histopathological examination. Grosdly, the
tumour was 7.5x 6x 4cms, solid, lobular,
yellowish to grey brown (figure-2).
Microscopically, lobules of mature cartilage
intimately admixed with mature adipose
tissue interspersed by cleft like spaces are
seen (figure-3). These spaces are lined by
pseudostratified columnar epithelium. The
pathological diagnosis of lipo-
chondromatous hamartoma of right upper
lobe of lung was made. After 3 years of
follow up, the patient is healthy with no
signs of recurrence. His chest x-ray showed
complete resolution of the opacity.

DISCUSSION

The term hamartoma was introduced
by Albrecht in 1904 to describe a tumour
like growths which were considered to be
developmental anomalies®. Hamartomas are
now considered as true neoplasms rather
than developmental anomalies. Their rarity
in childhood and appearance in adult life is
strongly suggestive of a neoplastic lesion.
Furthermore, several cytogenetic studies
have identified recombination of
chromosomal bands 6p21 and 14924
supporting the neoplastic nature of the
lesion®. Hamartomas are composed of an
admixture of mesenchymal and epithelial
elements like cartilage, bone, fat and fibrous
tissues”. Basing on the varying histological
components of the tumour, they have been
called chondroma, osteochondroma,
lipochondroma, lipo-osteochondroma and
bronchioma. Hamartomas are divided into
intraparenchymal and endobronchial types

basing on the location of the lesion.
Hamartomas present usually as
intraparenchymal nodules in the peripheral
part of the lung®. Typically, endobronchial
hamartomas contan more fat than
parenchymal hamartomas’. Our patient had

an intrapulmonary hamartoma,
predominantly composed of adipose tissue
and cartilage.

Radiologically, hamartomas

constitute 7-14% of pulmonary coin
lesions®. They may show different patterns
of calcification, including an irregular
popcorn, stippled or curvilinear pattern or
even a combination of al 3 patterns.
However, the characteristic cacification is
seen in only approximately 15% of the
patients. Our patient also presented with
opacity in the right upper zone without
calcification on chest X-ray.

Since hamartomas are very difficult
to distinguish from malignant neoplasms by
nonsurgica techniques, surgical excision is
indicated. Definite diagnosis can only be
made by histological examination of the
lesion. Today, even with the advancement in
medical therapy, pulmonary resection
remains the most important treatment of
patients with pulmonary hamartomas.
Pumonary = hamartomas are usually
asymptomatic and show slow growth®. The
pulmonary hamartoma has the tendency of
expansion or recurrence and chronic
inflammatory stimulation of lesion may
contribute to the development of
malignancy. Therefore, when a solitary
pulmonary lesion is more than 2.5 cm or the
possibility of malignancy cannot be
excluded, surgica resection is to be done
and should be mandatory™®.

CONCLUSIONS

Pulmonary hamartoma is a benign
tumour with good prognosis and slow
annual growth. Definite diagnosis can only
be made by histologica examination of the
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As pulmonary hamartomas are

impossible to distinguish from malignant
tumours by nonsurgical techniques, surgical
excision is mandatory.
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Figure 1. Chest X-ray showing homogenous opacity in the right
upper zone
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Figure 2. Right upper lobectomy showing yellowish areas

Figure 3. Microscopy shows lobules of cartilage admixed with
adipose tissue. H&E, x100
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