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Abstract
A middle-aged man presented with recurrent left lower pneumonia. Bronchoscopy showed a left lower lobe mass almost completely blocking the left lower lobe 
bronchus. A pulmonary hamartoma was diagnosed and successfully resected. Pulmonary Hamartomas are benign lung tumors. Endobronchial lesions can cause 
recurrent pulmonary infection. Diagnosis is made by chest imaging and biopsy. Resection leads to a complete cure.
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Case report
A 53-year-old Caucasian man presented with recurrent cough and 

dyspnea for 4-5 years. He had no prior history of pulmonary disease 
and never smoked. He had several courses of antibiotics over the years. 
2 months prior to his current presentation he had a particularly severe 
and prolonged bout of cough and phlegm associated with left lower 
chest discomfort and fever. He saw his primary care physician and was 
prescribed a 10-day course of Levofloxacin. A chest radiograph was 
obtained and showed a left lower lobe infiltrate. He had a follow up 
chest radiograph 4 week after treatment. His follow up radiograph did 
not show any improvement in the infiltrate.

He was seen in our office in consultation. He appeared well. Vitals 
were stable. There was no clubbing of fingers or lymphadenopathy. 
Chest exam revealed decreased breath sounds over the lower left chest 
posteriorly with bronchial breath sounds and aegophony. Remainder 
of his examination was normal. Lab testing including a CBC, HIV test 
and immunoglobulin profile was unremarkable. Pulmonary function 
testing was normal. A Computed Tomography (CT) of the chest 
was obtained and representative cuts are shown (Figures 1 and 2). 
A bronchoscopy showed a smooth lobulated mass occluding the left 
lower lobe orifice. Endobronchial biopsies were obtained and showed 
features suggestive of a chondroid hamartoma (Figure 3). Resection of 
the lesion was planned because of repeated pulmonary infections.

The patient underwent a thoracotomy with intent of sleeve 
bronchotomy of the left lower lobe bronchus. He had a left lower lobe 
bronchotomy with excision of the hamartoma. The tumor was very 
adherent to the bronchus and difficult to remove completely. The 
bronchus was quite friable due to ingrowth of the tumor and repeated 
bouts of post obstructive pneumonia. Two attempts were made to close 
the bronchus both resulting in a large air leak and an unsatisfactory 
anastomosis. We decided the safest course was to complete a lower 
lobectomy with a stapled closure.

The patient tolerated the procedure and is doing well in follow up.

Discussion
Pulmonary hamartomas are benign lung tumors of lung 

commonly diagnosed in the fifth and sixth decades of life with a 
male preponderance of 3:2 [1]. They are composed of a mixture of 
mesenchymal and epithelial tissues. Cartilage is the most predominant 
mesenchymal component. Such lesions are often asymptomatic and 
found during routine chest imaging. 

Most hamartomas are peripheral or intra pulmonary and are 
asymptomatic. Central or endobronchial hamartomas may present 

Figure 1. Mass with calcification, Left lower lobe bronchus 
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bronchial epithelial cells with benign cytological features. Presence of 
atypical reactive bronchial cells can lead to a false positive diagnosis 
of malignancy [4] Highlighting the chondroid and fibromyxoid 
stroma using a immune cytochemical stain for S-100 protein helps to 
distinguish amongst the two. [5]

Although the exact genetic origin of these lesions is unknown, 
cytogenetic analysis has shown abnormal karyotype and recombinations 
between chromosomal bands 6p21 and 14q24 [6].  

Regular follow-up is done with chest imaging. Long term follow-
up has not revealed any evidence of malignancy in most cases [7] 
Symptomatic patients such as in the present case and large rapidly 
growing lesions need thoracotomy followed by enucleation as the 
lesion is well encapsulated or a segmental resection [2]. Recent 
reports show various methods of successful endobronchial resection 
of endobronchial hamartomas using laser or electrocautery snare, 
cryotherapy, argon plasma coagulation, or combination of different 
methods [8].  Coexistence of pulmonary hamartoma with lung cancer 
was reported in a study conducted on 14 patients who had undergone 
resection of which 3 had lung cancer [9]. Pulmonary Hamartomas 
need to be considered in the differential diagnosis of coin lesions seen 
on chest imaging as well as recurrent or non-resolving pneumonia.
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Figure 2. Mass in left lower lobe bronchus

Figure 3. Biopsy showing features of a chondroid hamartoma

with features of obstruction such as cough, chest pain or pneumonia 
[2]. Popcorn like appearance is seen in chest radiographs in about 
30% of hamartomas due characteristic calcification. This characteristic 
pattern of calcification and fat deposition can be more sensitively 
identified on a CT scan of chest [3].  

Fine needle aspiration cytology (FNAC) confirms the diagnosis 
and distinguishes them from malignant tumors. Cytological aspirate 
shows a fibromyxoid stroma with spindle cells, fat spaces, sheets of 
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