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(Abstract

of care in cases without involvement of lung parenchyma.

We report the case of a 78 —year-old male, still practicing pediatrician, with a medical history of recurrent respiratory infections
for the past decades treated with antibiotics. He was referred with a suspicion of an endobronchial malignancy with endolumi-
nal polypoid lesion occluding the right lower lobe bronchus. The tumor was exstirpated completely using laser cauterization.
Tissue sampling showed fragments of mature hyaline cartilage with no evidence of malignancy, consistent with the diagnosis
of chondroma. Chondromas are rare tumors of the tracheobronchial tree usually involving the lung parenchyma. They usually
do not cause any symptoms, however in some cases, they may lead to non-specific symptoms like cough, pneumonia, hemop-
tysis, wheezing or dyspnea. Benign endobronchial tumors should be considered as a differential diagnosis in recurrent respira-
tory infections and evaluation with chest CT and bronchoscopy is warranted. Bronchoscopic resection is considered standard
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Introduction

Endobronchial chondromas are rare benign tumors of the re-
spiratory system. They are described in the medical literature
almost exclusively in case reports [1-3]. Chondromas usually
do not cause any specific symptoms, but in some cases, they
may cause bronchial obstruction, cough or recurrent respira-
tory infections or may incidentally be found in computed to-
mography (CT) scans.

We present a case of a successful diagnosis and management of
an endobronchial chondroma that caused recurrent respiratory
infections and was incidentally detected on a chest-CT scan.

Case Report

A 78 —year-old male still practicing paediatrician and non-
smoker with no relevant past medical history was referred to
our pulmonary consultation after detection of a partially calci-
fied endobronchial tumor in a CT scan. His medical history was
remarkable for recurrent respiratory infections treated with an-
tibiotics. The episodes had been present for the past years and
occur 2 to 3 times per year. The patient reported recurrent acute
illness with productive cough and purulent sputum. During the

infection-free interval he reported no dyspnea, wheezing or
cough. Clinical examination upon presentation was normal.
The patient was afebrile and normotensive with normal pul-
monary auscultation. Pulse oximetry showed a saturation of
95% upon breathing room air. His pulmonary function test was
normal (FEV1 3.02 L — 93% predicted, FVC 4.52L — 103%
predicted with an FEVI/FVC of 67%. A methacholine chal-
lenge test was negative. Laboratory studies revealed a normal
blood count. Immunoglobulins, including IgG, IgM and IgG
were within normal range. CT scan of the chest demonstrated
an endoluminal, calcified polypoid lesion of 9mm diameter,
occluding the right lower lobe bronchus with no signs of post-
obstructive lung alterations or lymphadenopathy (Figure 1
and 2).

Consecutively, flexible bronchoscopy was performed and
showed an almost complete obstruction of the right lower
bronchus by a solid, spherical, pediculated and vascularized
endobronchial mass at the medial aspect of the lower lobe
bronchus (Figure 3). Biopsies taken by forceps revealed well-
differentiated hyaline cartilage located under the normal respi-
ratory epithelium.
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Figure 1 and 2: Chest CT: Lobulated, well-defined endobronchial lesion in the
right lower bronchus of the lung and no post-obstructive changes.

Figure 3: Bronchoscopic images showing a pediculated, round endoluminal tumor with smooth surface
growing on the medial wall and almost completely obstructing the right lower bronchus.

A few days later the patient was admitted to the hospital to
undergo rigid bronchoscopy under general anesthesia and the
tumor was resected in total using laser cauterization (Figures
4 and 5). After resection, a localized ectasis of the lower lobe
bronchus was evident.

Histological examination of the tumor showed fragments of
mature hyaline cartilage covered by respiratory epithelium
with no evidence of malignancy (Figures 6 and 7). All of
the findings were consistent with the diagnosis of pulmonary
chondroma.

The patient was discharged after an uneventful recovery. Fol-
low-up bronchoscopy performed 3 months after the resection
revealed no residual tumor tissue or tumor recurrence. The
patient remained asymptomatic after the resection; no further
infection appeared.

Discussion

Chondromas are benign tumors originating in chondrocytes.
They are most frequently located on the skeleton, but they may
also appear in the lungs (intraparenchymal or endobronchial).
Benign tumors of the respiratory system such as papillomas,
hamartomas, fibromas or chondromas are generally rare (<2%
of all airways tumors) with chondromas presenting 0.1 - 0.2%
of all masses of the tracheobronchial tree and they usually in-
volve the lung parenchyma [2, 4 — 6]. They may remain as-
ymptomatic or present with non-specific respiratory symptoms

like cough, pneumonia, hemoptysis, wheezing or dyspnea [3,
6-11].

Symptoms depend on the localization and size of the tumor.
Computed tomography (CT) is the standard imaging technique
for locating pulmonary chondromas [12]. Bronchoscopic find-
ings of chondromas are usually pediculated, vascularised nod-
ules. Histologically, they consist of mature hyaline or mixed-
hyaline cartilage [13].

Endobronchial tumors should be resected completely if pos-
sible, to prevent complete occlusion with airway obstruction
and to provide a histopathological examination for exclusion
of malignancy. Pathological differential diagnosis includes
hamartoma or chondrosarcoma.

Pulmonary chondromas are also seen as a part of the Carney
triad (in addition to gastrointestinal stromal tumors and extra-
adrenal paragangliomas) in young adult females [14]. Isolated
endobronchial chondromas, as seen in our patient, are particu-
larly rare.

Several management and treatment options of endobronchial
chondromas are described in the available literature, such as
resection with Neodymium-YAG laser [10], surgical explora-
tion with thoracotomy [3, 6, 9], video-assisted thoracoscopic
surgery (VATS), endobronchial cryotherapy or electrocautery
snare [8, 15]. An endobronchial treatment should be consid-
ered as a first choice, however, according to our knowledge,
there are no guidelines regarding treatment recommendations.
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Figure 5: The endobronchial tumor after resection.

Management should be tailored individually, according to lo-
cal resources as well as location and extent of the tumor. Prog-
nosis is excellent for correctly diagnosed patients and complete
resection of the tumor. There are no reports of recurrence of
chondroma.

We present a case of an endobronchial chondroma that caused
recurrent respiratory infections for many years. Because of his
occupation as paediatrician, his symptoms were misinterpreted
for many years as a natural consequence of close contact with
children and exposition to infectious bacteria and viruses and
thus were not further investigated. In this case of a 78-years old
male patient we conducted an endoscopic resection with com-
plete resection of the tumor. Histological examination was typ-
ical for a benign chondroma with no evidence of malignancy.
The presence of a Carney triad was considered unlikely; there-
fore, we did not conduct further tests like positron-emission
tomography (PET) scan or gastroscopic examination.

Conclusion

In conclusion, the presence of recurrent bronchial infections
should prompt further examination with chest CT scan and
eventually bronchoscopy to detect benign endobronchial tu-
mors. Regardless of their benign behaviour, chondromas of the
tracheobronchial tree may lead to destruction of lung paren-
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Figure 6 and 7: Pathology section of the mass showing frag-
ments of mature hyaline cartilage partially covered by respi-
ratory epithelium, with no evidence of malignancy.

chyma due to bronchial obstruction and subsequent recurrent
infections. Symptoms may be misleading. Chest computed
tomography and bronchoscopy are well established and rec-
ommended diagnostic procedures. Endobronchial resection
should be favoured whenever possible.
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