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CASE STUDY

Lung abscess complicating chondromas in Carney's syndrome
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In 1977, CARNEY et al. [1] described an unusual synd-
rome characterized by the concomitant or successive oc-
currence of a combination of three disparate tumours in
young females: gastric leiomyosarcoma, pulmonary chon-
droma and catecholamine-secreting paraganglioma. The
pulmonary chondromas may be multiple and bilateral, and
are often found as incidental lesions on chest radiography
during investigation of other components of the syndrome
[1–10]. They tend to grow slowly over many years, but are
benign and do not usually give rise to complications. We
describe a case of Carney's syndrome, in which the chon-
dromas were complicated by the development of a lung
abscess requiring surgical resection.

Case report

A 26 yr old female presented with a 3-week history of
right pleuritic pain, sweating and rigors. She had a pyrexia
of 38.5°C and crackles were audible over the right chest
posteriorly. Chest radiography showed a nodule in the right
upper lobe and a cavitating lesion with an air-fluid level in
the apical segment of the right lower lobe distal to a lobu-
lated mass (fig. 1). Computed tomography (CT) demon-
strated a further nodule in the left lower lobe and showed
that the nodules were solid, well-circumscribed lesions con-
taining a rim of calcification (fig. 2). Eleven years previ-
ously, the patient had undergone a partial gastrectomy for
a malignant leiomyosarcoma of the stomach, having pre-
sented with anaemia of 35 g·L-1. A chest radiograph at that
time was normal.

Investigations showed: a white cell count of 21.2×109

cells·L-1 (95% neutrophils); haemoglobin level of 77 g·L-1;
and erythrocyte sedimentation rate of 105 mm in the first
hour. Bronchoscopy revealed extrinsic compression of the
posterior wall of bronchus intermedius, and transbronchial 

biopsies from the apical segment of the right lower lobe
showed groups of chondrocytes and chondroid matrix in-
dicative of a chondroma, with no evidence of malignancy
(fig. 3). Transthoracic needle aspiration of the cavitating
lesion yielded pus, but no organisms were isolated on
culture. On upper gastointestinal endoscopy, there was no
evidence of recurrence of the leiomyosarcoma. Urinary cat-
echolamine levels were normal, and CT and an iodine-131
metaiodobenzylguanidine (MIBG) scan produced no evid-
ence of a paraganglioma. The patient's blood group was
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Fig. 1.  –  Chest radiograph showing a cavity with an air-fluid level in
the apical segment of the right lower lobe, a lobulated mass projected
over the right hilum, and a well-defined round mass in the right upper
lobe.
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O-positive, tissue type was HLA A1, A11, B7, B37, DR15,
and chromosomal analysis showed a normal 46XX kar-
yotype.

A diagnosis of incomplete Carney's syndrome was
made on the basis of the histologically proven gastric leio-
myosarcoma and pulmonary chondroma. Although the
patient's symptoms improved on antibiotics, it was thou-
ght that the abscess cavity would not resolve unless the
chondroma obstructing the apical segment of the right
lower lobe was removed. A right thoracotomy was perfor-
med and a 9×5 cm lobulated chondroma in the apical seg-
ment of the right lower lobe and a 3×2 cm chondroma in
the right upper lobe were enucleated, with conservation of
the surrounding lung tissue. Histology confirmed benign
chondroma and stains for oestrogen receptors were nega-
tive.

The patient is being kept under long-term follow-up to
monitor the residual left lower lobe chondroma and to
watch for the potential future development of a paragang-
lioma.

Discussion

Carney's syndrome consists of the concomitant or suc-
cessive occurrence of a combination of three tumours:
gastric leiomyosarcoma, pulmonary chondroma and cate-

cholamine-secreting paraganglioma. The syndrome has
been incomplete in 74% of reported cases, with only two
components being present [1–10]. The aetiology is un-
known as these tumours do not share a common embryo-
logical origin, and no familial or genetic basis has been
found. Indeed, a patient with Carney's syndrome has been
described who had an unaffected identical twin [2]. The
syndrome characteristically affects young females (88%
of cases have been female, with an average age of 18 yrs),
but there is no evidence of these tumours being hormo-
nally driven, and oestrogen receptors were not present in
the chondromas of the patient studied.

Recognition of the other components of the syndrome
is important in patients presenting with one of these rare
tumours, and exclusion of a catecholamine-secreting para-
ganglioma is essential before undertaking surgery. The
gastric leiomyosarcomas arise in the submucosa but often
ulcerate into the gastric mucosa, typically presenting with
haemorrhage and anaemia [2]. These are malignant tum-
ours requiring full excision. When metastases occur, they
often follow an indolent course emerging many years after
gastrectomy [5]. The paragangliomas are the least com-
mon component of the syndrome. They usually secrete
catecholamines and they may undergo malignant change.
MIBG scintigraphy may be useful in detecting occult
functioning paragangliomas [10].

Pulmonary chondromas have occurred in 36 of 42
reported cases of Carney's syndrome. In 11 cases the cho-
ndromas have been part of a complete triad of tumours,
and in 25 cases they have occurred with a gastric leio-
myosarcoma [1–10]. Typically, there is a long interval
between diagnosis of the different components of the syn-
drome. The chondromas have antedated recognition of the
leiomyosarcoma by as much as 17 yrs in five cases, were
recognized at the same time in eight, and were found up to
22 yrs later in 23 cases. They are often multiple and have
been bilateral in 33% of cases. They are often misdiag-
nosed as metastases from a previous leiomyosarcoma, and
in one reported case leiomyosarcoma lung metastases
coincided with pulmonary chondromas [8]. Calcification
is a characteristic feature of the chondromas, but is often
only apparent on CT and is not present in all cases [3]. In
many cases, the benign nature of the chondromas has only
been recognized after surgical resection, but with better
recognition of the syndrome these lesions are often man-
aged conservatively and kept under surveillance rather
than resected. Where surgical resection is undertaken,
enucleation of the chondroma is usually possible and con-
servation of lung tissue is important since further chon-
dromas may develop many years later.

In most patients, the chondromas have been incidental
findings on a chest radiograph and have not been associ-
ated with symptoms, but their natural history is uncertain.
In some cases, they have grown slowly without giving rise
to complications over a follow-up period of as long as 30
yrs [5]. In two cases, the chondromas have caused narrow-
ing of airways with distal infection, but the development
of a lung abscess, as in the present patient, has not previ-
ously been reported [6, 7].
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Fig. 2.  –  Contrast enhanced axial computed tomographic scan showing
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Fig. 3.  –  Transbronchial biopsy containing lobules of cartilaginous
matrix with chondrocytes and fragments of respiratory epithelium.
(Haematoxylin and eosin stain; internal scale bar = 75 µm).
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