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CASE STUDY

Endobronchial hamartoma presenting as
massive haemoptysis
R.A. Sharkey, E.M.T. Mulloy, S. O'Neill
Endobronchial hamartoma presenting as massive haemoptysis. R.A. Sharkey, E.M.T.
Mulloy, S. O'Neill. ©ERS Journals 1996.
ABSTRACT: A 53 year old man presented with massive haemoptysis, and chest
radiography revealed a left suprahilar mass. At thoracotomy he was found to have
a nodular mass in the left upper lobe, which was attached to a peripheral bronchus.
Histology confirmed a pulmonary hamartoma.
Eur Respir J., 1996, 9, 2179–2180.

Pulmonary hamartomas are rare benign tumours, of
which only 3–20% are endobronchial in nature [1–4].
Massive haemoptysis is a very unusual mode of presentation of pulmonary hamartomas, with, to our knowledge, only one previously reported case [5]. We describe
a patient with an endobronchial hamartoma, who presented with massive haemoptysis.
Case report
A 53 year old man was admitted to our hospital with
a 5 day history of increasing frank haemoptysis. He had
an episode of massive haemoptysis after admission, producing 600 mL of fresh blood. He had no associated dyspnoea or chest pain. He had a chronic cough productive
of mucoid sputum, but an otherwise uneventful past
history. He was a very fit soldier, with a 7 pack-year history of smoking until 10 yrs previously. There was no
familial history of respiratory disease.
Physical examination revealed a healthy looking man
with a pulse rate of 90 beats·min-1, blood pressure 110/70
mmHg, respiratory rate 18 breaths·min-1, and temperature 36°C. Physical examination was otherwise normal.
Investigations showed a normal full blood count and urea
and electrolyte levels. Blood gas values whilst breathing
room air were: arterial oxygen tension (Pa,O2) 8.9 kPa;
arterial carbon dioxide tension (Pa,CO2) 5.6 kPa; pH 7.42;
and arterial oxygen saturation (Sa,O2) 94%. Chest radiography showed a left suprahilar mass, which appeared
to be irregular and noncalcified. Electrocardiogram was
normal apart from left axis deviation. The patient had
a bronchoscopy performed under local anaesthetic, which
demonstrated blood throughout the tracheobronchial tree.
The blood appeared to be emanating from the left upper
lobe bronchus. Repeat bronchoscopy was carried out
when the haemoptysis had settled, and this revealed a
pulsatile lesion in the anterior segment of the left upper
lobe. No biopsies were performed due to the risk of haemorrhage. A computed tomography (CT) scan of the
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thorax showed a mass in the medial aspect of the left
upper lobe close to the left pulmonary artery (fig. 1).
Left posterolateral thoracotomy was performed, which
revealed a nodular mass in the left upper lobe that was
attached to a peripheral bronchus, but not to the pulmonary artery. A left upper lobectomy was performed,
with sampling of hilar nodes. Macroscopically, the mass
was whitish-tan in appearance, well circumscribed and
measuring 2×2×1.5 cm, with evidence of recent haemorrhage in the surrounding lung parenchyma. Microscopically, the mass was composed of lobules of hyaline
cartilage intermixed with compressed glandular epithelium, which was arising from the bronchus. A diagnosis
of endobronchial hamartoma was made. No clear source
of haemorrhage could be identified, due to extensive tissue destruction by intraparenchymal haemorrhage. The
hilar lymph nodes were normal. Lobectomy rather than
enucleation of the tumour was performed in this case,
because of the extensive parenchymal haemorrhage and
risk of further bleeding. The patient made an excellent
postoperative recovery and remains well 1 year later.

Fig. 1. – Contrast computed tomography (CT) scan of the thorax
showing a mass in the medial aspect of the left upper lobe close to
the left pulmonary artery.
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Discussion
Pulmonary hamartoma is an uncommon benign tumour
[6]. It consists of an admixture of cartilage, loose collective tissue, fat, bone, epithelial clefts and gland-like
epithelial aggregates. The median age of presentation is
50–60 yrs of age, with a male:female ratio of 3–5:1. The
majority of hamartomas are parenchymal and are often
located in the periphery of the lung, unlike our patient
who had a more central lesion. Because of their peripheral location, they tend to be asymptomatic and are usually found incidentally on chest radiographic examination.
When the tumour becomes large enough, it may obstruct
a bronchus causing atelectasis and recurrent pneumonia.
Although hamartomas are almost always benign, malignant transformation and a tendency to invasion have been
reported but are extremely rare [7].
Endobronchial hamartomas are unusual, accounting for
approximately 3–20% of all pulmonary hamartomas [1–4].
Initially, it was thought that endobronchial and intraparenchymal tumours were histogenetically different [8].
However, it is now accepted that both intraparenchymal
and endobronchial lesions are similar tumours of primitive bronchial mesenchymal tissue, which has the capacity to differentiate toward multiple mature mesenchymal
components [3]. The tumour in this case was visible on
bronchoscopy, and both macroscopically and microscopically arose from a peripheral bronchus. The endobronchial
tumours may be polypoid or pedunculated, and have a
histological appearance similar to that of parenchymal
hamartomas. The commonest presentation of such tumours
are cough, dyspnoea and pyrexia. Haemoptysis can occur,
but it is usually scanty. Presumably, in this case, the
haemoptysis was due to the tumour eroding an adjacent
blood vessel, since the tumour itself was relatively nonvascular.
Because the clinical and radiological features of endobronchial hamartomas are frequently indistinguishable
from those of a carcinoma, histological examination is
necessary for a definitive diagnosis. Peripheral hamartomas are frequently not visible on bronchoscopy. The
introduction of fine needle aspiration biopsy offers a valuable alternative to diagnostic thoracotomy in peripheral
hamartomas, with a diagnostic yield of up to 85% [4, 9].

In the case of localized endobronchial hamartomas,
removal via the bronchoscope has been reported without recurrence of the tumour. Where a firm diagnosis is
made preoperatively, surgical removal may not be necessary unless symptoms are present, or tumour expansion is noted [4]. In this case, biopsy was not attempted
because of the pulsatile nature of the tumour and its proximity to the pulmonary artery. The presence of life-threatening haemoptysis necessitated pulmonary resection without a firm preoperative diagnosis.
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