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OZET

Endobronsiyal biiyiime gdésteren akciger adenokarsinomu

65 yasinda, endobronsiyal btiytime gésteren akciger adenokarsinomlu nadir bir kadin olguyu sunuyoruz. Toraks bilgisa-
yarl tomografide sol akciger alt lobda kitle ve her iki akcigerde farklt boyutlarda multipl nodtiller saptandi. Bronkoskopik
incelemede sol B® bronsta endobronsiyal polipoid tiimér izlendi. Tiimérden alinan biyopsi sonucu akciger adenokarsinom
tanist konuldu. Cok nadir olmasina ragmen, bronsa komsu pulmoner tiimér ve endobronsiyal polipoid lezyonlu hastalar-
da akciger adenokarsinomu akilda tutulmalidir.
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SUMMARY

Lung adenocarcinoma with endobronchial growth
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We report a rare case of lung adenocarcinoma with endobronchial growth in a 65-year-old woman. Chest computed tomog-
raphy revealed an ill-defined mass in the lower lobe of the left lung and multiple sized nodular shadows in the both lungs.
An endobronchial polypoid tumor in the left B® bronchus was found by bronchoscopic examination. A biopsy specimen
obtained from the tumor diagnosed lung adenocarcinoma. Although very rare, we should therefore keep in mind that pa-
tients who have a pulmonary tumor adjacent to the bronchus with an endobronchial polypoid lesion may have lung ade-
nocarcinoma.
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Although adenocarcinoma is one of the most common
histologic types of primary lung cancer, endobronchial
extension is very rare (1,2). Clinical differential diagno-
sis of endobronchial lesion may include a variety of
conditions including non-malignant tumors, primary
lung carcinoma other than adenocarcinoma, and en-
dobronchial metastasis of carcinoma from extrapulmo-
nary organs (3-8). We report herein a patient of lung
adenocarcinoma with endobronchial growth.

CASE REPORT

A 65-year-old female was referred to our hospital due
to multiple sized nodular shadows in both lungs. Nine-
teen years previously she had mastectomy for breast
cancer and 5 years previously she had thyroidectomy
for thyroid cancer. On admission, laboratory examina-
tion revealed a hemoglobin of 12.5 g/dL, hematocrit of
37.2%, and a C-reactive protein count of 0.64 mg/dL.
Serum level of carcinoembryonic antigen was elevated
to 156.7 ng/mL. X-ray and computed tomography
(CT) of the chest revealed ill-defined mass in the lower
lobe of the left lung and multiple and various sized co-
in lesions in the both lungs (Figure 1). On bronchos-
copy, the left B8 bronchus was obstructed by a polypo-
id mass, which had a smooth and normal-colored sur-
face identical to that of the adjacent bronchial wall (Fi-
gure 2). Transbronchial biopsy revealed the tumor to
be adenocarcinoma (Figure 3). Immunohistochemical
examination revealed positive for cytokeratin (CK)-7,
CK-20, thyroid transcription factor 1 (TTF-1), and sur-
factant protein A (SP-A). Brain magnetic resonance
imaging, abdominal ultrasonography, bone scintig-
raphy did not reveal malignancy. The tumor was diag-
nosed as primary lung carcinoma with a clinical stage
of T2N2M1-stage IV. She was treated with two courses
of amrubicin and has been in good condition for 8
months since the initiation of the chemotherapy.

Figure 1. Chest CT scan revealed ill-defined mass in the lo-
wer lobe of the left lung and multiple sized coin lesions in the
both lungs.

Figure 2. On bronchoscopy, the left B8 bronchus was obst-
ructed by a polypoid mass (A), which had a smooth and nor-
mal-colored surface identical to that of the adjacent bronchi-
al wall (B).

DISCUSSION

The radiolographic findings due to endobronchial lesi-
on are considerably variable. Lobar or segmental ate-
lectasis and pneumonic infiltration are commonly ob-
served. The radiological differential diagnosis of the
endobronchial mass lesion includes non-malignant
tumors, primary lung carcinoma, and endobronchial
metastasis of carcinoma from extrapulmonary organs
(3-8). In addition, the mass-like pulmonary opacity,
which probably represents endobronchial infectious
process such as mucus plugs distal to a centrally
obstructing lesion due to actinomycosis, aspergillosis,
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Figure 3. A transbronchlal lung blopsy specnmen from rlght
lower lung lobe (A) was adenocarcinoma (HE, x200).

or tuberculosis also simulate a endobronchial mass
on CT scan (9-11). Squamous cell carcinoma is the
most common histologic type of primary lung carci-
noma in central location and endobronchial extension
(4). In this cell type, polypoid lesion with a rough sur-
face covered with necrotic material is the most predo-
minant finding (12,13). Breast, kidney, and colon are
three of the most common sites which produce en-
dobronchial metastasis (5-7). Among them, metasta-
tic endobronchial tumor originating from colorectal
carcinoma often presents as a polypoid or nodular le-
sion covered with necrotic material (14). On the other
hand, non-malignant endobronchial tumors usually
have smooth surface with uniform color (15). It is ge-
nerally accepted that bronchoscopic findings of en-
dobronchial lesion of metastasis is not easily distingu-
ishable from those of primary lung carcinoma and
non-malignant tumor (16,17). Diagnosis of endob-
ronchial lesions can be made by bronchoscopic exa-
mination because most lesions are within the view
and grasp of the bronchoscopic field. Therefore,
bronchoscopic biopsy is the key to making an accu-
rate and definitive diagnosis. In some cases, the value
of bronchoscopic examination may be limited beca-
use of the admixture of necrotic material interfering
the opportunity to obtain a proper diagnostic speci-
men (9-11), however, the pathological diagnosis
using specimens obtained by bronchoscopic biopsy is
mandatory for a correct diagnosis.

Adenocarcinoma is a most common histologic type of
primary lung carcinoma and is mostly peripheral loca-
tion. Even in cases of bronchial involvement, submu-
cosal extension and narrowing of the bronchial lumen
are usually seen (18). In small parts of patients, there-
fore, the presenting symptoms are cough, hemoptysis,
and less frequently, pulmonary infections. In large parts

of them, the patients even in advanced disease have no
pulmonary symptoms, and the lesion was discovered
incidentally on routine radiological examination. Altho-
ugh very rare, there were some cases with lung adeno-
carcinoma with endobronchial growth (1,2). Murata et
al. reported a case of lung poorly differentiated adeno-
carcinoma with endobronchial growth from the perip-
hery towards the hilum (1). Kodama et al. described 5
cases of lung adenocarcinoma with predominantly en-
dobronchial polypoid growth (2). Our patient had a his-
tory of completely resected breast and thyroid carcino-
mas and she had no recurrence. Both breast and lung
carcinomas are adenocarcinoma, but we diagnosed
this endobronchial tumor to be a primary lung adeno-
carcinoma because immunohistochemical examinati-
on revealed positive for CK-7, CK-20, TTF-1 and SP-
A. In our patient, as observed in a patient reported by
Kodama et al., primary adenocarcinoma originated
from left lower lobe of the lung endobronchially exten-
ded towards the left lower bronchus (2). On bronchos-
copic examination, it was an irregularly surface poly-
poid lesion with no necrotic material coverage. Bronc-
hoscopically, differential diagnosis from metastatic en-
dobronchial tumor could not be made because the le-
sion had no specific finding.

Although it is very rare tumor presentation, we should
always be considered that lung adenocarcinoma can
develop endobronchial growth. In addition, this report
confirms the importance of bronchoscopical examina-
tion in patients with a history of extrapulmonary malig-
nancy who have endobronchial manifestations.
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