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Abstract

A variety of airway tumours are reported to manifest with symptoms
similar to those of asthma and may cause delays in exact
diagnosis because of the increase in size at a slow rate. Pulmonary
endobronchial mesenchymoma is one of the slow growing
tumours which is associated with symptoms or signs of airway
obstruction mimicking asthma. So, patients with chronic symptoms
suggestive of asthma, poor response to asthma medications, and
frequent exacerbations should be evaluated for endobronchial
mesenchymoma.
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Introduction

Pulmonary mesenchymomas are the most common form of
benign lung tumours which accounts for approximately 8% of all
lung neoplasmsand 77% of all benign lung tumors [1,2]. The vast
majority of pulmonary mesenchymomas are located peripherally
within the lungs (>90%) and only up to 10% of such lesions represent
with endobronchial location [3,4]. However, because of this rare
endobronchial form of presentationpatients may be misdiagnosed as
asthma and may be tried to be treatedmistakenly with bronchodilators
for a long time.

Here we describe a case of pulmonary mesenchymoma mimicking
features of asthma and treated with asthma medication for more than
ten years before admission to our clinic.

Case Presentation

A 51-year-old female presented to the emergency department of
our hospital with progressive dyspnea and dry cough. She had been
diagnosed with asthma 12 years ago. Since that time, she had been
prescribed bronchodilators, but her symptoms were only decreased
at the beginning of the treatment. She had history of an increase
especially in shortness of breath and cough affecting her especially
since last four years. She was a housewife and had no work-life history.
There was no past history of a chronic disease. Her smoking history
was 4 packs/year and she had been quitted smoking immediately after

diagnosis of asthma. She had never consumed illicit drugs and had
no allergies.

On admission, the patient had a respiratory rate of 22 breaths/
minute, a blood pressure of 110/70 mmHg, and a heart rate of
about 140 beats/minute. Examination of the blood samples revealed
only anemia (haemoglobin: 10.4g/dl). Number of leukocytes,
thrombocytes, and results of blood chemistry were within normal
limits. Erythrocyte sedimentation rate was 10 mm/h and serum level
of C-reactive protein was 0.5 mg/dl. Measurement of arterial blood
gas analysis on room air revealed pH: 7.44, PaCO,: 36mmHg, PaO,:
74mmHg, HCO,. 24mmol/L and Sa0,: 96% which was compatible
with mild hypoxemia.

Her chest radiograph revealed a homogenous and regularly-
shaped dense shadow expanding superiorly and laterally from the
hilum of the right lung (Figure la). Computerized Tomography
(CT) of the thorax demonstrated a mass lesion which was 40 mm in
diameter and surrounding the right main bronchus and distal portion
of the right main pulmonary artery (Figure 2a).

The patient underwent flexible bronchoscopy and near total
occlusion of the right main bronchus by a white, luminous and
polypoid lesion was observed. During the bronchoscopy procedure
the right main bronchus appeared inflamed and contained increased
secretions. Gram stain and cultures of the bronchial washings did
not reveal any infectious organism. Pathology report of the forceps
biopsy was describing a mesenchymal tumour with a polypoid
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Figure 1: Chest radiographs of the patient. (a) On admission (b) A year after

discharge.
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Figure 2: Thorax-CT (a) and PET-CT (b) images of the patient on admission.

Figure 3: Pathological view of the tumour cells. Positive staining with vimentin
(left) and S-100 antibodies (right) (100x).
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Figure 4: Gross appearance of the endobronchial mesenchymoma.

growth pattern and eosinophilic chondroid matrix surrounded by
respiratory epithelium. The tumorous lesion had no infiltrative nature
although it was displaying cellular atypia. Immunohistochemical
studies showed positivity to Epithelial Membrane Antigen (EMA),
vimentin and S-100 protein, but staining was negative for CD34
and Neuron Specific Enolase (NSE) (Figure 3). Positron Emission
Tomography-Computerized Tomography (PET-CT) revealed
18-Fluorodeoxyglucose (18-FDG) uptake in the right hilar mass
lesion equal to theadjacent blood pool (Figure 2b). Based on the

clinical, radiological and histopathological features, the patient was
diagnosed as endobronchial pulmonary mesenchymoma.

Right upper lobectomy via video-assisted thoracoscopic surgery
was performed and gross examination of the specimen disclosed a
lobular, well-circumscribed, and yellowish-white mass about 45 mm
in diameter (Figure 4). Histologically, a lobular mass of mature
hyaline cartilage was intimately admixed with fibromyxoid stroma
and there was no sign of a malignancy. In addition, surgical margins
were clear and there was no invasion of lymph nodes.

After surgery, all symptoms of the patient disappeared and she
had no more need for bronchodilators. Last contact with her was a
polyclinic visit for control one year after discharge and she was free of
respiratory symptoms and radiological relapse (Figure 1b)

Discussion

Pulmonary mesenchymomas are the most common form of
benign lung tumours with an incidence of between 0.025%-0.32%
according to different necropsy studies [5]. Although it is very popular
to call these tumours as “hamartoma”, this term does not correspond
to the pathological features of these tumours. The word “hamartoma’
describes amalformation made up of an abnormal mixture of cells
and tissues without a progression in size and it is considered as a
developmental error. However, these tumours are consisting of
various connective tissue elements and have a capability of growth
which leads to the conclusion that the tumour is a benign neoplasm
rather than a hamartoma. Therefore, the name “mesenchymoma”
seems more appropriate than hamartoma[6]. In addition, some
authors refer these tumours as “fibrolipochondroma” based on the
composition of them consisting cartilage, muscle, fat, and bone [7].
The histology of the these lesions usually reveals a predominant
chondroid differentiation (80%), with fibroblastic (12%), fatty (5%)
and osseous (3%) differentiation making the rest [5].

The peak incidence is between the fifth and sixth decades with
a male predominance[8]. Most patients with mesenchymomas are
smokers and in one series only 14% of the patients had no smoking
history[9]. Conversely, the patient in this case was a female and had
no history of a heavy-smoking.

Most patients remain asymptomatic for along time and usually the
lesions are diagnosed incidentally. Majority of the mesenchymomas
are intraparenchymal lesions (90%) and endobronchial lesions
making up only about 10%. They are typically well-circumscribed
nodules or small masses with either smooth or lobulated margins.
The most common radiological presentation is a solitary pulmonary
nodule which accounts for 6% of the pulmonary nodules [10]. Mostly
they are less than 2.5-4 cm in diameter, although they can be larger
than 10 cm in some cases [3,11]. The presence of fat density and pop-
corn like calcification are essentially pathognomonic of a pulmonary
mesenchymoma. Presence of fatdensityinawell circumscribed solitary
pulmonary nodule which does not demonstrate significant growth is
essentially pathognomonic of a pulmonary mesenchymoma and no
further investigations are required [12]. Fat can be recognized by
comparing it to subcutaneous fat, and will typically have a Hounsfield
measurement of -40 to -120 units[3]. However, approximately 50%
of the cases have fat density and only approximately 20-30% of cases
have pop-corn like calcification [12,13]. Cavitation is not seen. PET-
CT is useful for the differentiation of these lesions from malignant
lung tumours, but some reports on mesenchymomas describe
difficulty with differentiation from malignant tumours when slight
abnormal accumulation of 18-FDG is observed [14]. This patient
presented with an endobronchial lesion without popcorn calcification
and without presence of fat density in CT scan. Luckily, it was easy
to distinguish this tumorous lesion from malignant tumours with the
help of equal uptake of 18-FDG to the adjacent blood pool.

Pulmonary mesenchymomas continue to increase in size at
a slow rate with a typical volume doubling time of over 400 days
[15]. Therefore, main approach to asymptomathic pulmonary
mesenchymomas is close medical follow-up to exclude growth
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if the diagnosis could be obtained without surgical intervention.
Conversely, although malignant transformation is exceedingly
rare, there are some presented case reports of mesenchymoma with
malignant alteration [16]. So, surgery is recommended for those
patients presented with rapid growth of the tumour, patients who
have respiratory symptoms and if the exact diagnosis could not be
obtained without surgery [2,17]. Enucleation, wedge resection,
segmentectomy, lobectomy, sleeve lobectomy and pneumonectomy
are possible surgical procedures for pulmonary mesenchymomas.
For endobronchial mesenchymomas, bronchoscopic procedure is
another option.Unless there is accompanying parenchymal damage,
lung resection should be avoided and parenchyma-protecting surgical
procedures should be choosen the first place [18]. The patient in this
case had progressive respiratory symptoms and occlusion of the right
main bronchus for which right upper lobectomy was performed.

As this case describes, endobronchial lesions including pulmonary
mesenchymomas may present with the symptoms of asthma and may
be treated mistakenly for a long time with bronchodilators. Patients
with chronic symptoms suggestive of asthma, poor response to
asthma medications, and frequent exacerbations should be evaluated
for endobronchial lesions.
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