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A Case of Typical Bronchial Carcinoid with Metastasis to Regional Lymph Nodes
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Young Hyeh Ko, M.D.** and Jung Dal Lee, M.D.**

Department of Internal Medicine, Thoracic Surgery* and Pathology** , Hanyang University,
College of Medicine, Seoul, Korea

Bronchial carcinoids were classified as one of the bronchial adenoma group and constituted about
90% of bronchial adenoma. Typical carcinoids are common benign neoplasms of the airway because
of their uniform histologic feature, predictable clinical course and good survival after surgical
resection. And atypical carcinoid is regarded as a malignant tumor because of its pleomorphic,
hyperchromatic nucleus, frequent mitosis and distant metastasis (about 70%). However, typical
carcinoids rarely metastasize to regional lymph nodes and such cases would be regarded as a low
grade malignancy because their clinical prognosis could be bad.

We present a case of typical bronchial carcinoid which metastasize to hilar lymph node who has
been followed up 10 months after resection.
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Fig. 1-A. Chest PA; Relatively well margininated,
round lesion was noted in the right lower
medial and right retrocardiac area, ac-
companying right lower lobal collapse. Several
calcified lymphadenopathies could be shown in
the right lower paratracheal area,
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Fig. 1-B. Bronchofiberscopic finding: The orifice ot
right intermediate bronchus was nearly com-
pletely occluded by a intraluminal mass having
somewhat nodular, hard suface.

Fig. 1-C. Chest CT; About 6 cm sized solid mass was
in the proximal portion of the right intermedi-
ate bronchus. The mass had central calcifica-
tion. And below the mass, the right lower lobe
was collapsed and it’s bronchi had been chan-
ged into the cystic destruction with multiple
septa. Also multiple calcifications of the lymph
node were in the right lower tracheal and hilar
area,



Fig. 2-A. Bronchofiberscopic biopsy: The tumor cells
composed of small and uniform cells having
central nuclei and moderate amount of finely
granular cytoplasm, are arranged in organized
nests and seperated by hyalinized, highly
vascular fibrous septae.

Fig. 2-B. Grimelius stain of the biopsy specimen for
the neuroendocrine granules was positive in the
cytoplasm of the tumor cells.
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Fig. 2-C. The lymph node was near-totally replaced
by numerous tumor cells with peripheral rim-

ming.
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