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= Abstract =
A Case of Endobronchial Chondroma

Young A Kim, M.D., Jae Han Jung, M.D., Yoon Soo Chang, M.D,,
Hyung Jung Kim, M.D.,Chut Min Ahn, M.D., Sang Ho Cho, M.D.\.

Department of Internal Medicine and Pathology’
Yonsei University College of Medicine, Seoul, Korea

Endobronchial chondroma. is a cartilaginous benign tumor, which arises from bronchial cartilage. As a rare be-
nign tumor, endobronchial chondroma differs from cartilaginous hamartoma in that it includes cartilage com-
ponents only, but hamartoma contains lipomatous and lymphoid tissue. The clinical manifestations of endobron-
chial chondroma are associated with the extent of mechanical obstruction of bronchus. Symptoms of endobron-
chial chondroma are nonspecific, such as cough, sputum, fever, or dyspnea on exertion. Endobronchial chondro-
ma is often misdiagnosed as other diseases, such as asthma, chronic obstructive pulmonary disease, or pulmo-
nary tuberculosis. The treatment is usually surgical procedures, such as resection of lung segment or lobe by
thoracostomy, or resection of tumor by bronchoscopy. We report a case of the patient who was diagnosed to
have endobronchial chondroma treated by bronchial resection and end to end anastomosis. (Tuberaulosis and
Respiratory Diseases 2000, 48 : 78-83)
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Fig. 1. Chest PA on pre-operation shows mild
volume loss on the left lung and fibro-

nodular density on the left upper lung
field.

Fig. 2. Chest CT scan shows severe stenosis on
entire length of the left mainstem bron-
chus.
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Fig. 3. Bronchoscopic examination reveals se-
vere concentric stenosis with normal-
looking mucosa on the proximal portion
of the left mainstem bronchus.(§ : cari-
na)

Fig. 4. Microscopic view of surgical specimen
shows marked proliferation of mature
chondrocytes on the entire bronchial
wall without proliferation of other con-
nective tissue component, which is com-
patible with chondroma.
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