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A 77-year-old male patient was hospitalized due to dyspnea and 
cough. At chest auscultation, Rhonchi was heard from both lung 
fields. The chest computed tomography (CT) observed nodular lesions 
within mid-trachea. Bronchoscope observed salient mass from the 
membranous portion  in the mid-trachea, and after taking a biopsy, it 
was diagnosed as hamartoma. Tracheal hamartoma is a rare benign 
tumor of lung. Similar way to the endoscopic mucosal resection 
(EMR), we did endoscopic resection of tracheal hamartoma. We report 
a case of tracheal hamartoma treated with Endoscopic mucosal 
resection via flexible bronchoscopy. 
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Introduction 

Pulmonary hamartomas are benign lung tumors, with an incidence 
between 0.25% and 0.32% according to different necreopsy studies 
[1,2]. From a previous paper reviwing a total of 215 cases of 
hamartoma reported in the literature, the endobronchial location was 
found in only 1.4% of cases [3]. In contrast, other studies found an 
incidence of endobronchial location in 10 and 20% of all pulmonary 
hamartoma [4,5]. Pulmonary hamartoma is most common among 
benign tumors in the lung. It is observed in the lung parenchyme for 
the most cases, but it is rarely observed in trachea. 

Several techniques are available for the bronchoscopic treatment of 
obstruct ing t i ssue in the t racheobronchia l t ree, inc luding 
electrosurgical snaring, laser therapy, cryosurgery, airway stents, 
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brachytherapy, and bal loon di la t ion [6,7]. 
Endoscopic mucosal resection (EMR) is widely 
used for gastrointestinal tumors, but rarely for 
endobronchial lesions.

We report a case of tracheal hamartoma treated 
with endoscopic mucosal resection (EMR) in a 
77-yea r-o ld ma l e p re sen t i ng a s an a cu t e 
exacerbation of chronic airway disease. 

  
  

Case Report

A 77-year-old male patient was hospitalized due 
to dyspnea. The patient had complained about 
shortness of breath at work and coughs since 1 
month ago and got worse 1 day before his 
hospitalization. He had a history of hypertension 
and cerebral infarction. At chest auscultation, 
Rhonchi was heard from both lung fields. The 
symptoms improved with conservative treatment, 
but he continued to complain about being 
uncomfortable in upper chest when breathing, and 
the chest computed tomography (CT) observed 
nodular lesions within mid-trachea (Fig. 1). 
Bronchoscope observed salient mass from the 
membranous portion in the mid-trachea (Fig. 2), 
and after taking a biopsy, it was diagnosed as 
hamartoma. Tumor resection is considered to be 
available and the hamartoma was removed by 
endoscopic mucosal resection (EMR) via flexible 
bronchoscopy.  

S imi lar way to the endoscopic mucosal 
resection (EMR), we did endoscopic resection of 
tracheal hamartoma. First, submucosal injection 
was done to separate mucosal and submucosal 
lesions from the muscularis propria. Once the 
lesion has been lifted away from the muscularis 
propria, it is resected by electrosurgical snaring and 
removed by forcep (Fig. 3). The size of removed 
mass was 0.8X1X1.3 cm. This mass consisted of 

cartilage and adipose tissue (Fig. 4).   
After the procedure, there were no complications and 

his respiratory symptoms improved and he could 
be discharged from the hospital. Repeat chest CT 
scan done after three weeks showed normal airway 
(Fig. 5). 

Discussion 

Pulmonary hamartoma is observed in the lung 
parenchyme for the most cases , but it is rarely 
observed in trachea. Clinically most parenchymal 
hamartomas are asymptomatic. But endobronchial 
hamartomas present usually with symptoms of 
airway obstruction with wheezing and stridor. 
Many cases have been misdiagnosed as asthma 
until the lesions were identified at bronchoscopy or 
at Chest CT scan [3,8-9]. So if localized wheezing 
or stridor are long-standing and uncontrolled 
symptoms of chronic pulmonary disease, Chest CT 
scan or bronchoscopy is necessary. 

In this case, the patient was hospitalized with 
acute exacerbation of chronic pulmonary disease. 
In spite of conservative treatment, his symptoms 

Fig. 1. Chest CT scan showed a mid-tracheal 
polypoid mass (arrow).
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persisted, so we did Chest CT scan. At the Chest 
CT scan, Nodular lesion was observed in mid-
trachea. This nodular lesion was dignosed as a 
hamartoma by bronchoscopy and biopsy.

Histologically the mesenchymal components of 
the endobronchial hamartomas are highly varied. 
There is predominance of adipose tissue over other 

mesenchymal components. They have also been 
found to contain cartilage, myxomatous connective 
tissue, smooth muscle and epithelial structures [10]. 
In this case, mass was consisted of cartilage and 
adipose tissue.

The traditional surgical treatment (thoracotomy and 
bronchotomy) is currently indicated only in cases where the 

Fig. 2. Flexible bronchoscopy showed a tracheal mass with smooth surface attached on the mucosa of left lateral wall.

A B

Fig. 3.	An endoscopic mucosal resection (EMR) was done. (A) Epinephrine/normal saline solution (1:10000) fluid (2 
cc) was injected into the stalk. (B) Resection with snare was done. (C) After EMR, there was no bleeding on pale 
mucosa at resection site.

A B C
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endobronchial hamartoma cannot be approached through 
endoscopy, or when lung resection is indicated due to 
irreverible parenchymal damage from long standing airway 
obstruction [11,12]. Recently, bronchoscopic intervention 
has been shown to be a safe and effective tool for the 
treatment of a benign tracheobronchial tumor [13]. Many 
diffent interventional bronchoscopic techniques 
has been used, such as resection by forceps, Argon 
plasma coagulation, Nd-YAG laser, cryosurgery or 

electrosurgical snaring [6,7]. Electrocautery seems 
more cost-effective than the Nd-YAG laser for 
palliative bronchoscopic inter-vention to debulk 
intraluminal tumor in patients with NSCLC. 
Electrocautery equipment is less expensive, the 
application technique is simple, and it is more 
easily accessible for emergency use in most 
hospitals [14]. In this case, the tracheal hamartoma 
was removed by f ibropt ic broncho-scopy 
electrosurgial snaring. 

There are differences between bronchoscopic 
and gastrointestinal endoscopic tumor removal by 
snare. Endoscopic mucosal resection (EMR) and 
endoscopic submucosal dissection (ESD) were 
developed for minimally invasive, organ-sparing 
endoscopic removal of benign and early malignant 
lesions in the gastrointestinal tract. Endoscopic 
mucosal resection (EMR) is typically used for 
removal of lesions smaller than 2 cm or piecemeal 
removal of larger lesions. On gastrointestinal 
endoscopy, it is possible that the tumor base can be 
separated by injection of a solution into the 
submucosal space unrer the lesions, so complete 

Fig. 4.	(A) Gross finding shows a yellowish white colored hard tissue measuring 1.3×1×0.8 cm. (B) Microscopic 
finding shows a normal epithelial lining with submucosal pathology composed of cartilage and adipose tissue 
(H&E stain).

A B

Fig. 5. After bronchoscopic resection, chest CT 
scan was noramal in trachea.
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removal of a tumor including the base can be 
accomplished [15]. The tracheal hamartoma having 
a narrow based stalk that can be removed using a 
electrosurgical snaring. But we removed the 
tracheal hamartoma in the same way as the 
endoscopic mucosal resection (EMR) for complete 
removal of tumor including the base.

Given that tracheal hamartoma in an elderly 
patient was removed completely with endoscopic 
m u c o s a l  r e s e c t i o n (E M R) u s i n g f l e x i b l e 
bronchoscope without no complications like 
bleeding and that general anesthesia is not 
necessary and the procedure time and recovery 
period after the procedure is so fast, this case is 
considered to be better attempted for endobron-
chial benign tumors, and further researches and 
attempts on intervention using flexible broncho-
scope for the treatment of intra-airway benign 
tumors are necessary.  
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