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Fig. 1. Chest x-ray reveals a well demarcated coin
lesion(arrows) in the right middle lung
field, Both lung fields show prominent
reticulonodular densities as well as incre-
ased pulmonary vascularity,

Ae Fualadq oo gddd, AggdE o4
2d3d FIEA 2TARY AEE Alied dF
TE FELEN 4ZF sgdn €Yl AAge
ataj el W8t gloich(Fig. 3). $4 439 732
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HolAAcs Foe 43t 4F 9 o8& 2493
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Fig. 2, A lobulated subpleural nodule(arrows) is
shown at the right lower lobe of the lung.

The pleural surface is irregular with fib-
rosis,

. Transection of the nodule shows lobulated
myxochondroid surface. Bronchiectasis and

multiple mucous pluggings are evident.
Vessels are prominent,

onocyte 3 243 TP A AR At
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nocyte &} A4 & Q44 elsl=b(Fig, 6), F3
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Fig. 4, Tumor consists of primitive m2senchymal tissue differentiating into cartilage,
muscle fibers. Cleft-like or glandular structures lined

by cuboidal epithelium are incorporated in to the mesenchymal elements. (H&E,
> 200)
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fat, and delicate amooth

Fig. 5. Periphery of
space(left) or small bronchiole(right), (H&E, =100}
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Fig. 6. In the midst of the tumor, there are proliferations of regenerating alveoli lined
by type I pneumonocytes(left), being quite similar to those of adjacent
parenchyme with interstitial fibrosis(right). (H&E, x100).
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Fig. 7. In the vicinity of the main tumor nodule, a focus with mesenchymal prolifera-
tions is seen. It is reminiscent of the features of main tumor. (Masson trichrome,
* 200)
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(H&E, = 100).
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= Abstract=

Hamartoma of the Lung
—An autopsy case—

Eun Hee Suh, M.D. and Je G. Chi, M.D.

Depariment of Pathology, College of Medicine
Seowl National Universily

The so-called chondromatous hamartoma of the
lung is an uncommeon((,25% of autopsies) benign
tumor consisting of mixture of cartilage, fat, un-
differentiated mesenchfmal cells and cleft-like
spaces lined by a simple cuboidal or ciliated epi-
thelium.

This lesion i3 now thought to be a true neoplazm
rather than a developmental abnormality as the
term originally implied. It iz generally agreed
that it arises in the connective tissue in relation

to bronchial walls.

We report an autopsy case of lung hamartoma
which is associated with advanced tubular bron-
chiectasis and diffuse interstitial fibrosis. This
single case casts some interesting points about its
pathogenesis.

The patient was a 47 year old woman and had
a 2cm sized .1.-.-1':1'! circumscribed pulmonary mass
which was located in the subpleural portion of
right upper lobe near the minor Tissure.

On the basis of observations on the tumor
we speculated that the
multifocal lesions originating from submucosal

and background lesion,

immature connective tissue coalesce to become
a large single mass. So the tumor possesses
entrapped alveoli which exhibit the same changes
as those of surrounding parenchyme. We also
pressure that the inflammatory change may play
a role in the initiation of neoplastic proliferating

process in this kind of lesion.
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