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Abstract 
Introduction: Pulmonary hamartomas are the most common benign tumors of the lung. It usually shows no FDG uptake 
and has a low risk for malignant transformation. We present a rare case of pulmonary hamartoma with low Fluoro- 
deoxyglucose uptake to call attention to the low malignancy potential of this benign tumor. 

Case presentation: 67-year old male patient on the preoperative evaluation for his lumbar disc surgery was found out to 
have a solid lesion detected on chest computed tomography with low Fluorodeoxyglucose uptake. 

Conclusion: Pulmonary hamartomas are benign tumors. But although their benignity they may show Fluorodeoxyglucose 
uptake and also they have a low risk for malignant transformation. So they should be followed up closely. 
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1 Introduction  
Hamartoma is the most common benign tumor of the lung containing normal pulmonary tissue including bronchi, cartilage 
and fat [1]. It is mostly asymptomatic and show no FDG uptake on PET [1, 2]. It is assumed to carry low risk for malignant 
transformation [3]. In addition; when diagnosed radiologically, hamartomas usually are being followed up clinically and 
radiologically. Because of increasing rates of reported cases on both low risk of malignant transformation and low FDG 
uptake of pulmonary hamartoma, with the presentation of that case we wanted to point out that although it is diagnosed 
radiologically as hamatoma, in patients above 40 years of age and with smoking history histopathological diagnosis should 
be advised for exclusion of malignancy. 

2 Case presentation 
A 67 year-old smoker male patient without any significant past medical history was consulted to the pulmonology clinic 
for preoperative evaluation of the lumbar disc surgery. On his physical examination there were widespread both 
inspiratory and expiratory rhonchi and coarse rales on right hemi thorax. He had 50 pack/year smoking history. When 
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opacity was detected on his chest roentgenogram (see Figure 1) chest CT was performed. On chest CT a heterogeneous 
pleura based solid lesion with minimal lobulated margins was seen on the anterior segment of the upper lobe of the right 
lung and a 5 mm parenchymal nodule on the superior segment of the lower lobe of right lung (see Figure 2, 3). In 
accordance with these findings bronchoscopy and PET was performed to the patient. On PET a mass setting on the pleura 
with a broad base which has a lower FDG uptake (SUD max: 3-4) was detected (see Figure 4). Because of the lower FDG 
uptake a granuloma was suspected but tumors with a low mitotic activity couldn’t be excluded. Because the patient 
couldn't tolerate, bronchoscopy with local anesthesia wasn’t performed to the patient but TTFNAB was performed. In the 
pathology specimen taken by CT assisted TTFNAB with 18 G needle, fibromyxoid and fibrolipomatous fragments, 
chondroid material and epithelial cell groups were detected. These findings were compatible with hamartoma (see Figure 
5). 

 

Figure 1. Chest Roentgenogram showing a nodular opacity in the right upper zone 

  

Figure 2, 3. Axial (Figure 2) and coronal (Figure 3) contrast enhanced chest CT images: A heterogeneous solid lesion 
setting on the pleura with a broad base was seen on the anterior segment of the upper lobe of the right lung. 
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Figure 4. PET image showing FDG uptake 
 

Figure 5. Pathology specimen: fibromyxoid and fibroli-
pomatous fragments, chondroid material and epithelial cell 
groups are seen 

3 Discussion 
Pulmonary hamartomas account for the 5%-8% of the all solitary pulmonary nodules and 75% of all benign lesions [4-6]. 
They are seen 30-60 years of ages and equally among men and women. In some publications factors like inflammatory 
lung disease and smoking were implied to contribute to the development of hamartomas. Because of this it was assumed to 
be seen in late decades and mostly among men [6, 7] as was so in our 67 year-old male patient. Mostly they are 
asymptomatic. They usually have a peripheral localization but when localized endobronchially they may cause dyspnea, 
wheezing and pneumonia [6, 8]. Our case was also found incidentally on preoperative evaluation without causing any 
symptoms and was localized peripherally in the lung. 

Hamartomas has mesenchymal origin [8, 9]. They may consist of fat, epithelial, fibrous or chondroid tissues. Popcorn 
calcification may be seen in some cases [4, 10, 11] which is a highly diagnostic feature when seen on chest CT but mostly CT 
findings are nonspecific as in our case that doesn't have the specific popcorn calcification. 

The metabolic activity of the hamartoma tissue is close to the normal tissue and negativity is reported on PET [12-15]. Unlike 
this negativity there was a lower uptake in our case. In literature development of squamous cell carcinoma from 
hamartoma was reported [4]. Ribet et al. reported the prevalence of bronchial carcinoma in a 598 hamartoma series which 
was presented by nine different authors between the years of 1971 and 1992. This ratio is six times of the incidence of 
bronchial carcinoma in normal population [7]. In a series of 15 years of observation Karasik reported development of 6 
bronchial carcinoma among 52 hamartoma patients and presented that out of these four had the same lobe localization as 
the hamartomas (2 synchronized, 2 metachronized) [16]. Akal et al. also reported the hamartoma and malignancy 
coexistence three times of the reported literature (15.38%) [8]. In accordance with these in our case because of the 
suspicious uptake in PET histopathological diagnosis was made and there was no evidence of malignancy. 

In peripheral hamartomas follow up and in centrally localized hamartomas excision is advised as management [4]. 
Agreeably to the literature; because of its being asymptomatic and having no evidence of malignancy in addition to its 
peripheral localization our patient is now under control with yearly clinical and radiological follow up.  

4 Conclusions 
As a result we advise also the close follow up of the hamartomas because of their malignancy potential and we emphasize 
that a more accurate diagnosis and follow up can be made by using PET in addition to chest CT. 
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