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CASE REPORT

Is Surgery a Must? A Case of Endobronchial
Leiomyoma Removed via Rigid Bronchoscopy

Tek Segenek Cerrahi mi? Rijid Bronkoskopi ile Cikarilan Endobronsgiyal

Leiyomyom
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Abstract

Oz

Pulmonary leiomyoma is a very rare benign lesion
that usually develops as a result of bronchial metas-
tasis in women with a history of uterine leiomyoma or
myomectomy. Although primary pulmonary leiomyo-
mas are less common than the metastatic forms, they
can be detected incidentally or when complaints such
as cough and dyspnea are present. The structure of
the lesion and its relationship with the bronchial mu-
cosa play an important role in the determination of
the treatment option. Endobronchial methods such as
rigid bronchoscopy and electrocauterization may be
superior to surgery as they are less invasive.

Keywords: Leiomyoma, rigid bronchoscopy, tracheob-
ronchial tumors.

Akciger leiyomyomu oldukga nadir gérilen ve genel-
likle uterusta leiyomyom veya miyomektomi &ykisi
olan kadinlarda bronga metastaz sonucu gdrilen
benign lezyonlardir. Primer pulmoner leiyomyom,
metastatik olana gére daha nadir gérilmek ile bera-
ber, dksirik ve nefes darligi gibi sikayetler olmasi
Uzerine ya da insidental olarak akciger gérintileme-
lerinde saptanabilmektedir. Lezyonun yapisi ve brong
mukozast ile iligkisi, tedavi seceneginin belirlenmesin-
de énemli bir rol oynamaktadir. Rijid bronkoskopi ile
elektrokoterizasyon gibi endobronsiyal  yéntemler
kullanilmasi, daha az invazif olmasi nedeni ile cerra-
hiye Ustinltk saglayabilmektedir.

Anahtar Kelimeler: Leiyomyom, rijid bronkoskopi,
trakeobronsiyal timérler.
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Leiomyomas are benign tumors that occur in smooth
muscle and that can arise in the airway in the absence of
a history of uterine leiomyomas (1). First described by
Frokel in 1909, pulmonary leiomyomas are benign tu-
mors originating in the mesoderm (2,3). The optimum
treatment of leiomyomas depends on the location of the
lesion and the clinical symptoms present (4). In our case,
an endobronchial tumor excised by rigid bronchoscopy
was diagnosed as leiomyoma.

CASE

A 71-year-old non-smoking male patient with a history of
hypertension, type 2 diabetes mellitus and kidney dona-
tion were admitted to the Department of Chest Diseases
with dyspnea, an occasional dry cough and no other
symptoms, and a physical examination revealed no re-
markable findings. Pulmonary function test results re-
vealed FEV1 2.6 L (93%), FVC 3.4 L (95%) and
FEV1/FVC 76.4%. A 16x12 mm polypoid lobulated le-
sion occupying the entrance of the left lower lobe bronchi
(Figure 1) was identified on thorax CT, while fiberoptic
bronchoscopy revealed a polypoid, soft, non-vascular
and mobile endobronchial lesion originating in the lateral
wall of the end of the left main bronchus that was almost
completely blocking the lumen (Video 1, Figure 2). PET-
CT confirmed a very low FDG uptake (11x16 mm, SU-
Vmax: 2,7), and no findings compatible with metastasis.
Since the lesion had a narrow base and did not extend
beyond the bronchi, it was electrocauterized via rigid
bronchoscopy using a 30-watt cautery, during which the
base of the lesion was captured with a snare and almost
all of it was resected (Video 2). The presence of neo-
plastic cells that stained positively with desmin and H-
Kaldesmon and negatively with ALK, CD34 and S100
confirmed the diagnosis of leiomyoma. A thorax CT con-
ducted 1 month after the procedure revealed no lesion
within the lumen. The patient was scheduled for follow-up
of symptoms with a physical examination and imaging
procedures every 6 months.

Figure 1: Tumor in the distal left main bronchus on Thorax CT
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Figure 2: Appearance of Endobronchial Leiomyoma in Fiberoptic Bron-
choscopy

DISCUSSION

Leiomyomas are benign tumors comprised of smooth
muscle cells that are immunohistochemically stained by
actin and desmin. They are usually well-circumscribed
and larger than 1 cm (5,6) and may also affect the res-
piratory system in rare cases, originating from pulmonary
parenchyma, as well as the airways (7). Leiomyomas
occurring only in the lung are referred to as primary pul-
monary leiomyomas (PPL), and as benign metastasizing
leiomyoma (BML) if found in the lungs of women with a
history of uterine leiomyoma (1,4). Although they can
radiologically be confused with malignant lesions, they
can be pathologically proven to be benign based on a
low mitotic index and no evidence of invasion.

Pulmonary leiomyomas are referred to as endobronchial
when they emerge in the proximal airways (up to the
segmental level), and as parenchymal when they origi-
nate in peripheral airway tissue and spread to the rest of
the lung (8). The most common symptoms of endobron-
chial leiomyoma are cough, wheezing, dyspnea, chest
pain and recurrent respiratory infections, and may be
misdiagnosed as asthma, reflux and post-infectious
cough due to such non-specific symptoms. Their local
effect can cause atelectasis by blocking the bronchus in
their location and can lead to post-obstructive pneumo-
nia (4), and some patients may also experience hemopty-
sis (4,9,10). In two-thirds of patients with PPL, the condi-
tion manifests as an endobronchial lesion in the proximal
airways. There are as yet no published guidelines advis-
ing on the management of endobronchial leiomyomas.
Resections may vary depending on the size and location
and the relationship between the lesion's base and the
airway wall. Rigid bronchoscopy is a well-established
method that facilitates the resection of endobronchial
tumors while protecting airway patency (4,11). In cases
with narrow-based lesions, advanced bronchoscopic
techniques such as electrocautery, laser and argon plas-
ma coagulation may be used during rigid bronchoscopy
to resect the tumor (12). Surgical resection is the general-

7
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ly preferred technique for wide-based lesions, endobron-
chial lesions, tumors located in the distal bronchial tree
and parenchymal tumors (4). Prognosis is, on the whole,
favorable following the full excision of the lesion (4,10—
12), although patients should be followed up at regular
intervals to confirm that no recurrence has occurred (7).

CONCLUSION

PPL, as one rare tumor of the tracheobronchial tree, may
present with symptoms such as cough, dyspnea, hemop-
tysis and chest pain resulting from the local effect on the
tree, although they may also be detected incidentally on
thorax imaging. The bronchoscopic appearance of the
lesion should raise suspicion for diagnosis and guide the
appropriate treatment option. The endobronchial ap-
proach stands out as the optimum approach to narrow-
based lesions due to lower tissue loss than with surgery.
PPL can be followed radiologically or undergo broncho-
scopic or surgical resection, depending on the clinical
manifestations. Assessment of treatment options should
consider the impact.
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