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Lung hamartoma - diagnosis and Treatment 

of benign lung tumors with an inci-
dence of between 0.025% - 0.32% ac-
cording to different necropsy studies 
(1). They constitute 75% of all benign 
lung lesions (1). It hasn’t been proved 
that race or smoking habit increase the 
frequency of pulmonary hamartoma 
but it has been noticed that hamarto-
mas occur more in men than women 
(2:1 or even 3:1) (2). The peak incidence 
is between the fifth and sixth decades 
(1, 2). The exact etiology of pulmonary 
hamartomas is unknown, although 
several theories have been postulated, 
including that these hamartomas re-
sult from hyperplasia of normal lung 
tissues, a cartilaginous benign neo-

plasm, or a response to inflammation 
(3). Usually hamartomas are composed 
of tissues that are normally presented 
in lung, including adipose, epithelial, 
fibrous tissue and cartilage. The his-
tology of the parenchymal lesions usu-
ally reveals a predominant chondroid 
differentiation (80%), with fibroblastic 
(12%), fatty (5%) and osseous (3%) dif-
ferentiation making the rest (3, 4, 5). In 
our case it was predominantly made of 
adipose differentiation. More than 90% 
of hamartomas are peripheral and less 
than 10% are located centrally, in the 
connective tissue of small bronchs (4). 
Pulmonary hamartomas are most fre-
quently asymptomatic and typically 
discovered incidentally as coin lesions 
on a routine chest x-ray in size from 1 
cm to 8 cm in diameter in various se-
ries. Occasionally they can be located 
endobronchially but in the begining 
they rarely cause any symptoms, later 
they can cause coughing, expectora-
tion, wheezing, recurrent obstructive 
pneumonias with fever and leukocyto-
sis, even in some cases haemoptisias, 
bronchiectasis, atelectasis, and eventu-
ally destruction of parenchyma distal to 
the tumor occlusion. In our case the size 
of the tumor was 13.3x11.2mm and it 
didn’t cause any such symptoms. Most 
are discovered incidentally on routine 
radiography and require CT scan for 
further evaluation. However, in 30% of 
cases, CT findings clearly indicating a 
benign lesion (calcifications, fat) are ab-
sent, and bronchoscopy, percutaneous 
biopsy, or open biopsy may be necessary 
for definitive diagnosis. Endobronchial 
hamartoma usually appears at CT as a 
lesion with a smooth edge, focal collec-
tions of fat, or fat collections that alter-
nate with foci of calcification (5).

Pulmonary hamartomas have lit-
tle or no malignant potential but they 
have potential of growth. Presented as 
peripheral lesion, they are usually sim-
ply observed after a definitive diagnosis 
but in cases of central localization of the 
tumor treatment usually includes local 
resection through a bronchoscope or a 
bronchotomy incision (3). In our case, 
because of the size and the localization 
of the tumor local resection was impos-
sible and, to prevent obstruction of the 
lung, it was necessary to remove the up-
per left lobe after thoracotomy.

Differential diagnosis would suggest 
bronchogenic carcinoid, Non-small or 
Small cell carcinoma, arteriovenous 
malformation, metastases in lung, lym-
phoma, granuloma, etc. (6). The value of 
our case lies in size and central presen-
tation of this tumor which was inciden-
tally discovered during the treatment 
of contralateral pneumonia. Broncho-
biopsy, performed twice, including safe 
bronchobiopsy also didn’t give positive 
PH verification of hamartoma because 
of the high percentage of fat tissue. The 
localization of the tumor indicated sur-
gical treatment with sleeve resection of 
the main bronch; the possibility of any 
other treatment (cryotherapy, laser) was 
excluded because of the size and local-
ization of the tumor and, therefore risk 
of causing the atelectasis of the lung in 
near future (2). Centrally located pul-
monary hamartoma represent rare case 
of hamartoma that is most often diag-
nosed incidentally in early stage. Due 
to its’ extensive growth, it can easily 
cause an atelectasis of the lung with 
respiratory insufficiency as its’ conse-
quence. Because of the various types 
of tissues that compose this tumor it is 
very difficult to get PH verification by 
bronchobiopsy. In conclusion, in case of 
tumor centrally located, without dam-
aged mucosa, without signs of enlarge-
ment of lymph nodes in mediastinum, 
it should always consider pulmonary 
hamartoma. Our case showed success-
ful treatment of hamartoma with cen-
tral localization.
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Coeliac artery aneurysms are rare and frequently detected incidentally. It is 
usually with associated aneurysms. Herein we present accidentally detected, 
asymptomatic coeliac aneurysm in a patient with acute myocardial infarction. 
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1. INTRODUCTION
A celiac artery aneurysm is a rare 

form of splanchnic aneurysm (1). It is 
usually asymptomatic and is detected 
incidentally during imaging. We pres-
ent a case of incidentally detected celiac 
aneurysm in a patient who presented 
with acute myocardial infarction.

2. CASe RepORT
A sixty-one-year-old man presented 

with chest pain. He had suffered an 
acute myocardial infarction five years 
earlier and was diagnosed with an ab-
dominal aneurysm two years later. 
The results from a physical examina-
tion were normal. Electrocardiogra-
phy showed an ST depression in V1-
V3. Coronary angiography revealed 
total occlusion of an anomalous cir-
cumflex artery (CX), which was small 
in size, arising from the right coronary 
sinus; mild to moderate atherosclerotic 
changes in the left anterior descending 
and right coronary arteries; and aneu-
rysms in the ascending and abdominal 

aortas (Figure 1). No intervention was 
planned because of the small size of 
the CX. The largest transverse diame-
ters of the aneurysms in the ascending 
and abdominal aortas were calculated 
to be 5 cm by cine-angiography. Multi-
slice tomography (MSCT) 
showed, in addition to the 
aneurysms in the ascending 
and abdominal aortas, a sac-
cular aneurysm in the celiac 
artery the maximum trans-
verse diameters measuring 
3 x 2 cm (Figure 2). The pa-
tient was discharged on the 
6th day of hospitalization in 
good condition.

3. DISCUSSION
Celiac aneurysms ac-

count for less than 4% of all 
splanchnic aneurysms (1). 
In 20% of cases, they oc-
cur with associated aneu-
rysms, and in 38% of cases, 
they occur together with 

other splanchnic aneurysms (2). Ce-
liac artery aneurysms mostly occur in 
patients who are sixty to seventy years 
old. The most common etiological fac-
tors include infection, atherosclerosis, 
tuberculosis or syphilis, trauma, fibro-
muscular dysplasia and polyarteritis 
nodosa (3). In our case, the most prob-
able cause of both the celiac aneurysm 
and the ascending and abdominal aorta 
aneurysms was atherosclerosis.

Patients are usually asymptomatic, 
although vague abdominal pain is the 
most commonly reported symptom. In 
cases of rupture, patients might pres-
ent with intra-peritoneal hemorrhage, 
hematochezia, hemoptysis, hemateme-

Figure 1. Invasive angiography image showing coeliac and 

abdominal aneurysm.
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sis or hemothorax (3, 4). In 
our case, the patient had no 
symptoms before the diag-
nosis.

The results from cath-
eter angiography have tra-
ditionally been used to de-
termine diagnosis, but ul-
trasonography, MSCT, and 
magnetic resonance angi-
ography are also useful. In 
our patient, although ab-
dominal aorta aneurysm 
had been diagnosed on the 
basis of ultrasonographic 
results three years earlier, 
the celiac aneurysm was ei-
ther overlooked or not pres-
ent at that time. During the 
coronary angiography, aor-
tography was performed, 
which revealed aneurysms 
in the ascending and ab-
dominal aortas. The largest 
dimension of the abdominal 
aneurysm was 5.0 cm. We 
could not differentiate the 
celiac aneurysm. Instead, 
we thought there were two 
sequential aneurysms in the 
abdominal aorta because 
of the superimposition of 
the celiac axis on the aorta. 
However, MSCT showed 
that the celiac aneurysm 
was just proximal to the ab-
dominal aneurysm.

Conservative, endovas-
cular or surgical treatment 
options have been consid-
ered (5, 6, 7). In 25–20% of 
patients, ruptures develop, resulting in 
a mortality rate of 80% (8). This find-
ing suggests that all symptomatic an-
eurysms, including those that are in-
creasing in size or are larger than 3 cm 
should be considered for surgical or en-

dovascular treatment (3). Surgical treat-
ment has a 5% mortality rate in stable 
patients but can reach 40% if rupture 
occurs (5, 9). In our case, the patient had 
never had any symptoms, but the larg-
est diameter of the aneurysm, which in-

Figure 2. Multi-slice tomography image showing coeliac 

aenursym

Figure 3. Three-dimension image illustrating coeliac and 

abdominal aneurysms

cluded some calcification, was 3.0 cm. 
We chose medical therapy for initial 
management because the patient had 
recently suffered a myocardial infarc-
tion, which meant that surgery would 
have had an increased risk of mortality.

In conclusion, celiac aneurysms 
commonly occur with other aneurysms 
and can be easily overlooked. The mor-
tality rate is high if rupture occurs. In-
vasive angiography has some limita-
tions in discriminating the celiac artery 
from the aorta, but MSCT permits visu-
alization of the aorta and its branches.
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