356

Ruiz Jr. RL, Defaveri J, Cataneo AJM, Silva RC, Ribeiro SM, Barros CV

Case Report
Isolated pulmonary chondroma: a case of incomplete
Carney triad?*
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ABSTRACT
A 45-year-old man presented with recurrent pulmonary infection for four years, cough, bloody sputum, yellowish excretion and
nonpleuritic chest pain. Tomography of the chest revealed a calcified nodule occluding the right lower lobe bronchus. A right lower
and middle lobectomy was performed, and the histopathological examination of the bronchi revealed chondroma, a rare pulmonary
tumor usually associated with the Carney triad (pulmonary chondroma, gastric leiomyosarcoma and extra-adrenal paraganglioma),
being the less common of the three components. In the present case, the other two components of the triad were not observed. Since
these components may appear years later, long-term follow-up care is necessary.
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INTRODUCTION
Pulmonary chondroma is a rare neoplasm.(1-6) It
is primarily seen in women and is part of the Carney
triad, which consists of pulmonary chondroma,
gastric leiomyosarcoma and functioning extraadrenal paraganglioma.(1) In describing this triad,
Carney reported four cases involving young women.
He suggested that the concomitant development

of these rare tumors was not random and might
constitute a syndrome. Two years later, he
confirmed this hypothesis when he observed that
fifteen patients under 35 years of age presented
one of the three tumors of the triad and should be
examined periodically in order to diagnose the other
two components.(2) Since then, it has been shown
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Figure 1 - Anteroposterior and lateral chest X-ray: atelectasis of the right lower lobe, characterized by a t-shaped
opacity obliterating the right border of the heart, with flattening of the right hilum and elevated right diaphragmatic
dome

that most patients present only two of the three
components of the triad.(3)
In this study, we report the interesting case of a
man presenting with pulmonary chondroma,
apparently as the only component of the triad.
This study was approved by the Ethics in
Research Committee of the Paulista State University
School of Medicine at Botucatu.

CASE REPORT
A 45-year-old male patient, presented with
cough and yellowish excretion streaked with blood.
He reported continuous, piercing, moderatelyintense chest pain, located in the posterior right
hemithorax, which did not become more intense
upon coughing or in the decubitus position. The
patient had a four-year history of recurrent
pulmonary infections. He stated that he did not
have diabetes, arterial hypertension or cardiopathy.
He had been a smoker for 30 pack-years and was
a social drinker. He denied having lost weight.
Anteroposterior and lateral chest X-rays revealed
signs of reduced volume in the right lower lobe and
blurring of the right cardiac silhouette (Figure 1).
A computed tomography scan of the chest
confirmed atelectasis and revealed a small calcified
lesion in the right lower lobe bronchus (Figure 2),
in addition to bronchiectasis with probable

impacted mucus in the collapsed pulmonary lobe.
Bronchoscopy revealed a vascularized lesion,
totally obstructing the lumen of the right lower
lobe bronchus (Figure 3A), near the middle lobe
bronchus. An endobronchial biopsy was not carried
out due to the risk of bleeding, since a probable
diagnosis of carcinoid tumor was inferred.
Due to the clinical suspicion of malignant
lesion, the patient was submitted to a bilobectomy
of the lower and middle lobes. The postoperative
evolution was favorable and uneventful.
The results of anatomopathological tests
revealed a nodular tumor measuring 1.5 1.0 0.8
cm, totally obstructing the lumen of the bronchus
and easily seen (Figure 3B). The histology revealed
a typical chondroma with central calcification,
bronchial mucous with epithelial metaplasia
covered the luminal surface. Being aware of the
possible correlation with the Carney triad, we carried
out radiocontrast exams of the esophagus, stomach
and duodenum. In addition, we performed
endoscopy of the upper digestive tract and an
abdominal ultrasound, as well as computed
tomography of the chest, abdomen and neck. No
other lesions were found.
Scintigraphy with metaiodobenzylguanidine
(131I MIBG) was used as a test for extra-adrenal
paragangliomas, and none were found. (7)
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Figure 2 - Computed tomography scan of the chest: signs of reduced volume with bronchiectasis in the right lung (A
and B) due to a totally calcified nodule the in the lumen of the right lower lobe bronchus (C and D)

DISCUSSION
The combination of pulmonary chondroma,
gastric leiomyosarcoma and extra-adrenal
paraganglioma constitutes the Carney triad, which
presents some peculiarities.(3) except in metastases,
tumor multicentricity among different organs/
tissues is uncommon. Such multicentricity occurs
among three well-defined organs/tissues: the
stomach, the lung and the central nervous system.
In addition, the syndrome is predominantly found
in young women.
The incomplete triad comprises the pulmonary
and gastric components and was the combination
that Carney found to be the most frequent in his
last study.(3) He observed that 42 (53%) of the 79
patients evaluated presented this combination, and
17 (22%) presented all three components. (3) A
diagnosis of the complete triad, in which the three
components are present simultaneously, is even
rarer.(6) A finding of a pulmonary chondroma in
J Bras Pneumol. 2005; 31(4):356-9

isolation is rare and is almost always accompanied
by one of the other two components.(3) The case
of a Brazilian woman who presented the incomplete
Carney triad, consisting of gastric leiomyosarcoma
and pulmonary chondroma, has been reported.(6)
Reports in the international literature show that
the gastric component is the most frequently
present. This component is characterized by early
onset and local symptoms. Despite progressing
slowly, the gastric component of the triad typically
evolves to lymphatic and hematogenous
abdominal metastases.(3)
Pulmonary chondroma is a benign slow-growth
mesenchymal neoplasm that presents no symptoms
or deleterious effects to the patient and tends to
develop other tumors.(3) Therefore, patients with
this disease should be monitored, clinically and
radiologically, over time. Pulmonary chondroma is
usually diagnosed during preoperative evaluation.
After the anatomopathological diagnosis is
confirmed, radiological monitoring will suffice.
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Figure 3 - Bronchoscopic view: A) Lesion totally obstructing the lumen of the right lower lobe
bronchus. The lumen of the middle lobe bronchus is shown above; B) A "plug" occluding the right
lower lobe bronchus

Surgical treatment is recommended in cases
presenting pulmonary function impairment or other
tumor-related complications.(3)
In radiographic images, pulmonary chondroma
may appear as a single tumor, multiple unilateral
lesions or bilateral lesions. It may affect any lobe
of either lung. In half of the cases reported in the
literature, there was calcification at the time of
diagnosis.(3)
In view of the statistics reported by Carney,(3)
the present case is quite uncommon. The patient
was male and over 35 years of age; the tumor was
central and isolated; and the symptomatology was
atypical. In his most recent study, Carney described
only one patient over 35 years of age, and the
great majority of patients were female (67 of the
79 described). All except one of the patients
studied were asymptomatic.(3) In our patient, the
pulmonary component appeared as an
endobronchial obstructive lesion, leading to signs
and symptoms of pulmonary suppurative disease
with recurrent infections.
Two of the three components of the Carney
triad are malignant tumors with significant rates
of metastases. In addition, since there are long
intervals between the onset and the recurrence of
the tumors, long-term follow-up evaluation is
necessary after the first appearance of the
symptoms. Even asymptomatic patients should be

examined every three years to determine whether
the other components of the syndrome have
appeared. Such examinations should also be
carried out as soon as new symptoms appear.(8-9)

REFERENCES
1. Carney JA, Sheps SG, Go VL, Gordon H. The triad of
gastric leiomyosarcoma, functioning extra-adrenal
paraganglioma and pulmonary chondroma. N Engl J
Med. 1977;296(26):1517-8.
2. Carney JA. The triad of gastric epithelioid leiomyosarcoma,
functioning extra-adrenal paraganglioma and pulmonary
chondroma. Cancer. 1979;43(1):374-82.
3. Carney JA. Gastric stromal sarcoma, pulmonary chondroma
and extra-adrenal paraganglioma (Carney Triad): natural
history, adrenocortical component and possible familial
occurrence. Mayo Clin Proc. 1999;74(6):543-52.
4. Carney JA. The triad of gastric epithelioid leiomyosarcoma,
pulmonary chondroma and functioning extra-adrenal
paraganglioma: a five-year review. Medicine (Baltimore).
1983;62(3):159-69.
5. Wales PW, Drab AS, Kim PCW. An unusual case of complete
Carney's triad in a 14-year-old-boy. J Pediatr Surg.
2002;37(8):1228-31.
6. Moraes MGP, Coeli NM, Menezes JGA. Tríade de Carney.
Rev Col Bras Cir. 2001;28(4):461-3.
7. Myssiorek D, Palestro CJ. 111Indium pentetreotide scan
detection of familial paragangliomas. Laringoscope.
1998;108(2): 228-31.
8. Bladen JC, Moosajee M, Bassett JHD.A tense caseCarney's triad. J R Soc Med. 2004;97(11):540-1.
9. Margulies KB, Sheps SG. Carney's triad: Guidelines for
management. Mayo Clin Proc. 1998;63(5): 496-502.

J Bras Pneumol. 2005;31(4):356-9

