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Abstract 

A 31-year-old white male with a known history of colon carcinoma was referred to the 

Interventional Pulmonary service for right lower lobe infiltrates and mucous plugging on 

computed tomography with concern for pneumonia. Bronchoscopy was performed revealing 

a broad based mass completely obstructing the bronchus intermedius. It was possible to 

pass a probe into the right lower lobe, and subsequent photoablation and mechanical 

debulking revealed that the mass was arising near the origin of the superior basal segment 

of the right lower lobe (RB6) and could be resected. Pathology confirmed this was consistent 

with the patient’s known primary colon carcinoma. The potential for endobronchial 

metastasis in patients with colorectal carcinoma should be investigated in those patients with 

new or worsening pulmonary symptoms and signs. © 2014 S. Karger AG, Basel 

Case Report 

A 31-year-old white male with a known history of colon carcinoma was referred to the 
Interventional Pulmonary service for right lower lobe infiltrates and mucous plugging on 
computed tomography (CT) with concern for pneumonia (fig. 1). Bronchoscopy was 
performed revealing a broad based mass completely obstructing the bronchus intermedius 
(fig. 2). It was possible to pass a probe into the right lower lobe, and subsequent photoabla-
tion and mechanical debulking revealed that the mass was arising near the origin of the 
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superior basal segment of the right lower lobe (RB6) and could be resected (fig. 3). 
Pathology confirmed that this was consistent with the patient’s known primary colon 
carcinoma.  

Discussion 

The incidence of endobronchial metastasis is reported to be about 2–28%, with the 
actual prevalence most likely much higher, as bronchoscopic inspection is not often 
routinely performed without symptoms or radiographic findings such as in our case [1–4]. 
Endobronchial metastases are most frequently observed in patients with breast, colorectal, 
and renal cell carcinoma, with colorectal cancer thought responsible for 12–26% [1–6]. 
According to a classification scheme described by Kiryu et al. [7], the development of 
endoluminal metastasis has been described to originate from different modes of progres-
sion. They proposed four developmental schemas characterized as type I, which is repre-
sented by direct metastasis to the bronchus; type II, with bronchial invasion by a parenchy-
mal lesion; type III, which is described as bronchial invasion by mediastinal or hilar lymph 
node metastasis, and finally, type IV, where peripheral lesions extend along the proximal 
bronchus. Our patient most likely represented involvement classified as type I.  

Although frequently asymptomatic (52%), endoluminal metastasis may commonly 
present with cough, wheezing, dyspnea, and hemoptysis [8]. Endoluminal metastasis may 
signal slow disease progression and have a median lag time of up to 5 years or more 
dependent upon the underlying primary malignancy [8–10]. Patients with colorectal 
carcinoma have a median age of 60 years (range 36–86), with our patient being one of the 
youngest patients reported with this complication. Patient survival is reported to be 70 
months (range 23–245) with greater than 5-year survival in 54%, however, with a median 
survival following diagnosis of endobronchial metastasis reported to be 14 months (range 
3–40) [4]. 

Appropriate diagnosis should be performed to exclude the potential of a second primary 
cancer. Endobronchial biopsies are easily obtained; however, as certain tumors are noted for 
a propensity toward significant bleeding, such as renal cell carcinoma and melanoma, initial 
sampling may easily be performed by means of endoluminal needle aspiration described by 
Wang et al. [11]. Interventional pulmonary techniques are able to benefit up to 93% of these 
patients, with a low mortality (5/1,000) [4, 12]. 

The potential for endobronchial metastasis in patients with colorectal carcinoma should 
be investigated in those patients with new or worsening pulmonary symptoms and signs. 
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Fig. 1. CT scan of the chest with density in bronchus intermedius. 

 

 

 

Fig. 2. Bronchus intermedius mass. 
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Fig. 3. Bronchus intermedius after endobronchial debulking. 
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