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Coexisting granular cell myoblastoma and squamous carcinoma of the bronchus
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Granular cell myoblastoma is a rare tumour of uncertain _
origin. The tongue, subcutaneous tissue, and breast are
the sites most frequently affected, but almost every body . l.I..
tissue has been involved; the lower respiratory tract
being very rarely affected. The growth is usually single
but multiple tumours occur in approximately 10% of
cases. A variety of unrelated neoplasms are found in
approximately 13% of these patients.' This communica-
tion reports the rare, and possibly unique, occurrence of
a granular cell myoblastoma of the left main bronchus
coexisting with a squamous carcinoma of the right major N.

airway.

Case report

A 58-year-old Black man was admitted to hospital
complaining of cough, intermittent haemoptysis, and
central chest pain for five months. He had no other
symptoms. For most of his adult life he had been a pipe-
smoker. He had never smoked cigarettes. Examination
revealed an emaciated man with clubbing of the fingers
and clinical signs of a collapsed left lung.
A chest radiograph (fig 1) confirmed the clinical

findings. Cytological examination of the sputum revealed
the presence of markedly atypical metaplastic cells.
Bronchoscopy demonstrated a whitish tumour mass in
the left main stem bronchus which occluded the lumen.
The mucosa of the right bronchus just distal to the carina
looked irregular. Biopsies were taken of the tumour in
the left main bronchus and of the irregular right bronchial
mucosa. The histological features of the tumour in the
left bronchus showed normal respiratory epithelium
without pseudoepitheliomatous hyperplasia. Underlying
the epithelial surface were granular cells with small dark
nuclei, large fusiform cells with elongated nuclei, and
other cells with eosinophilic cytoplasm (fig 2); features
compatible with the diagnosis of a granular cell myo-
blastoma. Histological examination of the specimen from
the right main bronchus revealed an infiltrating,
moderately well-differentiated squamous carcinoma.
The treatment of this patient was problematic. The

proximity of the squamous tumour to the carina contra-
indicated surgical therapy, leaving radiotherapy as
the alternative. The myoblastoma could have been re-
moved via a transthoracic bronchotomy, by endo-
bronchial resection, pneumonectomy, or lobectomy.
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Fig 1 Posteroanterior radiograph illustrating the
collapsed left lung. The mediastinum is shifted to the
left. The right lung is hyperinflated.

Pneumonectomy and lobectomy were rejected in view of
the presence of an inoperable associated squamous
carcinoma. Endobronchial resection was considered
the most appropriate treatment, but was rejected by the
patient. Radiotherapy was not considered as the myo-
blastoma is unresponsive. The patient died two weeks
after admission.

Discussion

The granular cell myoblastoma is one of the rarest
tumours of the bronchus. It occurs in the subsegmental,
segmental, or main stem bronchi causing symptoms as
a result of airway obstruction. Other manifestations
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Fig 2 Normal respiratory epithelium overlying the

granular cell myoblastoma as described in the text.
Periodic Acid Schiff stain. Original magni.fication
x 180.

include haemoptysis, dyspnoea, cough, and chest pain.2

These non-specific clinical features and the variable

endoscopic findings make a clinical diagnosis difficult.

The cytological characteristics of exfoliated granular

cells and their differentiation from respiratory epithelial

cells and macrophages has been described. These cells

may be found in sputa, bronchial washings, or brushings

and could suggest the diagnosis.3 Most myoblastomas

are benign and spread by local extension. Very rarely

malignant transformation occurs and distant metastases

are possible. Of particular interest is the propensity of

this tumour to induce atypical hyperplasia in the over-

lying epithelium, making differentiation from squamous

carcinoma difficult. It has been suggested, therefore, that

squamous carcinoma should never be diagnosed in the

presence of granular cell myoblastoma.4 There are,
however, reports of these two tumours coexisting-one
of a squamous carcinoma and granular cell myoblastoma
of the larynx,5 one of a laryngeal carcinoma arising at the
site of a previously excised myoblastoma,' and one of an
endobronchial myoblastoma with a coexisting epider-
moid tumour of the opposite lung.6

Despite the presence of two physically distinct and
separate growths, with different histological features,
consideration was given to the possibility of local sub-
mucosal extension of the myoblastoma into the right
major airway with induction of epithelial atypia mimick-
ing squamous carcinoma in the overlying epithelium.
The histology of both specimens were reviewed in the
light of the above possibility and the latter consideration
excluded. Thus two synchronously occurring tumours
were present, an infrequent occurrence, occurring in less
than one per cent of lung cancers.
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