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Fig. 1. a. Lateral radiograph shows parosteal osteosarcoma of distal femur demonstrating radiolucent clevage plane between

tumor and cortex. Note intramedullary extension(arrow).

b. Posteroanterior chest radiograph obtained 10 months after operation shows bronchial thickening with calcification along right
upper lobe bronchus and intermediate bronchus. Magnification of right hilar lesion shows “tramline” appearance and branching

pattern of lesion clearly(arrowheads).

c. Lesion progressed into discrete soft tissue mass with obvious calcification within it at 6 months follow-up. Another lesion with

same pattern developed in left lower lung zone(arrow).

d. On 12 months follow-up study, progression of lesion was noted with large right hilar mass associated with atelectasis of right
lower lobe and pleural effusion. Lesion in left lower lobe progressed into solid calcified mass. Note linear calcifications in left

apical lung(arrow).

e, f. CT scans obtained 28 months after operation shows heavily calcified mass lesions at right hilum extending into right lower
and left lower lobes. Note narrowing of right main, upper loban and intermediate bronchus. There are extensions of calcification
along small airway peripheral to mass lesion(arrows). Polygonal shaped linear calcifications are noted in left apical lung.
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Endobronchial Metastasis of Parosteal Osteosarcoma
: A Case Report’

Gyoo Sik Jung, M.D., Jin Do Huh, M.D., Sam Ok Kwon, M.D.,
Kyung Seung Oh, M.D., Jong Min Kim, M.D., Young Duk Joh, M.D.?

7Department of Radiology, Kosin Medical College, Pusan, Korea

Endobronchial metastasis from extrapulmonary carcinoma, both clinically and radiologically similar in ap-
pearance to a primary lung cancer, is rare.

We present a case of endobronchial metastasis from parosteal osteosarcoma. The first abnormality noted on
the chest radiography was tramline calcification with branching pattern along the right upper lobe bronchus and
intermediate bronchus. This lesion progressed into a solid calcified nodule which increased in size. Another
lesion with same pattern was also observed in the left lower lung zone.
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