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Bronchopathia Osteochodroplastica Mimicking Lung Malignancy

In Jae Oh, M.D*, Yoo Duk Choi, M.D.**, Song Choi, M;D.***, o
Soon Jin Kim, M.D****, Kyu Sik Kim, M.D.*, Sang Yun Song, M.D.***

Tracheobronchopathia osteochondroplastica (TO) is an uncommon benign disease of an unknown etiology and it af-
fects the cartilaginous walls of large airways. Most cases of TO have been reported to involve the lower two-thirds
of the trachea and the proximal bronchi. Unlike the usual cases of TO, exclusive bronchial involvement and the
formation of a solitary mass are very rare. We experienced an unusual case that had exclusive bronchial involve-
ment and the formation of a solitary mass and this all mimicked lung malignancy. After surgical resection, we
were finally able to diagnose the mass as bronchopathia osteochondroplastica. ‘ :
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CASE REPORT

In October, 2009, a 61-year-old woman presented with a
3-month history of cough and intermittent blood-stained
sputum. She had frequently experienced symptoms of a com-
mon cold. She was a non-smoker and house keeper. She had
been medicated captopril as an anti-hypertensive drug. On
physical examination, the blood pressure was 130/70 mmHg,

pulse rate 89/minute and respiratory rate 20/minute. Mild de-
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creased breath sounds were noted at the left lower lung
fields. The chest CT showed a segmental consolidation and
atelectasis containing a fluid bronchogram in the ante-
romediobasal segment of the left lower lobe with several en-
dobronchial calcified nodules and bronchial obstruction in the
proximal segmental bronchus (Fig. 1A). A fiberoptic broncho-
scopy showed normal tracheal mucosa. The left lower lobar
bronchus was totally occluded by a hard irregularly lobulated
mass that was difficult for mucosal biopsy (Fig. 1B). The

sk Y S

Department of Pulmonolgy, Chonnam National University Hwasun Hospital

gty Y Welot
Department of Pathology, Chonnam National University Hospital
oSy odael o)

Department of Radiology, Chonnam National University Hospital
e P EEEUEE ST

Department of Thoracic and Cardiovascular Surgery, Chonnam National University Hospital

EEATY 20109 9¥ 119, =EFAY
AQARL : 4-E (519-763) A BT s UA

220104 9% 189, AAETA : 20101 99 26
g 160 %], =Gl gEe] g

(Tel) 061-379-7664, (Fax) 061-379-7665, E-mail: sysong@jnu.ac.kr

B R AR 0 AR A8 L

AE5AS NRFLI el gl

@ This is an open access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creative-
commons.orgflicenses/by-nc/3.0) which permits unrestricted non-commercial use, distribution, and reproduction in any medium, provided the

original work is properly cited.

— 800 —



L=ely V]
Bronchopathia Osteochodroplastica

Fig. 1. (A) Chest CT represents a segmental atelectasis of anteromediobasal segment of left lower lobe with fluid bronchogram. (B) Bron-
choscopy shows tofal obstructing hard endobronchial mass at the orifice of left lower lobe. (C) The section of the specimen revealed an
endobronchial solid mass (arow) without hemorrhage and necrosis. (D) An endobronchial lesion was predominantly composed of bone tis-

sue with bone marrow components (H&E stain, x20).

bronchoscopic biopsy report demonstrated non-specific infla-
mmation. Although there was no hypermetabolism in *'* FDG
PET/CT scan, we could not mle out for lung malignancy.
Therefore, we performed left lower lobectomy by way of
thoracotomy. The resected tumor was 1.8x1.9 cm-sized soli-
tary calcified mass attached at the orifice of basal segment of
the left lower lobe (Fig. 1C). On microscopic examination re-
vealed an endobronchial polypoid mass, mainly composed of
mature bone having abundant marrow component and mature
cartilage. These features were suggestive for bronchopathia

osteochondroplastica (BO) (Fig. 1D). The patient has been

followed up in stable status with controlling postthoracotomy

pain without recurrence.

Tracheobronchopathia osteochondroplastica (TO) is a rare

disorder of the large airways characterized by the presence of
multiple, very small osseous nodules localized to the sub-
mucosa of the cartilaginous tracheal or bronchial wall{1]. The
lesion has primarily been . reported to occur in the lower

two-thirds of the trachea, and occasionally has been found to
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involve the proximal bronchi as well[1,2]. Unlike the usual
case of TO, it is very rare that exclusive bronchial involve-
ment and solitary mass formation[3,4].

This is the first published Korean case of (BO) that is ex-
clusive bronchial involvement and solitary mass formation
mimicking lung malignancy. The incidence of typical cases of
(TO) at autopsy has been estimated at approximately 3/1,000,
while data from bronchoscopy have varied widely from 1/125
to 1/6,000[5]. The majority of patients have mild respiratory
symptoms, such as a cough, small amount hemoptysis, exer-
tional dyspnea, and wheezing or recurrent tracheobronchial in-
fections[2]. The diagnosis of a (TO) or (BO) can be made by
fiberoptic bronchoscopy; the findings of this disorder are
unique and include multiple osteocartifaginous calcified nod-
ules within the submucosa of the anterior and lateral aspects
of the tracheobronchial tree, and the membranous portions of
the trachea are characteristically spared in contrast to tracheo-
bronchial amyloidosis. The chest CT, MRI or virtual bron-
choscopy can all detect these submucosal nodules in the tra-
chea and main bronchi; in one-half of the cases the nodules
are calcified[6]. In our case, there was no typical multiple
tracheobronchial calcified nodules. Because we could not ex-
clude lung malignancy in imaging studies, surgical resection
was performed. The histopathology showed calcifications,
chondrifications or ossifications of the upper layer of the mu-
cous membranes, The cartilage of the TO nodules could be
distinguished from normal cartilaginous rings; the bone tis-

sues may show bone marrow foci with active areas of hema-

topoiesis[3].

There are no specific treatments for prevention of nodular
formation or progression available to date. The majority of
patients do well with conservative management such as anti-
biotic treatment, mucolytics or medical hemostasis. Surgical
resection would be considered as a treatment in patients with
parenchymal Iung disease resulting from long-standing occlu-

sion of the airway as in our case.

1. Leske V, Lazor R, Coetmeur D, Crestani B, Chatte G,
Cordier JE. Tracheobronchopathia osteochondroplastica: a
study of 41 patients. Medicine (Baltimore) 2001;80:378-90.

2. Nienhuis DM, Prakash UB, Edell ES. Tracheobronchopathia
osteochondroplastica. Ann Otol Rhinol Laryngol 1990;99:
689-94.

3. Shigematsu Y, Sugio K, Yasuda M, et al. Tracheobroncho-
pathia osteochondroplastica occurring in a subsegmental
bronchus and causing obstructive pneumonia. Ann Thorac
Surg 2005;80:1936-8.

4. Doshi H, Thankachen R, Philip MA, Kurien S, Shukla V,
Korula RI. Tracheobronchopathia osteochondroplastica pre-
senting as an isolated nodule in the right upper lobe bron-
chus with upper lobe collapse. J Thorac Cardiovasc Surg
2005;130:901-2.

5. Meyer CN, Dossing M, Broholm H. Tracheobronchopathia
osteochondroplastica. Respir Med 1997,91:499-502.

6. Ingegnoli A, Corsi A, Verardo E, De Filippo M, Sverzellati
N, Zompatori M. Uncommon causes of tracheobronchial
stenosis and wall thickening: MDCT imaging. Radiol Med
2007;112:1132-41.

- 802 —



QO 2

Bronchopathia Osteochodroplastica

¥4
Ot

AR oS-

=z
=2

olJ

o} 29 %
MolbA %3

Al sd713A ol

= 24, 7194
o] RaghE o2

&
L

7]
1BEAESE Al en, F64 24 F 7%

¥ Ao R HaKw gk Y S

s
(]
i
5
M o}
o
N ®
mw 53
hei ol
o+ W
=
T o
B mﬂd
ST B

A 7

iy

7o
ey
oF 5

A
pA

B

R R 50
M %%
TFRNE

ks )

il
<0
klo

— 803 —



