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Letters to the Editor

Tracheobronchopathia osteochondroplastica: computed

tomography, bronchoscopy and histopathological findings

Traqueobroncopatia osteocondroplástica: achados tomográficos,

broncoscópicos e histopatológicos

Dear Editor,

A 41-year-old man with history of recurrent airways infection
since his childhood, with chronic coughing and voice hoarseness
for seven years. The patient was referred to undergo laryngotra-
cheobronchoscopy that revealed the presence of whitish nodular
lesions on the anterolateral walls of the trachea and at the most
proximal portion of the main bronchi, whose material was sent for
histopathological analysis (Figures 1A and 1B). Computed tomog-
raphy (CT) showed tiny, subcentimeter, submucosal, sessile nod-
ules, some of them calcified, at the different levels of the trachea,
with predominance in the two lower thirds of the trachea, and also
in the right main bronchus. No significant luminal narrowing was
observed and, typically, the posterior membranous wall of the tra-
chea was spared (Figures 1C and 1D). The patient remains un-
der clinical follow-up with management of symptoms.

Tracheobronchopathia osteochondroplastica is a rare chronic
benign disease, with male prevalence (male:female = 3:1), and
predominantly manifesting between the fifth and seventh decades
of life(1,2). Association with several factors has been reported, as
follows: chronic infections; chemical or medicamentous agents;
degenerative tissue alterations; calcium and phosphorus metabo-
lism disorders; and amyloidosis(3,4).

The disease is generally asymptomatic(1,2,5,6), and therefore,
in most cases, the diagnosis is based on incidental findings at

bronchoscopy performed to investigate other diagnoses or with
therapeutic purposes, or even in series of necropsy(1). In cases of
symptomatic disease, cough is the main finding, present in about
66% of cases.

Generally, laryngotracheobronchoscopy raises the diagnostic
suspicion and the classical finding is the presence of whitish, smooth
and hard nodules, typically on the cartilaginous walls of the tra-
cheal rings and of the proximal portions of the primary bronchi(7,8).

The CT contributes to confirm the diagnosis(4) on the basis
of its findings, namely, thickening of the inner surface of the tra-
cheal cartilage with irregular, sessile nodular lesions, either calci-
fied or not, focal or diffuse, sparing the posterior (membranous)
trachea and leading to luminal narrowing in the affected ar-
eas(1,5,6,8,9). CT is very sensitive to detect the typical calcification
of the nodules, to define the extent and distribution of tracheo-
bronchial stenosis, as well as to characterize complications such
as atelectasis, bronchiectasis, postobstructive pneumonia(5,10).

Histopathological analysis shows that nodules correspond to
submucosal osteocartilaginous growths. There are variable com-
binations of fibrotic, cartilaginous, bone, hematopoietic tissue and
mineralized acellular protein matrix. The epithelium lining such
nodules may be normal, or present with inflammatory or meta-
plastic appearance(5,8).

Some authors consider that bronchoscopic and radiological
findings are sufficient to establish the diagnosis, particularly in
cases where it is difficult to perform biopsy(1,5,8).

The prognosis is good in most of cases and treatment only
will be requested in case of complications, principally tracheal and/
or bronchial stenosis(11).

Figure 1. A: Laryngotracheobronchoscopy:

whitish nodules on the anterolateral walls

of the trachea (arrows). B: Histopathology.

HE, 20×. Foci of squamous metaplasia in

the trachea (arrow). C,D: Axial, contrast-

enhanced chest CT (C) and coronal refor-

mation (D) showing micronodules, some of

them calcified, on the anterolateral walls of

the trachea (arrows).
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Giant pedunculated hemangioma of the liver

Hemangioma hepático gigante pedunculado

Dear Editor,

A previously healthy, 28-year-old woman presenting a palpable
mass in the right hypochondrium for 3 years, evolving with local
discomfort over the last 20 days. Ultrasonography (US) demon-
strated an expansile mass best characterized by computed tomog-
raphy (CT) and magnetic resonance imaging (MRI) which showed
a well defined solid mass in continuity with the liver by a thin pedicle
originating from the segment V and caudally extending towards
the pelvis, measuring 18.0 × 9.4 × 5.2 cm, with features and pat-
tern of enhancement suggestive of hemangioma (Figures 1A and
1B). Surgical resection was the treatment of choice because of
the patient’s symptoms and the risks of torsion. The anatomo-
pathological analysis confirmed the diagnosis (Figure 1C).

Hemangioma is the most common benign liver tumor(1–8),
with a prevalence of 0.4–20% in necropsies(1,5–8). In most cases,
hemangiomas are small, asymptomatic and incidentally found at
imaging studies(1,2,5,6).

In spite of the lack of consensus about the dimensions to
define a giant hemangioma, ranging from 4 to 10 cm according
to the literature, it is known that the exophytic presentation, par-
ticularly those pedunculated, are very rare (1–3,5,6). The first case
was reported by Ellis et al. in 1985; and up to 2013, only 24 cases
were described in the literature(1,4).

In almost 50% of cases, pedunculated hemangiomas are
symptomatic at the diagnosis(1) and, likely any giant lesion, may
determine compression of the intrahepatic biliary ducts, vascular
structures or adjacent organs, manifesting with pain, early sati-
ety, hemorrhage, jaundice, nausea and vomiting(1,2,5,6,8). Main
complications include torsion due to a long and mobile pedicle,

Figure 1. A: Contrast-enhanced total abdominal

CT (oral and intravenous contrast-enhancement),

sagittal section, venous phase showing a well

defined mass in the right hypochondrium/flank in

continuity with the liver, presenting with a pattern

of peripheral, globuliform and centripetal enhance-

ment, with a thin pedicle originating from the seg-

ment V. B: Coronal MRI, T1-weighted SPGR, at

delayed phase showing homogenization of the

lesion and identifying a pedicle contiguous with

the liver parenchyma (arrow). C: Surgical speci-

men of the reddish blue pedunculated lesion with

cirrhotic appearance, showing pedicle contiguous

with the liver parenchyma.
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