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Introduction: Tracheobronchopathia Osteochondroplastica (TPO) is a rare disease that
is characterized by bony canals located on the cartilage ring. We here report one case
of tracheobronchopathia osteochondroplastica.
Case Report: A 64-year-old female patient was admitted to the hospital with a productive
cough, sputum, and fever for ten days. Her chest CT scan showed mild thickening and
irregularity associated with calcification in the trachea wall and main bronchus. The patient
had rheumatoid arthritis, and after consultation with a rheumatologist, she received
pneumonia treatment and then underwent bronchoscopy.
Conclusion: TPO is a rare, benign disease with slow progression. Physicians should be aware
of TPO and should consider it in patients with chronic cough and respiratory infections.

Introduction

T

racheobronchopathia Osteochondroplastica
(TPO) is a non-malignant idiopathic disease
that affects large airways. TPO is characterized by bony diffuse or focal canals located
on the cartilage ring. Nodules in the anterior
and lateral walls sometimes penetrate the
main bronchus, even rarer to the larynx [1]. In some
cases, the densely calcified glucose nodule breaches the

tracheal lumen [2]. However, most TPO patients were
asymptomatic throughout life. The relapses of chronic
pneumonia with exacerbation of airway obstruction
may appear with symptoms such as dyspnea, hoarseness, persistent and productive cough, and hemoptysis
[3, 4]. Wiki first described TPO in 1867 [5]. About 400
cases have been reported all around the world. In this
article, one case of TPO is reported.
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Case Report
A 64-year-old female was admitted to the hospital
with a productive cough, sputum, and fever for ten
days. The patient had a history of heart failure and angiography, although she baked bread and wove carpets
in the past. There was no such history as hemoptysis,
past medical history, paroxysmal nocturnal dyspnea, or
other pulmonary problems. The remainder of the history was unremarkable. On physical examination, crackle
was heard in the right lung. A chest CT scan showed mild
thickening and irregularity associated with calcification
in the trachea wall and the main bronchus (Figure 1).
The cause of pneumonia was the relative stenosis of
right middle lobe lumen bronchus with one of the nodules, and bilateral peribronchovascular and interlobular
septal thickening have been seen (Figure 2). The culture

of bronchoalveolar lavage in the patient was Klebsiella
susceptible to levofloxacin.
Bronchoscopy showed nodularity in the trachea, and
in the Right Middle Lobe (RML), laser photoablation
was done (Figure 3). In the bronchial biopsy, moderate
inflammatory cells were seen with infiltration of lamina propria composed of plasmacytes and eosinophils,
and the surface epithelium reveals benign squamous
metaplasia (Figure 4). Also, the patient had rheumatoid
arthritis, so we consulted with a rheumatologist. The
patient received pneumonia treatment and underwent
bronchoscopy.

Figure 1. Chest CT scan (mediastinal view): Mild thickening and irregularity association with calcification in trachea wall and main bronchus

Figure 2. Hest CT scan: Stenosis of Right Middle Lobe (RML) lumen bronchus with one of the nodules and bilateral peribronchovascular and
interlobular septal thickening and air bronchogram in RML.
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Figure 3. Bronchoscopy images of the patient

Discussion
TPO is an unusual disorder of the cartilaginous tracheal wall, and its incidence is unknown. TPO is significantly more serious than we previously considered. The
risk of TPO in men is three times higher than women [6]
and is usually diagnosed in the sixth or seventh decade
of life, except in one case that was detected in a 9-yearold child [7]. In a study that examined bronchoscopy in
8760 patients aged 6 years and older, 10 cases of TPO
were diagnosed, and their average age was 51 years,
and most of them were male [6]. Chronic infection, congenital anomaly, chemical or mechanical irritation, de-

generative or metabolic abnormalities, and genetic predisposition are all factors that can lead to developing
TPO [8]. However, the exact cause of TPO is unknown.
As we know, the TPO is limited to the trachea and
main bronchi but does not include the lungs and other
organs. Changes in mucosal surfaces and secretions
lead to the recurrence of inflammation and infection.
The main complaints are chronic cough and hemoptysis, even dyspnea, and wheezing is occasional [9].
TPO detection is mainly based on the CT scan, bronchoscopy, and histopathologic examination. Computed

Figure 4. Pathology of bronchial biopsy
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tomography of the chest shows irregular thickening and
calcified abnormalities that reach the lumen of tracheobronchial. Nodules commonly emerge from the anterior and lateral sides of the inner tracheal wall. Although
these lesions may extend from anywhere into the larynx
and the peripheral bronchus, they are usually seen in
the distal two-thirds of the chest and proximal bronchi.
Because these nodes are formed from the cartilage, the
chamfer’s membrane wall is typically disconnected. This
separation is essential for distinguishing other diseases,
such as diabetes, tracheobronchial amyloidosis, and
Wegener granulomatosis disease [10].
Bronchoscopy is the most common diagnostic tool for
this disease. The nodes are hard and show with gritty
sensation while the scope is passing through the lumen [11]. The tissue, usually exhibits osseocartilaginous
changes with normal epithelium, while cartilage and
bone tissue intervening bone marrow [12]. Amyloidosis,
endobronchial sarcoidosis, tuberculosis, papillomatous,
bronchial, and tracheal tumors should be considered as
a differential diagnosis for TPO [13].
Treatment is rarely needed, except in patients with
severe airway obstruction and debilitating symptoms.
The purpose of conservative treatment is maintaining
air humidity, controlling infection, and avoiding air disinfection agents [8, 14]. The optimal treatment is still
controversial.
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