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Chronic cough: tracheobronchopathia osteochondroplastica

Chun-Chieh Huang MD, Chin-Chi Kuo MD

52-year-old woman was referred for evaluation of a

persistent dry cough and episodic hemoptysis of

about 20 years’ duration. These symptoms were
thought to be caused by chronic laryngopharyngitis and had
been treated with various antitussive agents. Her medical
history was otherwise unremarkable, and physical examina-
tion showed no abnormalities.

Serial chest radiographs over the years had been normal.
Multidetector computed tomography (CT) of the chest
showed multiple calcified nodules protruding from the
anterolateral wall of the trachea and sparing of the posterior
tracheal membrane (Figures 1A and 1B). These projecting
spicules involved the whole length of the trachea and did not
obstruct the lumen (Figure 1B). Three-dimensional volume-
rendered imaging, functioning as virtual bronchoscopy (Fig-
ure 1C), delineated the distinct nodular mucosa of the antero-
lateral tracheal wall and its extent. These findings were
confirmed with conventional fibreoptic bronchoscopy. On
microscopy, sections of the spicules showed bronchial carti-
lage and lamellar bone negative for amyloid staining, which
was compatible with a diagnosis of tracheobronchopathia
osteochondroplastica.

Tracheobronchopathia osteochondroplastica is an uncom-
mon disorder of unknown cause. Incidence rates range from 1
in 125 to 1 in 6000 patients, as judged by in vivo bron-
choscopy.! It has been reported that 54% of patients with this
disease have chronic cough.? The diagnosis is usually estab-
lished with bronchoscopy to assess lack of response to usual
medical therapy. Chest CT may show multiple sessile submu-
cosal nodules with or without calcification along the cartilagi-
nous portion of trachea. However, CT is not sensitive enough
to detect milder forms of the disease.! Bronchoscopy is useful
for ruling out other causes based on findings from computed
tomography, such as amyloidosis, sarcoidosis or infection.!

Although tracheobronchopathia osteochondroplastica is
generally a benign disease that progresses very slowly and
needs no specific treatment,® it has been reported to cause res-
piratory insufficiency from tracheal stenosis, which requires
surgical intervention.*
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Figure 1: Chest multidetector computed tomography in a 52-
year-old woman with chronic cough. Transaxial section shows
multiple calcified nodules at the anterolateral wall of the tra-
chea (A), and sagittal section of the trachea shows typical spar-
ing of the posterior membrane (B). Three-dimensional volume-
rendered imaging, functioning as virtual bronchoscopy, shows
protruding nodules along the whole trachea (C); the nodules
look like stalactites (insert).
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