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Abstract

undear whether it & @usal or casual

A T0-vear-old man was admitted for severe hypoxia, heemophysis and cough Chest-¥-ray and CTscan indicated a
right-lower-lobe collapss. Emnchoscopy showed its ooclusion by whitish derse muous. Aspiration revealsd a
Bronchial Cast (B0 and a stenatic and inflamed orifice of the right-lower-lobe-brondhus which was biopsied.
Histopathalogic examination of BC showed fibrin with miphocytes and newtrophils, and, surprisingly, also the
presence of lung cancer. Although the assodation betwesn BC and benign, mymoid-soft-fissue, tracheabranchial
turmicrs has been described, the amodation with lung cancer has not previously been reported, and it remains
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Backg o und
Bronchia]l Cast (BC) B a compleatdon of wneertaln
pathogenesis and s often assochited with diseases in-
volving mucus hypesecretion The organkzation of the
mucus into the shape of the trachechrondhial tree, also
known as plstic bronchitls, sccasionally leads to acute
respiratory falure.
BC formation is not very rare, but the asticlogy is mme-
ly evident despite a long list of differential diagnoses [ 1].
The asmociation of BC with a hidden lung cancer has
not previously been describad.

Case presentation

A T0D-vear-old man with 2-month history of dwst trauma
presented with dyspnea, hemoptysis, and productve
dense cough. He was an ex smoker (30 dgaret tes/day).
The patlent had suffered from recurrent chest [nfectons
in the last two months. He was admlited because of de-
saturation with hypoxia, and artedal blood gas analysis
evidenced: pH 748, pC0: 39 mmHg, pOs 49 mmHg and
Sp0y 87%. Chest X-ray showed an opacity in the right-
lung base (Figure 1). The CTscan confirmed the presence
of the right lower lobe collbpse Sputum esaminstion
identfied Corobacterfewndll and Stapldococcis aurens
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Symptoms did not improve affler & Vmin oxygen and
intravenous antibiotic therapy.

Bronchoscopy was subsequently pedomed to evaluate
possible alterations of bronchial alrways. The orifice of
the right lower lobe was occluded by a white phlegm
with dense consigency. [t was too dense to be aspirated
through the bronchoscopic dannel and therefore it was
rermoved stuck on the distal end of the bronchoseope.
When it was immesed in normal saline the “phlegm”™
fAeated in the solution, and a BC appeared (Figure 2}

The arifice of the apical segment of the lower lobe was
iperemle, edematous and stenote, and blopdes were
perdformed. Surprisingly, athough the BC showed findings
af essinophilia and neutrophillic infiltmton, the branchtal
biopsy showed the presence of non small cell lung cancer.

Gross examination of the BC showed a whitish, rubbery
cast in the shape of the bronchial tree (Figure 1), Histo-
pathologic examiration of the BC revealed mucus and
fibdn with enmeshed red blood cells, lymphocytes, few
neutrophils, and foamy macrophages. Resulis of smears
and cultures for fung and mycobacteda were negative.

Discussion

Casts may shape al any point in the tracheobrondhial
tree, with reradcable examples of casts beardng perfectly
defined bronchial branches. Bronchial casts are dassified
as type | (cellular) or type I (acellular) [2]. Type | casts
occur in the lung inflammatory Famewodk and consst
mainly of fibrin and inflammatory celle. Type [ casts are
seen more commonly in patents with a history of

& 0 2 Miglions o al; Boansag Bodved Conal Lod This & am Opean Aooes amhd o Jikari bunad undkar dhe tams of tha (aatve
Commans: Aoribo on Line ne (REpe craative Cormimons. oGl cansias B0, whichs panmi 2 uima aric nad usa, e buion, amd
Fa ErodrT o i any macim, prosided e ariginal wark |5 proper y oo



Migliore et al. Multdizdplinary Bespimtory Medicine 2012, 7243
hipd/wanmrmpournelcom/content/7/1/43

Figure 1 Frontal chest radiograph showing right lower lobe |
wilapse.

-

pallistive surgery for congenital cyanotic heart disease,
and consst of mucin without inflammatory Infiltrate. In
our patient the occurrence of mucus and fibrin with
lymphocytes, few neutrophils, and foamy macrophages
clearly suggests that it was a type [BC It was surprising
to find an underlying lung cancer, really discovered by
chance.

Bronchial casts may have different origin and in our
case it may be considered & a type of plastic bronchitis
given that it had moulded to the figure of the right lower
lobe.

Bronchial cast formation is not very rare, but the
aetiology is rarely evident despite the long list of

Page2of 3

differential diagnoses. The organization of the mucus
into the shape of the tracheobronchial tree, also known
as plastic bronchitis, occasiomally leads to acute respira-
tory failure. To the best of our knowledge the ssoclation
of BC with a hidden lung cancer has not previoudy been
described.

Plastic bronchitis & wsually associated with diseases
that involve bronchial hypersecretion, like pneumonta,
diphtherta, tuberculosis, asthma inhalation of foreign
bodies, allergic bronchopulmonaryaspergillosis, pulmon-
ary hemorrhage, bronchiectasks, ¢ystic fibrosis, chronic
bronchitls, cardiac valvular abnomalities, and amyloid-
osis [11. When it cannot be related to any of these en-
tities, it is considered Idiopathic. It is therefore dear that
without the bronchial blopsy, the cast removed by us
would have been considered idiophatic.

There are no standardized treatments for BC, likely
due to the small number of cases, therefore the evidence
remains anecdotal and not irrefutable [3]. The reported
treatments Include bronchodilators, antiblotics for bac-
tenial infection, hydration, chest physiotherapy, postural
drainage, and bronchoscopic removal of casts. Kruger
et al. point out that acute respiratory fallure, presenting
with wheezing and thoracic alr leakage refractory to
standard asthma therapy, should raise the suspicion of
cast bronchitis, and suggest that urgent bronchoscopy or
VATS be performed [3-6].

Conclusions

Although the association between BC and a benign myxoid
soft-tissue tracheobronchial tumor has been described
[6], the association with a lung cancer has not previously
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Figure 2 Macroscopic whitish, rubbery bronchial cast of the RLL fioating in nomal saline. 6 i) medal, 804 peal wuperior, 87a
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been reported, and it remains unexplained whether this
association is causal or casual.

Our finding demonstrates that the presence of a bron-
chial cast imposes the necessity to perform a target
biopsy to exclude the potential concomitance of a hidden
lung cancer.
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