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ABSTRACT: OBJECTIVE: A case of lithoptysis i.e., coughing out calcified material is reported, 

showing a rare aspect of peribronchial calcified tuberculous lymphadenopathy, eroding bronchial 

wall and resulting in lithoptysis. The Clinical, Pathological and Radiological importance in diagnosing 

and assessment of disease with emphasis on Spiral CT scan as important imaging modality is 

discussed. Infection by Mycobacterium tuberculosis followed by Histoplasma capsulatum is currently 

the main causes of broncholithiasis resulting in lithoptysis2. 
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INTRODUCTION: Lithoptysis was first described by Aristotle, 300 years BC3. It is characterized by 

peribronchial, hilar or parenchymal calcifications slowly eroding the bronchial wall into bronchial 

lumen and resulting in lithoptysis, haemoptysis or symptoms related to bronchial obstruction may 

occur. Under these circumstances careful attention should be paid to the evidence of position, 

number and movement of calcific focus and its relationship to the bronchi4. 

Common infectious etiologies are Tuberculosis, Histoplasmosis5 and other causes are 

Silicosis, Sarcoidosis, Ciliary diskiniasis2 and Chronic bronchiectasis. 

 The present authors report a rare case of lithoptysis in elderly male with a known case of old 

pulmonary tuberculosis presenting at chest OPD, bringing with him coughed out calcified material. 

Chest X-ray and CT chest revealed calcified mediastinal, peribronchial, Hilar calcified nodes and 

parenchymal fibro-calcific lesions. 

 

CASE REPORT: A 65 years old male patient presented in chest OPD complaining of sudden bout of 

cough followed by expelling of hard pellets and red streaky sputum.On examination, his general 

condition is stable. His previous history revealed treatment with ATT for pulmonary Koch’s 5 years 

back. At present he is taking only symptomatic treatment for dry cough. 

The X-ray chest PA and Lateral views (Fig-1a, b) revealed fibrocalcific lesions with haziness in 

both mid and upper zones with multiple calcific lesions in both hilar and perihilar regions and 

blunting of both costophrenic angles suggestive of Pulmonary Koch’s with calcified lymphadenopathy 

and associated pleural pathology. 

Spiral CT chest (Fig-2a, b, c) was performed with findings of multiple paratracheal, 

tracheobronchial, hilar, carinal and peribronchial calcified lesions of variable sizes, situated closely to 

bronchial lumen, suggestive of calcified lymphadenopathy associated with fibrocalcific lesions and 

parenchymal infiltrations with bronchiectasis changes in both upper and middle lobes with minimal 

left pleural effusion - features suggestive of Chronic pulmonary tuberculosis. 

The past history of pulmonary tuberculosis and treatment by ATT 5years back, the above X - 

ray chest and CT chest findings and in view of endemicity of pulmonary tuberculosis in our region, 

the present symptom of lithoptysis is attributed to sequelae of chronic pulmonary tuberculosis. 
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 Multiple calcified lesions in both para tracheal, Tracheo-bronchial and hilar regions (arrows), 

both lung fields show haziness and Fibro-calcific lesions. Blunting of both cp angles. 

 

 

 
 

 

 

 Multiple calcified lesions in both para tracheal Tracheo-bronchial, and hilar regions (arrows), 

both lung fields show haziness and Fibro-calcific lesions and blunting of cp angles. 

 

 

 

 

 

Fig. 1(a): X – ray Chest PA view 

Fig. 1(b): X – ray Chest lateral view 
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 Multiple calcific densities in carinal and both hilar regions (arrows) Pleura shows irregular 

thickening and minimal Lt pleural effusion. 

 

 

 

 
 

 

 

 Multiple calcified densities In carina & hilar regions. Lung parenchyma shows bilateral 

fibrotic lesions and parenchymal calcifications (arrows). 

 

 

 

 

Fig. 2(a): CT chest axial view (mediastinal window) 

Fig. 2(b): CT chest (lung window) 
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 Fig. 2(c): CT chest coronal image, Lung Window - Calcified densities in paratracheal, tracheo-

bronchial, carinal, & hilar regions (arrows) in relation to airways clearly depicted. 

 

 
 

 

 

DISCUSSION: Lithoptysis is a condition in which erosion and extrusion of calcified peribronchial 

lymph nodes into the lumen (Broncholith), which is associated with necrotizing granulomatous 

lymphadenitis. The clinical symptoms most common are chronic cough, fever, haemoptysis and chest 

pain and rarely lithoptysis. The incidence of lithoptysis is 15 – 26%. 

 The important radiological investigations are Plain X ray Chest PA and Lateral views and 

HRCT/Conventional CT chest. X–ray Chest revealed calcified lesions both in mediastinum and lung 

parenchyma and fibrocalcific lesions in lung fields, but failed to show the exact location of 

calcifications in relation to the bronchus. 

Fig. 2(c) 

Fig. 3: Gross specimen of coughed out stones 
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Spiral CT is the modality of choice and proves the relationship of tracheo- bronchial tree to 

the calcified nodes and number of calcifications and also reveals other associated findings like 

atelectasis, obstructive pneumonia, bronchiectasis and Koch’s lesions. Soft tissue lesions and 

malignancy can be ruled out. Difficulty in determining the relationship between lymph node and the 

bronchus is due to volume averaging, which can be decreased by scanning with thinner sections. 6, 7 

 Bronchoscopy is useful to locate and extract broncholiths, but fails to detect adjacent 

calcifications because it is obscured by the inflammatory process. 

 As in our case, with a known clear history and findings of pulmonary tuberculosis we can 

suffice the investigations with single important imaging modality i.e., C T chest. 

Other differential diagnosis are endobronchial infections, calcified fungal balls, endobronchial 

fungal infections,6,7 calcified endobronchial tumours, tracheo-bronchial diseases with mural 

calcifications (Amyloidosis), hypertrophied bronchial artery with intraluminal protrusion. The 

complications are rarely bronchoesophageal or bronchoaortic fistulas. 

The prognosis for lithoptysis is typically favourable and its treatment depends on the clinical 

picture. 

Use of invasive examination and treatment methods depends on locating the stones, its size 

and associated complications. Surgery or bronchoscopic extraction is recommended in selected cases. 
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