
351

To The Editor,

Bronchial atresia is a congenital anomaly where lobar 
or segmental bronchi end bluntly upon an interruption 
and which is accompanied by mucoid impaction in 
the periphery and hyperinflation in the obstructed lung 
segment (1). It is observed generally in the upper lobar 
bronchus and frequently in the apicoposterior segment 
of the left upper lobe (2). It is mostly asymptomatic and 
more common among males (2). 

A 40-year-old female patient presented to the 
polyclinic with complaints of coughing and shortness 
of breath that were present in the past two months, 
but exacerbated further in severity in the past week. 
The physical examination showed more pronounced 
rhoncus in the right side. The patient had received 
treatment for non-specific infections at other centers. 
Furthermore, the results of positron emission 
tomography/computer-assisted tomography (PET-CT) 
obtained by reason of the request of another centre 
were compiled in a report which indicated the 
absence of pathologic uptake. Thoracic CT resulted 
in the observation of a 3 x 3 x 5 cm low-density mass 
lesion adjacent to the major fissure in the posterior 
segment of the upper lobe of the right lung with no 
indication of the bronchus of the same lobar segment 

and the indication of trapped air in the periphery of 
the lesion (Figure 1). Fiberoptic bronchoscopy (FOB) 
showed that the inlet mucosa in the posterior segment 
of the right upper lobe had been narrowed down due 
to external pressure and all other lobar and segmental 
inlets were open. The patient was diagnosed 
radiologically and clinically with atresia in the 
posterior segment of the upper lobe of the right lung. 
As the patient’s complaints did not recede despite 
bronchodilator therapy, the thoracic surgery 
department was consulted and the patient underwent 
an operation. The operation removed fluid-filled 
cystic lesion and the pathological examination 
indicated it to be lung tissue featuring emphysematous 
changes. Post-operative thoracic CT indicated smaller 
dimensions for the low-density mass when compared 
to that in the pre-operative phase (Figure 2). The 
patient has been on follow-up at our polyclinic for 
the past two years and currently has no complaints. 

Bronchial atresia in an adult  
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Bronchial atresia is a rare anomaly of the bronchial 
tree. The separated part is filled with bronchial 
secretion and expands into a cystic structure and/or 
mucocele (3). It mostly creates a mass- or nodule-like 
image in the chest radiography. The symptoms  
generally result from infection or compression exerted 
by, mucocele and/or cystic structure on the bronchi. 
The present patient also had localized rhoncus and 
shortness of breath due to compression of upper lobe 
bronchus. A study evaluating eighty-six bronchia 

atresia cases has determined recurrent infections in 
21%, shortness of breath in 12% and coughing in 5% 
of the cases and reported 58% of the cases to be 
asymptomatic (1). The localization is frequently 
observed to be in the left upper lobe in 64%, in the 
left lower lobe in 14% and in the lower lobe in 8% of 
cases (4-6). The literature reports increased incidence 
in the male sex, among new-borns or in middle-aged 
individuals (1,2). Our patient was female and the 
atresia was located in the posterior segment of the 
right upper lobe. 

The coexistence of typical findings such as mucocele, 
segmental hyperinflation and hypervascularity are 
diagnostically determinative (5). Most cases exhibit 
hyperinflation and hilar mass together. The cause of 
hyperinflation is the accumulation of the air inhaled 
through the collateral paths in peripheral areas of the 
lung (4). The patient had a mass due to the formation 
of mucocele and trapped air in the pulmonary areas 
immediately behind the mass. FOB led to the 
observation that the inlet of the posterior segment 
had been narrowed down due to the external 
compression, but other bronchial systems were 
open and normal. Similar to the cases of Gohil et 
al., pathologic FDG uptake of the lesion was not 
determined in PET-CT of our patient. Bronchial 
atresia may resemble a number of pathologies 
including tumours, allergic bronchopulmonary 
aspergillosis (ABPA), arteriovenous malformations, 
pulmonary sequestration and bronchogenic cysts 
(8). Magnetic resonance imaging (MRI) is quite 
useful in differentiation of atresia from vascular 
lesions. ABPA and arteriovenous malformations are 
not associated with increased aeration in the 
periphery of the lesion (2). Asymptomatic bronchial 
atresia is generally followed up without any course 
of treatment. The choice of treatment for symptomatic 
patients is surgery. The present patient was also 
subject to surgical treatment due to the persistent 
nature of the symptoms. 

In conclusion, it should be considered that lesions 
radiologically observed as masses do not necessarily 
have to be malignant tumours. The being lesion of 
bronchial atresia may be diagnosed with the 
observation of increased aeration around the 
periphery of mass-like lesions in thoracic CT and lack 
of pathologic FDG uptake in PET-CT. Therefore, these 
diagnostic tools may prevent unnecessary invasive 
procedures.

Figure 1. Preoperative thoracic CT.

Figure 2. Postoperative thoracic CT.
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