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Case Report: Massive Hemoptysis From a Spontaneously Regression Inflammatory Bronchial Polyp
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Background: Bronchial inflammatory polyps are usually treated by surgical operation or with steroids and/or antibiotics, and it is quite rare that such polys spontaneously disappear without any treatment. This report shows a rare case with a bronchial inflammatory polyp which caused massive hemoptysis but spontaneously disappeared without any treatment.

Case Presentation: A 66-year-old man with type 2 diabetes mellitus and a history of cough and asthma suddenly developed massive hemoptysis while smoking and was brought to an emergency room in our institution. In bronchoscopy on admission, a polypoidal elevated lesion was observed in the left upper lobe bifurcation. Pulsatile hemorrhage from a polypoidal elevated lesion was observed upon stimulation of passage of the bronchoscope. Bronchoscopy performed 25 days after discharge showed no evidence of active bleeding and a tendency toward reduction of the elevated lesion. In bronchoscopy performed 106 days after the initial hospitalization, the bronchial inflammatory polyp completely disappeared.

Conclusions: We should bear in mind the possibility of spontaneous disappearance of bronchial inflammatory polyps causing some serious symptoms such as massive hemoptysis and repeated bloody sputum. Finally, we should select the best therapy for bronchial inflammatory polys based on each patient's background and conditions in clinical practice.
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INTRODUCTION

Bronchial inflammatory polyps are non-neoplastic elevated lesions composed of inflammatory granulation tissue and are considered to be a rare disease. Causes of bronchial inflammatory polyps include infection, local chronic inflammation, chronic irritation by airflow, allergic reaction of the airway mucosa, airway foreign body, and idiopathic with no apparent cause. Bronchial inflammatory polyps are often accompanied by local hemorrhage and characterized by symptoms such as bloody sputum, hemoptysis and cough. Since they are usually found as hemorrhagic masses, it is very important to differentiate them from primary bronchial tumors in clinical practice. In general, bronchial inflammatory polyps are treated by surgical operation or with steroids and/or antibiotics, and it is quite rare that such polys spontaneously disappear without any treatment. This report shows a rare bronchial inflammatory polyp which caused massive hemoptysis but spontaneously disappeared without any treatment in a subject with type 2 diabetes mellitus.



CASE REPORT

A 66-year-old man with type 2 diabetes mellitus and a history of cough and asthma suddenly developed massive hemoptysis of more than 1L while smoking 2 days before. After then, he was brought to an emergency room in our institution because of repeated bloody sputum. His smoking history was 60 pack years. At the time of admission, the patient was taking 50 mg of vildagliptin for diabetes mellitus. His height and body weight were 168 cm and 52.9 kg, respectively. His blood pressure, pulse rate, and respiratory rate were 120/50 mmHg, 97 beats per minute, and 18 beats per minute, respectively. In chest auscultation, there were no fine or coarse crackles, and there were no other physical findings of note. The findings of blood tests at the time of emergency transport are shown in Table 1. His hemoglobin level was 15.7 g/dL and there was no anemia. His coagulation functions are all in the normal range. Liver and renal functions were almost within the normal range. Serum C-reactive protein (CRP) was mildly elevated to 0.40 mg/dL. Diabetes markers were as follows: blood glucose level, 112 mg/dL; HbA1c, 7.5%. Sputum cultures did not reveal any pathologic micro-organisms. A chest radiograph on admission demonstrated reticular shadows in the right lower lung fields. Sputum cultures did not reveal any pathologic micro-organisms. A chest radiograph on admission demonstrated reticular shadows in the right lower lung fields (Figure 1, upper left panel). Chest computed tomography (CT) on admission showed frosted shadows in the dorsal left upper lobe and left lower lobe. The left lower lobe showed ground-glass opacity and fibrotic and cystic changes (Figure 1, upper right panel). In contrast-enhanced CT, however, there were no abnormal vessels or neoplastic lesions in the bronchial wall. To examine the cause of massive hemoptysis and subsequent repeated bloody sputum, bronchoscopy was performed on the day of admission. As the results, a polypoidal elevated lesion was observed in the left upper lobe bifurcation (Figure 2, upper left panel). There were no exposed blood vessels in the tracheal lumen, but passage of the bronchoscope revealed pulsatile bleeding from the periportal area of the polyp (Figure 2, upper right panel). Thrombin was applied under bronchoscopy and hemostasis was achieved. To minimize recurrence of bleeding from mechanical irritation and cough, the patient was empirically treated with anti-tussive and anti-secretory agents such as carbazochrome (90 mg/day), carbocisteine (1500 mg/day), cloperlastine (60 mg/day) with symptomatic relief. There was no sign of infection, and considering the risk of hyperglycemia, we decided not to administer antimicrobial agents and steroids. The patient was discharged from the hospital on the 7th day after admission because hemoptysis was not observed at all after the start of medication.


Table 1. Laboratory data on admission.
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FIGURE 1. A simple chest photograph at the time of emergency transport showed reticular shadows in the bilateral lower lung fields (upper left panel). Computed tomography (CT) at the time of emergency transport showed an infiltrative shadow with air bronchograms in the right lower lobe. There were emphysematous changes in the bilateral lungs (lower right panel). CT performed 106 days after initial discharge showed that the infiltrative shadow in the right lower lobe had disappeared (lower panel).



[image: Figure 2]
FIGURE 2. Bronchoscopy performed on the day of admission showed a polypoid elevated lesion at the bifurcation of the left upper lobe (upper left panel). Passage of bronchoscope revealed pulsatile bleeding around the polypoid lesion (upper right panel). Bronchoscopy performed 106 days after the initial hospitalization revealed that the elevated lesion completely disappeared (lower panel).


The patient underwent a follow-up bronchoscopy on day 25 post discharge which showed no evidence of active bleeding. The polypoidal nodule appeared less pronounce and an endobronchial biopsy was performed. Histopathology demonstrated a foci of reactive myofibroblast growth from the bronchial mucosa to the endobronchial palace suggestive of a bronchial inflammatory polyp (Figure 3). The patient was instructed to quit smoking and after then he did not experience hemoptysis. To examine the alteration of the lesion, bronchoscopy was performed 106 days after the initial hospitalization. As the results, the bronchial inflammatory polyp completely disappeared although this polyp previously caused massive hemoptysis and repeated bloody sputum in this subject (Figure 2, lower panel). On follow-up chest imaging, the lower lobe infiltrates had resolved with residual underlying fibrotic changes that are currently being evaluated for suspected smoking-related interstitial lung disease (Figure 1, lower panel).


[image: Figure 3]
FIGURE 3. Findings in biopsy specimen from the hemorrhagic polypoid lesion. The upper panel shows a weakly magnified image of HE staining, and the lower panel shows a strongly magnified image of HE staining. Foci of reactive myofibroblast proliferation were observed from the bronchial mucosa to the bronchial lumen.




DISCUSSION

Bronchial inflammatory polyps were first reported in 1929 as a pathological diagnosis in bronchoscopic biopsies and were defined pathologically as being completely covered by normal bronchial mucosal epithelium and continuous epithelium, with submucosal connective tissue interstitium (1, 2). Causes of bronchial inflammatory polyps include airway irritation due to infection, chronic irritation by airflow, allergic reaction in the bronchial mucosa, direct mechanical irritation, and idiopathic cases in which the cause cannot be identified (3–6). In this case, the patient had a history of cough and asthma, and it seemed that repeated hemoptysis due to smoking brought about airway allergy and airway irritation by airflow.

Although neoplastic lesions such as malignant disease, bronchial tuberculosis, and bronchial papilloma can be listed as differential diseases for bronchial inflammatory polyps, it is difficult to diagnose bronchial inflammatory polyps based on bronchoscopic findings alone, and histopathological diagnosis by biopsy is ultimately necessary (7). It has been reported that about 8% of bronchial inflammatory polyps disappear spontaneously, while polyps themselves may cause bloody sputum, hemoptysis and cough, and thus are usually treated with some method. Treatment methods include conservative treatment, surgical resection, and endoscopic treatment such as forceps removal under a bronchoscope and cauterization with Nd-YAG laser (6, 7). In rare cases, major bleeding may occur, and it has been reported that in some cases inflammatory edema may disappear spontaneously with antibacterial agents and steroids (8). However, administration of steroids to patients with concomitant diabetes mellitus may pose a risk of secondary infection due to hyperglycemia. Furthermore, this case report clearly indicates the possibility that inflammatory polys spontaneously disappear without any surgical operation or treatment with steroids and/or antibiotics.

Taken together, although bronchial inflammatory polyps with heavy hemoptysis are usually treated by surgical operation or steroid therapy, both surgical operation and steroid therapy can induce several complications or side effects. Especially in subjects with poorly controlled diabetes mellitus, it would be better to avoid surgical operation or usage of steroid, because it is well known that both surgical operation and steroid therapy often aggravate glycemic control. Therefore, as observed in the present case, we should bear in mind the possibility of spontaneous disappearance of bronchial inflammatory polyps bringing about some serious symptoms such as massive hemoptysis and repeated bloody sputum. Finally, we should select the best therapy for bronchial inflammatory polys based on each patient's background and conditions in clinical practice.
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