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Introduction and literature review

Terms idiopathic pulmonary ossification, ossifying pneumonitis, bony metaplasia of lung and arboriformn pulmonary ossification

are all synonyms used in the literature to describe two pathomorphologic forms - nodular pulmonary ossification (NPO) and

dendriform pulmonary ossification (DPO). These are rare disorders, and the literature mainly consists of individual case reports,

with exact epidemiologic data, such as general population's incidence and prevalence, remaining unknown. According to some

authors, NPO and DPO do not represent separate clinical entities but rather a pathomorphologic pulmonary finding in different

pulmonary and systemic diseases. By itself, DPO does not cause marked clinical signs or symptoms, which is the reason why it

is most commonly diagnosed as incidental finding in diagnostic workup of different organ systems or postmortal lung specimen

analysis. A comprehensive retrospective study on this subject was conducted by JF. Lara et al. in year 2005., based on their

Pathology department's medical records and authopsy matherials from the 26 years period (1978-2004). Among 1393 adult

autopsies, DPO was confirmed pathohistologically in 8 cases. Condition that all the 8 patients had in common was chronic

obstructive pulmonary disease (COPD). Analysis of antemortal chest x-ray found COPD-like changes with fibrosis in affected

areas whilst lung calcifications were described only in 2 cases.

Methods

Thorax multislice computed tomography (MSCT), chest x-ray, pathohistological analysis of the lung needle biopsy specimens

were performed. Standard Hematoxylin and Eosin (H&E) staining for routine diagnosis was done. Also the patients medical

data were analysed.

Results

We report a group of 12 patients with lung ossifications, out

of which 11 are men and 1 is woman. Their median age is

75.3 years, ranging from 66 to 86 years of age. Pulmonary

ossifications were radiologically proven in all patients, and

histopathologically in 1 patient . Majority of the patients (9

out of 12) were ex tobacco users that quit smoking tobacco

at least 20 years ago, whilst 3 out of 12 patients denied ever

smoking tobacco actively. In regards of non pulmonary

comorbidities, arterial hypertension was found in almost all

the patients (11 out of 12). In 2 patients, dominant pathology

and the reason for diagnostic workup were neurological

issues, and pulmonary findings were of inflammatory nature.

The rest of 10 patients had pulmonary pathology as primary

and dominant. Out of the latter, 6 patients had radiologically

(MSCT exam) confirmed UIP pattern in the lungs, and 4 did

not – as well as the two primarily neurological patients.

Alveolar haemorrhage was noted in 2 patients, both from

primarily pulmonary pathology group. No patients had

confirmed pneumothorax.

Figure A. Axial CT section of the lungs. Hyperdense nodes with maximum

diameter of 5 mm and subpleural localisation, were distributed in basal parts

of both lower lung lobes - DPO clusters (arrows).

Discussion

DPO changes are a product of histogenetic process in which osteogenesis in lung is activated to produce an ectopic bone

tissue, as proven by standard and electron microscopy by Jamjoom et al. and JF Lara et al. At this point, we find it is of great

importance to distinguish between ectopic ossifications in DPO, and inert calcifications as anorganic, non tissue elements, that

can (as is well known) be found anywhere in the human body, including the lungs. Some of the examples for latter are

posttuberculotic changes, calcified lymph nodes in Ghon's complexes, marginally calcified hilar lymph nodes in sarcoidosis,

alveolar microlithiasis, pleural calcification, and calcium deposits in hypercalcemia states such as hyperparathyroidism. We

share a belief of Argentinian authors that DPO changes can serve as an indicator of chronicicity in some lung diseases, for

example - pulmonary fibrosis. Also, in our opinion, future clinical and morphological studies will discover both epidemiologic and

etiopathogenetic details, in the absence of which, for the time being, we can only classify DPO as an idiopathic disorder. In

conclusion, at this point, without an adequate statistical and epidemiological analysis of lung ossification presentations, we can

not hold clear statements about their clinical and biological characteristics.
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