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Broncholithiasis Caused by Actinomycosis

Jeong Ok Park, M.D.*, Jae Wook Ryu, M.D.*, Seongsik Park, M.D.*, Sam Hyun Kim, M.D.*, Pil Won Seo, M.D.*

A 32 year-old man was transferred to our hospital due to blood-tinged sputum for 15 days. He had been treated
at a private hospital for recurrent pneumonia. The chest X-ray showed an atelectasis on the right middle lobe. Com-
puted tomography of the chest demonstrated a broncholith on right middle lobar bronchus with lobar atelectasis of
the right middle lobe. We tried to remove the broncholith through fiberoptic bronchoscopy, but could not remove it.
Therefore, we performed surgical removal of broncholith and the right middle lobectomy. The cause of broncholith
was identified as actinomycosis by pathologic examination. The broncholith caused by actinomycosis is rare. We re-
port a rare case of broncholithiasis with recurrent obstructive pneumonia caused by actinomycosis, which was treat-
ed by surgical operation.

(Korean J Thorac Cardiovasc Surg 2006;39:236-239)
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Fig. 1. Preoperative Chest X-ray
shows focal consolidation of the
right middle lobe.
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Fig. 2. Computed tomography of
the chest shows a broncholith (ar-
row) in the right middle lobar bron-
chus and atelectasis of the right
middle lobe.
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Fig. 3. Gross finding of the broncholith which contains the yello-
wish sulfur granule.
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Fig. 4. Microscopic finding of the broncholith. Actinomyces is
shown as thin, filamentous, Gram-positive, branching organism
(Gram staining, x 1,000).
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