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Idiopathic Bronchocentric
Granulomatosis

To the Editor: Bronchocentric granulo-
matosis is considered to be a histopathologic
process that generally occurs as a nonspecific
response to respiratory-tree lesions. Approxi-
mately half of all cases are associated with
asthma and allergic bronchopulmonary
aspergillosis.1 Occasionally, however, there is
no evidence of any disease which might give
rise to this process.

We present the case of a 49-year-old woman

with a history of uterine myoma, who had

undergone bilateral mammaplasty 4 years before

admission to our hospital. She was an ex-smoker of

15 cigarettes per day but had stopped smoking 6

months earlier. The patient was admitted because a

chest x-ray during a preoperative examination prior

to a uterine myomectomy revealed a solitary

pulmonary nodule approximately 2 cm in diameter.

The patient had no respiratory symptoms and the

physical examination revealed no abnormal

findings. Laboratory tests also showed no

abnormalities and the chest x-ray confirmed the

aforementioned lung nodule, possibly located in the

lingula. A computed tomography (CT) scan showed

the nodule to be approximately 2 cm in diameter,

cavitated, and in close contact with the chest wall

(Figure). Bronchoscopy results were normal and

revealed no malignancy. CT-guided fine-needle

aspiration was then performed and the cytology and

microbiology results were also negative. Lung

function test results and arterial blood gases were

normal. It was decided to perform a left

posterolateral thoracotomy with resection of the

affected segment. The pathologic examination of

the excised nodule revealed bronchocentric

granulomatosis with intense lymphoid and

eosinophilic infiltrates and no appreciable

vasculitis; several types of stain (Ziehl, para-

aminosalicylic acid, and methenamine silver) and

various immune histochemical techniques were

performed but yielded no relevant findings.

Since Liebow described bronchocentric
granulomatosis in 1973,2 various etiological
agents have been found to be related to
this process. They include asthma,
bronchopulmonary aspergillosis,3 bronchogenic
carcinoma,4 granulomatous diseases, and
infections due to bacteria, viruses, or parasites.
The literature, however, includes cases where
none of these supposed causes is identified,5 as
was the case for our patient. Bronchocentric
granulomatosis can therefore also be considered
to be an idiopathic process. This leads us to
consider the possibility of individual
susceptibility that causes patients to react in this
way in the event of stimuli (infectious,
tumorous, or immunological), some of which
are still unknown.

Though infrequent, bronchopulmonary
aspergillosis is included in the differential
diagnosis of the solitary nodule. The presence
of cavitation,6 as shown in this case, does not
preclude this diagnosis, although the first
suspected diagnosis should be infectious or
tumorous disease.
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Do Parents of Asthmatic Children
Feel Their Own Asthma Is Under
Control?

To the editor: Having an immediate
member of the family who has asthma is a
risk factor for a child’s development of the
disease. That statement is founded on a
number of similar studies. Our group, for
example, calculated an odds ratio (OR) of
5.17 (95% confidence interval [CI]),1 which
was similar to that reported by another group
(OR, 4.1; 95% CI, 1.7-10.1).2

The presence of asthma in first-degree
relatives is often uncovered when the medical
history of an asthmatic child is taken in a
pediatric outpatient clinic. We therefore
aimed to determine the prevalence of asthma
and treatments given and the degree of
subjective sense of control over disease in a
sample of parents of asthmatic children. 

In this descriptive, cross-sectional study the

parents of 210 asthmatic children volunteered to fill

in an anonymous questionnaire with 7 items with

multiple choice responses on whether or not they

were asthmatic, how long they had had the disease,

who was treating the condition, how it was being

treated, if forced spirometry had been performed in

the last 12 months, if they had taken any asthma-

specific drug in the last 6 months, what drug or

drugs had been taken, and finally, if they believed

their asthma was under control. 

We analyzed the questionnaires filled in by a

sample of 210 families (all of those to whom it had

been distributed). The 51 cases (24.3%) of asthma

identified were distributed equally between men

and women. Disease was monitored by

pneumologists (24 cases, 47%) and family

practitioners (19 cases, 37%). In 8 cases (14%) no

doctor was reportedly monitoring the patient’s

disease. Thirty-six of the asthmatics (70.6%)

believed their condition was under control and 15

(29.4%) said it was poorly controlled. Of those who

considered their disease was controlled, 29 (80%)

had received drug treatment in the last 6 months.

Only approximately half of those who considered

their disease poorly controlled had received such

treatment (7 cases, 46.6%) (P < .05).

Ten persons (19.6%) had received inhaled
β2-agonists in the last 6 months, 6 (11.8%)
had used inhaled corticosteroids as
monotherapy, 19 (37.3%) received combined
treatment with long-lasting β2-agonists and
inhaled corticosteroids, 1 (2%) had taken
systemic corticosteroids, and 9 (17.6%) had
not been treated. 

Among the 19 asthmatics who received
combined treatment, 17 (89.5%) felt their
disease is well controlled and 2 (10.5%) felt it
is poorly controlled. Among the 10 treated
with short-acting inhaled β2-agonists, 8 (80%)
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considered their disease well controlled and 2
(20%) did not. Among the 6 treated only with
inhaled corticosteroids, 4 (66.7%) felt the
disease is under control and 2 (33.3%) did
not. In analyzing the perceptions of the 20
parents who had performed forced spirometry
in the past 12 months to determine if doing so
bore a relation to feeling the disease was
under control, we found that 4 (20%) felt it
was poorly controlled and 16 (80%) felt
properly controlled; the difference was not
statistically significant. 

Six (40%) of the 15 patients who felt their
disease to be poorly controlled were not under
a doctor’s care whereas 2 (5.6%) of the 36
whose disease seemed under control were not.

Our results show that 1 of every 4 parents
of asthmatic children have asthma themselves

and that 3 out of 4 of them consider their
disease to be under control. Only half the
parents are receiving treatment with inhaled
corticosteroids, either as monotherapy or
combined treatment. The parents who feel
their disease is well controlled are receiving
more treatment and monitoring by a doctor
than those who do not have the same
impression. The patients with well-controlled
asthma are better treated than those whose
disease is not well controlled. The asthmatic
children, on the other hand, do receive
inhaled corticosteroid treatment (90%) and in
90% of the cases the parents consider that
their children’s disease is under control.

Pediatricians and pneumologists should act
to improve the overall outcome for this
disease, given the observed contradiction—

children whose asthma is well controlled and
parents whose asthma is not. 
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