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ABSTRACT

BACKGROUND

BACKGROUND
Aortobronchial fistula (ABF) is a rare complication of a chronic
thoracic aneurysm. An ABF secondary to Disseminated
Tuberculous (TB) Aortitis and Takayasu Arteritis (TA) may present
with extensive combinations of aneurysms and stenoses in
different parts of the arterial system with involvement of other
organs.

Aortobronchial fistula (ABF) is a rare complication of a chronic
thoracic aneurysm. It occurs due to longstanding inflammation
with subsequent erosion and formation of a connection between
the descending aorta and pulmonary parenchyma or bronchial
tree.1 The reported etiologies are atherosclerosis and prior aortic
surgical intervention in the elderly2 while infectious or inflammatory
disease in the young.3

CASE PRESENTATION
A 29-year-old Filipino female, married, who was admitted to our
institution due to sudden massive hemoptysis. A Computed
Tomography of the chest showed pulmonary tuberculosis with
lymph node involvement and pseudoaneurysm of the descending
aorta. The pertinent physical examinations are blood pressure
(BP) differential of 20mmhg of upper extremities, painless
multiple nodular tongue, multiple cervical, and supraclavicular
lymphadenopathies, grade 3/6 holosystolic murmur. On
Computed Tomography of the aorta, there are combinations of
aneurysms of the mid to distal descending thoracic aorta, distal
abdominal aorta, superior mesenteric artery with stenoses of the
subclavian and left renal arteries. She was immediately started
on anti-TB medications, corticosteroids and was scheduled for
aortic aneurysmal repair. However, there was a recurrence of
massive hemoptysis leading to her demise. An autopsy of the
thorax and abdomen revealed an acute pulmonary hemorrhage,
aortobronchial fistula secondary to Disseminated Tuberculous
Aortitis and Takayasu Arteritis.
CONCLUSION
A masked ABF should be suspected in a patient with massive
hemoptysis and a pseudoaneurysm of the descending aorta.
In a young female with disseminated TB aortitis, a concomitant
TA should be investigated. Both can share the same clinical,
radiological and pathologic features. It is fatal and needs prompt
surgical or endovascular intervention.
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CASE PRESENTATION
A 29-year-old Filipino female, married, unemployed who was
admitted to our institution due to sudden massive hemoptysis.
She was brought to a local hospital and was given tranexamic
acid 500mg/IV every 8 hours and butamirate 50mg/tab 1 tab
every 8 hours which provided a resolution of symptoms. Her
blood examinations showed mild anemia hemoglobin 115 g/L,
hematocrit 0.35, platelet 396 109/L, white blood cell count 7.9,
neutrophils, 75% lymphocyte 17%, normal prothrombin time
100% activity, INR 1.00, slightly elevated activated prothrombin
time of 38.8 secs (24.8-38.3) and normal serum creatinine 0.05
mmol/L. On chest x-ray, a reticulonodular opacities in the right
upper lobe and convex opacity in the left retrocardiac region
were seen. A Computed Tomography of the chest was done
which showed lobulated aneurysm of the descending aorta
hence she was referred at our institution. At the emergency
room, the patient was conscious, coherent, not in respiratory
distress. Her vital signs and anthropometric measurements
were BP 110/80 mm Hg right, 130/80 left upper extremities,
HR 67 bpm, RR 20 cpm, T 36.8, O2 sat 97% at room air Height
157.8cm Weight 40kg and BMI 16.9 kg/m2. She has pale
palpebral conjunctiva, anicteric sclera, painless multiple nodular
tongue nonulcerative and multiple cervical, supraclavicular
lymphadenopathies. There is symmetrical chest expansion,
vesicular breath sounds, dynamic precordium, apex beat at 5th
left intercostal space, midclavicular line, grade 3/6 holosystolic
murmur at the left lower sternal border and pulse is 1+ for the
upper extremity.
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On further workup, 12-lead electrocardiogram showed sinus
rhythm, Two-dimensional echocardiography with doppler
showed a small Ventricular Septal Defect Supracristal type 0.5cm
with left to right shunt, no vegetations noted and Computed
Tomography of the aorta revealed a myriad of findings [Figure
1-6]. Tuberculous aortitis and Takayasu arteritis were considered.
She was immediately started on anti-TB medications of
Rifampicin 150mg/tab + Isoniazid 75mg/tab + Pyrazinamide
400mg/tab + Ethambutol HCl 275mg/tab 3 tablets once a day,
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Hydrocortisone 100mg/IV twice a day and was scheduled for
aortic aneurysmal debridement and repair. However, on the 3rd
hospital day, she had a recurrence of massive hemoptysis and
epistaxis accompanied by dyspnea and sudden cardiac arrest.
An ACLS was done with no return of spontaneous circulation for
30 minutes. An autopsy of the thorax and abdomen revealed the
following gross findings [Figure: 7-9]. The pertinent microscopic
findings are the following [Figure 10-15].
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DISCUSSION
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A masked ABF should be suspected in a patient with massive
hemoptysis and a pseudoaneurysm of the descending aorta.
In a young female with disseminated TB aortitis, a concomitant
TA should be investigated. Both can share the same clinical,
radiological and pathologic features. It is fatal and needs prompt
surgical or endovascular intervention.
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