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Tuberculous Aortitis with Aorto-bronchial Fistula

Jin-Hong Wi, M.D.*, II-Yong Han, M.D.*, Young Chul Yoon, M.D.*, Yang Haeng Lee, M.D.*,
Youn Ho Hwang, M.D.*, Kwang Hyun Cho, M.D.*

Tuberculous aortitis is a very rare disease. Furthermore, it is all the more rare for it to be complicated by the
development of an aortic aneurysm or the formation of aorto-bronchial fistula. If it is complicated by rupture of the
aorta, mortality is very high. If the patient didn’t contract tuberculosis, but was expectorating blood, we would have
to carry out a chest CT promptly, in order to make a rapid and accurate diagnosis of this disease. A 48-year-old
male patient was admitted due to the sudden onset of intermittent hemoptysis and chest discomfort. CT scans of
the chest showed an aneurysmal change to the descending thoracic aorta, and the formation of an aorto-bronchial
fistuta, which originated from this aneurysm and communicated with its left lower lobe. We operated with an
artificial vessel graft interposition of the descending thoracic aorta and a left lower lobectomy. Because the
diagnosis was of tuberculosis, we started anti-Tbc medication and long term anti-Tbc medication was recommended.

(Korean J Thorac Cardiovasc Surg 2008;41:277-280)
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Fig. 1. (A) Preoperative chest X-ray
shows diffuse hazziness in both
lower lung fields. (B) Preoperative
chest CT shows aneurysmal change
of descending thoracic aorta, and
aorto-bronchial fistula (arrow), which
was originated from this aneurysm,
communicated to left lower lobe.

Fig. 2 Preoperative transesophageal
echocardiogram shows fistula for-
mation (arrow) between descending
thoracic aorta and left lower lobe of
lung parenchyme.
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Fig. 3. (A) Left lower lobe adjacent to the aneurysm was hard due to broad formation of hematoma. (B) This view was a sight after arti-
ficial vessel graft interposition of descending thoracic aorta. (white arrow: aorto-bronchial fistula, black arrow: 18mm PTFE) PTFE=Poly-
tetrafluroethylene.

Table 1. Clinical data & anatomical findings of 5 patients of operated on tuberculous aortitis with aorto-bronchial fistula

Sex/age Location Type of repair Outcome

DeProphetis (1959) F/40 Thoracic Primary repair Died of rupture of 2nd
aneurysm on POD 26

Quaini (1985) F/55 Thoracic Resection & in situ repair Alive at 8 months

Ogawa (1990) F/63 Thoracic Resection & in situ repair Alive at 11 months

Ohtsuka (1996) M/68 Thoracic Patch closure Alive at 12 months

Choi (2003) M/53 Thoracic Resection & graft interposition Alive until today

POD=Postoperative date.
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