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AN UNUSUAL CASE OF HAEMOPTYSIS
BY

F. J. CLARK
From Perth Chest Hospital, Western Australia

(RECEIVED FOR PUBLICATION MAY 15, 1961)

Haemoptysis as a result of a fistula between an
artery or a vein and a bronchus is rare. The
history of a patient who had had haemoptyses
over the past 14 years due, apparently, to such a
fistula is reported below.
The patient was a housewife aged 64 years who

was first admitted to Perth Chest Hospital on June 14,
1960, complaining of recurrent haemoptyses. The
first haemoptysis occurred in 1946 while she was
reaching up to hang some curtains. By the time she
reported for investigation no source of bleedng could
be found. Subsequently she had several small
haemoptyses and was admitted to another hospital on
July 12, 1948, for investigation. Bronchoscopy
showed some blood coming from the left lung and
the left main bronchus was reported as being
narrowed. No other abnormality was noticed and the
source of the bleeding could not be localized. Blood
counts and bleeding and clotting times were normal.
She was discharged on October 21, 1948, and had one
small haemoptysis a month later, but thereafter had
no trouble until July 8, 1958, at which time she again
began to cough blood (a remission of almost 10 years).
She was again bronchoscoped but no source of
bleeding was seen.

In January, 1960, she had an operation for ischio-
rectal abscess and while convalescent coughed up
about 500 ml. of blood. In February, March, and
May of 1960, she coughed up similar amounts of
blood. In each instance the bleeding stopped after
rest and sedation while she was in the care of her
general practitioner.
There were no consistent circumstances preceding

each of her haemoptyses. These were never associated
especially with effort and never occurred on the few
occasions when she had cough and sputum following
a cold.
About the year 1930 she was diagnosed as having

myxoedema and had had regular thyroid treatment
since that time. Apart from haemoptyses she felt
well, was normally active, her weight was steady, and
she rarely had any cough or sputum. There was no
history of contact with tuberculosis.
On examination after her admission to the Perth

Chest Hospital on June 14, 1960, she looked
myxoedematous with a dry skin, puffy face, and thin
hair. The pulse rate was 80/min., regular and of
normal volume. The blood pressure ranged from

180/100 to 160/90 mm. Hg. There was no evidence
of congestive cardiac failure. Breath sounds were
slightly decreased over the left chest anteriorly, but no
abnormality was found in any other system.
Chest radiographs showed an ill-defined opacity in

the lingula. The aortic shadow was larger than
normal and there was some calcification of the aortic
arch.
Haemoglobin was 9.3 g./100 ml., P.C.V. 32%, and

M.C.H.C. 29%. There was moderate anisocytosis and
poikilocytosis. The white cell count was normal.
The serum cholesterol level was 246 mg./100 ml.
The sputum was negative for M. tuberculosis on

culture. No pathogens were isolated.
She had been coughing up about 30 ml. of dark

blood daily at the time of admission, but over the next
week the cough cleared completely. A chest radio-
graph showed clearing and normal breath sounds
were heard over the left chest. It was thought that
the abnormalities noted on admission were due to
inhaled blood. Treatment with thyroid extract was
continued and oral iron was added.
A bronchogram showed poor filling of the apical

bronchus of the left lower lobe but otherwise a
normal bronchial tree.

Fourteen days after admission she coughed up
about 500 ml. of blood. Within a few hours the
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bleeding had ceased but recurred again on four
occasions over the next three weeks. During this
period she was bronchoscoped twice. On the first
occasion it was thought that the bleeding was coming
from the left upper lobe bronchus, but on the second
occasion, when she was bleeding freely, it was obvious
that the blood was coming from the left lower lobe
bronchus but the exact site of origin could not be
determined. It was decided to explore the left lung
and on August 23, 1960, a left thoracotomy was
performed.
Soon after induction of anaesthesia, blood was

aspirated via the intratracheal tube. The anaesthetist
was asked to intubate the right bronchus and try one-
lung anaesthesia in order to avoid the bleeding inter-
fering with anaesthesia. On exploration of the left
lung a rounded mass was felt in the apex of the left
lower lobe. No other abnormality was found. The
left lower lobe bronchus was isolated and clamped
and the anaesthetist's tube was again withdrawn into
the trachea because the patient was not tolerating
one-lung anaesthesia. After the residual blood was
aspirated via this tube no further bleeding occurred.
The left lower lobe was then removed. Immediate
post-operative bronchoscopy was performed and there
was no sign of further bleeding. Post-operative
convalescence was uneventful and the patient was
discharged from hospital on September 6, 1960, and
has remained well.
The resected lower lobe was examined macroscopic-

ally immediately after operation. In a very distended
ap.cal segmental bronchus there was a hard mass,
oval in shape, measuring roughly 1.8 cm. in its
longest diameter and covered with fresh blood clot

(Fig. 1). This mass appeared to be fixed to the
bronchial wall and no attempt was made to remove
it as it was thought to be a very good museum
specimen. The first piece taken for section was
carefully cut from the under surface of the mass, and
the microscopic examination showed a fibrin thrombus
undergoing organization. This examination was not
considered satisfactory and attempts to obtain further
specimens for section resulted in the mass breaking
up into onion-like layers of red cell and fibrin
thrombus. At its attachment there was fibroblastic
tissue around a perforation in a large vessel wall
(Fig. 2). The adjacent lung was airless and showed
organized unresolved pneumonitis. No evidence of
specific infection, foreign body, or neoplasm was
found.

DISCUSSION
The repeated haemoptyses in this case, over a

period of 14 years, appear to have resulted from
vascular erosion, but the cause is unexplained.
Soave (1950) reported a similar case and
postulated a fistula, resulting from erosion of the
artery and bronchus of the right middle lobe by a
chronic abscess in a lymph node. No evidence of
a lymph node abscess was seen in the present case,
though evidence of chronic infection was seen in
the lung adjacent to the fistula. It is considered
that this was most likely due to infection distal
to the obstruction produced by the increasing
laminated clot.
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