
Ch
es

t 
cl

in
ic

Images In Thorax

Massive haemoptysis TB or not TB
macarena r Vial,1 Benjamin horwitz,2 Cristobal ramos,2 Karen Czischke,1 
georgie eapen,3 horiana B grosu3

Chest clinic

To cite: Vial mr, horwitz B, 
ramos C, et al. Thorax 
2018;73:894.

1Department of Pulmonary 
medicine, Clínica alemana 
de santiago, Universidad del 
Desarrollo, santiago, Chile
2Department of radiology, 
Clínica alemana de santiago, 
Universidad del Desarrollo, 
santiago, Chile
3Department of Pulmonary 
medicine, The University of 
Texas mD anderson Cancer 
Center, houston, Texas, Usa

Correspondence to
Dr macarena r Vial, Department 
of Pulmonary medicine, 
Clínica alemana de santiago, 
Universidad del Desarrollo, 
santiago, Chile;  
 mrodriguezvi@ alemana. cl

received 19 January 2018
revised 7 march 2018
accepted 12 march 2018
Published online First 
23 march 2018

A young lifelong non-smoking patient presented 
to the emergency department after an episode of 
haemoptysis following a 2-month history of weight 
loss, cough and fever. He had a history of pulmo-
nary tuberculosis during childhood, for which he 
completed 6 months of treatment. An initial non-con-
trast CT of the thorax revealed a right lower lobe 
opacity suggestive of necrotising pneumonia with an 
endobronchial lesion in the bronchus intermedius 
and associated mediastinal and hilar lymphadenop-
athy (figure 1). A subsequent CT angiogram revealed 
bilateral hypertrophic bronchial arteries and a 6 mm 
intrapulmonary pseudoaneurysm arising from the 
right bronchial artery (BA), forming the previously 
described endobronchial lesion. During his initial 
assessment, massive haemoptysis occurred, prompting 
emergent transfer to the Interventional Radiology 
Unit, where an urgent bronchoscopy was carried out. 
During bronchoscopy, several clots were observed in 
the right main stem bronchus, bronchus intermedius 
and a bleeding endobronchial lesion was seen in the 
bronchus intermedius (figure 2A) for which a selec-
tive bronchial balloon blocker was placed. A bron-
chial arteriography was then performed and showed 
enlargement and tortuosity of the vessels and marked 
hypervascularity with the presence of a bronchial 
pseudoaneurysm (figure 2B). Subsequent embolisa-
tion was performed using polyvinyl alcohol particles 
300–500 µm in size (Cook, Bloomington, USA). After 
the bleeding was controlled and selective arteriog-
raphy showed no residual flow, a bronchoalveolar 
lavage and endobronchial ultrasound with transbron-
chial needle aspiration was performed at the subca-
rinal lymph node. PCR was positive for mycobacteria 
but cultures were negative. Histopathology revealed 
inflammatory necrosis. In view of the disease severity 
and despite the fact that PCR may have indicated past 
disease, the patient was started on antituberculous 

treatment with clinical and radiographic improve-
ment within 2 months.

Although bronchial arterial hypertrophy is 
a common cause of haemoptysis,1 BA pseudoaneu-
rysms are uncommon entities2 3 and it is extremely 
rare to visualise a BA pseudoaneurysm eroding into 
the airway. BA embolisation is a safe and effective 
non-surgical treatment for these patients and has 
become first-line therapy.4 Interventional pulmon-
ology techniques such as selective balloon blockers 
can provide temporary stabilisation permitting 
definitive treatment. This case highlights the impor-
tance of multidisciplinary management in these 
complex patients to achieve successful outcomes.
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Figure 1 (A) CT scan of the chest axial and (B) sagittal 
view showing a contrast-enhanced endobronchial lesion 
in the bronchus intermedius along with associated 
mediastinal lymphadenopathy and right lower lobe mass-
like consolidation.

Figure 2 (A) Bronchoscopy image showing an 
endobronchial polypoid lesion in the bronchus 
intermedius. (B) Combined right bronchial-intercostal 
trunk angiogram. Note enlargement and tortuosity of the 
vessels and marked hypervascularity with the presence of 
a bronchial pseudoaneurysm (arrow).
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