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A Case of Bronchial Artery Aneurysm Presenting
with Massive Hemoptysis
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A bronchial artery aneurysm(BA A ) is rare, and has an unclear etiology. However, it may be caused by con-
genital abnormalities and acquired diseases like as bronchiectasis, tuberculosis, and other infections. The patho-
genesis of a bronchial artery dilatation and the formation of an aneurysm results in an increase in the systemic
blood flow to the chronic inflammatory pathologic lungs such as bronchiectasis or tuberculosis. It can be divided
into the mediastinal and intrapulmonary BAA according to their location. The most common symptom is he-
moptysis. Chest computed tomography and bronchial artery angiography may be used for a diagnosis. Treat-
ment is mainly by a surgical resection of the aneurysmal artery. However, when patient is unstable due to mas-
sive hemoptysis or recurrent hemoptysis, bronchial artery embolization is useful. Here, we experienced a case of

a bronchial artery aneurysm presenting as a massive hemoptysis. ( Tuberculosis and Respiratory Diseases 2002,
52 : 86-91)

Key words : Bronchial artery aneurysm, Hemoptysis

Address for correspondence :

Ho-Kee Yum, M.D.

Department of Internal Medicine, Inje University, Seoul Paik Hospital

85, 2-ka Jeo-Dong, Jung-Ku, Seoul, Korea

Phone © 02-2270-0590 Fax : 02-2285-2286 E-mail : pulho @korea.com



— A case of bronchial artery aneurysm presenting —

M E
7]3+] FWF (bronchial artery aneurysm)= of-$-
=57 s Agelr). AHFHA 4 7)HA
Bzoll} 28 2 7Y 5o FHFHY Yoz v
= 5 Ao, 23, 7|@xEAF ¢ 94 32 T
714 Ago] e AN AEHHA d4F o=

qlafe] o) = EFAe] F7Ew o] sy 7|
Agule] Welo] ol 412 Y= AYsle] B
WEE Gk Aolt T WA X we} F4%
0 71EA) FEEeh W W 718 SUFE WrelRl
o gl 714 & Fgot v FF Aol
Sols) BAs)E @) FH AN @F BGo] Hx
2 A% wholn) 71v B9 2deR A9y + 9
o #2 ooy Az A8 sbssich Teiy 8
o) A AF7H BAHE A9 P AE % wEs
£ Aol g W JlBH B Aol fgst
AAee gAYz YA 284 ARA B
Z1BA Fue 108 At

3

B KOl 284, A=t

F AgE A (WY BY)

sEE - gAlgdor RS 27H ozt 1593
A4t 14, 7R Bo) o] BY] g H8F 33
Hoh 9 2 dis F 3] 713EE s F
olfd 27 e o] FAlE wHEEo §HEHS
3t st

A Fde ohr) }skew A, #HY 5o BF
7] AgE A Fs Hol gl

758 dd gl HEAN R A8 WU
Ol&tE oA : &9ke- 110/80 mmHg, Wl &%
1203, &= '3 303 don H2g 3747C0]
vt oj4e WaalHc &S oksiAgt ddof
ola] AAA FAFAUCE 716 A FHe| A o] 4
718 gisioh

Fig. 1. Chest roentgenogram on admission re-
veals diffuse infiltrations in both lower
lung fields (A ). Chest PA on next day.
Pneumonic consolidation and atelectasis
were showed in right lower lobe (B).
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Fig. 2. Chest computed tomography shows par-
tial volume reduction, ground glass ap-
pearance, consolidation and hemorrhage
in the right lower lobe.
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Fig. 3. Bronchoscopic finding shows old blood
clots in the right main bronchus. After
removal of clots, a yellowish nodular
mucosal lesion was shown.
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(x 0 poer field, A)

(x 100 power field, B)

Fig. 4. Pathologic finding reveals chronic non specific inflammation with foecal mucosal erosion
and vasculitis with rupture of wall in the right lower lobe bronchus.
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