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Abstract- Aortobronchial fistula (ABF) is a rare and late complication of cardiac surgery. If untreated,

mortality rate is approximately 100% secondary to exsanguinations haemoptysis. Early diagnosis and

treatment are essential for successful management. Open surgical repair is associated with high morbidity and

mortality rate, ranging from 25% to 41%. Endovascular treatments of ABF is a less invasive treatment

modality and have become an important alternative to open surgical intervention in aortic pathologies. We

present a case of ABF that successfully is managed by endovascular approach.
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Introduction

Pathologic aberrant communication between arterial tree
and adjunct structure is very rare complications after
thoracic surgery especially cardiac surgery. This
pathologic connection is due to long standing insitue
arterial expansion. This case report is rare case of ABF
according to basic a bow definition.

Case Report

-A 60-year-old male was admitted to the emergency
room with massive haemoptysis. The patient had a
history of CABG 6 months ago with LIMA to LAD and
SVG to PD and D1.

He had history of sudden chest pain 4 months after
operation that was admitted to CCU and was discharged
without specific diagnosis. He didn’t have a history of
fever, chills or productive sputum. He had massive
haemoptysis and admitted to ICU six months after
operation.

-Chest x-ray showed a soft tissue mass at the right
mediastinal border (Figure 1).

-CT. Scan with IV contrast showed pseudo aneurysm
of ascending aorta (Figure 2).

Figure 1. Preoperative chest x-ray with soft tissue mass at the
right mediastant border.

-Bronchoscopy & MRA confirmed the diagnosis of
aorto bronchial fistula and bleeding site (Figure 3).

- Due to the complex anatomy and history of CABG
and risk of massive bleeding and injury to graft the
patient was not a good candidate for open surgical
intervention.

- Endovascular placement of stented graft was
standard approach but because of the large size of
ascending aorta (>40mm) and the orifices of SVG-grafts
we selected amplatzer to close the orifice between
ascending aorta and pseudoaneurysm.
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Figure 2. CT. Scan shows pseudoaneurysm of ascending
aorta

Figure 3. MRA shows pseudoaneurysm of ascending aorta

- Under angiographic guidance, the amplatzer was
accurately placed and excluded the orifice of the
pseudoaneurysm without compromising the grafted
vassels and coronary arteries.

Immediately after procedure haemoptysis was
controlled and he was discharged from the hospital on
the 5™ day postoperative without haemoptysis. Broad
spectrum  antibiotic  therapy was administered
preoperatively and for 3 weeks postoperatively.

- Chest x-ray prior to discharge and 10 mouths
follow-up have shown decreasing the size of soft tissue
mass and cessation of haemoptysis after operation
(Figure 4).

Figure 4. Chest X-Ray after intervention
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The patient did not consent CT.scan angiography,
and bronchoscopy for follow-up and he doesn’t have
any problems, 3 years after intervention.

Discussion

The first case of ABF was described by Girard in
1914 in a patient with pulmonary tuberculosis (1) and in
1996 Chuter et al. reported successful treatment of ABF
with endovascular stenting (2). To date, 24 cases of
endovascular treatment of ABF have been reported by
12 groups of investigators (3, 4). But this case is the first
case of amplatzer closure of ABF (5).

Aorto bronchial fistula is rare, and usually the result
of pseudoaneurysms of aorta (3). Conventional repair
involves a median sternotomy and cardio pulmonary
bypass with the possibility of using hypothermic
circulatory arrest. ~Although it is effective, but this
approach exposes the patient to significant morbidity
and mortality (6). The endovascular approaches for
aortic pathologies initially began as an alternative
approach for elective repair of aortic aneurysms. The
high-risk patients seem to benefit from the minimally
invasive endovascular approaches.

-With initial encouraging result endovascular repair
is currently being evaluated for emergency use in aortic
pathologies

-There is no report of emergency treatment with
amplatzer. This initial experience was encouraging, but
long-term result and durability of repair remain to be
determined.

In this case ABF was secondary to pseudoaneurysm
of ascending aorta after CABG. Mycotic aneurysms,
degenera-tive aneurysms and postoperative
pseudoaneurysms represent the main causes of ABF.
The most frequent localization (92% of cases) of ABF is
between the descending aorta and the left bronchial tree.
The first and main symptom of ABF is intermittent
haemoptysis; although less frequently, massive bleeding
may manifest abruptly without warning.

Fistulous tract was rarely identified preoperatively
by angiography or bronchoscopy and this technique is
hazardous, as it can dislodge a sealing clot with fatal
hemoptysis bleeding. Nevertheless, we think that
bronchoscopy is useful in the diagnostic assessment of
ABF and it should be performed with extreme care.
Contrast filling of the bronchial tree after CTA is
diagnostic of ABF but only seen in approximately 50%
of cases. Suggestive of ABF on CT include
pseudoaneurysm, aortic anatomy abnormalities, lung
parenchyma consolidation and compression of bronchial
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tree. If not treated, ABF is uniformly fatal. The mortality
of conventional surgical repair remains high 24% (1, 6).

One potential life-threatening complication for this
approach is infection of device but in this case no signs
of infections were detected.

In conclusion, endovascular approach provides a safe
and reliable treatment of ABF, although additional
follow-up is mandatory before this technique is
demonstrated to be effective in the long term.

References

1. Girardet A. Doppelte perforation eines tuberkelknotens in
die aorta undo die bifurcation der trachea. Dtsch Med
Wochenschr 1914;40:1425-28. [in Dutchland]

132 Acta Medica Iranica, Vol. 48, No. 2 (2010)

. Chuter TA, Ivancev K, Lindblad B, Brunkwall J, Arén C,

Risberg B. Endovascular stent-graft exclusion of an
aortobronchial fistula. J Vasc Interv Radiol 1996;7(3):357-
9.

Picich¢ M, De Paulis R, Fabbri A, Chiariello L.
Postoperative aortic fistulas into the airways: etiology,
pathogenesis, presentation, diagnosis, and management.
Ann Thorac Surg 2003;75(6):1998-2006.

. Numan F, Arbatli H, Yagan N, Demirsoy E, Sénmez B.

Endovascular treatment of an aortobronchial fistula.
Cardiovasc Intervent Radiol 2004;27(1):71-3.

. Maclntosh EL, Parrott JC, Unruh HW. Fistulas between the

aorta and tracheobronchial tree. Ann Thorac Surg
1991;51(3):515-9.

. Pirrelli S, Bozzani A, Arici V, Odero A. Endovascular

treatment of acute haemoptysis secondary to aortobronchial
fistula. Eur J Vasc Endovasc Surg 2006;32(4):366-8.



