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ABSTRACT: A tuberculous pseudo-aneurysm of the thoracic descending aorta 
was found in a 57 year-old female with haemoptysis three months after 
successful chemotherapy for a miliary tuberculosis. After aortic angiography, 
the aneurysm was resected and the aorta was repaired with a Dacron prosthetic 
graft. The patient is doing well one year after the operation. 
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Aneurysms are a well known complication of 
generalized infectious diseases such as septicaemia or 
endocarditis [1]. Arterial aneurysms caused by tuber
culosis are classic but more rarely observed, and may 
affect every arterial axis, but mainly cerebra l arteries 
during the course of a tuberculous meningitis [2]. 
More than one hundred cases of aortic tuberculosis 
have been reported since the first description by 
WEIGERT in I 882 (3]. About 50% of these cases were 
aneurysms (4]. Such aortic aneurysms carry a high 
risk of rupture and terminal collapse. 

To our knowledge, successful treatment of a 
tuberculous aneurysm of the descending thoracic 
aorta has only been reported in five cases [5- 9). We 
report another case with this location, successfull y 
cured by surgery and we discuss the physiopathology 
of such lesions. 

Report 

A 57 year-old white woman was referred to our 
department in March 1985 for evaluation of dysp
noea with fever, anorexia and asthenia. 

A chest X-ray revealed numerous bilateral small 
opacities. A limited retrocardiac opacity 2-3 cm in 
diameter, was also noted. Smears obtained from 
sputum, gastric fluid, and bronchoscopic aspiration 
disclosed acid-fast bacilli, and a diagnosis of miliary 
tuberculosis was made. The liver was enlarged, 
alka line phospha tase level was elevated, and a liver 
biopsy disclosed histologic lesions of parenchyma! 
rubcrculo ' i'. The patient was treated with isoniuzid, 
rifa mpicin and ethambutol fo r U1ree months and with 
isoniazid and rifampicin for a further six mo nths. 
Patient compliance was good and the treatment was 
carefully supervised. Two months after the initiation 
of the treatment a computed tombgraphy (CT) of the 
chest was performed to obtain more information on 
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the retrocardiac opacity, which was persistent on the 
chest X-ray. It was defined as a supradiaphragmatic 
para-aortic mass of the left costo-vertebral region, 
10- 20 UH in density, not modified after contras t 
injection (fig. 1). This was initially in terpreted as an 
encapsulated effusion of the left postero-inferior 
mediastinal pleura, and no parenchyma] lesion was 
suspected. 

A year later, the pa tient was admitted to the 
emergency wa rd because o f haemoptysis of moderate 
intensity. A chest X-ray disclosed a considerable 
enlargement of the left retrocardiac opacity (fi g. 2). A 
fibreoptic examination of the bronchial tree showed 
blood a nd clotS wi thin a left postero-basal segmental 
bronchus. Because of a suspected haemorrhagic 
risk, aspiration was limited and no biopsy was made. 
ACT of the chest showed a large intra-parenchyma! 
tumour-like opacity of the left costa- vertebral angle 
with an ill-defined margin, adjacent to the posterior 
and left lateral wall of the aorta. After contrast 
injection, the centre of this mass was opacified at the 
same intensity as the lumen of the aorta, suggesting a 
direct communication of a cavity with the blood 
stream (fi g. 3). The aneurysmal nature of the tumour 
was highly suspected, and an aortography confirmed 
this hypothesis. A spherical aneurysm 3 cm in 
diameter was connected to the left wall of the 
descending thoracic aorta, in its supra-diaphragmatic 
terminal portion (fig. 4). 

A thoraco-diaphragmo-laparotomy was performed 
in March 1986. The aneurysmal mass was firmly 
adherent to the lung parenchyma of the inferior left 
lobe, and was surrounded by an inflammatory tissue 
without abscess. After heparinization (0.5 mg · kg- 1) 

proximal and distal cross-clampings of the aorta were 
placed without shunt or medullar or renal protection. 
Blood pressure was controlled with nitroprusside. 
The aneurysm and the adjacent aorta were resected 
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f'ig. I. Initial CT view of the left retrocardiac opacity. This 
opacity was not modified by contrast injection. 

Fig. 2. Chest roentgenogram perform~d on admission at the 
second hospitalization for haemoptysis . An enlarged left retrocar
diac opacity is present. 

and the aorta was reconstructed with a Dacron 
prosthetic graft, 18 mm in diameter. The graft was 
coated with an epiplooplasty. The post-operative 
course was uneventful , and the patient was discharged 
on the twentieth post-operative day. On macroscopic 
examination, the aneurysm was seen as an abnormal 
outpouching of the wall of the aorta with a circular 
neck of 15 mm in diameter. The size of the cavity was 
30 x 50 mm. and it was partially filled with thrombo
tic material. 

Histologic examination (Dr. A.Y. De Lajartre, G. 
and R. Laennec Hospital, Nantes) showed that the 
aneurysm was of the false variety. The aneurysm wall 
was essentially composed of inflammatory tissue 
infiltrating the surrounding lung parenchyma. Granu
lomatous formations were observed which contained 
numerous giant cells. but no residual arterial struc-

Fig. 3. CT view of the opacity of the left costovertebral angle 
after contrast injection at the second hospitalizat ion. The centre of 
the mass is opacified and a direct communication of an aneurysmal 
cavity with the aorta is suspected. 

F ig. 4. Aortographic front view of the thoracoabdominal portion 
of the aorta showing the s upradiaphragmatic aneurysm. 

turc was present. Tuberculous granulation tissue was 
also seen within the lung parenchyma in contact with 
the aneurysm. No tuberculous bacilli were found in 
the aneurysm wall, either at microscopic examination 
or in cultures. However, a six month antituberculous 
regimen (rifampicin, isoniazid and pyrazinamide) was 
restarted. 

A year after surgery, the patient is doing well. An 
angiographic control of the aorta was performed four 
months after the intervention and was normal. 

Discussion 

In 1965, 110 cases of aortic tuberculosis were 
collected by SILBERGLEJT et al. [4], of which 51 were 
aneurysms. The majority of these patients did not 
survive and the diagnosis was made at autopsy. 
Tuberculous aneurysms may injure every part of the 
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aorta, and involve the thoracic and the abdominal 
aorta with the same frequency [10). The present case 
concerns the thoracic descending aorta in its supra
diaphragmatic portion and shows some similarities 
with the case reported by SUNADA et al. [7]. 

In recent years, with tuberculosis becoming less 
frequent, tuberculous aneurysm of the aorta appears 
as a rare but always life-threatening condition. The 
poor prognosis has been deeply modified by surgery 
and the use of prosthetic material. Thus our case was 
successfully cured by aneurysm resection and aortic 
reconstruction by a Dacron prosthetic graft. 

An early description of surgical management of a 
tuberculous aneurysm of the thoracic aorta was 
published in 1959 by DE PROPHETIS et al. (5]. The 
aneurysm discovered during thoracotomy was simply 
resected. The patient only survived for a short time 
because of the rupture of a second aortic aneurysm 
not visualized at thoracotomy. 

Tuberculous aortic aneurysms are of the false 
variety, and proceed by direct extension of a 
tuberculous lesion into the aorta wall [10- 12]. The 
primary focus reaching the aorta wall may be a 
lymphadenitis, a Pott abscess, an empyema, or a 
tuberculous lesion of the lung parenchyma as in the 
present case. 

The association with a miliary tuberculosis seems 
to be quite frequent [8]. FELSON et al. [8] suggest that 
miliary dissemination is more likely to be the 
consequence than the cause of the aneurysm. Our 
observation gives some evidence for such a mechan
ism. After the histological examination, the nature of 
the initial retrocardiac opacity was reconsidered. We 
believe that a parenchyma! tuberculous lesion eroded 
the aorta wall and that the aortic transmural damage 
may have been the source of a haematogenous 
dissemination of tuberculous bacilli. The medical 
treatment of the miliary tuberculosis was efficient, for 
no bacilli were found within the residual histological 

lesions in the aneurysm wall. The formation of the 
aneurysm may thus be considered as a mechanical 
consequence of the aortic perforation. 

References 

I. Raffi F, Patra P, Dupon H. - Aspects cliniques et bacteriologi
qucs des ancvrysmes infectieux. Med Mal In[, 1986, 12, 783. 
2. Bastin R, Bricaire F, Frottier J, Vilde JL, Verliac F, Rozcnfarb 
I. - Arteriopathies infectieuscs. Ann Med Jnt, 1983, 1'34, 475- 478. 
3. Weigerl C. - Uber venetuberkel und ihre beziehungen zur 
tuberkulosen blutinfection. Wire/row Arch Path Anal, 1882, 88, 
307-379. 
4. Silbergleit A, Arbulu A, Dcfever BA, Nedwicki EG. -
Tuberculous aortitis: surgical resection of ruptured abdominal false 
aneurysm. JAm Med Assoc, 1965, 193, 333-335. 
5. De Prophetis N, Armitage HV, Triboletti EO. - Rupture of 
tuberculous aortic aneurysm into lung. Ann Surg, 1959, 150, 
1046- 1051. 
6. Yeoh CB, Ford JM, Garret R. - Tuberculous pseudo-aneurysm 
of the descending thoracic aorta. Arch Surg, 1963, 86, 318- 322. 
7. Sunada T, Katsumura T, Kimura H, Harashi l. - A case of 
tuberculous thoracic aneurysm successfully treated and the consi
derations on its clinical manifestations. J lap Assoc Thorac Surg, 
1973, 21' 823- 831. 
8. Felson B, Akcrs PV, Hall JS, Schreiber JT, Greene RE, 
Pedrosa CS.- Mycotic tuberculous aneurysm of the thoracic aorta. 
JAmMed Assoc, 1977, 237, 1104- 1108. 
9. Quaini E, Donatelli F, Bonacina E, Vitali E, Colombo T. -
Mycotic tuberculous aneurysm of the descending thoracic aorta. 
Texas Heart lnst J, 1985, 12, 257-260. 
10. Volini Fl, 01field RC, Thompson JR, Kent G.- Tuberculosis 
of the aorta. JAmMed Assoc, 1962, 181, 78-83. 
11. Estrera AS, Platt MR, Mills U , Nikaidoh H. - Tuberculous 
aneurysms of the descending thoracic aorta. Chest, 1979, 75, 
386-388. 
12. Pcnn I. -Tuberculous aneurysm of abdominal aorta. Br J 
Surg, 1962, 50, 288-290. 

RESUME: Un pseudo-anevrysme tuberculeux de l'aorte thoraci
que descendante a ete mis en evidence chez une femme de 57 ans 
presentant des hcmoptysies trois mois apres la fin du traitement 
medical bien conduit d'une miliaire tuberculeuse. Apres angiogra
phie aortique, l'anevrysme a ete reseque et l'aorte a ete repartee 
avec une prothcse en Dacron, la patiente se porte bien un an apn!s 
!'intervention. 


