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A Case of Bronchonodal Fistula by Endobronchial Tuberculosis
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Abstract

The Bronchial fistula is caused by infection, malignancy, trauma, inflammatory disease and foreign body. The

bronchonodal fistula by endobronchial tuberculois is very rare complication, The authors present a 70-year-old
man presented with hoarseness and sore throat, This patient diagnosed with endobronchial tuberculosis, which

was complicated by bronchonodal fistula by sputum acid fast bacilli stain, bronchoscopy, and chest computed

tomography, The patient was treated with antituberculosis therapy for 1 year, and follow up bronchoscopy and

radiologic study showed regression of bronchonodal fistula,
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Fig. 1. A: flow-volume curve on admission, B: flow-volume curve on termination of treatment.



o0
uﬁ fo)
ol
M oote
N !
o
N oQ
>
o »
—r o,
o (o,
R
s £
. >,
> o
~— r U
il o
01‘
o .
(0]
NE‘ El—: U1O ) N
o T o
o o owd 4§ g

ol

N
W ol FMro

~N

(carina) 23} =
4A) 0] HZFE AL F
4B)= Y
A Z A H 3
71 BA] A EA A S Al EEATE.
A 71HA A EAH A AN bt
FoAF W FHA AN A do] FHHAL
21 Aol A Fobz A A% (granulation tissue)<
Xt} Isoniazid, Rifampin, Ethambutol,
Pyrazinamide 44 9T & B sty oy 4%

32
Ll }‘o Ol-;l
(e ¢
)
i
2
r
o}
=2
R
N
el
> g3 g

>,
Og(:".
ol
o,
2
&
fo
fu
=)
o
o,
jints
=
Rl

@t AR A% 4 F A 2evh A&sn
fz;zg_ﬁ A ol B ARYE Ao AR T

A2t ‘&% %éOM ool mYE A% 29
A3 718A] Ao
<Fig. 691wl T 2ol ANHNEE
BoFet A F2 F ABE 9 A

)]/K)\l

A
(i
>
e
A
—111

55

Fig. 2. The radiographic study of chest shows linear
and centrilobular infiltration in right lower lung
field.

FEV1 1.56L (72.3%), FEV1/FVC (%) 50.7%% &

Aol vla FgE 7 VsS EAoH(Fig. 1B).
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Fig. 3. A: Chest CT scan revealed irregular shaped air cyst in the precardinal region, communicating with tracheal
lumen, suggesting of bronchonodal fistula, B: Chest CT in lung setting shows centrilobular nodules and tree-in-
bud appearance in right lower lobe.
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Fig. 4. A: Bronchoscopy shows two openings just under carina along with anterior surface, comminicating with
mediastinum. B: A opening in Rt main bronchus. The cavity in opening was covered with whitish-necrotic
masterial. C: opening in Lt main bronchus.

‘L‘_‘

Fig. 5. Follow up contrast enhanced CT scan show Fig. 6. Follow up brochoscopy showed closure of
no abnormal air collection in precarinal region. bronconodal fistula, both main bronchus.
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