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Adenobronchial fistula secondary to tuberculosis in
an immunocompetent adult patient
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Description

A 72-year-old patient, retired miner, with no
history of interest, which comes for an irritative
cough with dark expectoration of 9 months of
evolution. On physical examination, the patient
was haemodynamically stable, afebrile and without
notable alterations. No alterations were observed
in the blood analysis and chest X-ray. A sputum
microbiological study was performed observing
resistant alcohol-acid bacilli, with positive Xpert
Mycobacterium tuberculosis (MTB)/Rifampicin
(RIF) study and culture of mycobacteria with
MTB isolate sensitive to all first-line drugs. A chest
CT scan showed calcified mediastinal and bilateral
hilar adenopathies, a bilateral micronodular interstitial pattern suggestive of pneumoconiosis and
an increase in pseudonodular density with a bronchogram on right interior lobe (RIL) suggestive of
an infectious process. An air cavity of subcarinal

localisation with fistulisation to both main bronchi
is observed in relation to adenopathy with necrosis
(figure 1A). A bronchoscopy was performed in
which a fistulous orifice with thick discharge
communicating through the subcarinal region with
a fistula to the medial wall of the left main bronchus
was observed in the medial wall of the right main
bronchus (RMB) (figure 1B–D). Treatment was
started with four drugs rifampicin, isoniazid, pyrazinamide and ethambutol with improvement of the
clinical picture and compared with previous chest
CT, fistulised cavity disappearance was observed
in both main bronchi, with minimal fistulous tract
persisting through the RMB. In addition, a bilateral
micronodular interstitial pattern was observed in
relation to pneumoconiosis given the professional
background. There are no other pulmonary parenchymal changes that suggest an intercurrent infectious process (figure 2).
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Figure 1 (A) CT scan is observed: air cavity of subcarinal location with fistulisation to both main bronchi in relation
to adenopathy with necrosis (white arrow). (B) A fistula was found that communicates both main bronchi. (C) FRMB
and BI (bronchus intermediary). (D) Purulent discharge for LMBF. FLMB, fistula left main bronchus; FRMB, fistula right
main bronchus; LMB, left main bronchus; RMB, right main bronchus.
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bronchial side.3 In our case there is only involvement of RIL and
the involvement was of both main bronchi in an immunocompetent patient. The value of bronchoscopy is essential to confirm
the diagnosis, although there may be cases of fistula not easily
visible due to mucosal oedema, which is why chest CT is recommended beforehand.
In conclusion, adenobronchial fistulisation due to tuberculosis is an exceptional complication in adult patients without
immunosuppression.

Learning points
►► To conclude we can say that the adenobronchial fistulae

Figure 2 CT scan of the thorax after 4 months of treatment.
Resolution of the fistulised mediastinal cavity was observed in both
main bronchi, persisting a minimal fistulous trajectory with RMB origin.
In addition, a bilateral micronodular interstitial pattern was observed
in relation to pneumoconiosis given the professional background.
There are no other pulmonary parenchymal changes that suggest an
intercurrent infectious process. RMB, right main bronchus.
Different infection routes have been described, such as the
spread of MTB from adenopathies to the bronchial wall through
an adenobronchial fistula, this being more frequent in the paediatric population due to the weakness in the bronchial walls and
the small diameter of the respiratory tract.1 The lymph nodes
infected by MTB can erode adjacent structures such as oesophagus, heart, aorta and respiratory tract through inflammation
with underlying necrosis and as a consequence fistulisation as
in our case.
Bae et al described a case of adenobronchial fistulisation in
an adult patient with immunosuppression due to lupus.2 It is
important to mention the value of chest CT in the diagnosis of
this condition. In a study by Park et al, the tomographic characteristics were described in seven patients with active pulmonary
tuberculosis and adenobronchial fistula, concluding that the
fistula occurs as a complication of extensive pulmonary tuberculosis with involvement of more than four lobes, occurring mainly
in patients older than 72 years old and mainly involving the right

due to tuberculosis is an exceptional complication in adult
patients without immunosuppression.
►► To highlight the value of chest CT specially in patients
with normal chest X-ray and the need to perform sputum
baciloscopy in patients with long-term dry cough without
explanation.
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