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A Case of an Infected Aneurysm in the
Thoracic Aorta Mimicking Tuberculous Lymphadenopathy

Hye Bin Gwag, Ki Sun Jung, Ji Hyeon Lee, Do Hee Kim, A Young Lim, and Eun-Kyoung Kim
Department of Medicine, Samsung Medical Center, Sungkyunkwan University School of Medicine, Seoul, Korea

Tuberculous-infected aortic aneurysms are rare, but delayed diagnosis can lead to serious complications, including sudden aortic
rupture. Here, we report a case of a tuberculous infected aneurysm in the thoracic aorta that was mistaken for lymphadenopathy. In
this case, we could differentiate the lesion with the aid of contrast-enhanced computed tomography and positron emission tomog-
raphy (PET). This case demonstrates the diagnostic value of PET in aortic aneurysms. (Korean J Med 2015;89:323-326)
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Figure 1. A simple chest x-ray revealed miliary pulmonary nodules and a mass-like density over the left supra-aortic lesion (A). Initial
chest non-contrast computed tomography showed a well-defined soft tissue density (arrow, 14 mm in size) in the left supra-aortic lesion
(B) and miliary pulmonary nodules with a tree-in-bud pattern in both upper lungs (C).

Figure 2. Contrast computed tomography
(CT) showed a 4 cm-sized pseudoaneur-
ysm in the descending thoracic aorta. (A)
CT angiography showed a 3.1 x 4.7 cm-
sized pseudoaneurysm in the descending
thoracic aorta. (B) A sagittal image.
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Figure 3. PET-CT showed a hypermetabolic soft tissue density
lesion surrounding the proximal descending thoracic aorta in-
volving the left upper lobe posterior segment of the lung
(maximum standardized uptake value = 11.3). PET, positron
emission tomography; CT, computed tomography.
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Figure 4. Histological findings of the
aorta. (A) Disruption of the aortic wall
and a thrombus with acute inflammation
are shown (hematoxylin and eosin [H&E],
%40). (B) Chronic granulomatous inflam-
mation with caseous necrosis was ob-
served (H&E, x100).

Figure 5. Follow-up computed tomog-
raphy angiography showed improved mili-
ary nodules (A) and no remaining aortic
aneurysm with the patent vascular graft.
(B) An axial image.
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