
Flash Blood: An Unusual Case of 
Intermittent Massive Hemoptysis
Nicole Barberis, MD,  Joseph Hippensteel, MD, James Finigan, MD, Kenneth Lyn-Kew, MD

60-year-old female s/p AVR 
(St Jude) in 2000, on warfarin, 
presenting with five discrete 
episodes of large volume 
hemoptysis over one year.

Treated with empiric pulse dose 
steroids and plasmapheresis as 
initial bronchoscopy consistent 
with DAH (non-clearing 
hemorrhage) and no visible 
lesion.

Repeat CTA —> lesion at the  
area of the aortic arch repair 
extending from the aortic arch to 
close proximity of the left lateral 
tracheal wall.

Cardiac catheterization —> dilated 
aortic arch with an ulceration at 
the aortic root repair suture line.

Pre-op bronchoscopy —> 
pulsating erosion 3 cm above 
the carina consistent with an 
ulcerated, aortotracheal fistula. 

Underwent aortic arch 
replacement with graft and 
trachea was repaired with a 
pericardial flap.

ANA negative

C3- 86

C4- 14

RA negative

RO and LA negative

CMV negative

GBM negative

Cytology negative

Viral respiratory panel negative

Cultures negative

UA bland

ECHO- good valvular function 
with normal right sided 
pressures.

Right heart catheterization- 
normal. 

Bronchial artery angiography 
did not identify a structural 
source of her bleeding.
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Massive Hemoptysis usually 
presents with sentinel bleed 
and is frequently fatal.

In life threatening bleeds 
diagnosis and therapy must 
occur simultaneously.

Although the bronchial 
circulation accounts for 90% 
of bleeding, the systemic 
circulation accounts for up to 
5% of bleeding.

Miscellaneous
•  Endometriosis
•  Lymphangioleiomatosis
•  Foreign body aspiration
•  Lung transplantation

Vasculitis
•  Wegener’s granulomatosis
•  Goodpasture’s syndrome
•  Bechet’s disease
•   Systemic lupus 

erythematosus

Trauma
•   Induced by diagnostic 

bronchoscopy
•   Related to interventional 

pulmonary 

Procedures
•  Catheter-induced PA rupture
•   Blunt or penetrating chest 

injury
•  Transtracheal procedures

Drugs
•  Penicallamine
•  Crack cocaine
•  Bevacizumab

Infectious
•  Mycobacteria
•  Fungal
•  Necrotizing pneumonia
•  Bacterial endocarditis with 
septic emboli

Neoplastic 
•  Bronchogenic carcinoma
•  Endobronchial tumors
•  Pulmonary metasteses
•  Sarcoma

Vascular
•  Airway-vascular fistula
•  Pulmonary artery aneurysm
•  Bronchial artery aneyrysm
•  Pulmonary infarct
•  Pulmonary hypertension
•  Mitral stenosis
•  Left-ventricular failure

In spite of  bronchoscopy 
with no localization and BAL 
consistent with DAH, patient 
history was not consistent  
with that of the typical causes 
of DAH. 

CT angiography has limitations 
that must be considered during 
work up.

While pre-op bronch showed 
tracheal lesion, it is likely 
previous bronchs were 
negative due to decompression 
from the bleed.

ROLE OF THE 
CRITICAL CARE TEAM

Stabilize – 
Intubate, Resuscitate

Localize – 
CXR, Bronch, CTA

Mobilize – 
IR and/or thoracic surgery
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