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TUBERCULOUS ANEURYSM OF AORTA SIMULATING BRONCHOGENIC CARCINOMA

Fig. J. Radiograph dated )5 October 1962. showing bilateral miliary mattling (the shadows in the upper zones have not reproduced well).
Fig. 2. Radiograph dated 5 October 1963. showing apparent mass in left hilum. There is no longer any evidence of the miliary maUling.
Fig. 3. Radioaraph dated 8 November 1963. showing the mass and left lung filled with blood.
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Fig. 3

CASE REPORT

In October 1963 a BanlU female aged 44 years was admitted tu
King George Y Hospital, Durban, with a history of one year's
treatment for pulmonary tuberculosis. Her original chest
radiographs showed a miliary mottling (Fig. I) and sputum
had been positive for acid-fast bacilli. After routine anti
tuberculous therapy she had gained weight, her sputum had
converted to normal, and her radiographs had cleared com
pletely.

In April 1963 she had a mild attack of haemoptysis, fullowed
by larger episodes of bleeding of about one pint in July and
in September.

On admission to King George V Hospital, X-ray examination
of her chest showed an enlarged left hilum (Fig. 2). Compari
son with a film taken 6 months previously showed that this
shadow had rhen been present but that it was slowly growing
larger.

Furrher Examin{J/ion

Her blood showed a negative \Vassermann reaction. Acid
fast bacilli could not be found in the sputum. She was
examined with a bronchoscope on 18 October 1963 with
negative findings. On 4 November 1963 she had a massive
haemoptysis, necessitating blood transfusion. She was X-rayed
on 8 November 1963 (Fig. 3). The radiographs showed the left
hilar mass with diffuse moltling throughout the left lungfield
-the latter densities being cc.used by blood in the lung. At
this stage it was considered that thoracotomy was urgently
required since it was extremdy likely that the patient had a
pulmonary neoplasm and that further delay courted the risk
of a fatal haemoptysis.

Aortic aneurysm was not sllspecled alld angiography was
IIOT suggeSTed.

The left chest was therefore opened and a large hard mass
was found apparently in the left upper lobe and firmly
adherent to aorta. The mass did not pulsate and a diagnosis
of inoperable carcinoma was made. It was decided that a
biopsy should be taken in order to verify the diagnosis. While
the surgeon was separating an adhesion with a swab in a
holder the wall of the 'tumour' gave way and within minutes
the patient succumbed to an uncontrollable haemorrhage.
Autopsy showed that the tumour was in fact an aneurysm
of the aorta which had ruptured.

from a massive haemoptysis. At autopsy a ruptured
aneury m of the aortic arch was found. The case described
hereunder is remarkably similar in many respects. differ
ing however in aetiology.

Fig. 2
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Mediastinal tumours are always potentially serious. Some
times an exact diagnosis may be made clinically with the
assistance of good X-ray photos, but more often than not
the diagnosis has to be made at thoracotomy, which
should never be unduly delayed.

The commoner causes of mediastinal masses are enlarged
lymph nodes from tuberculous or other infections. neo
plasms, Hodgkin's disease, lymphomas or granulomas
(including sarcoidosis).

Although less common, aortic aneurysm should never be
forgotten, especially in the Bantu and other social groups
with a high incidence of syphilis. That syphilis is not the
only cause of aneurysm is illustrated in the case here
reported.

Characteristically aortic aneurysms pulsate when ob
served fluoroscopically, but this sign may well be absent
if they are partially filled with blood clot. Further diag
nostic clues are sometimes found, e.g. calcification in the
wall and erosion of adjacent bony structures. They may
occur in any part of the aorta but are more common in
the arch. If suspected, angi0graphy is advisable, since this
usually furnishes convincing evidence. Bronchoscopy
could be hazardous since it has been known to result in
rupture of the aneurysm.

Symptoms and clinical signs may well be scarce. When
they occur there may be pain, circulatory obstruction,
hoarseness, Horner's syndrome, dysphagia, cough, stridor,
dyspnoea and even haemoptysis. Hinshaw and Garland, in
Diseases of the CheST (a book I have referred to exten
sively), describe a case of syphilitic aneurysm of the aorta
in a male aged 57, presenting with pain in the left
shoulder and haemoptysis. Bronchoscopy showed a necro
tic mass in the left upper lobe which bled on attempted
biopsy. X-ray examination showed an opacity apparently
in the left upper lobe, lateral to the level of the aortic
arch. Subsequent thoracotomy showed a dense mass in the
medial portion of the left upper lobe 8 x 4 x 3 cm. in size.
This was adherent to the aorta and bled freely. A clinical
diagnosis of inoperable bronchogenic carcinoma was
made, and no biopsy was taken. Radiotherapy was given
with apparent improvement. The patient died 2 years later
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Fig. 4 Fig. 5

Fig. 4. !vticroscopic section through aortic wall showing giant cell reaction at bottom left and tubercle formation at bottom right.
Fig. 5. This section of aortic wall shows caseation at top left and lymphocytic reaction at bottom right.

Microscopic section of the wall of the weakened portion of
aorta disclosed a typically tuberculous lesion with caseation
(Figs. 4, 5).

SUMMARY

The causes of mediastinal tumours are discussed. These are
frequently malignant. How;:ver. malignant conditions may be

closely simulated by aortic aneurysm which is usually syphili
tic in origin. A case is described in which such an aneurysm
was proved to be of tuberculous aetiology.

This paper is published with the permission of the Secretary
for Health. I wish to thank 1\1r. Brand of the Durban Medical
School for taking the photographs.

EXTRACTS FROM THE WORLD MEDICAL JOURNAL

Abstracted by DR. LESLlE CHAIT, Rondebosch, Cape

The 'ovember 1964 issue devoted most of its space to
medical education in different regions of the world e3pecially
in the developing countries. Medical educationists from these
parts were asked for their opinions on the need to modify
the traditional medical curriculum to bring it in line with
the needs of their society in the light of its economic capacity
and social structure.

The problem in a developing country is how to get the
maximum number of people trained as soon as possible
in the optimum manner so that their subsequent work can
produce maximum benefit to the population per man-hour
of medical work. In an area where physicians are all too
rare, those responsible for improving medical services, and
this inevitably means the government of the country, are
faced with the age-old question of quality versus quantity.
Politically, the obvious thing is to go for quantity and pro
duce the maximum number of people able to give basic
medical care; but medicine in that area will not advance
much unless attention is given to quality as well, in the sense
that the level of training must not be allowed to fall too
low and the period of training must not be curtailed too
much.

All these are problems which are going to come up for
discussion at the Third World Conference on Medical Educa
tion in New Delhi in 1966.

NIGERIA

The country of Nigeria, with a population of nearly 40
million and 1,200 doctors, has two medical schools. The
older is in the University of Ibadan, established in 1948
and closely associated with the University of London until
1963, to the extent that graduates actually took the London
University examinations, whose subject matter was probably
not always suited to African conditions. The full medical
course became available only in 1958. The second school

is on the coast at Lagos, established in April 1962 and started
in October 1962.

The curriculum at lbadan has been the traditional British
one. The end of the link-up has already led to a much
needed extension in paediatric tcaching (infant mortality in
Nigeria is appalling as everywhere in developing countries)
and teaching of preventive medicine. The hospital is not
short of clinical material, for even the city of Ibadan with
a population of half a million has only ten general practi
tioners. Only a fraction of the seriously ill childre:l are
admitted, the rest having to go away and try their luck
the next day-if they are still alive.

The University of Lagos Medical School has been described
in detail by its Dean, Dr. Orishjolomi Thomas, who has
listed the three disadvantages for the African of study abroad
as: (1) Absence from the home environment at the most
impressionable time of his life; (2) absence from the physical
background in which he will practise; (3) and inability to
give service to his community during this period.

The fact that there are only 1,200 doctors for nearly
40 million people implies that there is a most urgent need
to increase personnel rapidly. Graduates must be well
acquainted with sanitation, public health and social medicine.
Midwifery in their society is going to be mainly domiciliary.
Lagos aims to teach through a comprehensive approach,
using the same people to teach all the health team-doctors,
nurses, technicians. The aim is to produce the all-round
general practitioner, described as the general-duty medical
officer. Features of the curriculum are the early introduction
of clinical teaching and the continued teaching of basic
science right through to the final year. Postgraduate instruc
tion will be given to a team so far as possible, i.e., a
physician, surgeon, anaesthetist, pathologist and radiologist
will be trained to work together as a group. About 15 % of
graduates will be selected for further training, and these will


