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Massive Hemothorax from Bronchial Artery Bleeding after 
Endobronchial Ultrasound Transbronchial Needle Aspiration
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ABSTRACT 
Endobronchial Ultrasound (EBUS) with Transbronchial 
Needle Aspiration (TBNA) is performed with a very low 
complication rate. We present a unique case of massive 
life-threatening hemothorax from bronchial artery bleed-
ing after EBUS-TBNA, presenting in a delayed fashion 
and requiring operative intervention. Although exceed-
ingly rare, along with the unusual delayed timing of the 
presentation, practitioners should be aware of this com-
plication. It may be helpful to perform EBUS with color 
doppler examination of the subcarinal space to identify 
and avoid bronchial arteries prior to TBNA of subcarinal 
lymph nodes.
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INTRODUCTION

Endobronchial ultrasound (EBUS) with transbronchial nee-
dle aspiration (TBNA) is commonly performed to biopsy 
thoracic lymph nodes for diagnosis and for staging of lung 
cancer. Reported complication rates are low, in the range 
of 1% or less, most common being airway hemorrhage and 
mediastinitis.1-3 Here, we report a unique case of massive 
hemothorax, with delayed presentation, requiring surgical 
intervention after EBUS-TBNA, to raise awareness of this 
exceedingly rare complication.

CASE REPORT

A 63-year-old male presented for an initial pulmonary  
evaluation given his medical history of dyspnea, chronic 
obstructive pulmonary disease, and tobacco dependence. He 
denied history suggestive of coagulation disorder and denied 
use of anticoagulant or antiplatelet therapy. He underwent 
screening CT scan, finding a 3.4cm central left lower lobe 
lung mass which was followed up with a PET scan, showing 
this mass to be the only site of activity with standard uptake 
value of 10.5 (Figure 1). Bronchoscopy was then performed 
confirming the presence of a left lower lobe endobronchial 
mass, which was biopsied by fine needle aspiration. At the 
same time, EBUS was performed to stage the mediastinum, 
with a 1.5cm subcarinal node undergoing TBNA with four 
needle passes. The right and left paratracheal nodes were 

reported as being exceedingly small; therefore, no biopsies 
were taken at these stations. Ultimately pathology of the 
endobronchial and subcarinal node biopsies revealed adeno-
carcinoma, lung primary, with thyroid transcription factor 
-1 positive on immunohistochemistry staining. 

The next day, approximately 30 hours after the proce-
dure, the patient presented to an outside hospital with com-
plaints of weakness, dyspnea and chest pain. He was found 
to be hypotensive and hypoxic. Concerned for pulmonary 
embolism, CT scan with contrast was performed, finding 
no pulmonary embolism but a large right hemothorax, large 
mediastinal hematoma, and bleeding from a bronchial artery 
as indicated by active contrast extravasation (blush) seen in 
the subcarinal space (Figures 2a, 2b, 2c). With this finding, 
the patient was intubated and transfusion of packed red blood 
cell was initiated for transportation to a tertiary-care hospi-
tal for thoracic surgical management. Upon transfer to our 
hospital, the patient was taken to the operating room where 
he underwent right thoracoscopy, evacuation of hemothorax, 
and ligation of bronchial artery. Postoperatively, the patient 
slowly recovered and was discharged 15 days after surgery. 
He had received a total of 4 units of packed red blood cell 
transfusion. Currently he is undergoing concurrent chemo-
therapy/radiation for his advanced-stage lung cancer.

Figure 1. Positive Emission Tomography scan shows an avid 3.5 cm 

central left lower lobe lung mass (arrow).
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DISCUSSION
EBUS with TBNA is generally considered a well-tolerated 
procedure with large series and systematic reviews reporting 
complication rates around 1% or less.1-3 The complication of 
thoracic hemorrhage (as opposed to endobronchial hemor-
rhage) is exceedingly rare, with only two known case reports 
describing non-life threatening small mediastinal hematoma 
or hemothorax, which were self-limiting, without the need 
for blood transfusion or surgical intervention.4-5 Our unique 
case is based on the massive life-threatening nature of the 
hemothorax and the 30-hour delay in presentation, requiring 
surgical intervention.

Contrast CT showed bleeding from bronchial artery, as 
indicated by the active extravasation (blush) seen (Figure 2). 
The delayed aspect of the presentation was likely due to the 
slow but continuous bleed from this small-sized artery, as 
opposed to the higher rate of bleeding from a larger-sized 
great vessel of the thorax. Bronchial arteries typically carry 
1% of the cardiac output but when hypertrophied, as in sit-
uations of large and/or central tumors, they can carry up to 
18 to 30% of the cardiac output.5 Therefore, it may be appro-
priate to examine the subcarinal space in detail for bronchial 
arteries using EBUS with color doppler prior to TBNA of 
subcarinal nodes; similar to evaluating for the azygous vein, 
pulmonary artery or aorta when preparing to biopsy other 
nodal stations.5 Although the benefit of this practice would 
be difficult to prove statistically due to the rareness of the 
event, it does makes sense and has little to no downside.

In conclusion, we present a unique case of massive 
life-threatening hemothorax from bronchial artery bleeding 
after EBUS-TBNA of a subcarinal lymph node. The patient 
presented in a delayed fashion and required surgical inter-
vention. With this case report we hope that practitioners will 
be mindful of this rare but devastating complication, that it 
may present in a delayed fashion, and to consider inspection 
of the subcarinal space for bronchial arteries using EBUS 
with color doppler prior to TBNA of subcarinal nodes.
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Figure 2. Contrast CT scan shows bleeding from bronchial artery as indi-

cated by the active contrast extravasation (blush) seen in the subcarinal 

space (arrow), along with large mediastinal hematoma and hemothorax, 

a) axial image, b) coronal image, c) sagittal image.
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