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ABSTRACT 

A 20year old female came to our OPD with chief 

complaints of cough with expectoration - 

15days,breathlessness-15 days;used antituberculous 

therapy 1 year back for 2 months only. IT was 

diagnosed case of bronchiectasis. On clinical 

examination signs of right-sided 

hydropneumothorax are found and confirmed by 

Chest X-ray. ICT was inserted.Pleural fluid 

CBNAAT revealedRifampcin sensitive Myco 

tuberculosis.E Coli was isolated from pleural fluid 

culture. 
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INTRODUCTION 
Bronchopleural fistula (BPF) is communication 

between the bronchial tree and pleural space. 

They are classified as alveolopleural fistula, 

bronchopleural fistula. 

ETIOLOGY: Postoperative, infections, 

spontaneous rupture of bullae or cyst, 

trauma,malignancy 

TYPES: Acute BPF, Subacute BPF, Chronic BPF 

BPF can cause significant morbidity, prolonged 

hospitalization, and even mortality. The most 

commoncause of death is aspiration pneumonia 

resulting in acute respiratory distress syndrome 

because of flooding of the respiratory tract with 

secretions. other features include fever and copious 

amounts ofsputum. BPF closure is done 

bybronchoscopic placement of glues, gel foams, 

autologous blood patches, etc. 

 

DISCUSSION 
A 20-year-old female patientattended our 

OPD withcomplaints of cough with expectoration 

and shortness of breathfor the past 15days, which 

was sudden inonset and gradually progressive. 

cough with expectoration since 15 days, sputum is 

mucopurulent, non-foul smelling.The patient used 

antituberculous therapy 1 year back for 2 months 

only. No associated comorbidities are present.  

On examination, the patient was tachypnoeic witha 

respiratory rate of 32breaths per minute, A 

Pulserate of 86beats per minute, and hypotension; 

spO2 85% on room air. She was givenoxygen 

support and was started on IV antibiotics. Under 

aseptic precautions,the intercostal tube was inserted 

in the5
th

 intercostal space along the midaxillary line 

on the right side.  100ml of puswas drained andsent 

for investigations. A wide swing in air column 

movement with air leak was noticed. Based on 

thesputum CBNAATreport patient was started on 

first-line anti-tubercular therapy and proper ICT 

care was taken.She was sent for psychiatric 

consultation as we noticed gloomy behavior; 

diagnosed with moderate depression and added 

antipsychotics as advised by the psychiatrist. She 

was also sent fora cardiothoracic surgeon’s opinion 

as we suspected chronic,persistent BPF that may 

require surgical intervention.CT surgeons advised 

review after completion of ATT. The patient was 

discharged at therequest and advised proper care of 

ICT at home with periodic followups or at any time 

if the situation warrants. 

 

INVESTIGATIONS: 

Chest Xray: Right-sided homogenous opacity with 

an air-fluid levelHRCT chest: Presence of large 

hydropneumothorax with an air-fluid level with 

completecollapse consolidation and presence of 

cystic bronchiectaticchangesonthe right side, 

extensive centrilobularemphysematous changes in 

the left upper and lower lobe. 

CECT chest: Mild degree of mediastinal 

lymphadenopathy, the collapse of the right lung 

with Accompanyingcicatricial atelectasis, and 

cylindrical bronchiectaticchanges. 

CBP,renal profile,liver enzymes:with in normal 

limitsPleural fluid analysis- MTB detected, 

Rifampicin sensitivePleural fluid gram stain, 

culture, and sensitivity- E Coli isolated, sensitive to 

cefoperazone and 

SulbactamSputum CBNAAT: MTB detected, 

Rifampicin sensitivePleural fluid LPA- negative 

Sputum liquid culture-negative 

A second sample of pleural fluid culture- Klebsiella 

species isolated 
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The third sample(after completion  of antibiotics): 

Pleural fluid culture-no organisms isolated 

Spirometry: FVC 0.59, FEV1 0.48, FEV1/FVC 

71.9, PEF 1.24 

 

 

 
Chest x-ray after ICT insertion                                                         chest x-ray at the time of discharge 

 

 
Drained pus from the right pleural cavity ( at the time of admission) 

 

REFERENCES 
[1]. McManigle JE, Fletcher GL, Tenholder MF. 

Bronchoscopy in the management of 

bronchopleural fistula. Chest. 1990; 

97:1235-238.  

[2]. Darling GE, Abdurahman A, Yi QL, 

Johnston M, Waddell TK, Pierre A, et al. 

Risk of a right pneumonectomy: role of 

bronchopleural fistula. Annals of Thoracic 

Surgery. 2005; 79:433-37.  

[3]. Hollaus PH, Lax F, Nashef BB, Hauck HH, 

Lucciarini P, Pridun NS. Natural history of 

bronchopleural fistula after pneumonectomy: 

a review of 96 cases. Annals of Thoracic 

Surgery. 1997; 63:1391-396.  

[4]. Hollaus PH, Lax F, Janakiev D, Lucciarini 

P, Katz E, Kreuzer A, et al. Endoscopic 

treatment of postoperative bronchopleural 

fistula: experience with 45 cases. Annals of 

Thoracic Surgery. 1998; 66:923-27.  

[5]. Kirsh MM, Rotman H, Behrendt DM, 

Orringer MB, Sloan H. Complications of 

pulmonary resection. Annals of Thoracic 

Surgery. 1975; 20:215-36. 

[6]. Kim EA, Lee KS, Shim YM, Kim J, Kim K, 

Kim TS, et al. Radiographic and CT findings 

in complications following pulmonary 

resection. Radiographics. 2002; 22:67-86. 

[7]. Lauckner ME, Beggs I, Armstrong RF. The 

radiological characteristics of 

bronchopleural fistula following 

pneumonectomy. Anaesthesia. 1983; 

38:452-6.  

[8]. Lan RS, Lee CH, Tsai YH, Wang WJ, 

Chang CH. Fiberoptic bronchial blockade in 

a small bronchopleural fistula. Chest. 1987; 

92:944-46.  



 

    

International Journal Dental and Medical Sciences Research 

Volume 3, Issue 6, Nov-Dec 2021 pp 165-167www.ijdmsrjournal.com ISSN: 2582-6018 

 

 

 

 

DOI: 10.35629/5252-0306165167           |Impact Factorvalue 6.18| ISO 9001: 2008 Certified Journal     Page 167 

[9]. Scappaticci E, Ardissone F, Ruffini E, Baldi 

S, Mancuso M. Postoperative 

bronchopleural fistula: endoscopic closure in 

12 patients. Annals of Thoracic Surgery. 

1994; 57:119-22.  

[10]. Asamura H, Naruke T, Tsuchiya R, Goya T, 

Kondo H, Suemasu K. Bronchopleural 

fistulas associated with lung cancer 

operations: univariate and multivariate 

analysis of risk factors, management, and 

outcome. Journal of Thoracic and 

Cardiovascular Surgery. 1992; 104:1456- 

464. 

[11]. Martin WR, Siefkin AD, Allen R. Closure of 

a bronchopleural fistula with bronchoscopic 

instillation of tetracycline. Chest. 1991; 

99:1040-042. 

[12]. Sprung J, Krasna MJ, Yun A, Thomas P, 

Bourke DL. Treatment of a bronchopleural 

fistula with a Fogarty catheter and oxidized 

regenerated cellulose. Chest. 1994; 

105:1879-881. 

[13]. Potaris K, Mihos P, Gakidis I. Experience 

with an albumin glutaraldehyde tissue 

adhesive in sealing air leaks after 

bullectomy. Heart Surgery Forum. 2003; 

6:429-33. 

[14]. Uchida T, Wada M, Sakamoto J, Arai Y. 

Treatment for empyema with bronchopleural 

fistulas using endobronchial occlusion coils: 

report of a case. Surg Today. 1999; 29:186-

189.  

[15]. Galil KA, Schofield ID, Wright GZ. 

Scientific effect of Nbutyl cyanoacrylate on 

the healing of skin wounds. J Canad Dent 

Assn. 1984; 50:565–69. 

[16]. Nassif AC. An adhesive for repair of tissues. 

J Surg Res. 1965; 5:108.  

[17]. Javed A, Salamat A. N-Butyl Cyanoacrylate 

and Lipoidal Pulmonary Embolism. J Ayub 

Med Coll Abbottabad. 2008;20(2). 

[18]. Anderson JM, Gibbons DF. The new 

generation of biomedical polymers. 

Biomater Med Devices Artif Organs. 1974; 

2:235–48.  

[19]. D’Imperio N, Piemontese A, Baroncini D, 

Billi P, Borioni D, Dal Monte PP, et al. 

Evaluation of undiluted N-butyl-2- 

cyanoacrylate in the endoscopic treatment of 

upper gastrointestinal tract varices. 

Endoscopy. 1996; 28:239–43.  

[20]. Hwang SS, Kim HH, Park SH, Kim SE, 

Jung JI, Ahn BY, et al. N-butyl-2-

cyanoacrylate pulmonary embolism after 

endoscopic injection sclerotherapy for 

gastric variceal bleeding. J Comput Assist 

Tomogr. 2001; 25:16–22. 


