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Abstract Case Report

Introduction: Tuberculosis is still a public health problem in Morocco. Tuberculous pyopneumothorax is a rare but
serious complication secondary to the rupture of a tuberculous cavern in the pleural cavity. It is a well-known clinical
form occurring mainly in extensive forms of tuberculosis and in frail patients. In our context, it poses a management
problem. We report the case of a young man, chronic smoker, who presented with dyspnea and productive cough
revealing a tuberculous pyopneumothorax. Case Report: The patient was a 28 year old male, chronic smoker with 10
PA always active, without any particular pathological history, who had been presenting for 2 months with a productive
cough bringing back yellowish sputum with Sadoul stage 1l dyspnea, and progressive chest pain, all evolving in a
context of altered general condition and feverish feeling. The clinical examination found a conscious patient,
polypneic at 26 cpm, febrile at 38C°, hemodynamically stable, with objective pleuro pulmonary examination of a left
aerial pleural effusion syndrome. A chest X-ray was requested in first intention, objectifying an opacity occupying the
internal 2/3 of the left pulmonary hemichamp, not very dense, heterogeneous, seat of some cartées within it in
connection with bronchograms with a clear external and internal limit drowned in the mediastinum, a left
pneumothorax of great abundance made of an axilobasal parenchymatous hyperclarity without vascular framework
with enlargement of the EICs and refoulement of the elements of the mediastinum towards the counter lateral side, and
a filling of the left costo diaphragmatic cul de sac. A complementary thoracic CT scan noted a left hydropneumothorax
of great abundance associated with pneumonic foci complicated by abscesses and multiple branching micronodules of
the right upper lobe and middle lobe suggestive of a tuberculous origin. A drainage of the pyo-pneumothorax was
performed with a bacteriological, cytological and biochemical study, Xpert gene of the pleural fluid, evoking a
hydropneumothorax of tuberculous origin. Conclusion: Tuberculous pyopneumothorax is a severe form, which is
often related to active cavitary tuberculosis. The course is usually protracted despite anti-tuberculosis treatment and
chest drainage, hence the need for early diagnosis and treatment of any form of tuberculosis.
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INTRODUCTION

Tuberculosis is still a public health problem in
Morocco. Tuberculous pyopneumothorax is a rare but
serious complication secondary to the rupture of a
tuberculous cavern in the pleural cavity.

It is a well-known clinical form occurring
mainly in extensive forms of tuberculosis and in frail
patients. In our context, it poses a management
problem.

We report the case of a young man, chronic
smoker, who presented with dyspnea and productive
cough revealing a tuberculous pyopneumothorax.

CASE REPORT

The patient was a 28-year-old male, chronic
smoker with 10 PA always active, without any
particular pathological history, who had been presenting
for 2 months with a productive cough bringing back
yellowish sputum with Sadoul stage Il dyspnea, and
progressive chest pain, all evolving in a context of
altered general condition and feverish feeling.

The clinical examination found a conscious
patient, polypneic at 26 cpm, febrile at 38C°,
hemodynamically stable, with objective pleuro
pulmonary examination of a left aerial pleural effusion
syndrome.
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A chest X-ray was requested in first intention,
objectifying an opacity occupying the internal 2/3 of the
left pulmonary hemichamp, not very dense,
heterogeneous, seat of some cartées within it in
connection with bronchograms with a clear external and
internal limit drowned in the mediastinum, a left
pneumothorax of great abundance made of an
axilobasal  parenchymatous  hyperclarity — without
vascular framework with enlargement of the EICs and
refoulement of the elements of the mediastinum
towards the counter lateral side, and a filling of the left
costo diaphragmatic cul de sac.

A complementary thoracic CT scan noted a left
hydropneumothorax of great abundance associated with
pneumonic foci complicated by abscesses and multiple
branching micronodules of the right upper lobe and
middle lobe suggestive of a tuberculous origin.

A drainage of the pyo-pneumothorax was
performed with a bacteriological, cytological and
biochemical study, Xpert gene of the pleural fluid,
evoking a hydropneumothorax of tuberculous origin.

Figure 1: chest X-ray showing an opacity occupying the inner 2/3 of the left pulmonary, not very dense,
heterogeneous, with some cartées within it in relation to bronchograms with a clear external and internal
boundary embedded in the mediastinum. Left pneumothorax of great abundance made of an axilobasal
parenchymatous hyperclarity without vascular framework with enlargement of the EICs and refoulement of the
elements of the mediastinum towards the counter lateral side.
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Figure 2: Chest CT scan in axial sections in parenchymal and mediastinal window: Large left
hydropneumothorax associated with pneumonic foci complicated with abscessation and multiple branching
micronodules of the right upper and middle lobe suggestive of a tuberculous origin

DiscussION

Tuberculous pneumothorax is a rare and
particularly severe form of tuberculosis. It can
complicate pulmonary or pleural tuberculosis, often
cavitary tuberculosis, but some forms can be observed
during miliary disease or in late fibrous sequelae.

Two pathophysiological mechanisms have
been suggested: in the first theory, the rupture of a
tuberculous cavern would determine a broncho-pleural
fistula; the irruption of the caseum into the pleural
cavity would cause local fibrosis responsible for a
defect in the expansion of the parenchyma. In the other
theory, the mechanism would be based on the
development of bronchiolar lesions, a localized trapping
phenomenon would favour the appearance of blebs
whose rupture would lead to the irruption of air into the
pleural cavity.

Standard chest radiography shows a
combination of several images: encysted pleural
opacities, pleural thickening, hydro-aerosic level with
homolateral or bilateral pulmonary tuberculosis lesions,
and rarely images of costal lysis.

In addition, chest CT and magnetic resonance
imaging may be useful for detecting nodular lesions,
skin fistulization, costal osteitis, or pleural thickening.
The diagnosis of tuberculous pneumothorax is easily
made when fibro- cavitary parenchymal lesions are
associated  with  the  pneumothorax.  Positive
bacilloscopies confirm the tuberculous etiology. The
difficulties arise when the pyopneumothorax is isolated:
the isolation of Koch's bacillus in the pleural fluid being
rare, the proof of tuberculous origin can sometimes only
be provided on pleural decortication and/or lung
excision specimen. The polymerase chain reaction is a
relatively recent technique of gene amplification.

It is very sensitive for lung samples with a
positive direct examination, but shows a great
variability for samples with a negative direct

examination. In cases of isolated pyopneumothorax, it
can be performed on pleural fluid samples or on biopsy
fragments of the pleura, but a negative response will not
exclude the diagnosis of tuberculosis.

Bronchial fibroscopy may be useful in
diagnosing a bronchopleural fistula, which is confirmed
by injection of orange-red intrapleural rifampicin into
the bronchial secretions and then into the sputum.
Bronchopleural fistula is frequently diagnosed on
sputum of pleural pus, with or without the aid of the
intrapleural intrapleural injection of rifampicin.

The treatment of  tuberculous pyo-
pneumothorax is based on: correct anti-tuberculosis
treatment; thoracic drainage, sometimes guided by
ultrasound detection, which may allow closure of the
bronchopleural fistula after a few weeks, and may be
associated with daily and repeated saline washings and
aspirations. This can be associated with daily and
repeated saline washings and aspirations, sometimes
using streptokinase; adapted and well followed physical
therapy.

The treatment of  tuberculous pyo-
pneumothorax is based on correct antituberculosis
treatment; thoracic drainage sometimes guided by an
ultrasound survey which can allow the closure of the
bronchopleural fistula after a few weeks, which can be
associated with daily and repeated saline washings and
aspirations, sometimes using streptokinase
streptokinase; an adapted and well followed physical
therapy.

CONCLUSION

Pulmonary tuberculosis is still a public health
problem in low-income countries. Positive diagnosis of
tuberculous pyo-pneumothorax is often easy. Its
treatment remains difficult, marked by a prolonged
duration of drainage and antituberculosis treatment and
a late recourse to surgery. Tuberculous pyo-
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pneumothorax is often related to active cavitary
tuberculosis, its diagnosis is often bacteriological.
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