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Treatment of Huge Chronic Tuberculous Empyema
with Cardiopulmonary Dysfunction

—1 case report—

Joonseok Park, M.D.*, Yong Soo Choi, M.D.*, Young Mog Shim, M.D.*

Treatment of huge chronic tuberculous empyema with cardiopulmonary dysfunction. Drainage of empyemal space by
closed thoracostomy in chronic tuberculous empyema is generally contraindicated because of the possibility of
empyema necessitatis and ascending infection. But in case that serious cardiopulmonary dysfunction is present,
drainage of empyema and decompression is necessary. We experienced a case in which chronic tuberculous em-
pyema was big enough to cause mediastinal shifing and cardiopulmonary failure. immediate drainage of pleural
cavity with tube thoracostomy was performed. Afterward, pleuropneumonectomy was done following cyclic irrigation
for one month. The patient had successful postoperative course without any evidence of complication or relapse of

infection.

(Korean J Thorac Cardiovasc Surg 2004;37:188-192)
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Tuberculous Empyema with Cardiopulmonary Dysfunction

Fig. 1. Initial chest film and com-
puted tomography. The right hemi-
thorax is totally opacified and large
calcified mass is seen. The trachea
is severely shifted to the left. Huge
low attenuated masses are seen
in the computed tomography.

Fig. 2. On bronchoscopic examina-
tion, the trachea is deviated to the
left and right main bronchus is se-
verely narrowed. There is no evi-
dence of bronchopleural fistula.
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Fig. 3. A: Chest film after tube
thoracostomy. The trachea is re-
stored to midline position. B: Chest
film after 1 month's irrigation. The
mediastinal position is normalized.

Fig. 4. Chest film after Clagett's procedure. There is no evidence
of bronchopleural fistula. The mediastinal position is normal.
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Tuberculous Empyema with Cardiopulmonary Dysfunction
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