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Bronchiectasis is 8 condition characterized by diiitation of one
or more branches of the bronehial tree, and which sooner or liater
becomes compliecated by infeetion. It may be congenital or acguired.
It characterized pathologically by the bronchial dilitaticn and clinically
by a chronie cough with purulent sputum.

The condition 1is generaslly symptomless unless complicated by infection
hence some authors, prinecipelly Hedbloomf hold that the condition is
a disease, and the diagnosis c¢an not be made unless infecivlion producing
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symptloms are present. f@ther authors nold tnat the term implies simply
the anatomical change Tound in the broncni.

the condition of bronchial dilitation may be elther congenital
or aequired. Sauerburchn has emphasized the importence of the congenital
type, bul most American authors consider this type rare.

The condition was formerly thought ot be gquite rare; the incidence
was given as about 1 to 1000 hospital admittances. However, in later
years the diagnosis 1is being made more and more frecquently. The disease
may heave become more frequent but probably this increased incildence is
due %o an increased recognitiocn, which has been made possible by the ald of
the bronechoscopy and bronchography? Hedblcomlstates that it 1is next in
frequency to pulmonary tﬁberculosis among the chronic pulmonary diseases,
and that it is found in from 2 to 4% of the necropsies in general hospitals.
Gcnsner’states that he believes the condition to be even more frequent
than pulmonsry tuberculosis, and first among the chronic pulmonary
affections, He considers that the condition is frequently mistaken for
tuberculosis, and that 25 to 50% of the ilnhabitanis of tuberculosis
sanitaria are non-tuberculous., The reason for this error im diagnosis

is easily understood in view of the fact that the predominant symptom
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is ehronic persistant cough resisting therapy and frequently accompanied
... DYy a low grade temperature, It is also frequently diagnosed chrounic
bronenitis, asthma, or lung abscess.
A8 stated before the condition may be elther congenital or acquired.
In the acquired type the dilitation is secondary to some bronenial,
pulmonary or plural disease.
A climate subject to sudden fluctuations of temperature and
humidity may act as a predisposing factor by increasing the lncidence
of infeetiocn of the respératory tract and paranasal sinuses which nmay
be in turn exciting causes of bronchiectasis. By animal experimentation’
it has been found that sudden cooling of the bady waen infection is
present is especlially proveocative of broncniectasis.
The age at first observation is most commonliy between twenty and
tairty years. Only 17.4% are under sixteen years. However, the first

observation is generally & to 5 or more years after the actual onsst
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of the eondition.

In adults there is a preponderance oI cases in males probably
because of occupational factors and increased iucidence of res-
piratory. infections as a result of exposure. hedbloonéstates that in
children this condition is reversed and there is a slight preponderance
of cases among the females, In the acquired type there may be an in=-
herited inferior structural quality of the bronchial wall leaging to a
predisposition to the condition. The congenital type 1§ frequently
associated with other congenital defects such as hare-~lip, web fingers,
club feet and mental abnormalities. '

The condition 1s seen more frequently among those in poor economic

circumstances. Which is probably dd#e to overcrowding and poor hygiene
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leading to an increased incldence of respiratory infection.
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A pneumonoconiosis may lead to a chronic bronchitis with

... Tibrosis and secondarily develope into a bronchiectasis.

Bronchial obstruction is a well recognized cause; this obstruction
may be due to a forelgn body, a stenosis, or pressure from without
by tumors, hypertrophied glands, etc, .

Undoubtedly the most important cause is infection. This may be
measles, whooping cough, influenzéf bronchno-pneumonia, chronic catvarri,
lobar pneumoniaﬁ pulmonary &bscess, fibréid phthisis, or syphilitic
fibrosis of the lung. Secondaryrto thhese there 1s frequently a
bronechial inflammation extending oier & longer oy shorter time., AS
a result the bronchial walls tend to lose their elasticity and the
dilitation probably follows as a result of scar tissue contraciion and
themechanical stress incident to respirastion. Chronic broncaitis may play
a very impertant part in etiology. In a series of university students
with ehronic bronchitis Gschnefsfound bronchial dilitations in 90%
upon bronchographic examination,

In over 50% of the cases there is an associated infection of the
paranasal sinusgsi The sinusitis is frequently symptomless, and there
is no established relationsnip between the degree of sinusitis and
bronechiectasis, DBy experiment it has been found that large amountslof
iodized 0il dripped into the posterior nasal fossa is easily aspirated
into the lungs during sleep. The concomitance of sinusitis and bronchictasis
may be explained by the assumption of a similar aspiration of a purulent
post nasal discharge.

The locaticn and extent of the bronchial dilitation varies with the
eticlog? and duratvion. 7The lesions are usually confined more or less
completely to one lung and especially to one lobe. Thebas®&s of the lung
are more ffequently involved than the apices, and it is more common in the

left lung than in the right., fHowever, it does occur in the apices es-
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peclally when secondary 10 a tuberculous process, but it may appear there

primarily. If the condition is due to an obstruction such as a foreign

- body or stenosis, the involvement is first localized to the affected

‘bronchus and later spreads to the neighboring bronchl, Secondary

infeetion of adjacent btronchi and of the other lung from the entrance of
purulent secretion into these determinasbthe rate of spread from the
original focus. A diffuse involvement of one ~ or more lobes from the
begining occurs in those cases which are congenital or seconcary to an
extensive fiprosis or massive atelectasis of the lung.

The acquired type is seen in a rare acute form and in the
characteristic chronie form., The acute form is generally a complicailion
of a severe rapidly progressing whooping cough. In this type vhe patient
may recover and the bronchial dilitations not be recognized until
symptoms of the chronic form develoF years later. In ithe chronic form
tie saape, size, and distribution of the lesicns may vary greatly in
the same and different cases. The dilitations may be chiadricai,
sdccular, fusiform, or moniliform, of which a combination of the
eylindrical and sQccular is the most common type. The dilitations are
more commonly in the proximal larger bronchi when due 1o avbronohitis
or obstruction, and more commonly in the smaller bronchi when secondary
to measles, whooplng cough and influenza. The alveoll between the
cavities may become collapsed and atrophied so that large cavities may Liie
in direet contact. In the walls of the bronchi and in the peribronchial
tissues there are chronie inflammetory changes. The @pithilial lining
undergoes variable changes; there may be hypertrophic and atropnic
changes in the same cavity., 4t times the epithelium may be 1lost with the
formation of an ulcerated area. This may then proceed to an erosion into
a blood vessel with resulving hemorrhege and hemoptysis.

It has been held that the increased pressure in the iungs and




plurel cavities cduring expiration and coughing probably acted 1o expand
the bronchial walls weakened by a disease process. HowePer, when it is
in the bronchi,‘it is realized that this probably is not the case.
Prebably the dilitation occurs during inspiration when the pressure is
greater wituin the bronchi than in the plurel cavities. This
difference in pressure is increased during the gasping respiration
following a cough and also in such conditions as actelectasis,ﬂ$"”ﬂef“

The bacteriology of the condition is im dispute. Cultures taken
from material obtained thre the brounchoscope always show a mixed
infection., However, David T. Smitnwfoints out the fregquency wiih
which spirochaetes and fusiform bacilli are found in the sputum
taken from the itrachea and bronchi as well as in fThe tissues
surrounding the broncihi. He also points cut the resemblance of tnis
dissasecof the bronchi to that of syphilitic endarteritis.

Among the most typical of the earlier symptom8 is a chronic or
recurring cough. This is more significant il its onset follows
grippe, whooping-cough, broneho-pneﬁmenia, measles, or influenza.

If the petient is very young the cough may be present only upon being
inverted. The symptoms may at times be so slight that the possibility
of bronechiectagis should be considered in any case of broncho-pneunonia
or bronchitis of unusual duration.

In & case of fully developed bronchiectasis the cough is typically
intermittent, paroxysmal and more or less induced by a change of position.
In about three-fourths of these cases the sputum is purutent. The
most severe paroxysms of coughing generally occur on rising or scon after.
The cough dces not generally disturb sleep, but the patient usually lies

on the affected side thus allowing the bronciial secretions Lo be



retained in the bronchiectatic cavities instead of entering hegluhy
bronehi where their irritation would induce coughing,

The amount of sputum varies from day to day and in different

cases. In some cases it may be from 30 to 6Ucc or less in twenty~four hours

in others it may be 1000e¢c or more. The physical charaoteristies of the
sputum are likewise very variable; however, its color is frequentiy a
grayish-green, this may be altered by the presence of blood in variable
amounts. In a welladvanced case with classical symptoms the sputum may
divide into layers in which case the upper layer is frothy and brownish,
the middle is thin and turbid, and the lower 1is grayish opaque.
Hemoptysis 1is a common symptom, and at times may be the only
symptom?
Fever in the early stages is rare in adults but common in
children, In later stages there is commonly a low grade fever.
A pleuritic pain is present in about one-fourth of the cases,
The physical findings tend to approximate the normal. The
general health may be good for a long time; mény, however, are under-
nourished, anemic, listless semi~invalids. The lung finaings are
very variable and depend upon the extent of the-lesions, the amount of
fluid present at the time of examination, and the amount of secondary
changes. at times the only finding may be a decreased thoracic expansion
over over tne}invclved area, There may be a few creaky rales at the
base posteriorly, these when accompanied by a suggestive history are
significant. In a more advanéed case there may be eoarse bubbling
rales especially if the bronchiectatic cavities have not been reecently
emptied by a coughing paroxysm, The finding of loud moist rales with a

) . A
normal percussion note is very suggestive.




The hands are often cold and clammy, and there may be a slight cyancsis.
wNJlubbimg of the fingers and toes is a common finding in a case of some

dura’cionr |

Bactericlogical examination ol the sputum always shows a mixed infection
without specific organisms, The value of & bactericlogical examination
lies in the elimination of such specific infections as tuberculosis,
actinomycosisuét“ceteras?

The blood frequently shows a periodic leukecytasis of i0,0UO o
25,000 in fully developed cases. A leukecyte count of over 12,000 with a
suggestive history is significant of bronchiectasis rather than
tuberculosis =zccording to %rauer{ A secondary anemia is frequently present,
| An ordinary Hoentgenogram may show normal findings, which 1n the
presénce of suggestive symptoms may be considered as signifICant of

bronchiectasis., Findings when present are due to changes in the bronchial
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#ails, a varying content of air and secretion, and assoelated pathology in the
parenchyma and plura. The findings may consist of increased linear mark-
ings, areas of increased density as due to assoclated atelectasis, flbrosis,
or pneumonic consolidation, or a thickened pleura may mask the lung Tincings.
There is a great aivergence of opinion as to the significance of most ol the
fiﬁdiﬁgs.

For definite diagnosis contrast media opronchography is almost necessary!
The introduction of lipicdal contrast media in bronchography marks a great
advance in the dii@erential dlagnosis of bronchiectasis., Not only does 1t
render a positive diagncsis possible, but it 1s possible earliy,even in
the incipieney of the condition, andat which time the conditicn is most
amenable to treatment. Many atiempts to outline the bronechi with different

. apaque mecdia were made with varying success in the period from 1v06 to 1923,
In 1923 Sicard and Forrester first published their resulis with lipioadal,

which has now assumed a field in bronchography comparabic to the conirast




.. media used in othsr fields of roentgenography. iiplodal cousists of &
mixture of 4U% lodine in poppy seed oil. the oil may be injected by the
passive cor supraglcttic'methoé, the transglottiic meithod, subglottiec
method, or the gronchascopic method. 20 to d0cc. of oil is injected
and is directed into the broneni by changing the position of the patient.
The supraglotiic or passive method has been recoﬁmended by some
as the easlest and most satisrfactory method especlally when repeated

jos 1 -
introducticns are done. DBy this method when the swailowing reflex has
been abolished by anaesthetizing the pharynx the lipicaal passes cown iThe
trachea instead of the esophagus when the patient attempis to swallow it.
By the transglottic method iipiodal is run into the larynx thru a
catheter which has becn passeddown between the vocal cords. In the subglot
tie method the lipicdal is injected intc the larynx by &a needle passed
thru the crico-thyroid membrane, The bronchescople introduction affords
the most accurate placement of the lipiodal, but tne procecdure 1is a ratvuer
more formidable one than is necessary. Flouroscopic studies snould be made
while the oll is being introddced and ﬁoentgenghraphic plates lmmediately
afterward., Since the introduction of the procecdure, a rgther formidable
array of dangers have been pointed out; these dangers; however, have not
besn vorne out by experience as very few if any injurious sffects have
been noted., It is not, however, recommended that the lipiodal insurf=-
lation be done in acute active tuberéulosis, in acute infectiions such as in
the early stages of colds or influenza, in very extensive advanced
general pulmonary suppuraticm, or when the patient 1s very weax or
presents various circﬁlatcrg disturbances.

The diagnosis in an advanced case withclassical symploms then may

i
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be-suspected when there is a history of long continued.recurrin



catarrhal bronchitis limited to certain pulmonary reglons, periodic
attacks of coughing especially upon change of posture or wien 1in a certaln
posture, accompanied by a more or less profuse expectoration and wito-
out tuberculous bacilli. Physical examination presents an indefinite var=- . .
iable lung picture, and may also give evidence of the presence of chronic
infection accompanied by more or less decrease in aeration. The
diagnosis may be confined by bronchographic examination. However, in early
cases when treatment is most successful tnere may be few or none of tiue
classical sympitoms. It may be sald that bronchiectasis snould be econsia-
ered in cases of chronéc pulmonary affecilons wiih cough, siight or
severe, with more or less expectoration although this may be siight,
with a history of chronic or recurring attacks of bronchitis, or an

. .. last 4

unduly prolonged convalescence from broneho-pneumonia,

Finally it should be remembered that the condition may be latent in
type and only revealed by acute exacerbatiensf

In the differential diagnosis we must consider;

CGhronic bronchitis, which is often a forerunner of bronchiecitasis and
may simulate it so closely thét bronchography is necessary 1o make a
diagnosis,

A chronic unresolved pneumoni® may keep up symptoms for a prolonged
period of time and is a recognizeda cause of broncalectasis. an ordaiunary
Roentgenogram would demonsirate the eonsoiidation, but bronchogrophy
would be necessary to establish the presence or absence ol broneinlal
dilitetions.

Pulmonary tuberculosis is usually loceted near the apices and
bronchiectasis at the bases, however, tae conditions may be reversesd. The
finding of acid fast baciili in the sputum is presumptive of tuberculcsis
and it may be proven by animal innoculation. Finally it should be

remembered that bronchiectasis may develope secondary to a tuberculous
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invoivement so that tné two may be concomitant,

In empyema with bronchial fistula there is a history of sudden onset
with the evacuation of large amounts of purulent sputum, often more than
in bronchiectasis. DBefinite eviéence of the presence or absence of
empyema may be secured by aspiration. These two conditions may also
coexist,

When a subphrenic abscess penetrates the diaphragm and into a bronchus
the nistory and a high diaphragm shadow will usually determine the diagnosis.

Malignant disease of the lung will produce a localized shadow on the
Roentgenogram unless obscured by consolidation. & relatively short duration
and rapid downward éourse are aiso characteristic of madiignancy.

The complications which may be met in a case of bronchiectasis are:

An ulceration of the bronchial wall and into a large blood vessel
may result in a fatal hemorrhage.

Ilymphatic extension of the infection may result in & chronie inlerstitial
pneumonia,

An scute pneumonia may develope from the aspiration of pus into
uninvolved portions of the lung.

Multiple pulmonary abscesses are frequent in late cases with extensive
pulmonary infection.

A putrid bronciiitis with abscess and gangrene may develope.

About 10% of the cases of bronchisctasis are accompanied by pulmonary
malignancy.

Impyema may develope as a result of exvension or perforation of a
bronchiectdatic caviity or an assoclated pulmonary abscess into the plural
cavity.

An assoclated cardiac hypertrophy especially of the riapt side and
an endocarditis is common. There is myocardial damage in all cases oI

long standing.
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A#ssccliated renal disease is quite frequent.

¥fhere may be an associated painful arthritis.

Metastatlec abscesses especially to the brain are quite common.
About 13% of the cases with pulmonary suppuration develope brain abscesses
or meningitis.

The chief‘causes of death are marasmus, pneumonia, gangrene, empyema,
cardiase decompensation, hemorrnage, or cerebral abscesses.

ihepropnylactic measures consist of combating reecurring colds by hy=.
gienie and local measures, the local treatment of infection of the paranasal
skhuses, the treatment of such eticlogical factors as bronciitis et ceteras,

=

and ihe early recognition and treatment of an early case wille 1v is stiil
quite amenstle to treatment.

The treatment is divided into medical and surgical phases. No plan
of therapyhas proved to be very satisfactory when the condition has
progressed to the stage at which it is generally dliagnosed.

The medical treatment is largeliy symptomatic and general. Absolute rest
is important? Phe diet should provide for an adequate mumber of culories and
all the essential food constituents. 4any sinus infection should be atiended
to immediately. -It may at times be ad%iséble to send the patient @0 a sunny,,
warm and moderately dry climate., Inhalations are sometimes used 1o control
the fetor of the sputum and to prevent intrabronchial infection. Autogenous
vaeeines arc sometimes of value.*

Postural drainage is one of the most valuable proceedures and should
be instituted at oncef for by its means a pericdiec evacuation of the bronechs
isetatie cavities may be accomplished, Hather elaborate appurail have been
devised to accomplish postural drainsge; however, the proceedure mayvbe
satisfactorily instituted by having the patient lie face downward &across

his bed with nis face and trunk over the side and hands on the floor.
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Some of the continental clinics use the so csiled "thairst cure™,

[l

This consists of reducing the intake of fluids, which results in a defin;ta
diminution in the amount of sputum. Some autlhors have reportied benelicial
results obtained by the thirst cure.

Ochisner has recentiy published several articles in which he purports to
have obtained some zery encouraging results by means of repeated introduc-

..
tions of lipiodaiﬁ¢j?he proceedure was 1'irst suggested by the symptomatic
relief which followed liplodal introductions usec as a dlsegnlstic measure,
He reports that in 1500 lipiodal introductions whlen ke has done e has
observed no untoward reaétions and only six cases ol iodism wnich varied from
a silght rbinitis to a rather séVere erytnematous rash. In a series of 1l2
cases in which he used repeatec introductlions of Lipiodal.ﬁe reporvs 42w
with symptomatic cures, of which 12% sncwed rédiographic evidence of cure,
%6% symptomatic relief, and 3%2% were improved and still under treatment wien
the report was made. He reports an early reduction in the bacterial count in
the sputum soon after the institution of the p:oceedure. Those cases showing
radiographic evidence of cure probably had suffered no organic change in
the wall of the bronchi but merely a functiocnal dilitation of the bronchi,
which disappeared following the control of the infection. Ochsner does uot
hold out iodized o0il as a panacea for all cases of breonchiectasis, but ne
considers that its use 1s indicated in tnosecases in which there 1s relat=
ively Llittle pathology or a bilateral process as WeLi as in cases in which
surgery is not indicated,

The surgical treatment of bronchiectasis aims at drainage and pulmonary
compression to counteract the mechanical tension and decrease the retention
of secretion. The surgical treatment is iinited to thcoese cases in which
the pathology is entirely or predominately localized to one side. Iowever,
since this is true in the majority of cascs, surgery offers some valuable

méthods of therapy.:




‘khere are a number of ocutstanding proceedures offered by surgery in the
‘treatment of this condition. It is generally recommended tnat inese procesds.
ures be carried cut in progressicn’as this appears 10 produce the greatest
number of improvements or cure¢s, as each step makes way for tie following
more serious step and reduces the operative mortality, and finally because
each step may produce a sufficlently satisfactory result that the follow-
ing and more serious step in the progressiocn becomes unnecessary. No
method has been discovered to determine just how extensive a surgical
proceedure may be necessary in each case.

Artificial pneumothorax ig the simplest coperative procesdure for
bronchiectasis and i the first ste? in top progressive operative treatment.

In a report of 97 cases treéte& by whis method 15 were reported symptomatically
cured, & died during treatment ®f which 2 were following operation, in 12
cases adhesions rendered pnuemotihorax impossible although in several others
'QW“Sfaetory collapse was obtained in spite of adhesicns, one case was complicated
by _asvalvular pneumoishorax. In nearly all of the cases cured the disease
was of recent onset. When improvement was noted, the treatment was continued
5 of 6 months to & years, The objections to ﬁnis method of treatment is
that adhesions may prevent collapse, an infected plural effusion may occur, and
refills &re necessary for a prolonged period of time. Its advantages are iis
simpliceity and the fact that collapse is not necessarily permanecnt.

Phrenic exersis is a worthwhile proceadure/in garly cases, in lower icbs
bronchiectasis, in children whose tissues are elastic, when adhesions prevent
collapse by pneumothorax and as a preliminary to thoraeoplasty. This produces
a paralysis of that leaf of the diaphragm and the subsequent elevation tends
to collapse the lung and results in the évacuation of the sputum and lessens ik

Vﬁmmhthe amount coughed up each day. In 22 cases reported by Hedbloom there were

2 symptmétic cures, in 5 the sputum was decreased S5U to 80% ultimately
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becoming reduced to less than one ocunce in twenty-four hours, 4 were
appreciably improved, in 4 the sputum was aecreased by measurment but not
appreciably to the patient, in 1 phrenic exersis falled to paralyse tuwne - -
diaphragm, and in & cases no improvement was noted. Cbjecticns to phrenic
exeresis have been raised on the grounds that the nerve may rupture at
a point above that at which the main stem is Jjoilned by the accessory; the . =
pericardiophrenic artery, which accompanies the nerve in its intrathoracic
course,may bleed; and adhesions and connective tissue bands reSuitiﬁg from the
disease process, which may have embedded the nerve, ggé be torn by the trac-
tion with the resultant exposure of the medicstinum to pus, Experience has
spown, however, that these dangers are more hypothetical than real. In
four cases, however, the vagus nerve has been mistaken for the plhrenic; this
mistake was fatal in each case,
The form of collapse therapy which is most freguently employed at the
" present time is that of extraplural theracoplastiy. Heébleom(emphasizes that
thoroplasty should be reserved for those cases of undoubied broncnieétasis,
for in cases attended by multiPle or multiloeulor abscesses the proceedure is
attended with & nigh ﬁortalityfr The use of any collapse nas been guestion-
ed on the ground that the bvbronchiectatic cavities are not readily collaps-
: at times
able, Sauerbrush stating thet they may not be colliapsed®by pressures of &U
t0l10Q pounds. lHowever, Hedbloom/has shown by bronchograpny that the saccular
and fusiform dilitations may at times be collapsed to marked degree by
thordcoplasty. Moreover, the coperation as now done in & graded stage and
under a local asnaesthetic is not attended by a high mortality. The principles
involved in collapse therapy are much the same as in tuberculosis; The
diseased lung is put to rest, the 1lymph circulation and therelfcre toxic

.~ absorpticn is slowed, 1t brings abcut further fibrosis, and there 1is a
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partial ebliteration of the bronchiectatic cavitlies with & decrease in the
amount of purulent secretion and a tendency to prevent dissemination of tae
disease, The operation is done in several stages, usually five, the extent
of each operation being gaged by the patient% condition. When the involve-
ment is limited to the lower lobe an extensive resection of the lower ribs
~is preferable to a pasravertebral thordcoplasty such as used in tuberculosis
when a collapse of the entire lung is desired. Hedbloom says that the
results obtained have been encouraging and believes that with a more care-
ful selection of cases as 1s made possible by bronchography the proceedure
will prove to be a valuable adjunct to our mode of attaeck in these cases.,
In those cases of bronchiectasis in which the process is limited to
one lobke and in which the symptoms are severe enough to justify tne per-
formance of & lobectomy, the greatest amount of relief 1is obtained by tiois
proeesdure as it permits a complete removal or ithe diseased procesgi How~

ever, because the process is frequently billateral and because o the high

movtality attending this proceedure (10 tc50% ), 1t is applicable in cunly a

relatively few cases. Brunn'gecommends & one stage lobeetomy for those
advanced cases without prospect for cure bul who are noit hopelessly septic.
He gives his patients a preliminary treatment of several months consisting
of rest in bed, exposure to sunlight, postural drainage, care to the
aceessory sinuses, the use of vaccines at times, & course of neocamphenamin
if a spirochaetal infection is present, 500cc of dextrose solution intra-
venously the night before thie operation, and 1500 to 2000cec of Ringer's
solution subcutaneocusly during the Jpération.ﬁ ile uses a local anaesthstic
together w;th scopolamine and morphine and preceeded by barbitai. He
emphasizes the importance of careful liemestasis and the preventicn of the
developement of a pneumotihorax er a hydrotihorax for ithe first I'ive days post—

operative,
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Most other authors, however, seem to prefer a multiple stage lobectomy,

by which technique tne patient is purposely prepared for the exeresis of tha
diseased lung by the systematic use, in‘the order named, ol pneumothorax,
phrenicotomy, graded thorocoplastj, and in some"cases, ligature of the
corresponding branch of the pulmonery artery. A ligature of the
corresponding branch of the pulmonary ariery nas been racommenaeé>és an
excellent preliminary measure as it is a technically easy proceedure in tie
inferior lobes and it eliminates tie danger of hemorrhage and alr or septic
embolism. It is even possible at times that ligature of the pulmonary
artery in cases of umcomplicated unilateral bronchlectasis may prove

to beba curative measure when combined with %horacopiasty.

A pneumoclysis is sometimes used 1o compress a localized bronchiectasis,
Thoracotomy with rib resection is done. 7Then the lung is sutured to the
chest wall and the space between the lung and diephragm filled with zauze.
The gauze 1s later removed and the space is allowed to fill in by
granulgtion, However, the collapse at best is only temporary. TFhe
précaeéure may be used together with ligature ol the pulmonary artery as
a preliminsry to lobectomy or cautery extirpation of the diseased lobe as
recommended by Grahamf

. / A

Death during or shortly after lobectomy can generally be ascribed %o

shoek, cerdiac falilure imechanical or railex;; nemorrhage duging or

after operation; increased intraplueral pressure during the first days

after operation, by pneumothorex, or intraplural fluid; septic pleurisy,

and septic mediastinitis. The graded pperatlion eliminates or decreases
the possibility of most of these.

Incisioh into and dralinage of one or wmore of the bronchiectatic
cavities has been used; but it has a very limited field of usefulness

and has proved ineffective and dangerous and so bpas fallen into disrepute.



In general we may say that the surgical treatment of broucniectasis
ywwis reserved for those cases entirely or predominately unilateral. However,
a seeondary involvement of the other lung wiil at times clear up when the
original site of disease has bveen cared for. In all cases tne medical
treatment should be tried before surgery because [irst it builds the patient
up making him a better operative risk, and secondg the patient may elear up
under this therapy so that surgery will prove unneeessary. Generally, however
it 1s not wise to wait too long before surgery is resorted to and especially
in those cases failing to respond to medical therapy as it snould be
remembered thet tne disease is definitely progressive and becomes more and
more refractive to treatment as 1t progresses.

The prognosis depends upon the extent and duraticn of the pathology.
Barlier end more accurate diagnosis has reduced the mortitality rete by bring-
ing the patient to treatment sconer and by alding in the choice of

““%“ﬁreatment to be used. Spontaneous healing of a mild sarly case may occur,
but spontaneous healing of a more acvanced case 1s not to be expected.
Restoration of the damaged bronchi is impossible and those dilitatiocus
which are later returned to normal are considered fuﬁetional but without
yet losing the elastic and muscular fibers in the wall, T1hose cases which
become symptomatically cured but retaln permanent broncihial ailitations
may later sustain a reinfection with a reéccurence of symptoms.

Finally the association of 10% of the cases with malignancy of the lung

and 12% with brain abscesses makes a 28% mortality inevitable.

P



CONCLUSICHN

L. Bronchiectasis is more common than is generslly recognized
and has a high incidence smong the chronic pulmonary affecticns.

2.The condition is frequently mistaken for pulmonsry
tuberculosis, chronic bronchitis, asthma, and lung wbscess.

S.Upper respiratory infections and especially sinusitis and
ehronic bronchitis probably play a large part in etiology.

4, 4n early case will not present the classical symptoms, and
may have no other complaint than a siight cough.

5, Lipiodal bronchography offers a sale simple method of
diagnosis.

6. Thé condition is amenable to treatment in its early
stages, but later it becomes highly refractive.

7. The medical treatment aims largely at building up the
patient% general health and postural drainage.

6. The surgical treatment aims at drainage and pulmonary
ecompressiocn.

9., A progressive plan of treatment appears to offer ihe best
metnod off therapeutic attack.

10. When an orgainc dilitation of the utronchi has occurred, =

eure probably can not be hoped for, bul with the control of

infection a symptomatic cure may be accomplished,
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