Tuberculosis and Respiratory Disease 23 9 $F714%, Vol 44, No. 1, February, 1997
O ¢ O

Hgo] S FRAA Bk oj
ARAWAAR Ak

olgtod) Wsta A
EH
= Abstract =
Bronchoscopic Diagnosis in ICU Patient Accompanying Pneumonia

Jung Hyun Chang, M.D.

Department of Internal Medicine, College of Medicine, Ewha Womans University, Seoul, Korea

Background : To assess the diagnostic role of bronchoscopic lavage for the evaluation of
pneumonia in intensive care unit(fCU), the results were compared to blind endobronchial
specimen.

Method : From September 1993 to August 1996, twenty-eight ICU patients suspected
pneumonia on the basis of clinical evidence and performed bronchoscopy under the diagnostic or
therapeutic purpose were studied retrospectively for the clinical findings including culture of
bronchoscopic and blind endobronchial specimen. Bronchoscopic specimen was got through small
amount of bronchoalveolar lavage with 20-40ml saline, one or two times on the suspected site.

Results : 1. Main reasons of ICU admission were respiratory and impending respiratory failure.
Nosocomial pneumonia was most common with 16 cases ; each for commumity acquired and
immunocompromised type with 6 cases. Diagnostic purpose of bronchoscopy was performed in
20 cases as 71 percent in total, whereas therapeutic removal of secretion in 8 cases. The
complication during bronchoscopic evaluation was trivial.

2. The agreement between blind endobronchial and bronchoscopic specimen on microbial
culture was only 39.3 percent. However, 2 cases each for aspergillosis and tuberculosis were
diagnosed under bronchoscopic evaluation.

3. The application of mechanical ventilation occured significantly frequently in multidrug
resistant pneumonia compared with other pneumonia in terms of bronchoscopic specimen.

4, The application of mechanical ventilation was significantly common in nosocomial

pneumonia compared with other types of pneumonia.
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Conclusion : The selective bronchoalveolar lavage and therapeutic removal of bronchial

secretion with bronchoscopy in ICU patient accompanying pneumonia is a very useful tool with

safety. The multidrug resistant pneumonia or nosocomial pneumomnia could be closely associated

with the use of mechanical ventilation.
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Table. 1. Characteristics of patients of suspected pneumonia, performed bronchoscopy in ICU (n=28)

Mean agem 56+15
Male” 16(57%)
Mental status alert 20(71%)
more than drowsy 8(29%)
Respiration mechanical ventilation 15(54%)
self respiration 11(39%)
T-piece 2( 7%)
Prior ventilator days 17£23
PaO,/FiOx(mmHg) 20273
Reason of admission to ICU respiratory failure 16(57%)
impending respiratory failure 7(25%)
septic shock 2( 7%)
postoperative 2( 7%)
isolation 1( 4%)
Underlying disorder lung disorder except malignancy 12(44%)
malignancy 6(21%)
accident 6(21%)
other organ infection 2( 7%)
miscellaneous 2( 7%)
Pneumonia type communnity acquired 6(21%)
nosocomial 16(58%)
immunocompromised 6(21%)
Purpose of bronchoscopy diagnostic 20(71%)
therapeutic 8(29%)
Bronchoscopic results contributed 15(54%)
no relation 12(43%)
aggravated 1( 3%)
® Mean+SD

v Number(percentage)

Table. 2. Comparison between blind endotracheal and bronchoseopic specimen

Blind endotracheal Bronchoscopic
No growth 8 11
Gram negative organism 12 8
Gram positive organism 4
Mixed 4 1
Others 4
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Table. 3. Comparison between multidrug resistant pneumonia(MDRP) and other pneumonia in terms of

bronchoscopic specimen

MDRP Others

Number 10 18
Age® 50+14 59+16
Male” 7(70%) 9(50%)
Mentality : more than drowsy 4(40%) 4(22%)
PaOy/FiOx(mmHg) 20877 199+72
Ventilator use* 9999%) 11(61%)
Prior ventilator days 24+33 11+6
‘Bronchoscopic contribution 5(50%) 10(56%)

®Mean +SD

¥ Number(percentage)

*p<0.05, nonparametrically

Table. 4. Comparison among community acquired, nosocomial and immunocompromised pneumonia

Community acquired Nosocomial Immunocompromised
Number 6 16 6
Age® 56+ 14 54+17 61+14
Male? 3(50%) 10(63%) 3(50%)
Mentality : more than drowsy 1(17%) 5(31%) 2(34%)
PaOy/FiOy(mmHg) 23534 187177 207104
Ventilator use* 4(67%) 14(88%) 2(67%)
Ventilator days 55+60 159£250 23+338
Bronchoscopic specimen : confirmed 4(67%) 11(69%) 3(50%)
Bronchoscopic contribution 5(83%) 7(44%) 3(50%)
®Mean +SD
¥ Number(percentage)
*p<0.05
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