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Introduction

Bronchoperitoneal fistulae are rare with seven case reports
in literature. Most of the cases reported were due to erosion
of diaphragm and lung parenchyma by subdiaphragmatic
infection. In this case report, we report a case of broncho-
peritoneal fistula secondary to right lower lobe Klebsiella
pneumoniae, managed conservatively by percutaneous drain-
age (PCD) and antibiotics. The knowledge of this entity is
important in diagnosis of fistula as fistulous connection can
be overlooked in the imaging and can lead to misdiagnosis
of hollow viscus perforation and mismanagement

Case History

A 25-year-old male patient presented with abdominal pain in
theepigastric region,abdominaldistention,andfever for thelast
1 week. Clinical suspicion of duodenal perforation was raised
and radiograph of chest was requested. Initial chest radiograph
(►Fig. 1) showed consolidation in the right mid and lower lung

zones with air in right subdiaphragmatic region. Patient under-
went a contrast-enhanced computed tomography (CECT) of the
chest and abdomen for the evaluation of pneumoperitoneum.
CECT (►Figs. 2 and 3) showed consolidation in the right lower
lobe with bulging fissures, centrilobular nodules with tree in
bud appearance in right upper, mid, lower lobe and left lower
lobe. Therewasasmall thin-walledcavity intheright lower lung
lobe communicating with a loculated air pocket in the right
subphrenic spaceextending througharighthemidiaphragmatic
defect. There was also a small right pleural effusion. There was
no evidence of hollow viscus peroration on CT. The diaphrag-
matic defect measured 10mm. A diagnosis of bronchoperito-
neal fistula secondary to a cavitating pneumonia was made on
radiographic findings and due to the voluminous pneumonia
with bulging fissures, a suspicion of Klebsiella pneumoniaewas
entertained. Patient underwent bronchoscopy and bronchoal-
veolar lavage (BAL). Culture and sensitivity of the BAL fluid
showed growth of Klebsiella organism. Patient wasmanaged by
intravenous antibiotics (Amikacin 500mg) and by PCD. Percu-
taneous drainagewas doneby placing 8F pigtail catheter under

Keywords

► bronchoperitoneal
fistula

► pneumoperitoneum
► Klebsiella pneumoniae

Abstract In this case report, we report a case of bronchoperitoneal fistula secondary to
pneumonia in a 25-year-old male patient who presented with pain abdomen and fever
with provisional diagnosis of duodenal perforation and air under right diaphragm in
chest radiograph. Diagnosis of bronchoperitoneal fistula was made on computed
tomographic findings, which showed consolidation and small cavity in the right lower
lung lobe communicating with a loculated air pocket in the right subphrenic space
through a right hemidiaphragmatic defect. Knowledge of this entity is important as
fistula can be overlooked and can lead to mismanagement.
Key Messages
Bronchoperitoneal fistula is rare entity that can be overlooked in imaging and can lead
to misinterpretation and mismanagement as hollow viscus perforation.
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CT guidance. Follow-up radiographs (►Fig. 4) showed signifi-
cant reduction in consolidation and resolution of pneumoper-
itoneum. Patient was discharged without any complication.

Discussion

Bronchoperitoneal fistulae are rare. There are very few case
reports of bronchoperitoneal fistula in the literature.1–7 Bron-
choperitoneal fistulae occur due to erosion of the diaphragm,
pleura and lung parenchyma and are commonly associated
with retained drainage tube, lung abscess, acute respiratory
distress syndrome, subphrenic collection due to cholecystec-
tomy, duodenal perforation, and synechotomy in patients on
ventilation. Most commonly bronchoperitoneal fistulae are
seen due to spread of infection from caudal to cranial direc-
tion.1–7 There is only one case report mentioning the bron-
choperitoneal fistula due to primary lung abscess.5

Management of bronchoperitoneal fistula is not clear.
Various management protocols are described that include
surgical closure of diaphragmatic defect, high frequency
oscillatory ventilation, and conservative management.1–5

To our knowledge, this is the first case report of a broncho-
peritoneal fistula secondary to cavitating pneumonia, which
was managed conservatively with PCD and antibiotics.

Fig. 1 Posteroanterior view of chest radiograph showing consolida-
tion in right mid and lower lung zone (white arrow) and air under right
subdiaphragm (black arrow).

Fig. 2 (A and B) Axial computed tomography of the chest showing consolidation in right lower lobe (black arrow in image A) with small cavity in
the basal segment of right lower lobe communicating with the air pocket in right diaphragm through right diaphragmatic defect (white arrow in
image B). (C and D) Sagittal and coronal reformatted image in soft tissue window showing loculated air pocket in right diaphragmatic region
(long white arrows) communicating with right lower lobe cavity through defect in the right diaphragm (small white arrows).
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The knowledge of this entity is important in diagnosis of
fistula as fistulous connection can be overlooked in the
imaging and can lead to misdiagnosis of hollow viscus
perforation and mismanagement.
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Fig. 3 Oblique coronal image in soft tissue (A) and lung window (B) showing air in the right subdiaphragmatic region (long white arrow)
communicating with cavity in right lower lobe of lung though defect (short white arrow) in the right diaphragm (black arrow).

Fig. 4 Follow-up radiograph on post percutaneous drainage day 2 (A) and day 13 (B) showing reduction in the pneumoperitoneum (white arrows)
and day 30 (C) showing resolution of the pneumoperitoneum.

Indian Journal of Radiology and Imaging Vol. 32 No. 2/2022 © 2022. Indian Radiological Association. All rights reserved.

Bronchoperitoneal Fistula Kumar et al. 277

https://www.eurorad.org/case/2850

