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Treatment of late complications of plombage by simultaneous removal of plomb
and decortication
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ABSTRACT Two patients with local complications of
plombage were treated by removal of the plomb and
decortication at a single operation. This provided
immediate re-expansion of the lung and avoided the
need for thoracoplasty.

It is now over 30 years since collapse treatment for tuber-
culosis by plombage was used, but patients continue to
present with associated problems.' We present two such
cases, which are the first reported cases of treatment by
elective removal of plomb and decortication for late com-
plications.

Case reports

PATIENT 1
In 1947 a 14 year old boy was found to have a right apical
pulmonary cavity, and sputum was positive for Mycobac-
terium tuberculosis. He was treated initially at a sanatorium,
but four years later had plombage using polythene bags filled
with polythene strips2 performed at Broadgreen Hospital,
Liverpool. Subsequently, he was treated with para-amino-
salicylic acid and streptomycin, and remained symptom free
until 1981, when he had a haemoptysis. The chest radiograph
was unchanged and bronchoscopy showed stenosis of the
right upper lobe bronchus only. In 1983 he had a further
haemoptysis, and because of a diminished right radial pulse
he had an arch aortogram, which was normal. In 1987 he
complained of persistent cough with mucoid sputum and
intermittent haemoptysis, and review of chest radiographs
over the previous 10 years showed a gradual increase in the
size of the plomb.

In view of these findings, removal ofthe right apical plomb
and decortication was performed in 1988. A right post-
erolateral thoracotomy was used, with division ofthe fifth rib
and removal of the fourth rib. The wall of the plomb was
densely calcified, with some small collections of yellow paste
like material between the wall and the collapsed lung. These
were found to be sterile on culture, with no pus cells present.
The plomb cavity was opened and a degenerating polythene
bag and polythene strips were removed. The wall ofthe cavity
below the plomb was excised, and the whole of the right lung
was mobilised and decorticated. The patient made an
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uncomplicated recovery and was discharged on the tenth
postoperative day. A chest radiograph six months later
showed excellent expansion of the right lung, with only a
small residual apical shadow.

PATIENT 2
In 1954 a 41 year old man with apical pulmonary tuberculosis
was treated for one month with streptomycin and para-
aminosalicylic acid, and for a second month with pyrazin-
amide and para-aminosalicylic acid. There was a poor
response to treatment, and so the next year plombage was
performed with a polythene pack, with symptomatic and
radiological success.

In 1977 he developed blood stained, purulent sputum,
which persisted despite antibiotics. Chest radiographs
showed an increase in the size of the plomb, but no pathogen
was grown from the sputum. Surgery, using a high post-
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i Chest radiograph ofpatient I -bf'o..

Fig 1 Chest radiograph ofpatient 1 before operation.
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with their plomb in place, and thus relatively little experience
with the treatment of late complications of plombage. In a

recent review,' infection of the plomb cavity was the most
common late complication, and was usually treated by
drainage or removal of the plomb and thoracoplasty. Other
complications include erosion,6 tuberculous infection, res-

piratory insufficiency, sarcomatous change in surrounding
structures,7 and migration-sometimes to bizarre sites.8
Enlargement of the plomb cavity was probably due in our

first case to collection of pleural exudate within the degen-
erating polythene bag, and in the second case to low grade
infection of the plomb cavity.
When a longstanding plomb has to be removed the surgical

options are to remove it and (1) drain the cavity with a later
thoracoplasty, (2) perform thoracoplasty simultaneously, or

(3) perform immediate decortication. The latter has been
reported only once,9 when it was performed as an emergency

procedure to improve respiratory function. It was recorded
that the decortication was not difficult, and that the outcome
was successful. The advantages of this option are that it
provides immediate re-expansion of the lung at a single
operation, and avoids the need for a deforming thoraco-
plasty.

Our experience with these two cases indicates that, at least
in some cases, this approach is both feasible and satisfactory.
It may not be appropriate if there is gross infection or an

extensively fibrosed lung, but we suggest that simultaneous
decortication should be considered as the procedure ofchoice
where the operative conditions are found to be favourable.

Fig 2 Chest radiograph ofpatient 1 six months after
decortication, showing only a small residual apical shadow.

erolateral incision and excising the third and fifth ribs,
disclosed a purulent cavity. The plomb was removed from
within the cavity and the lung subsequently decorticated.
Heamophilus influenzae was cultured from the plomb cavity,
and the patient was treated with ampicillin. His postoperative
progress was uncomplicated. Although M tuberculosis was
not grown, he was given an 18 month course of ethambutol
and isoniazid as a precaution.The patient remained symptom
free, and a radiograph two years later showed a well
expanded lung with only a small residual apical shadow.

Discussion

In the early days of plombage the plomb was routinely
removed at a second operation with a partial thoracoplasty.3
Later the plomb was left in place4 unless there were local
complications, though in practice most were eventually
removed.5 Consequently there are few patients who remain
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