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MANAGEMENT OF 
POSTOPERATIVE EMPYEMA

INTRODUCTION

Empyema is the accumulation of pus caused 
by the invasion of organisms of both extratho-
racic and intrathoracic sites in the pleural cavity, 
which is supposed to be sterile. It may be progres-
sive, and treatment may challenging. Significant 
causes of empyema include pulmonary infections 
such as lobar pneumonia, bronchiectasis, lung 
abscess. In addition to pulmonary infections, 
thoracic, cardiac, or esophageal surgery, septic 
pulmonary embolism, trauma, mediastinitis, 
abdominal infections, non-sterile thoracentesis, 
esophageal perforations can be added to the list 
of empyema causes. Both postoperative wound 
infection of the superficial tissues and empyema 
after pulmonary surgery is considered surgical 
site infection. Postoperative empyema (PE) is not 
common; however, management is vital since it is 
a potentially fatal complication after pulmonary 
resections.

Appropriate antibiotics treatment and surgical 
interventions are necessary for the treatment of 
pleural empyema. PE may often be seen togeth-
er with bronchopleural fistula, which makes the 
management challenging. There are various op-
tions, including closed tube thoracostomy, vid-
eo-assisted thoracoscopy, emergency open win-
dow thoracostomy, and Endoscopic conservative 
treatment.

HISTORY

The diagnosis and treatment of empyema 
were first described by Hippocrates, who also 
first described the treatment of empyema, more 
than 2000 years ago. There is no precise knowl-
edge about empyema until the early 18th century. 
The treatment methods described in history in-
clude open and closed tube drainage, thoracen-
tesis, and thoracoplasty. Tube thoracostomy has 
been the primary treatment option since the first 
description of empyema(1,2). Galen (c. 129-200 
CE) describes a similar procedure for abdominal 
paracentesis but does not comment on thoracic 
injuries (2)

The following recorded pus evacuation was 
to facilitate a chest wound healing and was doc-
umented by Mitchell in Medicine in the Crusades. 
Baldwin I of Jerusalem (c. 1058-1118) was struck 
by a lance and the wound’s pus drainage treatment 
was performed experimentally. No other data 
about similar procedures from this era are pres-
ent, which leads us to conclude that pus drainage 
was not precisely known or practiced. (3).

Playfair first described the water-seal chest 
drainage system in 1873 in the treatment of a child 
with thoracic empyema. He aspirated the thoracic 
cavity four times; however, after each aspiration, 
the pleural fluid re-accumulated. He then opened 
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