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A 53-year-old man was admitted to the Intensive Care Unit
(ICU) due to peritonitis secondary to intestinal perforation
and septic shock. After being discharged from the ICU, the
patient developed bronchial obstruction increased
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respiratory secretions, and a greater need for oxygen
therapy. A computed tomography (CT) scan of the chest and
abdomen revealed a left subphrenic collection that
communicated with the left hemithorax and bilateral basal
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pneumonia (Figure 1A). Pseudomonas aeruginosa
producing carbapenemase was isolated from the patient's
respiratory secretions, leading to the initiation of targeted
antibiotic therapy.

ventilation parameters were adjusted, reducing airway
pressures without changing the volume-controlled

ventilatory mode, and the catheter was connected to a
thoracic drainage system with continuous suction.

Figure 1: A: Sagittal CT scan demonstrating adjacent pleural effusion (*) and abdominal collection (+) prior to mechanical
ventilation. B: Frontal chest X-ray revealing intraperitoneal gas beneath the left hemidiaphragm (x) following mechanical
ventilation and preceding percutaneous drainage. C and D: CT scans during mechanical ventilation and after drainage insertion,
indicating pneumoperitoneum secondary to a bronchoperitoneal fistula. Percutaneous drainage catheter (—).

Despite the antibiotic treatment, the patient experienced
progressive respiratory deterioration with abundant purulent
secretions, respiratory failure, and the need for protective
mechanical ventilation with high positive end respiratory
pressure, a follow-up chest X-ray was performed after
orotracheal intubation (Figure 1B). Given the small amount
of the pleural collection, it was not amenable to drainage.
Due to the persistence of the septic condition, a
percutaneous drainage of the abdominal collection was
performed, observing the continuous outflow of air and pus.
A new thoracoabdominal CT scan, conducted to rule out
post-procedural complications, showed the proper
positioning of the inserted drain and the presence of a
bronchoperitoneal fistula (Figure 1C, 1D). Mechanical

After the drainage, respiratory secretions significantly
decreased, and the requirement for oxygen therapy was
reduced, allowing for the weaning from mechanical
ventilation and improvement of the septic condition. One
week later, with no observed leaks, the abdominal drain was
removed without complications.

This case illustrates the presentation of pneumonia and
respiratory failure secondary to a bronchoperitoneal fistula,
an uncommon complication associated with subphrenic
abscesses [1, 2]. There is limited scientific evidence
regarding the medical-surgical treatment and ventilatory
management of this condition, and much of the available
information is extrapolated from cases of bronchopleural
fistulas [1, 3]. The primary strategies in managing this
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pathology include eliminating the cause and reducing the
flow through the fistula [1, 4]. In this case, the management
was conservative, avoiding additional invasive techniques.
The use of percutaneous drainage facilitated the reduction of
respiratory secretions, prompt extubation, and spontaneous
ventilation, which was beneficial in reducing the flow
through the fistula.

Conservative management with percutaneous drainage
proved effective in reducing the bronchoperitoneal fistula,
allowing for significant patient recovery. This approach
minimized the need for additional invasive interventions and
favored a rapid clinical improvement.
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