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Intrebiri:

1) Descrieti modificarile identificate In radiografia cutiei
toracice (Figurile 1 Asi 1 B).

2) Numiti leziunile imagistice vizualizate suplimentar prin
computer tomografie (Figurile 1 C-E).

3) Descrieti tabloul endoscopic al bronhiilor (Figurile 1
F-G) ce caracterizeaza leziunile imagistice identificate
la computer tomografie.

4) Care ar fi agentul patogen izolat din sputocultura (un alt
pacient), pornind de la aspectul macroscopic al sputei
(Figura 1 H) si morfologia coloniilor bacteriene (Figura
1 1), mediul de cultura fiind geloza-sange?
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Questions:

1) Describe the chest x-ray changes identified in Figures 1
Aand 1B.

2) Name the imaging lesions seen additionally on com-
puter tomography (Figures 1 C-E).

3) Describe the endoscopic aspect of the bronchi (Figures
1 F-G) that characterizes the imaging lesions identified
on computer tomography.

4) Which bacteria is isolated from the sputum culture (an-
other patient), considering the macroscopic aspect of
the sputum (Figure 1 H) and the morphology of bacte-
rial colonies (Figure 1 I), on the blood agar medium?



Marks of a chronic lung disease MJHS 19(2)/2019

Fig. 1 (A-D).



Fig. 2 (A-G).
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Raspunsuri:

1) Radiografia toracelui atesta semnul ,sinelor de tramvai”
- linii paralele grosiere, care reprezinta peretii bronsici ingro-
sati (sageti, Figura 2 A), multiple opacitdti inelare dispuse in
rozete Ameuille (cerc, Figura 2 A) - considerate semn carac-
teristic pentru bronsiectazii, unele dintre ele fiind cu nivel hi-
droaeric (sageti, Figura 2 B), cu localizare in lobul mediu pe
dreapta (LMD). Se mai observa si modificari retractile (depla-
sarea apicala a domului hemidiafragmal drept, umbra cardiaca
pe linia mediana) la nivelul LMD (apropierea scizurii orizonta-
le de scizura mare), de rand cu manifestarile sindromului de
hiperinflatie (cutia toracica ,in butoi”, rotunjirea domulurilor
pleurale, orizontalizarea coastelor cu largirea spatiilor inter-
costale, ,cord in picatura”, marirea diametrului anteroposteri-
or cu largirea spatiului transparent retrosternal).

2) In imaginile de la computer tomografie (CT) se vizuali-
zeaza semne certe de bronsiectazii, precum: semnul ,inelului
cu pecete” - diametrul intern al bronhiei mult mai mare fata
de diametrul arterei adiacente (sageti albe, Figurile 2 C-D),
bronsiectazii varicoase si bronsiectazii chistice, unele dintre
ele cu secretii endobronsice - nivele hidroaerice (varfuri de
sageti n Figura 2 C si Figura 2 D), semnul ,degetului de ma-
nusd” (varfuri de sageti, Figura 2 E) si vizualizarea bronhiilor
dilatate la periferia pulmonului (sageti negre, Figura 2 D).

3) Mucoasa bronhiilor segmentare din LMD este hiperemi-
ata difuz. In lumenul bronhiei segmentare mediale (B;) pre-
zente secretii bronsice purulente (sageti, Figura 2 F). La nive-
lul bronhiei segmentare laterale (B,), orificiul si lumenul apar
dilatate (sageti, Figura 2 G), mucoasa bronsica este atrofica cu
cicatrizare, iar orificiile bronhiilor subsegmentare deformate
si Ingustate.

4) Bacilul piocianic (Pseudomonas aeruginosa). Nuanta
verzuie a sputei redd un grad inalt al purulentei (in special,
sputa stagnantd), fiind determinata de un nivel crescut de
mieloperoxidaza (verdoperoxidaza) eliberata din neutrofile.
Aceastd nuanta verzuie a secretiilor bronsice se atesta in in-
fectii cu diferite microorganisme potential patogene (MPP),
precum Pseudomonas aeruginosa, Haemophilus influenzae,
Streptococcus pneumoniae, Moraxella catarrhalis, Staphylo-
coccus aureus, Klebsiella pneumoniae, dar coloratia intensa in
verde cu nuantd verde-albastru este caracteristica bacilului pi-
ocianic (,,bacilul puroiului albastru”) datorita producerii unor
pigmenti, fiind suplimentar observata si in infectiile prin baci-
lul piocianic ale marilor arsi, in traumatismul sever, in sepsis,
in leziuni oculare (cheratite, endoftalmite), in otite medii, in
infectii respiratorii la pacientii cu imunosupresie profunda. Pe
mediul de cultura geloza-sange, coloniile de Pseudomonas ae-
ruginosa sunt hemolitice si au un luciu metalic [1].

Caz clinic

Barbat in varstd de 52 de ani, fumator activ (indicele fu-
matorului = 35 de pachete-an) se adreseaza la pneumolog
(septembrie, 2017) pentru tuse cu expectoratii purulente (50
ml/24 de ore), dispnee la efort fizic moderat, wheezing perio-
dic. Fara anamnestic de tuberculoza tratatd, dar cu istoric de
pneumonie pe dreapta (1985), din acel moment persistand tu-
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Answers:

1) The chest x-ray images present the tram-track sign - par-
allel linear densities, that correspond to thickened bronchial
walls (arrows, Figure 2 A), multiple ring shadows arranged in
"rosette Ameuille” pattern (circle, Figure 2 A) - considered a
characteristic sign of bronchiectasis. Some of them with air-
fluid level (arrows, Figure 2 B), localized in the right middle
lobe (RML). Also, traction changes of the lung parenchyma can
be seen (apical displacement of the right dome of diaphragm,
cardiac shadow on the median line) in the RML (the horizontal
fissure close to the oblique one), together with hyperinflation
syndrome (hyperlucent lungs, horizontalisation of ribs and
enlarged intercostal space, drop shaped heart, barrel chest
with increased anteroposterior diameter of the chest with in-
creased retrosternal space).

2) On the chest computer tomography (CT), there can be
seen the following signs of bronchiectasis: the signet-ring sign
- internal bronchial diameter greater than the diameter of
the accompanying pulmonary artery (white arrows, Figures 2
C-D), varicose bronchiectasis and cystic bronchiectasis, some
of them with endobronchial secretions - air-fluid levels (ar-
rowheads, Figure 2 C and Figure 2 D respectively), the "finger-
in-glove” sign (arrowheads, Figure 2 E) and dilated airways at
periphery, close to the subpleural space (normally at this level
they cannot be seen) (black arrows, Figure 2 D).

3) Diffuse hyperemia of segmental bronchial mucosa from
the RML. Purulent bronchial secretions (arrows, Figure 2 F)
in the lumen of the medial segmental bronchi (B,). The orifice
and lumen of the lateral segmental bronchi (B,) are dilated
(arrows, Figure 2 G), the bronchial mucosa is atrophic with
scarring, subsegmental bronchial orifices are narrowed and
deformed.

4) Pseudomonas aeruginosa. The greenish tint of the spu-
tum expresses a high degree of the purulence (especially
stagnant sputum), and it is determined by an increased level
of myeloperoxidase (verdoperoxidase) released from neu-
trophils. A green tint of bronchial secretions can be seen in
infections with different potentially pathogenic microorgan-
isms (PPM), like Pseudomonas aeruginosa, Haemophilus in-
fluenzae, Streptococcus pneumoniae, Moraxella catarrhalis,
Staphylococcus aureus and Klebsiella pneumoniae, but a deep
green colour with blue-green tint is characteristic for the pyo-
cyanic bacillus ("the blue pus bacillus”) due to production of
specific pigments. Besides bronchiectasis, it is highly preva-
lent in infections of burnt patients, in severe trauma, in sepsis,
in eye lesions (keratitis, endophthalmitis), otitis media, and in
respiratory infections of immunosuppressed patients. On the
blood agar medium, the colonies of Pseudomonas aeruginosa
are hemolytic and have a metallic sheen [1].

Clinical case

A 52-year-old man with a 35 pack-year history of tobacco
use, was referred to a pulmonologist in September 2017, for
a persistent cough with purulent sputum (50 ml/24 hours),
dyspnea on moderate exertion, and wheezing. His history was
inconsistent for treated tuberculosis, but in 1985 he had a



sea cronica cu sau fara expectoratii in cantitati variabile, medi-
cul de familie incadrand fenomenul in bronsita cronica. Ultimii
5 ani cu agravare de 2-3 ori pe an a simptomelor respiratorii
(sporirea bronhoreei, cresterea gradului de dispnee). La exa-
menul obiectiv, pacientul subponderal (IMC 18 kg/m?), fara
edeme gambiene, cu diminuarea bilaterald a murmurului vezi-
cular si normoxemic (Sa0, 96% la respiratie cu aer ambiant).
Valorile spirometrice in limitele normalului (VEMS 99%, CVF
93%, VEMS/CVF 86%). Radiologic au fost suspectate bronsi-
ectazii in lobul mediu pe dreapta, confirmate prin CT torace-
lui. In sputoculturi a fost identificat Pseudomonas aeruginosa.

Discutii

Bronsiectaziile reprezinta o afectiune respiratorie progre-
siva a cailor aeriene, definita anatomic prin dilatatie anormala
si ireversibila a bronhiilor, manifestata clinic prin tuse, expec-
toratii si infectii respiratorii recurente [2]. La adulti, simpto-
mul de baza este tusea cronica cu sputa mucopurulenta (pana
la 80% din cazuri). Pe masura ce creste severitatea bolii, pot
aparea si alte manifestari (de exemplu, dispnee, hemoptizie,
pierderea ponderald, astenie) [3]. Bronsiectaziile se pot ob-
serva la persoane de orice varsta, insd, prevalenta creste odata
cu varsta. Conform unor studii din Germania (2015), preva-
lenta bronsiectaziilor in populatia generala este de 67 cazuri
la 100.000 populatie, cu o crestere vertiginoasda in randul
persoanelor cu varsta >75 de ani (depasind 200 de cazuri la
100.000 populatie) [4]. Etiologia bronsiectaziilor este foarte
variata, ele constituind calea finala comuna a mai multor afec-
tiuni infectioase (pneumonie, tuberculoza), alergice (astmul
bronsic), genetice (fibroza chistica) si degenerative [5].

Dilatarea bronhiilor poate fi suspectata la o radiografie, in
trecut acestea fiind confirmate prin bronhografie. La moment,
insd, bronhografia este nlocuita de CT, o metoda sigurd, usor
toleratad si care ofera informatii mult mai ample [2].

Semnele caracteristice bronsiectaziilor la CT sunt: un ra-
port bronho-arterial (RBA) >1, opacitati liniare paralele (sem-
nul ,sinelor de tramvai”), disparitia dihotomizarii bronsice
normale, vizualizarea bronhiilor la periferia plamanilor [6].

Un raport dintre diametrul intern al bronhiei si diametrul
arterei pulmonare adiacente peste 1 se considera patologic si
defineste semnul ,inelului cu pecete”. Acuratetea acestui semn
este limitat3, fiind influentata si de alti factori, cum ar fi altitu-
dinea ridicata (din cauza vasoconstrictiei si bronhodilatatiei
hipoxice are loc cresterea RBA si micsorarea grosimii pere-
tilor bronsici), sectiunea CT examinata (planul de examinare
corect este unul orientat perpendicular pe traiectul bronhii-
lor), varsta pacientului (RBA creste odata cu varsta) [6-9]. De
asemenea, exista dovezi ca la pacientii cu bronhopneumopatie
obstructiva cronicd, RBA este marit din contul reducerii dia-
metrului arterei, dar nu din cresterea diametrului bronhiei
[10]. Avand in vedere posibilitatea de diagnostic fals-pozitiv al
bronsiectaziilor conform RBA, se recomanda ca diagnosticul
sa nu fie bazat doar pe datele imagistice, dar sa se ia in consi-
deratie si neutrofilia in cdile respiratorii [5]. Disparitia dihoto-
mizarii bronsice normale este un alt criteriu de bronsiectazii
la CT (necesar ca diametrul bronhiei sa ramana neschimbat
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right sided pneumonia, after which chronic cough persisted
with or without expectorations of different amount. Consider-
ing the above mentioned symptoms the family physician di-
agnosed him with chronic bronchitis. During the last 5 years
his respiratory symptoms worsened (increased bronchorrhea
and dyspnea) 2-3 times per year. On physical examination, the
patient was underweight (BMI 18 kg/m?), no leg edema, with
bilateral reduction of breath sounds, and normal oxygen satu-
ration (Sp0O, was 96% while breathing room air). Spirometry
parameters were within normal limits (FEV1 99%, FVC 93%,
FEV1/FVC 86% of the predicted). Presence of bronchiectasis
in the RML was suspected on the chest x-ray, and confirmed
by CT. Pseudomonas aeruginosa was isolated from sputum cul-
ture.

Discussion

Bronchiectasis is a chronic respiratory disorder of the air-
ways, anatomically defined by abnormal and irreversible dila-
tation of the bronchi, clinically characterized by cough, expec-
toration and recurrent respiratory infections [2]. In adults, the
main symptom is chronic cough with mucopurulent sputum
(up to 80% of cases). As the severity of the disease increases,
other signs and symptoms could associate (such as dyspnea,
hemoptysis, weight loss and fatigue) [3]. Bronchiectasis can be
identified in individuals of any age, however, their prevalence
increases with age. According to the studies from Germany
(2015), prevalence of bronchiectasis in general population
is 67 cases per 100,000 population, with vertiginous growth
in those over 75 years old (exceeding 200 cases per 100,000
population) [4]. Bronchiectasis can be the final common path-
way of several infectious (pneumonia, tuberculosis), allergic
(bronchial asthma), genetic (cystic fibrosis) and degenerative
disorders [5].

Bronchial dilatation could be suspected on a chest x-ray,
historically they were confirmed on bronchography. Nowa-
days, bronchography has been replaced by CT, an investigation
method that is safe, an easily tolerated, that gives much more
information [2].

CT signs of bronchiectasis are bronchoarterial ratio (BAR)
>1, parallel linear opacities (the "tram-track” sign), lack of nor-
mal bronchial tapering, visibility of airways at the periphery of
the lungs [5].

A ratio of the internal bronchial diameter to the diameter
of the accompanying pulmonary artery above 1 is considered
pathognomonic and defines the "signet-ring” sign. Accuracy
of this sign is limited, being influenced and by other factors,
such as elevated altitude (due to hypoxic bronchodilatation
and vasoconstriction an increase of BAR and decrease of the
bronchial wall thickening), CT section plan (a right CT section
plan has to be orientated perpendicularly on the airways), age
of the patient (BAR increases with age) [6-9]. Also, there is
evidence that in patients with chronic obstructive pulmonary
disease, the BAR is increased rather due to vasoconstriction
than due to enlarged bronchial diameter [10]. Given the pos-
sibility of false-positive diagnosis of bronchiectasis according
to the BAR, it is recommended that the diagnosis of bron-
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Fig. 3 Raport bronho-arterial. A. RBA = 1, valoare normald. B. RBA >1 caracteristic bronsiectaziilor. C. Sectiune CT a toracelui cu semnul ,inelului cu
pecete” - bronhia dilatata (sageti) alaturatd unei artere cu diametrul normal (varf de sageatd). D. (Din colectia Dr. Haidarla I.) Aspectul morfologic,
bronhia dilatata (sageti albe) alaturata unei artere cu diametrul normal (varf de sdgeatad).

Fig. 3 Broncho-arterial ratio. A. BAR = 1, normal value. B. BAR >1 characteristic for bronchiectasis. C. Thoracic CT plane with the "signet-ring” sign - dilated
bronchi (arrows) next to an artery with a normal diameter (arrowhead). D. (Contribution of Dr. Haidarld 1.) Morphologic aspect, dilated bronchi (arrows)
next to an artery with normal diameter (arrowhead).

AR

Fig. 4 Semne de bronsiectazii la CT. A. Lipsa dihotomizarii bronsice si diametrul bronhiei constant pe parcursul a >2 cm. B. Vizualizarea bronhiilor la
o distantd mai mica de 1 cm de pleura costala (sdgeata neagra), bronhii cu peretii ingrosati (sageti albe), impactare cu mucus a bronhiilor de calibru
mic - semnul ,arborelui inmugurit” (varfuri de sageti albe), capturarea aerului (varf de sageatd neagra). C. Impactare cu mucus a bronhiilor mari
dilatate - semnul ,degetului de manusa” (sageti).

Fig. 4 Signs of bronchiectasis on CT. A. Nontapering bronchi with a constant diameter over >2 cm. B. Visible bronchi within 1 cm of the costal pleura
(black arrow), bronchial wall thickening (white arrows), mucoid impaction of small caliber bronchi - the "tree-in-bud” sign (white arrowheads), air-
trapping (black arrowhead). C. Mucoid impaction of dilated large caliber bronchi - the "finger-in-glove” sign (arrows).

pe parcursul a cel putin 2 cm, distal de ultimul punct de rami-
ficatie bronsica - Figura 4 A). In mod normal, bronhiile nu pot
fi vizualizate la o distantd mai mica de 1 cm de pleura costa-
l1a. Odata ce devin vizibile, constatam prezenta unor dilatari
anormale ale bronhiilor (sdgeatd neagra, Figura 4 B) [6].
Semnele imagistice secundare de bronsiectazii la CT sunt
ingrosarea peretilor bronsici (sageti albe, Figura 4 B), impac-
tarea cu mucus a bronhiilor mari dilatate - semnul ,,degetului

chiectasis should not rely on radiology only, but also airway
neutrophilia should be considered [5]. Lack of bronchial ta-
pering is another criteria for bronchiectasis on CT (bronchial
diameter should remain unchanged for at least 2 cm distal to a
branching point - Figure 4 A). Normal bronchi usually are not
visualized within 1 cm of the costal pleura. Once they become
visible, an abnormal dilatation of the bronchi is ascertained
(black arrows Figure 4 B) [6].
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de manusa” (sageti, Figura 4 C) si a bronhiilor mici - semnul
,arborelui Inmugurit” (varfuri de sageti albe, Figura 4 B), cap-
turarea aerului (varf de sdgeata neagra, Figura 4 B) [6].

Diferitele tipuri morfologice de bronsiectazii ce corespund
clasificarii bronhografice a lui Reid, prezinta diferite semne
imagistice, astfel Incat, in bronsiectaziile cilindrice se identifi-
ca dilatari uniforme ale bronhiilor fara dihotomizare (varfuri
de sageti albe, Figura 5), in cele varicoase - dilatari cu aspectul
,in sirag de margele” (sageti albe, Figura 5), iar in bronsiecta-
ziile chistice se vizualizeaza dilatari bronsice grosiere asema-
natoare unor chisturi (sageti negre, Figura 5) [11].

Evolutia clinica si imagistica a bronsiectaziilor depinde de
agentul patogen izolat din sputa sau din lavajul bronhoalveolar.
n 80% cazuri prin sputoculturi se atesti cel putin unul dintre
MPP (Pseudomonas aeruginosa, Haemophilus influenzae, Mo-
raxella catarrhalis, Streptococcus pneumoniae, Staphylococcus
aureus), mai frecvent fiind Pseudomonas aeruginosa [5, 6].

Pseudomonas aeruginosa, sau bacilul piocianic (bacilul
puroiului albastru, datorita capacitatii sale de a colora in ver-
de-albastru puroiul), este gram negativ, mobil, oxidazo-pozi-
tiv, nesporulat. Este ubicuitar, fiind intalnit in sol, ap3d, plante,
materii organice in descompunere, dar si in mediul spitalicesc
(sisteme de canalizare, vaze cu flori, echipamentul de respi-
ratie artificiald, unele dezinfectante), unde determina infec-
tii nosocomiale greu de tratat din cauza multirezistentei la
antibiotice. La om, poate face parte din flora intestinald sau
tegumentara normala. Cu toate ca dispune de o mare varie-
tate de factori de virulenta (prezenta pililor, producerea unor
proteaze cu efecte histotoxice, sinteza de hemolizine, exoto-
xine si existenta endotoxinei), Pseudomonas aeruginosa este
un agent conditionat patogen [12]. Pentru a induce boala este
necesara o deteriorare a mecanismelor de protectie a gazdei,
prin lezarea integritatii barierelor mecanice (piele, membrana
mucoasa) sau prezenta deficitelor imune (neutropenie, imu-
nosupresie) [13].

Identificarea bacilului piocianic este simpla datorita carac-
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Ancillary signs of bronchiectasis on CT include bronchial
wall thickening (white arrows, Figure 4 B), mucoid impaction
of dilated large caliber bronchi - the "finger-in-glove” sign (ar-
rows, Figure 4 C) and of the small bronchi - the "tree-in-bud”
sign (white arrowheads, Figure 4 B), air-trapping (black ar-
rowhead, Figure 4 B) [6].

The different morphological types of bronchiectasis corre-
sponding to the bronchographic classification of Reid, show
different imaging features, so that, in cylindrical bronchiecta-
sis uniform dilatation of the bronchi with nontapering walls
is identified (white arrowheads, Figure 5), in varicose ones -
there are dilated bronchi with a beaded appearance (white ar-
rows, Figure 5), but in cystic bronchiectasis a "cyst-like” gross
bronchial dilatation is visualized (black arrows, Figure 5) [11].

The clinical and radiological evolution of bronchiectasis
depends on the isolated pathogen from sputum or bronchoal-
veolar lavage. At least one PPM (Pseudomonas aeruginosa,
Haemophilus influenzae, Moraxella catarrhalis, Streptococcus
pneumoniae, Staphylococcus aureus) is identified in sputum
culture in 80% of cases, Pseudomonas aeruginosa being the
most frequent [5, 6].

Pseudomonas aeruginosa, commonly named pyocyanic ba-
cillus ("the blue pus bacillus”, due to the capacity to color the
pus in green-blue), is a gram negative, mobile, oxidase positive
and asporogenous bacteria. It is ubiquitous, being encoun-
tered in soil, water, plants, decaying organic matter, but also in
the hospital (sewerage systems, flower vases, artificial ventila-
tion equipment, some disinfectants), where it causes nosoco-
mial infections, that due to multidrug resistance to antibiotics
are difficult to treat. In humans, it may be a part of the nor-
mal intestinal or skin flora. Although it has a wide variety of
virulence factors (presence of the pili, production of proteases
with histotoxic effects, hemolysins and exotoxins synthesis
and the presence of an endotoxin), Pseudomonas aeruginosa
is potentially pathogenic [12]. In order to induce the disease, a
collapse of the host protection mechanisms is needed, by dam-

Fig. 5 Tipuri morfologice de bronsiectazii: cilindrice (varfuri de sdgeti albe), varicoase (sageti albe), chistice (sageti negre).

Fig. 5 Morphological types of bronchiectasis: cylindrical (white arrowheads), varicose (white arrows), cystic (black arrows).
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terelor sale culturale. Pe geloza simpla sau bulion, inverzeste
mediul datorita secretiei piocianinei (pigment fenazinic albas-
tru, nefluorescent, solubil 1n apa), care se combinad cu piover-
dina (pigment galben-verzui, fluorescent) [12]. Pe mediul de
cultura geloza-sange coloniile apar lucioase, cu aspect metalic,
hemolitice (Figura 1) si degaja un miros caracteristic de ,flori
de salcam” [14].

La pacientii cu bronsiectazii, izolarea bacilul piocianic este
asociata cu prezenta bronsiectaziilor severe (caracterizate,
predominant, de un pattern morfologic chistic si o distributie
multisegmentara), cu o progresare mai rapida a leziunilor pul-
monare, cu o crestere a ratei mortalitatii / spitalizarilor si cu o
calitate a vietii mult mai redusa [15-17].

Concluzii

Bronsiectaziile se vor suspecta la un pacient cu simptome
respiratorii cronice si bronhoree importantd, computer tomo-
grafia fiind metoda de electie in confirmarea acestora, in cazul
prezentei semnelor imagistice caracteristice bronsiectaziilor
la radiografia toracelui (opacitati inelare, semnul ,sinelor de
tramvai”). Aspectul macroscopic al sputei poate sugera pre-
zenta unui MPP, cum ar fi Pseudomonas aeruginosa, identifi-
carea caruia este un marker al prognosticului nefavorabil si
impune o abordare mai speciala.
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aging the integrity of the mechanical barriers (skin, mucous
membrane) or by the presence of immune deficiencies (neu-
tropenia, immunosuppression) [13].

Pyocyanic bacillus identification is simple due to its cultur-
al character. On simple agar medium or broth, it is turning the
medium to green due to pyocyanin secretion (blue phenazine,
non-fluorescent, water soluble pigment), that is combining
with pyoverdine (yellow-green, fluorescent pigment) [12]. On
the blood agar medium the colonies appear shiny, with a me-
tallic appearance, hemolytic (Figure 1 I) and release a charac-
teristic "grape-like” odor [14].

In patients with bronchiectasis, pyocyanic bacillus isola-
tion is associated with the presence of severe bronchiectasis
(characterized predominantly by a cystic morphological pat-
tern and a polysegmental distribution), with a more rapid pro-
gression of pulmonary lesions, with an increase of mortality
and hospital admission rate, and with a much more reduced
quality of life [15-17].

Conclusions

Bronchiectasis should be suspected in a patient with
chronic respiratory symptoms and important bronchorrhea.
Computer tomography is the method of choice for confirma-
tion in case of presence of bronchiectasis characteristic imag-
ing signs on the chest x-ray (ring opacities, the "tram-track”
sign). The presence of a MPP may be suggested by the macro-
scopic aspect of the sputum, such as Pseudomonas aeruginosa,
which identification is a marker of an unfavorable prognosis
and requires a particular approach.
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