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OPTIMIZATION OF DIAGNOSTIC AND TREATMENT METHODS ACUTE                    

ABSCESSES AND GANGRENG OF LUNGS IN PATIENTS WITH DIABETES 

 

Bobobekov A.R. 

Tashkent Medical Academy 

 

Effective treatment for acute suppuchy destructive lung disisees and diabetes mellitus is a top-

ical application of antibacterial drugs in large doses by proolong select intraarial catheter therapy. 

When pleleal complications should expand the indices for drainage. 

Key words: acute lung abssesses, gangrene of the lung, diabetes, diagnostics. 

 

Эффективным методов лечения при острыми гнойно-деструктивными заболеваниями 

легких на фоне сахарного диабета является местное применение антибактериальных препа-

ратов в больших дозах путем длительной селективной внутриартериальной катетерной те-

рапии. При плевральных осложнениях следует расширить показания к дренированию. 

Ключевые слова: острые абсцессы легких, гангрена легкого, сахарный диабет, диагно-

стика. 

 

Qandli diabet fonida o`tkir yiringli-destruktiv o`pka kasalliklarini samarali davolashda uzoq 

muddatli sellektiv interarterial kateter terapiyasi orqali antibioniklarni yuqori dozada mahalliy 

qo`llashdir. Plevra asoratlarida drenajlash uchun ko`rsatmalarni kengaytirish lozim. 

Kalit so`zlar: o`tkir o`pka absessi, o`pka gangerenasi, qandli diabet,tashxislash 

 

Introduction 

Among patients with acute purulent-de-

structive pulmonary diseases (APDPD), pa-

tients with abscesses and pulmonary gangrene 

[1,4,6,13] are the most severe in flow and prog-

nosis. At the same time, the aggravating factor 

in the course of these diseases is the aggravated 

morbid background, in particular diabetes 

mellitus. 

Despite the successes in the technique of 

surgical operations, the use of antibacterial and 

antiseptic agents of new generations, the mor-

tality of this category of patients remains high. 

So, according to various clinics in patients with 

APDPD, it ranges from 10 to 35% [3,4,6,7], 

and in the presence of diabetes mellitus, it var-

ies from 30-90% [1,2,9,10,12]. An important 

role in high mortality is played by progressive 

endotoxicosis, which causes the development 

of multi-organ and polysystemic insufficiency 

[5.10]. At the same time, the traditional con-

servative treatment of APDPD is considered 

ineffective and often ends in death. 

According to our clinic for 2017-2021, 

conservative treatment was successful in only 

64.4% of patients, of which 4.5% achieved full 

recovery, and 27.4% achieved clinical recov-

ery. In 43.6% of cases, the purulent-inflamma-

tory process in the lungs, against the back-

ground of diabetes mellitus, turned into a 

chronic form, and lethality reached up to 

24.5%. At the same time, mortality after resec-

tion operations reached 34.5%. 

 

Material and methods of research 

From 2017 to 2021, the multidisciplinary 

TMA clinic, the department of purulent sur-

gery and surgical complications of diabetes 

mellitus, treated 265 patients with acute ab-

scesses and gangrene of the lungs against the 

background of diabetes mellitus, in which we 

applied various treatments depending on the 

age, severity of the patient's condition, course 

and localization of the suppressive process in 

the lungs. 

In 89 (33.6%), the disease against diabe-

tes mellitus was complicated by empirical 

pleura or pyopnemothorax. Gangrenous ab-

scesses and lung gangrene were present in 84 

(31.7%) patients: common gangrene - in 9, 

limited gangrene (gangrenous abscess) - in 75. 

The total mortality in the group of patients with 

APDPD was 8.3% (22 patients died). Among 

the dead, 14 had the empyema pleura and 

pyopnevomothorax and 8 had gangrene and 

gangrenous abscesses (1 of them after lung re-
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section for pulmonary bleeding). All deceased 

patients entered the clinic with severe purulent 

intoxication and respiratory insufficiency, the 

severity of the condition was so pronounced 

that most of them died on 1-3 days after admis-

sion to the hospital. Patients who died were 

more likely to have comorbidities and compli-

cations such as an extensive bilateral process 

in the lungs (6), pulmonary bleeding (3), ex-

tensive chest phlegmon and severe sepsis (3), 

less often - pulmonary heart, extensive bed-

sores, myocardial infarction. All were manifes-

tations of pathomorphological changes in the 

lungs due to the development of diabetic angi-

opathy. 

It should be noted that all patients before 

entering our clinic were treated in therapeutic 

clinics, where intensive antibacterial therapy 

was carried out for 1-3 weeks. Despite this, ab-

scedity occurred, and patients often acted in an 

extremely serious condition, with pronounced 

purulent intoxication. They all needed more ef-

fective treatments. 

Diagnosis of APDPD was based on data 

from clinical, laboratory and microbiological 

studies, on the results of a polyposition X-ray 

study, fibrobronchoscopy. To refine the phase 

of formation of destruction foci and identify 

pulmonary sequesters, computed tomography 

and abscessography were used. 

 

The results obtained and their discus-

sion 

In crops, 27% of patients sown staphylo-

coccus, in 20% streptococcus, in 19% - E. coli, 

in 18% - protea, in 7.2% blue bacilli in associ-

ation or monoculture, in 2.1% - non-patho-

genic bacteria and in 6.7% - bacterioids. Anti-

biotics have revealed low sensitivity of staph-

ylococcus to penicillin and streptomycin, 

which are most often used to treat previous 

complications of pulmonary destruction. So, in 

19 cases of 60 microflora was sensitive to 

streptomycin, in 18 - to penicillin. The highest 

sensitivity was observed to cephalosporins of 

the IV generation - 44, aminoglycosides - 42, 

levomycetin, ampicillin and methicillin - 34, 

polymyxin - 7. 

A mandatory component of treatment 

measures was the inclusion of methods of 

sugar-lowering drugs prescribed according to 

the recommendations of an endocrinologist. 

The general direction of treatment of pa-

tients with APDPD against the background of 

diabetes mellitus was comprehensive intensive 

therapy with the use of minimally invasive 

technology. Operational interventions of a re-

section nature were carried out according to 

strict indications. 

When choosing the treatment method, 

we took into account the severity of the disease 

(Marchuk indices, Kitamura S.L. index, SAPS, 

Glazko scale), the nature of the pathological 

process and its localization (peripheral and 

central location of the decay site, the presence 

or absence of a breakthrough into the pleural 

cavity), the sensitivity of flora to antibiotics. 

The main task in treating acute abscesses 

of lungs is to evacuate purulent contents from 

abscess cavity most quickly, which contributed 

to reduction of peripheral infiltration, restora-

tion of full bronchial drainage and obliteration 

of cavity [4.14]. 

One of the treatments that made it possi-

ble to solve this problem was the transtoral 

drainage of the abscess cavity under vide-

oscopic control. Such drainage makes it possi-

ble to quickly evacuate pus from the cavity, to 

carry out its constant reorganization through 

drainage, which leads to the elimination of an 

acute inflammatory process in the abscess cav-

ity and surrounding pulmonary tissue. The 

main indications for the use of this method 

were large single abscesses located subcorti-

cal. Full recovery occurred in 35 (50.7%) of 69 

patients. Clinical recovery with dry residual 

cavity outcome was observed in 23 (33.3%) 

patients. 7 (10.1%) patients underwent radical 

surgery. 

The lack of effect of conservative ther-

apy most often depended on inadequate endo-

bronchial sanitization of the abscess cavity. In 

such cases, we used microtracheostomy with a 

catheter in the bronchus, draining an abscess 

under endovisual control, and washing the ab-

scess cavity with detergent solutions, in partic-

ular an aqueous solution of chlorhexedin (1: 

10,000). Microtracheostomy has been shown 

in well-drained pulmonary purulent cells of 

any localization. This method is used in 23 

(8.6%) patients. In 13 (56.5%), full recovery 
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occurred, 9 (39.1%) were discharged with dry 

residual cavities, 1 (4.3%) the patient was op-

erated on due to pulmonary bleeding. 

Most bronchopulmonary diseases are 

primary-segmental, so the pathological pro-

cess in the pulmonary tissue is accompanied by 

various degrees of damage to draining bronchi 

[7.8]. In these cases, we consider segmental 

bronchial catheterization to be shown. It was 

produced in 33 (12.4%) patients. In all cases, 

segmental bronchial catheterization was com-

bined with endobronchial sanitization. In this 

group of patients out of 33, 17 (51.5%) recov-

ered, 11 (33.3%) left dry cavities, 2 (6.1%) 

died, 3 (9.1%) patients underwent radical sur-

gery. 

The intra-arterial method of administra-

tion of medicinal substances has a number of 

advantages over others, because it makes it 

possible to deliver the preparation to the af-

fected organ in a short time and in greater con-

centration [4]. 

In order to achieve maximum concentra-

tion of administered drugs in inflammation fo-

cus 78 (29.4%) patients at admission to hospi-

tal were installed by angiographic method 

transfemoral access intraarterial catheter at the 

mouth of bronchial artery (in one-sided pro-

cess) or aortic arc (in bilateral process) with 

prolonged intraarterial catheter therapy for 4-6 

days. Treatment included intra-arterial bolus 

administration of antibacterial drugs in 2-3 

combinations; correction of non-gas-exchange 

lung function disorders [11]: intraarterial ad-

ministration of protein-synthetic enhancement 

agents (albumin, alvesin + retabolil) with sim-

ultaneous intravenous administration of esteri-

fied fat preparations, oral administration of 

polyene or polyene-ext at 150 mg per day, re-

fractory fats, 40% ethyl alcohol; stimulation of 

the body's immune forces was also carried out 

- the introduction of freshly citrate blood, anti-

staphylacoccal plasma, anti-staphylacoccal 

gamma globulin, staphylococcal anatoxin, pro-

tease inhibitors (contrical, hordox); regional 

intra-arterial anti-inflammatory therapy (pred-

nisolone); correction of electrolyte exchange; 

detoxification; anticoagulant (fraciparin) and 

disaggregant (rheopoliglukin, trental, etc.) 

therapy. 

Cephalosporins and aminoglycosides 

were prescribed intraarterially at maximum 

impact doses on the first day, respectively, 

since bacteriocidal action was achieved at an 

antibiotic concentration in the blood 2-4 times 

higher than the average therapeutic [3]. To 

date, the unquestionable role of nonclostridial 

anaerobic microorganisms in the development 

of pulmonary destruction [1,2,4,6,12], there-

fore, metronidazole (metrogil, eflorane, clion) 

was used intraarterially to 3000 mg per day. 

We used this method in patients: 

1) with a progressive course of lung gan-

grene and pronounced purulent intoxication; 

2) with common lung gangrene; 

3) with central localization of the ab-

scess. 

Of 78 (29.4%) patients, 52 (67.6%) re-

covered, 7 (9%) had dry cavities, 2 (2.6%) pa-

tients died from the progression of sepsis, 7 

(9%) were operated on in remission. 

Pulmonary destruction complicated by 

pyopnevomothorax or empirical pleura against 

the background of diabetes mellitus can occur 

in the pleural or pleuropulmonary type [4.9]. 

The pleural type is observed in subpleural ab-

scesses that do not communicate with the bron-

chial tree. If such reports occurred, then after 

emptying into the pleural cavity, the abscess 

subsides and heals during treatment with the 

development of focal fibrosis, the further 

course of the disease is mainly determined by 

the empirical pleura [7]. Therefore, treatment 

should aim to eliminate the pleura empyema. 

The pleuropulmonary type of compli-

cated lung destruction has a more severe 

course, since the piopnevetorax or pleura em-

pyema is supported by the main process, the 

treatment in this case is aimed at active reha-

bilitation of the tracheobronchial tree, the ab-

scess cavity and the purulent process of the 

pleura [8]. 

Treatment of pleural complications of 

APDPD against the background of diabetes 

mellitus began with diagnostic pleural punc-

ture, followed by the use of one of two meth-

ods of closed drainage. We agree with the au-

thors that the indications for drainage should 

be extended from the points [2,4,12-14]. In this 

regard, we replaced the puncture treatment 

with microthoracocinthesis, which is per-
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formed by the Seldinger method after the pri-

mary puncture of the pleural cavity. The mi-

crodraining of the pleural cavity was carried 

out by us with limited, non-strained py-

opevemothoraxes and pleura empires contain-

ing liquid pus without odor, with a tendency to 

clean and reduce the purulent cavity; small-

sized bronchopleural fistulas were closed by fi-

brinous pleural overlays during treatment. 

Indications for closed macrodrenia under 

videotoracoscopic control were strained 

pyopnevomotorax, the presence of more than 

200-300 ml of thick pus, severe intoxication, 

inefficiency of microtoracocinthesis for 2-3 

days. 

To sanitize the pleural cavity, an ozo-

nated 0.9% sodium chloride solution (in the 

absence of bronchopleural fistula), an electro-

lyzed sodium hypochlorite solution at a con-

centration of 0.08-0.15 mg/l, 0.1% dioxidin 

with water-soluble ointments (levamicol, diox-

icol) were used. 

Of the 70 (26.4%) patients, only 11 

(15.7%) managed to cure the empirical pleura 

with microtoracocinthesis. 59 (84.3%) patients 

underwent closed macrodrination of the pleu-

ral cavity with a twofold silicone tube with an 

external diameter of 0.5-1.0 cm, of which 4 

(6.8%) performed double closed drainage with 

constant drip irrigation of the pleural cavity 

with sodium hypochlorite solutions at a con-

centration of 0.08 mg/l through the upper tube 

with asphaltic The two-light tube is convenient 

with limited pleura empires. Permanent irriga-

tion of the pleural cavity with an ozonized 

0.9% sodium chloride solution is possible only 

in the absence of bronchopleural fistula. Of the 

59 (84.3%) patients who underwent closed 

drainage with active aspiration, clinical recov-

ery was achieved in 52 (88.1%). 

We believe that closed drainage with ac-

tive aspiration, if it does not give a complete 

cure, then contributes to the limitation of em-

pyema in its total form with the formation of 

pleural adhesions around it. This prevents the 

collaboration of the lung with open drainage of 

the empyema cavity. In 7 (11.9%) patients by 

closed drainage, they managed to achieve san-

itation and a decrease in the empyema cavity, 

which was preoperative preparation for 

pleurectomy and decortification. 

One of the complications of closed drain-

age is phlegmon of the soft tissues of the tho-

racic wall, 1 (1.7%) of the patient with such a 

complication underwent open drainage. 

Given our experience, we completely 

abandoned crippling operations such as pneu-

motomy. The indications for pulmonary resec-

tion surgery in acute abscesses are massive 

bleeding that does not lend itself to conserva-

tive measures (including acute embolization of 

the bronchial artery on the side of the lesion 

and foam obturation of the regional bronchial 

segment), inefficiency of treatment for more 

than 2 months, i.e. practically in the chronic 

stage. 

 

Conclusions: 

1. Treatment of APDPD against diabetes 

mellitus should be differentiated and complex; 

2. Effective methods of treating APDPD 

against the background of diabetes mellitus are 

topical use of antibacterial drugs in large doses 

through long-term selective intra-arterial cath-

eter therapy; 

3. In pleural complications of APDPD 

against the background of diabetes mellitus, in-

dications for drainage should be expanded: 

- microdraining of the pleural cavity ef-

fectively in case of limited, non-strained 

pyopnevemothoraxes and empires of the 

pleura containing liquid pus without odor, with 

a tendency to clean and reduce the purulent 

cavity; 

- indications for closed macrodraining 

are strained pyopnevmotorax, the presence of 

more than 200-300 ml of thick pus, intoxica-

tion; 

4. Pulmonary resection in acute ab-

scesses cannot be considered justified and is 

permissible only with special indications 

(bleeding, inefficiency of all non-operative 

treatments over 2 months). 

 

LIST OF USED LITERATURE: 

 

1. Giller D.B., Giller B.M. Surgical treat-

ment of lung gangrene//7 National Congress 

on Respiratory Diseases, Moscow, 1997. Page 

23. 

2. Gostishchev V.K., Smolar V.A., Khar-

itonov Yu.K. Torakoabscessostomy in the 



Tashkent Medical Academy - Journal of Educational and Scientific Medicine 

106 

comprehensive treatment of patients with gan-

grene of the lungs//Surgury.2001, No. 1, S.54-

57. 

3. Gostishchev V.K. Basic principles of 

antibiotic prophylaxis//Herald Ros. associa-

tion. obstetrician-gynaecologists. 2005, NO. 2, 

S. 12-20. 

4. Diagnosis and treatment of purulent-

destructive lung diseases/S.I. Karimov, N.F. 

Krotov, Z.F. Shaumarov, N.E. Egamov. Tash-

kent, Ibn Sino - 1995.- 206 p. 

5. Zalesny S.A. Efferent therapy in pa-

tients with purulent-destructive lung lesions. 

Dees. PhDs in Medicine. Krasnodar. -2008. - 

109 pages. 

6. Laptev A.N. Diagnosis and treatment 

of purulent-necrotic destruction of the 

lungs//Pulmonology, 1996, No. 2, S.22-27. 

7. Mityuk I.I., Popov V.I. Abscesses of 

the lungs. Vinnitsa 1994, 127 s. 

8. Romanov M.D. Optimization of meth-

ods of surgical treatment of lung ab-

scesses//Autoref. Doctor. honey. sciences. 

2009-32 sec. 

9. Sadovskaya S.S., Dobkin V.G., 

Kuzmin G.P. The use of ozone and ozonated 

solutions in the treatment of patients with em-

pirical pleura//7 National Congress on Respir-

atory Disease, Moscow, 1997. Page 43. 

10. Svetukhin A.M., Sarkisov D.S., Zhu-

kov A.O. Surgical sepsis - the definition of the 

concept. Terminology Issues//Surgery, 1999, 

No. 10, S.23-27. 

11. Syromyatnikova N.V. The signifi-

cance of disorders of non-gas-exchange lung 

function in the development of patholo-

gy//Pulmonology - 1993. NO. 2.S.30-36 

12. Defraigne J.O., Siguet et al. Caver-

nostomy: an old but effective technique in the 

treatment of pulmonary abscess. Rev Med 

Ziege 2007; 52; 7: 498-501 

13. Refaely J., Weissberg D. Gangrene 

of the lung: treatment in two stages. Ann 

thorac. Surg.2007 Oct; 64: 4: 970-973. 

14. Rice T.W., Ginsberg P.J., Todd T.R. 

Tube drainage of lung abscesses.-Ann.Thorac. 

Surg., 2007. Oct., vol.44, №4, P. 356-359 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


