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Introduction Hospital Course Tracheobronchomalacia
Dyspnea is a frequent presenting complaint and among the most common concerns for » Initial CT of chest: no evidence of pneumonia or interstitial processes, notable for chronically Tracheobronchomalacia (TBM) is an under recognized cause of dyspnea
which patients seek medical attention?. elevated right hemi diaphragm and R>L bibasilar atelectasis _ o _ _ X _

.  TTE w bubble study: no intra-cardiac shunting to explain elevated A-a gradient The diagnosis is made by excessive airway collapse of at least 50% with exhalation.?
Case Presentation * Given non-resolution of symptoms with empiric treatment for COPD, predominance of Acquired tracheobronchomalacia can be local, often secondary to prolonged mechanical

_ _ _ _ _ symptoms with cough, CT scan with inspiratory and expiratory phase was obtained: ventilation, or diffuse as is seen in this patient.
59 year old white woman woman presented with unimproved wheezing, productive cough I irat Expirat _ _ o _ _ _
nspiratory Xpiratory The latter pattern is often seen concurrently with COPD or chronic inflammation, but neither is

and dyspnea on exertion one week after hospitalization for presumed COPD exacerbation, : _ _
despite completing a five day course of steroids, antibiotics, and bronchodilators. w_ defined as being causative.
The main symptoms of TM in aduts are dyspnea, cough, sputum production, and hemoptysis.
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Month These symptoms are non-specific and are often attributed to emphysema, chronic bonchitis,

s PTA: 8 7 6 5 4 3 2 1 0 & : ,f; cigarette smoking,_or asthma:2
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Behget's disease Double Mastectomy  Maternal history blood clots Many patients with the clinical diagnosis of COPD have an inconsistent physiologic

diagnosis.!

Close to 20% of patients diagnosed with COPD had spirometry with restrictive lung
physiology, and another 10% had normal lung function. 2

PFTs help to increase the accuracy of diagnoses made through history and physical alone.
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However, even when they are obtained, many patients are given an incorrect diagnosis with
possibly inappropriate treatment.®

PFTs may be useful in evaluating a patient with suspected TM, but they are not diagnostic.?

Physical Exam
Vital Signs: Stable, SaO, 94% RA, O, desaturation with ambulation to mid 80s.
Well appearing, obese white woman, no respiratory distress at rest. Pulmonary exam is
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Notable for coryza and headache. Otherwise negative except as per HPI. :

Expiratory phase CT was obtained which demonstrated near-complete collapse of the

notable for coarse late inspiratory and expiratory wheezes, decreased sounds R base, expiratory trachea from 17 to 2 mm on expiration, the same findings were present in the Refrences
cardiac exam Is unremarkable. One aphthous ulcer, no rashes. bronchioles to a lesser degree, most consistent with the diagnosis of tracheobronchomalacia
: ' 1. Darmarla M, Celli BR, Mullerova HX, Pinto-Plata VM. Discrepancy in the Use of Confirmatory Tests
ED Imaging, Interpretation Laboratory Findings She was managed with conservative therapy for her URI. Pulmonology was consulted inpatient in Patients Hospitalized With Diagnosis of Chronic Obstructive Pulmonary Disease or Congestive
e — | and recommended a CPAP evaluation, Outpatient follow-up scheduled with them. Heart Failure. Respiratory Care 2006(51)10: 1120-1124
E _(I;rl?)(g(,)r(]:issr:egal:i?/;emarkable Dl SCuUsSsS | on 2. Karden KA, Boiselle PM, qutz DA et al. Tracheomalacia and Tracheobronchomalacia in Children
0BNP: 209 | | | and Adults: an In Depth Review. CHEST 2005(127)3 985-1005
D-dimer 31 (nl) * The trachea and bronchi are normally flexible and compliant. 3. Hyatt RE, Scanion PD, Nakamura M. Interpretation of Pulmonary Function Tests, A Practical Guide.
ABG: Pa0O, 67, _ * Ininspiration airways dilate and lengthen, and during expiration, they narrow and Lippincott Williams & Wilkins, 2009
A-a gradient 31 (H) — — — shor_ten. _ _ _ _ 4. Solomon DA, Fanta CH, Levy BD et al. Whistling in the Dark. New England Journal of Medicine
PFTs  In mlld tracr?eomalaqa., dynamlc? collapse can be accentuated and unmasked by infection.4 2012(366)18: 1735-1730
] Mild restriction, high normal FEV1/FVC ratio and : K"S pa’:jl_entts ?ty%O);lad|§ not f?tlrely exple(ljlnehd bt}'/ TI\{[Ih h ¢ atelectasis? 5. Pratter MR, Abouzgheib W, Akers S. An Algorithmic Approach to Chronic Dyspnea. Respiratory
Clear lungs. Chronically elevated right symmetrically decreased FVC, no significant a gradient attribited in part to increased shunting throtigh areas ot atelectasis Medicine 2011 (105): 1014-1021
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