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Abstract

Among our study, 15 cases had hemoptysis secondary to chest
trauma (Table 20) of them, 11 patients had penetrating chest trauma (stab
wound), developed Pneumothorax and managed by intercostal tube
drainage, 4 patients had hemoptysis secondary to blunt trauma ,developed
hemothorax, managed by intercostal tube drainage, but this was not
enough and all of them (blunt to developed some sort of pleural fibrosis
and managed by decortication to preserve lung function. This is In
agreement with (Kaye, 1990) who said that haemoptysis follows a
variety of chest injuries: contusions of a lung by severe blunt trauma to
the chest from the steering wheel during an automobile collision
sometimes lacerates or fractures the tracheo-bronchial tree and stab
wounds often tear the lungs or airways.
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- Direct Observed Therapy of Short course.
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: Ministry of Health and population.

: Magnetic Resonance Imaging.
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Introduction

INTRODUCTION

The coughing up of blood is termed haemoptysis.

The material that is produced varies from bloodeth sputum to
virtually pure blood. Although any portion of resgdory tract can be the
source. Bleeding more often comes from a main brescr the lung
than from the nose or throat. Massive or life tterang hemoptysis is
defined as expectoration at rate of 300 to 600mimare /24hours.
Unfortunately such estimate relies on quantificatioy a frightened
patient for practical purposes, an expectoratedmelof 150ml or more
iIs generally defined as life threatening. Asphyisahe usual cause of
death in massive hemoptysis. Blood stained sputdrmould be
differentiated from bleeding from mouth or pharyrand from
haematemsis. Usually but not always this can beeaaned from the
history(Remy et al., 1991).

The most common causes of hemoptysis in respirgi@gtice are
bronchial carcinoma, pulmonary infarction, traciseittuberculosis,
bronchiectasis, pneumonia, [specially pneumococaat] trauma. Less
common but important causes are cystic fibrosigranvalve disease,
haemosidrosis, and good pasture's syndrome, dspiajiinhaled foreign
body, arterio venous malformation, and primary hehaygic disease
(Cohen et al., 1990).

A chest radiograph is mandatory in any one withinggysis and
often shows a lesion in adult over 40 years arairiakers. Bronchoscopy
is usually indicated.
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Others include bronchography, pulmonary or brorchia

arteriography or ventellation perfusion scan{Bgumench et al., 1989).
The management of hemoptysis depends on primagitoam

Even massive haemoptysis is rarely fatal thoughritainly can be,
particularly when coming from bronchial arteries aspirglomata and
tuberculous cavities, or following iatrogenic traaumo vascular tumours,
with biopsy forceps or to fibrotic lung with dridir needlg(Remy et al.,
1991).
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AIM OF THE WORK

The aim of this study is to analyse, retrospectively, cases of
hemoptysis who were admitted in Giza chest hospital during the previous
two years (2002-2003)
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Development of the lung

The lung appears first as an epithelial bud at the caudal end of the
laryngotracheal groove on the 26™ day after ovulation. This bud derived
from the epithelium of the airway and of the acini (Boyden, 1987). The
mesenchyme itself develops into the connective tissue, cartilage, smooth
muscle, and vessels of the lung .In the first few weeks of the development
nerve fibers arising from the ectoderm migrate into mesenchyme to give
the lung its motor and sensory connection. The developing lung bud
divided into two halves on either side of oesophagus. By about 33days
the trachea become separated from foregut. The development of the full
adult complement of the segments by 41 days and to completion of the
bronchial trees as far as terminal bronchiole by 16 weeks (Longman,

1987).

While the embryonic lung developing changes are occurring in the
circulatory system. The primitive bronchial arches come and go leaving
third to form carotid the fourth the aorta the six the pulmonary trunk. This
appears at about 32 days becoming separated from primitive truncus
arerteriosus by development of a spiral septum and joins the vascular
plexus that has already formed in the lung bud. By 37" days the single
ventricle of heart has divided into two chambers the blood supply to the
lung coming from right side. At this stage the right sixth arch artery has
disappeared and the lung main blood supply the pulmonary artery comes

solely from the left arch. Its branches divide approximately in
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correspondence with those of the bronchial tree ultimately they will

supply alveoli of neighboring acini (Hislopa and Redol, 1982).

The venous drainage of the developing lungs is initially into the
systemic cardinal and post cardinal veins and the visceral veins of the
abdomen these develop into the two vena cava, the innominate vein and
their tributaries by aboutl0 weeks a diverticulum arise from the left
atrium that connect with those veins draining the lungs so that the four

pulmonary veins finally enter the left atrium (Arey and Mossman, 1985).

Cellular development of the lung

From 16 until about 26 weeks the mesenchyme becomes very
vascular and as the more the peripheral airway develop their epithelium
become very thin allowing close approximation of blood to the air space .
by this time type I and type Il pneumocytes can be identified in the
secular epithelium and osmiophilic bodies appears in the type II cells
indicating that they has developed the ability to secrete surfactant
(Keuffman, 1987).

Postnatal development 127 million alveoli are present at about one
year .the final adult complement of about 280 million may have
developed by the age of eight. With first postnatal breaths the lung
inflates and resistance to flow in pulmonary arteries falls. Within few
days the pulmonary pressure has falls to half systemic pressure. Over the
first few weeks ductus arteriosus and foremen ovale have closed the small
muscular pulmonary arteries have dilated and their muscle coat thinned to

adult dimension and the pulmonary arterial pressure has fallen almost to



