Bilateral secondary spontaneous pneumothorax
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DESCRIPTION

A 40-year-old male patient presented to the emer-
gency department with complaints of shortness of
breath associated with bilateral pleuritic chest pain.
He denied any history of trauma and had smoked
40 cigarettes daily for the past 22 years.

On examination, the patient appeared breath-
less with a respiratory rate of 25 breaths/min and
peripheral capillary oxygen saturation (SpO,) of
92% on room air. Neck examination showed no
tracheal deviation and chest examination identified
decreased bilateral chest expansion with no inter-
costal retractions. On chest palpation, there was a
slightly diminished tactile fremitus on both sides.
Chest percussion revealed a hyper-resonant note
heard over the right and left upper and mid zones.
On auscultation, there were no audible breath
sounds and whispered voice sounds were abolished
over the right and left upper and mid zones.

The gasometric evaluation revealed the presence
of hypoxaemia and hypocapnia. A posteroanterior
chest radiograph showed a large bilateral pneumo-
thorax (figure 1). The thoracic CT scan revealed
focal areas of emphysema and apical subpleural
blebs, which were located predominantly in the
peripheral regions of the apex (figure 2).

Supplemental high-flow oxygen was given to
the patient. After confirmation with needle aspira-
tion, small-bore chest drains were placed on both
sides and the patient had complete re-expansion of
both lungs. Despite the American College of Chest
Physicians Delphi Consensus Statement regarding
the management of secondary spontaneous pneu-
mothorax (SSP) and after careful discussion with
a chest physician, chemical or surgical pleurod-
esis was not considered at this point since there
was a complete resolution after the use of chest
drains. From the aetiological investigation, it stood
out a decreased serum level of al-antitrypsin. Its

Figure 1
extensive bilateral pneumothorax.

Posteroanterior chest radiograph showing

association with the high smoking load (44 pack
years) in this patient was assumed to be the cause of
the bilateral SSP episode. He was later discharged,
being advised to cease smoking.

Several months later, he was again admitted with
a new left pneumothorax. This time, after evalu-
ation by a chest physician, he underwent a wedge
resection of the left upper lobe and mechanical
pleurodesis by video-assisted thoracoscopic surgery.
He has remained asymptomatic since then, with no
further pneumothorax recurrences.

Spontaneous pneumothorax is frequently associ-
ated with smoking habits, making smoking cessation
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Figure 2 Thoracic CT scan (axial view on the left; coronal view on the right) showing bilateral pneumothorax with

focal areas of emphysema and apical subpleural blebs.
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Learning points

» The British Thoracic Society guideline for the management
of spontaneous pneumothorax is an important source of
information to guide the diagnosis and treatment of patients
with this condition.

» In many situations, the clinical findings do not reflect the size
and severity of the pneumothorax.

» [1-Antitrypsin deficiency is a genetic cause of pneumothorax,
remaining underdiagnosed despite the strong predisposition
to pulmonary conditions.

a key intervention to minimise the risk of recurrence.! Rarer
cases occur in patients with ol-antitrypsin deficiency.” Despite
the chest radiograph findings, a CT scan was obtained due to
the case’s complexity, helping to identify a possible secondary
cause (emphysema and subpleural blebs). According to the
British Thoracic Society guideline, we performed bilateral chest
drainage along with supplemental high-flow oxygen administra-
tion since we assumed a SSP with more than 2 ¢cm associated with
breathless complaints. Early evaluation by a chest physician is of

particular importance in patients with SSP, since some of them
may require future surgical intervention such as in this case.’
Although primary spontaneous pneumothorax is usually less
symptomatic than SSP, this case is particularly relevant since it
describes a situation in which the patient’s complaints were very
sparse, despite its secondary aetiology and its bilaterality.
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