
SPONTANEOUS PNEUMOTHORAX 

By R. VISWANATHAN, B.A., m.d., m.r.c.p. (Lond.) 
Government General Hospital, Madras 

Definition 
The name is given to the condition where air 

enters the pleural cavity spontaneously, usually 
as a result of the rupture of the wall of an 
alveolus. 
As early as 1856 M'Dowell described cases of 

pneumothorax occurring not only in people with 
pre-existing pulmonary disease but also in 

apparently-healthy individuals. Cases have 
been reported in the literature from time to time, 
and, recently, Kjaergaard (1932) collected a 

series of 51 cases of spontaneous pneumothorax 
in the apparently healthy. I have seen several 
cases of pneumothorax in tuberculous patients, 
but recently I came across two cases in appa- 
rently-healthy individuals; reports of these cases 
are given below. 

AUtiology.?In some rare cases it occurs as a 

very early sign of commencing lung lesion, but 
more often during the advanced stages of 

phthisis. It might also occur as a complica- 
tion of non-tuberculous diseases of the lungs, 

such as carcinoma, abscess, gangrene, or 

empyema. 

The occurrence of spontaneous pneumothorax 
in the apparently healthy is in all probability 
due to rupture of an emphysematous bulla, as 
shown in six of Kjaergaard's cases that came to 

autopsy. It is a matter for surprise that pneu- 
mothorax rarely occurs in general emphysema. 
The mechanism of production is something like 
this. A valvular opening connects the vesicle 

with a bronchiole in such a way that air can 

enter the vesicle but cannot leave it. The 

bulla gets more and more distended until it 

bursts ultimately, resulting in the free passage 
of air from the lungs to the pleural cavity. In 

most cases the opening closes as the vesicle col- 
lapses, and the accumulated air is soon absorbed, 
but if the valvular opening persists, and the 

integrity of the valve action is maintained, the 
interpleural pressure rapidly increases, causing 
considerable discomfort to the patient. If not 
relieved by repeated aspiration of air, the 

patient may die of shock or insufficient pul- 
monary ventilation. In some cases a fistulous 
free communication persists; in this case a per- 
manent pneumothorax occurs which may cause 
no evident distress to the individual. 

It is more common in men than in women, as 
shown by Kjaergaard, 3G of whose 51 cases 

were men. Thirty-six of his cases were between 
20 and 40 years of age; 33 occurred on the right 
side, 17 on the left, and one was bilateral. 

In both my cases the patients were men of 
apparently strong constitution 24 and 22 years 
of age, respectively. The right side was affec- 
ted in one, and the left side in the other. 

Symptoms.?It is quite probable that there 
are a large number of cases of pneumothorax 
in which the condition is partial; these go un- 
recognized owing to the absence of marked 
symptoms. In some cases of advanced tuber- 
culosis with considerable pleural adhesions, 
partial pneumothorax might occur without 

causing any additional distress to the patient. 
Ordinarily when complete pneumothorax occurs 
spontaneously the patient complains of sudden 
pain on the side of the chest affected, with a 
varying amount of dyspncea. If there is con- 
siderable increase of interpleural pressure with 
displacement of the mediastinum, there will be 
cyanosis as well. Rarely, death occurs as a 

result of shock or lack of oxygenation of the 
blood. Most patients make an uneventful 
recovery, sooner or later, as the air gets 
absorbed, but if one of the blood vessels also 

ruptures along with rupture of an emphysema- 
tous bulla, fatal hsemopneumothorax may occur, 
as in the cases reported by Rolleston (1900) and 
Newton Pitt (1900). Burrel (1932) is of 

opinion that if effusion complicates spontaneous 
pneumothorax, there is sure to be a pre-existing 
disease of the lung, most probably tuberculosis. 
In the apparently healthy, effusion hardly ever 
occurs. 
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Both the cases reported below recovered 

rapidly and completely, as the .T-ray pla es 

show. 
Case (a).?A medical student, aged 24 years-aPP^ 

rently in the best of health, had a sudden cateh over 
the right side of the chest while bending bacJ^ , 

act of yawning. I saw him about twelve wv.nlp the incident. He had considerable pain over t 

of the right side of the chest, difficulty in breathing 
and inability to lie on the right side. I proceeded to 

examine him with the biased idea that it would be a 

case of pleurisy, but on systematic examination I found 
deviation of the trachea to the left, displacement of the 

heart to the left, absence of vocal fremitus and vocal 
rpcnmnoe with tympanitic note on percussion and 

absence of breath sounds on the right side. Bruit 

d'airain, so characteristic of pneumothorax, also was 
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present. X-ray showed complete collapse of the lung 
on the right side. Owing to his being in distress, I 
removed one litre of air; this gave him almost immediate 
relief. X-ray ten days later showed almost complete 
absorption of air from the pleural cavity. The lungs 
were apparently normal, and he did not exhibit any 
symptoms pertaining to disease of the lung. 
Case (b).?A deck-hand, aged 22 years, had a sudden 

pain on the left side of the chest during the ordinary 

course of his duties. He was sent to the Royapuram 
hospital with a diagnosis of pleurisy with effusion, four 
days later. X-ray examination revealed partial 
pneumothorax on the left side. He had no distress 
whatsoever. He showed complete absorption on 

examination by x-ray ten days later. The lungs were 
apparently in a healthy condition. 

(Continued at foot of opposite page) 
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(Continued from previous page) 

Diagnosis is easy when the pneumothorax 
is 

complete. Hyper-resonance with absence o 

breath sounds and displacement of the medias- 
tinum to the opposite side are quite characteris- 
tic, it may be difficult if the air cavity is 

encysted as in advanced phthisis. If ^ere,,ls 
only partial pneumothorax confined to e 

upper portion of the pleural cavity, as in e 

second of the cases reported above, the rela 
lve 

difference in resonance between the upper 
an 

lower portions might lead to the mistaken diag 
nosis of pleural thickening or effusion at e 

base. X-ray examination, of course, will 
clincn 

the diagnosis. . . . i 

The prognosis depends on the sotiologica 
factor. When it occurs in the apparently 
healthy, recovery is certain except when 1 is 

associated with fatal shock, or fatal haemorrhage. 
Pyopneumothorax resulting from rupture o an 

abscess will often recover after energetic rea 

ment. When pneumothorax occurs in 
the eai y 

stages of tuberculosis, it may be considere 
a 

a desirable accident, since it will produce c 

lapse of the lung. In the advanced ?tage 

often results in pyopneumothorax which 
ma - 

the prognosis of the condition worse. 
Treatment.?If it occurs in_ the apparen j 

healthy, no treatment is required, unless 

patient is considerably distressed, when P 

tion of air is indicated. In acute tuberculosis 
it is advisable to maintain the collapse 

lung with refills, but, if 
_ py?Pnem*ot^ra 

occurs, Burrel advocates aspiration ant 

ing out of the pleural cavity with Dakin 
s so 

tion. In resistant cases obliteration , 

cavity can be done only by resorting 
to 

[Note.?Attention is drawn to the report^on 
a case of pneumothorax, by H. 

W. 
? 

Darmendra. in our issue of May 1933.-Bditor, 
I. M. G.] 
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