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A 15-year-old boy presented to the emergency department
with a chief complaint of bilateral pleuritic chest pain and
shortness of breath. His symptoms began suddenly, hours
earlier, while studying in school without any history of trauma.
The patient did not smoke, denied illicit drug use, had no
known toxic exposures, but did report cough and upper
respiratory symptoms for the previous 2 days. Otherwise, he

Figure 1. Postero-anterior radiograph of the chest shows near
complete bilateral pneumothorax without evidence of
pneumomediastinum, pneumopericardium, or subcutaneous
emphysema.

had no significant past medical or surgical history. The patient
was alert, appropriately responsive, and in moderate respiratory
distress. He was afebrile with a heart rate of 105 beats per
minute, blood pressure of 135/90 mmHg, respiratory rate of 30
breaths per minutes and peripheral oxygen saturation was 97%
on room air. The patient was noted to have decreased breath
sounds bilaterally. Supplemental oxygen via a nasal cannula
was started, and an emergent chest radiograph was obtained
(Figure 1).

A diagnosis of bilateral spontaneous pneumothorax was
made and given the possibility of progression to tension; needle
decompression was performed anteriorly to both sides of the
chest. Although a less invasive Heimlich valve placement was
favored, lack of stock within the department limited this option.

F 1

Figure 2. Postero-anterior radiograph of the chest shows interval
placement of bilateral chest thoracostomy tubes with complete re-
expansion of the left lung and partial (~70%) re-expansion of the
right.

Volume XIII, No. 2 : May 2012

213

Western Journal of Emergency Medicine



Bilateral Spontaneous Pneumothorax

Garrido and Aguilera

As a result, emergent chest thoracostomy tubes were placed
(Figure 2).

The patient had complete re-expansion of the left lung, and
partial re-expansion on the right. No clinically significant signs
of postprocedural pulmonary edema were noted. Subsequent
computed tomography of the chest revealed apical subpleural
blebs, and the patient underwent thoracoscopic surgical
resection followed by bilateral pleurodesis.

Bilateral spontaneous pneumothorax is an extremely rare
clinical condition representing approximately only 1% of all
cases of spontaneous pneumothorax.'? Even rarer is to see a
patient with near complete spontaneous bilateral pneumothorax
without cardiovascular collapse. Perhaps this suggests that the
patient had asymptomatic or compensated unilateral symptoms
followed by acute decompensation following onset of bilateral
spontaneuous pneumothorax.
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