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ÖZET

Gebelikte spontan pnömotoraks: Olgu sunumu

Gebelik sırasında spontan pnömotoraks oldukça nadirdir. Genç gebe kadınlarda, subplevral apikal bül veya bleblerin rüp-
türü spontan pnömotoraksın en sık nedenleridir. Peripartum dönemle ilişkili artmış solunum aktivitesine bağlı olduğu dü-
şünülmektedir. İlk gebeliği olan 27 yaşında spontan pnömotorakslı bir kadın hastayı sunuyoruz. Olgu, göğüs tüpü ile ba-
şarılı şekilde tedavi edildi.

Anahtar Kelimeler: Spontan pnömotoraks, apikal bül, gebelik.
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Spontaneous pneumothorax is an extremely rare condition during pregnancy. Rupture of a subpleural apical bulla or blebs
are the most common cause of spontaneous pneumothorax in young pregnant women. It is believed to be due to increase
respiratory activity associated peripartum period. We present 27-year-old primigravid female with spontaneous pneumoth-
orax. She was treated successfully with chest tube placement.
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CASE REPORT

A 27-year-old pregnant women (primigravida, 38 we-
eks’ gestation) referred by a family physician to our
hospital due to left-sided pleuritic chest pain. The pain
had gradual onset two weeks prior to admission, was
accompanied by mild dyspnea on exertion. The pain
was exacerbated during last two days and was present
even at rest. 

She had no history of cough, fever, chills, trauma or
hyperemesis gravidarum. Her medical history was un-
remarkable and had no history of smoking. She had no
family history of pulmonary disease. 

In physical examination she had mild respiratory dist-
ress. Blood pressure was 110/70 mmHg, heart rate 70
beats per minute, respiratory rate 18 breaths per minu-
te, and temperature was 37.3°C. She developed amni-
otic membrane ruptured on admission with no efface-
ment of Cervix on examination.

The breath sounds were decreased over left chest and
on percussion was hyper resonance. 

Ultrasound assessment revealed a single fetus with
cephalic presentation. The growth parameters were
compatible with 38 weeks of gestation, corresponding
to a gestational age of 32 weeks.

Emergent posteroanterior (PA) chest radiograph with
the abdominal shielded was obtained which revealed a
complete pneumothorax of the left lung and shifting of
mediastinum and heart to the right hemithorax.

The patient’s dyspnea was worsened. A chest tube was
placed emergently in the left hemithorax, 5th intercos-
tal space and mid-maxillary line. 

The patient partially improved and a control chest ra-
diograph revealed partial re-expansion of the left lung
and an opacity in the expanded left lung due to expan-
sion pulmonary edema (Figure 1).

Emergent cesarean section was performed and a live
fetus was delivered.

Computed tomography (CT) of the chest was perfor-
med after cesarean section that showed extensive pne-
umothorax with ground glass opacity in semi-expan-
ded left lung without underlying parenchymal abnor-
mality such as; bullae, blebs or cavitary tuberculosis
(Figure 2).

After seven days of chest tube insertion and supportive
care, her condition improved and lung re-expansion
was achieved (Figure 3).

DISCUSSION

The presence of air in the pleural space is defined as
pneumothorax. Spontaneous pneumothorax in preg-
nancy is extremely rare, with only 57 cases reported in
English and other languages till now (1-3).

Rupture of a subpleural apical bulla or bleb, pulmo-
nary lymphangiomatosis and cavitary TB are the
most common cause of spontaneous pneumothorax
in pregnancy (1,4). Spontaneous pneumothorax oc-
curred during the perinatal period in 53.3% and du-
ring the first or second trimester in 46.7% of cases
(4).
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Figure 1. A chest radiograph showing left-sided pneumotho-
rax with partially expanded left lung. 

Figure 2. Chest computed tomography revealed left-side
pneumothorax without parechymal abnormality. Subcutane-
ous emphysema was seen due to primary malposition of
chest tube.
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Review of literature showed that the mean age of
pregnant women with spontaneous pneumothorax
was 26.7 years the same as patients without preg-
nancy (1-5).

We treated our patient successfully with tube thoracos-
tomy. In the previous collected data of the patients with
spontaneous pneumothorax in pregnancy by Garg et
al. initial treatment was observation in 29.6%, tube tho-
racostomy in 66.6%, and in only 3.8% of pregnant pa-
tients thoracotomy was performed (1). 

Our patient presented with chest pain and dyspnea
started two weeks prior to admission. According to pre-
vious reports the most common presenting symptom
of spontaneous pneumothorax in pregnancy was chest
pain and dyspnea (1-5). 

Chest radiographs are necessary to confirm diagnosis
and the potential risk and benefits associated with a ra-
diologic examination must be compared. It is safe to
perform the standard chest radiography when pne-
umothorax is suspected in a pregnant patient, even du-
ring first trimester, if the abdomen is shielded (1). 

If it is necessary, shielded CT could also be performed
as a useful imaging technique to clarify the underlying
pathologic condition and to help in operative planning
if indicated (6).

If pneumothorax is diagnosed in a term pregnancy, ce-
sarean section under a general anesthetic should be
avoided because the positive pressure ventilation can
lead to tension pneumothorax (7). According to previ-

ous literature the safest approach for termination is
elective assisted deliveries; such as forceps assist deli-
very to shorten the second stage of delivery. Even if
emergent cesarean section is indicated due to obstetric
considerations, it should be performed under spinal
anesthesia rather than a general anesthesia (8).

The risk of recurrent pneumothorax in these patients is
30-40% particularly during labor (2).

Pulmonary lymphangioleiomyomatosis (LAM) is anot-
her differential diagnosis, which should be kept in mind
in the young pregnant female presenting with pne-
umothorax.

In conclusion, although, the rates of pregnancy related
pulmonary embolism have been increasing, pneumot-
horax should be considered in any young pregnant wo-
man with chest pain and/or dyspnea, which should be
confirmed radiographically.
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Figure 3. A chest radiograph showing complete re-expansi-
on of left-sided pneumothorax.


