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Case history

A 16-year-old boy presented to Accident & Emergency

Department with left-sided chest pain and shortness of breath

for 1 day. He enjoyed good past health. There was no recent

history of trauma. Chest drain was inserted after chest X-ray

taken (Figure 1). After hospitalisation, his condition remained

stable and repeat chest X-ray showed satisfactory lung re-

expansion (Figure 2). Four hours later, he complained of

increased left-sided chest pain and became tachypnoeic again

(respiratory rate 50/min) although pulse oximetry, blood pressure

and pulse rate remained normal. Blood stained fluid was noted

draining out from the left chest tube. Chest X-ray was repeated

for reassessment (Figure 3).

R a d i o l o g i c a l  Q u i z

(Answer on page  20)

Figure 1. Chest X-ray on presentation.

Figure 2. Chest X-ray 12 hours after chest drain

insertion.

Figure 3. Chest X-ray on deterioration.Question

1. What is the cause of deterioration ?

2. How would you manage ?
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The boy had developed spontaneous left haemopneumothorax. Fresh blood was later seen from the chest drain

output, which amounted to 350 ml in the next 2 hours. Oxygen was given. Blood was cross-matched urgently

and intravenous fluid resuscitation was started. Full blood counts revealed no thrombocytopenia and coagulation

profile was normal. Cardiothoracic surgeon was consulted and emergency video-assisted thoracoscopic surgery

(VATS) was done. At operation, 500 ml blood clots were identified in the left hemithorax, multiple sites of small

oozing in the left posterior chest wall and one site of significant oozing from the mediastinal surface of parietal

pleura just above the aortic arch. Pleurodesis was performed. The left upper lobe was found to be emphysematous

and wedge resection was done. Histology showed benign

lung bulla with thick fibrous wall. He was discharged

3 days after operation. At follow up 4 months later, chest

X-ray (Figure 4) showed good recovery.

Although spontaneous pneumothorax has a high

incidence, spontaneous haemopneumothorax is very rare,

with a reported incidence only 1-2% of the former.  During

lung collapse, bleeding can result from a torn adhesion

band between the parietal and visceral pleurae, from

ruptured vascularised bullae and rarely from a congenital

aberrant artery.1-4 Early recognition and prompt surgical

intervention is important in decreasing its mortality.

However, this requires careful monitoring and clinical

awareness,5 as even tension haemopneumothorax

can develop without any clinical sign of unstable

haemodynamics . 6 In te res t ing ly ,  spontaneous

haemopneumothorax has been reported in young people

after ecstasy abuse in rave party and clinician should be

alert on this complication when managing adolescents

presenting with spontaneous pneumothorax as massive

haemorrhage can occur even though the initial drainage

amount appears minimal.7 Outcome of early surgery is

excellent, with VATS providing better access to bleeding

points, shorter operation time and lower blood loss thus

more preferable to thoracotomy.3,8,9
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Figure 4. Chest X-ray at follow up.


