Tuberculosis and Respiratory Diseases A& 9 FE7])A3 Vol 55 No. 2, Aug, 2003
O] ol X-M [

the FH2 X-AdlA] 71Foz 299 A H7|E 1=
QAN Sl hatema

olgd, LIBd, Old=, ®ME, olgal
HNE, OIEE, A+ d, %iJI

=Abstract=

A Case of Giant Emphysema Mimicking Pneumothorax in Chest X-Ray

Hyun-Kyung Lee, M.D.', Jong Chun Na, M.D., Sung Soon Lee, M.D.,
Seok Jong Ryu, M.D., Young Min Lee, M.D., Jae Yong Jin, M.D.,
Hyuk Pyo Lee, M.D., Soo Jeon Choi, M.D., Ho-Kee Yum, M.D.

Department of Internal Medicine and Diagnostic Radiology’, Inje University, College of Medicine, Seoul, Korea

A 49-year-old male presented with a giant bullous emphysematous lung mimicking a pneumothorax.
The initial chest X-ray revealed that the left lung was totally collapsed. A chest tube was inserted at
the emergency room, after that an iatrogenic pneumothorax developed. The HRCT showed giant bullous
emphysema mimicking a pneumothorax. The pneumocthorax spontaneously resolved without special
treatment. His bullous lung lesion had remained unchanged until last follow-up. (Tuberculosis and
Respiratory Diseases 2003, 55:211-216)
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Fig. 1A. Chest PA on admission. Large radiolu- Fig. 1B. Chest PA after closed thoracotomy. The
cency occupying left hemithorax. The degree and extent of preexistent radiolu -
collapsed left lung is displaced toward cency at left hemithorax had not been
medial side. Right upper lung field is changed.
replaced by multiple variable sized bulla.
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Fig. 2A,2B. Chest CT showed multiple, large bullae at both upper and middle lung fields with

underlying emphysematous lung.
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Fig. 3. Chest PA after removal of chest tube.
Newly developed pneumothorax is shown
at left upper lung with small amount of
fluid collection within dependent portion of
the bulla.
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Fig. 4. Chest PA 10 days after oxygen inhalation
therapy. Left pneumothorax is resolved.
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