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ED QUICK QUIZ 
WHAT IS THE DIAGNOSIS? 

BACKGROUND 

A 24 year old male presents to ED with a 1 day history of breathlessness and left sided pleuritic 

chest pain. He has no cough, coryza or temperatures. There is no history of trauma. He is normally 

fit and well with no PMH. He takes no regular medication and is not a recreational drug user. 

Observations are: Pulse 114 bpm, BP 124/82, Oxygen sats 92% in RA, RR 28, Temp 37.2 ⁰C 

On examination he has moderate respiratory distress and appears uncomfortable. He has a central 

trachea and reduced air entry throughout the left hemithorax. There is hyperresonance on 

percussion of the left side. 

His CXR is shown below: 

 

QUESTIONS 

1. What does the CXR show? 

2. What are the clinical findings? 

3. What are the risk factors? 
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4. How would you manage him? 

ANSWERS & DISCUSSION 
 

1. CXR Findings 
The CXR shows a large left sided pneumothorax (visible rim >2cm between lung margin and chest wall 
at level of hilum). The carina is also pushed to the right indicating an impending tension pneumothorax. 

 
2. Clinical Findings 
Respiratory 

 Respiratory distress 
 Tachypnoea 
 Asymmetrical lung expansion 
 Tracheal shift to contralateral side 
 Decreased/absent breath sounds 
 Hyperresonance on percussion 
 Decreased tactile vocal fremitus 

Cardiovascular 
 Tachycardia 
 Hypotension 
 JVP distension 
 Cardiac apical displacement 

Other 
 Diaphoresis 
 Cyanosis 
 Altered mental status 

 
3. Risk Factors 

 Male gender 
 Smoking 
 Age – most likely at 20-40 years 
 Family history 
 Marfan syndrome 
 Underlying COPD 
 Mechanical ventilation 
 Previous pneumothorax 
 

4. Management 
There is a large pneumothorax and the patient is symptomatic with regards to breathlessness. As 
per British Thoracic Society guidelines a percutaneous needle aspiration should be performed with a 
16-18G cannula. 
The cannula is inserted using an aseptic technique into the 2nd intercostal space in the midclavicular 
line. Extension tubing and a 3 way tap are then attached to the hub of the cannula and air is 
removed via a large (50ml) syringe. The 3 way tap enables air to be removed from the pleural cavity 
without air re-entering it (the pleural space is sealed from the atmosphere. Instructing the patient 
to exhale while the syringe is detached from the catheter can also prevent air from entering the 
pleural space. 
A chest x-ray should be obtained after aspiration. The patient can be discharged home if the 
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pneumothorax has been reduced to <2cm and they are asymptomatic. Worsening advice should be 
given. Follow up should be arranged with a respiratory clinic and a repeat CXR in 2-4 weeks. If the 
patient continues to be symptomatic or the pneumothorax remains large then admit under the 
medical team with high flow oxygen and a Seldinger chest drain. 

 


