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Tuberculosis-related giant bullae mimicking tension
pneumothorax
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A 54-year-old man presented to the emergency department

(ED) with a 2-day history of worsening dyspnea on exer-

tion. He had experienced chronic cough for the prior

2 years. Physical examination revealed hyper-resonance

and decreased breath sounds in the right thorax. Chest

radiography (Fig. 1a) showed a large lucent area over the

right upper thorax with marked deviation of the trachea and

patchy opacities of the left apical area. The chest radiog-

raphy report indicated a right tension pneumothorax;

however, this was not consistent with the patient’s clinical

presentation. Chest computed tomography was subse-

quently performed (Fig. 1b), and it showed giant bullae

occupying the right thorax and multiple opacities over the

left upper lung. He underwent antituberculous therapy after

pulmonary tuberculosis (TB) was confirmed with acid-fast

bacilli analysis and TB polymerase chain reaction. He was

diagnosed with TB-related giant pulmonary bullae, and

bullectomy was scheduled.

Bullae are defined as air spaces in the lungs, measuring

more than 1 cm in diameter when distended, while giant

bullae occupy at least 30% of the hemithorax [1]. Bullae

can be idiopathic or associated with chronic obstructive

pulmonary disease or pulmonary infection. Clinical mani-

festations of giant bullae include cough, dyspnea, and chest

pain, and in some cases, the condition may be asymp-

tomatic. Bullectomy can greatly improve symptoms and

respiratory function in patients with giant bullae [2]. It can

be difficult to distinguish between pneumothorax and giant

bullae. Hence, history taking, physical examination, and

radiological studies are important. If a patient’s clinical

condition is unsuitable for a computed tomography scan,

then bedside sonography is a useful and rapid tool that can

aid in distinguishing bullae from pneumothorax. The typ-

ical ‘‘comet tail’’ phenomenon of the movement of the lung

tissue against the pleura during respiration, and the pleural

sliding sign can be present in bullae but are absent in

pneumothorax [3]. If the patient’s clinical condition

requires prompt thoracostomy, the incision in the chest
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should be sufficiently large to enable a clinician to intro-

duce a finger into the incision before placing a chest tube.

The smallest possible tube should, then, be used for drai-

nage. This procedure is an important technical considera-

tion because if the patient has a bulla rather than

pneumothorax, this technique will prevent rupturing the

bulla with the resultant catastrophic pulmonary fistula.
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Fig. 1 a The chest radiography

image shows a large lucency

occupying the right upper

thorax with mediastinal shift

and patchy opacities of the left

apical area. b The coronal

computed tomography image

shows giant bullae occupying

the right thorax and multiple

opacities over the left upper

lung
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