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Tuberculosis (TB) is the leading infectious cause of secondary spontaneous
pneumothorax (SSP), a potentially life-threatening complication. The clinical
presentation of TB-associated SSP is highly variable, although most patients present
emergently with respiratory symptoms and pleuritic pain. Here, we present a case of

TB-associated SSP that was clinically silent.

A 45-year-old Hispanic male with no history of tuber-
culosis (TB) or exposure presented with three months of
fatigue, 25-pound unintentional weight loss, productive
cough, and night sweats. He was originally from Mexico
but denied recent travel, homelessness, incarceration, alco-
hol consumption, and smoking. COVID and HIV were neg-
ative. Computed tomography (CT) was notable for a large
right upper lobe cavitary lesion (Figure 1). TB diagnosis
was confirmed with positive sputum cultures for Mycobac-
terium tuberculosis. He was discharged on rifampin, isoni-
azid, pyrazinamide, and ethambutol (RIPE) under directly
observed therapy (DOT) with health department follow-up
and reported no side effects. The patient was compliant
with TB therapy and did not miss any doses.

Two months after diagnosis, a routine chest x-ray (CXR)
taken during DOT follow-up demonstrated a new incidental
large apical left upper lobe apical pneumothorax (Figure
2a). He presented to the emergency department completely
asymptomatic. His vital signs were completely normal, and
he was saturating 97% on ambient air. A left chest tube
was placed, resulting in significant re-expansion but resid-
ual pneumothorax. The patient was admitted for continued
evaluation and management. His hospital course was un-
complicated, and daily serial CXR showed interval improve-
ment. On admission day four, the pneumothorax resolved
(Figure 2b), the chest tube was removed, and he was dis-
charged on the previous DOT.

Tuberculosis (TB) is the leading infectious cause of sec-
ondary spontaneous pneumothorax (SSP), a complication

Figure 1. (a) CT chest scan with cavitary lesion in the right upper lobe and extensive nodular involvement on the
left; (b) further demonstration of diffuse nodular parenchymal opacities bilaterally.
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Figure 2. (a) Two months after initial TB diagnosis, CXR on admission showing new left apical pneumothorax
(red arrows) and partial collapse of left upper lobe; same cavitary lesion (yellow arrow) in right upper lobe; (b)
CXR on day four of admission with complete resolution of pneumothorax; chest tube placed in left upper lobe.

that has been reported in 0.6-1.4% of TB patients.!=3 The
mean age of TB-associated SSP ranges from 35-45 years,
and upwards of 90% are male.# On initial presentation,
symptoms include productive cough, dyspnea, and pleuritic
pain. Radiological features include parenchymal infiltration
(99%), cavitation (66%), pleural thickening (25%), and fi-
brosis (25%).2 Chest tube placement is the first-line man-
agement in patients with large or symptomatic SSP. Sur-
gical repair or pleurodesis may be indicated in cases
complicated by persistent air leak following chest tube
placement or bronchopleural fistula. Further management
for SSP should be directed to the underlying etiology.

The prevalence of incidental TB-associated SSP is cur-
rently unknown due to the lack of large cohort studies.
Although asymptomatic pneumothoraxes can sometimes
self-resolve when small or without primary lung pathology,
any large pneumothorax (>2 or 3 cm depending on the
guideline) occurring in the setting of known lung disease
warrants a low threshold for treatment.4~¢ The proposed
mechanism for pneumothorax in patients with cavitary le-
sions is progressive caseating necrosis and rupture of the
cavity into the pleural space.” Surprisingly, our patient’s
pneumothorax occurred opposite the side of his cavitary le-
sion. We believe that extensive pulmonary fibrosis from TB
resulted in impaired oxygen exchange, leading to an apical
bleb’s development and rupture. His known cavitary lesion
may become a nidus for a future right-sided pneumotho-
rax. In summary, we present a case of a patient with re-
cently diagnosed TB compliant on RIPE and DOT for two
months who was incidentally found to have a large pneu-
mothorax. Despite the presence of a cavitary lesion, a well-

known cause for TB-associated SSP, his pneumothorax was
unexpectedly found on the opposite lung field.
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