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Abstract 
Introduction: Spontaneous pneumothorax is a rare but serious complication 
of tuberculosis. Miliary tuberculosis (MT) is a severe form of tuberculosis 
secondary to hematogenous spread of Mycobacterium tuberculosis. Objec-
tive: To report a case of MT complicated by pneumothorax. Methodology: 
This was a 25-year-old patient, farmer, followed up at the Pneumo-phtisiology 
department of the CHU du Point G for MT whose condition was improving 
after the introduction of anti-tuberculosis chemotherapy. He consulted again 
after experiencing chest pain. Clinical and imaging revealed a Spontaneous 
pneumothorax complicating MT. The treatment combined anti-tuberculosis 
chemotherapy, chest drainage and respiratory physiotherapy. Outcome was 
favorable with improvement of clinical and radiological signs. Conclusion: 
Pneumothorax complicating MT requires a reflective diagnostic approach 
and rapid management to improve its prognosis. 
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1. Introduction 

Pneumothorax is the presence of air in the pleural space. In the absence of trau-
ma, we speak of “spontaneous” which corresponds to an underlying lung disease 
and “secondary” when there is an underlying disease [1]. 

Tuberculosis is an infectious disease with human-to-human transmission 
caused by Koch’s bacillus [2]. About eight million people develop tuberculosis 
each year. Two to three million patients die of tuberculosis each year. Pulmonary 
tuberculosis is still a public health problem today [2]. 

Miliary tuberculosis (MT) is the most serious form, resulting from the disse-
mination, most often hematogenous, of Mycobacterium tuberculosis throughout 
the body’s viscera [3]. Once lethal, the prognosis of MT has been transformed by 
antituberculosis chemotherapy [2] [4]. Pneumothorax is a well-known compli-
cation of cavitary tuberculosis but is rarely a complication of acute miliary tu-
berculosis of the lung [5]. Some forms of tuberculous pneumothorax such as 
spontaneous pneumothorax can be observed during miliaria or on late fibrous 
sequelae [6]. 

We report the case of a young patient of 25 years old, presenting a case of 
spontaneous pneumothorax which is a rare complication of MT. 

2. Patient and Observation 

This was a 25-year-old patient, farmer, followed up at the Pneumo-phtisiology 
department of the Point G University Hospital for miliary tuberculosis (MT). 
His background includes: A chronic cough of about 02 months not improved by 
community acquired pneumopathy treatments, accompanied by dirty sputum 
with fatigability and weight loss. Sputum microscopy was negative. The tubercu-
lin skin test was positive at 18 mm. The diagnosis of MT was suggested based on 
the standard chest X-ray which showing many micronodules distributed in the 
lung fields with an appearance similar to grains of millet (Figure 1). 

A transient improvement in clinical signs was observed after the introduction 
a month ago of the standard anti-tuberculosis chemotherapy recommended by 
the WHO based on isoniazid and rifampicin for six months, as well as ethambutol 
and pyrazinamide for the first two months (RHZE Protocol of the National Tu-
berculosis Control Plan). He consults us urgently for chest pain. Our interrogation  
 

 
Figure 1. Standard frontal chest x-ray image showing numerous small dots distributed 
across the lung fields with an appearance similar to grains of millet. 
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finds chest pain of sudden onset located on the left side accompanied by a dry 
irritative cough which increases the pain and a notion of slight dyspnea, a notion 
of unquantified weight loss, headaches, evening fever, chills, great muscle weak-
ness, general malaise for 01 months. Our examination noticed an altered general 
condition state 3 of WHO classification, a temperature at 38.8˚C, a heart rate of 
120 beats/min and the patient was polypneic with a respiratory rate of 28 cycles/ 
min. Blood pressure was 100/60 mm Hg, oxygen saturation 92% on room air 
and severe malnutrition with a body mass index of 18 kg/m. 

The thorax was harmonious, with a decrease in expansion on the left side. The 
vesicular murmur was abolished on the left side. 

The transmission of vocal vibrations was abolished on the left hemi thorax. 
Percussion on the side of the left thorax indicated tympanism. 
The abdomen was soft with moderate hepato-splenomegaly. 
The rest of the physical examination was normal. 
The standard chest X-ray showed a left pneumothorax of average abundance 

on MT in the form of avascular hyperclarity with deviation of the trachea and 
signs of mediastinal displacement to the right (Figure 2). The initial biological 
assessment shows anemia at 8.4 g/dl the number of white blood cells was 12,000/ 
μL with 55% lymphocytes and 45% polymorphs. The treatment combines, in ad-
dition to resuscitation measures including transfusion blood iso group iso rhe-
sus, a left pleural drainage with evacuation of the air (Figure 3). The outcome 
was favorable with improvement of clinical and radiological signs. 
 

 
Figure 2. Standard frontal thoracic X-ray image showing a moderately abundant left 
pneumothorax on MT. 
 

 
Figure 3. Rx control post left pleural drainage. 
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3. Discussion 

Miliary tuberculosis is a disseminated form of tuberculosis with a distinctive 
pattern of many small spots distributed throughout the lung fields. Miliary pat-
tern and pneumothorax are rare radiological features in active lung disease [7]. 
Although pneumothorax is a well-known complication of cavitary tuberculosis, 
it is rarely seen and potentially fatal in miliary tuberculosis [8]. MT has a linger-
ing respiratory symptomatology evolving in a context of altered general condi-
tion and fever [9]. CT scan lesser degree of symptoms, chest X-ray is abnormal 
in more than 90% of cases; highlighting a miliary appearance in 75% of cases [9]. 
The appearance of micronodular milia is the most typical and the most frequent 
[10]. Demonstration of the Mycobacterium tuberculosis establishes the defini-
tive diagnosis of MT [11]. Direct sputum microscopy, gastric tubing, KB testing 
in bronchial aspirate and bronchoalveolar lavage fluid, and skin test are more 
often negative in MT (40% - 92%) (9). Standard biological examinations are not 
specific [12]. Tuberculous pneumothorax is a severe form of tuberculosis. It is a 
complication of post-primary pulmonary tuberculosis. Much more rarely, tu-
berculous pneumothorax can complicate miliary tuberculosis and, in this case, 
can be unilateral [13] or bilateral [14]. The spontaneous pneumothorax pathoge-
nesis in cavitary tuber-culosis can be explained by the rupture of a cavity in the 
pleural space [8]. However, the exact pathogenesis of this complication in mi-
liary tuberculosis remains uncertain. The likely mechanism is rupture of confluent 
subpleural miliary nodules secondary to caseification and necrosis, or rupture of a 
bullous lesion developed near the miliary tubercles [8]. Pneumothorax may not 
be seen at the start of therapy but may be seen during TB chemotherapy treat-
ment [15]. Tuberculous pneumothorax affects men more than women; this male 
predominance is reported by numerous studies [16]. The clinical manifestations 
combine, to varying degrees, an infectious syndrome, deterioration of the gener-
al state, cough, expectoration and dyspnoea. Chest pain is the most consistent 
symptom, and hemoptysis is very rare [17]. Sometimes anemia, digital clubbing 
can be noted [18]. The fever may last for a few weeks. Physical examination of 
the chest reveals reduced mobility of the affected hemi-thorax, tympanism on 
percussion, reduced or absent breath sounds, tachycardia, and sometimes subcu-
taneous emphysema. However, in some cases, tuberculous pneumothorax is pau-
ci- or asymptomatic. The standard chest X-ray shows, in the case of pneumo-
thorax, hyper-clarity associated with a lung retracted to its hilum and, in the case 
of pyopneumothorax, an association of several images: encysted pleural opaci-
ties, pleural thickening, fluid level with ipsilateral or bilateral lesions of pulmo-
nary tuberculosis, and rarely images of costal lysis [17]. In addition, chest com-
puted tomography and magnetic resonance imaging can be useful for detecting 
nodular lesions, skin fistulization, rib osteitis or pleural thickening [18]. The diag-
nosis of tuberculous pneumothorax is easily evoked when the pneumothorax is 
associated with parenchymal fibro-cavitary lesions. The treatment of tubercul-
ous pneumothorax is based on:  
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• effective anti-tuberculosis chemotherapy (Figure 2). 
• thoracic drainage often guided by ultrasound identification which can allow 

closure of the bronchopleural fistula after a few months [19]. 
• washings-aspirations with saline, daily and repeated sometimes using strep- 

tokinase. 
• adapted and well-monitored physiotherapy. 

Surgery is indicated for specific situations. It is then essentially pleural decor-
tication in case of thickened pleura, with an absence of re-expansion of the lung. 
Lung resections (lobectomy or segmentectomy, or even pneumonectomy) may 
be necessary to extirpate the destroyed parenchyma. An open window by thora-
costomy has been proposed by some authors [20] in cases of persistent empyema 
(despite well-conducted therapy) associated with a bronchopleural fistula. Some 
authors have suggested myoplasty (transposition of the pectoral muscle) to treat 
bronchopleural fistula [21]. 

Finally, video-assisted thoracic surgery has been useful and effective in treat-
ing pleural adhesions, performing biopsies, and even performing Wedge-type 
lung resections [22]. 

4. Conclusions 

Although relatively uncommon, Spontaneous pneumothorax on MT is a serious 
form of tuberculosis disease, which can be life-threatening and requires a reflective 
diagnostic approach and rapid management in order to improve its prognosis. 

Primary prevention and early diagnosis of all pulmonary tuberculosis remain 
the cornerstone of any anti-tuberculosis strategy. Because of compulsory notifi-
cation of the tuberculosis cases, the carrying out of a screening survey in the en-
tourage of a tuberculosis patient, the vaccination of non-infected contact sub-
jects, the improvement of socio-economic conditions and the fight against prom-
iscuity, we can hope for tuberculosis elimination. 
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