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Traumatic lung pseudocyst

Fig 1 Case I1: Chest radiograph at the time of admission to
hospital showing the cystic lesion in the right lung.

spaces were dilated and lined by proliferating type I1
cells.

CASE 4

A 20 year old man was admitted to hospital after
being injured in a traffic accident. A cystic lesion was
evident on the chest radiograph one hour after the
accident. Bronchography was undertaken in an
attempt to identify the draining bronchus but no
communication was seen between the bronchial tree
and the affected lobe and cyst. One month later there

Fig2 Case 1: Tomogram showing (a) the irregular wall of the cyst; (b) decrease in the size of the cyst; (c) further

improvement.
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Fig3 Case 2: Chest radiograph showing paramediastinal
cystic lesion in the right lung.

was almost complete resolution of the radiological
shadows.

Discussion

Traumatic lung pseudocyst is a much less common
sequel of blunt chest trauma than intrapulmonary
haematoma or pulmonary contusion. Although two
of our patients were over 40 years of age, Sorsdahl
and Powell! reported that 85% of patients with trau-
matic lung pseudocyst were younger than 30 years. A
higher incidence in the young was also suggested by
Stultz et al,* who reported that traumatic lung pseu-
docyst was most often seen in children or young
adults, in whom the thorax is elastic, the visceral
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Fig4 Case 2: Computed tomogram showing multiple cystic
lesion in the right lung.

pleura intact, and the parenchyma easily injured. In
adults the chest radiographic appearances are some-
times similar to those of lung abscess, cavitating
tuberculosis, or bronchial carcinoma with cav-
itation.! In children the lesion may be confused with
pneumatocele, pulmonary cyst, or sequestration.! 2
Thorvinger and Albrechtsson® have reported a case in
which resection after a diagnosis of traumatic lung
pseudocyst had been made showed that the lesion was
a spindle cell sarcoma. Usually, however, the history
of the accident makes diagnosis easy.

Characteristic symptoms of traumatic lung pseudo-
cyst are haemoptysis, chest pain, cough, and some-
times a small rise in temperature in the early days
after the trauma. Fourteen of the 25 patients reported
by Sorsdahl and Powell had haemoptysis. Leuco-

Fig5 Case 2: Chest radiograph showing complete
resolution of abnormal shadowing.

Shirakusa, Araki, Tsutsui, Motonaga, Iwanaga, Ogami, Matsub

Fig6 Case 3: Tomogram showing an oval cystic lesion in
the right lung.
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cyt051s and fever usually last one or two weeks after3
the injury, while absorptnon of blood and damagedz
lung tissue is occurring.*

The characteristic pseudocystic lesion usually—+
appears within 12 hours of the trauma, althoughQ
sometimes it may appear later. An air-fluid level is2
commonly seen on the chest radiograph and the sur<
rounding lung often shows consolidation due to pul=
monary contusion. Computed tomography is usefu!
for diagnosing traumatic lung pseudocyst and follow=.
ing its clinical course. It is also superior to chest radioS
graphy in the diagnosis of paramedlastmal prieu->
matocele, occasionally found in children. Consolids
ation usually disappears within seven or 10 days and5
the cavitatory lesion generally diminishes in size an
completely resolves within two or three months. Vir-
tual disappearance of radiological appearances wnthnB
one to three weeks has been reported.® On}y SYmp
tomatic treatment seems to be necessary and proZ
phylactic antibiotic treatment is not necessary?a
despite the fever and leucocytosis. Close follow up 13%
recommended nevertheless.

Three of the 25 patients described by Sorsdahl and‘U
Powell! underwent surgical resection. The wall of th&
cyst appeared to be derived from the subpleural ancﬁ
interlobar connective tissue. Microscopic exam{®
ination showed numerous haemosiderin laden macroo
phages and fibrosis in the surrounding tissue.
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Traumatic lung pseudocyst

Pseudocysts are considered to be due to tearing or
laceration of the lung parenchyma. The development
of round, air containing lesions in the lung has been
demonstrated experimentally by Moolten” and by
Forse and Blake®
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