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Pneumothorax (spontaneous) – Summary Clinical Guideline 

 

 

Reference No: CG- RESP/2019/3200 

This guideline outlines the assessment and management of spontaneous pneumothorax in 

adult patients only. This guideline does not cover the management of traumatic chest wall 

injury with pneumothorax or fractured ribs (refer to Chest Wall Trauma (Blunt) CG 

T/2014/120).   

Intercostal chest drain insertion can be associated with severe complications and mortality. Many 

patients with pneumothorax can be managed conservatively particularly if they have minimal 

symptoms of breathlessness and they do not have haemodynamic compromise. 

 The presence of breathlessness and/or haemodynamic compromise determines the 

clinical management of a pneumothorax. The size of the pneumothorax (measured from the 

chest wall to the lung edge at the level of the hilum) determines the rate of resolution and is a 

relative indication for active intervention  

 

 Confirming the definite presence of a pneumothorax on PACS monitors in busy clinical 

environments can be challenging. Do not insert a chest drain or aspirate a pneumothorax 

without confirming chest Xray report. If no CXR report available contact radiology 

Consultant or SpR. 

o In some cases, such as complex bullous emphysema or loculated pneumothorax with 

tethered lung, cross sectional imaging with a CT scan may be required to define the 

anatomy. Discuss with Radiology before requesting CT 

o The only exception to this would be in a medical emergency or peri-cardiac arrest 

scenario.  

 If medical intervention is required aspiration of pneumothorax is the first line intervention 

for spontaneous pneumothorax NOT a chest drain. 

o A chest drain is only indicated for a pneumothorax (once it is confirmed by radiology) 

if there is 

 Haemodynamic instability or bilateral pneumothorax 

 If needle aspiration of a primary pneumothorax has failed and the pneumothorax 

remains more than 2cm with ongoing breathlessness  

 Or in a large secondary pneumothorax (more than 2cm at the level of the hilum) 

with breathless or evidence of hypercapnic respiratory failure, particularly if non-

invasive ventilation (NIV) is being considered. 

A primary spontaneous pneumothorax (PSP) occurs in individuals with normal lungs. Very often 

these are well tolerated with minimal or no symptoms. 

 Observation is the treatment of choice for small PSP without significant breathlessness 

 Needle aspiration using a three-way tap (14-16G cannula) is first line intervention for PSP 

with significant breathlessness and a PSP of more than 2cm at the hilum. Needle aspiration 

is as effective as intercostal chest drain insertion and may be associated with reduced 

hospitalisation and length of stay.  

 A small bore 8-14 F chest drain is only indicated for a primary pneumothorax if there has 

been a failure of needle aspiration and the pneumothorax remains more than 2 cm at the 

hilum with significant breathlessness.  
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A secondary spontaneous pneumothorax (SSP) is associated with underlying lung disease. 

Usually the patient will be older than 50 years with a significant smoking history, COPD, emphysema, 

interstitial lung disease (ILD) or other chronic or cystic lung disease (Cystic fibrosis, 

Lymphangioleiomatosis, etc). Patients with abnormal lungs often tolerate the compromise of a 

pneumothorax less well. Conservative management and observation may still be appropriate if there 

are minimal symptoms from the pneumothorax. 

 Conservative management of secondary pneumothorax is appropriate if less than 1 cm. 

 Patients with secondary pneumothorax should be admitted to hospital for observation for 24 

hours.  

 Aspiration is the first line treatment for secondary pneumothorax if size is 1-2cm in size with 

breathlessness.  

 A size 8-14F chest drain is ONLY indicated for bilateral pneumothorax, haemodynamic 

compromise or a secondary pneumothorax larger than 2cm with significant breathlessness.   

 Timing of intervention: in particular consider whether a chest drain insertion is required as 

emergency out of hours. If any uncertainty exists then contact the on call Respiratory 

Consultant to discuss before intervention.  

Iatrogenic pneumothorax occurs following a medical procedure (CT guided lung biopsy, central 

venous cannulation, acupuncture). Discuss with on call respiratory physician before considering 

intervention.  

Tension pneumothorax Severe symptoms with signs of respiratory distress and haemodynamic 

compromise may indicate a tension pneumothorax. The standard initial management would be 

decompression of a pneumothorax with a cannula in the 2
nd

 intercostal space in the midclavicular line. 

Following decompression of the tension pneumothorax a chest drain would need to be inserted.  

 

 


