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OLGU SUNUMU CASE REPORT

Lateral Thoracic Lung Herniation: A Rare
Condition

Lateral Torasik Akciger Herniasyonu: Nadir Bir Durum

Erkan Akar', Miktat Arif Haberal’, Ozlem Sengéren Dikis?

Abstract

Ozet

Lung herniation is described as the protrusion of lung
tissue and pleura out of the thoracic cavity through
an abnormal gap in the chest wall. We present a
case with a rare lateral lung herniation. The patient
was taken for urgent surgery and an anterolateral
thoracotomy was carried out. Pursuant to rib and
lung parenchyma repair, the herniation defect was
closed without a prosthetic graft. The patient was
discharged on the postoperative fifth day with full
recovery. Although there is a lack of consensus on
the timing of surgery, we are of the opinion that in
blunt thorax trauma-induced symptomatic lung herni-
as, operating on the patient is appropriate as soon as
a diagnosis is established should be advised.

Key words: Lung herniation, chest wall, trauma, tho-
racofomy.

Akciger herniasyonu, gégus duvarindaki anormal bir
acikliktan akciger dokusu ve plevranin toraks kavitesi
disina ¢ikmasi olarak tanimlanir. Burada, nadir géro-
len lateral akciger hernili bir olguyu sunduk. Hasta
acil ameliyata alinarak anterolateral torakotomi ya-
pildi. Kaburga ve akciger parankim tamirinin ardin-
dan prostetik greft kullanmadan herni defekti kapatil-
di. Hasta postoperatif besinci giinde sifa ile taburcu
edildi. Cerrahinin zamanlamasi konusunda tam bir
fikir birligi bulunmamasina ragmen, kint toraks trav-
masina bagli gelisen semptomatik akciger hernilerin-
de, tani konuldugu anda ameliyat yapilmasinin uygun
oldugunu disinmekteyiz.

Anahtar Sézcikler: Akciger hernisi, gégis duvari,
travma, torakotomi.
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Respiratory Case Reports

Lung herniation is an atypically occurring incident that
can be described as a pleura and/or lung ftissue
protrusion due to a thoracic wall irregularity (1). Nearly
50% of herniation cases are caused by a trauma,
whereas 20% of all cases arise from congenital
imperfections, and almost 30% of cases develop ad
libitum. Conditional incidents of herniation are a result of
intercostal  muscle fragility together with  abruptly
incrementing intrathoracic pressure (2).

Although direct injuries of the thorax resulting from a
potent forceful impact such as a car crash are the primary
etiological cause of lung herniation, the development of
complications pursuant to thoracotomy procedures is also
conceivable (2). Frontal thorax which is the area of
predilection regarding the herniation of lung is not
withstanding to the origin (3). Owing to the difficulty in
perceiving such symptoms as pliant, susceptive-to-pain,
subdermal bulks or displays of breathing-mediated
enlargement, establishing a clinical diagnosis can be
difficult. Consequently, to establish an accurate diagnosis,
although an X-ray of the chest may prove useful, a timely
computerized tomography (CT) scan is obligatory.

CASE

Lung herniation is an atypically occurring incident that
can be described as a pleura and/or lung fissue protru-
sion due to a thoracic wall irregularity (1). Nearly 50% of
herniation cases are caused by a trauma, whereas 20%
of all cases arise from congenital imperfections, and
almost 30% of cases develop ad libitum. Conditional
incidents of herniation are a result of intercostal muscle
fragility together with abruptly incrementing intrathoracic
pressure (2).

Although direct injuries of the thorax resulting from a
potent forceful impact such as a car crash are the primary
etiological cause of lung herniation, the development of
complications pursuant to thoracotomy procedures is also
conceivable (2). Frontal thorax which is the area of predi-
lection regarding the herniation of lung is not withstand-
ing to the origin (3). Owing to the difficulty in perceiving
such symptoms as pliant, susceptive-to-pain, subdermal
bulks or displays of breathing-mediated enlargement,
establishing a clinical diagnosis can be difficult. Conse-
quently, to establish an accurate diagnosis, although an
X-ray of the chest may prove useful, a timely computer-
ized tomography (CT) scan is obligatory.
Haemopneumothorax in the left lung, subcutaneous em-
physema and a fracture of the 7th rib were identified in
posteroanterior chest radiography (PA). A CT scan of the
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thorax was carried out in order to determine the anatomi-
cal correlation of herniated lung tissue, thoracic wall
muscles and intercostal muscles. The CT scan showed a
haemopneumothorax on the left side, a herniated lower
lobe through the 7th intercostal space, and a displaced
lateral fracture of the 7th rib (Figure 1 and 2).

Upon the escalation of dyspnea and chest pain, and the
deterioration of patient's vital signs (85/50 mmHg blood
pressure, /8% oxygen saturation), an immediate surgery
decision was made. After single lumen endotracheal
intubation, the patient placed on the operation table in
left anterolateral position. A thoracotomy was carried out
at the site of lung hernia and the fluctuating dermis. The
thorax was reached via the 7th intercostal space. A surgi-
cal exploration revealed a displaced fracture of the 7th
rib from the lateral area and a herniated lung through
this space. It was also observed that the fractured struc-
tures of the rib had incised the lower lobe of the lung,
and that the incision reached the fissure. No major vascu-
lar injuries were detected. The herniated lung tissue was
reduced into the thorax cavity, no and incarceration was
observed on the tissue. An approximately 500 cc hema-
toma was tapped from the thorax cavity. Lacerations to
the pulmonary parenchyma were repaired with 2/0 vicryl.
Air leak and bleeding were controlled, the displaced 7th
rib fragments were brought end-to-end with 1/0 silk su-
ture. A defect in the skeletal structure was retracted with
1/0 silk suture. A 32 F intercostal drain was placed inside
the lung apex. The herniation site was supported by the
surrounding muscle tissues, and no prosthetic graft was
used. The patient was taken into the postoperative inten-
sive care unit. After a stable general condition was at-
tained, the patient was taken to service after one day. On
the third day, upon the expansion of the lung and nonex-
istent drainage, the intercostal drain was removed (Figure
3). The patient was discharged. No complications were
observed during one-, three- and six-month follow ups.

Figure 1: In computerized tomography of thorax, hemothorax in the left

lung, subcutaneous emphysema, traumatic pulmonary cyst
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.
Figure 2: In computerized tomography of thorax, herniated lung fissue

Figure 3: In postoperative lung graphy, it is observed that lung is ex-

pansed and subcutaneous emphysema is reduced

DISCUSSION

Herniations of the lung are classified according to ana-
tomic location, such as mediastinum, diaphragmatic,
thoracic and cervical (4). Etiological categorizations sug-
gest that lung herniations may be acquired or congenital,
while pathological, spontaneous, consecutive or traumat-
ic are further classifications of acquired lung herniations
(5).

Traumatic herniation, caused by the vulnerability of the
thoracic wall, is a development that is observed second-
ary to a surgical operation, a chest-penetrating wound,
rib fracture, etc.

A lung fissue herniation can result from an injury to the
intercostal muscles together with an abrupt or continuous
intrathoracic pressure increment. Herniation of the lung
by a nonexistent fracture is apt to develop in the anterior
or posterior areas where there are fewer layers of inter-
costal muscles. A lateral herniation in particular is an
atypical occurrence due to the additional lateral rein-
forcement provided to the thoracic wall' provided by the

serratus muscle. A literature search reveals only one case
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of lateral herniation that resulted from a high-energy
motorcycle crash that elicited multiple concomitant rib
fractures (6). In the present case, the patient suffered from
a lateral lung herniation associated with a blunt thoracic
tfrauma.

In general, a soft crepitant protrusion that is reducible on
silent respiration accompanies diagnosis, which again
protrudes forward with coughing or maneuver of the
Valsalva (1).

In cases where a herniation of the lung is evident instantly,
pain, coughing, hemoptysis and breathlessness are
among the symptoms. A fluctuating mass with a superim-
posed crepitus that makes a paradoxical movement with
respiration exposes in examination (1, 4). In our case, the
primary symptoms were labored breathing, coughing and
pain.

Since it may go unnoticed in routine chest radiography, a
planum chest radiography performed during a Valsalva
maneuver may be the first indication of a diagnosis of
lung herniation.

Transthoracic USG, which is a viable diagnostic proce-
dure for thoracic wall diseases such as pneumothorax,
pulmonary consolidation and atelectasis, may provide
useful information for a differential diagnosis (7).

A CT scan can be useful in the acquisition of valuable
information regarding the size of the intercostal opening
of the thoracic wall and the remaining thorax structures
(6). Given that a prominent thoracic wall hematoma was
detected on admission, pertinent traumatic injuries should
have been suspected and a CT scan should have been
requested earlier (8). To begin with, our patient under-
went PA lung radiography, and a thoracic CT was re-
quested thereafter in order to identify any correlation
between the herniated lung tissue and the adjacent struc-
tures.

In a differential diagnosis of a palpable mass on the chest
wall, subcutaneous emphysema, bronchopleural fistula,
lipoma, thoracic wall abscess, skin metastasis, seroma
and pectoralis major tendon ruptures are taken into con-
sideration (9).

Since hernias rarely heal spontaneously, surgical therapy
is usually necessary. There is still a lack of consensus on
the timing of such surgery. While some suggest surgery as
soon as a diagnosis (primary) has been established, oth-
ers claim that timing should depend on the patient's gen-
eral condition after waiting for a while (secondary) (10).
In symptomatic lung hernias, the treatment route is surgi-
cal. The form of surgical intervention may vary, depend-
ing on the size of the herniation, whether strangulation is
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present, or whether there a paradoxical ventilation dis-
turbance exists that is contingent upon respiration. In
minor traumatic hernias, conservative methods may be
appropriate (11). In the present case, we took the deci-
sion to operate since a trauma-induced symptomatic lung
herniation was present.

In the operative surgery method, first, the lung is released
by separating it from the surrounding soft tissue and re-
duced into the thoracic cavity. Defects to the skeletal
structure are fixed with appropriate sutures, after which
the herniation site is covered with soft prosthetic grafts
such as Marlex mesh or vicryl before closing the dermis,
and the supra structure of the defect is reinforced with the
surrounding tissues (12). Surgical therapy produces per-
fect results. In our patient, the herniated lung tissue was
reduced into the thorax by way of an anterolateral thora-
cotomy, and no prosthetic materials were used at the

herniation site.

CONCLUSIONS

Extrathoracic lateral herniation of the lung is an atypical
incidence that is associated with a wide range of severi-
ties, causes, complications and associations. In sympto-
matic lung hernias induced by blunt thorax traumas, we
are of the opinion that a decision for surgical operation

be made as soon as a diagnosis is established.
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