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surgery (VATS) pleurodesis, a thoracotomy was performed where 
evidence was found of a right lower lobe pedunculated lung cyst. 
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A two-year-old male presented to the emergency 
department (ED) with a four-day history of evening tactile 
fevers, measured to 38.1ºC at home, associated with a 
worsening cough, congestion, mild diarrhea, emesis, 
decreased oral intake and level of activity. His older brother 
arrived complaining of the same symptoms, and an older 
sister had also experienced an episodes of fever and emesis. 
The mother had not noticed any tugging at ears, shortness of 
breath, or evidence of abdominal pain. The patient’s fevers at 
home were controlled with acetaminophen. His vaccinations 
were up to date; he had no past medical history and his birth 
history was unremarkable. He had no known allergies.

On presentation to the ED, his vital signs were temperature 
of 37.6°C, heart rate of 144 beats per minute, blood pressure of 
147/82 mmHg (kicking and screaming during measurement), 
respiratory rate of 28 breaths per minute, and oxygen saturation 
of 97%. The patient appeared to be in no acute distress, and 
did not appear toxic. He was interactive and smiling, and 
appropriately fussy during examination. He appeared to be 
breathing normally. Examination was significant for mildly 
decreased breath sounds over the right posterior thorax with no 
rales, wheezes, or rhonchi, and a normal respiratory rate with 
no accessory muscle use or retractions. He had normal heart 
sounds and a benign abdominal examination. He exhibited no 
pallor or cyanosis.

A chest x-ray was obtained (Figure 1), which revealed 
a large right-sided pneumothorax with a leftward shift of the 
mediastinum. A chest tube was inserted emergently and the 
patient was admitted to the hospital. Viral nasal swab culture was 
positive for parainfluenza virus. There was a persistent air leak 
in the chest tube. After an unsuccessful video-assisted thoracic 

Figure 1. Initial chest radiograph showing a massive right 
pneumothorax with mediastinal shift.


