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Sammary

Catamenial pneomothorax 15 a spontancous pneumeothorax that occurs during menstruation. We present a case of catn-
menial pneumothorax which was treated with chemical pleurodesis after tube thoracostomy and underwater sealed drai-
nage. The diagnosis was established based on the history. She currently does not have recurrence of pnéumothorax after
five months of follow up, but complains of monthly chest pain. The pathophysiology and the current rescarch in the

management of catamenial pneumothorex are reviewisd.
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Introduction

Catamenial pneumothorax described by Maurer et al in
1958 and named by Lillington in 1972 is a recurrent syn-
drome of pneumothoraces that occurs between 48-72
bours after menstruation (1,7). It is a rare condition cha-
racterized by the recumring accumulation of air in the
chest cavity (7). The condition oceurs i the right Tung i
90%-95% of cases (6,7). It never occurs during periods of
no ovulation as in'pregnancy or while on oral contracep-
tives and mainly affects women between 30-40 vears (1),
The dingnosis of this syndrome s difficult as it requires
multiple pneumothoraces along with the recognition of &
connection to the patient's menstronl evele, A case of
catamenial pneumothorax which was managed effeeti-
vely with chemical pleurodesis and the current research
in the management of this pathology are presented.

Case History

The patient is a 39year old fomale with an cight vear his-
tory of intermittent chest pain at the back felt mainly at
the nght scapular region and sometimes radiating ante-
riorly beneath the right breast. The pain is piercing in
nature. and comes dunng her menstrual period. It is
worse when she moves the chest and rehieved by analge-
f1es, The pain was assoctated with cough and on three
oceasions with breathlessness on exertion and had to be
admitted

She 15 nulliparous and undergoing treatment for primary
infertility. She underwent myomectomy twice in 1996
and 1998 respectively,

Un the three occasions that she presented at the hospital,
she was not in respimtory distress, She was not pale and
not cyanosed. Her respiratory rate was between 24-28
breaths per minute. The right chest was tympanitic on
percussion with diminished breath sounds.

Examination of the other systems was normal

Phe chest X-ray on the third presentation is shown below in

Figl. Right pnucumothorax in patient with
Catamenial pneumothorax
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Tube thoracostomy with underwater-scal drainoge was
carried our during the three admissions. Chemical
pleurndesis using 2 grams of tetracycline mixed with
S0mls of 0.5% xylocaine was ¢ffected in her last two
admissions. She still has the chest pain associated with
cough every month but with no pnueumaothorax.

Discussion

Catameninl prieumothorax 16 defined as a recurrent
syndrome of pneumothorax that occurs between
48-72hrs after menstruation (73 It mainly affects women
hotween the ages of 30-40years with the lustory of
pelvic endometriosis and the pneumothoraces are
predominantly right-sided in 90-95% of cases (1,7). The
dingnosis of this syndrome s difficult as it requires
multiple pneumothoraces along with the recognition of
o connection to the patient s menstrual cycle. As a result
there have only been approximately 200  cases
documented in the international literature as at April
2003 (7). Catamenial pneumothorax is a subset of
primary spontancous poeumothorax. The presentation is
as with spontaneous pneumothorax ie. chest pain and
dyspnoen (5.7). In our patient in addition o the
symptoms described she had cough which was recurren!
with the menses,

The diagnosis of catamenial prepmothorax 18 nsually
based on either a chest pain associated with the start of
menstruation or the history of recurring poeumothoraces
that are predominantly right-sided and coincide with the
onsct of menstruation (5,7). The findings after invasive
treatment wsually support the diagnosis of catamenial
preumothorax. The diagnosis of our patient was mainly
based on the history which is typical of catamenial
pncumothorax (11). Four theories currently exist to
explain the pathology of catamenial prcumothorax.

The most common is the movement of endometnal
implants to the right diaphragm. This explanation is
called the Anatomic model (7). The endometmal tissue
preferentially goes to the right chest because of the
recognized peritonesl circulation up from the pelvis to
the right side (4,7). Other explanations include spikes of
intraperitoneal pressure in the right subphrenic space
accompanying respiratory activity and physical exertion
with the solid liver acting a5 & piston. In contrast, the
loose arrangement and the increased mobility of the left
subphrenic organs minimized such pressure: changes
under the left hen disphragm (12,4),

These implants then create channels or fenestrations
through the diaphragm that will allow further implants to
move into the chest or allow transgression of air. These
fenestrations are seen in only 19-38.8% of cases
{2,7.14). The presumed timing of the pneumothorax
around menstruation is postulated 1o oceur because of
the passage of the cervical mucous plug that
allows retrograde movement of air. Studies have
documented prneumoperitoneum st the same time as the
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peuwmothorax (43,

The sccond mechanism explaining the catamenial prcu-
matharax is known as the Motstatic Model, (7). In this
maodel, the endometrial tissue makes its way from the
pelvis o the chest cavity m one of two ways | either up
through congenital diaphragmatic fenesrations or via
miere embolism through the pelvie vein, Both modes of
travel result in the movement of endometrinl tissue into
the thorax where it implants iself either onto the lung
parenchyma and causes local defects or ontw the
dinphragm itsellf. (7). The third theory involves the
elevated prostaglandin  levels that oceur during
menstruation. OF significant fnterest is prostacyeline F2,
which causes severe vasospasm and bronchospasm. It is
believed that this leads to the rupture of alveoli and
resullts i a poeumothorax (7). The last theory is the
spontancous rupture of sub pleural blebs due
hormone changes oecurring with menses thit leads to
pneumothorax. These last two theories do not explain the
right sided predominance of catamenial pneumothorax
One expects to find burst or unburst blebs on the lung
surfaces but this is not seen on thoracoscopic investiga-
tions considering the last theory.

In most cases of catamenial pncumothorax, the initial
preumothorax episodes are treated in the same way. as
any primary pncumothorax. When this fails medication
and hormonal drugs (¢.g. Danazol, gonadotrophm-relea-
sing hormone (GnRH) analogues, possibly hormonal
contraceptive drugs or progestogens.) with effecuve
pleurodesis are considered to be the most efficient
methods of treatment.(3,6,9). With our case the use of
hormonal drugs was not advisable since she is being
treated for infertility.

Owver the years, two main categories of treatment have
been tried - medical and surgical. The medical options are
mainly hormonal therapies that are armed at suppressing
the aetivity and growth of endometnial tissue
present n the chest. This is done by suppressing
ovulation and oestrogen release (7,10), The hormonal
treatments that have been tried to date dre testosterone
derivatives, oral contraccptives and GnRH agonists.
They have been found to prevent approximately 50% of
recurrences of pneumothorax (7). GnRH agonists are
known to preserve the reproductive potential of the
patient (7.8}

Surgical options include pleuradesis, hysterectomy, and
tubal ligation, thoracoscopic diaphragmatic endometrial
resection along with bleb and apical resection where
applicable (3,5,7). Pleurodesis (mechanical or chemical)
have been found to be an effective method of preventing
recurrent pneumothornces but does not treat the root
problem. In some centers, pleurodesis has been used as
a first line of treatment for primary sponlancous
pneumothorax. For paticnts with catamenial pneumotho-
mx, it is common for them to still experience chest pain
and other symploms without lung collapse during
menses after plevrodesis. (4.7). Our patient stll has
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chest pain with cough during menses but without
pacumathorax This 15 known 1o oceur when there 45 a
remaining endometrial tissue in the pleural cavity(7)
Hysterectomy with bilateral oophorectomy is another
option for treatment that is most often used in women
oulside of childbearing wears. It js effective for
somelime bul has the drawback of hypoestrogenia, On
the bases of the hypothesis of ransfallopian passage of
ar, some paticnts are treated by tubal ligation only (3,5)
This mode of treatment is oot suitable for patient s in
their child bearing years.

Evaluation of the draphragm and the pleural space are
easily done with the thorscoscope and if boles or
endometrial implants are seen, they are managed by
resection andfor sunring (4,7), Muoltiple holes over large
areas of the diaphragm ore best suiied for pleuradesis .
Localized areas may be resected or sumired. Large resce-
tion may be paiched with a prosthetic material (4).
Plication of the involved area has also been documented
{14). If endometrial implants are found their resection
should be performed to limit further endometnal sprea-
ding. 1t has been found that overall the surgical treatment
of catamenial pneumothorax results in & far lower
recurrence rate than the hormonal treatment does
(7). Surgical treatment should be accomplished during
menstruation for an optimal visualization of pleurodia-
phragmatic endometriosis.

Conclusion

To our knowledge this is the first case of catamenial
preumothorax reported in Ghana. The dingnosis is main-
Iy based on the history and climical findings .The case
discussed has the typical history and clinical findings of
catamenial pneumothorax. Management of catamenial
pocumothorax is either surgical or hormonal or the
combination of both. The combination therapy is the
most efficient way of managing this condition, It is more
difficult with patients in their child bearing years since
hormonal therapy becomes unsuitable, Video-assisted
thoracoscopic surgery is helpful if available,
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