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Successful Treatment of a Term Neonate
Developing Severe Pulmonary Intersti-
tial Emphysema Unrelated to Mechanical
Ventilation; the First Reported Case in
Korea

Air leak syndrome is one of the main causes of respiratory failure which is defined as air escapes from
intra-alveolar to extra-alveolar areas. The incidence of spontaneous air leak syndrome in premature
infants is about 1-2%. Pulmonary interstitial emphysema (PIE) is a form of air leak syndrome which
usually occurs in infants with poor lung compliance (such as respiratory distress syndrome) on inade-
quate mechanical ventilation. On the other hand, air leak syndrome in term infants without underlying
lung disease is very rare. Especially, there is only one report in Korea regarding PIE in term infants who
finally underwent surgery. We experienced a case of a term infant who developed severe PIE unrelated
to conventional mechanical ventilation and successfully treated by high-frequency ventilation care
without any invasive procedure.
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AAF &7 9 A5 Ak 4N s~ HAR=S pH 7.288,
PCO, 47.9 mmHg, PO, 52.1 mmHg, HCO;™ 23.1 mmol/L, base
excess (BE) -3.5 mmol/LE E&A4 AdZFS 13t} 3 A
gk WY WAL A ME S 33,500/mm’ (AT T7%, B
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Fig. 1. Infantograms of the patient during admission. No abnormality at admission (A) and on CPAP (B). After respiratory
deterioration, infantogram just after intubation (C) showed pneumomediastinum, small amount of right pneumothorax,
and, PIE (arrow) at right lung. Resolved air leak after HFV (D). CPAP, continuous positive airway pressure; PIE, pulmonary
interstitial emphysema; HFV, high frequency ventilation.
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Fig. 2. Chest CT images (B, C) with correlation of the infantogram (A). White arrows (A, C) indicate RML
PIE which is visible at the infantogram. Venules and arterioles (red arrows [B, C]) normally located inside
bronchovascular sheath, are surrounded by huge amount of air suggesting PIE in the right lung. Chest
CT also shows air extending to the mediastinum and pleural space (B, C). CT, computed tormography;
RML, right middle lung; PIE, pulmonary interstitial emphysema.
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