Commentary

Vanishing Lung Syndrome (VLS)
Sankalp Yadav1,*, Gautam Rawal2, AK Vasisht3
1

General Duty Medical Officer- II, 3Ex-CMO (SAG) cum District TB Officer, Department of Medicine & TB, Chest
Clinic Moti Nagar, New Delhi, 2Attending Consultant, Respiratory Intensive Care, Max Super Specialty Hospital,
New Delhi

*Corresponding author:
Email: drsankalpyadav@gmail.com

Abstract
Vanishing Lung Syndrome (VLS), have been known since 1937. The condition has been reported in case reports
from all corners of the globe. The presence of large bullae in upper lobes is covering one third of the hemithorax is
pathognomic of this disease. In the present article author highlight the various aspects of this uncommon disease.
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Commentary
Giant Bullous Emphysema or Vanishing Lung
Syndrome (VLS), a primary bullous disease of the
lung, also known as Type I bullous disease is
defined as a large bulla occupying at least one-third
of the hemithorax[1–3]. It has been commonly seen
in young male smokers and is a progressive
condition that is also associated with several forms
of emphysema. The risk factors could be related to
smoking tobacco, alpha 1 antitrypsin deficiency,
and marijuana abuse[4–6]. Besides, the condition has
often been linked to Marfan syndrome and EhlersDanlos syndrome.
VLS have been linked to marijuana smoking,
and in these cases the VLS could occur even in the
presence of a normal chest radiograph and lung
function. Also, the VLS in marijuana smokers has
been reported at a younger age around twenty years
earlier as compared to tobacco smokers[4,5].
The most common complaints of the patients
presenting with VLS are hypoxia, severe dyspnea
and chest pain. The major complications include
pneumothorax, infection of the bullae and a higher
risk of lung cancer in future[7].
Anatomically and radiologically the giant bulla
is commonly present in the upper lobes of the lungs
and occupying at least one third of the hemithorax
and compressing adjoining normal lung
parenchyma[2]. Bullae commonly arise more in the
paraseptal locations of both upper lobes of the lungs
which may be involved asymmetrically. The
findings could well be correlated with the high
resolution computerized tomography (HRCT) to
and also to establish the diagnosis, for preoperative
assessment, and to find the underlying comorbid

conditions such as bronchiectasis, pulmonary artery
enlargement, infected cysts, and pneumothorax[8].
The management involves the lung volume
reduction surgery like bullectomy[9]. But it is
considered for selected cases only after an
assessment of exercise capacity, pulmonaryfunction testing, and smoking cessation[10]. The
bullectomy has been associated with the
improvements in the dyspnea, pulmonary function,
exercise capacity, and gas exchange, with the best
results being obtained in the more significant VLS
cases. On an average, these improvements last for
about three to four years, followed by a gradual
decline thereafter[11,12]. Similarly, remarkable
improvement in FVC, FEV, and dyspnea grading in
the early postoperative period has been reported,
but all the improvements except FVC are
insignificant at five to ten years[12].
Of all the cases of VLS reported in the medical
literature smoking is the only modifiable risk factor.
The awareness of smoking cessation is really
important and thus the role of agencies involved in
dissemination of healthcare information to the
masses, especially in resource-constrained settings
with poor expenditure on health is crucial[13-20].
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