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ARTICLE INFO ABSTRACT

Article History Pneumomediastinum is characterized by localized air in mediastinum after perforation of
Received 19/07 /2013 organs of respiratory system or digestive system and it is associated with many disease such
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syndrome. We present a 48 year old female patient who had pneumomediastinum
after left salphingo-oophorectomy and we wanted to increase awareness of emergency
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1. Introduction

Pneumomediastinum characterized by localized air in
mediastinum after perforation of organs of respiratory
system or digestive system is described from Hamman
in 1939 (Demirel et al., 2008). Pneumomediastinum
is associated with many precipitating factors, such as
smoking, exposure to anesthetic agent and many disease
such as blunt trauma, barotrauma, retropharyngeal abscess,
acute asthma attack, Boerhaave syndrome (Ramia et al.,
1999). Pneumomediastinum is also a rare complication of
diverticulitis, toxic megacolon, bowel perforation can be
occured after surgery, and colonoscopy (Yasar et al., 2011).
In addition, pneumomediastinum emerging after colonic
perforation is seemed very rare. Also, peritoneal irritation
symptoms can be a sign of intraperitoneal free perforation,
signs of irritations can remains hidden in retroperitoneal
perforations according to the localization of perforation.
Abscess and colonic gas can be in various localizations
according to their anatomic placement, and may present with

atypical clinical symptoms. When approaching to diagnosis,
this atypical symptoms can lead to difficulties. Undiagnosed
and untreated patients are associated with high morbidity and
mortality (Choi, 2011).

In this article, while reporting a patient determined
pneumomediastinum after left salphingo-oophorectomy, we
wanted to increase awareness of emergency physicians about
diagnosis and treatment of postoperative pneumomediastinum.

2. Case

Our case was a 48 years old female patient who admitted
to the emergency department with complaints of abdominal
pain lasting for 10 days. We learned that she had undergone
salpingo-oophorectomy surgery due to ovarian cyst, 14 days
ago and she was discharged without any complication on
postoperative 4™ day. She was nulliparous, in postmenopausal
period, and had salphingo-oophorectomy and total
hysterectomy in medical history. On general evaluation the
symptoms of abdominal pain were at the forefront, therefore
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Fig. 1. Image of subcutaneous emphysema and free air belonging to
the chest X-ray of patient

respiratory symptoms remained in the shade. On physical
examination, the only symptom associated with the respiratory
system was crepitus in the left lateral area. The other findings
included abdominal tenderness, significant defense in lower
left quadrant, and decreased bowel sounds and incision scars
of previous operations were present. In complete blood count,
hemoglobin level was 9.6 gr/dL, white blood cell count
was 19.48 10°/uL and neutrophil dominated. Biochemical
test results were, alanine aminotransferase (ALT): 30 U/L,
aspartate aminotransferase (AST): 38 U/L, gamma-glutamyl
transferase (GGT): 64 U/L, total bilirubin: 0.50 mg/dL, direct
bilirubin: 0.37 mg/dL, sodium: 135 mmol/L , potassium: 3.2
mmol/L, calcium 7.4 mg/dL. The patient’s ECG and arterial
blood gas (ABG) values were normal. Image of subcutaneous
emphysema and free air belonging to the chest X-ray of
patient shown in (Fig. 1). On direct abdominal graphy,
free air under the diaphragm in the right and non leveling
diffuse gas in the left colonic segments were observed. On
computed tomography (CT), secretory densities extending
to pelvis on the left middle and distal levels in a 25 cm
segment, retroperitoneal abscess collections and values of air
compatible with colon perforation, values of air in the left
lateral abdominal wall and in the rectus muscle (Fig. 2) and
diffuse values of air in mediastinum including the sections
and paracardiac fatty tissue plans were visible (Fig. 3). The
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Fig. 2. Retroperitoneal abscess collections and values of air
compatible with colon perforation

patient was hospitalized in the department of Obstetrics
and Gynecology on these findings, and intra-abdominal
abscess was detected by laparotomy. Pretracheal fasciotomy
intended for subcutaneous emphysema was performed by the
thoracic surgery. Cefazolin sodium, piperacillin sodium and
tazobactam were administered parenterally to the patient.
Regression in pneumomediastinum was observed on control
CT scans taken after two days. There was no complication in
postoperative follow-up of the patient.

Fig. 3. Diffuse values of air in mediastinum including the sections
and paracardiac fatty tissue plans were visible.

3. Discussion and conclusion

Pneumomediastinum secondary to an intra-abdominal
operation is a rare postoperative complication and it is
relatively uncommon in the literature (Hu et al., 2013).

Pneumomediastinum is often caused by alveolar rupture
causing a seperation through bronchoalveolar case and filling
of air into the mediastinum. Air can pass through the abdomen
or thorax in many ways, retroperitoneal air can be seemed
whether direct perforation of colon or dissection of intramural
colonic air (pneumatosis coli) through the retroperitoneum
and advancing into retroperitoneum through mesentery
proper. After entering the retroperitoneum, air can move into
mediastinum along the fascial plans. By way of rupture of
mediastinal pleura, air depletion through the pleural cavity
can cause pneumothorax (Marwan et al., 2007).

Mediastinum is involved in various anatomical structures
including submandibular region, retropharyngeal area, and
vascular bed in the neck. It is also linked to retroperitoneal
region through peri-aortic and peri-esophageal areas. The
tissue structure beginning from the mediastinum, extends
through sterno-costal area of the diaphragm and to the pelvis
through side walls of the abdomen. Although mediastinum
is only a limited region in the rib cage, as defined above,
it is involved with a very wide area (Zylak et al., 2000).
For this reason, free air in the mediastinum in patients
with pneumomediastinum may spread through all of these
interrelated areas.

The most common causes of pneumomediastinum
include thoracic trauma, emesis, and foreign body aspiration.
Pneumomediastinum may occur due to diverticulitis (Soliani
et al., 2002; Besic et al., 2004), ulcerative colitis, toxic
megacolon (Mogan et al., 1980), colonoscopy (Goerg and
Diiber, 1996), endoscopic polypectomi (Ho et al., 1996) and
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more rarely spontaneously (Pretre and Rohner, 1992). It is
also reported that prisoners were tearing oral mucosa and
causing subcutaneous emphysema and pneumomediastinum
by Valsalva maneuver, in order to be hospitalized and
escape from the negative conditions of prisons (Meron and
Kurkciyan, 2002).

Complications seen after salpingo-oophorectomy include
bleeding, infection, abscess formation, urether and bowel
injury and intraperitoneal adhesions. Pneumomediastinum
presented in our case is a rarely encountered complication.
In this patient, the diagnosis of pneumomediastinum due
to colonic perforation and intra-abdominal abscess after
salpingo-oophorectomy suggests that physicians should be
careful in terms of pneumomediastinum in the differential
diagnosis in this group of patients.

In pneumomediastinum there may be no symptoms as well
as mild to moderate symptoms, such as chest pain, changes
in voice, cough and stridor. Subcutaneous emphysema in the
neck or crackling sound of the heart during systole (Hamman’s
sign) suggest the presence of pneumomediastinum.
(Wintermark and Schnyder, 2001; Brunett et al., 2010).
Pneumomediastinum should be considered in the differential
diagnosis of chest pain in healthy adolescents and young
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