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Spontaneous Pneumomediastinum After Playing Volleyball: A Case Report

Voleybol Oynadiktan Sonra Gelisen Spontan Pndmomediastinum: Olgu Sunumu
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OZET

Pnomomediastinum spontan ve travmaya bagli nedenler sonucu mediastende hava bulunmasi olarak isimlendirilmekte-
dir. Bu olguda voleybol oynadiktan sonra baslayan boyun agrisi sikayeti ile acil servise gelen ve spontan pnémomedia
stinum saptanan 18 yasinda bir erkek hasta sunuyoruz. Hastaneye yatirilan hastaya konservatif tedavi uygulanmigtir.
Klinik ve radyolojik olarak iyilesen hasta takip onerilerek taburcu edilmistir.
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ABSTRACT

Pneumomediastinum is the presence of air in the mediastinum due to spontaneous and traumatic reasons. In this case,
we present an 18 year old male patient with spontaneous pneumomediastinum who came to the emergency department
with neck pain after playing volleyball. The patient was admitted to the hospital, and conservative treatment was

applied. He recovered clinically and radiologically and was discharged with follow-up advice.
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INTRODUCTION

Pneumomediastinum can be named air in the mediastinum
due to spontaneous and traumatic causes in the chest. This
situation can have serious consequences (1). It was first
defined as posttraumatic by Laennec in 1819 and later pro-
ved by Hamman in 1839 that it could develop spontane-
ously. The reasons may be various. It is generally divided
into two main groups according to the type of occurrence.
The first is the primary form that develops spontaneously,
and the second is the secondary form that develops due
to trauma, etc. Although clinically, it is generally silent,
sometimes shortness of breath, chest pain, etc. It may pre-
sent with symptoms and cause severe and life-threatening
consequences (2,3).

The pneumomediastinum pathophysiology can be defi-
ned as the alveoli’s rupture due to increased intra-alveolar
pressure by the rise in intrathoracic pressure. It is even
possible to enter the diaphragm and retroperitoneal area.
In some cases, pneumopericardium, pneumothorax, and
subcutaneous emphysema may be seen (4,5).

CASE REPORT

The 18-year-old patient applied with neck pain that started
after playing volleyball in the morning hours. He had no
complaints, such as shortness of breath and chest pain. He
had not injured while playing volleyball. He had no ill-
ness, no operation, and no medication.

In the patient’s vitals, blood pressure was 100/60 mmHg,
respiratory rate was 20/minute, heart rate was 80/minu-
te, and body temperature was 36.7 °C. The patient’s oxy-
gen-free saturation was measured as 98 by the finger-type
oximeter. Oriente, cooperative, Glasgow coma score of
15, respiratory sounds were natural, S1 + S2 + additional
sounds, and murmur was absent in heart sounds. The ab-
dominal examination of the patient was regular.

He had crepitation in the neck. The cervical and chest
X-ray was performed, and air density was in front of the
cervical vertebrae (Figure la, 1b, 2). Then, thorax tomog-
raphy was performed. The air in the para-tracheal region
was observed Figure 3. And no rib fractures or pneumot-
horax were detected.
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Figure 1 a. AP cervical X-ray; airlines in lateral of the cervical
vertebrae (arrows) b . Lateral cervical vertebrae X-ray shows
airline in front of prevertebral space (arrows).

Figure 2. Cervical computed tomography shows air density in
front of the cervical vertabrea (arrows).

Figure 3. a-d. Thorax tomography shows the air in the para-tra-
cheal region and upper mediastinum, and no rib fractures or
pneumo thorax (arrows).

The patient had 16.000 neutrophil-dominated white cells
in the complete blood count, and there was no pathology
in hemoglobin value and biochemical parameters.

The patient was consulted with the pediatric surgeon. No
pathology was detected in the endoscopy and bronchos-
copy. Oral intake was opened during the follow-up, and
the patient was relieved clinically and showed improve-
ment in radiological imaging. He was discharged and cal-
led for a follow-up.

DISCUSSION

The incidence of spontaneous pneumomediastinum is un-
common. However, it is relatively more common (about
3%) in pediatric ages. Besides, the incidence is high
among patients with asthma, tall and slender, between the
ages of 20 and 40, and sports that increase thoracic pressu-
re, such as underwater diving and weight lifting. The air in
the subcutaneous tissues is not pathognomonic for pneu-
momediastinum but raises clinical suspicion (5,6). Indeed,
the most crucial finding in our case was crepitation in the
neck region on physical examination.

Approximately 70-90% of the factors that cause pneumo-
mediastinum are the causes that can be determined. These
include pushing (waltz maneuver), some drugs, excessive
vomiting, underwater diving and paragliding, sports avia-
tion movements such as sail wing jumping, free parachute
jumping, intense cough, asthma, bronchiectasis, inhalant
inhalation, loud yelling, labor, convulsion, bronchiolitis,
foreign body aspiration, laryngotracheitis, intubation, mec
hanical ventilation, endoscopy (5,7,8). Our case featured
the first case reported in the literature due to its develop-
ment after playing volleyball.

The clinic in pneumomediastinum patients is very vari-
able. The most common symptoms are neck pain, chest
pain, difficulty and pain in swallowing, hoarseness, voice
change, crackling sound, shortness of breath, tachypnea,
chest pain, restlessness, cyanosis, back pain, and cough.
The presence of fever should suggest a complication such
as mediastinitis. Regarding hypotension, shortness of bre-
ath, chest pain, respiratory distress, and tachypnea, pneu-
mothorax should be considered (9—11).

Although erect and lateral chest X-rays are sufficient for
diagnosing the disease radiologically, a cervical X-ray
may sometimes be required. In literature, the chest X-ray
may be false negative in up to 10 percent of cases (12,13).
Computed tomography is accepted as the gold standard for
diagnosing pneumomediastinum. It is strongly recommen-
ded for differential diagnosis and defining complications
(14,15). Endoscopy is helpful for suspicion or differential
diagnosis of esophageal perforation. Electrocardiography
is also recommended for differential diagnosis (5).

A conservative approach should be preferred if there is no
cardiopulmonary instability. An excellent recovery is seen
in pneumomediastinum cases not accompanied by di-
seases such as infection and esophageal rupture. It should
be monitored by daily physical examination during the
treatment. Clinically stable patients can be called for cont-
rol and discharged after being observed for at least 24-36
hours. Patients can be given 100% O? if they have oxygen
starvation (9,16,17). Oral intake should be stopped until
the esophageal injury is excluded. Conservative treatment
was also preferred in our patient. Micro-drainage may be
needed in patients with excessive subcutaneous emphyse-
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ma (approximately 1.1%). The tube thoracostomy is requ-
ired in cases accompanied by pneumothorax. Compressed
massage is also beneficial. Although antibiotic treatment
is frequently used in prevention, the authors have no con-
sensus (5,18).
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