
Letten to the Editor 

Pneumorrhacbia Associated with BronehiaJ. Asthma 

Dneumorrhachis is defined as presence of air within the spinal 
r epidural space. A fourteen years nonsmoker and nondrug 
addict known asthmatic male complained of sudden onset 
shortness ofbrcath, nonproductive cough and wheezing for past 
48 hours. There was neither any previous history of pulmonary 
tuberculosis nor any recent trauma or surgery. On clinical 
examination, he was fully conscious and oriented but mildly 
dyspneic. Auscultation revealed a systolic crunching sound over 
the chest. Patient was afebrile and vital signs were normal. All 
the baseline biochemical investigations were within normal limits. 

Chest radiograph confirmed the presence of extensive 
subcutaneous emphysema involving the cervical, thoracic and 
axillary regions bilaterally, without any evidence of rib :fracture 
(Fig. 1). Also there was air in the mediastinum and pericardi.um. CI' 
chest (Fig. 2) confinm:d pneumorrhachis, pneumomediastinum, 
pneumopericardium and subcutaneous emphysema. There was no 
evidence of pulmonary interstitial emphysema or any bullae on 
HRCI'. No pneumothorax was recognized. The patient was admitted 
and was treated with antibiotics, inhalation bronchodilators, 
systemic corticosteroids, high-flow oxygen and other supportive 
measures. Antibiotics were administered to prevent mediastinitis. 
His hospital course was uneventful and he showed progressive 
improvement. 

In case ofbronchial asthma, violent coughing and acute increase 
in the intra-thoracic pressure can cause pneumorrhachis [I]. Free 
air in the epidural space is an uncommon phenomenon that was 
firstreportEd by Gordon etal [2] in 1m .Newbold etal [3] introduced 
the tmn pneumorrhachis in 1987. 

Pneumorrhachis can be classified into internal i.e. intradural 
(intra-spinal air within the subdural or subarachnoid space) and 
external i.e. extradural (intra-spinal. epidural air) [1, 2]. There are 
no facial barriers to prevent communication of the posterior 
mediastinum or the rctro-pharyngeal space with the epidural space. 
Air communicates via the neural foramina and collects in the epidural 
space. There is low resistance from the loose connective tissues as 
compared with the rich vascular network prescnt anteriorly, so the 
dissected air preferably collects in the posterior epidural space [4]. 
In the differential diagnosis, intra-spinal gas colloction due to 
degenerative,malignant, inflammatory andinfecti.ous diseases caused 
by gas-forming organisms has to be considered. 
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Fig. 1 : Plain cheat radiograph showing subcutaneous emphysema 
(white arrow) and pneumomediastinum (black arrow) 

Fig. 2: Axial CT at upper thoracic level demonstrating 
pneumorrhachis, pneumomediastinum and subcutaneous 
emphysema (arrows) 
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