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Plasmacytoma of the pancreas is a rare entity and contin-
ues to be the subject of many studies. In patients with multiple 
myeloma and focal or diffuse enlargement of the pancreas, the 
hypothesis of plasmacytoma should be considered, thus avoid-
ing delayed diagnosis.
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A rare case of pneumorrhachis accompanying spontaneous  
pneumomediastinum

Dear Editor,

A 7-year-old female with dyspnea and edema of the neck, 
accompanied by a cough, was treated at another facility, where 
anti-inflammatory drugs and an inhaler were prescribed. The 
patient evolved to worsening of the dyspnea and cough, in ad-
dition to intercostal retraction and increased neck volume. 
She presented to our facility in satisfactory general health. On 
physical examination, the oropharynx showed no alterations, al-
though there was bilateral edema of the neck and periorbital 
area, together with diminished breath sounds, sparse wheezing, 
respiratory rate of 30 breaths/min, intercostal retraction, and 
subcutaneous crackles on anterior/posterior thoracic palpation, 
without Hamman’s sign. A chest X-ray obtained at admission 
(Figure 1) showed pneumomediastinum and extensive subcuta-
neous emphysema. She underwent computed tomography (CT) 
of the chest (Figure 2), which revealed pneumorrhachis, a rare 
finding. The patient remained in the hospital for five days under 
supportive care, and there was complete remission of symptoms.

Spontaneous pneumomediastinum, also known as Ham-
man’s syndrome, is an uncommon condition in medical prac-
tice, occurring in approximately 1/30,000 hospital admissions(1) 

and in only 1% of asthma cases(2). Its main causes are intense 
physical exercise, labor (of childbirth), pulmonary barotrauma, 
diving to great depths, severe paroxysmal coughing, vomiting, 
asthma, inhalation of narcotics, bronchial asthma, and a slender 
body type(1,2). 

The pathophysiological hallmark of Hamman’s syndrome 
is alveolar overdistension and rupture, which results from high 
intra-alveolar pressure, low perivascular pressure, or both. After 
the initial event, the air freely penetrates the mediastinum during  
the respiratory cycle, in order to balance the pressure gradients(3,4).  

Figure 1. Posteroanterior chest X-ray showing pneumomediastinum (arrow-
heads), together with extensive subcutaneous emphysema in the supraclavicu-
lar and axillary regions (arrows).
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Figure 2. CT of the chest in the axial (A) and sagittal (B) planes showing pneu-
morrhachis (arrows) and mediastinal emphysema (arrowheads).
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Known triggers include acute exacerbation of asthma and situa-
tions requiring the Valsava maneuver(4).

The combination of spontaneous pneumomediastinum 
and pneumorrhachis is extremely rare(5,6). Possible causes of 
pneumorrhachis include use of the drug ecstasy, abscesses, 
asthma attacks, coughing fits, violent vomiting, epidural an-
esthesia, lumbar puncture, and thoracic or vertebral surgery 
or trauma(7,8). In extremely rare cases, meningitis or pneumo-
cephalus can occur(7). Pneumorrhachis typically occurs directly, 
when atmospheric air reaches the epidural space by means of a 
needle or a penetrating wound from the spine, although it can 
occur indirectly, as in bronchial asthma. In the case of bronchial 
asthma, air from the rupture of a peripheral pulmonary alveolus 
leaks into the pulmonary perivascular interstitium and follows 
the path of least resistance of the mediastinum to the fascia of 
the neck. Due to the absence of fascial barriers, air crosses the 
neural foramen and deposits in the epidural space. In either 
situation, pneumorrhachis is usually asymptomatic and disap-
pears spontaneously within a few weeks.

Whereas CT allows direct visualization of the presence of 
air in the affected compartment(s), X-rays can reveal signs typi-
cal of pneumomediastinum, produced when the air leaving the 
mediastinum delineates the normal anatomical structures. Such 
signs include subcutaneous emphysema, the “sail sign” of the 
thymus, pneumopericardium, the “ring-around-the-artery” sign, 
the “continuous diaphragm” sign, and the “double bronchial 
wall” sign(3).
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Terson’s syndrome: an important differential diagnosis of subarach-
noid hemorrhage

Dear Editor,

A 42-year-old female patient presented to the emergency 
room with severe headache and hypertensive urgency (blood 
pressure, 220/110 mmHg), progressing to left hemiparesis, 
right anisocoria, and a decreased level of consciousness, with a 
Glasgow Coma Scale score of 4. Computed tomography (CT) of 
the brain showed acute subarachnoid hemorrhage (Fisher grade 
4), due to rupture of an aneurysm in the anterior circulation, to-

gether with signs of bilateral intraocular hemorrhage (Figure 1).  
Those findings are consistent with a diagnosis of Terson’s syn-
drome.

Terson’s syndrome was initially described as vitreous hem-
orrhage secondary to acute subarachnoid hemorrhage, although 
recent studies have shown that it can also result from traumatic 
brain injury or even nontraumatic intracerebral hemorrhage(1). 
Originally described in 1900 by Albert Terson, the syndrome 
has an incidence of 2.6–27.0% in the context of subarachnoid 
hemorrhage due to a ruptured aneurysm(2–4). Although the etiol-
ogy of the syndrome is controversial, it has been attributed to a 

Figure 1. A: CT scan showing signs of 
subarachnoid hemorrhage and right 
intraocular hemorrhage, as a sponta-
neously hyperattenuating focus in the 
posterior portion of the right globe. B: 
CT scan showing left intraocular hemor-
rhage.A B


