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ABSTRACT

BACKGROUND: Pneumomediastinum signifies the accumulation of air within the mediastinum. This condition can develop sponta-
neously or as a secondary condition due to trauma or iatrogenic causes. Although rare, it is part of a wide differential diagnosis scale 
due to its most common presenting symptoms: chest pain and shortness of breath.

METHODS: Our study is a retrospective, observational, and cohort investigation. It included patients who presented to the emer-
gency department and were diagnosed with pneumomediastinum through computed tomography. The study evaluated patients' so-
ciodemographic features, methods of presentation, chest tube insertion, other surgical procedures, outcomes, and patient dispositions. 
The primary outcome of the study focused on the results of traumatic and spontaneous pneumomediastinum: hospital admission, the 
necessity for thoracostomy tube insertion, requirement for surgical procedures, and mortality. The secondary aim was to determine 
the relationship between other clinical features and laboratory parameters and their impact on the outcomes.

RESULTS: The study comprised 67 cases. The average age of the cases was 44.89±2.41 years. Of the cases, 67.2% (n=45) were male. 
In terms of development, 40.3% (n=27) of cases were classified as spontaneous, and 59.7% (n=40) were post-trauma pneumomediasti-
num diagnoses. Among symptoms, 50.7% (n=34) of patients experienced dyspnea, and 49.3% (n=33) presented with chest pain, while 
symptoms like cough, fever, nausea, vomiting, and swallowing difficulty were reported in varying proportions. Among the patients, 
9.0% (n=6) had lung disease, 29.9% (n=20) had comorbidities, 3.0% (n=2) had a history of substance use, 14.9% (n=10) underwent 
thoracostomy tube insertion, and 20.9% (n=14) required surgical procedures. While 35.8% (n=24) of the patients were admitted to 
the intensive care unit, 13.4% (n=9) died. The mean total hospital stay was calculated as 8.68±1.12 days. No statistically significant 
relationship was found between the development of pneumomediastinum and hospital admission (p=0.507).

CONCLUSION: Upon examining the causes of pneumomediastinum cases, it was observed that patients with a history of trauma 
required thoracostomy tube insertion and surgical intervention more frequently. However, when classified as spontaneous or trau-
matic, both groups exhibited similar clinical courses and outcomes. Both groups demonstrated favorable clinical outcomes.
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INTRODUCTION

"Pneumomediastinum" is the term used to describe the pres-
ence of air in the mediastinum.[1] This condition can develop 

either as spontaneous or secondary (due to trauma or iat-
rogenic causes). In primary cases, even though there might 
be an underlying predisposing condition (such as smoking, 
asthma, pneumonia, etc.), they are termed spontaneous due 
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to the manner in which they develop. Secondary pneumome-
diastinum, on the other hand, is generally described in the lit-
erature as trauma-induced, including iatrogenic pneumomedi-
astinum, and is referred to as traumatic pneumomediastinum.
[2] The entry of air into the mediastinum occurs as a result of 
damage to mediastinal-associated structures (such as alveolar 
rupture) or traumas that disrupt the integrity of the wall. 
The mechanism most commonly implicated in spontaneous 
occurrences is the Macklin phenomenon.[2] 

Patients may present with symptoms such as shortness of 
breath, chest pain, difficulty swallowing, neck pain, odynopha-
gia, etc.[1] As part of the initial diagnostic approach, obtaining 
a chest X-ray is generally recommended.[3] Chest X-rays yield 
accurate results in up to 90% of cases; however, a lung com-
puted tomography (CT) scan is the most accurate test for 
definitive exclusion and diagnosis.[4]

The reported prevalence of pneumomediastinum is ap-
proximately around 0.002%.[2] The most common presenting 
symptoms are chest pain and shortness of breath. This ren-
ders pneumomediastinum a small component within a broad 
differential diagnosis spectrum. Therefore, although obtaining 
a CT scan might seem excessive, it can often preempt unnec-
essary hospitalization and healthcare expenditures for pneu-
momediastinum, which is typically considered a self-limiting 
benign clinical condition.

The presence of air in the mediastinum is generally perceived 
as secondary to an underlying cause and is evaluated more as 
a reflection of a clinical picture rather than an illness. Most 
cases of spontaneous pneumomediastinum follow a benign 
course, and even traumatic cases, while often associated with 
the severity of the trauma, generally tend to have a favorable 
prognosis. Treatment typically involves conservative monitor-
ing and observation, with surgical intervention and treatment 
planned for fewer cases.[5] Despite all this information, pneu-
momediastinum continues to be a feared condition due to its 
low prevalence. Additionally, concerns related to traumatic 
pneumomediastinum have diminished in the current litera-
ture, but the condition still remains a source of fear.[6]

In our research, we aimed to investigate the emergency 
department presentations of definitively diagnosed sponta-
neous and traumatic pneumomediastinum. Our objectives 
included examining how patients presented, any accompany-
ing pathologies, surgical interventions performed, length of 
hospital stays, and disease-related mortality rates. By doing 
so, we aimed to contribute to the understanding of the pre-
sentation, patient outcomes, and risk factors related to pneu-
momediastinum, in addition to existing data. We also sought 
to raise awareness among emergency department physicians 
regarding this condition.

MATERIALS AND METHODS
Our study is a retrospective, observational, and cohort 
study. After obtaining ethical approval, we initiated the 

study to identify patients who presented to the emergency 
department between 01/02/2019 and 01/02/2022 and were 
diagnosed with pneumomediastinum via computed tomogra-
phy. We aimed to include patients who sought emergency 
care within the specified dates and underwent thoracic CT 
scans, which contained the terms 'pneumomediastinum' or 
'air in the mediastinum' in their radiology reports. Patients 
with missing data, those diagnosed with mediastinal lesions 
but not ultimately diagnosed with pneumomediastinum, and 
those under 18 years old were excluded from the study.

As patient data, we recorded age, gender, presenting complaints, 
presence of known lung diseases (such as asthma, Chronic 
Obstructive Pulmonary Disease (COPD), emphysema, etc.), 
presence of comorbidities (diabetes mellitus, hypertension, 
coronary artery disease, malignancy, etc.), the development 
of pneumomediastinum (spontaneous or traumatic), the pres-
ence of additional systemic trauma in patients presenting with 
trauma-related chest trauma, the need for hospital admission, 
and the length of stay for admitted patients. Other recorded 
factors included the application of a chest tube, surgical pro-
cedures performed apart from chest tube insertion, mortality, 
and blood parameters (pH, HCO3, lactate, troponin I).

The presenting complaints included symptoms recorded in 
the patient's history. The development of pneumomediasti-
num was classified into traumatic and spontaneous categories. 
Patients with trauma exposure and those who developed iat-
rogenic pneumomediastinum as a result of procedures (such 
as endoscopy, central catheters, etc.) were included in the 
traumatic group. Patients without a history of trauma and 
without traumatic findings were considered to have sponta-
neous pneumomediastinum. Additional diseases included all 
conditions other than chronic lung diseases (such as hyper-
tension, diabetes, etc.). In-hospital mortality was calculated.

The application of a chest tube was documented. Chest tubes 
were initially inserted by emergency medicine or chest sur-
gery specialists based on urgency and were subsequently re-
viewed by chest surgeons. All surgical procedures performed 
during the patient's hospital stay were meticulously recorded 
as a requirement for surgical intervention.

Additional trauma, which encompassed injuries beyond pneu-
momediastinum such as external injuries, was recorded exclu-
sively in the traumatic group. Among the blood parameters, 
pH, bicarbonate, and lactate were recorded for assessing me-
diastinal tamponade and the development of shock during the 
acute phase. Troponin I was recorded for myocardial damage 
that might occur due to mediastinal trauma and compression.

The primary endpoint of the study was to determine the 
outcomes in terms of hospital admission, chest tube inser-
tion, need for surgical intervention, and mortality in both 
traumatic and spontaneous pneumomediastinum cases. The 
secondary endpoints aimed to establish the relationship be-
tween other clinical features and laboratory parameters with 
patient outcomes.
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Statistical Analysis

Statistical analysis of the data was performed using Statis-
tical Package For Social Sciences (SPSS) for Windows 22.0 
software. Descriptive statistics, including mean, standard er-
ror, median, and Q25-Q75 (first and third quartiles), were 
calculated for continuous variables, while frequency and 
percentage were provided for categorical data. Normality 
assumptions were evaluated using the Kolmogorov-Smirnov 
and Shapiro-Wilk tests. For statistical significance, the chi-
square and Fisher's exact tests were used to compare quali-
tative data, and the independent samples t-test and one-way 
Analysis of Variance (ANOVA) were employed for normally 
distributed quantitative data. The Mann-Whitney U test and 
Kruskal-Wallis test were used for non-normally distributed 
data in binary and multiple groups, respectively. The post-hoc 
Tukey test was used to evaluate significance in cases of group 
differences. Spearman and Pearson correlation analyses were 
used for analyzing relationships between continuous vari-
ables. A p-value of less than 0.05 was considered statistically 
significant.

RESULTS
Following a system survey, 74 cases had a preliminary diag-
nosis of pneumomediastinum. However, 7 patients were ex-
cluded due to missing data or not having a definitive diagnosis 
of pneumomediastinum, resulting in a completed study with a 
total of 67 cases aged 18 and above.

The average age of the cases was found to be 44.89 ± 2.41 
years. According to the World Health Organization's age 
classification, 55.2% (n=37) of the cases were in the 18-45 
age range, 26.9% (n=18) were in the 45-65 age range, 13.4% 
(n=9) were in the 65-80 age range, and 4.5% (n=3) were 80 
years or older. 67.2% (n=45) of the cases were male. When 
evaluating the mode of development, 40.3% (n=27) were 
spontaneous, while 59.7% (n=40) occurred post-trauma.

In 50.7% (n=34) of the patients, dyspnea was present, while 
49.3% (n=33) reported pronounced pain. Cough, fever, nau-
sea, vomiting, and difficulty swallowing were reported at vary-
ing rates. Among the patients, 9.0% (n=6) had lung disease, 
29.9% (n=20) had comorbidities, 3.0% (n=2) had a history of 
substance use, 14.9% (n=10) underwent chest tube insertion, 
and 20.9% (n=14) underwent surgery. Out of the 40 patients 
in the traumatic group, 37 had additional trauma.

Of the performed surgical procedures, 4.4% (n=3) were con-
ducted by general surgery, 2.9% (n=2) by thoracic surgery, 
2.9% (n=2) by otorhinolaryngology, 2.9% (n=2) by cardiovas-
cular surgery, and 7.4% (n=5) by orthopedic clinics. Among 
these procedures, 8.9% (n=6) were directly related to pneu-
momediastinum treatment, while the remaining 11.9% (n=8) 
were associated with additional traumas. 35.8% (n=24) of the 
patients were admitted to the intensive care unit, and 13.4% 
(n=9) died.

Among the deceased patients, 2.9% (n=2) underwent surgery 

due to additional traumas, and 1.4% (n=1) received chest 
tube insertion. All deceased patients in the trauma group had 
additional traumas. While only one patient had isolated tho-
racic trauma (multiple rib fractures and hemopneumothorax), 

Table 1. Evaluation of sociodemographic characteristics and 
study parameters

  n %

Sex 

 Female  22 32.8

 Male  45 67.2

Age  Total

 Mean±SE 44.89±2.41 100

 18-45 years 37 55.2

 45-65 years 18 26.9

 65-80 years 9 13.4

 Over 80 years 3 4.5

Mechanism 

 Spontaneous 27 40.3

 Traumatic 40 59.7

Presenting Complaint 

 Dyspnea 34 50.7

 Chest Pain 33 49.3

 Cough  6 9.0

 Fever  4 5.9

 Nausea-Vomiting 2 3.0

 Dysphagia  2 3.0

Lung Disease  

 Yes  6 9.0

 No   61 91.0

Comorbidity  

 Yes  20 29.9

 No   47 70.1

Chest Tube  

 Yes  10 14.9

 No   57 85.1

Surgical Procedure 

 Yes  14 20.9

 No   53 79.1

Hospitalization  

 No  15 22.4

 Ward Admission 28 41.8

 Intensive Care Unit 24 35.8

Mortality  

 Yes  9 13.4

 No   58 86.6

SE: Standard Error.
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the other six had multiple systemic traumas. In the sponta-
neous pneumomediastinum group, one of the two deceased 
patients had end-stage pancreatic malignancy. The average 
total hospital stay duration was found to be 8.68±1.12 days. 
Sociodemographic characteristics and study parameters are 
presented in Table 1.

The average age of the patients was 41, and this was catego-
rized based on the median value. Due to the uneven distribu-
tion of cases according to the World Health Organization's 
age classification, a median value was utilized to enable a more 
parametric distribution for optimal assessment. Patients 
above the age of 41 had a higher rate of intensive care unit 
admissions compared to regular ward admissions (p=0.001). 
Pain complaints were more prevalent in cases caused by trau-
matic factors (p<0.001). Patients with comorbidities had a 
higher rate of intensive care unit (ICU) admission compared 
to regular ward admission (p=0.026). The probability of spon-
taneous occurrence was higher in patients with lung disease 
(p=0.024). In the presence of comorbidities, there was a 

higher and statistically significant difference in the rate of ICU 
admissions (p=0.026). The rate of chest tube application was 
higher in cases of traumatic pneumomediastinum, while the 
rate of additional surgical procedures was lower in spontane-
ous cases (p=0.009). Among patients requiring ICU admis-
sion, the rate of additional surgical procedures was higher 
(p=0.004). For patients requiring regular ward admission, the 
death rate was found to be lower compared to other groups 
(p=0.021) (Table 2).

Patients above the age of 41 exhibited higher levels of lactate 
and troponin (p=0.035, p=0.010). In cases of spontaneous 
pneumomediastinum, patients were younger, while in trau-
matic pneumomediastinum cases, troponin levels were higher 
(p=0.030, p<0.001). Patients presenting with pain complaints 
were younger and had shorter hospital stays (p=0.006, 
p=0.037). The ages of patients admitted to regular wards 
were younger compared to those in the ICU (p<0.001). Pa-
tients requiring ICU admission had longer hospital stays com-
pared to those admitted to regular wards (p=0.022). Patients 

Table 2. Comparison of sociodemographic characteristics and study parameters by onset type and hospitalization status

 Mechanism Hospitalization

n (%) Spontaneous Traumatic P No Ward Admission ICU P

Sex 

 Female 8 (36.4) 14 (63.6) 0.646 4 (18.2) 6 (27.3) 12 (54.5) 0.077

 Male  19 (42.2) 26 (57.8)  11 (24.4) 22 (48.9) 12 (26.7) 

Age 

 41 years and below 15 (42.9) 20 (57.1) 0.655 5 (14.3) 22 (62.9) 8 (22.9) 0.001

 41 years and above 12 (37.5) 20 (62.5)  10 (31.3) 6 (18.8) 16 (50.0)

Presenting Complaint 

 Dyspnea 23 (67.6) 11 (32.4) <0.001 8 (23.5) 11 (32.4) 15 (44.1) 0.242

 Chest Pain 4 (12.1) 29 (87.9)  7 (21.2) 17 (51.5) 9 (27.3)

Lung Disease 

 Yes  5 (83.3) 1 (16.7) 0.024* 0 (0.0) 3 (50.0) 3 (50.0) 0.377

 No 22 (36.1) 39 (63.9)  15 (24.6) 25 (41.0) 21 (34.4)

Comorbidities   

 Yes 11 (55.0) 9 (45.0) 0.110 3 (15.0) 5 (25.0) 12 (60.0) 0.026

 No  16 (34.0) 31 (66.0)  12 (25.5) 23 (48.9) 12 (25.5)

Chest Tube

 Yes  1 (10.0) 9 (90.0) 0.034 2 (20.0) 4 (40.0) 4 (40.0) 0.953

 No 26 (45.6) 31 (54.4)  13 (22.8) 24 (42.1) 20 (35.1)

Surgical Procedure

 Yes  1 (7.1) 13 (92.9) 0.004 0 (0.0) 4 (28.6) 10 (71.4) 0.004

 No 26 (49.1) 27 (50.9)  15 (28.3) 24 (45.3) 14 (26.4)

Mortality 

 Yes  2 (22.2) 7 (77.8) 0.235 4 (44.4) 0 (0.0) 5 (55.6) 0.021

 No 25 (43.1) 33 (56.9)  11 (19.0) 28 (48.3) 19 (32.8)

The p-value was calculated using the Chi-Square analysis. *Fisher's Exact Test. ICU: Intensive Care Unit.
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with comorbidities were older and had longer hospital stays 
(p<0.001, p=0.031). Deceased patients were older and had 
higher levels of lactate and troponin, but lower levels of pH 
and HCO3 (p=0.008, p=0.001, p=0.022, p<0.001, p=0.045) 
(Table 3).

No statistically significant relationship was found between ad-
mission status and mode of occurrence (p=0.507). In cases of 
traumatic pneumomediastinum, four deceased patients were 
included in the non-admitted category as they died in the 
emergency department (Table 4).

DISCUSSION

Pneumomediastinum is a rare condition. In our study, we in-
cluded patients diagnosed with pneumomediastinum (both 
traumatic and spontaneous) who presented to our hospital. 
Our research constitutes one of the largest series in the lit-
erature in terms of patient numbers.

When examining the distribution of age and gender, we ob-
served that the gender distribution for cases classified as 
spontaneous and traumatic was similar to that reported in 

Table 3. Comparison of age, length of hospital stay, pH, HCO3, lactate, and troponin values by sociodemographic characteristics and 
study parameters

Mean±SE Age (years) Hospital pH HCO3 Lactate Troponin   
  Stay  (mEq/L) (mmol/L) (ng/mL)  
  (days)    Median
      (25%-75%) 

Sex 

 Female 

 Male 

 P

Age 

 41 years and below

 41 years and above

 P

Mechanism

 Spontaneous

 Traumatic

 P

Presenting Complaint      

 Dyspnea

 Chest Pain 

 P

Hospitalization

 No 

 Ward Admission

 ICU

 P

Surgery 

 Yes 

 No 

 P

Mortality 

 Yes 

 No 

 P

51.5±4.65

41.66±2.69

0.145

28.68±1.18

62.62±2.21

<0.001

44.74±4.29

45.0±2.87

0.030

51.29±3.85

38.30±2.44

0.006

49.93±5.24

33.18±2.34

55.42±4.04

<0.001a

44.28±4.09

45.05±2.87

0.898

61.0±5.59

42.39±2.51

0.008

10.84±1.96

7.54±1.35

0.421

8.43±1.53

9.02±1.69

0.798

8.03±1.66

9.21±1.55

0.416

11.02±1.92

6.34±1.02

0.037

-

6.32±1.38

11.44±1.70

0.022a

9.92±2.05

8.22±1.35

0.508

4.80±2.15

9.09±1.21

0.265

7.29±0.03

7.32±0.01

0.755

7.33±0.01

7.30±0.02

0.457

7.35±0.03

7.30±0.02

0.993

7.29±0.02

7.34±0.01

0.181

7.29±0.04

7.35±0.01

7.30±0.04

0.231a

7.34±0.01

7.31±0.02

0.362

7.16±0.09

7.34±0.01

<0.001

21.99±1.06

20.66±0.66

0.603

20.64±0.66

21.59±0.94

0.406

21.20±1.14

21.03±0.57

0.096

20.59±1.06

21.62±0.33

0.362

20.81±1.02

21.74±0.55

20.54±1.31

0.630a

22.01±0.65

20.85±0.69

0.411

18.23±2.54

21.54±0.51

0.045

3.88±0.56

2.83±0.23

0.105

2.68±0.13

3.72±0.48

0.035

2.53±0.25

3.62±0.37

0.234

3.20±0.42

3.16±0.25

0.932

3.82±0.57

2.64±0.16

3.41±0.55

0.152a

3.04±0.30

3.21±0.30

0.781

5.18±0.91

2.87±0.22

0.001

33.3 (12-33.3)

33.3 (7-33.3)

0.609b

33.3 (2-33.3)

33.3 (16.5-51)

0.010b

7 (2-33.3)

33.3 (33.3-33.3)

<0.001b

27.5 (7-33.3)

33.3 (22-33.3)

0.473b

33.3 (7-95)

33.3 (2-33.3)

33.3 (13.5-33.6)

0.151c

33.3 (33.3-33.3)

33.3 (5-33.3)

0.128b

33.3 (33.3-131)

33.3 (5-33.3)

0.022b

The p-values were calculated using the Independent Samples T-Test for parametric data. For non-parametric data, the following tests were used: aOne-way 
ANOVA test; bMann-Whitney U test; cKruskal-Wallis H test were used. ICU: Intensive Care Unit; SE: Standard Error; Q25-Q75: 1st and 3rd quartile values.



Işık et al. Analysis of pneumomediastinum admissions

Ulus Travma Acil Cerrahi Derg, February 2024, Vol. 30, No. 2112

the literature, while the age distribution was found to be 
higher.[7-8-9-10] We believe this could be related to the location 
of our study, as the hospital is the highest-level center in the 
province for patient admissions.

One of the outcomes from our research was that chest pain 
was more dominant in traumatic cases, while dyspnea was 
more predominant in spontaneous cases. Chest pain is a 
known common and critical issue in thoracic traumas, ne-
cessitating effective management. New modalities for pain 
control are being explored.[9] While the literature often high-
lights chest pain as the predominant symptom in spontaneous 
pneumomediastinum, our study found dyspnea to be more 
prevalent.[10-11] We speculate that this may be due to the high-
er average age observed in our study. Decreased lung reserve 
and cardiac capacity with advancing age might have contrib-
uted to dyspnea becoming the predominant symptom.[12]

Underlying lung diseases are recognized as one of the risk 
factors for spontaneous pneumomediastinum. Our study re-
vealed a higher incidence of lung disease in cases of sponta-
neous pneumomediastinum, aligning with findings reported 
in the literature.[11] Additionally, although crack cocaine use 
has been identified as a risk factor for pneumomediastinum, a 
comparative analysis between groups could not be performed 
due to its detection in only two patients in the spontaneous 
group.[13]

According to our study’s results, cases of traumatic pneumo-
mediastinum more frequently required surgical intervention 
and chest tubes. Despite these increased procedural needs, 
similar rates of hospital admissions, intensive care needs, and 
mortality were observed.

Among our findings, patients with traumatic cases exhibited 
higher ages and troponin levels. In older patients, higher lev-
els of troponin and lactate, along with low pH and bicarbon-
ate levels, were associated with increased mortality. These 
findings were independent of the mechanism of occurrence. 
Moreover, among deceased patients, all patients in the trau-
ma group had additional trauma, whereas in the spontaneous 
group, one patient had end-stage pancreatic malignancy. The 
conclusion was that the mode of occurrence (traumatic or 
spontaneous) had no association with mortality. Similar find-
ings were observed in the literature.[5,14]

It was observed that patients presenting with dyspnea as the 
predominant symptom had a higher average age and longer 

hospital stays compared to those presenting with chest pain. 
We noticed that the longer hospital stays associated with 
dyspnea were likely due to the higher average age of these 
patients.

When examining hospital admission status based on the 
mechanism of occurrence, no statistical difference was ob-
served. However, in the traumatic group, four patients died 
in the emergency department and were recorded as non-
admitted.

While this comparison and population may seem limited, we 
consider it important as it is one of the few studies com-
paring secondary pneumomediastinum with spontaneous 
pneumomediastinum. The results we obtained are similar in 
nature to those found by Sapmaz and colleagues, yet were 
derived from a broader population.[14] One limitation of our 
study is the absence of data for discharged patients who may 
have sought care at another center. Another limitation is 
the retrospective nature of the study. The recording of pa-
tient admissions and parameters, such as predominant clini-
cal symptoms, is physician-dependent and subjective, which 
we consider a limitation. Another limitation of our study is 
the lack of recorded data on the current clinical status of 
patients. Such information could be necessary for additional 
etiopathogenetic analyses, including factors like pneumonia, 
tooth extraction, etc.[15-16]

CONCLUSION

In our examination of the causes of pneumomediastinum cas-
es, we observed that patients with a history of trauma more 
frequently required chest tube and surgical intervention. 
However, when classified as either spontaneous or traumatic 
cases, both groups demonstrated a similar clinical course and 
outcome, with both presenting favorable clinical outcomes.
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Table 4. Relationship between hospitalization status and occurrence mode

Hospitalization  Traumatic, n (%) Spontaneous, n (%) P value 

Intensive Care Unit 12 (32.4%) 10 (40.0%) 0.507

Ward Admission 18 (48.6%) 12 (48.0%) 

No  7 (18.9%) 3 (12.0%) 

Chi-Square Test; **p<0.01.
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Spontan ve travmatik pnömomediastinum vakalarının acil servis ziyaretlerinin 
değerlendirilmesi: Retrospektif bir analiz
Nurullah İshak Işık,1 Gülhan Kurtoğlu Çelik,2 Bahattin Işık3 
1Ankara Etlik Şehir Hastanesi, Acil Tıp Anabilim Dalı, Ankara, Türkiye
2Ankara Bilkent Şehir Hastanesi, Acil Tıp Anabilim Dalı, Ankara, Türkiye
3Türkiye Cumhuriyeti Cumhurbaşkanlığı Kurumu, Cumhurbaşkanlığı Sağlık Merkezi, Ankara, Türkiye

AMAÇ: Pnömomediastinum, mediasten içinde hava birikimi durumunu ifade eder. Bu durum spontan veya ikincil (travma, iyatrojenik) nedenlere 
bağlı olarak gelişebilir. Nadir görülmekle birlikte en sık başvuru semptomları olan göğüs ağrısı ve nefes darlığı nedeniyle geniş bir ayırıcı tanı skalasının 
üyesidir.
GEREÇ VE YÖNTEM: Çalışmamız retrospektif, gözlemsel ve kohort bir araştırmadır. Araştırmamıza acil servise başvuran ve bilgisayarlı tomografi 
sonucu pnömomediastinum tanısı alan hastalar dahil edildi. Hastaların sosyodemografik özellikleri, başvuru şekilleri, göğüs tüpü ve diğer cerrahi 
işlemler, sonuçları ve hasta sonlanımları incelendi. Çalışmanın birincil sonuç noktası, travmatik ve spontan pnömomediastinum sonuçları; hastane 
yatışı, torakostomi tüp takma gerekliliği, cerrahi işlem gerekliliği ve mortalite olarak belirlendi. İkincil sonuç, diğer klinik özelliklerin ve laboratuvar 
parametrelerinin sonuçlarla ilişkisini belirlemeyi amaçladı.
BULGULAR: Çalışma, 67 olgu ile tamamlandı. Olguların yaş ortalaması 44.89±2.41 yıldır. Olguların %67.2'si (n=45) erkektir. Gelişme şekli göz 
önüne alındığında, olguların %40.3'ü (n=27) spontan, %59.7'si (n=40) travma sonrası pnömomediastinum tanısı almıştır. Semptomlar arasında 
hastaların %50.7'sinde (n=34) dispne ve %49.3'ünde (n=33) göğüs ağrısı bulunsa da öksürük, ateş, bulantı-kusma, yutma zorluğu gibi semptomlar 
da farklı oranlarda rapor edilmiştir. Hastaların %9'unda (n=6) akciğer hastalığı, %29.9'unda (n=20) ek hastalık, %3.0'unda (n=2) madde kullanımı 
öyküsü bulunurken, %14.9'unda (n=10) torakostomi tüp takılmış ve %20.9'unda (n=14) cerrahi işlem uygulanmıştır. Hastaların %35.8'i (n=24) yo-
ğun bakım ünitesine yatırılmış ve %13.4'ü (n=9) hayatını kaybetmiştir. Ortalama toplam hastanede yatış süresi 8.68±1.12 gün olarak hesaplanmıştır. 
Pnömomediastinum gelişim şekli ile hastane yatışı arasında istatistiksel olarak anlamlı bir ilişki saptanmamıştır (p=0.507).
SONUÇ: Pnömomediastinum olgularının nedenlerini incelediğimizde, travma öyküsü bulunan hastaların torakostomi tüp takma ve cerrahi müdaha-
le gereksinimi daha sık olduğunu gördük. Ancak spontan ve travmatik olgular olarak sınıflandırıldığında, her iki grup da benzer klinik seyir ve sonuçlar 
sergilemiştir. Her iki grup da olumlu klinik sonuçlar göstermiştir.

Anahtar sözcükler: Acil servis; pnömomediasten; spontan; travmatik. 
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