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= Abstract =
A Case of Severe Asthma Complicated with Pneumoperitoneum
and Pneumomediastinum During AMBU Ventilation

Hoon Cho, M.D., Byoung Moon Choi, M.D., Ho Kyoung Jung, M.D.,
Ja Young Park, M.D., Byoung Il Jang, M.D., Mi Ok Sunwoo, M.D.%,
Chan Hee Seo, M.D., Han Dong Sung, M.D., Mi Jeong Sin, M.D.*, Soon Chul Hwang, M.D.

Department of Internal Medicine, Diagnostic Radiology™ Wallace Memorial Baptist Hospital, Pusan, Korea

Preumoperitoneum, Pneumomediastinum, subcutaneous emphysema and a pneumothorax are some of the me-
chanical complications of bronchial asthma. The incidence of pneumoperitoneum during an attack of acute
asthma is rare. The pathogenesis is free gas track from the overdistended alveoli, through the bronchovascular
sheaths to the mediastinum. If the high pressure is maintained, air can escape retroperitoneally into the abdo-
men and burst into the peritoneal cavity. A 43-year-old woman was admitted due to a severe asthma attack.
She was required endotracheal intubation and AMBU(air mask bag unit) ventilation. Immediately after these
procedures, pneumoperitoneum, pneumomediastinum, and subcutaneous emphysema developed. She was treat-
ed with mechanical ventilation and medical therapy. The pneumoperitoneum was resolved after 27days. Here,
we report this case with the review of the relevant literature, (Tuberculosis and Respiratory Diseases 2001, 51 :
585-589)
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Fig. 1. At admission, the chest PA view shows
extensive mottled radiolucency in the
soft tissue of the chest & abdominal
wall(black arrows), suggesting subcuta-
neous emphysema. And also linear air
density can be noted along the both
paramediastinal side & right cardiac
border(white arrowheads) with ‘continu-
ous diaphragm sign’(black arrowheads),
which is due to the pneumomediastinum
& pneumopericardium. Note the right

- subdiaphragmatic air surrounding the
dome of liver(white arrows) from the
pneumoperitoneum.
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Fig. 2. Enhanced CT scan reveals nearly com-
plete atelectasis of both lower lobes.

Fig. 3. On enhanced abodminal CT scan,
pheumoperitoneum of large amount
displace the liver and stomach posteri-
orly(arrows). A curvilinear air densi-
ty(arrowheads) in the left posterior
pararenal space suggests pneumo-
retroperitoneum.
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Fig. 4. Chest PA view shows normalized state
with no more atelectasis of lung,
pneumoperitoneum and subcutanesou
emphysema.
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A case of severe asthma complicated with pneumoperitoneum
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