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the chest were symmetric and normal. The patient 
was transported to the emergency department, 
where she was diagnosed with an allergic reaction 
to the local anesthetic agent. She received stan‑
dard antihistamine drugs. The vital signs nor‑
malized; however, the swelling of the cheek re‑
mained. The patient felt better and went home.

At night, dyspnea persisted and chest pain 
recurred. The patient visited a night clinic, and 
she was transported to the nearest hospital. In 
the emergency room, her vital signs upon arrival 
were as follows: temperature, 37 °C; blood pres‑
sure, 130/80 mm Hg; and heart rate, 92 beats 
per minute. Extensive SCE with crepitations was 
found, involving the tissues of the right infraor‑
bital region, right cheek, both sides of the neck, 
both supraclavicular fossae, and the anterior chest 
wall. Both SCE and PM were detected on X‑ray 
of the neck and chest (Figure 1A and 1B). The pa‑
tient was transported to the tertiary universi‑
ty hospital where computed tomography was 
performed. It revealed massive mediastinal em‑
physema that extended from the diaphragm to 
the upper thoracic aperture, including the parao‑
esophageal and paratracheal regions, upward into 
the soft tissues around the neck and right cheek 

Pneumomediastinum (PM) and subcutaneous 
emphysema (SCE) can lead to life‑threatening 
conditions such as pulmonary embolism, extra‑
vascular pressure, and obstructive shock.1 Their 
high dynamics requires an immediate and accu‑
rate diagnosis, which subsequently guarantees 
proper treatment.2,3 Dental procedures represent 
a very rare cause of PM and SCE, so patients are 
often misdiagnosed with allergic reactions to lo‑
cally administered anesthetic agents.4 We pres‑
ent a case of a patient with PM and SCE as com‑
plications of dental extraction.

A 21‑year‑old woman visited a dental clinic for 
extraction of the right upper third molar. An in‑
jection of 1% lidocaine with adrenaline was ad‑
ministered for local anesthesia. The patient’s lo‑
cal and general preparation for dental extrac‑
tion was good, which was important for clinical, 
economic, and social reasons.5 During surgery, 
the patient felt severe central chest pain, exhib‑
ited shortness of breath, and developed acute 
dyspnea. The dentist interrupted the surgical 
procedure to call an ambulance. The rescuer per‑
formed a physical examination, which revealed 
additional soft-tissue swelling on the right side 
of the face and neck. On auscultation, sounds in 

Clinical image

Pneumomediastinum and subcutaneous 
emphysema after dental extraction

Krzysztof Kaliszewski, Izabela Cendal, Marianna Krassowska, 
Dominika Szwed, Beata Wojtczak, Jerzy Rudnicki
Department of General, Minimally Invasive and Endocrine Surgery, Wroclaw Medical University, Wrocław, Poland

Correspondence to:
Krzysztof Kaliszewski, MD, PhD, 
Department of General, Minimally 
Invasive and Endocrine Surgery, 
Wroclaw Medical University, 
ul. Borowska 213, 50-556 Wrocław, 
Poland, phone: +48 71 734 30 40, 
email: krzysztofkali@wp.pl
Received: December 10, 2019.
Revision accepted: 
January 11, 2020.
Published online: January 16, 2020.
Pol Arch Intern Med. 2020; 
130 (3): 244-245
doi:10.20452/pamw.15145
Copyright by Medycyna Praktyczna, 
Kraków 2020

a B

Figure 1�  A – posteroanterior neck X‑ray showing air in the subcutaneous tissue (arrows); B – posteroanterior chest 
X‑ray showing the subcutaneous supraclavicular emphysema and pneumomediastinum (arrows)
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(Figure 1C and 1D) along the anterior surface of 
the sternum (Figure 1E and 1F). The case was dis‑
cussed with maxillofacial and thoracic surgeons, 
who confirmed the diagnosis of PM and SCE. No 
abnormalities were found on gastro- and bron‑
choscopy. An otolaryngology consultation did not 
reveal any changes in the mucosa of the oral cavity 
or pharynx. The patient was treated conservative‑
ly and received fluids intravenously, analgesics, 
and prophylactic antibiotics. After 5 days of hos‑
pitalization, the radiological and physical symp‑
toms subsided, and the patient was discharged.

Our patient’s case highlights dental extraction 
as one of the potential causes of PM and SCE. 
The diagnosis may be established with plain an‑
terior chest and neck images. Physicians must be 
aware of these rare complications of dental proce‑
dures to avoid misdiagnosing specific symptoms.

Article information

Note  KK was assigned an  online identifier (ORCID iD: http://orcid. 
org/0000‑0002‑3291‑5294). 

Conflict of interest  None declared.

Open access  This is an Open Access article distributed under the terms 
of the Creative Commons Attribution‑NonCommercial‑ShareAlike 4.0 Inter‑
national License (CC BY‑NC‑SA 4.0), allowing third parties to copy and re‑
distribute the material in any medium or format and to remix, transform, 
and build upon the material, provided the original work is properly cited, 

DC

E F

Figure 1�  C – computed tomography showing the dental extraction area where air entered from the oral cavity to 
the subcutaneous tissue of the right cheek (arrow); D – computed tomography showing air typically found in areas 
anterior and lateral to the thyroid gland and medial to the internal jugular veins (arrows); E – computed tomography 
showing gas located in the presternal subcutaneous and retrosternal mediastinal areas (arrows); F – computed 
tomography showing gas located anteriorly to the pericardium (arrows)
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