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An unusual case of spontaneous pneumomediastinum 
secondary to tracheal tear in a trumpeter

INTRODUCTION

Music brings happiness to people but it can be hazardous 
to those playing the music instrument. Playing musical 
instruments are associated with variety of health hazards 
such as hypersensitivity pneumonitis, anthrax, tuberculosis, 
asthma, inguinal hernia, and laryngocele.[1,2] Herein, we 
describe a rare case of spontaneous pneumomediastinum 
due to tracheal tear in a trumpeter. Spontaneous 
pneumomediastinum can be defined as presence of 
free air from the airways or the lung parenchyma in the 
mediastinum without any apparent antecedent cause.[1-3] 
It excludes cases with definite cause such as infections, 
thoracic trauma, hollow organ perforation, and iatrogenic 
injuries.[3] It was first described by Louis Hamman in 

1939, hence, it is also called as Hamman’s syndrome. It 
is a rare condition generally affecting young adults.[1,4] 
The most common clinical presentation is chest pain, 
dyspnea, and subcutaneous emphysema.[1,5] There are only 
a few published case reports of pneumomediastinum but 
tracheal tear due to trumpet blowing has not been reported 
as an etiology to the best of our knowledge and this might 
be the first case report of pneumomediastinum secondary 
to tracheal tear in a trumpeter.

CASE REPORT

A 28-year-old  reformed smoker, trumpeter by profession 
presented with complaints of acute onset chest pain and 
breathlessness of 1-year duration. The chest pain was central 
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in location with no radiation. He gave a history of worsening of 
symptoms on blowing trumpet and on exertional activities. His 
general physical examination was within normal limits and 
on auscultation there was vesicular breath sounds bilaterally 
and Hamman’s crunch was not heard. His chest radiograph 
was normal and computed tomography (CT) of chest showed 
focal irregularity and loss of integrity of the right posterolateral 
wall of the trachea at DV1 level, at about 6.3 cm proximal to 
level of carina. There was also subcentimetric air attenuating 
pockets seen outside the lumen of trachea [Figure 1]. He 
underwent fiber-optic bronchoscopy which confirmed the 
lesion [Figure 2]. He was managed conservatively.

DISCUSSION

Spontaneous pneumomediastinum was first described 
by Louis Hamman in 1939.  The incidence of 
pneumomediastinum has not been clearly established 
mainly because there are few case series and case reports. 
The entity is also underestimated especially when there is 
low index of suspicion as the clinical signs and symptoms 
are not specific and radiographic signs are not easy to 
identify.[1,5-7]

It generally affects young adult males with mean age of 
20 years. The cause of pneumomediastinum can be described 
by these mechanisms: (a) infection of mediastinum with 

gas forming organisms, (b) perforation of the esophagus or 
tracheobronchial tree causing break in cutaneous or mucosal 
barrier leading to air entry into the mediastinum, and (c) 
alveolar rupture due to the presence of a decreasing pressure 
gradient between the alveoli and the lung interstitium.[1,3,5,7]

The incidence of spontaneous pneumomediastinum in 
trumpeter has been rarely reported in literatures. One of 
the studies reported increased maximal respiratory pressure 
in young people who played wind instruments.[2,8] These 
individuals have increased chances of mechanical injury to 
oropharyngeal tissue due to increased expiratory pressures. 
In a study by Bouhuys reported that the average expiratory 
pressure was highest in trumpeter (150 cm H20) as compared 
to people playing flute (50 cm H20 and Oboe (25 H20).[9]

The predisposing condition includes bronchial asthma, 
coughing, sneezing, and corticosteroids.[1,4,6] The usual 
presenting symptoms include acute onset, centrally located 
chest pain radiating to neck and shoulders, dyspnea, 
odynophagia, and cough. The clinical findings include 
subcutaneous emphysema and Hamman’s sign which is 
considered pathognomonic of pneumomediastinum is 
characterized by crackling sound on auscultation which 
is synchronous with the heartbeat.[1,4,5,7,8]

The diagnostic test includes chest radiograph and CT of chest. 
The finding includes: A radiolucent band (hyperlucency) in 
the retrosternal area (on lateral view), a band of hyperlucency 
parallel to the left side of the cardiac silhouette with a fine 
radiopaque line indicating the elevated mediastinal pleura, 
radiolucent lines in the mediastinum extending toward 
the neck; and air surrounding mediastinal structures such 
as the aorta, trachea, esophagus, or thymus gland. The 
chest CT scan is considered the gold standard of imaging 
tests, capable of detecting pneumomediastinum even in 
patients with small amounts of mediastinal air.[1,2,4,5,10] The 
defect in the trachea-bronchial tree can be confirmed by 
bronchoscopy.

The treatment of spontaneous pneumomediastinum is 
generally conservative. The course of disease is generally 
self-limiting and there is no significant complications.[1,4,5,11]

CONCLUSION

We conclude that spontaneous pneumothorax is a rare 
entity and it presenting secondary to tracheal tear in a 
trumpeter has not been reported earlier. It can be diagnosed 
on the basis of clinical and radiological findings. The 
treatment is mainly conservative.
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Figure 1: High-resolution computed tomography of chest showing (a) 
defect in the trachea and (b) air in the mediastinum (pneumomediastinum)

ba

Figure 2: Bronchoscopy picture of the trachea showing defect in the 
lumen
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