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An unusual case 
of subcutaneous emphysema 
without pneumothorax 
following brachial plexus block

Sir,
Brachial plexus block is the anesthetic technique of choice 
for surgeries of upper limb. The most common complication 
of brachial plexus block using supraclavicular approach is 
pneumothorax with incidence of 0.5-6%.[1] The presence of 
subcutaneous emphysema in the postoperative period suggests 
the presence of a pneumothorax or it may be secondary to 

thoracic trauma.[2] Subcutaneous emphysema in the absence 
of either of these is a rare phenomenon. 

A 42-year-old male patient presented to our hospital 4 
days after crush injury to the left hand. There was no 
history of head injury, chest, or abdominal trauma. He 
was afebrile, and all preoperative laboratory parameters 
were within normal limits. He was operated for fixation 
of fracture of head of second metacarpal bone with K-wire 
under supraclavicular brachial plexus block. An electrically 
driven drill was used to pass the K-wire. The intraoperative 
hemodynamics were stable, and surgery was uneventful. In 
the postoperative ward, 8 h after surgery, patient developed 
diffuse subcutaneous emphysema over the left hemithorax 
and left upper limb extending up to the elbow joint without 
any signs or symptoms of respiratory distress. Chest X-ray 
revealed changes of chronic obstructive pulmonary disease 
(COPD) without any evidence of pneumothorax. As 
the patient was hemodynamically stable, he was closely 
monitored and treated conservatively with high flow oxygen, 
which hastened the reabsorption of air by denitrification of 
the blood.[2] Injection diclofenac 75 mg was given twice 
daily for pain relief and the emphysema was drained by 
multiple skin punctures with a sterile needle. Consequently 
on the 4th postoperative day, subcutaneous emphysema 
resolved completely without any sequel and the patient was 
discharged home.

Subcutaneous emphysema develops frequently following blunt 
or penetrating chest injury involving larynx, trachea or bronchi. 
In the present case, it may be a symptom of a serious underlying 
cause like pneumothorax due to puncture of pleura.[2] If the 
size of puncture on the lung surface is small it may be sealed 
off before symptomatic pneumothorax develops.[1] Patients 
with a small pneumothorax (<15% of the hemithorax) often 
have normal physical findings on examination. The physical 
findings may be masked by the underlying lung disease, 
particularly in patients with COPD as was seen in our 
case. Chronic lung conditions give rise to adhesions between 
the parietal and visceral pleura restricting lung collapse. 
In such situations, a pneumothorax may be loculated and 
localized rather than spreading throughout the pleural space. [3] 
The air so trapped escapes into the path of least resistance 
that is, the subcutaneous plane. Thus, pneumothoraces 
occurring in patients with COPD are at a greater risk of 
being complicated by subcutaneous emphysema.[4] Lack of 
systemic illness and normal inflammatory indices rule out gas 
gangrene in our case. Pneumatic drills have been implicated as 
causative factors for the development of benign subcutaneous 
emphysema.[5] However, the K-wire was electrically driven 
in our case. Although subcutaneous emphysema is usually 
benign, it will require prompt intervention to allay patient 
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anxiety and to prevent complications such as dysphagia, visual 
disturbance, respiratory failure, airway compromise, systemic 
air embolism, cardiac compromise, pacemaker dysfunction, 
and sudden death.[4]

Supraclavicular brachial plexus blocks are frequently used in 
settings like day care surgeries. Awareness of the possibility of 
occurrence of this condition as seen in our case can go a long 
way in preventing serious morbidity and mortality.
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Management of pituitary 
apoplexy 

Sir,
Pituitary apoplexy (PA) is a rare clinical syndrome, which 
presents with abrupt onset of neurological deterioration due 
to necrosis and hemorrhage in the pituitary adenoma.[1]  We 

are presenting a case of PA in an acromegaly patient and its 
Intensive Care Unit (ICU) management.

A 24-year-old male was admitted in ICU with respiratory 
distress and unconsciousness. There was a history of 
sudden onset with gradual progression of headache and 
visual disturbances since last 5 days. History revealed 
untreated polydipsia, polyuria and polyphagia for 2 years. 
On examination, he had acromegalic built, heart rate 130/
min, blood pressure 160/110 mm Hg, respiratory rate 
30/min,SpO2 92% with 6L O2/min. Central nervous 
system examination revealed Glassgow coma scale (GCS)-
E1V1M1, normal sized sluggish reactive pupils on both sides. 
Patient was immediately intubated, and ventilatory support 
was provided. Blood investigations and imaging studies 
done [Figure 1 and Table 1]. Arterial blood gas revealed 
severe metabolic acidosis with hypoxemia. Blood sugar was 
596 mg/dl. Regular insulin infusion and 0.9% normal saline 
were started. Electrocardiogram showed sinus tachycardia. 
Bedside two-dimensional echocardiogram revealed diastolic 
heart failure with normal ejection fraction. Injection esmolol 
infusion was started to decrease the heart rate and blood 
pressure. Blood hormonal assays were sent. Injection 
hydrocortisone 200 mg intravenous bolus, followed by 2-4 

Table 1: Blood investigations and imaging studies

Investigations Findings
ABG report pH: 6.97, PaCO2: 38.5,PaO2: 

63.8, HCO3
−: 8.8 mmol/l, serum 

lactate: 6 mmol/l
NCCT + CECT head Sellar mass (could be) — ? 

Pituitary macro adenoma — or 
?? Craniopharyngioma

MRI of brain Heterogeneous mass arising 
from sellaturcica and expanded 
into the para-sellar, retro-sellar, 
suprasellar region

Chest X-ray Mild atelactasis at bilateral base
Hemoglobin 9.8 g/dl
Serum Na+/K+/Ca++ 143/5.7/5.21 meq/l
Blood urea 122 mg/dl
BUN 57 mg/dl
Serum creatinine 5.0 mg/dl
Urine ketone body Negative
Other investigations Within normal limit
Hormonal report

Growth hormone (0.00-4.00 ng/ml) >400.00 ng/ml
Serum ACTH (7.20-63.30 pg/ml) 50.50 pg/ml
Serum prolactin (2.10-17.70 ng/ml) 3.66 ng/ml
Serum total T3 (0.86-1.87 ng/ml) 0.61 ng/ml
Serum total T4 (3.90 μg/dl) 4.5-12.5 μg/dl
Serum TSH (0.41 U/ml) 0.35-5.50 U/ml

ABG = Arterial blood gas, NCCT = Non contrast computed tomography, 
CECT = Contrast enhanced computerized tomography, MRI = Magnetic 
resonance imaging, BUN = Blood urea nitrogen, ACTH = Adrenocorticotrophic 
hormone, TSH = Thyroid-stimulating hormone
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