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CARTAS AL EDITOR

Traumatic intercostal pulmonary
hernia 

Sir,
Pneumocele is defined as the protrusion of a

portion of lung parenchyma through an abnor-
mal opening of the chest wall. The herniated seg-
ment is almost always covered by parietal pleura
to form the bag and the skin cover. Pneumocele
can be classified according to etiology as conge-
nital and acquired; the latter in turn may be trau-
matic, postsurgical and spontaneous or patholo-
gical. Depending on location, it can be cervical,
costal or diaphragmatic3. We present a case of
costal lung hernia secondary to chest trauma.
Symptoms are usually few and infrequent. The
diagnosis is usually made by physical examination
and can be confirmed using chest radiography or
computed tomography (CT) scan. 

The case involved a 73-year-old man with a history
of hypertension, hypercholesterolemia, hiatus hernia, in-
termittent claudication, polyarthrosis, multiple rib frac-
tures (2nd to 6th right ribs), adaptive anxiety-depres-
sion disorder, Parkinson’s of unknown etiology and
appendectomy. He visited the emergency department
for left chest trauma following an accidental fall. He
was tachypneic, with intense rib pain that increased
with deep inspiration, Valsalva manoeuvres and palpa-
tion of the affected area; he was conscious and orien-
ted, normally hydrated, afebrile, with blood pressure of
155/90 mmHg, heart rate of 84 beats per minute, wi-
thout jugular vein engorgement, audible heart sounds
with frequent extrasystole, breath sounds preserved bi-
laterally with right basal crackles, and unremarkable ab-
domen except for an appendectomy scar. Physical exa-
mination also showed moderate but noticeable left
gynecomastia (not previously reported by the patient or
relatives) with clear crepitus on palpation of the area,
swelling and sub-mammary bruising extending to the
anterolateral area. 

Chest X-ray (Figure 1) showed left pulmonary con-
tusion related to a fracture of the left 7th rib and image
compatible with intercostal hernia of the 7th intercostal
space and old rib fractures on right rib cage. Chest CT
scan (Figure 1) confirmed the existence of a traumatic
intercostal uncomplicated hernia without pneumotho-
rax, hemothorax or pleural effusion. The patient was
hospitalized for six days, with complete bed rest, oxy-
gen therapy and analgesic treatment, without compli-
cations and showed good improvement. Follow up X-
ray showed no evidence of chest complications; given

the good clinical outcome and agreement of the pa-
tient and family, surgery was ruled out in favour of a
conservative approach.
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Figure 1. Plain chest X-ray (top) showing left lung contusion
secondary to a fracture of the 7th left rib, and image compa-
tible with intercostal hernia in the 7th left intercostal space
(arrow).  Computed tomography scan of the lower chest (be-
low). Traumatic intercostal hernia (hit), uncomplicated and
without pneumothorax, hemothorax or associated pleural ef-
fusion.

hit
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Lung hernia is a rare entity, with approximately
300 cases reported in the literature4. According to
Morel-Lavelle, it may be divided into congenital
and acquired; the latter in turn may be pathologi-
cal, traumatic or spontaneous. Spontaneous her-
nias are associated with manoeuvres involving ex-
treme pressure on the chest wall (such as
coughing or sneezing) causing the fracture of one
or more ribs or intercostal muscle tear. Generally,
this presents in patients with senile osteoporosis
and / or chronic coughs. Protrusion of the lung
wall may occur through the intercostal spaces
(65% of cases), supraclavicular region (35% of ca-
ses)6 or through diaphragmatic wall defects (rare). 

Traumatic lung hernia, such as in our case, is
rare and mostly due to high-energy, blunt chest
trauma5. It does not necessarily present immedia-
tely after the impact, and may appear months or
even years later1,7. The etiology may be explained
by the anatomy of the intercostal spaces. The ex-
ternal and internal intercostal muscles that line
the internal intercostal space are somewhat shor-
ter than the ribs, so that one end of the space is
covered by only one of the muscles and the other
by aponeurosis (sinew). Intercostal spaces also ha-
ve perforations through which chest wall vessels
and nerves pass. Precisely these places are the
most fragile parts of intercostal spaces, and the
most susceptible to high pressure manoeuvres. 

They do not represent a serious problem un-
less incarceration and / or strangulation occurs,
which cause pain and sometimes haemoptysis8.
Besides good clinical examination, diagnosis
usually requires chest X-ray, with oblique projec-
tions being most useful9. However, the diagnostic
tool of choice is chest CT scan since it allows vi-
sualization of the pneumocele, its exact location
and the size of the chest wall defect10,11. 

With regard to therapeutic approach, there is
sharp controversy12. Some authors prefer a conser-
vative approach with immobilizing bandage, and
if this fails and / or complications arise, then opt
for surgical repair. However, others claim that sur-
gery is indicated in all anterior intercostal hernias,
even if they are asymptomatic, by means of surgi-
cal repair or prosthetic (PTFE) patch repair with
open surgery or thoracoscopy.
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Post-choking atelectasis 

Sir,
Foreign body aspiration is a frequent problem

and its consequences may range from mild to
very severe, including cardiopulmonary arrest
(CPA) from asphyxiation, depending on the loca-
tion and degree of obstruction caused by the
body sucked into the airway. It has a bimodal pat-
tern, with a peak in infants aged less than one ye-
ar and another in patients aged about 75 years.
Any smallish object can be aspirated and such as-
piration is especially associated with food intake.
Most cases are resolved by coughing or basic re-
suscitation1, but occasionally this is not enough
and cardiopulmonary resuscitation (CPR) and
post-resuscitation measures are needed.

PA 62-year-old patient choked while eating. On arrival
of the out-of-hospital emergency services, the patient had
CPA with asystole; after approximately 10 minutes of CPR,
heart rate recovered. Prior to orotracheal intubation, a
lump of bread was extracted from the airway. The patient
was admitted to intensive care where X-ray showed com-
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plete atelectasis of the right lung, partially resolved with
bronchoscopy (Figure 1), during which more bread and
copious secretions were removed.

The migration of aspirated foreign bodies into
the tracheobronchial tree, most often to the right
side, may cause obstructive atelectasis that requires
bronchoscopy for resolution2. Occasionally, long-
standing aspiration of a foreign body with irreversi-
ble changes in the lung wall may require surgery3. 
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Protruding atrial thrombus in the left
ventricle 

Sir,
As recently published in EMERGENCIES1, ultra-

sound (US) as a diagnostic procedure can be
most useful and we here suggest a number of po-
tential indications for use in the emergency de-
partment conducted ED physicians2. We present a
case with rare US findings which significantly con-
ditioned our therapeutic approach and probably
averted dire consequences.

The patient was a 66 year-old woman without
known cardiovascular risk factors, a history of atrial
fibrillation (AF), treated with aspirin 100 mg/24 h
and atenolol 25 mg/24 h. She was referred to our
ED for fatigue and dyspnea with moderate exertion,
with no other clinical symptoms. Physical examina-
tion and baseline laboratory results were normal, and
with AF under control. Echocardiogram showed ap-
parently normal contractility without valve lesions,
but also dilated left atrium containing a mobile mass
of 2 cm near the mitral annulus. The study was the-
refore completed with transesophageal echocardio-
graphy (Figure 1A) by the cardiology department, re-
porting a mobile thrombus occupying the left atrial
appendage which protruded into the left atrium,
crossing the mitral ring and visible in the left ventri-
cle during diastole (Figure 1B). The patient received
immediate treatment with enoxaparin (1 mg/kg/12
hours). During her hospital stay there was no embo-
lic event with clinical impact. Transthoracic US follow
up one week later showed no evidence of thrombus,
and the patient initiated long-term anticoagulation
therapy with warfarin. The patient was discharged
with sinus rhythm.

In this case, there were no indication for an-
ticoagulation factors before our echocardiogra-
phic findings, since the patient did not present
risk factors classified as moderate (age � 75 ye-
ars, hypertension, heart failure, low ejection
fraction or diabetes mellitus) or high (previous
stroke, arterial embolism, mitral stenosis or
prosthetic heart valve), according to the ACC /
AHA / ESC guideline recommendations of 2006
on the prevention of thromboembolic pheno-
mena in AF3. It was the use of echocardio-
graphy in the emergency department that allo-
wed us to suspect  and then conf i rm the
presence of atrial thrombus with very high risk
of embolism in a patient with AF4-6 and initiate
appropriate treatment immediately, thus avoi-
ding potentially fatal consequences, especially
thromboembolism.

Figure 1. Admission chest X-ray (above) showing right lung
atelectasia, and (below) X-ray after bronchoscopy showing
subsequent evolution.
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Subacute headache in a young woman
normal neurologic signs 

Sir,
LHeadache is a frequent reason for consulta-

tion in the emergency department1-3, and for daily
practice it is important to differentiate between
potentially dangerous causes and those which are
not. In addition to the ever-important medical
history, we must rely on neurologic examination
and imaging techniques4,5.

MWe present the case of a 34 year-old woman with

progressive headache of four days duration, holocraneal
location and oppressive, which increased throughout
the day, with periods of remission and unrelated to the
Valsalva manoeuvre. She reported no vomiting or fever.
She had suffered two spontaneous miscarriages in the
previous five years. Physical examination and neurologi-
cal examinations were unremarkable. Laboratory tests
and chest X-ray were normal, with negative pregnancy
test. Computed tomography (CT) scan revealed a
hyperdense image in the right transverse and sigmoid
venous sinuses (Figure 1). Nuclear magnetic angio-reso-
nance imaging (MRI) of the skull showed acute throm-
bosis of these sinuses. Jugular venous Doppler ultra-
sound showed alterations. She received anticoagulation
with intravenous sodium heparin, and later with Cou-
madin, with good outcome. Thrombophilia test was
normal [ESR, antithrombin III, D dimer, Protein C, Pro-
tein S, lupus anticoagulant, antibodies, hepatitis B and
C, HIV, RPR, anti-Treponema pallidum, anticardiolipin
and antinuclear antibodies (Ab), vitamin B12, folic acid,
serum ferritin, immunoglobulin (Ig) A, G and M, plas-
ma homocysteine, TSH, B2-microglobulin, V-Leiden ge-
ne factor and prothrombin mutation 202 106], so that
the patient was finally diagnosed with idiopathic cere-
bral venous thrombosis (CVT).

LCVT is an underdiagnosed entity that may
affect patients at any age, and both the clinical
picture and neuroimaging techniques show gre-
at variability, which makes the diagnosis a real
challenge2,3. CT is the first test to be performed
since it allows ruling out other causes as well as
showing the underlying source; 80% will be ab-
normal, but CT findings are not always diag-
nostic. MRI is the technique of choice: MR ve-
nography increases the sensitivity of the study,
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Figure 1. Transesophageal echocardiography. Panel A: Systole. Thrombus in the appendage which protrudes into the left atrium.
Panel B: Diastole. The thrombus passed through the mitral ring and appears in the left ventricle. AI: left atrium; OAI: left atrium ap-
pendage; VI: left ventricle; Tr: thrombus. VM: mitral valve.
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and should be done before the suspicion of
CVT, regardless of the CT result. Treatment is
with anticoagulant therapy, sodium heparin in
the acute phase followed by oral anticoagula-
tion (INR2-3) for at least six months, when it
becomes known as CVT without thrombophilic
disorder4,5,7. In conclusion, CVT is a potentially
dangerous cause of headache that requires the
use of complex imaging tests, and may be pre-
sent despite normal neurological examination
results.
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Subphrenic abscess

Sir,
An 80 year-old man was admitted to the emer-

gency department with abdominal pain and febrile
syndrome. Medical history included an episode of acute
gallstone cholecystitis two months before with favora-
ble evolution after conservative treatment. On arrival at
the ED, physical examination revealed no abdominal
pain on palpation, no peritonitis, and a body tempera-
ture of 37.2 º C. Chest X-ray showed a level of fluid in
the upper quadrant suggestive of right subphrenic abs-
cess (Figure 1). Abdominal ultrasound showed a right
subdiaphragmatic collection of 14 cm in diameter, near
the midline, with abundant echogenic content contai-
ning air related with a subphrenic abscess. The gall-
bladder was not identified. The study was completed
with computed tomography (CT) scan (Figure 1),
which showed anterior subphrenic collection with
hydro-aerial level and a 9 cm lesion in the vesicular

Figure 1. Cranial CT showing a hyperdense image at the sig-
moid venous (arrow) and right transverse sinus (arrow).

Figure 1. Chest X-ray (upper image) showing a hydro-aerial
level in the right upper quadrant suggestive of subphrenic
abscess, confirmed by CT scan (lower image). 



bed, with air and multiple images suggestive of calcium
stones. We performed puncture and aspiration of the
lesion which drew out purulent fluid, so a percutaneous
drain was placed. The final diagnosis was cholecystitis
complicated by a subphrenic abscess.

For the diagnosis of subphrenic abscess it is
especially important to correlate information ob-
tained from medical history, examination, labora-
tory data and the findings of imaging tests. One
needs to bear in mind that the existence of sep-
tic intra-abdominal or pelvic inflammatory pro-
cesses, hollow visceral perforations, abdominal
trauma - primarily of the hypochondria - or ab-
dominal surgery may favour the development of
this picture. Thus subphrenic abscess should be
suspected in any patient with a history such as
that here described and the signs and symptoms
of sepsis; physical examination shows limited res-
piratory movements, pain on compression of the
base of the chest, upper quadrant percussion
pain or elevation of the hemidiaphragm on the
affected side. Treatment is aimed at controlling
sepsis with antibiotics and abscess drainage either
percutaneously under ultrasound or CT control,
or surgery. 
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Chiladiti sign

Sir,
Chilaiditi sign is a rare radiological finding that

may be confused with images leading to misdiag-
nosis of chest and abdominal trauma.

A 45 year-old man with unremarkable medical
history was admitted to our centre after a motorcy-
cle accident in which he crashed into a wall. Initial
examination showed: Glasgow Coma Scale score of
15, blood pressure 140/80 mmHg, heart rate 93
bpm, respiratory rate 30 rpm, arterial SaO2 96% and
FiO2 0.5. He presented chest pain, left dorsal erosion

and hypophonesis, subcutaneous emphysema, good
mechanical ventilation without cervical tracheal de-
viation or jugular engorgement, correct cardiac aus-
cultation and pulses, abdomen soft and depressible,
without pain or peritonitis, and stable pelvis, no evi-
dence of spinal injury, with multiple contusion and
erosion of the limbs. Plain chest X-ray showed a
small pneumothorax and left pleural effusion, fractu-
red left ribs 3, 4, 5, 6, 7, and an image of air betwe-
en the liver and the diaphragm on the right (Figure
1) obtained with computed tomography (CT) scan
which was diagnosed as Chilaiditi sign. Follow up CT
studies showed left lung contusion and a space-oc-
cupying hepatic lesion, compatible with hemangio-
ma. After chest drainage, epidural analgesia and ven-
tilatory physiotherapy, he regained physiological
respiration. 

Chilaiditi sign is found in 0.28% of standing
chest X-rays1, predominantly in men over 65
years of age2. First described in 1910 by the ra-
diologist Demetrius Chilaiditi Demetrius, it is a
positional anomaly of the colon, and rarely the
small intestine, characterized by the interposi-
tion of a loop of the colon between the right
hemidiaphragm and the liver3, rarely found on
the left side4. It is usually asymptomatic al-
though some patients report abdominal dis-
comfort, insidious constipation and nausea that
are usually self-limiting, although the clinical re-
lationship with the colon interposition is con-
troversial3. As predisposing factors, certain au-
thors have cited liver atrophy, abnormal colon
position and elongation, paralysis of the phre-
nic nerve, hypothyroidism, obesity and mental
disorders4. The emergence of volvulus5 is a rare
compl icat ion.  The absence of  abdominal
symptoms, or free intra-abdominal fluid/gas on
Eco FAST and CT scan in the ED in our case, ru-
led out pneumoperitoneum. Despite the scarce
clinical symptoms associated with traumatic
diaphragmatic hernia6 and the limited diagnos-
tic capacity of X-ray and CT scan for this condi-
tion7, radiological study and the mechanism of
impact with high left chest injuries, less fre-
quent on the r ight (5 -  20% of  t raumat ic
diaphragmatic rupture (0.8 to 3.6%)8, right
traumatic diaphragmatic rupture with hernia-
tion of bowel contents was considered unlikely.
Other lesions such as subphrenic abscess or
hydatid cyst9 were ruled out by the absence of
findings in the laboratory tests and medical his-
tory. Some authors recommend supine chest x-
ray for diagnosis10. The use of CT scan helps to
confirm the diagnosis. Caution should be taken
when performing invasive techniques in the
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area, such as liver biopsy, to avoid iatrogenic
lesions10.
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Figure 1. Chest X-ray: A) Note the right subdiaphragmatic
air and right rib fractures and left pleural effusion. B) Lateral
view in which the haustral folds were identified.
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