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INTRODUCTION

Pneumorrhachis is characterized by the presence of air
within the spinal canal. It is a rare finding that is usually benign
and self-resolving, but can become symptomatic and require
iIntervention in severe cases. There are traumatic, iatrogenic,
and non-traumatic causes associated with pneumorrhachis. To
our knowledge, we report only the second case of
pneumorrhachis in the setting of cannabinoid hyperemesis
syndrome (CHS). CHS is an increasingly prevalent diagnosis
that is most commonly encountered in the emergency room
setting so it is important to highlight its rare complications.

CASE REPORT

HPI. 26-year-old male, with no past medical or surgical history,
presenting to the Emergency Department with 5 days of
nausea and vomiting. He also endorsed generalized
abdominal discomfort and chills. He denied headache, neck or
back pain, chest pain, shortness of breath, numbness/tingling,
or focal weakness. He was a daily marijuana smoker and had
episodes of cyclical vomiting in relation to his marijuana use Iin
the past.

* |nitial Vitals: BP 89/50, HR 120, RR 18, Sp0O2 98%, T 98F.

* Physical Exam: dry mucous membranes and mild diffuse
abdominal tenderness

« Labs: WBC 12.2 (ANC 8,601), Hgb 18.3 (MCV 82.3),
platelets 366, Na 127, K 1.9, Mg 2.6, Cl 70, COZ2 30, glucose
143, Cr 1.96, BUN 33, AG 27, Troponin 0.05, CK 354, LA
>10.0, and COVID/FIu/RSV swab negative.

 EKG: prolonged QTc (601) that complicated treatment of

CHS

In addition to severe dehydration with hypokalemia,
hyponatremia, hypochloremia, lactic acidosis, and severe AKI,
the patient was also found to have spontaneous

pneumomediastinum and pneumorrhachis on CT imaging
(Figure 1a, 1b).

Neurosurgery was consulted and in the setting of
asymptomatic pneumorrhachis, he was managed non-
operatively and discharged after a few days of observation and
fluid/electrolyte optimization. Serial chest x-ray demonstrated
resorption of the pneumomediastinum (Figure 2a, 2b).
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Figure 1a: CT CAP with IV and PO
contrast, sagittal view.
Pneumorrhachis throughout the
cervical and thoracic spine.

Figure 1b: CT CAP with IV and PO
contrast, axial view. Pneumorrhachis
- and pneumomediastinum.
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Figure 2a: Portable AP Chest XR. Pneumomediastinum.

If pneumorrhachis is
management Is the mainstay of treatment. This case is
important to highlight for emergency medicine providers to
bring attention to a finding that, though normally benign and
self-limiting, can have significant “can’'t miss” sequela and can
result from a very common ED diagnosis of cannabinoid
hyperemesis syndrome.

DISCUSSION

Pneumorrhachis is a rare finding, and is usually
asymptomatic. Current literature supports conservative
management of asymptomatic pneumorrhachis.?

Symptomatic pneumorrhachis (back/neck pain,
radiculopathy, sensory deficits, or motor deficits) may
require further treatment or neurosurgical intervention for
spinal decompression (e.g. intravenous dexamethasone?,
administration of high concentrations of inspired oxygen3,
percutaneous decompression of the epidural space with
needle air aspiration*, or surgical decompression®).

Pneumorrhachis is often accompanied by
pneumomediastinum. It is hypothesized that the absence of
fascial barriers between the posterior mediastinum and the
epidural space allow free air to travel from the mediastinum
-> paraspinal tissues = through the neural foramina
alongside the neurovascular bundle = epidural space.®

In the setting of recurrent and forceful vomiting it is
important to rule out additional dangerous differentials
iIncluding esophageal rupture. It is also important to rule out
air spreading into the brain causing pneumocephalus, as
that can further exacerbate symptoms of nausea and
vomiting.

CONCLUSION

asymptomatic, conservative
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