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Diffuse Cerebral Pneumocephalus
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Figure 1. CT scan of head showing diffuse intracranial air. Consecutive slices
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show the air in all major cisterns, ventricles and subarachnoid spaces.

institution following a road traffic accident 4 days

prior to presentation. On examination, he had a
Glasgow Coma Scale of 12/15 with no focal neurological
deficits. There was no evidence of external injury. A
noncontrast computed tomography (CT) scan of his head
(Figure 1) was obtained emergently. It revealed widespread
presence of intracranial air. Most notably air was present in
the right frontal brain parenchyma, in both lateral ventricles
and the third ventricle, and most of the subarachnoid spaces
and cisterns ( bilateral cerebellopontile angle cisterns,
perimesencephalic cisterns, quadrigeminal cisterns, right
sylvian fissure, and right cortical sulci). The patient was
managed conservatively with high flow oxygen and head
elevation, and subsequently developed hydrocephalus and
underwent placement of a ventriculaoperioneal shunt. He
was discharged from the hospital in 20 days in a stable
condition.

This 40-year-old gentleman was referred to our

It is not uncommon to have some degree of intracranial
air following trauma especially when skull fracture involves
the sphenoid and petrous bone.>* However, presence of
such diffuse pneumocephalus (in the brain parenchyma,

most of the subarachnoid cisterns and in the ventricles) in
one patient is extremely rare.The most common location of
intracranial air is the subarachnoid space.> Sometimes the
patient can present with a rapid neurological deterioration
due to tension pneumocephalus.! Presence of multiple air
bubbles is associated with a bad prognosis.* The air in our
case was mostly likely sucked in from the frontal sinus
through the fracture of the anterior cranial fossa.
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