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Case Report

Post Craniotomy Late Fuji Mountain Pneumocephalus: Case Report
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Abstract

Introduction: Tension pneumocephalus is a neurosurgical emergency that occurs when subdural air causes a mass-effect over the
underlying brain parenchyma. It is often termed the Mount Fuji sign due to an anticipated similarity with an iconic mountain peak
in Japan.
Case Presentation: We describe an 83-year-old woman with loss of consciousness, severe dizziness, nausea, and vomiting symptoms
20 days after a craniotomy.
Conclusions: In this case report we discuss imaging and management of tension pneumocephalus.

Keywords: Pneumocephalus, Mount Fuji Sign, Tension Pneumocephalus

1. Introduction

Aneurysmal subarachnoid hemorrhage (SAH) is a life-
threatening condition with increasing prevalence over the
years (1). Previous researches have been shown that in-
tracranial aneurysms (IAs) are found in relatively 2% of
adults without any risk of SAH (1).

Active smoking, unruptured aneurysm with a large
size, youthful ages, family history of cerebrovascular dis-
ease, and postmenopausal status in female patients are im-
portant risk factors for multiple aneurysms (2, 3).

Pneumocephalus (asymptomatic intracranial air) af-
ter craniotomy is a common finding. In supratentorial
craniotomy, the incidence of pneumocephalus has been re-
ported as 100% (4). However, transformation of pneumo-
cephalus into tension pneumocephalus (symptomatic in-
tracranial air) is an uncommon event. Tension pneumo-
cephalus, after posterior fossa surgery, occurred in the sit-
ting position, however, but we are not attuned with ten-
sion pneumocephalus reported after craniotomy in the
supine position (5). We report a case of developed tension
pneumocephalus in the early postoperative period after a
craniotomy in the supine position.

2. Case Presentation

An 83-year-old woman, without any history of diabetic
or hypertensive or ischemic disease, referred to the Moheb

Kosar Hospital with a loss of consciousness, dizziness, nau-
sea, and tachyarrhythmia was admitted to the intensive
care unit (ICU).

After clinical evaluation and a brain CT scan, SAH
is diagnosed and the patient was taken to the operat-
ing room. After vascular evaluation with a common
aneurysms, general anesthesia and craniotomy were done
and the aneurysm was clipped and treated. Then, the pa-
tient was taken to the recovery center.

After 20 days, she returned to the hospital with loss
of consciousness, sever dizziness, nausea, and vomiting
symptoms. In the brain CT scan, there was evidence of
a previous craniotomy, tension Fuji mountain pneumo-
cephalus, and its mass effect on the brain parenchyma (Fig-
ure 1).

During second craniotomy it was seen that the brain
tissue was under pressure. The frontal sinus was packed
with muscle and the dura graft. The follow up CT scan
showed brain compression and pneumocephalus signs
were resolved, therefore, the patient was discharged with
good condition after a week (Figure 2).

3. Discussion

Pneumocephalus is a relatively common disorder that
can be seen after head trauma and brain and ear surgery.
In most cases, this complication has been seen in the early
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Figure 1. Axial brain scan. Demonstrating post craniotomy late fuji mountain pneu-
mocephalus

Figure 2. Follow-up CT scan showed pneumocephalous signs were resolved

stages and in early days of a CT scan and even simple radio-
graphy (6).

Rarely, the complication of endosomal epithelium is
delayed and is seen as a tension pneumocephalus, which
can be associated with neurological complications includ-
ing increased intracranial pressure and even death (7).

Delayed pneumococcal complication is based on two
theories. The first was describe as an unidirectional air
movement from outside into the cranial cavity, which then
gets trapped. The second theory discuss about negative in-
tracranial pressure (ICP) as a consequence of unreasonable
CSF waste due to any mechanism (8).

The best way to diagnose this complication by CT scan
of the brain is without injecting. Treatment includes cran-
iotomy, extra air discharge in the brain, finding the loca-
tion of air penetration (depending on the type of surgery),
choosing air with water, and using intracranial controlling
drugs (9).
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