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[Abstract R

Introduction: Severe thoracic trauma is main cause of deaths in US about 10-20 % of deaths. Causes of Severe Thoracic
Trauma are different.

Aim of study: Analyses of patients with Severe Thoracic Trauma, Initial Evaluation and Management analyses of our cases
period of time July 2004-July 2018 treated in thoracic surgery service.

Material and Methods: 105 Patients were treated in our hospital during July 2004- July 2018. Male to female ratio was 3:1.
Age of presentation varied from 9-71 years. Mean age presentation 49 + 6.5. Blunt chest wall trauma 41 (39%) and penetrating
chest wall trauma 64 (61%) patients. Ribs and sternal fractures, two or more costal fractures in 21 (15.7%) patients (flail chest
7 patients); unilateral pneumothorax 38 (35.7%) patients, bilaterally pneumothorax 10 (10.5%) patients; massive haemothorax
12 (12.6%)patients, pneumomediastin et subcutaneous emphysema 6 (6.31%) patients Hamman’s syndrome, lung contusion
and parenchymal pulmonary hematoma in 15 (15.7%) patients; bronchial rupture 2 (2.1%) patients, tracheal rupture 2(1.8%)
patients.

Results: Only medical treatment in 32 (30%) patients; unit lateral pleural tub drainage 42(44%) patients, bilateral chest drain-
age 18(18.9%) patients; unilateral thoracotomy in 29 (30.5%) patients, wedge resection, lung haemostasis and aero stasis from
lung lacerations, bronchial lobar rupture left lower lob 1(1%) patient, bilateral thoracotomy 3(3%) patients, clamshell incision
in 1 (1%) patient; thoracic abdominal approach 2(2%) patients. Flail chest wall stabilization 7(7.3%) patients by viral suture,
steel wire suture 3 (3%) patients, titanium plate 3(3%) patient.

By VATS are treated 2(2.1%) patients. Mean hospital day staying was 11 days (average 3-36 days). Morbidity rate in 6
(6.3%)patients, mortality was on 5 (5%) patients.

Conclusion: Most common thoracic injury locations was lung and chest wall injuries. Further reduction of the lethality rate
and a reduction of the complication rate should be a goal for the next decades.
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Introduction

Severe thoracic trauma is one of the tenth most common
causes of death worldwide [l].Severe thoracic injuries are
responsible for 25% of all trauma deaths [2-4]. Furthermore, the
lethality of multiple injured patients who sustained a thoracic
trauma was assessed to be significantly higher than in multiple
injured patients of equal severity without a thoracic trauma [5,6)].

Injury to the thorax may affect the thoracic wall (e.g., rib,
sternum fracture) as well as thoracic organs (e.g., lung, heart, vessels)
to a different extent. Only a minority of patients with thoracic
trauma tends to develop respiratory failure requiring intubation
and ventilator support to correct hypoxia and hypercapnia [3,4].

Compared to former controlled mechanical ventilation
regimes, the early use of spontaneous breathing ventilation
modalities is associated with a shorter duration of ventilator
support and a reduced length of intensive care unit (ICU) stay [7].
We aim to determine a measurable influence of severe thoracic
trauma’sseverity and how initial evaluation and management are
affected of the outcome.

Material and Methods

This was a retrospective study conducted in the Thoracic
Surgery Service during 15 years from July 2004 up to July 2018.
Demographic and clinical characteristics were evaluated using
descriptive statistics. Continuous variables are presented as mean
with standard deviation (SD), while categorical variables are

presented as number of cases with percentages. 105 patients were
treated in our hospital, in the Thoracic Surgery Service from July
2004 to July 2018. Patients were excluded if they were transferred
from or to an outside hospital, in the event of unsuccessful
emergency resuscitation. Male to female ratio was 3:1. Age of
presentation varied from 9-71 years. Mean age presentation 49 +
6.5.

Results

Blunt chest wall trauma were 41 (39%) and penetrating
chest wall trauma resulted 64 (61%) patients. Ribs and sternal
fractures, two or more costal fractures were observed in 21
(15.7%) patients (flail chest 7 patients); unilateral pneumothorax
38 (35.7%) patients, bilaterally pneumothorax 10 (10.5%) patients;
massive haem thorax12 (12.6%) patients, pneumomediastin
et subcutaneous emphysema 6 (6.31%) patients. Hamman’s
syndrome, lung contusion and parenchymal pulmonary hematoma
was observed in 15 (15.7%) patients; bronchial rupture 2 (2.1%)
patients and tracheal rupture 2 (1.8%) patient. The used ways for
the treatments were: Thoraco abdominal approach 2 (2%) patients.
Flail chest wall stabilization 7 (7.3%) patients by viral suture,
steel wire suture 3(3%) patients, titanium plate 3(3%) patients. By
Video Assisted Thoracic Surgery were treated 2 (2.1%) patients.,
due to the injury locations.

Mean hospital stay was 11 days (average 3-36 days).
Morbidity rate in 6 (6.3%) patients, and consisted of sepsis, organ
failure and respiratory failure (Figure 1,2). Mortality was on 5
(5%) patients and death usually occurred mostly the ICU patients,
due to multiorganic failure and one of the reason is the lack of
ECMO (Extracorporeal Membrane Oxygenation machine) in the
ICU in our hospital (Table 1).

Figure 1: Post traumatic Aorta-venous fistula, right haem pneumothorax and multiple right fractures.

Table 1: The modalities of the treatment were as below:

unilateral pleural tub drainage 42(44%) patients,

thoracotomy in 29 (30.5%) patients,

Only medical treatment in 32 (30%) patients;

bilateral chest drainage 18 (18.9%) patients;

bilateral thoracotomy 3(3%) patients,

wedge resection, lung hemostasis and aerostasis from lung lacerations, bronchial lobar rupture left lower lob 1(1%) patient, clamshell incision in 1
(1%) patient.

Citation: Gradica F, Xhemalaj D, Lisha L, Argjiri Dh, Cani A, et al. (2019) Severe Thoracic Trauma Initial Evaluation and Management Our 15 Years’ Experience. Emerg

Med Trauma Care J: EMTCJ 100001.

OPEN aACCESS




Volume 2019; Issue 01

Figure 2: Toraco-abdominal trauma (fracture costae, biliophtysis, diaphrmaticrupture, hepatic rupture).

Penetrating wound 4/5 intercostaledexterlineapreste
rnaledhe 4/5 sinister lineapresternale with damage of right
internymamaryartrie et PNX bilateral laceration bilaterally of the
parenchymal lung treated by Clamshell approach.

Discussion

We present a retrospective analysis of severely injured
patients suffering from thoracic traumas of different magnitude,
initial treatment and management. As in other studies [6,8,9-12],
our population consists mainly of middle-aged males. Other studies
showed that severely injured patients with head and chest injuries
require intensive care stay and mechanical ventilation [12], and
thoracic injury is known to be an independent risk factor for 30-day
mortality and poor outcome in patients suffering traumatic brain
injuries [11]. Our study showed a decline in the mortality rate of
severely injured patients in recent years irrespective of the severity
of the chest trauma they sustained. This observation concurs with
prior data reporting an overall drop in the mortality of severely
injured patients [6]. This study is limited by its retrospective nature
and sometimes and sample tests not ensure data quality.

Conclusion

Most common thoracic injury locations were lung and chest
wall injuries. The extent of thoracic trauma in severely injured
patients is a relevant risk factor for intensive care therapy, organ
failure, sepsis, and mortality.Further reduction of the lethality rate
and a reduction of the complication rate should be a goal for the
next decades.

One of the ways of improving our service is the use of new
technologies and methods especially to be present ECMO, which
must be priority of the health care policy. To prevent thoracic
trauma, we need to strengthen the legislation on weapons and
improve the vehicle braking systems, also mediatic campaign to
advice people to be prudent during driving cars.

References

1. VeseyV, Ares S, Adrian S, Nau T (2005) Chest injuries in polytrauma.
Eur J Trauma 31: 239-243.

10.

1.

12.

Bardenheuer M, Obertacke U, Waydhas C, Nast-Kolb D (2000) Epi-
demiology of the severely injured patient. A prospective assessment
of preclinical and clinical management. AG Polytrauma of DGU. Un-
fallchirurg 103: 355-363.

Huang YK, Liu KS, Lu MS, Wu MY, Tsai FC, Lin PJ (2009) Extracorpo-
real life support in post-traumatic respiratory distress patients. Resus-
citation 80: 535-539.

Ruchholtz S, Lefering R, Paffrath T, Oestern HJ, Neugebauer E, et al.
(2008) Reduction in mortality of severely injured patients in Germany.
DtschArztebl 105: 225-231.

Bayer J, Lefering R, Reinhardt S, Kiihle J, Stidkamp NP, Hammer T
(2017) Severity dependent differences in early management of tho-
racic trauma in severely injured patients-analysis based on the Trau-
maRegister DGU (R). Scand J Trauma Resusc Emerg Med 25: 10.

Froéhlich M, Lefering R, Probst C, Paffrath T, Schneider MM, et al.
(2014) Epidemiology and risk factors of multiple-organ failure after
multiple trauma: an analysis of 31,154 patients from the TraumaReg-
ister DGU. J Trauma Acute Care Surg 76: 921-927.

Ried M, Bein T, Philipp A, Muller T, Graf B, et al. (2013) Extracorporeal
lung support in trauma patients with severe chest injury and acute lung
failure: a 10-year institutional experience. Crit Care 17: R110.

Ruchholtz S, Waydhas C, Ose C, Lewan U, Nast-Kolb D (2002) Pre-
hospital intubation in severe thoracic trauma without respiratory insuf-
ficiency: a matched-pair analysis based on the Trauma Registry of the
German Trauma Society. J Trauma 52: 879-886.

Geiger EV, Lustenberger T, Wutzler S, Lefering R, Lehnert M, Wal-
cher F, et al. (2013) Predictors of pulmonary failure following severe
trauma: a trauma registry based analysis. Scand J Trauma Resusc
Emerg Med 21: 34.

Di Bartolomeo S, Sanson G, Nardi G, Scian F, Michelutto V, et al.
(2001) A population-based study on pneumothorax in severely trau-
matized patients. J Trauma 51: 677-682.

Dai D, Yuan Q, Sun Y, Yuan F, Su Z, et al. (2013) Impact of thoracic
injury on traumatic brain injury outcome. PLoS One 8: e74204.

Hildebrand F, Giannoudis PV, Griensven M, Zelle B, Ulmer B, et al.
(2005) Management of polytraumatized patients with associated blunt
chest trauma: a comparison of two European countries. Injury 36: 293-
302.

Citation: Gradica F, Xhemalaj D, Lisha L, Argjiri Dh, Cani A, et al. (2019) Severe Thoracic Trauma Initial Evaluation and Management Our 15 Years’ Experience. Emerg

Med Trauma Care J: EMTCJ 100001.

OPEN aACCESS



https://doi.org/10.1007/s00068-005-2033-9
https://doi.org/10.1007/s00068-005-2033-9
https://www.researchgate.net/publication/12434709_Epidemiology_of_the_severely_injured_patient_A_prospective_assessment_of_preclinical_and_clinical_management_AG_Polytrauma_of_DGU
https://www.researchgate.net/publication/12434709_Epidemiology_of_the_severely_injured_patient_A_prospective_assessment_of_preclinical_and_clinical_management_AG_Polytrauma_of_DGU
https://www.researchgate.net/publication/12434709_Epidemiology_of_the_severely_injured_patient_A_prospective_assessment_of_preclinical_and_clinical_management_AG_Polytrauma_of_DGU
https://www.researchgate.net/publication/12434709_Epidemiology_of_the_severely_injured_patient_A_prospective_assessment_of_preclinical_and_clinical_management_AG_Polytrauma_of_DGU
https://doi.org/10.1016/j.resuscitation.2009.02.016
https://doi.org/10.1016/j.resuscitation.2009.02.016
https://doi.org/10.1016/j.resuscitation.2009.02.016
https://doi.org/10.3238/arztebl.2008.0225
https://doi.org/10.3238/arztebl.2008.0225
https://doi.org/10.3238/arztebl.2008.0225
https://doi.org/10.1186/s13049-017-0354-4
https://doi.org/10.1186/s13049-017-0354-4
https://doi.org/10.1186/s13049-017-0354-4
https://doi.org/10.1186/s13049-017-0354-4
https://doi.org/10.1097/TA.0000000000000199
https://doi.org/10.1097/TA.0000000000000199
https://doi.org/10.1097/TA.0000000000000199
https://doi.org/10.1097/TA.0000000000000199
https://doi.org/10.1186/cc12782
https://doi.org/10.1186/cc12782
https://doi.org/10.1186/cc12782
https://doi.org/10.1097/00005373-200205000-00010
https://doi.org/10.1097/00005373-200205000-00010
https://doi.org/10.1097/00005373-200205000-00010
https://doi.org/10.1097/00005373-200205000-00010
https://doi.org/10.1186/1757-7241-21-34
https://doi.org/10.1186/1757-7241-21-34
https://doi.org/10.1186/1757-7241-21-34
https://doi.org/10.1186/1757-7241-21-34
https://doi.org/10.1097/00005373-200110000-00009
https://doi.org/10.1097/00005373-200110000-00009
https://doi.org/10.1097/00005373-200110000-00009
https://doi.org/10.1371/journal.pone.0074204
https://doi.org/10.1371/journal.pone.0074204
https://doi.org/10.1016/j.injury.2004.08.012
https://doi.org/10.1016/j.injury.2004.08.012
https://doi.org/10.1016/j.injury.2004.08.012
https://doi.org/10.1016/j.injury.2004.08.012

