CHAPTER 51

INTRATHORACIC VISCERAL
INJURIES

Thoracic trauma is the most common cause
of death after cranial trauma in trauma-related
deaths. Thoracic traumas include a wide spec-
trum from rib fractures to major vascular injuries.
Thoracic traumas are examined in two groups as
blunt and sharp. Blunt traumas constitute 90% of
all thoracic traumas. Although penetrating trau-
mas are observed less frequently, the mortality
rate is higher [1].

PULMONARY PARENCHYMAL
INJURIES

After chest traumas, lung parenchymal injury
can result in various forms, including contusion,
laceration, pulmonary hematoma, and traumatic
pulmonary cysts. Lungs are injured in trauma pa-
tients with either direct or indirect mechanisms.
Severe lung injuries can be seen in approximately
one-third of cases exposed to chest trauma.

Pulmonary Contusion

Pulmonary contusion is the most common
lung injury condition in thoracic trauma. It is
seen in 30-75% of severe chest trauma cases [2]. It
can occur in both penetrating injuries and blunt
trauma. Trauma patients with pulmonary contu-
sion are at higher risk than other trauma patients
due to complications such as pneumonia, acute
respiratory distress syndrome (ARDS), or persis-
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tent respiratory failure. In some series, mortal-
ity was reported as 11% in patients with severe
isolated pulmonary contusion and up to 22% if
there are other accompanying trauma findings. In
comparison, it has been observed that 17% of pa-
tients with isolated pulmonary contusion develop
ARDS. This rate increases to 78% in cases where
there are two or more accompanying other organ
injuries [3].

Depending on the degree of parenchymal lung
damage, many pathophysiological changes up
to respiratory failure develop. Bleeding into the
uninjured lung segments causes bronchospasm
and further impairs alveolar functions. Besides,
pulmonary functions are frequently impaired
due to increased mucus production, decreased
removal from the airways, and decreased sur-
factant production [4]. This situation manifests
itself in the clinic as; hypoxia, hypercapnia, and
increased respiratory effort. Tachypnea, rhonchus
or wheezing, and occasionally hemoptysis can be
seen in patients. The clinical appearance of lung
parenchymal damage can be insidious. Respirato-
ry failure and the appearance of radiological find-
ings can occur hours after the injury. Generally,
radiologically visualized pulmonary contusion
improves within 3-5 days, but lung functions may
worsen in the late period. It is often due to local
inflammatory response due to trauma, blood se-
questering to alveoli, secondary systemic inflam-
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Figure 1: Thoracic computed tomography image of a 29-year-old male patient admitted for stab injury. A)
subcutaneous emphysema due to parenchymal laceration, B) defect in the thoracic wall due to stab injury, C)
parenchymal laceration, D) pulmonary contusion and hemothorax in the posterobasal region.

rate is low in isolated injuries of the diaphragm,
but usually, this rate increases to 15-40% with
additional traumatic pathologies. Primary repair
should be performed by thoracic or abdominal
approach following diagnosis. When the defect is
large in blunt trauma injuries, various patches can
be used for the defect [25,36].
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