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ABSTRACT  

We describe here a case of traumatic anterior tracheal wall 

tear managed conservatively  with a successful outcome. 

Conservative treatment has a high likelihood of success in 

patients who meet strict selection criteria and are closely 

monitored in ICUs or elsewhere. This case highlights the role 

of conservative management in treating such crucial cases in 

the presence of limited resources, especially in a government 

set up in India. 
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 INTRODUCTION 

Iatrogenic tracheal injuries were widely published as case reports 

in the later part of last century.1 The incidence of traumatic 

trachea-bronchial injury has been rising in recent decades largely 

because of increase in traffic accidents and growing use               

of general anaesthesia with oro-tracheal intubations in             

older patients.2 Most non-iatrogenic traumatic injuries are result of 

high energy blunt trauma such as those caused by traffic 

accidents and falls.3  

Despite improvement in emergency transportation services, more 

than 30% of patients with a traumatic trachea-bronchial injury die 

before reaching the hospital.4 The overall incidence of these type 

of injuries is approximately 1-2% of high energy accidents5,6 and 

with only a few cases occurring each year, opportunities to train 

healthcare professionals to manage them are scarce.  

While some favour an early surgical repair7, this case highlights 

the role of conservative management in treating a case of 

traumatic tracheal injury. 

 

CASE REPORT 

A patient, aged 50 yrs old male, R/o Sahibabad, Uttar Pradesh 

presented in surgical casualty of Gurutegh Bahadur Hospital at 

1:30 pm on 5/10/16 with alleged history of Road traffic accident at 

1 pm on the same day. The patient was hit by a motorbike while 

he was crossing the road. He presented with complaints of Pain in 

right side of chest. On examination, patient was conscious and 

oriented with a pulse of 101/min and BP of 148/94 mm Hg.   

Airway was  intact  with no cervical or spine tenderness. On Chest  

evaluation, patient had bony crepitus on right side of chest with 

bilateral subcutaneous emphysema. However, SpO2 was 100% 

on room air. Patient also did not have any dyspnoea. A flail 

segment of chest was visible on right side of chest at around 5th 

intercostal space. Patient per abdomen finding was soft, non-

tender with no guarding or rigidity and bowel sounds present. 

Patient gave a history of loss of consciousness with no complain 

of vomiting, seizures or ENT bleed 

In view of flail segment and subcutaneous emphysema, a right 

sided intercostals drain was inserted. Chest Xray showed multiple 

rib fracture from 2nd to 7th rib right side. Surgical emphysema of 

bilateral chest wall and pneumomediastinitis was also present. 

This prompted us to go for CECT chest. The patient’s 

subcutaneous emphysema gradually increased to involve upper 

neck, bilateral chest and bilateral arm. This developed during the 

first 24 hrs. of stay in the hospital. 

The patient was given conservative management in form of 

analgesics, antibiotics and antacids. Patient was also not allowed 

orally initially for 2 days and kept on i.v. fluids. The Glasgow coma 

scale of the patient was 15/15. NCCT head was done in view of 

loss of consciousness, which showed non-hemorrhagic contusion 

of size 2.3×1.3 cm in left frontal brain area with fracture left ramus 

of mandible and hairline fracture of left zygomatic process. 

Ultrasound of abdomen was normal.  

CECT chest showed multiple rib fracture with pleural tear at first 

intercostal space with bilateral pneumothorax. There was a 3mm 

rent  in  anterior  trachea at the carina just above the bifurcation of  
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the two bronchi. Another rent of around 4mm was seen in right 

bronchus posteriorly. The patient was managed conservatively 

and from 3rd day of admission patient’s subcutaneous emphysema 

started decreasing. Patient was also asked to do incentive 

spirometry regularly. 

Gradually subcutaneous emphysema and pain completely 

subsided by 12th day of hospital stay. Chest tube was removed on 

the 13th day and the patient was discharged the very next day. 

Patient was reviewed after 1 week and patient was doing fine. 

Patient had no respiratory difficulty and had bilateral equal air 

entry with no added breath sounds. 

 

DISCUSSION 

Traumatic tracheobronchial injuries are uncommon and are 

associated with other injuries which is why diagnosis is often 

delayed.8  

It should be noted that trachea-bronchial injuries caused by 

intubation or interventions involving the airways are probably the 

most common cause of traumatic tracheal injuries, especially for 

intubations in women and those done with double lumen 

intubators.9 

It is well known that early diagnosis of injury is essential to 

determine the appropriate medical or surgical approach and 

thereby improve the outcome of any eventual intervention.10,11 

Conservative treatment have been described as particularly 

appropriate for post-intubation iatrogenic injuries.12 However, in 

few studies conservative treatment is also appropriate for non-

iatrogenic traumatic trachea-bronchial injuries.13  

Although some groups are strongly opposed to conservative 

treatment, few studies results have been very good when strict 

criterias are followed for conservative management and patient is 

closely monitored in the ICU or elsewhere.11,14 

The strict criterias from different studies3 include the following:  

Open tracheal wound, unstable vital signs, associated 

oesophageal lesions, mediastinal emphysema, progression of 

subcutaneous emphysema, mediastinitis, ARDS and sepsis. 

 

CONCLUSION 

In conclusion, the choice of treatment should be guided by strict 

criteria. Conservative treatment has high likelihood of success in 

patients who meet strict selection criteria.3 

A large lesion size, early diagnosis or certain locations do not 

contraindicate conservative management. According to different 

case series published till date, conservative treatment in patients 

with a lesion <4 cm does not present risk, given the low priority of 

complications and maximum possibility of meeting the strict 

selection criteria for using this approach.  
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