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A 28-YR-OLD man was admitted to our level I trauma
center because of blunt high-energy chest trauma. The

chest radiograph ray showed a radiolucent line left of the heart,
suggestive of pneumomediastinum (fig. A: radiograph on ad-
mission; fig. B: magnification of the white rectangle in
fig. A; white arrows mark the radiolucent line. In figs. A and B,
an electrocardiogram cable is visible). Chest and pericardial
drains were inserted, after which hemodynamic function im-
proved.

Bronchoscopy revealed a 2-cm full-thickness longitudinal
airway tear. The lesion began at the carina and continued into
the right main bronchus (RB) (fig. C: a bronchoscopic picture
of the right main bronchus; the outlined area shows the bron-
chial lesion [LB � left bronchus]).

Tracheobronchial injuries are life threatening and often are
not recognized in the acute setting.1 The right main bronchus
is most frequently affected.1 Commonly observed radiologic
findings are pneumothorax, pneumomediastinum, subcuta-
neous emphysema, clavicle fracture, rib fractures, pulmonary
contusion, widened mediastinum, and hemothorax.2 Clinical

features include sternal tenderness, dyspnea, hemoptysis and Hamman sign (a crunching, rasping sound heard over the
precordium, synchronous with the heartbeat, produced by the heart beating against air-filled tissues in the mediastinum).
Bronchoscopy is the gold standard for diagnosis.3

Whether tracheobronchial injuries should undergo emergency surgical repair depends in part on whether there are diffi-
culties with mechanical ventilation or the presence of an uncontrolled air leak. The patient’s respiratory status was stable, and
a wait-and-see approach was chosen. On day 12, the tracheobronchial rupture was fully covered by granulation tissue (fig. D:
outlined area shows the healed bronchial lesion). No new pulmonary complications occurred.
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