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ABSTRACT

Background: Injuries to chest secondary to trauma are on increase due to amplified incidence of road traffic accidents and increase in
violence. The present study was conducted with the aim to compare conservative vs intercoastal drainage in blunt trauma chest.
Materials and methods: The study enrolled subjects managed at the Department of General Surgery at our hospital with the
diagnosis of chest injury. The records relating to the clinical evaluation of the patient, management, and the outcome were
investigated. All the data thus obtained was arranged in a tabulated form and analyzed using SPSS software. Results: The mean age of
the subjects were 37.62+/-2.43 years. There were 60 males and 40 females in the study. There were 70 subjects of pneumothorax, 15 had
hemothorax, 10 had hemo/pneumothorax and 5 had tension pneumothorax. There were 60 subjects managed by conservative manner and
40 patients underwent chest tube insertion. Conclusion: Mild to moderate type of chest injuries due to trauma can be managed

conservatively without the need for surgical intervention.
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NTRODUCTION

Injuries to chest secondary to trauma are on increase due to

amplified incidence of road traffic accidents and increase in

violence. RTAs rank the first amongst all injuries and are in

the growing trend in India suburbs. ' The frequency of
accidental deaths in India are on higher side when compared to
the Western populace. ' Thoracic trauma is one such outcome of
these accidents along with head injury, orthopedic damages, and
abdominal injury. Roughly, one-fourth of civilian deaths due to
trauma are due to thoracic trauma, and majority of these deaths
are preventable by accurate diagnosis and appropriate
management. > Managing a critically injured subject represents a
clinical challenge. The mixture of clinical knowledge, tendency
to spot altered clinical signs, and even surgical courage to
accomplish simple but lifesaving trials can bring a great
difference in results for chest injured subject in resource-limited
settings. * Insertion of chest tube for traumatic chest injuries can
bring about significant morbidity and complications. Chest tubes
are a reason of intrathoracic infections like empyema and

pneumonia. However, the efficacy of antibiotics prophylaxis
during these complications has not been validated. *> Yet, some
more serious misplacements have been seen, for example,
perforation of left atrium ¢ and injury to liver injury with a large
bore tube ’ and vascular damages, esophageal grievances, cardiac
dysrhythmias and chylothorax. ® The present study was conducted
with the aim to compare conservative vs intercoastal drainage in
blunt trauma chest.

MATERIALS AND METHODS

The study enrolled subjecst managed at the Department of
General Surgery at our hospital with the diagnosis of chest
injury. The study enrolled subjects managed for a period of 6
months. The hospital records were retrieved and the subjects with
complete information were enrolled into the study. Ethical
committee clearance was obtained from the institutional ethical
board. The information relating to the etiology, nature, and
mechanism of injury, the presence of other related injuries, and
the treatment strategy opted for traumatic chest injury was
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obtained. Related damages which required some surgical
intervention for the subject were classified as significant. Since
the radiographic visualization was variable, therefore the effort to
quantify the size of pneumo/hemothorax was restricted. The
records relating to the clinical evaluation of the patient,
management, and the outcome were investigated. All the data
thus obtained was arranged in a tabulated form and analyzed using
SPSS software.

\RESULTS

The present study enrolled 100 subjects with trauma to chest. The
mean age of the subjects were 37.62+/-2.43 years. There were 60
males and 40 females in the study. There were around 50 cases of
road traffic accidents, approximately 15 cases of assault were
observed in the study. There were 25 cases affected by fall. There
were 5 cases each of fall of heavy object and other mixture of
injuries. (table 1) Graph 1 illustrates the management strategies
opted for patient’s treatment. There were 70 subjects of
pneumothorax, 15 had hemothorax, 10 had hemo/pneumothorax
and 5 had tension pneumothorax. There were 60 subjects managed
by conservative manner and 40 patients underwent chest tube
insertion.

Table 1: Distribution of subjects according to gender and
mode of injury

Variable Frequency
Gender

Male 60
Female 40
Etiology

RTA 50
Assault 15
Fall 25
Fall of heavy object 5
Other 5
Total 100

Graph 1: management strategy opted in the study

management
strategy

® surgical ™ conservative

DISCUSSION

The current strategies for the management of thoracic trauma
are solely based on a plan of selective conservatism that is
primarily dependent on clinical evaluation. *'®'' Although a
many of new modalities have arose, they have always
complemented the philosophy but do not entirely replace it. In the
year 1997, Collop et al. found 3% early complication rate like
misplacement and a delayed complication rate of 8% like
dislodgement, infection, and kinking. "> Occult pneumothorax,
by definition is described as the ones recognized by abdominal
CT scans but not noticed on routine chest X-rays screenings,
observed in 2-6% of subjects who undergo CT scanning for
the presence of blunt abdominal trauma. > These subjects
generally do not need any further evaluation like repeated chest
X-rays. Conservative management is possible with them. There
are some prospective researches that compare the conservative
management with chest tube insertion method amongst patients
with traumatic chest injuries. A randomized study illustrates that
subjects can be managed conservatively in absence of the usage
of intermittent positive pressure ventilation. However, subjects
with an occult pneumothorax who additionally received IPPV had
a high frequency of progression of size of their pneumothorax,
with 3 amongst 21 developing tension pneumothorax. * This
conservative management approach can be applied to subjects
with milder or smaller injuries, subjects who have no other
associated injuries, and patients who maintain vital signs and
oxygenation. In the present study, The mean age of the subjects
were 37.62+/-2.43 years. There were 60 males and 40 females in
the study. There were around 50 cases of road traffic accidents,
approximately 15 cases of assault were observed in the study.
There were 25 cases affected by fall. There were 5 cases each of
fall of heavy object and other mixture of injuries. There were 70
subjects of pneumothorax, 15 had hemothorax, 10 had
hemo/pneumothorax and 5 had tension pneumothorax. There
were 60 subjects managed by conservative manner and 40 patients
underwent chest tube insertion. The chest tube insertion is
therefore not always an essential portion of the management of
all chest tube injuries.

CONCLUSION

Mild to moderate type of chest injuries due to trauma can be
managed conservatively without the need for surgical
intervention. Surgical intervention is required in cases with severe
respiratory distress or subjects with other related significant
injuries.
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