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Respiratory failure may occur secondary to
thoracic trauma. Several important conditions de-
velop as a result of chest injuries and may occur
singly, or in combination, in patients with injuries
from any cause. Unrecognized and therefore with-
out proper management, the results are necessarily
poor. If recognized and their mode of production
is understood, treatment may be simple, These con-
ditions are:

1) Retention of bronchial secretions with in-
adequate pulmonary aeration caused by:
a. Severe chest wall pain

b. Abnormal mobility of the chest wall

c. Pulmonary contusion

d. Depression of the cough reflex, through
1. Unconsciousness
2. Excessive opiates

2) Open chest wall with
phenomenon

3) Flail chest wall

4) Pneumothorax, simple or tension

5) Hemothorax

6) Hemopneumothorax

7) Ruptured diaphragm

8) Ruptured bronchus

9) Non-pulmonary injuries causing marked venti-

lation problems
Ribs are the most frequently injured struc-

tures in the chest area and must be taken into
consideration with nearly all thoracic trauma cases.

The presence or absence of preexisting pul-
monary disease and the extent of injury will gov-
ern the amount of difficulty encountered after
chest injury. A small injury may cause marked
derangement of pulmonary function in the patient

“sucking wound”

* Presented by Dr. Brooks at the Symposium on Re-
spiratory Failure, May 26, 1972, at Richmond, Virginia.

MCV QUARTERLY 9(2): 173-180, 1973

having preexisting chronic pulmonary disease.
Since adequate treatment of these conditions will
correct the resulting cardio-respiratory disturbances
and thereby aid in resuscitation of the patient,
each condition will be discussed in some detail.

Chest wall pain may have serious conse-
quences in injuries which otherwise would be of no
great importance. Pain may effectively immobil-
ize the chest wall, thereby making cough inef-
fectual. This results in retention of tracheobron-
chial secretions and/or aspirated material.
The accumulation of such material in the bronchi
interferes with pulmonary ventilation and leads to
atelectasis and perhaps even to suppurative pneu-
monitis. If inadequately treated, such patients may
actually go on to asphyxiation. Recognition of
such a situation is not difficult. Cough is ineffec-
tual and auscultation reveals moist rales and/or
rhonchi widely distributed over both lungs. Dys-
pnea and cyanosis may develop.

Treatment is directed toward relief of the
chest wall pain and cleaning the airway of secre-
tions. Adhesive strapping is inadvisable since it
leads to poor ventilation, retained secretions, at-
electasis, and pneumonia. Mild analgesics or cau-
tious administration of narcotics is helpful. Volun-
tary, periodic cough and breathing exercises should
be encouraged and advised. Added to these is the
routine use of intermittent positive pressure breath-
ing apparatus to assist full lung ventilation. Fre-
quent position change will aid the normal drainage
of the bronchi.

Patients with retained secretions should have
immediate and repeated aspiration by nasotra-
cheal catheter (fig. 1). Tracheal suction is easily
done, and physicians treating patients with thor-
acic injuries must familiarize themselves with its
technique. Using a fairly stiff, slightly curved,
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