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ABSTRACT

Background: Chest trauma is responsible for 50% of deaths due to trauma. This kind of death
usually occurs immediately after the trauma has occurred. Various therapeutic options have been
reported for management of chest injuries like clinical observation, thoracocentesis, tube thoracostomy
and open thoracotomy.

Objective: To observe the pattern and outcome of management in chest trauma

Methods: This is an observational study carried out in Casualty department of Chittagong Medical
College Hospital (CMCH), Chittagong, between April 2015 to March 2016. Our study was included all
patients, both sexes, following chest injury at Casualty units of Chittagong Medical College Hospital. All
the data were recorded through the preformed data collection sheet and analyzed.

Result: The mean age was found 37.7±18.1 years with range from 12 to 80 years. Male female ratio was
11.8:1. The mean time elapsed after trauma was found 6.1±3.1 hours with range from 1 to 72 hours. Almost
one third (35.7%) patients was affecting road traffic accident followed by 42(27.3%) assault, 35(22.7%)
stab injury, 15(9.7%) fall and 7(4.5%) gun shot . More than three fourth (80.5%) patients were managed by
tube thoracostomy followed by 28(18.2%) observation and 2(1.3%) ventilatory support. No thoracotomy
was done in emergency department. 42(27.2%) patients was found open pneumothorax followed by
41(26.6%) rib fracture, 31(20.1%) haemopneumothorax, 14(9%) simple pneumothorax, 12(7.8%)
haemothorax, 6(3.9%) chest wall injury, 5(3.2%) tension pneumothorax, and 3(1.9%) flail chest. About the
side of tube 60(39.0%) patients were given tube on left side followed by 57(37.0%) patients on right side,
9(5.8%) patients on both (left & right) side and 28(18.2%) patients needed no tube. Regarding the complications,
13(30%) patients had persistent haemothorax followed by 12(29%)tubes were placed outside triangle of
safety, 6(13.9%) tubes were kinked, 6(13.9%) patients developed port side infection, 2(4.5%)tube was
placed too shallow, 2(4.5%) patients developed empyema thoracis and 2(4.5%) patients developed broncho-
pleural fistula. The mean ICT removal information was found 8.8±3.6 days with range from 4 to 18 days. Re-
insertion of ICT was done in 6(4.7%) patients. More than two third (68.2%) patients were recovered well,
43(27.9%) patients developed complication and 6(3.9%)patients died. More than two third (66.9%) patients
had length of hospital stay 11-20 days.

Conclusion: Most of the patients were in 3rd decade and male predominant. Road traffic accident and tube
thoracostomy were more common. Open pneumothorax, rib fracture and haemopneumothorax were
commonest injuries. Nearly one third of the patients had developed complications. Re-insertion of ICT needed
almost five percent and death almost four percent.

Key words: Chest trauma, Tube thoracostomy

1. Registrar, Department of Surgery, Chittagong Medical College
Hospital.

2. Professor of Surgery, Chittagong Medical College Hospital.
3. Associate professor, Department of Thoracic Surgery,

Chittagong Medical College Hospital.
4. Consultant, Department of Casualty, Chittagong Medical

College Hospital.
Correspondence to: Dr. Md. Mahmudul Islam, Registrar,
Department of Surgery, Chittagong Medical College Hospital. cell-
01711952355. E-mail:mislam160@gmail.com
Received: 20 April 2018 Accepted: 30 June 2018

Introduction

Chest injuries are often life threatening. Chest injuries
account for 25% of all trauma death1. Despite of its
severity, less than 10% of blunt chest injuries and
15%-30% of penetrating thoracic trauma require
thoracotomy2. Most patients are cared for with simple
interventions such as tube thoracostomy3-6.
Hippocrates was the first to report from chest
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decompression in case of pleural empyema7. In 1978
Hewitt was the first to use a completely closed
intercostal drainage system8. Many patients with chest
injury can be managed non-operatively and the key is
early physiological resuscitation followed by diagnosis.
A reproducible and safe approach to diagnosis and
management of chest injury is taught by the Advanced
Trauma Life Support course. The life threatening
injuries in case of chest injury are airway obstruction,
tension pneumothorax, pericardial temponade, open
pneumothorax, massive haemothorax, flial chest etc.
Efficient initial assesment should focus on identifying
and correcting the immediate threats of life by using
ATLS protocol. The management range from
observation to tube thoracostomy, thoracotomy and
ventilatory support. Patients have minor chest wall
injuries, rib fractures without haemo/pneumothorax and
mild lung contusion can be treated consevatively.
Patients having blood or air in the pleura can be treated
with tube thoracostomy. Initial management of life
thretening thoracic injuries carried out according to
type and nature of injury. In particular ATLS
recommends that all traumatic pneumothoraces be
treated by tube thoracostomy on the basis that any
simple pneumothorax left untreated could convert into
a life threatening tension pneumothorax. ATLS also
recommends that acute haemothorax, sufficiently
large to appear on chest radiograph, best treated with
a chest drain. The drain evacuates blood, reduces
the risk of clotted haemothorax and provides a mean
of continuously monitoring blood loss. In case of
sucking chest wound (open pneumothorax) no attempt
should be made to close the wound until tube
thoracostomy is done9.

The purpose of the study is to observe the outcome of
chest trauma and identify the factors related to
mortality and morbidity regarding chest trauma in a
tertiary hospital.

This is an observational study carried out at Casualty
units in the Chittagong Medical College Hospital
(CMCH) in Chittagong, Bangladesh from April 2015
to March 2016. All the data were recorded through
the preformed data collection sheet. All patients, both
sexes, following chest injury admitted at Casualty
and Surgery Units of Chittagong Medical College
Hospital were included. Sample size was 154 following
chest injury at Casualty and Surgery units of
Chittagong Medical College Hospital during study
period.

The entire patients admitted with chest trauma were
managed according to Advanced Trauma Life

Support. Haemodynamically unstable patients,

features of tension pneumothorax or open

pneumothorax immediate tube thoracostomy was

done on affected side. Haemodynamically stable

patients were investigated on an emergency basis.

Chest X-ray both A/P and Lateral view were mostly

diagnostic. As soon as diagnosis has been made,

decision was taken about type of management
whether conservative or surgical procedure should

be adopted.

Materials and Methods:

Study design: Observational study.

Place of study: The study was performed in Casualty

units in the Chittagong Medical College Hospital

(CMCH) in Chittagong, Bangladesh. The hospital is a

1313 bed tertiary referral hospital for Chittagong City

and the surrounding districts covering around 10 million

populations.

Study period: April 2015 to March 2016.

Study population: All patients, both sex, following

chest injury at Casualty and Surgery units of

Chittagong Medical College Hospital were included.

Sample size: Sample size was 154 following chest
injury at Casualty and Surgery Units of Chittagong

Medical College Hospital during study period.

Sampling technique: Purposive sampling

Selection criteria:

i) Inclusion criteria: All patients admitted following

chest injury at Casualty and Surgery units of

Chittagong Medical College Hospital during study

period.

ii) Exclusion criteria: Poly-trauma e.g. Head injury,

abdominal injury, limb fracture etc.

Chest trauma:

Chest trauma implies trauma to any or combination

of different thoracic structures, which can arbitrarily

be divided into 4 distinct anatomical regions i.e. the

chest wall, the pleural space, the lung parenchyma

and the mediastinum. It may be classified into blunt
and open chest trauma.
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Tube Thoracostomy:

Insertion of water seal drain tube into chest cavity
through triangle of safety to drain out air, blood or any
collection.

Statistical analysis

All the relevant data will be summarized in form of
proportion and frequency table for categorical variables.
Mean, median, mode, standard deviation were used
to summarize continuous variables compile on a
master chart first. Statistical analyses were carried
out by using the Statistical Package for Social
Sciences version 16.0 for Windows (SPSS Inc.,
Chicago, Illinois, USA). The quantitative observations
were indicated by frequencies and percentages.

Results:

Table 1.  Distribution of the study patients by age

(n=154)

Age (years) Number of patients Percentage

d”20 29 18.8

21-30 46 29.9

31-40 23 14.9

41-50 19 12.3

51-60 19 12.3

61-70 13 8.4

>70 5 3.2

Mean±SD 32.7 ±18.1

Range (min, max) 12 , 80

Table 1 shows age of the study patients, it was
observed that almost one third (29.9%) patients
belonged to age 21-30 years. The mean age was found
32.7±18.1 years with range from 12 to 80 years.

Figure 1 shows sex of the study patients, it was

observed that majority (92.2%) patients were male

and 12(7.8%) patients were female. Male female ratio

was 11.8:1.

Table 2.  Distribution of the study patients by time

elapsed after trauma (n=154)

Time elapsed after Number of Percentage

trauma (hours) patients

<6 33 21.4

6-12 112 72.7

13-24 3 1.9

>24 6 3.9

Mean±SD 6.1 ±3.1

Range (min, max) 1 72

Table 2 shows time elapsed after trauma of the study

patients, it was observed that majority (72.7%)

patients were found elapsed after trauma 6-12 hours.

The mean time elapsed after trauma was found 6.1±3.1

hours with range from 1 to 72 hours.

Table 3. Distribution of the study patients by

mechanism of injury (n=154)

Mechanism of injury Number Percentage

of patients

Blunt

Road traffic accident 55 35.7

Assault 42 27.3

Fall 15 9.7

Penetrating

Stab injury 35 22.7

Gun shoot 7 4.5

Table 3 shows mechanism of injury of the study

patients, it was observed that more than one third

55(35.7%) patients was injured by road traffic

accident followed by 42(27.3%) assault, 35(22.7%)

stab injury, 15(9.7%) fall and 7(4.5%) gun shot

injury.
Figure 1. Pie chart showing sex distribution of the

patients.

Sex distribuiton

12(7.8%)
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Female
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Table 4.  Distribution of the study patients by

management (n=154)

Management No. of patients Percentage

Tube thoracostomy 124 80.5

Observation 28 18.2

Ventilator support with ICT 2 1.3

Thoracotomy 0 0.0

Table 4 shows management of the study patients, it
was observed that more than three fourth (80.5%)
patients was found tube thoracostomy followed by
28(18.2%) observation and 2(1.3%) ventilator support
with ICT. No thoracotomy was done on emergency basis.

Table5 Distribution of the study patients by

pattern of injury (n=154)

Pattern of injury No. of patients Percentage

Rib fracture 41 26.6

Haemopneumothorax 31 20.1

Open pneumothorax 42 27.2

Simple pneumothorax 14 9.0

Haemothorax 12 7.8

Chest wall injury 6 3.9

Tension pneumothorax 5 3.2

Flail chest 3 1.9

Table 5 shows pattern of injury of the study patients,
it was observed that 42 (27.2%) patients were found
open pneumothorax followed by 41(26.6%) rib fracture,
31(20.1%) haemopneumothorax, 14(9%) simple
pneumothorax 12(7.8%) haemothorax, 6(3.9%) chest
wall injury, 5(3.2%) tension pneumothorax, and
3(1.9%) flail chest.

Table 6 Distribution of the study patients by
medical information (n=154)

Medical information No. of patients Percentage

Hypertension 25 16.2

Diabetes 16 10.4

Ischemic Heart Disease 4 2.6

Chronic obstructive 0 0

pulmonary disease

Bronchial asthma 0 0

No concomitant disease 115 74.7

Table 6 shows medical information of the study
patients, it was observed that 25(16.2%) patients had
Hypertension, 16(10.4%) had Diabetes and 4(2.6%)
had Ischemic Heart Disease.

Table 7 Distribution of the study patients by side

of tube (n=154)

Side of tube Number of patients Percentage

Left side 60 39.0

Right side 57 37.0

Both side 9 5.8

Not given 28 18.2

Table7 shows side of tube the study patient, it was
observed that 60(39.0%) patients given tube left side
followed by 57(37.0%) right side, 9(5.8%) both (left &
right) side and 28(18.2%) tube not given.

Table 8 Distribution of the study patients by

complication (n=43)

Complication No. of patients Percentage

Persistent haemothorax 13 30.0

Improper position 12 29.0

Kinked /blocked tube 6 13.9

Port side infection 6 13.9

Too shallow 2 4.5

Empyema thoracic 2 4.5

Broncho-pleural fistula 2 4.5

Table 8 shows complication (total=43) of the study
patients, it was observed that 13(30.0%) patients had
persistent haemothorax followed by 12(29.0%) outside
triangle, 6(13.9%) kinked/blocked, 6(13.9%) port side
infection, 2(4.5%) too shallow, 2(4.5%) empyema
thoracic and 2(4.5%) broncho-pleural fistula.

Table 9. Distribution of the study patients by ICT

removal information (n=103)

ICT removal No. of patients Percentage

information (day)

£5 16 15.5

6-10 65 63.1
11-15 20 19.4
>15 2 1.9
Mean±SD                        8.8±3.6
Range (min, max)                          4, 18
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Table 9 shows ICT removal information of the study
patients, it was observed that almost in two third
(63.1%) patient ICT removal was done in 6-10 days.
The mean ICT removal was done in 8.8±3.6 days with
range from 4 to 18 days.

Table 10.  Distribution of the study patients by

re-insertion of ICT (n=126)

Re-insertion of ICT No. of patients Percentage

Needed 6 4.7

Not needed 120 95.3

Table 10 shows re-insertion of ICT of the study
patients, it was observed that majority (95.3%)
patients not needed re-insertion of ICT and 6(4.7%)
needed re-insertion of ICT.

Table 11 shows length of hospital stay of the study
patient. it was observed that more than two third
(66.9%) patients had length of hospital stay was less
than 10 days. The mean length of hospital stay was
found 11.0±8.6 days with range from 1 to 39 days.

Discussion

This observational study was carried out with an aim
to see the patterns of chest injury and to evaluate
morbidity and mortality.

A total of 154 patients of both sex, following chest
injury at Casualty units of Chittagong Medical College
Hospital, Chittagong from April 2015 to March 2016
were included in this study. Poly-trauma e.g. Head
injury, abdominal injury, limb fracture etc were
excluded from the study. The present study findings
were discussed and compared with previously
published relevant studies.

In this present study, it was observed that almost one
third (29.9%) patients were in 3rd decade and the mean
age was found 32.7±18.1 years with range from 12 to
80 years. Similarly, Khan et al13 found the mean age
of patients in this study was 36 years with the range
of 12-70 years, while Farooq et al10 shows 37 years
and Hanif et al16 30 years in their studies, which are
comparable with the current study. Mohammadzadeh
et al12 found the mean age of the patients was 24.7 ±
3.1 years. The most frequent age group affected was
20-30 (35%) year old, which is lesser than the current
study. On the other hand, Gabal et al14 found the mean
age of the patients was 40±1 years varied from 15-70
years, which is higher with the current study. Similarly,
Bailey11 also higher mean age in their study where
they found the mean age was 43 years. This may be
due to geographical variations, racial and ethnic
differences and different lifestyle have influence on
chest trauma.

In this current study, it was observed that majority
(92.2%) patients were male and 7.8% patients were
female. Male female ratio was 11.8:1, which is
consistent with Mohammadzadeh et al.12 study, where
they found male was 80.0% and female 20.0%.
Similarly, male predominant also observed by Khan
et al13 and Bailey11, this is probably due to male are
more mobile with active participation in high risk
tasking behavior.

In this series, the mean time elapsed after trauma
was found 6.1±3.1 hours with range from 1 to 72 hours
which indicate a lack of pre-hospital management of
trauma victims in our country.

Figure 2. Bar diagram showing outcome of the

patients
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Figure 2 shows outcome of the study patients, it was
observed that more than two third (68.2%) patients
were recovered well, 43(27.9%) developed
complication and 6(3.9%) patient died.

Table 11. Distribution of the study patients by

length of hospital stay (n=148)

Length of hospital No. of patients Percentage

stay (day)
£10 99 66.9
11-20 43 29.1
>20 6 4.1
Mean±SD 11.0 ±8.6
Range (min, max) 1 , 39

*In 6 cases length of hospital stay was not done due
to death.
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In this study, it was observed that one third (35.7%)
patients were affected by road traffic accident followed
by 27.3% assault, 22.7% stab injury, 9.7% fall and
4.5% gun shot. Gabal et al14 found the mechanism of
injury was road traffic accidents in 65(81.25%)
patients, 11(13.75%) fall from height and 4 trauma by
heavy object (5%). Mohammadzadeh et al12 found in
the blunt trauma group, the most frequent cause of
trauma was car accidents (72%), other cases included
falling 5.0%, motorcycle accidents 3.0% and fighting
2.0%. In another study Khan et al13 found road traffic
accident was 40.0%, assault 20.0%, fall from height
was 8.3%, animal related trauma was 5.0%. Shorr et
al1 observed motor vehicle accidents were responsible
for 78.0% of the injuries. Improvement and proper
application of traffic rules and regulation is needed to
reduce road traffic accidents.

In this present study, it was observed that more than
three fourth (80.5%) patients were undergone tube
thoracostomy followed by 18.2% observation and
1.3% needed ventilator support with tube
thoracostomy. No emergency thoracotomy was done
but 2 patients were undergone thoracotomy later for
management of complication. Khan et al13 mentioned
that thoracotomy was required in 21% patients, in
which only 22% were emergency thoracotomy. All
thoracotomies were performed in penetrating injuries.
Tube thoracostomy was done in 62.0% and
thoracotomy in 9%. Farooq et al10 also reported that
80% of thoracotomies were performed in penetrating
injury because of bleeding vessels. Overall
thoracotomy rate was 9% which is same as Hanif et
al16 has mentioned and 8% reported by Farooq et al10

in their studies. All nine thoracotomies were done in
penetrating chest injury patients, which was 21% of
penetrating chest trauma, in which only two were
emergency thoracotomies which is about  22% of total
thoracotomies of trauma patients. Thoracotomies in
penetrating injuries in other studies are reported 25%
by Bastos et al17. While Rubikas18 has reported it
less than 3%. Stahel et al19 have reported this in less
than 10% in their study. It shows thoracotomy rate is
more in penetrating injury than blunt trauma. Complete
pneumonectomy was indicated only in few cases
undergoing emergency thoracotomy after penetrating
lung trauma20-21.

Regarding the pattern of injuries, it was observed in
this current study that 42 (27.2%) patients was found
open pneumothorax followed by 26.6% rib fracture,

20.1% haemopneumothorax, 9% simple
pneumothorax, 7.8% haemothorax, 3.9% chest wall
injury, 3.2% tension pneumothorax and 1.9% flail
chest. Similarly, Mohammadzadeh et al12 found the
incidence of haemothorax was 38% in blunt traumas
and 45% in penetrating ones. The incidence of
pneumothorax was 43% in blunt traumas and 20% in
penetrating cases. Tension pneumothorax was only
observed in blunt trauma cases, and 34 of the patients
suffered from rib fractures. In another study Khan et
al13 found rib fracture was 85.0%, lung contusion 6%,
haemothorax 5%, pneumothorax 59%, haemo-
pneumothorax 7%, diaphragmatic rupture 5%, flail
chest 3% and multiple trauma two systems
involvement 19%. Rib fracture were found in 44% of
cases in the study by Farooq et al10 and 76% in Hanif
et al16 while Flail chest was found in 3% in comparison
to 20% shown by Farooq et al10 and 6.6% by Hanif16

Ventilator support was required by 9% of patients who
had flail chest or multiple trauma. In another study
Farooq et al10 detected pneumothorax was in 39.0%
of the patients, haemopneumothorax in 29.0%,
haemothorax in 12.0%, flail chest in 9.0%. Bailey11

reported that the commonest indications for tube
thoracostomy were pneumothorax 54.0% and
haemothorax 20.0%.

About the medical information it was observed in this
series that 16.2% patients had HTN, 10.4% DM and
2.6% had IHD.

In this study, it was observed that 39.0% patients
underwent left sided tube thoracostomy followed by
37.0% in right side, 5.8% both (left & right) side and
18.2% patients needed no tube thoracostomy.
Mohammadzadeh et al12 found in the majority of cases
72.0% fractures occurred in the left ribs. In another
study Shorr et al1 reported on 23 cases of ruptured
diaphragms: 69.5% were left sided and 30.5% were
right sided, which are similar with the current study.

In this present study, it was observed that among the
complications 30% patients had persistent
haemothorax followed by 29% tube was found outside
triangle of safety, 13.9% tube was kinked, 13.9% port
side infection, 4.5% too shallow, 4.5% empyema
thoracis and 4.5% broncho-pleural fistula.
Mohammadzadeh et al12 reported that the most
frequent cause of trauma in this survey was car
accidents 72.0% and the most (54.9%) frequent
complication was haemothorax, as has been
mentioned by Haratian et al27. In another study Khan
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et al13 obtained that 29.0% patients had no haemo/
pneumothorax and they were managed conservatively
without any surgical intervention by sufficient
analgesia, chest physiotherapy and clearance of
bronchial secretions and antibiotics to prevent
respiratory tract infection. Two patients (2%) developed
empyema as post-operative complications of chest
intubation and required decortications. This is in
comparison to 3% by Helling et al26. Complications
were experienced in 28% of the patients of which 9%
had pneumonias, 14% empyema and 5 % suffered
from wound infections observed by Farooq et al10. The
above findings are comparable with the current study.

In another study Bailey11 mentioned that the overall
complication rate related to tube thoracostomy was
30.0%. Millikan et al22 did not describe “positional”
complications in his series. Etoch et al23 encountered
an overall complication rate of 21% per tube
thoracostomy in their series in 1995. However, only
one case (0.2%) had an insertional complication (lung
laceration which required thoracotomy). A further seven
cases (1.5%) developed empyema. Collop et al24

encountered 14 complications in 126 tube
thoracostomies (11% complication rate). Only one
complication was insertional (lung laceration). Chan
et al25 encountered 64 complications in 352 tube
thoracostomies (18.2% complication rate), but no
insertional complications.

In this current study, it was observed that 51 cases
ICT removal information cannot be obtained due to
death (6), observation management (28), persistent
haemothorax (13), empyema thoracis (2) & broncho-
pleural fistula (2). As no tube was given on observation
management and tube not removed in case of
complication like persistant haemothorax, empyema
thoracis, bronchopleural fistula and patient referred to
higher center. Two third (63.1%) patient’s ICT removal
was done between 6-10 days. The mean ICT removal
information was found 8.8±3.6 days with range from 4
to 18 days. Similarly, Gabal et al14 observed ICT stayed
in their patients from 2 to 15 days with mean duration
was 5.91±2.6 days.

In this series, it was observed that (95.3%) patients
not needed re-insertion of ICT and 4.7% needed re-
insertion of ICT which was managed in this center.
But persistence of ICT in 11.6% patient (8.8%
persistent haemothorax, 1.2% empyema thoracis,
1.2% bronchopleural fistula) who were referred to
higher center for better management.

In this study, it was observed that more than two third
(68.2%) patients were recovered, 27.9% developed
complication and 3.9% died. Similarly, Battle et al.15

recorded a total of 31 (6%) deaths. The percentage of
patients who would have been correctly managed
(admitted to hospital and subsequently developed
complications) was 90.0% and those correctly
discharged directly from the ED (who had not
developed complications) would have been 87.0%.

In this present study, it was observed that 6 cases
length of hospital stay was not recorded due to death
and found more than two third (66.9%) patients had
length of hospital stay less than 10 days. The mean
length of hospital stay was found in 11.0±8.6 days
with range from 1 to 39 days. Similarly,
Mohammadzadeh et al12 and Gabal et al14 found
hospitalization stay was 12 ± 3.2 days and 9.1±2.73
days respectively.

In this current study, among 29.3% of complications,
47.4% were procedure related (29.0% improper
placement, 4.5% too shallow, 13.9% tubes were
kinked) and 18.4% were infection related (13.9% port
site infection and 4.5% empyema thoracis). So, a
good training of the trauma team and a sterile operation
theatre and clean ward environment can reduce the
infection rate and better outcome of the chest trauma
patient.

Conclusion

Chest trauma is a major health problem worldwide
and associated with high morbidity and mortality. Most
of the victims are young adult males in their productive
and reproductive age group. Road traffic accident was
the most common cause, open pneumothorax was
common presentation and tube thoracostomy was the
commonest treatment modality. The pattern of chest
trauma and its management and outcome is almost
similar to many series. Urgent preventive measures
targeting at reducing the occurrences of road traffic
accidents and social violence are necessary to reduce
the incidence of chest injury.

References

1. Shorr RM, Crittenden M, Indeck M. Blunt thorasic
trauma: analysis of 515 patients. Ann Surg 1987;
206: 200-5.

2. Living ston DH, Hauster CJ. Trauma to the chest.
In: Moore EE, Feliciano DV, Mattox KL, editors.
Trauma. 5th ed. New york: Mcgraw-Hill; 2004; pp.
507-37.

Vol. 22, No. 2, July 2018 Journal of Surgical Sciences

116



3. American College of Surgeons, Committee on
Trauma. Advanced trauma life support course for
doctors instructor course manual. Chicago:
American College of Surgeons; 2004.

4. Blaisdale WF. Pneumothorax and hemothorax.
In: Blaisdale WF, Trunkey DD, editors.
Cervicothoracic trauma. 3rd ed. New York:
Thieme; 1986. pp. 150-65.

5. Richardson JD, Miller FB. Injury to the lung and
pleura. In: Feliciano DV, Moore EE, Mattox KL,
editors. Trauma. 3rd ed. Stamford (CT): Appleton
& Lange; 1996.p. 387-407.

6. Stocchetti N, Pagliarini G, Gennari M. Trauma
care in Italy: evidence of inhospital preventable
deaths. J Trauma 1994; 36: 401-5.

7. Hippocrates, Genuine works. Newyork: William
wood and company: 1986.

8. Lilienthal H. Resection of lung for suppurative
infection with a report based on 31 operations in
which resection was done or indeed. Ann Surg
1922; 75: 257-320.

9. Baily And Love’s: Short practice of surgery: 26th

edition:, In: Boffard K. Torso trauma, Taylor and
Francis; 2013: 353.

10. Farooq U, Raza W, Zia N, Hanif M, Khan MM.
Classification and management of chest trauma.
J Coll Physicians Surg Pak 2006;16(2): 101-3.

11. Bailey RC. Complications of tube thoracostomy
in trauma. J Accid Emerg Med. 2000; 17: 111-4.

12. Mohammadzadeh M, Hosseinpour M, Mirzadeh
AS, Jazayeri H, Arani MG. Chest injury evaluation
and management in two major trauma centers of
isfahan province, IR Iran. Arch Trauma res 2012;
1(2): 54-7.

13. Khan MLZ, Haider J, Alam SN, Jawaid M, Malik
KA. Chest Trauma Management: Good outcomes
possible in a general surgical unit. Pak J Med
Sci 2009; 25(2): 217-221.

14. Gabal A, Alghorory M. Role of Emergency Vats
in Blunt Chest Trauma Patients. British Journal
of Science, 2013; 9(2): 37-42.

15. Battle C, Hutchings H, Lovett S, Bouamra O,
Jones S, Sen A, et al. Predicting outcomes after
blunt chest wall trauma: development and external
validation of a new prognostic model. Critical Care
2014, 18(3): R98.

16. Hanif F, Mirza SM, Chaudhry AM. Re-appraisal
of thoracic trauma. Pak J Surg 2000; 16: 25-8.

17. Bastos R, Baisden CE, Harker L, Calhoon JH.
Penetrating thoracic trauma. Semin Thorac
Cardiovasc Surg 2008; 20(1): 19-25.

18. Rubikas R. Emergency thoracotomy. Medicine
(Kaunas) 2003; 39(2): 158-67.

19. Stahel PF, Schneider P, Buhr HJ, Kruschewski
M. Emergency management of thoracic trauma.
Orthopadic 2005; 34(9): 865-79.

20. Jantz Ma, Pierson DJ. Pneumothorax and
barotraumas. Clin Chest Med 1994; 15: 75-6.

21. Lopez Roderiguez A, Lopez Sanchez L, Julia J.
Pneumoperitoneum associated with manual
ventilation using a bag valve device. Acad Emerg
Med 1995; 2: 944.

22. Millikan JS, Moore EE, Steiner E. Complications
of tube thoracostomy for acute trauma. Am J Surg
1980; 140: 738–41.

23. Etoch SW, Bar-Natan MF, Miller FB. Tube
thoracostomy—factors related to complications.
Arch Surg 1995; 130: 521–6.

24. Collop NA, Kim SK, Sahn SA. Analysis of tube
thoracostomy performed by pulmonologists at a
teaching hospital. Chest 1997; 112: 709–13.

25. Chan L, Reilly K, Henderson C. Complication
rates of tube thoracostomy. Am J Emerg Med
1997; 15: 368–70.

26. Helling TS, Gyles NR, Eisenstein CL, Soracco
CA. Complications following blunt and penetrating
injuries in 216 victims of chest trauma requiring
tube thoracostomy. J Trauma 1989; 29(10): 1367-
70.

27. Haratian Z, Zareei S, Lashkari M. Surveying the
frequency of chest trauma (blunt and penetrating)
in Air Force Hospital, 2002-2004. Med Sci J
Islamic Azad Uni 2005; 15(3):147-50.

28. Demetriades D, Velmahos GC. Penetrating
injuries of the chest: indications for operation.
Scand J Surg 2002; 91: 41–5.

29. Kalyanaraman R, De Mello WF, Ravishankar M.
Management of chest injuries – a 5 year
retrospective survey. Injury 1998; 29: 443–6.

Chest Trauma Evaluation and Outcome of Management in a Tertiary Hospital Md. Mahmudul Islam et al

117


