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Case Report
Bronchoscopic intervention for cervical tracheal
laceration: a case report and review of the literature
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Abstract: Tracheal and bronchial injuries are serious types of thoracic trauma, and a cervical-tracheal laceration
is a rare sub-type. Because the integrity of the tracheal wall of most patients has not been damaged in a cervicaltracheal laceration, the patients’ clinical manifestations lack any visible symptoms, easily causing a misdiagnosis
or a missed diagnosis. In this study, the clinical data of one case of cervical tracheal laceration were collected, and
the diagnosis, treatment, and prognosis of the patient were analyzed. The patient was admitted to the hospital and
was confirmed to have a laceration of the neck trachea using an electronic bronchoscope. After the bronchoscopic
intervention, the cartilage ring of the free trachea was removed, and the respiratory condition of the patient was
improved. Electronic bronchoscopy is an important tool for the diagnosis of cervical tracheal lacerations. If the diagnosis is considered in clinical work, electronic bronchoscopy should be the first choice.
Keywords: Cervical tracheal laceration, tracheal and bronchial injuries, electronic bronchoscope, neck and chest
trauma

Introduction

Case presentation

Severe compression, impact, and acceleration
to the neck and chest as well as various sharp
injuries are significant causes of tracheal and
bronchial injury. Different degrees of tracheal
or major bronchial damage may lead to airway
obstruction or bleeding and can be life-threatening. Tracheal and bronchial injuries mainly
include lacerations and ruptures of the trachea
and bronchus. Currently, surgery is still the
main treatment for both types of trauma. In
tracheobronchial laceration (TBL), one type of
mild injury to the trachea and bronchus, the
main structure of the tracheal wall may remain
intact without severe damage. If a non-surgical
procedure is performed, the mortality and prognosis rates can be improved [1, 2]. This article
reports a case of a TBL patient with tracheal
cartilage avulsion and airway obstruction
caused by trauma. The complete removal of the
tracheal cartilage ring was achieved through
bronchoscopic intervention therapy. This case
will help accumulate future evidence for the
treatment of TBL by bronchoscopy.

The patient was a 46 year-old man. He had a
car accident that led to a combined neck and
chest trauma (2 hours). He was transferred to
the intensive care unit from the emergency
department of our hospital on June 16, 2019.
On physical examination, multiple scattered
scratches were observed on his left chest and
on the front of his neck. His breathing movements were poor on the left chest but normal
on the right. The bilateral lower chest was dull
on percussion, and his breath sounds in both
lungs were thick with an extensive wet and dry
voice. The abdomen was distended without tenderness or rebound tenderness and the bowel
sounds (3-5 times/min) were weak.
The blood examination showed: white blood
cells, 19.3×109/L; neutrophils, 89%; red blood
cells, 2.37×109/L; hemoglobin 82 g/L; platelets, 108×109/L. The coagulation test showed:
prothrombin time (PT), 11 sec.; activated partial thromboplastin time (APTT), 26 sec. The
arterial blood gas revealed: pH, 7.32; oxygen
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Figure 1. CT-3D reconstruction of chest rib fracture in the patient. A. 3D
reconstruction of the left rib fracture after the internal fixation. B. 3D reconstruction of the right rib fracture after the internal fixation.

during the treatment. The
patient did not respond as
expected after the intubation
sleeve was replaced, and his
blood oxygen saturation remained at 85-90%. A reexamination of the neck
and chest CT showed a suspicious “cartilage-like” highdensity shadow in the tracheal cavity under the glottis,
connected to the tracheal wall
with a narrow lumen. After
consulting with the thoracic
surgeon, it was concluded
that a tracheal tear was
present at the end of the cartilage ring which had been
pierced by the endotracheal
intubation sleeve (Figure 2).
In order to improve ventilation, a bedside tracheotomy
was performed under the tracheal tear on July 1, 2019.
However, his oxygen saturation remained at 90-93%.

A bronchoscopy was performed under intravenous
propofol anesthesia on July
3, 2019. Tracheal cartilage
Figure 2. Chest CT findings before and after the bronchoscopy for the treatwas found 2 cm below the
ment of cervical tracheal tears. A. The tracheal high-density shadow on the
glottis, which confirmed that
right side of the trachea before the bronchoscopy is shown. B. The lumen is
the endotracheal intubation
unobstructed after the bronchoscopy.
sleeve had punctured the tracheal cartilage. A single-stage
partial pressure, 64 mm Hg; carbon dioxide
electrocoagulation snare and foreign body forpartial pressure, 48 mm Hg. The chest CT
ceps were performed to alternatively resect
showed multiple bilateral rib fractures. After
the tracheal cartilage ring. Complete hemostamultiple internal rib fixations were performed
sis of the cut edge of the trachea was carried
on the left side, inflammation was found in
out by electrocoagulation after a complete
both lungs. The patient was physically healthy
resection. 3% norepinephrine solution was
in the past. On June 6, 2019, he was adused to stop the bleeding after the operation
mitted to the First Hospital of Xinji City, where
and the whole process lasted for an hour
a double-thoracic wound debridement, an
(Figure 3). After the operation, the monitoopen selective rib fracture reduction, and an
ring of the respiratory tract was strengthened
internal fixation were performed (Figure 1).
to prevent an infection. An antitussive was
After admission, he was diagnosed with (1)
administered to avoid increasing the airway
Multiple injuries of the neck and chest, with
pressure caused by the severe cough. Glumultiple fractures of the ribs after internal fixacocorticoids were utilized to reduce anastotion. (2) Type II respiratory failure and double
motic inflammation, inhibit granulation tissue
lung inflammation. The patient was treated with
proliferation, and prevent tracheal stenosis by
mechanical ventilation, anti-infectives, antireducing the formation of postoperative anasshock, and other treatments. The endotracheal
tomotic scar tissue. After the operation, the
intubation sleeve was damaged several times
patient’s blood oxygen saturation was 974452
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mechanical ventilation and
antibiotics were stopped on
July 10, 2019, and the patient was transferred to the
general ward the next day. He
was discharged on July 20,
2019. On August 12, 2019,
the patient was reviewed
using bronchoscopy in our
hospital and the lumen was
found to be unobstructed
without any significant softening or stenosis. The patient
had no complaints of discomfort and could perform moderate physical activity (Figure 4).
Discussion
Tracheal or bronchial injury is
divided into cervical tracheal
injury, chest tracheal, and
Figure 3. Bronchoscopic findings of the tracheal cartilage ring removed using bronchoscopy. A. Free tracheal cartilage was visible on the right tracheal
bronchial injury according to
wall of the tracheal incision on the cranial side. B. A foreign body clamp to
the injury site. The former is
disassociate the free cartilage. C. Cutting the tracheal cartilage with a monocommon in patients suffering
polar electrocoagulation snare. D. Removal of the tracheal cartilage.
from a direct and violent
impact to a weakened area of
the trachea. The latter is mainly due to rapid
compression to the front and back of the thorax; the lungs then pull the trachea to opposite sides, leading to uneven stress on the
trachea (carina) or bronchus and causing
damage. According to the extent of injury to
the tracheal or bronchial areas, it can be divided into TBL or tracheal and bronchial rupture
injuries. The former has a mild degree of
injury. The incidence of tracheal or bronchial
injuries and TBL is 0.4-2.8% and <1%, respectively [3]. TBL is common in composite cervical
and thoracic trauma. One study found that
most cases of tracheal or bronchial traumas
usually occur with injury to other organs and
other parts of the body. These commonly
include multiple rib fractures, flail chest, spinal
injury, abdominal injury and so on [4]. In this
case, the patient had multiple rib fractures
which resulted in a floating chest wall, a paralyzed chest, blood pneumothorax, and severe
abnormal breathing. The complexity of the
Figure 4. Bronchoscopic view after the intervention.
combined injuries led to the missed and
The lumen is unobstructed.
delayed diagnosis. Thus, patients with combined neck and chest injuries should be
100%, his heart rate was 88 beats/min and
checked carefully to exclude the possibility of
TBL. TBLs are usually located at the end of the
his blood pressure was 139/75 mm Hg. The
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trachea and at the beginning of the bronchi,
within 1.5-2.0 cm from the carina (this region
in the thoracic cavity is the weakest of the
upper respiratory tract). Since the anatomical
position of the organs is relatively fixed, when
there is a sudden deceleration, the shear force
squeezes the thoracic trachea and bronchus;
this suddenly increases pressure in the lumen
which damages the organs. However, due to
its deeper position, large longitudinal placement, and protection of the surrounding tissues and organs, the cervical trachea is less
prone to damage. In this case, the tracheal
injury was in the cervical region, 1 cm above
the tracheotomy, and 2 cm below the glottis.
This is inconsistent with sites commonly reported in the literature for similar injuries [5].
The trachea may have been directly damaged
by the external blunt injury. Additionally,
although the trachea was damaged, the integrity of the trachea was intact. When compared to common thoracic tracheal or bronchial injuries, this cervical tracheal tear is more
insidious, so more attention should be paid to it
clinically.
The clinical manifestations of tracheal and
bronchial injury depend on the location of the
damage to the trachea, the degree of injury,
and the integrity of the tracheal wall. Common
clinical manifestations include severe dyspnea, hemoptysis, subcutaneous emphysema on the neck and face, and open wounds
in the chest and neck. This article mainly discusses the closed injury of the trachea and
bronchus, namely TBL. Currently, closed injury
of the trachea and bronchus is classified into
three types. In type I, the free end of the bronchi opens in the pleura of the cavity, and the
main clinical manifestations are tension pneumothorax, dyspnea, cyanosis, hemoptysis, etc.
In type II, the free end of the bronchi is located in the mediastinum without a connection to the pleural cavity, the clinical manifestations are extensive subcutaneous emphysema
in the mediastinum, neck, and upper chest. In
type III, the free end of bronchi depends on the
surrounding sleeve tissue to maintain ventilation, temporarily without any clinical manifestations [6, 7]. The patient in this study can be
classified as a type III trachea, bronchial injury.
Since patients with type III injury have symptoms and signs of other severe injuries (which
can mask the bronchial injury) early diagnosis
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is sometimes quite difficult. In this case, the
tracheal laceration was due to air leakage from
the endotracheal intubation sleeve. Therefore,
chest CT with virtual endoscopy and electronic bronchoscopy is the preferred course of
investigation in patients with clinically suspected TBI [8].
The treatment of TBL consists of surgical and
non-surgical procedures. In this case, the
subcutaneous emphysema on the mediastinum and neck suggested that the integrity of
the trachea or bronchus wall was destroyed,
so any non-surgical treatment was not expected to be successful. Surgical treatment
should be decisively performed to prevent tracheal mediastinum or tracheoesophageal fistula caused by delayed treatment, which may
cause an aggravated life-threatening systemic
inflammatory response [9, 10]. Tracheal or
bronchial tears should be carefully investigated during surgery. If the wound inflammation
is not severe and the time since injury is <48
hours, a one-stage surgical suture should be
selected as soon as possible. Non-surgical
treatments for TBL, especially bronchoscopy,
have the advantages of less trauma, low risk,
and a good prognosis in comparison with surgery. However, there are certain indications
for bronchoscopic TBL intervention [11, 12]. In
this case, no subcutaneous emphysema was
found in the neck or mediastinum since the
trauma occurred, and no open wound was
observed in the neck, and TBL was not confirmed on admission. However, alarms from
the cuff pressure device and air leakage from
the endotracheal intubation sleeve (detected
by the device after 2 replacements of the
sleeve), made us consider a diagnosis of neck
and chest trauma combined with TBL. Finally,
it was bronchoscopically confirmed that the
tracheal cartilage ring was avulsed and that
1/2 of the total length of 1 injured tracheal
cartilage was free. In this case, the symptoms
of systemic infection and poisoning were
apparent during the early stages of diagnosis
and treatment. The patient had been in a critical condition for 1 month when the TBL was
diagnosed. Granulation tissue around the
damaged part of the tracheal wall was observed by bronchoscopy, and the cartilage ring
was disassociated in the damaged area. The
tracheal cartilage ring was disassociated and
completely removed by alternate bronchos-
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cope snare unipolar electrocoagulation (Martin) and foreign body clamp blunt dissociation.
After surgery, the patient recovered smoothly
and was transferred to the general ward, and
the ventilator was removed on the 8th day.
This bronchoscopic intervention could avoid
opening surgery to repair the patient’s trachea and decrease the possibility of postoperative open-surgical complications [13-15].
After the surgery, a bronchoscopy review
showed that the tracheal lumen was unobstructed and that there was no obvious
hyperplasia. No additional treatment was
needed. In case there was granulation hyperplasia, bronchoscopy would have been required to resect the granulation tissue to
ensure a smooth and complete tracheal tube
wall. Our experience of bronchoscopy for TBL,
as in this case, indicates that if an injured
patient’s vital signs are stable, a routine bronchoscopy should be carried out to assess
the degree of wall tear. In addition, if the trauma is more than 2 weeks old, the granuloma
around the injury and disassociated cartilage
ring, including the tracheal cartilage ring, can
be removed bronchoscopically.
In summary, TBL is a relatively mild type of tracheal and bronchial injury. For TBL cases that
meet the indications for bronchoscopy, the
treatment should ideally reduce the risks associated with the treatment and ensure a rapid
recovery after surgery.
Acknowledgements
This work was partially funded by the research
and development fund of the Hebei Provincial
Health and Wellness Committee. The authors
are thankful for the participation of the
patients, their families, and the clinicians in
this study.

[2]
[3]

[4]

[5]

[6]

[7]
[8]
[9]
[10]

[11]

[12]
[13]

Disclosure of conflict of interest
None.
Address correspondence to: Xiyan Zhu, Department of Thoracic Surgery, The Fourth Hospital of
Hebei Medical University, No. 12 Jiankang Road,
Shijiazhuang 050011, China. Tel: +86-13673215063; E-mail: lilifei0510@163.com

References
[1]

Shepard JO, Flores EJ and Abbott GF. Imaging
of the trachea. Ann Cardiothorac Surg 2018; 7:
197-209.

4455

[14]

[15]

Moonsamy P, Sachdeva UM and Morse CR.
Management of laryngotracheal trauma. Ann
Cardiothorac Surg 2018; 7: 210-216.
Toyos R, Mcgill W and Briscoe D. Intense
pulsed light treatment for dry eye disease due
to meibomian gland dysfunction; a 3-year retrospective study. Photomed Laser Surg 2015;
33: 41-46.
Arita R, Mizoguchi T, Fukuoka S and Morishige
N. Multicenter study of intense pulsed light
therapy for patients with refractory meibomian
gland dysfunction. Cornea 2018; 37: 15661571.
Baugh AD, Youssef E, Hasan SS, Siddiqui NS,
Elsamoloty H, Shahrour K and Javaid T.
Nephropleural fistula effectively managed with
serial thoracentesis: a case report. J Endourol
Case Rep 2016; 2: 212-214.
Radchenko C, Alraiyes AH and Shojaee S. A
systematic approach to the management of
massive hemoptysis. J Thorac Dis 2017; 9:
S1069-S1086.
Rout A, Kanwal A, Han W and Kanjwal Y. Bronchial injury-yet another collateral damage of
cryoablation. J Atr Fibrillation 2019; 12: 2182.
Gershman E, Guthrie R, Swiatek K and Shojaee
S. Management of hemoptysis in patients with
lung cancer. Ann Transl Med 2019; 7: 358.
Altinok T and Can A. Management of tracheobronchial injuries. Eurasian J Med 2014; 46:
209-215.
O’Connor JV, Byrne C, Scalea TM, Griffith BP
and Neschis DG. Vascular injuries after blunt
chest trauma: diagnosis and management.
Scand J Trauma Resusc Emerg Med 2009; 17:
42.
Grewal HS, Dangayach NS, Ahmad U, Ghosh S,
Gildea T and Mehta AC. Treatment of tracheobronchial injuries: a contemporary review.
Chest 2019; 155: 595-604.
Stawicki SP. Trends in nonoperative management of traumatic injuries - a synopsis. Int J
Crit Illn Inj Sci 2017; 7: 38-57.
Wang C, Chen S, Tang F and Shen B. Metachronous renal vein and artery injure after percutaneous nephrostolithotomy. BMC Urol 2013;
13: 69.
Li H, Wu LM, Kong XB, Hou Y, Zhao R, Li HY and
Zhang HL. Reversible tetraplegia after percutaneous nephrostolithotomy and septic shock: a
case of critical illness polyneuropathy and myopathy with acute onset and complete recovery. BMC Nephrol 2013; 14: 36.
Fu W, Yang Z, Xie Z and Yan H. Intravenous misplacement of the nephrostomy catheter following percutaneous nephrostolithotomy: two
case reports and literature review. BMC Urol
2017; 17: 43.

Int J Clin Exp Med 2020;13(6):4451-4455

