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 34 yr old male with no PMH presents as a trauma code s/p 
GSW to the mandible and right chest 

 On physical exam 
 GCS 15 
 BP 130s/60s, 110s 
 Decreased breath sounds on the right, single bullet hole in 

the 2nd intercostal space in mid clavicular line 
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 Pt becomes hypotensive 70s/40s and tachycardic 140s 
 Pt is intubated, Femoral cordis placed 
 Right chest tube placed 
 Foley catheter placed 
 2 L of crystalloid infused via level I 
 Packed RBCs transfused 
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 Pt responds to transfusion 
 200ml of blood is drained 
 Post CT CXR taken shows significant hemothorax 
 2nd chest tube is placed 
 Total 500 ml of blood drained 
 Pt taken to CT scan to determine trajectory of GSW 
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 Despite adequate placement of chest tube, there is 
significant retained hemothorax, BP remains 130s/60s, with 
HR in 130s 

 CT surgery is consulted 
 Pt taken to the OR for Right Thoracotomy and 

Debridement of mandible fracture 
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 Injury noted to the pulmonary artery, 2.5L  of blood 
evacuated 

 Unable to maintain vascular control with suture repair 
 BP drops to 70s/30s, O2 saturation drops to 80s 
 Pneumonectomy performed 
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 POD#1 Bronchoscopy- bronchial stump intact, TTE 
showed Grade I diastolic dysfunction, pulmonary artery 
pressure 24mmHg 

 POD#3 Chest tube removed 
 POD#5 Pt had percutaneous tracheostomy placed 
 POD#7 Mandible ext-fix with maxillary internal fixation, pt 

on trach collar 
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 POD#7-18 pt was treated with IV antibiotics for 
pneumonia,  started on pureed diet 

 POD#18-20 pt transferred to the floor and discharged home 
with VNS  
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 Shock or arrest with correctable intra-thoracic lesion 
 High chest tube output. Initial output of 1500ml or 200ml 

per hour for initial 4 hrs 
 Persistent (large) air leak 
 Air embolism 

Indications for 
Thoracotomy 
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Correlation between mortality and total chest tube output before thoracotomy. The mean (± SD) total output 
before thoracotomy was 1627 ± 945 mL. The mean (± SD) time to thoracotomy was 2.4 ± 5.4 hours. Risk for 
death is a  logarithmic scale based on the assumption that risk for death at 250 mL is 1 
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Grade[a] Injury Type Description[b] 
I Contusion Unilateral, <1 lobe 

II Contusion Unilateral, single lobe 

Laceration Simple pneumothorax 

III Contusion Unilateral, >1 lobe 
Laceration Persistent (>72 hours), air leak 

from distal airway 

Hematoma Nonexpanding 
intraparenchymal 

IV Laceration Major (segmental or lobar) air 
leak 

Hematoma Expanding intraparenchymal 

Vascular Primary branch intrapulmonary 
vessel disruption 

V Vascular Hilar vessel disruption 

VI Vascular Total, uncontained transection of 
pulmonary hilum 
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 Suture pneumorraphy 
 Stapled pulmonary tractotomy 
 Non anatomical wedge resection 
 Pulmonary hilar twist 
 Lobectomy 
 Pneumonectomy 
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 Most chest trauma can be managed with chest tubes 
 The more lung tissue resected the higher the mortality and 

morbidity 
 Early mortality post pneumonectomy results from right 

heart failure  
 Pneumonectomy can be a viable option 

Conclusion 
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 21 yr old male with GSW to the right chest. First wound is 
2cm lateral to the right nipple. Second wound is at the tip of 
the right scapula. VS are HR 126, SBP 88. A right sided chest 
tube is placed. 1200ml of blood is drained. 2L of crystalloid 
is given. His total chest output 2 hours later is 2300ml. What 
is your next step in management? 
 

 A.Chest CT 
 B. Check CBC 
 C. Thoracotomy 
 D. Check ABG 
 Admission to ICU for cardiac and pulse ox monitoring 
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 A 30 yr old male suffers a stab wound to the right chest, 3 
cm inferior to the middle portion of the clavicle. 
Paramedics reported a weakly palpable pulse 5 min earlier 
in the ambulance. On admission no pulses are present, his 
pupils are reactive. What is the initial surgical approach? 
 

 A. Median Sternotomy 
 B. Right Clavicular Incision 
 C. Right anterolateral thoracotomy 
 D. Right posterolateral thoracotomy 
 E. Left anterolateral thoracotomy 
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