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BRONCHIAL FRACTURE FOLLOWING BLUNT CHEST TRAUMA*
J. F. HITCHCOCK, M.B., CH.B., M.MED. (SURG.), Department of Cardiolhoracic SlIrger.\", Croote Schllllr Hospilal,

Cape Town

Fractures of the trachea or major bronchi are becoming
increasingly common. in particu:ar fractures of one or
other bronchus. Between 1848 and 1948 only 61 cases
were reported and another 94 cases were reported in the
following 10 years.' Hoed and Sloan' in 1959, in a com­
prehensive review of the world literature. found only 18
reports of traumatic tracheal rupture. Nevertheless, frac­
tures of bronchi following blunt chest trauma are still
rare enough to warrant single case reports.

CASE REPORTS

Case 1
A 9-year-old Coloured boy was admitted to hospital

after having sustained severe injuries in a motor
vehicle accident. On admission he was shocked and only
partly conscious. The following injuries were diagnosed:

(a) A closed head injury-no skull fractures.
(b) A right-sided tension pneumothorax with rib frac­

tures, from the second to the eighth rib. He also
had gross surgical emphysema.

(c) Closed fracture mid-shaft right femur.
(d) Closed fracture mid-shaft right tibia and fibula.
(e) Compound fracture mid-shaft right humerus.
(f) Closed fractures of the right radius and ulna at the

distal quarter.
He was resuscitated actively by blood transfusions and

by the introduction of an underwater drainage tube into
the right chest. The fractures were splinted. He showed
immediate response and his level of consciousness im­
proved over the days to normality.

The air leak from the lung continued, and after a week
the diagnosis of lacerated lung was revised. He was then
transferred to Red Cross War Memorial Children's Hos­
pital and taken to theatre. Bronchoscopy proved beyond
doubt the presence of a ruptured middle lobe bronchus.
A right thoracotomy was performed and the right middle
lobe bronchus, which was almost completely torn off the
right intermediate bronchus, sutured back i:1to place, using
interrupted 3-0 black silk sutures.

Ten days later the thoracotomy sutures were removed
and the patient was fit enough to be transferred back to
the orthopaedic wards at Groote Schuur Hospital.

He was seen again 6 months after discharge from the
hospital, completely fit and with no chest signs or symp­
toms.

Case 2
A l6-year-old Bantu girl was also the victim of a motor

vehicle accident. She was admitted with dyspnoea and
was only slightly grazed on the left cheek. Chest X-ray re­
vealed a pneumothorax on the left (Fig. 1).

An underwater drainage tube was inserted. Fractured
bronchus was suspected due to the air leak and the lack of
subsequent expansion of the lung (Fig. 2). Consent for
operation could only be obtained 3 days later. Broncho­
scopy confirmed the diagnosis. At thoracotomy there was
an oblique fracture of the left main bronchus, the two
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Fig. 1. Chest X-rayon admission showing left-sided
pneumothorax and an intact thoracic cage.

Fig. 2. Complete collapse of the left lung with no expansion
even after a high-volume suction machine was used. The
intercostal underwater drainage tube can be seen.
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fascia' also suggests the diagnosis of rupture of a bron­
chus.

Complications
If the patient survives and treatment is not prompt,

three main complications may be expected.
Atelectasis. The effects of atelectasis after successful

bronchial anastomosis have been studied by Mahaffey
et al.s Findings such as may be encountered in a right­
to-left shunt are reported. They also noted a lower vital
capacity, decreased oxygen uptake and a decreased pul­
monary compliance.

Bronchial stenosis. There is no uniformity of thought
as to the frequency with which stenosis will result from
an untreated fractured bronchus.",,5,7,9-11

Pulmonary sepsis. This is the most severe complication.
Although Drapanas et al.'· report a case of complete
reversal of bronchiectasis after re-anastomosing the two
bronchial ends, it is felt that this is the exception rather
than the rule. Coxatto and Lanari," in their study of the
pathogenesis of bronchiectasis, feel that where there is
complete obstruction to the distal bronchus, bronchial
secretion will cease before irreparable damage has been
done because of a pressure build-up due to bronchial
secretions.

Mahaffey et al.' reported a case of complete recovery
after anastomosis was done, where only a sterile gelati­
nous plug was aspirated from the distal segment. If, how-

ever, secondary infection develops, permanent damage is
almost inevitable. This unhappy finding occurs in about
25% of cases, mostly those where the obstruction is in­
complete.13

Treatment
Although cases of successful repair of ruptured bronchi

have been reported as long as 11 years after the fracture
had occurred," the treatment of choice is immediate re­
anastomosis of the fracture, or suturing of the laceration
with interrupted black silk or wire sutures.

SUMMARY
Two cases of fractured bronchi which have been successfully
treated have been reported. Traumatic fractures of the bronchi
following blunt chest trauma have been discussed in general
and the importance of early repair to prevent stenosis and/or
permanent lung damage has been stressed again.

REFERENCES
1. Burke, J. F. (1962): J. Amer. Med. Assoc., 181, 683.
2. Hood, R. M. and Sloan, H. E. (1959): 1. Thorac. Cardiovasc. Surg.,

38, 458.
3. Krinitsky, S. t. (1927): Virchows Arch. path. Anal., 266, 815.
4. Griffith, J. L. (1949): Thorax, 4, 105.
5. Ballershy, J. S. and Jilman, J. W. (1964): Arch. Surg., 88, 644.
6. Marchand, P. (195t): Thorax, 6, 359.
7. Adarns, W. E. (1966): J. Amer. Med. Assoc., 198, 299.
8. MahafIey. D. E., Oscar, C. jnr, Hollis, G. B. and DeBakey, M. E.

(1956): J. Thorac. Surg., 32, 312.
9. Winter, B. and Baum, R. (1968): J. Amer. Med. Assoc., 206, 370.

10. Drapanas, T., Siewers, R. and Feist, J. H. (1966): New Engl. J. Med.,
275, 917.

11. Ozonoff, M. B. (1964): Calif. Med.. 100. 14.
12. Coxatta, O. C. and Lanari, A. (1954): J. Thorac. SUTg., 27, 5t4.
13. Reynolds, J. and Christensen, E. E. (1968): Tex. SI. J. Med., 64,50.

PORPHYRIA IN HODGKIN'S DISEASE*
H. C. FALKSON, M.D., Department of Cancer Chemotherapy, E. J. SCHULZ, M.MED. (DERM.), Department of

Dermatology, AND GEOFFREY FALKSON, M.D., Department of Cancer Chemotherapy, H. F. Verwoerd Hospital and
University of Pretoria, Pretoria

Varied and perplexing skin lesions are found in the
course of Hodgkin's disease. A survey of the world
literature shows that 20 - 50% of patients have significant
complaints referable to the skin; no cases with concomi­
tant porphyria have as yet been reported.

Although porphyrin was referred to and described as
far back as the last century'" and the term porphyria was
first used by Waldenstrom' more than 30 years ago, many
aspects of this enigmatic condition still await clarification.
Indeed, even the classification of porphyrias must await
more knowledge regarding their inter-relationships, and
is constantly being revised. The most useful current
cIassificati0n is shown in Table I!

The following case report draws attention to a hitherto
unpublished concomitant metabolic disorder occurring
during the course of Hodgkin's dis::ase.

CASE REPORT
A 39-year-old diamond cutter was referred to our clinic
with the diagnosis of Hodgkin's disease of mixed cell
type (Luke's classification). Biopsies were performed on
an enlarged lymph gland in the left inguinal area and
kin from the pubic area. About 4 months previously he
starte~ complaining of pruritus, weight loss, fever and
sweatmg.

When the patient was first seen in our clinic he was
'Date received: 28 August 1970.

TABLE 1. CLASSIFlCAHON OF PORPHYRtAS (1970)'

1. Erythropoietic porphyria
(a) recessive (classical congenital porphyria)
(b) dominant (porphyria erychropoiecica et hepacica or­

erythropoietic protoporphyria or coproporphyria)
2. Acute intermittent porphyria

(a) manifest
(b) latent

3. Hepatic cutaneous porphyria
(a) hereditary

(i) porphyria cutanea tarda or protocoproporphyria
(ii) mixed porphyria

(iii) variegate porphyria
(b) acquired

(i) symptomatic porphyria cutanea tarda
(ii) Bantu porphyria
(iii) hexachlorobenzene porphyria
(iv) griseofulvin porphyria
(v) porphyria of hepatic adenoma

4. Experimental porphyria

found to be very ill with a deep jaundice, severe nausea..
and pain over the right hypochondrium and lower back.
He further complained of loss of appetite and a moderate
'dead feeling' of all fingers. Examination showed hilateral
multiple enlarged lymph glands of the groins as well as
a large, hard swelling of the anterior pubic area, and
hepatomegaly. A severe ichthyosis of the whole body
was present.

The following laboratory results were obtained at this.


