
Traumatic Pneumothorax Traumatic pneumothoraces can result
from both penetrating and nonpenetrating chest trauma. Traumatic
pneumothoraces should be treated with tube thoracostomy unless
they are very small. If a hemopneumothorax is present, one chest
tube should be placed in the superior part of the hemithorax to
evacuate the air and another should be placed in the inferior part of
the hemithorax to remove the blood. Iatrogenic pneumothorax is a
type of traumatic pneumothorax that is becoming more common.
The leading causes are transthoracic needle aspiration,
thoracentesis, and the insertion of central intravenous catheters.
Most can be managed with supplemental oxygen or aspiration, but if
these measures are unsuccessful, a tube thoracostomy should be
performed.

Tension Pneumothorax This condition usually occurs during
mechanical ventilation or resuscitative efforts. The positive pleural
pressure is life-threatening both because ventilation is severely
compromised and because the positive pressure is transmitted to the
mediastinum, resulting in decreased venous return to the heart and
reduced cardiac output.

Difficulty in ventilation during resuscitation or high peak
inspiratory pressures during mechanical ventilation strongly suggest
the diagnosis. The diagnosis is made by physical examination
showing an enlarged hemithorax with no breath sounds,
hyperresonance to percussion, and shift of the mediastinum to the
contralateral side. Tension pneumothorax must be treated as a
medical emergency. If the tension in the pleural space is not
relieved, the patient is likely to die from inadequate cardiac output or
marked hypoxemia. A large-bore needle should be inserted into the
pleural space through the second anterior intercostal space. If large
amounts of gas escape from the needle after insertion, the diagnosis
is confirmed. The needle should be left in place until a thoracostomy
tube can be inserted.
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