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RESUMO

Mega ACC, Encinas JMM, Blanco NP, Martins TM - Pneumoté-
rax Hipertensivo na Sala de Recuperagao Pds-Anestésica. Re-
lato de Caso

JUSTIFICATIVA E OBJETIVOS: H& 100% de prevaléncia de
pneumotorax nos casos de trauma penetrante toracico, sendo
que o pneumotoérax hipertensivo pode ser desencadeado, en-
tre outras causas, por uma lesdo pulmonar nao diagnosticada
inicialmente, ou associado a ventilagdo mecéanica,
apresentando alta taxa de mortalidade. O objetivo deste relato
é apresentar um caso de pneumotdrax hipertensivo
diagnosticado na Sala de Recuperagdo Pds-Anestésica
(SRPA).

RELATO DO CASO: Paciente do sexo masculino, 34 anos,
estado fisico ASA | E, vitima de lesbes por arma de fogo. Foi
submetido a laparotomia exploradora e exploragdo de artéria e
veia femorais a direita, sob anestesia geral balanceada com
indugdo em sequiéncia rapida, com estabilidade hemodindmica
durante todo o procedimento cirurgico. Na SRPA, apresentou
instabilidade hemodindmica, com insuficiéncia respiratoria,
sudorese, taquicardia e hipertensdo arterial. A tomografia
computadorizada de térax evidenciou hemopneumotérax a
direita, sendo imediatamente drenado. Foi transferido para o
Centro de Terapia Intensiva, apresentando melhora
progressiva do quadro, com alta hospitalar, sem seqlielas,
apos 22 dias.

CONCLUSOES: O pneumotérax hipertensivo é uma doenga
letal que pode ser facilmente reconhecida através dos exames
clinico e radiolégico; devendo ser sempre suspeitado na
presenga de traumatismo toracico, e neste caso, deve-se
realizar imediatamente a drenagem de térax antes da
ventilagdo mecénica e de procedimentos cirtrgicos.

Unitermos: CIRURGIA, Trauma; COMPLICACOES:
pneumotdrax

SUMMARY
Mega ACC, Encinas JMM, Blanco NP, Martins TM - Tension
Pneumothorax in Post-Anesthetic Care Unit. Case Report

BACKGROUND AND OBJECTIVES: The incidence of
pneumothorax after penetrating chest trauma is 100%. Tension
pneumothorax, a high mortality rate condition, may be trig-
gered, among other causes, by pulmonary injury not previously
identified, and may also be associated to mechanical ventila-
tion. This report presents a case of tension pneumothorax diag-
nosed in the Post-Anesthetic Care Unit (PACU).

CASE REPORYT: A 34-year-old black male patient, physical sta-
tus ASA | E, victim of gunshot wound was submitted to
explorative laparotomy and right femoral artery and vein explo-
ration under general balanced anesthesia with rapid sequence
induction. The patient kept hemodynamically stable throughout
the procedure. However, in the PACU patient presented
hemodynamic instability with respiratory failure, sweating,
tachycardia and hypertension. Chest CT-scan revealed right
hemopneumothorax, which was immediately drained. Patient
was then transferred to the Intensive Care Unit, where he pro-
gressively improved to be discharged from the hospital 22 days
later, without sequelae.

CONCLUSIONS: Tension pneumothorax is a fatal condition
which may be easily identified through clinical and radiological
evaluations. It should be always suspected in the presence of
chest trauma and, in this case, immediate chest drainage
should be performed prior to mechanical ventilation or any sur-
gical procedure.

Key Words: COMPLICATIONS: pneumothorax; SURGERY,
Trauma

INTRODUGAO

As complicagbes pulmonares do pds-operatorio ainda
sdo problemas significativos na pratica anestésico-ci-
rargica, pois estdo associadas a maior permanéncia hospi-
talar '. As complicagdes decorrentes da anestesia
apresentam indice de morbiletalidade de 7,6% a 10,6% du-
rante o ato operatorio, e de 3,1% a 5,9% na sala de recupe-
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racdo pos-anestésica (SRPA) % podendo ser diretamente
relacionadas & anestesia ou secundariamente a ela °.
Pacientes vitimas de trauma podem vir a apresentar compli-
cagdes inerentes ao proprio trauma ou desencadeadas pela
interacao entre deterioragdes agudas do estado fisico, com
instalagdoimediata ou tardia, e manifestagées agudas ouin-
sidiosas*. Portanto, & provavel que existam lesdes ndo diag-
nosticadas na abordagem inicial resultando em complica-
¢des intra ou pos-operatérias importantes. Pode-se diag-
nosticarna SRPA, cerca de 90% de lesdes significativas ndo
diagnosticadas anteriormente °. A analise destas complica-
¢Oes deve ser criteriosa para que elas ndo sejam confundi-
das com complicagdes anestésicas 3,

O pneumotoérax € o acumulo de ar entre as pleuras parietal e
visceral, levando ao aumento da pressao intratoracica, com
colapso do tecido pulmonar ipsilateral, resultando em grave
anormalidade da relagéo ventilagao-perfuséo, redugéo da
capacidade vital, do volume-minuto e do retorno venoso, le-
vando a hipoxia por aumento do shunt pulmonar °”.

681



MEGA, ENCINAS, BLANCO E COL

Opneumotéraxhipertensivo desenvolve-se apartirdaentra-
dadearnoespago pleural através de umavalvula unidirecio-
nal no pulmé&o ou parede toracica. Consequentemente, a
pressao interpleural aumenta de forma progressiva, cola-
bandoopulméoipisilateraledeslocandoomediastinoeatra-
quéia contralateralmente, comprimindo o pulmé&o sadio e re-
duzindo oretornovenoso e o débito cardiaco, comrapidade-
terioragao dos sinais vitais. Um pneumotdérax simples pode
se transformar em hipertensivo quando é instituida a ventila-
¢80 mecanica com pressao positiva *°7.

Apossibilidade de pneumotdrax sempre deve serconsidera-
da apds acesso venoso central, bloqueio de plexo braquial,
bloqueio intercostal, fratura de costelas, traqueostomias,
nefrectomias e outros procedimentos retroperitoneais ou in-
tra-abdominais, laparoscopias, e apos trauma pulmonar fe-
chadooupenetrante; sendo que neste caso apresenta 100%
de prevaléncia 8.

O objetivo deste relato é apresentar um caso de pneumoto-
rax hipertensivo diagnosticado na SRPA em paciente vitima
de lesdes por arma de fogo na regido supramandibular es-
querda e regiao inguinal direita.

RELATO DO CASO

Paciente do sexo masculino, 34 anos, negro, 90 kg, 190 cm,
estadofisico ASAIE, vitima deles&o porarma de fogo nare-
giao supramandibular esquerda e regiao inguinal direita;
submetido alaparotomiacomexploragao cirdrgicade artéria
e veia femoral direita, sem diagnosticar lesdes de vasos
femorais e/ou de visceras abdominais.

Na avaliagao pré-operatoria encontrava-se lucido e orienta-
do, sudoréico, normocorado, acianético, eupnéico, hidrata-
do, com pulsos periféricos cheios e enchimento capilar satis-
fatério. Apresentava-se hemodinamicamente estavel, com
PA130x90 mmHg, freqiéncia cardiaca de 90 bpm e satura-
¢ao arterial de oxigénio 96%. Nao havia nenhum exame
laboratorial ou radiolégico.

A monitorizagdo constou de eletrocardioscopia continua,
pressao arterial ndo-invasiva, capnometria, capnografia e
débito urinario. Foram puncionadas duas veias periféricas
comcatetervenoso 16G einiciada hidratagdo comsolugdode
Ringer com lactato. Optou-se por técnica anestésica geral
balanceada, com indugdo em seqléncia rapida. Apos
pré-oxigenagao, foi iniciada indugéo venosa com 150 ug de
fentanil, pré-curarizagdo com 5 mg de atracurio, 150 mg de
propofol e 100 mg de succinilcolina. Foi realizada manobra
de Sellick, apés aperdadoreflexociliar, e procedidaaintuba-
¢ao orotraqueal com tubo 8,5 mm com balonete na primeira
tentativa. Amanutengao daanestesiafoifeitacomenflurano,
atracurio e fentanil. A ventilagao foi controlada mecanica-
mente com os seguintes parametros: VC 750 ml, FR 12irpm,
relacaol:Ede 1:2, FAG de 21 com oxigénioa 100%. N&o hou-
ve instabilidade hemodinamica, nem necessidade de hemo-
transfusao durante todo o procedimento cirurgico. Ao térmi-
no da cirurgia foi revertido o bloqueio neuromuscular com 1
mg de atropina e 2 mg de neostigmina, observando-se a pre-
senca de sangue vivo no tubo orotraqueal durante a aspira-
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¢ao das vias aéreas. Optou-se entdo por manter o paciente
sob intubagao traqueal, sedado e com bloqueio neuromus-
cular.

Ao ser admitido na SRPA, foi instalada protese ventilatoria
com Narcolog em sistema circular com absorvedor de CO5,
canisterduplo,comVC750ml,FR12irpm, relacdol:Ede1:2
comFAGde2leFiO,de 1,0 e monitorizadocom ECG, oxime-
tria de pulso e presséao arterial nao-invasiva. Apos 40 minu-
tos, comecgou a apresentar diminuigao da saturacao arterial
de oxigénio (94%-90%), sudorese, taquicardia, hipertensao
arterial (150 x 90 mmHg) e presséo inspiratéria acima de 40
cmH,0. A ausculta pulmonar apresentava diminui¢do do
murmurio vesicular a direita e crepitagdo em ambas as ba-
ses; sendo solicitada radiografia de téorax em AP, no leito.
Houverapidaevolugdo do quadrocom piorada hipoxia antes
da realizagdo da radiografia. Resolveu-se transportar
imediatamente o paciente para o Setor de Imagens.
Durante o transporte a monitorizagéao foi feita por oximetria
de pulso e freqiiéncia cardiaca, e a ventilagdo, com oxigénio
a100%, 10 I.min'1, em sistemaaberto comvalvulade Ruben.
Houve piora progressiva do quadro clinico, com sudoresein-
tensa, taquicardia, aumento daresisténcia davia aérea (difi-
culdade de ventilagdo), saida de secregédo sanguinolenta
pelotuboorotraqueal e saturagdo de oxihemoglobinaem tor-
no de 70% a 60%. A tomografia computadorizada de térax
evidenciou hemopneumotdrax extenso a direita, com desvio
do mediastino contralateral, e projétil localizado na gordura
infra-hepatica (Figuras 1A e 1B). Foirealizada imediata dre-
nagem do hemitérax direito, com saida de grande
quantidade de are 100 ml de sangue. Logo apds, o paciente
foi transferido para a Unidade de Terapia Intensiva.
Aoseradmitidono CTl, o paciente apresentavainstabilidade
hemodinamica, hipoxia, hipercarbia e choque hipovolémico.
Houve melhora do quadro com reposigao volémica com cris-
taldides e duas unidades de concentrado de heméacias, e
ventilagdo mecanica com aparelho Bird® (FiO, 0,6, 14 irpm,
PEEP de 5 cmH;0). Dreno de térax mostrou drenagem infe-
riora 70 ml.h™", ndo necessitando de nova intervencéo cirur-

Figura 1A - Tomografia Computadorizada de Térax
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Figura 1B - Tomografia Computadorizada de Térax Perfil

gica. Houve melhora progressiva e, apos 22 dias, o paciente
obteve alta hospitalar sem sequelas.

DISCUSSAO

O caso mostra a evolugao de uma complicagao respiratéria
na SRPA, desencadeada pela associagao entre leséo pul-
monar aguda por projétil de arma de fogo, ndo diagnosticada
na avaliagdo inicial, e ventilagdo mecanica com pressao po-
sitiva, desencadeando quadro de pneumotorax hipertensi-
vo, comprovando que ha risco aumentado de complicagdes
pos-operatorias nos casos de lesdes ndo diagnosticadas
previamente °.

Ainsuficiéncia respiratoria na SRPA costuma ser do tipo hi-
poxémico-hipercarbica, de causa ventilatéria. A hipoxia
ocorre por hipoventilagéo e/ou aumento do shunt pulmonar
direito-esquerdo, com alteragéo da relagao ventilagao-per-
fusdo, como se pode observarno pneumotérax hipertensivo.
Porém, ahipdxia pode serde dificil reconhecimento em paci-
entes graves, pois os sinais/sintomas podem estar mascara-
dos ou ser imputados a outras causas °. Acianose ndo € um
bom indice de avaliagédo do grau de hipdxia, pois € necessa-
rio que a saturagao de oxihemoglobina atinja valores abaixo
de 75% para setornarevidente“.Agasometria arterialirade-
monstrar sinais de faléncia respiratéria, hipdxia e hipercar-
bia, porém o oximetro de pulso associado ao exame clinicoe
ahistériaémelhor,emtermosdediagnésticoE‘J'g.Opneumo-
téraxndoproduzsintomas graves,amenos que comprometa
mais de 40% do volume pulmonar, ou ocorra em paciente
com pneumopatia preexistente; ou ainda, que sejaum pneu-
motorax hipertensivo ’.

O pneumotérax hipertensivo pode estar presente em 50%
dos casos de hemotérax com historia clinica de trauma (con-
tundente ou penetrante de térax), dispnéia, cianose, agita-
¢éo, taquicardia, diaforese, distensdo de veiajugular, desvio
de traquéia e mediastino contralateral °. Geralmente ha con-
comitancia entre pneumotoérax e hemotoérax; sendo que o he-
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motéraxocorre em 70% dos casos de grandes les6es pulmo-
nares, e para ser visivel radiologicamente, precisa haver
acumulo de mais de 500 ml ou 20% de comprometimento do
volume pulmonar. A tomografia computadorizada € melhor
para confirmar o diagnostico ®’. O sangramento pode ser
proveniente de vasos do parénquima pulmonar, ou de vasos
intercostais, subclavia, ou outros grandes vasos, levando a
hipovolemia, diminuicdo dos sons pulmonares, desvio de
traquéia e mediastino. Em 80% dos casos de hemotdrax néao
hanecessidade de intervencao cirtirgica’, sendo a toracoto-
mia ou videotoracotomiaindicada apenas napresengade hi-
potensao arterial persistente a reposi¢céo volémica, sangra-
mento superior a 300 ml.h™" por quatro horas, hemorragia
macic¢a continua maior que 2000 ml e hemotdrax a esquerda
com alargamento de mediastino '°.

Entre as varias causas de alteragdes ventilatérias apés o trau-
ma, o pneumotadrax hipertensivo é extremamente grave, po-
dendo levar ao 6bito, sendo considerado urgéncia cirurgica.
Uma vez diagnosticado, ndo importando sua extenséo, de-
vera ser tratado com drenagem de térax previamente a intu-
bagao orotraqueal e ventilagdo com press&o positiva >°>”.
Conclui-se entado que a avaliagdo clinica do paciente vitima
de trauma é de extrema importancia quanto a evolugéo e
prognostico, deve-se levarem consideragao a possibilidade
de lesbes ocultas, que podem ser letais.

Tension Pneumothorax in Post-Anesthetic
Care Unit. Case Report

Ana Claudia Chiaratti Mega, M.D.; José Mario Mangaravite
Encinas, M.D.; Natasha Pinheiro Blanco, M.D.; Tatiane Mury
Martins, M.D.

INTRODUCTION

Postoperative pulmonary complications are still significant
anesthetic-surgical problems because they are associated
to longer hospital stay '. Anesthesia-related complications
have a morbidity/mortality rate of 7.6% to 10.6% during sur-
gery, and of 3.1% to 5.9% in the post-anesthetic care unit
(PACU)?, which may be directly related to anesthesia or sec-
ondary to it °.

Trauma patients may present complications inherent to the
trauma itself or triggered by the interaction of early or late
acute physical status deteriorations and acute or insidious
manifestations *. So, there might be non-diagnosed injuries
during initial evaluation resulting in major intra or postopera-
tive complications. Approximately 90% of significant injuries
not previously identified may be diagnosed in the PACU °.
Such complications should be judiciously analyzed not to be
mistaken by anesthetic complications 5,

Pneumothoraxis the build up of air between parietal and vis-
ceral pleurae, leading to increased intrathoracic pressure
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and ipsilateral pulmonary tissue collapse, resulting in severe
ventilation-perfusion ratio abnormality, decreased vital ca-
pacity, minute volume and venous return, which lead to
hypoxia by pulmonary shunt increase ®7.

Tension pneumothorax is developed when the air gets to the
pleural space through a unidirectional valve in the lung or
chest wall. As a consequence, interpleural pressure is pro-
gressively increased, collapsing ipsilateral lung and
contralaterally displacing mediastinum and trachea. The
healthy lung is also compressed. Venous return and cardiac
output suffer great decrease, with rapid deterioration of vital
signs. A simple pneumothorax may become tension
pneumothorax when positive pressure mechanical ventila-
tion is installed *%7.

Pneumothorax should always be considered after central ve-
nous access, brachial plexus block, intercostal block, frac-
tured rib, tracheostomies, nephrectomies and other
retroperitoneal or intra-abdominal procedures,
laparoscopies and after closed or penetrating lung trauma. In
the latter, its incidence is 100% 8.

This report aimed at presenting a case of tension
pneumothorax diagnosed in the PACU in a patient with gun-
shot wound in the left supramandibular and right inguinal re-
gions.

CASE REPORT

A34-year-old black male patient, 90 kg, 190 cm, physical sta-
tus ASA | E, victim of gunshot injuries in the left
supramandibularandrightinguinalregions, was submitted to
laparotomy with surgical exploration of right femoral artery
and vein, where no femoral vessels and/or abdominal
viscerae injuries were found.

At preanesthetic evaluation, patient was lucid, oriented,
sweating, normally rosy, acyanotic, eupneic, hydrated, with
full peripheral pulses and satisfactory capillaryfilling. He was
hemodynamically stable, with BP 130 x 90 mmHg, heart rate
90 bpm and 96% arterial oxygen saturation. There were no
lab or radiological tests at this time.

Monitoring consisted of continuous ECG, noninvasive blood
pressure measurement, capnometry, capnography and uri-
nary output. Two peripheral veins were punctured with 16G
venous catheter and hydration was started with lactated
Ringer’s solution.

We decided for general balanced anesthesia with rapid se-
quence induction. After pre-oxygenation, intravenous induc-
tion was started with 150 pg fentanyl, pre-curarization with 5
mg atracurium, 150 mg propofoland 100 mg succinylcholine.
Sellick’s maneuver was performed after loss of ciliary reflex
and tracheal intubation was achieved in the first attempt with
8.5 mm cuffed tube.

Anesthesia was maintained with enflurane, atracurium and
fentanyl. Ventilation was mechanically controlled with the fol-
lowing parameters: TV750mL,RR12irpm, l:Eratio 1:2and 2
| of FAG with 100% oxygen. There was no hemodynamic in-
stability or the need for blood transfusion throughout the sur-
gery. At surgery completion, neuromuscular block was re-
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versed with 1 mgatropineand 2 mgneostigmine. Atthis point,
blood was observed in the tracheal tube during airways aspi-
ration. We then decided to keep the patient with the tracheal
tube, sedated and under neuromuscular block.

At PACU admission, ventilatory prosthesis with Narcolog in
circle system was installed with double canister CO, ab-
sorber, 750mLTV,RR12irpm, l:Eratio 1:2,2IFAGand 100%
FiO,. Monitoring consisted of ECG, pulse oximetry and
noninvasive blood pressure. Forty minutes later, patient pre-
sented decreased arterial oxygen saturation (94%-90%),
sweating, tachycardia, hypertension (150 x 90 mmHg) and
inspiratory pressure above 40 cmH,;O. Pulmonary
auscultation showed decreased left murmur and crepitation
in both bases; chest X-ray in AP in bed was then requested.
Situation has rapidly deteriorated, with worsening of hypoxia
before X-ray. Patientwas thenimmediately transferred to the
Imaging Sector.

During transportation, patient was monitored with pulse
oximetry and heart rate. Ventilation was performed with
100% oxygen, 10 L.min™" in an open system with Ruben’s
valve. There was a progressive worsening of symptoms, with
intense sweating, tachycardia, increased airway resistance
(difficult ventilation), bloody secretion thru the tracheal tube
and oxygen hemoglobin saturation of approximately 70% to
60%. Chest CT-scan has revealed extensive right
hemopneumothorax with contralateral mediastinum dis-
placementandabulletlocatedininfra-hepaticfat(Figures 1A
and 1B). Righ hemithorax was immediately drained with re-
moval of large amounts of air and 100 mL blood. Soon after,
patient was transferred to the Intensive Care Unit.

At ICU admission, patient presented hemodynamic instabil-
ity, hypoxia, hypercabia and hypovolemic shock. Situation
hasimproved after volume replacementwith crystalloids and
2 units ofred cells concentrate, as wellas mechanical ventila-
tion with Bird® device (FiO, 0.6, 14 irpm, PEEP 5 cmH,0).
Chest drain showed drainage below 70 mL.h™", with no need
for further surgery. There was then a progressive improve-

Figure 1A - Chest CT-Scan
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Figure 1B - Profile Chest CT-Scan

ment of patient’s clinical condition, and he was discharged
from the hospital 22 days later, without sequelae.

DISCUSSION

This case shows the evolution ofarespiratory complicationin
the PACU triggered by the association between a gunshot
lunginjury notdiagnosed in the initial evaluation and positive
pressure mechanical ventilation, leading to tension
pneumothorax development, which reinforces the increased
risk of postoperative complications with injuries not previ-
ously detected °.

Respiratory failure in the PACU tends to be
hypoxemic-hypercabic and of ventilatory origin. Hypoxia is
caused by hypoventilation and/or increased right-left pulmo-
nary shunt, withchangesinventilation-perfusionratio,ascan
be seen during tension pneumothorax. Hypoxia, however,
may be difficult to identify in severely ill patients, because
signs/symptoms may be masked or related to othercauses®.
Cyanosisis notagood evaluationindex for hypoxiabecause,
to become apparent, it requires oxygen hemoglobin satura-
tiontofallbelow75%*. Arterial blood gases analysis will show
signs of respiratory failure, hypoxia and hypercarbia. How-
ever, pulse oximetry associated to clinical evaluation and his-
toryis betterin diagnostic terms >"°. Pneumothorax does not
produce severe symptoms unless itinvolves more than 40%
of pulmonary volume or it occurs in a patient with preexisting
pneumopathy, as well as if it becomes hypertensive 7
Tension pneumothorax may be present in 50% of
hemothorax cases with clinical history of contusing or pene-
tratingchesttrauma, dyspnea, cyanosis, agitation, tachycar-
dia, diaphoresis, jugular vein distension, trachea and
contralateral mediastinum displacement °. Usually,
pneumothorax and hemothorax are concomitant.
Hemothorax is present in 70% of major pulmonary injuries,
and to be radiologically visible, there must be more than 500
mL build up or 20% pulmonary volume involvement.
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CT-scan is the best way to confirm diagnosis . Bleeding
may come from pulmonary parenchymavessels orfrominter-
costal, subclavian or other major vessels, leading to
hypovolemia, decreased pulmonary sounds, as well as tra-
chea and mediastinum displacement. No surgery is needed
in 80% of cases of hemothorax ’, being thoracotomy or
videothoracotomy indicated only in the presence of
hypotension persistent to volume replacement, bleeding
above 300 mL.h™" for four hours, continuous massive hemor-
rhage above 2000 mL and left hemothorax with mediastinum
widening '°.

Among different post-trauma ventilatory changes, tension
pneumothorax is extremely severe, may lead to death and is
considered a surgical urgency. Once diagnosed, regardless
of its extension, it should be treated with chest drainage be-
foretrachealintubation and positive pressure ventilation*°”.
The conclusion then is that clinical evaluation of trauma pa-
tients is of paramount importance for evolution and progno-
sis, and the possibility of hidden, potentially fatal injuries,
should be taken into consideration.
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RESUMEN

Mega ACC, Encinas JMM, Blanco NP, Martins TM - Pneumoto-
rax Hipertensivo en la Sala de Recuperacién Pos-Anestésica.
Relato de Caso

JUSTIFICATIVA Y OBJETIVOS: Hay 100% de prevalencia de
pneumotorax en los casos de trauma penetrante toracico,
siendo que el pneumotérax hipertensivo puede ser
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desencadenado, entre otras causas, por una lesion pulmonar
no diagnosticada inicialmente, o asociado a la ventilacion
mecanica, presentando alta tasa de mortalidad. El objetivo de
este relato es presentar un caso de pneumotoérax hipertensivo
diagnosticado en la Sala de Recuperacion Pdés-Anestésica
(SRPA).

RELATO DEL CASO: Paciente del sexo masculino, 34 afios,
estado fisico ASA | E, victima de lesiones por arma de fuego.
Fue sometido a laparotomia exploradora y exploracion de
arteria y vena femoral a derecha, sobre anestesia general
balanceada con induccion en secuencia rapida, con
estabilidad hemodinamica durante todo el procedimiento
quirurgico. En la SRPA, presenté instabilidad hemodinamica,
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con insuficiencia respiratoria, sudoresis, taquicardia e
hipertension arterial. La tomografia computadorizada de torax
evidenci6 hemoneumotérax a la derecha, siendo
inmediatamente drenado. Fue transferido para el Centro de
Terapia Intensiva, presenté mejora progresiva del cuadro, con
alta hospitalar, sin secuelas, después de 22 dias.

CONCLUSIONES: El pneumotérax hipertensivo es una
enfermedad letal que puede ser facilmente reconocida a través
del examen clinico y radiolégico; debiendo ser siempre
sospechado en la presencia de traumatismo toracico, y en este
caso, se debe realizar inmediatamente el drenaje de térax an-
tes de la ventilacion mecanica y de procedimientos quirurgicos.
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