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Figure 3: A ubular dense structure (arrow) extending from the left paravertebral venous tract to the inferior vena cava and

right atrium on CTPA imaging.

Figure 4: A tubular dense structure (arrow) in the right main pulmonary artery on CTPA imaging.
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A Rare and Easily Overlooked Diagnosis in a Pediatric Trauma Case: Traumatic Asphyxia

Yasin Yildiz, Hiiseyin Ozeng, Canan Kiigiikyilmaz, Fatih Cemal Tekin, Emin Fatih Visneci, Mehmet Giil
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Introduction:

Traumatic asphyxia is a clinical syndrome characterized by cervicofacial cyanosis, edema, petechiae, subconjunctival hemorrhage,
and neurological symptoms following sudden, severe, compressive blunt thoracoabdominal trauma (1). This syndrome is also refer-
red to as acute thoracic compression syndrome, ecchymotic mask, or Perthes syndrome (2). It was first described in 1837 by Oliver
d’Angers based on autopsy findings, and its exact incidence remains unknown (3).

The clinical findings associated with traumatic asphyxia can involve the skin, eyes, brain, gastrointestinal system, airway, and chest.
The hallmark of the syndrome, cervicofacial cyanosis, is typically accompanied by petechiae, which are generally observed in the
head, neck, and upper chest. Morbidity and mortality are related to concurrent cardiovascular, neurological, and pulmonary injuries
and their severity (4).

Blunt trauma is particularly common in forensic cases and is a primary cause of crushing injuries to the upper chest. Following trau-
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ma, diffuse petechiae may appear in the face and neck regions, giving the patient’s face a livid appearance. This condition is termi-
nologically known as an "ecchymotic mask." Although patients with an ecchymotic mask may present with a visually alarming appea-
rance, their clinical condition is often not as severe as it seems (5).

This article presents a case of traumatic asphyxia developing as a result of severe thoracoabdominal trauma.

Case Report:

A previously healthy 9-year-old male patient was brought to the emergency department (ED) after falling from the trailer of a tractor.
The patient landed face-down, striking his chest against the ground. Upon arrival at the ED, his vital signs were within normal limits.
He was conscious, cooperative, and oriented, with a Glasgow Coma Scale (GCS) score of 15. Numerous petechiae were observed
on the scalp, face, neck, and upper chest wall. Bilateral eyelid edema, bulbar conjunctival hemorrhage, and edema in both eyes
were noted. No petechiae, purpura, or ecchymosis were found on other parts of the body (Image).

The airway was patent, and there were no signs of respiratory distress. Laboratory test results were within normal limits. Physical
examination of other systems was unremarkable. Radiographs of the extremities, along with computed tomography (CT) scans of
the cranium, chest, and abdomen performed due to the high-energy trauma, were also reported as normal.

During observation in the ED, the patient's vital signs and clinical condition remained stable. Ophthalmology consultation ruled out
any acute pathology. The patient was monitored in the ED for 24 hours and discharged with recommendations after no worsening of
symptoms was observed.

Discussion:

The most common cause of traumatic asphyxia in children is motor vehicle accidents (e.g., traffic collisions). Traumatic asphyxia can
also occur in situations involving being crushed under heavy machinery or furniture and/or being trapped between two objects (6).
Non-traumatic conditions such as epileptic seizures, severe vomiting, whooping cough, and asthma exacerbations may result in
similar clinical presentations (7). In these cases, the underlying mechanism is not trauma-related but rather asphyxia induced by the
disease, leading to comparable clinical outcomes.

In adults, the frequency of traumatic asphyxia is approximately 1 case per 18,500 accidents. It is exceedingly rare in children, and its
actual incidence remains unknown. The true frequency in pediatric cases is uncertain, likely due to underrecognition or underrepor-
ting by pediatricians (5).

The treatment process for traumatic asphyxia depends on the severity and duration of compression. While heavy loads may be
tolerated for short durations, prolonged exposure to moderate loads can result in fatal outcomes (7). The characteristic features of
traumatic asphyxia include petechiae, cranio-cervical cyanosis, subconjunctival hemorrhage, and facial edema involving the upper
body, neck, and face. Petechiae usually appear 2-3 hours after the incident and are more prominent in the conjunctiva and oral
mucosa. This results in a livid appearance of the patient’'s face (8). This clinical condition, known as an "ecchymotic mask," was
consistent with the diagnosis in our case.

The underlying mechanism of these clinical findings is the increased blood flow from the right atrium to valveless brachiocephalic
and jugular veins due to positive pressure generated in the mediastinum following blunt thoracic and upper abdominal trauma. The
sudden rise in venous pressure results in petechiae. Petechiae are absent in the lower body because venous valves in the lower
extremities control the increased venous pressure. Additionally, if the inferior vena cava is compressed or obstructed, elevated
airway pressure may further protect the lower body (5).

Depending on the severity of the trauma, rib fractures, pulmonary contusions, pneumothorax, hemothorax, solid organ lacerations,
and neurological sequelae may occur. A study conducted in adults recommended cranial, abdominal, and pelvic CT scans, along
with Doppler ultrasonography of the neck and upper extremity vessels and echocardiography, to identify these injuries. However,
there are no specific recommendations for children (8). Considering the anatomical and physiological differences between children
and adults, performing all these tests in pediatric patients may be unnecessary. Diagnostic workups should be planned based on the
severity of the trauma, the patient's GCS, and pediatric trauma score (5).

The prognosis of traumatic asphyxia is generally favorable with effective and timely treatment. Prolonged thoracic compression can
lead to cerebral anoxia and neurological sequelae. Therefore, in patients with blunt thoracoabdominal trauma, a detailed trauma
history should be obtained, and appropriate diagnostic and therapeutic plans should be implemented (5).

Treatment is generally conservative and recovery is closely related to associated injuries. In uncomplicated cases, the head should
be elevated to 30 degrees, and oxygen therapy should be administered to reduce intracranial pressure. In cases with complicated
organ injuries, advanced life support measures should be applied according to the patient’s clinical condition, and cervical spine
immobilization should be ensured (9). In our case, the patient was monitored in the emergency department for 24 hours and disc-
harged with outpatient follow-up recommendations after no worsening of symptoms was observed.

Conclusion:

In conclusion, the diagnosis of traumatic asphyxia should be considered in pediatric and adult patients with blunt thoracoabdominal
trauma. Despite its catastrophic appearance, it is typically a benign condition.
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Image. Petechiaes on the face and bilateral eyelid edema, bulbar conjunctival hemorrhage.
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Old Enemy At New Address: From Liver Cyst Hydatid To Pulmonary Localization
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Introduction

Hydatid disease is a zoonotic parasitic disease caused by Echinococcus granulosus. It is more common in people who have close
contact with animals in endemic areas and is most frequently located in the liver (65%) and lung (25%). The liver is the most com-
monly affected organ because it is the first barrier through the portal vein; however, in some cases, the parasite can progress to the
lungs and cause pulmonary hydatid cyst formation. The cyst usually grows slowly and patients may remain asymptomatic for a long
time (1). The most common symptoms in pulmonary hydatid cysts are cough, dyspnea, chest pain and hemoptysis. The enlarged
cyst may open into the bronchi and develop a complicated pulmonary hydatid cyst characterized by air-fluid levels. Ruptured or
infected cysts may cause severe inflammation and suppurative complications (2). Imaging methods and serological tests are of
great importance in the diagnosis of hydatid cyst. Medical (albendazole) and surgical (cystectomy, capitonnage) methods are prefer-
red in treatment according to the patient's clinic (3). Especially in patients with a history of hepatic hydatid cyst, if there is new chest
pain or respiratory complaints, pulmonary hydatid cyst should be included in the differential diagnosis.

Case Report

A 33-year-old female patient applied to the emergency department with a complaint of stabbing pain under her left breast. The pati-
ent stated that the pain had been worsening for a few days and was occasionally accompanied by dyspnea. She had a known his-
tory of asthma and had undergone surgery for a hepatic hydatid cyst approximately three years ago. It was learned that the patient
did not complain of cough or sputum production, but occasionally felt mild chest tightness. On physical examination, the patient's
general condition was good and he was conscious. Body temperature was 37.8°C, pulse 95/min, blood pressure 120/80 mmHg and
respiratory rate 22/min. Auscultation revealed a significant decrease in breath sounds in the lower zone of the left lung. Laboratory
tests revealed high infection markers. C-reactive protein level was 201 mg/L and white blood cell count was 17,000/mm?3. First, the
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