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RESUMO

Bessa Junior RC, Jorge JC, Eisenberg AF, Duarte WL, Silva
MSC - Ruptura Brénquica apés Intubagdo com Tubo de Duplo
Lumen. Relato de Caso

JUSTIFICATIVA E OBJETIVOS: As lesb6es da arvore
traqueobrénquica sdo complicagdes raras, porém graves apos
intubagdo ou broncoscopia. O objetivo deste relato foi chamar
a atengdo sobre a dificuldade de intubagdo seletiva que
ocasionou ruptura brénquica associada a pneumomediastino e
pneumotdérax hipertensivo, com deformagées de vias aéreas e
obito por resposta inflamatéria sistémica.

RELATO DO CASO: Paciente do sexo masculino, 50 anos,
portador de fistula broncopleural secundaria a ruptura de bolha
no lobo superior de pulmé&o direito. Apés a indugao anestésica,
houve dificuldade na intubagdo endobrénquica esquerda. Na
terceira tentativa, desenvolveu quadro de hipoxemia,
hipotensédo e enfisema subcutaneo extenso, sendo submetido
a drenagem toracica por pneumotérax hipertensivo. A
fibrobroncoscopia mostrou laceragdo do brénquio esquerdo.
Evoluiu com hemoptise, sendo necessaria toracotomia
esquerda para sutura de laceragdo brénquica. No
poés-operatorio, o paciente desenvolveu quadro de disfungdo
de multiplos 6rgédos, evoluindo para 6bito.

CONCLUSOES: A intubagéo seletiva é um procedimento que
deve ser realizado com cautela, sendo necessario o
reconhecimento de alguns fatores de risco e o diagnéstico
precoce das complicagées.

Unitermos : COMPLICACOES: ruptura brénquica;
EQUIPAMENTOS: tubo traqueal de duplo lumen
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SUMMARY

Bessa Junior RC, Jorge JC, Eisenberg AF, Duarte WL, Silva
MSC - Bronchial Rupture after Intubation with Double Lumen
Endotracheal Tube. Case Report

BACKGROUND AND OBJECTIVES: Tracheobronchial tree in-
juries are uncommon however severe complications after
intubation or bronchoscopy. This report aimed at calling the at-
tention to the difficult selective intubation, which has led to
bronchial rupture associated to pneumomediastinum and hy-
pertensive pneumothorax, with airway deformation and death
by systemic inflammatory response.

CASE REPORT: Male patient, 50 years old, with
bronchopleural fistula secondary to bulla rupture in right lung
upper lobe. After anesthetic induction it was difficult to intubate
left bronchus. At the third attempt, patient developed
hypoxemia, hypotension and extensive subcutaneous emphy-
sema, being submitted to thoracic drainage for hypertensive
pneumothorax. Fibrobronchoscopy has revealed left bronchus
laceration. Patient evolved with hemoptysis, and left
thoracotomy was necessary to suture bronchial laceration. Pa-
tient developed postoperative multiple organs dysfunction and
evolved to death.

CONCLUSIONS: Selective intubation is a procedure to be
carefully performed, being necessary the understanding of
some risk factors and the early diagnosis of complications.

Key Words: COMPLICATIONS: bronchial rupture;
EQUIPMENTS: double lumen endotracheal tube

INTRODUGAO

ventilagao unipulmonar usando tubo traqueal de duplo

Iimen é realizada com frequiéncia como parte do manu-
seio anestésico para procedimentos intratoracicos. A habili-
dade de isolar e colapsar o pulm&o ndo-dependente muitas
vezes é fundamental para a boa exposicéao cirurgica. As la-
ceragbes traqueobrdnquicas sdo raras, mas apresentam
alto indice de morbimortalidade "2. A presenca de sintomas
classicos, como enfisema subcutaneo e insuficiéncia respi-
ratéria aguda, é fortemente sugestiva desses eventos ad-
versos. O rapido diagnodstico e terapéutica imediata séo
fundamentais para um prognostico favoravel *. A mortalida-
de precoce esta associada ao pneumotoérax hipertensivo e
ao pneumomediastino, levando ao prolapso do eséfago, a
compressao da luz traqueal, com sinais e sintomas de asfi-
xia aguda. A mortalidade tardia ocorre com quadro de medi-
astinite e choque séptico 3. O caso descrito mostrou a
ruptura do brénquio principal esquerdo durante a intubagao
endobrénquica e o diagnodstico e tratamento precoces nao
impediram a evolugéo fatal.
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RUPTURA BRONQUICA APOS INTUBAGAO COM TUBO DE DUPLO LUMEN. RELATO DE CASO

RELATO DO CASO

Paciente do sexo masculino, 50 anos, 80 kg, 1,68 m, tabagis-
ta, etilistae portadorde hipertensao arterial sistémica (HAS),
em uso de nifedipina 40 mg/dia. Had um ano apresentou epi-
sodio de pneumotérax espontaneo adireita, sendo necessa-
riadrenagem toracicaem selo d’agua, comopgéao pelo trata-
mento conservador. Diagnosticou-seapresencadebolhano
lobo superior de pulmé&o direito.

O paciente foi posteriormente internado com novo episédio
de pneumotdrax espontaneo a direita, sendo submetido a
nova drenagem toracica. A tomografia computadorizada de
téraxmostrouapersisténciadabolhanolobosuperiordo pul-
mao direito. Ele evoluiu com hipoxemia (saturagdo de oxigé-
nio de 86% em ar ambiente), importante escape aéreo pelo
dreno toracico, dor toracica e dispnéia, o que levou a hipoéte-
se diagnéstica de fistula broncopleural. A radiografia de t6-
rax mostrou persisténcia de pequeno pneumotoérax, mas
sem sinais de enfisema subcutaneo. Indicou-se a
bulectomia por video-toracoscopia.

Apés a indugao anestésica, as vias aéreas foram classifica-
das a laringoscopia como sendo grau 2 de Cormack-Lehane
*_ Atécnica de intubagao inicialmente utilizada consistiu no
uso do tubo com estilete até a passagem pelas cordas voca-
is; nesse momento, o estilete foi removido e realizou-se a ro-
tacao anti-horaria de 90° do tubo, com sua progressao até
cerca de 28 cm. Na primeira tentativa de intubagédo endo-
brénquica esquerda com o tubo Bronco-Cath® esquerdo 39
Fr (Mallinckrodt Medical) ndo houve éxito, com ausculta pul-
monar evidenciando intubagao endobrénquica direita. Na
segunda tentativa, obteve-se o mesmo desfecho. Na tercei-
ra tentativa, optou-se pela troca pelo tubo 37 Fr, com a per-
manéncia do estilete durante todo o processo de intubagéo.
Durante aventilagdo manual para confirmagéo do posiciona-
mento do tubo, identificou-se a presencga de extenso enfise-
ma subcutaneo envolvendo térax, abdémen, regido cervical
eface,associadoadiminuigdoabruptada SpO,. Retirou-seo
tubo de duplo lumen rapidamente para substituicao por tubo
de luz unica. A laringoscopia observou-se deformacéo de
orofaringe pelo enfisema subcutédneo e sangramento, sem
visualizagéo da epiglote e das cordas vocais. O paciente de-
senvolveu quadro de hipoxemia grave (SpO, de 25%), hipo-
tenséoarterial (PA60x40 mmHg) e bradicardia (FC40 bpm),
com ventilagdo manual ineficaz pelo sistema baldo-masca-
ra-valvula. Administraram-se 200 ug de adrenalina, quando
a ausculta pulmonar mostrou auséncia de murmurio vesicu-
larno hemitéraxesquerdo. O segundo espagointercostal es-
querdo foi entdo puncionado com cateter venoso periférico
14G na linha hemiclavicular, dando escape a grande
quantidade de ar e confirmando a suspeita de pneumotoérax
hipertensivo. Em seguida, realizou-se a drenagem toracica
em selo d’agua no oitavo espago intercostal esquerdo, na
linha axilar média.

Houve melhora na oxigenagéo (SpO, de 85%) em ventilagéo
manual pelo sistema baldo-méascara-valvula. Realiza-
ram-se duas tentativas de intubagao com fibrobroncoscoépio
sem sucesso. O paciente foi submetido, entdo, a nova larin-
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goscopia convencional com intubagdo bem sucedida, sem
visualizagdo das cordas vocais, confirmada pela ausculta
pulmonar, capnografiae elevagdoda SpO, para96%. Afibro-
broncoscopia, através do tubo de luz Unica, detectou a pre-
sencade sangue endotraqueal e laceracédo de cercade 3cm
na por¢gao membranosa do broénquio principal esquerdo. A
monitorizagdo invasiva foi dificultada pelo enfisema subcu-
taneo que se estendia para ambos os membros.

O quadro clinico evoluiu para hemoptise importante com hi-
poxemia (SpO; 75%). Houve melhora na SpO,, apds nova fi-
brobroncoscopia e progressao do tubo de luz Unica para o
brénquio direito, excluindo a ventilagdo pulmonar a esquer-
da. Foi realizada toracotomia esquerda de urgéncia em de-
cubitolateral direito paraarafiadobrénquio principal esquer-
do e drenagem do hematoma toracico. Em decubito dorsal,
tracionou-se o tubo para a traquéia, com ventilagado manual
semescape. Pelapersisténciado escape aéreo adireita, op-
tou-se por prosseguir o plano de tratamento inicial. Reali-
zou-se a toracotomia axilar direita, em decubito lateral es-
querdo, para abulectomia do lobo pulmonar superior direito.
Procedeu-se a abertura do mediastino posterior devido aos
sinais de pneumomediastino. O paciente foi encaminhado a
unidade de tratamento intensivo com os seguintes pardme-
tros hemodinamicos: pressao arterial média de 80 mmHg,
freqiiéncia cardiaca de120 bpm e SpO, de 98%.

Ele foi extubado apds 10 horas na unidade tratamento inten-
sivo sem déficit neurolégico. Nas horas seguintes, evoluiu
com pioras respiratoria e hemodindmica progressivas; a ra-
diografia de térax mostrouinfiltrado pulmonar difuso e bilate-
ral, compativel com lesdo pulmonar aguda. Foi necessaria
novaintubagadoorotraquealeousodenoradrenalinaeminfu-
sdo continua, com doses progressivamente maiores. De-
senvolveu, entdo, quadrode sindrome de disfungao de multi-
plos 6rgéos e sistemas (insuficiéncia renal, sindrome da an-
gustia respiratéria aguda e choque refratario). O 6bito ocor-
reu apos 48 horas de admissao na unidade de tratamento
intensivo, em vigéncia de atividade elétrica cardiaca sem
pulso.

DISCUSSAO

As ocorréncias de rupturas traqueobrénquicas tém sido pro-
vavelmente subrelatas. Uma recente revisao identificou 33
casos entre 1972 e 1998 °. Aincidéncia é estimada em torno
de 0,2% em séries historicas usando o tubo de Carlens ©. Os
locais mais frequentes saotraquéia distal e a parede posteri-
or membranosa dos brénquios principais, que resultam no
escapeaéreoparaomediastino, espacospleurais outecidos
subcutaneos ’. Com o advento dos tubos de PVC (poly-
vinylchloride) no inicio da década de 80, pensava-se que
eles seriam muito mais seguros que os tubos de borracha
vermelhos. No entanto, logo comegaram a surgir relatos na
literatura médica de lesdes de vias aéreas °.

Os fatores que levam a lesdo sdo multiplos como erros no
manuseio (varias tentativas de intubacao, médicos inexperi-
entes, uso inapropriado do estilete, insuflagao rapida e com
alto volume do balonete, tamanho inadequado do tubo, seu
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mau posicionamento, uso de oxido nitroso, movimentos
abruptos durante a intubagéo, presenca de tosse) e fatores
anatdmicos (fraquezadaparedeinduzidaporesteroides, do-
enca pulmonar obstrutiva crbnica, traqueomalacia, distor-
¢do anatbmica bréonquica). Os pacientes mais envolvidos
nos casos relatados na literatura sdo mulheres acima de 50
anos, em geral com lesdes na porgdo membranosa do bron-
quio esquerdo (devido ao maior numero de intubagdes do
brénquio esquerdo independente do local da toracotomia).
Essa observagao decorre provavelmente da selegdo inade-
quadade equipamentos e maiorvulnerabilidade ainsuflagao
do balonete pela maior fragilidade da por¢gdo membranosa
da parede traqueobrénquica em mulheres 230,

No caso relatado evidenciaram-se alguns fatores que prova-
velmente foram responsaveis pela ruptura: multiplas tentati-
vas, o uso do estilete e a distor¢gao brénquica. Brodksky e col.
"Yemrelatode experiénciacomintubagao comtubos de duplo
limen a esquerda em 1.116 pacientes, informaram 75,9% de
sucesso de intubacado na primeira tentativa (847 em 1.116).
Com a manobra de rotagcado da cabega para a direita, onde a
orelha direita era inclinada para o ombro direito, o sucesso
ocorreuem 208 dos 269 pacientes, sendolimitadaatréstenta-
tivas. Dos 61 pacientes restantes, a assisténcia com fibro-
broncoscopiafoibemsucedidaem43e 18 nao puderamterin-
tubagao seletiva a esquerda. Lieberman e col. " mostraram,
emum pequeno estudo com 30 pacientes, que obtiveramuma
taxa de 100% de sucesso na primeira tentativa de intubagéo
seletiva esquerda, quando o estilete brébnquico era mantido
durante toda a seqliéncia de intubagéo, comparadoa 77% de
sucesso, quando o estilete era removido apds a penetragéo
datraquéia, sendo a seguranca desse método limitada, ja que
é referida apenas por esse estudo.

O enfisema subcutaneo de rapida instalagao e a hipoxemia
alertaram para a presenga de pneumotorax hipertensivo e
pneumomediastino, sugestivos de laceragéo traqueobrén-
quica. Aretirada do tubo sem a colocagao de guia para facili-
tar areinsergao de outra sonda se deu pelo receio da exten-
sdodaprovavellaceracio '?, acdo que se mostrou de altoris-
copeladeformagaosubseqliente dasvias aéreas e dificulda-
denoseucontrole através daventilagdomanual eintubagéo.
O obito ocorreu apés um quadro de resposta inflamatéria
sistémica e disfungcédo de multiplos 6rgéos.

Algumas recomendacdes para a seguranca do procedimen-
tode intubagédo endobrénquicas séo a escolha adequadado
tamanhodotuboatravésdaradiografiade torax (didmetroda
traquéia na carina multiplicado por 0,68); alimitacdo do volu-
me de insuflagdo do balonete brénquico a no maximo 3 mL,
com insuflagao lenta; preferéncia a tubos de PVC, evitando
tubos com gancho carineal; ao menor sinal de resisténcia,
nao avangar o tubo, ndo introduzi-lo profundamente (distan-
cia interincisivos de 28 a 29 cm para um adulto de 170 cm,
com variagéo de cercade 1 cm paracada mudangade 10 cm
naaltura); pressdo maximado balonete de 32 mmHg, devido
ao risco de isquemia da mucosa, uso criterioso do estilete,
desinflar o balonete durante posicionamento em decubito la-
teral para toracotomia; evitar o uso de 6xido nitroso "*°.
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Como concluséo, verificou-se que, apesar do diagnostico
precoce através dos sinais clinicos de pneumotorax hiper-
tensivo e pneumomediastinoindicando a ruptura de vias aé-
reas, néo houve melhora no progndstico. Provavelmente, a
permanéncia do estilete durante todo o processo de intuba-
¢ao relacionou-se com as graves complicagdes.

Bronchial Rupture after Intubation with
Double Lumen Endotracheal Tube. Case
Report

Roberto Cardoso Bessa Junior, TSA, M.D.; Jaci Custddio
Jorge, TSA, M.D.; Agnaldo Ferreira Eisenberg, M.D;
Wallace Lage Duarte, M.D.; Marcio Sérgio Carvalho Silva,
M.D.

INTRODUCTION

Single lung ventilation with double lumen endotracheal tube
is often performed as part of the anesthetic management for
intrathoracic procedures. The ability to isolate and collapse
the non-dependent lung is critical for a good surgical expo-
sure. Tracheobronchial lacerations are uncommon, however
with high morbidity/mortality risk 2. The presence of classic
symptoms, such as subcutaneous emphysema and acute re-
spiratory failure, is highly suggestive of those adverse
events. Earlydiagnosis andimmediate therapy are critical for
a favorable prognosis 5, Early mortality is associated to hy-
pertensive pneumothorax and pneumomediastinum, lead-
ing to esophageal collapse and to tracheal lumen compres-
sionwith signs and symptoms of acute asphyxia. Late mortal-
ity is caused by mediastinitis and septic shock ®. Our case de-
scribes the rupture of main left bronchus during
endobronchial intubation with its early diagnosis and treat-
ment, which have not prevented the fatal outcome.

CASE REPORT

Male patient, 50 years old, 80 kg, 1.68 m, smoker, drinkerand
with systemic hypertension (SH)under40 mg/day nifedipine.
One year before he presented spontaneous right
pneumothorax with the need for thoracic drainage in water
seal, with optionto conservative treatment. Abullain the right
lung upper lobe was diagnosed.

Patient was again hospitalized with new spontaneous right
pneumothorax, being submitted to new thoracic drainage.
Chest CT-scan has shown persistence of the right upperlung
bulla. Patient evolved with hypoxemia (86% oxygen satura-
tioninroom air), major air escape by the thoracic drain, chest
pain and dyspnea, which have led to the diagnostic hypothe-
sis of bronchopleural fistula. Chest X-rays have shown the
persistence of small pneumothorax however without signs of
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subcutaneous emphysema. Video-thoracoscopic
bullectomy was indicated.

After anesthetic induction, airways were classified at
laryngoscopy as Cormack-Lehane level 2 *. Initial intubation
technique consisted of the use ofthe aendotracheal tube with
styletuntil crossing vocal cords; atthis momentthe styletwas
removed and the tube was rotated 90° counterclockwise and
progressed until approximately 28 cm.

The first left endobronchial intubation attempt with left
Bronco-Cath® 39 Fr tube (Mallinckrodt Medical) failed with
pulmonary auscultation evidencing right endobronchial
intubation. The second attempt had the same outcome.
Atthe third attempt, the endotracheal tube was replaced by a
37 Fr tube and the stylet remained in place throughout the
intubation process. Duringmanual ventilationto confirmtube
positioning, extensive subcutaneous emphysema involving
chest, abdomen, cervical region and face was identified as-
sociated to abrupt SpO; decrease. Double lumen tube was
promptly removed and replaced by single lumen tube.
Laryngoscopy has revealed oropharynx deformation by sub-
cutaneous emphysema and bleeding, without visualization
of glottis and vocal cords. Patient developed severe
hypoxemia (25% SpO3), hypotension (BP 60 x40 mmHg)and
bradycardia (HR 40 bpm), with ineffective manual ventilation
by the bag-mask-valve system. When pulmonary
auscultation revealed lack of breath sounds in left
hemithorax, 200 ug epinephrine was administered. The sec-
ond leftintercostal space was then accessed with peripheral
14G venous catheter at the hemiclavicular line, with release
of a large air amount and confirming the suspicion of hyper-
tensive pneumothorax. Then, chestwasdrained inwater seal
in the eighth left intercostal space, in medium axillary line.
There has been oxygenation improvement (85% SpO,) in
manual ventilation with bag-mask-valve system. Two unsuc-
cessful intubations with fibrobronchoscope were attempted.
Patient was then submitted to another conventional
laryngoscopy with successful intubation, without vocal cords
visualization, and confirmed by pulmonary auscultation,
capnography and SpO, increase to 96%. Single lumen
endotracheal tube fibrobronchoscopy has detected
endotracheal blood and laceration of approximately 3 cmin
the membranous portion of mainleftbronchus. Invasive mon-
itoring was made difficult by the subcutaneous emphysema,
which extended to both limbs.

Patient evolved to severe hemoptysis with hypoxemia (75%
SpO;). There has been SpO, improvement after new
firbrobronchoscopy and progression of the single lumentube
to the right bronchus, excluding left pulmonary ventilation.
Urgency left thoracotomy was performed in right lateral posi-
tion to main left bronchus suture and thoracic hematoma
drainage. In the supine position, tube was pulled to the tra-
chea with manual ventilation without escape. Due to
right-side air escape persistence, we decided to go ahead
with the initial treatment plan. Right axillary thoracotomy was
performed in the left lateral position for right upper lung
bullectomy. Posterior mediastinum was opened due to signs
of pneumomediastinum. Patient was referred to intensive
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care unit with the following hemodynamic parameters: mean
blood pressure of 80 mmHg, heart rate of 120 bpm and 98%
SpOz

Patient was extubated 10 hours later in the ICU without neu-
rological deficit. In the following hours, patient evolved with
progressive respiratory and hemodynamic worsening; chest
X-rays revealed diffuse and bilateral pulmonary infiltrate,
compatible with acute pulmonary injury. The patient needed
endotrachealintubationand norepinephrine continuousinfu-
sion in progressively higher doses. In the following hours he
developed multiple organs and systems dysfunction syn-
drome (renal failure, acute respiratory distress syndrome
and refractory shock). Patient died 48 hours after admission
to the intensive care unit.

DISCUSSION

Tracheobronchial ruptures have been probably under-re-
ported. Arecentreview hasidentified 33 cases between 1972
and 1998°. Estimated incidenceis approximately 0.2%in his-
torical series with Carlens tubes °. Most common sites are
distal trachea and posterior membranous wall of main bron-
chi, resulting in air escape to mediastinum, pleural spaces or
subcutaneous tissues . With the advent of PVC tubes
(polyvinylchloride)inthe early 1980s, it was thought that they
would be safer as compared to red rubber tubes. However,
megical reports on airway injuries started to appear soon af-
ter”.

Factorsleadingtoinjury are multiple handling errors (several
intubation attempts, inexperienced physicians, inadequate
use of stylet, rapid inflation with high cuff volume, inadequate
tube size, tube malpositioning, use of nitrous oxide, abrupt
movements during intubation, presence of cough) and ana-
tomic factors (steroid-induced wall weakness, chronic ob-
structive pulmonary disease, tracheomalacia, anatomic
bronchial distortion). According to the literature, most af-
fected patients are women above 50 years of age, in general
with injuries in the membranous portion of the left bronchus
(duetohighernumberofleftbronchusintubationsregardless
of thoracotomy site). This observation is probably a conse-
quence of inadequate equipment selection and higher vul-
nerability to cuffinflation due to higher brittleness of the mem-
branous portion of tracheobronchial wall in women %310,
In our case, some factors were probably responsible for the
rupture: several attempts, use of stylet and bronchial distor-
tion. Brodkskyetal. 10inareporton experience withdouble lu-
men endotracheal tube leftintubationin 1,116 patients, have
observed 75.9% intubation success in the first attempt (847
outof 1,116). With the maneuver of head rotation to the right,
in which the right ear is bent to the right shoulder, there has
been successin 208 out of 269 patients, with maximum three
attempts. From the 61 remaining patients, fiber
bronchoscopic assistance was successfulin43 and 18 could
not be selectively intubated to the left. Lieberman et al. '
have shown, in a small study with 30 patients, 100% success
rate in the first left selective intubation attempt when bron-
chial stylet was maintained throughout the intubation, as
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comparedto 77% success when the stylet was removed after
tracheal penetration, being the safety of this method just lim-
ited to this small study.

Abrupt subcutaneous emphysema and hypoxemia have
alerted to the presence of hypertensive pneumothorax and
pneumomediastinum, suggestive of tracheobronchial lacer-
ation. Tube was removed without the placement of a guide to
help the reinsertion of another tube due to fear of the lacera-
tion extension 2, action of high risk due to subsequent defor-
mation of airways and their difficult control through manual
ventilation and intubation. Patient died after systemicinflam-
matory response and multiple organs dysfunction.

Some recommendations for the safety of endobronchial
intubation procedures are the adequate selection of tube
size through chest X-rays (tracheal diameter at the carina
multiplied by 0.68); limitation of bronchial cuff inflation vol-
ume to no more than 3 mL with slow inflation; preference to
PVCtubes, avoid tubes with carineal hook; atthe minor sign
of resistance do not advance the tube, do not introduce it
deeply (distance between incisives of 28to 29 cmfora 1,70
m adult with approximately 1 cm variation for each 10 cm
change in height); maximum cuff pressure of 32 mmHg due
to risk of mucosal ischemia; judicious use of the stylet; cuff
deflation during lateral positioning for thoracotomy; avoid
nitrous oxide "0

As conclusion, in spite of early diagnosis through clinical
signs of hypertensive pneumothorax and pneumome-
diastinum indicating airway rupture, there has been no
prognostic improvement. It is possible that the perma-
nence of the stylet throughout the intubation process was
related to the severe complications.
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RESUMEN

Bessa Junior RC, Jorge JC, Eisenberg AF, Duarte WL, Silva
MSC - Rotura Bronquica después de Intubaciéon con Tubo de
Doble Lumen. Relato de Caso

JUSTIFICATIVA Y OBJETIVOS: Las lesiones del arbol
traqueobronquico son complicaciones raras, sin embargo
después de intubacién o broncoscopia pasan a ser graves. El
objetivo de ese relato fue llamar la atencién sobre la dificultad
de intubacion selectiva que ocasiond rotura bronquica
asociada a pneumomediastino y neumotoérax hipertensivo, con
deformaciones de las vias aéreas y fallecimiento por la
respuesta inflamatoria sistémica.

RELATO DEL CASO: Paciente del sexo masculino, 50 arios,
portador de fistula broncopleural secundaria a la rotura de
ampolla en el lobo superior de pulmén derecho. Después de la
induccion anestésica, hubo dificultad en la intubacién
endobronquica izquierda. En la tercera tentativa, se desarrollo
un cuadro de hipoxemia, hipotensioén y enfisema subcutaneo
extenso, siendo sometido a drenaje toracico por neumotdérax
hipertensivo. La fibrobroncoscopia mostré laceracién del
bronquio izquierdo. Evolucioné con hemoptisis, siendo
necesaria toracotomia izquierda para sutura de la laceracion
bronquica. En el postoperatorio, el paciente desarrollé cuadro
de disfuncién de multiples 6rganos, evolucionando en
fallecimiento.

CONCLUSIONES: La intubacién selectiva es un
procedimiento que debe ser realizado con cautela, siendo
necesario el reconocimiento de algunos factores de riesgo y el
diagnostico precoz de las complicaciones.
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