The use of CT angiography for preoperative
evaluation of large foreign body retention following
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DESCRIPTION

A 31-year-old man presented to the accident
and emergency department with a penetrating
injury to his left posterolateral chest wall. He was
haemodynamically stable, and there was no signif-
icant bleeding from the entry point. Plain ante-
rior radiography (figure 1) of the chest revealed
a knife embedded within the extrathoracic tissues
extending through the scapula, posterior to the
clavicle with the tip lying in the left anterior triangle
of the neck.

A CT angiogram with three-dimensional recon-
struction was performed, given the proximity to
important neurovascular structures. This revealed
the anterior edge of the knife was related poste-
riorly to the subclavian vessels and the tip was
entering the carotid sheath. None of the important
neurovascular structures appeared to be injured
(figures 2 and 3).

Operative exploration was performed with the
aim of removing the knife safely. The tip of the
knife was identified with no discernible injury to the
contents of the carotid sheath. The inferior aspect
of the incision was extended laterally to expose
the body of the knife and the subclavian vessels.

Figure 1

Plain anterior radiograph of the chest
revealed a foreign body, with features consistent with

a knife embedded within the extrathoracic tissues
extending through the scapula, posterior to the clavicle
with the tip lying in the left anterior triangle of the neck.

Figure 2 CT angiogram with three-dimensional
reconstruction demonstrating the anterior edge of the
knife was related posteriorly to the subclavian vessels
and the tip was entering the carotid sheath.

Further access was required, therefore a clavicular
osteotomy was performed. The knife was found to
abut the posterior wall of the subclavian artery but
had not penetrated it. The knife was carefully slid

Figure 3 CT angiogram with three-dimensional
reconstruction—posterior view. None of the important
neurovascular structures appeared to be injured.
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Learning points

» Penetrating neck injuries account for 5%—-10% of all trauma
cases presenting to the emergency department with a
mortality rate of 3%—6%.'

» Using anatomical landmarks, the neck is divided into three
zones:

Zone 1: Horizontal area between the clavicle/suprasternal
notch and the cricoid cartilage encompassing the thoracic
outlet structures.

Zone 2: Area between the cricoid cartilage and the angle of
the mandible.

Zone 3: Area that lies between the angle of the mandible
and the base of the skull.

» Some authors advocate conservative management for stable
patients with injuries in any of the zones.” Our patient
was stable and had a zone 1 injury; therefore, conservative
management would have been ideal. Unfortunately, the
knife was embedded which necessitated removal. A form of
imaging which could delineate vital structures in this area
was therefore useful to guide operative exploration.

backwards and removed from the posterior chest wound. The
clavicle was plated and the neck wound was closed. The chest
wound was left open to allow drainage.

He was discharged home on day 4. At follow-up, he was
asymptomatic and there were no postoperative complications.
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