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literature.

second was managed conservatively.

Background: Traumatic asphyxia, also called masque ecchymotique, Ollivier's syndrome, and Perthes syndrome, is
a rare but serious form of chest trauma described for the first time by Ollivier in 1837. The purpose of this study is to
report our experience with two cases of traumatic asphyxia and discuss their management in view of the relevant

Results: During a 6-year period, the author treated 2 cases of traumatic (crush) asphyxia in a local teaching hospital.
The two patients were males, aged 20 and 30years and were crushed beneath their vehicles. The presenting symp-
toms and signs were irritability, dyspnea, cervicofacial cyanosis, petechiae, and sub-conjunctival hemorrhages. The
second patient suffered multiple rib fractures, hemopneumothorax, pulmonary contusion, vertebral fracture, and
paraplegia. Negative surgical exploration for suspected cardiac tamponade was performed in the first case, while the

The first patient survived whereas the second succumbed because of the associated injuries.

Conclusions: Due to its widespread lesions, traumatic asphyxia should be looked upon as a systemic syndrome.
Timely accurate diagnosis and supportive treatment save the majority of patients with traumatic asphyxia. In this rare
syndrome, death may result from asphyxia secondary to thoracic compression or from the associated injuries.

Keywords: Traumatic asphyxia, Ollivier's syndrome, Perthes syndrome, Masque ecchymotique

Background

Traumatic asphyxia (TA) is a rare yet serious clinical
syndrome described for the first time by Ollivier, who
performed an autopsy of 23 patients crushed to death
in mob violence in 1837. Perthes in 1898 gave the first
complete description of the clinical picture (Reichert
and Martin 1951; Kamali et al. 2013; Shiber et al. 2013;
Cortis et al. 2015; Gulbahar et al. 2015; Lateef 2015).
Different scenarios of blunt trauma to the chest and/or
upper abdomen (Byard et al. 2003; Miyaishi et al. 2004;
Domeénech et al. 2012; Cappelletti et al. 2019) associ-
ated with the “fear response” and Valsalva maneuver (Lee
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et al. 1991; Miyaishi et al. 2004; Eken and Yigit 2009; Ser-
taridou et al. 2012; Shiber et al. 2013; Cortis et al. 2015)
results in sudden increase in intra-thoracic pressure and
hence displacement of venous blood through the valve-
less superior vena cava (SVC) leading to dilatation and
possible rupture of venules and capillaries (Conwell 1927;
Reichert and Martin 1951; Choi et al. 2010; Sertaridou
et al. 2012; Gulbahar et al. 2015). The characteristic signs
and symptoms of the syndrome include edema, violet to
blue discoloration of the face, neck, variable portions of
the upper trunk, and occasionally the arms besides sub-
conjunctival hemorrhage. Neurological and other sys-
temic manifestations may be present as well (Conwell
1927; El Koraichi et al. 2012; Cortis et al. 2015; Lateef
2015). The discoloration usually subsides within days,
while sub-conjunctival hemorrhage may persist for weeks
(Shiber et al. 2013; Lateef 2015). The reason why the signs
of traumatic asphyxia are confined to the head and upper
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chest seems to be unrelated to venous valves protecting
the lower part of the body as suggested by Lateef (Lateef
2015). Tucker and Burns (Tucker and Burns 2021) dis-
cussed the anatomy of the inferior vena cava (IVC) in
detail and confirm that it has no valves. Furthermore,
Marcus et al. (Marcus et al. 2019) confirm that the patho-
physiological backflow in pulmonary hypertension is
similar in both the superior and inferior vena cava, which
would not be the case if one had valves and the other did
not. Physicians who are clinically aware of TA should face
no difficulty in making the correct diagnosis. However, in
the absence of the typical clinical features in subjects who
die at the site of the accident, the diagnosis of TA can
sometimes be one of exclusion (Byard et al. 2006). The
treatment is generally supportive although certain associ-
ated injuries may require surgery (Eken and Yigit 2009;
Lateef 2015). Despite the alarming appearance of patients
with TA, the majority have a favorable prognosis (Shiber
et al. 2013; Lateef 2015). In this rare syndrome, death
may result from asphyxia secondary to thoracic compres-
sion or from the associated injuries (Byard et al. 2006).

Herein, 2 cases of traumatic asphyxia in young patients
treated by the author in 6-year period in a local teach-
ing hospital are reported. The diagnosis, treatment, and
prognosis of this rare yet serious syndrome are discussed
by reviewing the relevant literature.

Methods

Clinical evaluation and detailed management of two
cases of traumatic asphyxia managed by the author over a
period of 6years (2004—2010) in a local teaching hospital
are described herein.

Results

Case 1

A man of 30 was admitted to the Emergency Depart-
ment on March 19, 2004, with severe shortness of breath
(SOB) and irritability following thoracic compression
for undetermined period by a heavy vehicle (Fig. 1). He
was pinned to the ground by his car while repairing it.
The resident doctor placed bilateral chest tubes on clini-
cal suspicion of hemo-/pneumothorax, but nothing was
drained. On exam, the patient was breathless and irrita-
ble with bluish to violet cyanotic discoloration of face,
neck, and upper chest besides bilateral sub-conjunctival
hemorrhages. The neck was edematous, air entry to both
sides of the chest was good, but heart sounds were dis-
tant. Chest X-ray (CXR) (Fig. 2) revealed a normal-sized
heart with fully expanded lungs and 2 chest tubes. The
electrocardiogram (ECG) (Fig. 3) showed sinus tachy-
cardia and normal voltage, but echocardiography could
not be arranged. Urgent surgical exploration via median
sternotomy revealed no evidence of cardiac tamponade
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Fig. 1 Bluish to violet cyanotic discoloration of the face, neck, and
upper chest in case 1

Fig. 2 Chest X-ray of case 1 shortly following admission showing
fully expanded lungs, bilateral chest tubes, and normal-sized heart

(Fig. 4). Supportive measures including pain killers, anti-
biotics, and oxygen were continued. The patient gradually
improved. Respiration became quiet and discoloration
faded (Fig. 5 and Fig. 6). He was then discharged home
after several days in a very good state.

Case 2

A 20-year-old man admitted to the Emergency Depart-
ment on January 8, 2010, with severe SOB, irritability,
and inability to move the lower limbs. The patient sus-
tained 30-minutes severe thoracic compression by his
heavy vehicle after slipping of the supporting hydraulic
jack. On exam, there was a bluish to violet cyanotic cer-
vicofacial discoloration and sub-conjunctival hemor-
rhages. The neck and face were edematous. The pulse
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Fig. 4 No evidence of cardiac tamponade on exploration

Fig. 5 Sub-conjunctival hemorrhage and facial blue discoloration
starting to fade

was rapid and blood pressure (BP) was low. There was
no deformity of sternum and no paradoxical chest
wall movement, but air entry to the right chest was

I ;l' g ,\\ /
Fig. 6 More resolution of sub-conjunctival hemorrhage and facial
discoloration few days after trauma

reduced. A diagnosis of traumatic asphyxia with para-
plegia was made. An endotracheal tube was immedi-
ately placed (Fig. 7 and Fig. 8), and propofol IV infusion
was started for sedation. ECG (Fig. 9) and echocardiog-
raphy were normal with no evidence of hemopericar-
dium. Chest X-ray (Fig. 10) and CT scan of the chest
(Fig. 11) revealed right-sided hemopneumothorax, sur-
gical emphysema, and multiple rib fractures. Spine CT
scan (Fig. 12) revealed fracture/dislocation of D12-L1
vertebrae. Brain CT scan (Fig. 13) showed brain edema.
Right-sided tube thoracostomy drained 1000 ml blood.
Antibiotics and steroids (IV dexamethasone 8 mg tds)
were given. On the 2nd day, there was an improvement
in the hemodynamic as well as respiratory status of the
patient as BP raised to 130/65 mmHg and oxygen satu-
ration improved. Unfortunately, this improvement was
not maintained, and the patient began to deteriorate.
Mechanical respiration was needed on the 3rd day, and
unfortunately, death occurred on the 4th day mostly
because of respiratory insufficiency.
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Fig. 7 Bluish to violet cyanotic discoloration of face and neck of
sedated and intubated 2nd patient in the series
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Fig. 8 A close view of case 2 showing the discoloration of the face

and sub-conjunctival hemorrhage

Discussion

The index cases

During a 6-year period, the author of this paper encoun-
tered 2 patients with TA. The small number of patients
reflects the rarity of the syndrome. In fact, the first case

Fig. 9 Basically normal ECG in case 2

Fig. 10 Chest X-ray of the 2nd patient showing rib fracture and
right-side chest tube for hemopneumothorax

was misdiagnosed as cardiac tamponade and unfortu-
nately underwent exploratory median sternotomy which
proved to be negative. This surgical exploration was
unnecessary as the patient had typical history of thora-
coabdominal compression by his vehicle while repairing
it followed by edema and blue discoloration of the face,
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Fig. 11 CT scan of the chest in case 2 showing right-side
hemopneumothorax, rib fractures, and surgical emphysema

Fig. 12 Spine CT scan in case 2 showing vertebral fracture

neck, and upper chest. He was restless and agitated due
to cerebral hypoxia. The resident doctor introduced chest
tubes to both sides of the chest anticipating hemo-/pneu-
mothorax, but no blood or air collection was drained.
Clinical awareness on the side of the physician would
have saved the patient surgery. Fortunately, and despite
the trauma of surgery, the patient had a smooth recovery
with gradual subsidence of signs and symptoms of TA.
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He went home several days after the trauma in excellent
condition and gave us a valuable lesson and unforgotten
experience.

The situation was quite different with the 2nd case
which was received almost 6 years later. The clinical diag-
nosis of TA could be easily made in this patient who sus-
tained traumatic insults followed by the development
of typical edema, cervicofacial blue discoloration, and
sub-conjunctival hemorrhage. The patient unfortunately
expired on the 4th day. He had multiple injuries including
rib fracture, hemopneumothorax, pulmonary contusion,
and concomitant paraplegia due to vertebral fracture at
D12/1.1 level. Despite intensive care, closed tube thora-
costomy, and mechanical ventilation, the patient ulti-
mately died most probably because of cerebral anoxia.

Definition, nomenclature and incidence

Asphyxia (from the Greek words a “without” and sphyxis,
“heartbeat”) is a condition of deficient tissue oxygenation
leading to hypoxia with different etiologies. Traumatic
asphyxia is a mechanical cause of hypoxia resulting from
external compression and blunt thoracic trauma (Lateef
2015). Traumatic asphyxia has other names such as crush
asphyxia (Sertaridou et al. 2012; Lateef 2015), Ollivier’s
syndrome (Sertaridou et al. 2012; Gulbahar et al. 2015),
Perthes syndrome (Sertaridou et al. 2012; Gulbahar et al.
2015), and “ecchymotic mask” (Gulbahar et al. 2015). The
incidence of traumatic asphyxia in adults is reported to
be one case in every 18,500 accidents. The incidence in
children is not known; however, it can be assumed to
be low because of the greater elasticity of children’s rib
cages. Byard and co-workers encountered only six cases
of TA among boys aged 2—15years during a period of
34years (Cortis et al. 2015).

History

Traumatic asphyxia was first observed by Charles-
Prosper Ollivier d’Angers (1796—1845). Ollivier termed
the syndrome “masque ecchymotique” when noted the
characteristic features in patients trampled to death
by crowds in Paris in 1837. It was not until 1898 that
Perthes made a more extensive review and detailed its
pathophysiology and features including mental dullness,
hyperpyrexia, hemoptysis, tachypnea, and “contusion
pneumonia” (Reichert and Martin 1951; Karamusta-
faoglu et al. 2010; Kamali et al. 2013; Cortis et al. 2015;
Lateef 2015).

The trauma scenarios

Fatal TA is most often reported in adults or older chil-
dren, when an individual is trapped under a motor vehi-
cle (Byard et al. 2003; Lateef 2015) or pinned to a wall by
a car while repairing it (Miyaishi et al. 2004) or buried
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Fig. 13 Brain CT scan in case 2 showing brain edema

in sand or soil with the mouth and nose exposed (Byard
et al. 2003; Miyaishi et al. 2004; Cortis et al. 2015). Motor-
cycle accidents account for many cases as well (Kamali
et al. 2013; Cortis et al. 2015; Lateef 2015) Other causes
include heavy machines/furniture crashes (Kamali et al.
2013; Lateef 2015) or falling in a narrow space (Lateef
2015). Cappelletti et al. described a case of a woman
who died from a combined traumatic and confined space
asphyxia, after being trapped under some of the objects
amassed in her apartment (Cappelletti et al. 2019). Gul-
bahar et al. described the case of a male 32 years old who
developed TA due to fall of an elevator cabin on him
(Gulbahar et al. 2015).

Traumatic asphyxia may occur during incidents of
mass panic. Gill et al. reported nine fatal accidents at
a community basketball game in New York City in
1991. Further case reports in 2003 referred to 21 fatali-
ties in a nightclub in Chicago (Cortis et al. 2015). Dur-
ing a human rush at a fireworks display in Japan in
2001, eleven people were killed and 247 were injured

(Motomura et al. 2019). The 2010 Love Parade acci-
dent in Germany resulted in the deaths of 21 people. In
2010, 347 people were killed at the Khmer Water Festi-
val in Cambodia. Crowd accidents during the Hajj, the
annual Islamic pilgrimage to Mecca, result in deaths
every few years: 1426 in 1990, 270 in 1994, 119 in 1998,
35 in 2001, 14 in 2003, 251 in 2004, and 380 in 2006
(Motomura et al. 2019).

Traumatic asphyxia has also been described in persons
struggling violently to resist arrest by police (Cortis et al.
2015). Miyaishi et al. presented an unusual case of neg-
ligent homicide by thorax compression. The 58-year-old
man was restrained in the prone position by six prison
officers. They were ordered by their 3 superiors to con-
tinue restraining the victim for about 15min until he
died (Miyaishi et al. 2004). Rare causes of TA include
automatic revolving doors accidents (Cortis et al. 2015),
deep-sea diving, epileptic seizures, difficult delivery,
and asthmatic attacks (Kamali et al. 2013; Lateef 2015).
Domenech et al. reported a very rare case of TA in a
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middle-aged man who was killed by the folding bunk bed
in a hotel (Domeénech et al. 2012).

Pathophysiology

It is generally considered that a compressive force to
the thoracoabdominal region together with the “fear
response” (deep breath and closing of the glottis)
(Landercasper and Cogbill 1985; Lee et al. 1991; Eken
and Yigit 2009; Cortis et al. 2015) causes a huge increase
in the central venous pressure. This induces reversal of
venous blood flow from the heart through the SVC into
the innominate and jugular veins of the head and neck.
The back transmission of the elevated central venous
pressure to the head and neck venules and capillaries,
while arterial flow is continued, results into capillary sta-
sis and rupture, producing the characteristic upper body
petechial and sub-conjunctival hemorrhages. The lack
of petechiae in the lower body may be due to the com-
pressive obstruction of the IVC in the chest or abdomen.
Furthermore, the fact that the lower part of the body is
protected from back transmission of venous pressure
by a series of valves could be another mechanism, since
the SVC, innominate, and jugular veins have no valves
(Conwell 1927; Reichert and Martin 1951; Miyaishi et al.
2004; Sertaridou et al. 2012; Kamali et al. 2013; Shi-
ber et al. 2013; Cortis et al. 2015; Gulbahar et al. 2015;
Lateef 2015). Crush asphyxia may follow prolonged or a
very short duration compression, although the literature
reports an average period of 2—5min (Kamali et al. 2013).

Experimentally, by means of intrathoracic occlusion of
the SVC, sustained discoloration of the head and neck
and mucous membranes, with retinal hemorrhages, have
been obtained, which persisted for days and resembled in
effect traumatic asphyxia as observed clinically (Reichert
and Martin 1951). Beach and Cobb examined sections of
the skin microscopically and conclusively showed that
there was no extravasation of blood outside the vessels
but just distension (Conwell 1927; Reichert and Martin
1951). However, Choi et al. believe that excessive pres-
sure may cause an actual extravasation of erythrocytes
from the vessels in the conjunctival and buccal mucosa
whose tissue does not support the vessels (Choi et al.
2010).

The condition is characterized by a marked discol-
oration immediately following the injury, which usually
involves the head, neck, and face down to the clavicle in
front and posteriorly along the back and shoulders at the
level of the lower border of the trapezius muscle (Conwell
1927). Moreover, the characteristic signs include facial
and upper chest petechiae and sub-conjunctival hemor-
rhages. Neurological signs due to cerebral edema and
temporary loss of vision as a result of retinal edema have
been frequently reported (Lateef 2015). The extent of the
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signs and symptoms depend on the duration and severity
of the compression that the thorax and upper abdomen
are exposed to (Gulbahar et al. 2015). Cervicofacial cya-
nosis is found in 95%, cervicofacial petechiae in 84%, and
sub-conjunctival hemorrhage in 91% of cases described
(Cortis et al. 2015). Superior vena cava obstruction and
basilar skull fracture have features that closely resem-
ble the appearance of traumatic asphyxia and should be
ruled out (Sertaridou et al. 2012).

Traumatic asphyxia is a systemic syndrome

Due to diversity and widespread lesions produced by TA,
many authors consider it a systemic syndrome. Thoracic,
cerebral, ophthalmic, auditory, spinal, and peripheral
nerve lesions are some examples.

Thoracoabdominal and cardiac injuries

Pulmonary contusion, hemo-/pneumothorax, and flail
chest are the most common injuries accompanying
Perthes syndrome (Kamali et al. 2013; Gulbahar et al.
2015). Signs of pulmonary injury like dyspnea, tachyp-
nea, and hemoptysis may be observed (Gulbahar et al.
2015). Lateef H described the case of a 39-year-old male
who developed TA after severe blunt chest trauma dur-
ing his work at a construction site. The patient had multi-
ple injuries to the chest, abdomen, head, and neck, which
were treated conservatively. An associated diaphragmatic
injury was successfully treated by video-assisted thoraco-
scopic surgery (Lateef 2015). An increase in the abdomi-
nal pressure may lead to organ injury, hematemesis, and
hematuria (Gulbahar et al. 2015). In contrast, cardiac
injuries during TA are extremely rare. Only two cases of
cardiac contusion and one of ventricular rupture have
been reported so far. A normal ECG does not rule out
blunt cardiac injury. A rare consequence of TA is delayed
myocardial infarction due to coronary artery contusion
(Sertaridou et al. 2012; Gulbahar et al. 2015).

Cerebral manifestations

Reports have postulated that the pathogenesis of neuro-
logic manifestations is related to ischemia of the brain or
spinal cord secondary to venous obstruction and elevated
pressures (Westphal et al. 2013). According to Perthes,
neurological injury in TA includes cerebral hypoxia or
anoxia, ischemia, venous hypertension, cerebral vascu-
lar congestion, rupture of small vessels, petechial hem-
orrhages, and hydrostatic edema. CT scans of the brain
are usually normal, whereas in fatal cases, autopsy shows
only petechiae and congestion, suggesting brain injury at
the cellular level. Neurologic manifestations of the syn-
drome include loss of consciousness, prolonged but self-
limiting confusion, disorientation, agitation, restlessness,
and seizures (Sertaridou et al. 2012). Both cases reported
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herein were restless and agitated. The CT scan of the
brain in the 2nd case was normal.

Spinal cord lesions

Paraparesis and paraplegia may accompany TA either
because of an associated vertebral fracture with spinal
cord compression (like our 2nd case) or without radio-
logical abnormality. Heuer (1923) reported paraparesis
in one case of TA (Despard 1909; Leech and Cuthbert
1972). Likewise, Reichert and Martin (1951) reported
paraplegia concomitant with TA in a 4-year old girl in
whom laminectomy showed no spinal cord injury thus
raising the possibility of ischemia (Despard 1909; Leech
and Cuthbert 1972). The paraplegia at the thoracic eight
level in Reichart and Martin case could be postulated as
due to ischemia of the spinal cord produced by the sud-
den severe compression of the lower chest with second-
ary venous obstruction and secondary local anoxia of
the spinal cord from the back pressure in the interver-
tebral venous plexus at the thoracic eight level (Despard
1909). Senoglu et al. presented a 4-year-old child with TA
associated with intramedullary spinal cord hemorrhage
fallowing thoracic compression. They stressed the impor-
tance of spinal cord hemorrhage that can accompany TA
without radiological abnormality and advised for imme-
diate steroid therapy (Conwell 1927).

Peripheral nerves

Leech and Cuthbert reported 15 cases of TA with 6 con-
comitant brachial plexus injuries following the major
disaster of Ibrox Football Stadium at January 2, 1971.
The high incidence of brachial plexus lesions in this trag-
edy emphasizes the diagnostic difficulty presented by a
patient who is deeply unconscious with TA and with a
monoparesis; such a patient may be considered to be suf-
fering from a serious head injury with a lateralizing sign
warranting urgent neurosurgical investigation (Leech
and Cuthbert 1972).

Vision

Post-traumatic retinal changes with visual loss were
noted in 1911 by Purtscher (Purtscher’s retinopathy)
(Macnab et al. 1987; Sertaridou et al. 2012). The progno-
sis for vision after TA is usually good, and vision loss is
usually temporary if there is no retinal angiopathy. But
there have been a few cases of immediate or late blind-
ness caused by retinal hemorrhages and cotton wool exu-
dates in the fundus, which is known as traumatic retinal
angiopathy (Choi et al. 2010). Decreased vision, blurred
vision, papillary changes, optic nerve atrophy, diplopia,
and exophthalmia are the most frequent ocular find-
ings (Gulbahar et al. 2015). The high retrograde venous
pressure in the head and neck may be associated with
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neuronal ischemia, which can lead to irreversible optic
nerve atrophy. It is therefore important to carry out an
early, routine, and complete ophthalmologic examina-
tion, especially in the intubated and poorly cooperative
patients (Tibor et al. 2017).

Ear and nose

A hearing deficit can be caused by edema of the Eus-
tachian tubes, or a hemotympanum (Sertaridou et al.
2012; Gulbahar et al. 2015). Westphal et al. from Brazil
reported a case of TA with perforation of tympanic mem-
brane (Westphal et al. 2013). Epistaxis may occur due to
capillary rupture (Gulbahar et al. 2015).

Traumatic asphyxia in children

Fatal TA in childhood is a rare event (Byard et al. 2003),
and its pathophysiology is different compared to adults,
because of the greater elasticity of the thorax in children
(El Koraichi et al. 2012). Unsupervised play of young
children around heavy and potentially unstable pieces
of furniture may be dangerous (Byard et al. 2003; Byard
2015; Cortis et al. 2015). Montes-Tapia et al. reported
3 pediatric cases 18, 20, and 36 months of age who pre-
sented with signs and symptoms of TA after car accidents
(Montes-Tapia et al. 2014). Accidental death from chest
compression may also occur when an adult roll onto an
infant while sleeping. A 6-year-old boy suffered TA when
his T-shirt was caught in a rotating shaft at the back of a
tractor and compressed his chest (Eken and Yigit 2009).
Cortis et al. reported a 19-month-old boy whose right
arm was caught between the elements of an automatic
revolving door. As a direct result of rescue attempts,
the child’s body was drawn further into the narrow gap
between elements of the door. The child died because of
head injury and thoracic compression (Cortis et al. 2015).
A very rare case of asphyxia by thorax compression was
also reported where an infant died when a python tight-
ened around it (Miyaishi et al. 2004).

Management of traumatic asphyxia

The diagnosis of TA should be easily made with inspec-
tion of the patient following a careful history. The diag-
nostic work up aims to outline the extent of associated
injuries and determine their severity. Plain radiographs,
imaging studies, ECG, echocardiography, and brain CT
scan may be needed. Some authors recommend bron-
choscopy in any case of TA for both diagnostic and thera-
peutic purposes (Lateef 2015). Supportive treatment such
as oxygenation and elevation of the head to 30° is usually
sufficient in the management of these patients. However,
specific treatments may be needed for the associated
injuries (Eken and Yigit 2009).
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Prognosis

Despite the startling findings on the face, neck, and
chest, the majority of patients with TA have a favora-
ble outcome (Shiber et al. 2013; Gulbahar et al. 2015;
Lateef 2015) The prognosis of TA depends on the dura-
tion of chest compression and early cardiopulmonary
resuscitation in the event of cardiopulmonary arrest
(Hirade et al. 2015). Traumatic asphyxia heals sponta-
neously within weeks except the neurological and ocu-
lar signs (Gulbahar et al. 2015).

Death and autopsy findings

Apnea and hypoxemia associated with prolonged tho-
racic compression may be life threatening and give rise
to increased mortality (hypoxic encephalopathy) (Gul-
bahar et al. 2015; Lateef 2015; Motomura et al. 2019).
When death occurs, it is usually due to a combination
of asphyxia, resulting from compression of the torso
and thorax, and pulmonary congestion. A further fac-
tor is a pulmonary micro-embolism syndrome result-
ing from the influx of fat (Cortis et al. 2015). At the
autopsy, subpleural petechiae (58.5%) and petrous ridge
hemorrhage (without skull base fracture) (56.6%) were
the most common findings in one study. According to
the authors, in cases without hospitalization, any of the
following signs may lead the physician to a postmortem
diagnosis of TA: petechiae on the upper parts of the
body and conjunctiva, petechiae on serous membranes
(including subpleural regions), and signs of petrous
ridge hemorrhage without skull base fracture (Arslan
et al. 2018).

Conclusions

Despite its rarity, physicians who are clinically aware of
traumatic asphyxia should face no difficulty in making
the correct diagnosis of traumatic asphyxia. Traumatic
asphyxia should be thought of in all cases of blunt trauma
to the chest and/or upper abdomen which present with
edema and blue discoloration of the face and neck beside
sub-conjunctival hemorrhage. Due to its widespread
lesions, traumatic asphyxia should be looked upon as a
systemic syndrome. Timely accurate diagnosis and sup-
portive treatment save the majority of patients with trau-
matic asphyxia.
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