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Handlebar injuries are rare but a high index of 
suspicion must be maintained because they can be 
life-threatening but discordance exists between the 
apparently minor circumstances of handlebar trauma 
and the severity of injury5).

Picture 1 : Swollen face and neck with a 3 x 2 cm ring-
shaped bruise on the anterior neck resulting from a bicycle 
handlebar.

�HPI�
A 7-year-old boy presents to a nearby clinic with neck pain after fall while driving a bicycle and trying 

to turn a corner. On falling, he sustained a blunt neck injury by the tip of a bicycle handlebar. He 
complains only slight neck pain without difficulty breathing, and his vital signs are unremarkable. On 
physical examination, crepitus is demonstrated over his anterior neck and chest. He is referred on foot to 
the ED for urgent care.

On admission, he complains slight neck pain and denies difficulty breathing, chest pain, and 
odynophagia. 

The patient seemed to have relatively minor injury on arrival at the ED. However, his condition 
progressively worsened and resulted in devastating consequence. He most likely sustained an 
airway injury as a result of the trachea being sandwiched between the bicycle handlebar and 
vertebral bodies. Continuous air-leak from the perforated trachea occurred and then massive 
air in the subcutaneous tissues must have directly compressed the airway from the soft 
membranous portion, which resulted in respiratory distress. Restriction of thoracic expansion 
by a large volume of air in the subcutaneous tissues may have played a role in the 
development of the patient’s respiratory compromise. Thus, massive SE can be life-
threatening3)4).

Flexible bronchoscopy demonstrated soft-tissue swelling of membranous part of trachea 
(proximal to the cuff). After surgical consultation, we decided to manage the patient 
conservatively. Upper endoscopy revealed no injury to the esophagus. On day 3 of admission, 
repeat bronchoscopy revealed no swelling in the trachea. He was successfully extubated and 
the thoracostomy tubes were removed on the following day, and he was discharged home on 
day 9.
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�PE�
Patient is in no acute distress. 
GCS E4V5M6,  BP 96/64mmHg, HR 103/min,  RR 24/min. SpO2 100% on ambient air.
Neck and Chest: A 3 x 2 cm ring-shaped bruise with crepitus on the anterior neck with slight tenderness 
(Picture 1). No other injuries. No stridor or tracheal deviation. CTAB, no wheezing.   
CV: RRR, normal S1/S2, no murmur.   Neuro: WNL, normal gait.

�L/D�CBC, Chemistry panels, and ABG are unremarkable. Chest X-ray is shown below (Picture 2).
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Questions
Suddenly (3 hours after the accident), he complains of shortness of breath and worsening neck pain, 
and shortly after that he demonstrates ”choking sign”.  The area of swollen skin expands from face to 
thigh. Endotracheal intubation is immediately performed but several attempts are needed because of 
vocal cord and soft tissue swelling. CT scan is obtained (Picture 3,4). Vascular injury is ruled out.

1) What is the most likely diagnosis? 
2) What medical management is indicated next? 

Answers
1) Airway compression due to massive subcutaneous emphysema and bilateral 

pneumothorax resulting from tracheal injury.  
2) Chest tube thoracostomy with suction, flexible bronchoscopy to evaluate the location 

and extent of tracheobronchial injury, prompt surgical consultation,
and upper endoscopy to evaluate the esoghagus1)2).

Picture 2 : Chest X-ray, A-P view, showing subcutaneous 
emphysema from neck to axilla and black bands at the 
bilateral hilar area indicating the presence of 
pneumomediastinum.

Picture 3 : Non-contrast chest CT, sagittal view, showing massive subcutaneous emphysema (SE), 
pneumomediastinum, and an injury to the anterior trachea (arrow).

Picture 4 : Non-contrast chest CT, coronal view, showing massive SE, pneumomediastinum, and bilateral 
pneumothorax.


