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parenchymal fibrosis hint to residual damage of lung 
by tuberculosis. The fact that the shortness of breath in 
this patient antedated the development of swelling by 
2 weeks  (the minimal pneumothorax on the CT scan 
seems unlikely to explain dyspnea in this patient) also 
might hint at a possible airway involvement. It would 
be indeed enlightening to know about past symptoms 
of cough with or without sputum (after resolution of 
tuberculosis and before the development of severe 
subcutaneous emphysema), old spirometry suggestive 
of obstructive airway disease or expiratory CT scans 
suggestive of air trapping in this patient. Since it 
is known that post tubercular obstructive airway 
disease  (PTOAD) might occur in more than 30%[5] of 
pulmonary tuberculosis patients it behooving to consider 
a diagnosis of PTOAD since it fits the larger picture and 
might also explain the genesis of air leak in this patient.
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fish smoking process is usually carried out in indoors in 
drying huts and have explained the condition of these dry 
huts where the cases used to work. However the authors 
have not matched the cases with controls on the account 
of the condition of the homes of all those women who 
were taken as controls.

Housing, being a part of the total environment of man, 
is responsible for the status of man’s health and well 
being. A strong relationship can be established between 
the poor housing and the respiratory infections such as 
bronchitis.[2]

The authors should have matched for the indoor 
environmental factors also e.g. the building material used 
in the roof and walls, ventilation; combustion equipment 
used at home, any coal combustion, any aerosol sprays 
being used etc. The indoor environment in any building 
is a result of the interaction between the site, climate, 
building system, construction techniques, contaminant 
sources and building occupants.[3]

Sir,

This is in reference to the article, “The relationship between 
lung function and indoor air pollution among rural women 
in the Niger Delta region of Nigeria” published in Lung 
India 2014;31:110‑5.

The authors have done a commendable task to evaluate the 
association between the long‑term biomass smoke exposure 
and lung function among the women who smoke fish in the 
Niger Delta region of Nigeria. For this survey, the authors 
conducted a case control study (Material and methods) 
with 342 women engaged in smoking of fish as cases and 
346 women from the same community who were mainly 
engaged in fishing but were not involved in smoking of 
fish as controls.[1]

However I have a few concerns regarding this study.

As this is a case control study, the authors should have 
matched for the confounding variables which can affect 
the outcome of the study. The authors have mentioned that 

Planning in case control studies: A comment on the 
relationship between lung function and indoor air pollution 
among rural women in the Niger Delta region of Nigeria
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is fixed to the pericardium)
•	 Anteroposterior compression of the chest, with chest 

widening and subsequent relative negative pressure 
within the pleural cavity, which leads to pulling apart 
of the lungs; this may create tension at the carina and 
a carinal tear may ensue.
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Sir,

We read with great interest the radiology quiz article 
“Choking after blunt trauma and an interesting radiological 
finding” by Ray et al.[1] in the January-March 2014 issue 
of Lung India. We just want to share our view in respect 
to the probable pathogenesis in this case.

As stated, Ray et  al. believe that the probable cause 
of tracheobronchoesophageal fistula (TB‑E fistula) 
in the present symptomatic case may be ischemic 
necrosis  (secondary to crushing of the airway and 
esophagus following the blunt chest trauma) of the adjacent 
tracheobronchial and esophageal walls.[1] However, we have 
a different view. As the presentation (specifically Ono’s sign, 
i.e. coughing while swallowing) in the present case is much 
more acute (within few hours of blunt chest trauma), the 
TB‑E fistula may be due to traumatic tracheobronchial and 
esophageal rupture.[2‑4] Of note, development of ischemic 
necrosis usually takes three to ten days following trauma; 
thereby having a delayed presentation.[2,3]

The mechanism of traumatic tracheobronchial 
rupture following forceful sudden chest compression 
(caused by blunt chest trauma) is poorly understood. Three 
possible mechanisms  (in any combination) have been 
suggested, namely, increased pressure within the airways, 
shearing airway injury, and pulling apart of the lungs.[4]

•	 Violent chest compression closes the glottis reflexly, 
leading to a sudden increased pressure within the larger 
airways (trachea and bronchi), which in turn causes an 
‘explosive rupture’

•	 Shear injury may be caused by sudden deceleration, 
wherein the moving airways can tear at the point of 
fixation (viz., the airway can tear near the carina, as it 

Comments on pathogenesis of acquired 
tracheobronchoesophageal fistula following blunt chest trauma
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