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Few emergencies pose as great a 
challenge as neck trauma. Because a 
multitude of organ systems (eg, airway, 
vascular, neurological, gastrointestinal) 
are compressed into a compact conduit, 
a single penetrating wound is 
capable of considerable harm. 
Furthermore, seemingly innocuous 
wounds may not manifest clear signs or 
symptoms, and potentially lethal injuries 
could be easily overlooked or 
discounted. 
Airway occlusion and exsanguinating 
hemorrhage pose the most immediate 
risks to life. From the time when 
Ambroise Pare successfully treated a 
neck injury in 1552, debate has 
continued about the best approach for 
particular neck wounds. Awareness of 
the various presentations of neck injuries 
and the establishment of a 
wellconceived 
multidisciplinary plan prior to the 
traumatic event is critical for improving 
patient outcome. 

Órgãos de múltiplos 
sistemas contidos em 

uma localização 
compacta 

Uma injúria isolada 
pode produzir 

múltiplos efeitos 
potencialmente letais 

Principais riscos à vida: 
 

http://www.urgenciauc.com/profesion/trauma_cervical_archivos/slide0087_image156.jpg 
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Os traumatismos cervicais representam de 5 a 10% de 
todas as injúrias traumáticas, sendo mais comuns no 

sexo masculino 

Incidência 

Mortalidade 

Atualmente, em países desenvolvidos, a 
tendência tem sido: 
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 3 Da base do crânio                        
até a mandíbula 

 2 Do ângulo da mandíbula à 
cartilagem cricoide 

 1 Da cartilagem cricoide à 
fossa supraclavicular 

http://ars.els-cdn.com/content/image/1-s2.0-S1755599X08001274-gr2.jpg 
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 3 

 2 

 1 

Anatomia complexa, difícil 
abordagem cirúrgica 

Multiplicidade de lesões, 
relativa facilidade de  
exploração 

Hemotórax associado a 
lesões de vasos subclávios 

http://ars.els-cdn.com/content/image/1-s2.0-S1755599X08001274-gr2.jpg 
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 1 8% dos traumas cervicais 

http://ars.els-cdn.com/content/image/1-s2.0-S1755599X08001274-gr2.jpg 

a. Zone 1 
Zone 1, the most caudal anatomic zone, is 
defined inferiorly by the 
clavicle/sternal notch and superiorly by the 
horizontal plane passing 
through the cricoid cartilage. Structures within 
this zone include the: 
yy Proximal common carotid arteries. 
yyVertebral and subclavian arteries. 
yy Subclavian, inominate, and jugular veins. 
yyTrachea. 
yyRecurrent laryngeal and vagus nerves. 
yy Esophagus. 
yyThoracic duct. 
Vascular injury management is challenging in 
Zone 1, and mortality is 
high. Due to the sternum, surgical access to 
Zone I may require sternotomy 
or thoracotomy to control hemorrhage. 

• Artérias carótidas comuns proximais 
• Artérias vertebrais e subclávias 
• Veias subclávias e jugulares 
• Traqueia 
• Nervos l. recorrente e vago 
• Esôfago 
• Ducto torácico 

Mortalidade alta  e  manejo difícil 

Acesso cirúrgico: esternotomia 
ou toracotomia 
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 2 77% dos traumas cervicais 

http://ars.els-cdn.com/content/image/1-s2.0-S1755599X08001274-gr2.jpg 

• Artérias carótidas 
• Veias jugulares e vertebrais 
• Traqueia proximal 
• Faringe e laringe 
• Nervo l. recorrente e vago 
• Medula espinhal 

b. Zone 2 
Zone 2, the middle anatomic zone, is between 
the horizontal plane 
passing through the cricoid cartilage and the 
horizontal plane passing 
through the angle of the mandible. Vertically 
or horizontally oriented 
neck exploration incisions provide 
straightforward surgical access to 
this zone, which contains the: 
yyCarotid arteries. 
yy Jugular and vertebral veins, pharynx, and 
larynx. 
yy Proximal trachea. 
yyRecurrent laryngeal and vagal nerves. 
yy Spinal cord. 

Acesso cirúrgico direto         
(vertical ou horizontal) 
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 3 15% dos traumas cervicais 

http://ars.els-cdn.com/content/image/1-s2.0-S1755599X08001274-gr2.jpg 

c. Zone 3 
Zone 3, the most cephalad anatomic zone, lies 
between the horizontal 
plane passing through the angle of the 
mandible and the skull base. 
Anatomic structures within Zone 3 include the: 
yy Extracranial carotid and vertebral arteries. 
yy Jugular veins. 
yy Spinal cord. 
yyCranial nerves IX–XII. 
yy Sympathetic trunk. 
Because of the craniofacial skeleton, surgical 
access to Zone 3 is 
difficult, making surgical management of 
vascular injuries challenging 
with a high associated mortality at the skull 
base. Surgical access to 
Zone 3 may require craniotomy, as well as 
mandibulotomy or maneuvers 
to anteriorly displace the mandible. 

• Artérias carótidas e 
vertebrais extracranianas 

• Veias jugulares 
• Medula espinhal 
• Nervos cranianos IX-XII 
• Tronco simpático 

Acesso cirúrgico: craniotomia, 
mandibulotomia ou manobras 
de deslocamento mandibular  

Mortalidade alta, manejo cirúrgico difícil 
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Lesão de zona 2 Lesão de zona 3 
http://emedicine.medscape.com/article/827223-overview#aw2aab6b2b2aa 
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http://www.sswahs.nsw.gov.au/liverpool/trauma/images/neck1.jpg http://www.ijms.in/uploads/cut-throat.jpg 
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Criança de 6 anos com 
pneumomediastino e enfisema 

subcutâneo após queda de bicicleta 

Sogut O, Kaya H, Dokozoglu MA, Cevik M, Boleken ME. Pneumomediastinum and subcutaneous emphysema due to blunt neck injury: 
A case report and review of the literature. J Pak Med Assoc, Vol. 61, No. 7, July 2011 702. 

Ozgur Sogut, Halil Kaya, Mehmet Akif 
Dokuzoglu  ( Department of Emergency 
Medicine, Medical Faculty, Harran 
University, Sanliurfa, Turkey. )  
Muazzez Cevik, Mehmet Emin 
Boleken  ( Department of Pediatric 
Surgery, Medical Faculty, Harran 
University, Sanliurfa, Turkey. )  
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60% dos traumatismos cervicais 

Força não-penetrante direta 
contra a região cervical 

Lesões menos comuns: injúrias arteriais (carótidas, vertebrais),             
injúrias nervosas (plexo braquial) 
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• Strangulation may result from 
hanging (partial or complete 
suspension of the body from the 
neck), ligature 

• suffocation, manual choking, and 
postural asphyxiation (eg, seen in 
children when the neck is placed 
over an 

• object and the body weight 
produces compression). Significant 
cervical spine and spinal cord 
damage happens in 

• only those hangings that involve a 
fall from a distance greater than the 
body height. Simple asphyxiation is 
not the 

• major cause of death in hanging 
injuries. Cervical spinal disruption 
subsequent to strangulation is 
almost uniformly 

• fatal. 

• Enforcamento 
• Sufocamento 
• Estrangulamento manual 
• Asfixia postural 

Homicida 

• Homicidal strangulation : injures via 
carotid artery occlusion or carotid 
sinus reflex death; CSRD is a 
disputed mechanism of death in 
which manual stimulation of the 
carotid sinus is believed to cause 
strong glossopharyngeal nerve 
impulses leading to terminal cardiac 
arrest.  

• Suicidal strangulation:  Injury 
associated with larynotracheal 
separation and neurovascular 
injuries.  The mechanism of action 
for suicidal strangulation is the 
following:  pressure is applied to 
jugular veins leading to obstruction 
of venous return from the brain.  
This results in venous congestion in 
the brain and loss of consciousness 
ensues.  The patient falls with his or 
her full weight against the ligature 
and the trachea is compressed, 
restricting airflow to the lungs.  This 
results in irreversible asphyxiation or 
death.  

 

• Oclusão de carótida 
• Reflexo do seio 

carotídeo causando 
parada cardíaca 

• Separação laringotraqueal 
• Compressão traqueal 
• Oclusão de jugulares 
                           ↓ 

↓ Retorno venoso do cérebro 
                           ↓ 

 Congestão venosa  
                                ↓ 

Perda de consciência  

Suicida 

Edionwe S, Siddiqui F. Blunt Neck Trauma and 
Laryngotracheal Injury. University of Texas Medical 
Branch. Department of Otolaryngology. Grand 
Rounds Presentation. 2010 
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A 35 year old male presented with increasing neck 

swelling on the right side and face region after 

sustaining BNT to the region.  There was history of 

change in voice and difficulty in swallowing. There 

was no history of respiratory distress, vomiting, loss 

of consciousness and disorientation. On 

examination there was subcutaneous emphysema 

mainly present on the right side of neck and parotid 

region. There was blunting of the thyroid 

prominence and tenderness all along the larynx. 

Edionwe S, Siddiqui F. Blunt Neck Trauma and Laryngotracheal Injury. University of Texas Medical Branch. Department of Otolaryngology. 
Grand Rounds Presentation. 2010 

Paciente de sexo masculino 
apresentando edema progressivo de 
lado direito do pescoço e face após 
TCNP na região. Havia história de 
alterações na voz e dificuldade de 

deglutição. Não havia história de perda 
de consciência, desorientação ou 

dificuldades respiratórias.  
Ao exame físico, constatou-se presença 

de enfisema subcutâneo em região 
cervical direita e parótida. Havia 
embotamento da proeminência 

tireoidea e sensibilidade exacerbada ao 
longo de toda a laringe 
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 As these injuries are in the setting of 
trauma, larygnotracheal injury at times may 
be addressed during the primary survey of 
assessing airway, breathing, and circulation.   

 It is a priority to establish an airway with 
cervical spine protection as indicated.  

 Tracheostomy is preferred to intubation 
because intubation can exacerbate laryngeal 
injury with the feared outcome precipitation 
of total airway obstruction.  Further, it is 
difficult to perform in the presence of 
concomitant maxillofacial injuries in patients 
with immobile necks. 

 However, if it is to be performed such as in 
patients with signs of acute or impending 
respiratory distress, it is recommended it be 
done by the most experienced medical 
professional.   

Manejo inicial 

• “Airways, breathing, 
circulation” 

• Prioridade: estabelecer via 
aérea com proteção cervical 

• Traqueostomia é preferível à 
intubação; de preferência que 
seja feita por profissionais 
experientes 

Edionwe S, Siddiqui F. Blunt Neck Trauma and Laryngotracheal Injury. University of Texas Medical Branch. Department of Otolaryngology. Grand Rounds 
Presentation. 2010 

 Indications: 
◦ lacerations involving the free margin of 

the vocal fold 
◦ large mucosal lacerations 
◦  exposed cartilage 
◦ multiple and displaced, or unstable, or 

comminuted cartilage fractures 
◦ avulsed or dislocated arytenoids 

cartilages 
◦ vocal fold immobility or detachment of 

the anterior commissure 
◦ cricotracheal separation, 
◦ fractures of the median or paramedian 

parts of the thyroid alae 
◦ cricoid fracture 
◦ airway compromise 

 Goal:  
◦ restore laryngeal function including 

phonation, protection from aspiration, 
ventilation, and deglutition to as near 
baseline as possible.   

 
It is recommended that all surgical patients 

receive panendoscopy intraoperatively for a 
detailed examination of the injury before 
surgical repair.   

Manejo cirúrgico 

Quando operar? 

Laceração ou imobilidade de pregas 
vocais, exposição cartilaginosa, 
deslocamento de aritenoides,  

separação cricotraqueal, fratura de 
cricoide, comprometimento de VA 

Por que operar? 

Restaurar a função laríngea, proteger 
contra aspiração, fornecer ventilação e 

deglutição necessárias 
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http://archive.ispub.com/journal/the-internet-journal-of-head-and-neck-surgery/volume-5-number-2/arrow-shot-injury-to-the-
neck.article-g01.fs.jpg 

Ferida causada por flecha em 
adolescente de 15 anos (Nigéria) 
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5-10% dos traumas em adultos 

Ramasamy A, Midwinter M, Mahoney P, Clasper J. Learning the lessons from conflict: Pre-hospital 
cervical spine stabilisation following ballistic neck trauma. Injury. Jul 16 2009;epub ahead of print. 

• Uma maior mortalidade está associada ao trauma cervical por 
armas de fogo 

• O uso de colar cervical nestes casos pode ser prejudicial, por 
esconder lesões potencialmente letais 

No estudo de Ramasamy et al. 

Mais de 95% são 

causados por armas de 
fogo ou facadas 
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 Any patient with a penetrating neck injury 
(PNI) can decompensate rapidly and should 
be transported immediately to the nearest 
trauma center. These patients often require 
emergency surgical intervention. Impaled 
objects should NOT be removed in the field. 
General prehospital management of the 
trauma patient is discussed elsewhere. (See 
"Prehospital care of the adult trauma 
patient".) 

 De imediato: Conduzir a vítima ao PS mais próximo! 

 Objetos inseridos no pescoço NÃO devem ser 
retirados em campo 
 

 Durante o transporte, monitorar sons respiratórios 
e sinais vitais 
 

 Deve-se tentar iniciar reposição volêmica durante o 
transporte em caso de hemorragia intensa 
 

During transport, breath sounds should be 
auscultated and vital signs assessed frequently. 
Hypotension, tachypnea, unilaterally 
diminished breath sounds, and subcutaneous 
emphysema raise suspicion for a tension 
pneumothorax. Paramedics should perform 
needle thoracostomy if the patient is unstable 
and tension pneumothorax is suspected.  

Intravenous line placement should be 
attempted in the ambulance 
during transportation and no valuable time 
should be lost at the scene. In 
cases of suspected subclavian venous injuries 
the intravenous line should 
be inserted in the opposite arm, to avoid 
extravasation of infused fluids or 
medications from a proximal venous injury. 
Patients with active bleeding 
should be placed in the Trendelenburg position 
to reduce the risk of air 
embolism. 

 Pctes com sangramento ativo: 
     Posição de Trendelenburg  
      (reduz risco de embolia aérea) 

http://2.imimg.com/data2/JW/WR/MY-3439605/trendelenburg-position-250x250.jpg 

http://www.uptodate.com/contents/prehospital-care-of-the-adult-trauma-patient?source=see_link
http://www.uptodate.com/contents/prehospital-care-of-the-adult-trauma-patient?source=see_link
http://www.uptodate.com/contents/prehospital-care-of-the-adult-trauma-patient?source=see_link
http://www.uptodate.com/contents/prehospital-care-of-the-adult-trauma-patient?source=see_link
http://www.uptodate.com/contents/prehospital-care-of-the-adult-trauma-patient?source=see_link
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Penetrating neck trauma must be 
approached systematically. 
Immediately assess the airway of any 
patient with PNI. Assessment can be 
difficult, particularly deciding 
whether the patient needs early 
intubation. Although no consensus 
exists, most experts advocate 
immediate intubation in patients with 
evidence of significant injury or 
respiratory difficulty (eg, 
subcutaneous air, airway 
compromise, significant bleeding or 
hematoma, voice alteration, stridor) 

Patients with penetrating neck injury (PNI) in obvious distress (eg, 
respiratory distress, severe hemorrhage, extensive or sucking neck 
wound, shock) require immediate stabilization of the airway. Other 
patients with neck trauma may require airway protection based on 
the projected course of their disease. A general discussion of how to 
approach the difficult airway is discussed separately. Signs that 
strongly suggest the need to secure the airway emergently include: 
Significant bleeding or hematoma 
Hemoptysis 
Subcutaneous emphysema 
Bruit or thrill 
Neurologic deficit 
Distorted neck anatomy 
Stridor 
Difficulty or pain when swallowing secretions 
Abnormal voice, especially hoarseness ("hot potato voice") 
When the airway is felt to be threatened but anatomic structures 
and relationships are preserved, rapid sequence intubation (RSI) is 
appropriate to establish an airway [19,34,35]. One retrospective 
review of airway management in patients with PNI performed at a 
major urban trauma center found RSI to be a safe and effective 
approach [35]. Other centers have found similar results [36]. In-line 
stabilization of the cervical spine by an assistant is indicated if spinal 
injury is suspected, although spine injuries are uncommon with PNI. 
Rescue airway devices (eg, laryngeal mask airway) can be used if 
placement of an endotracheal tube is unsuccessful as long this does 
not delay the establishment of a needed surgical airway.  

Sinais de necessidade urgente de via aérea segura  

Sangramento/hematoma extenso, hemoptise, enfisema subcutâneo, déficit 
neurológico, distorção de anatomia  cervical, estridor, odinofagia e disfonia 

Caso a maioria das estruturas e 
relações anatômicas estejam 

preservadas, utiliza-se a RSI – 
Rapid Sequence Intubation      

o mais rápido possível! 

http://mstcparamedic.pbworks.com/f/1193323235/Airway%20Management.jpg 

http://www.uptodate.com/contents/penetrating-neck-injuries/abstract/19,34,35
http://www.uptodate.com/contents/penetrating-neck-injuries/abstract/35
http://www.uptodate.com/contents/penetrating-neck-injuries/abstract/36
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A via aérea difícil 
• Preparo para lidar com complicações 
• Cautela no uso da ventilação com máscara em TCP 

(somente o necessário) 
 

Bag mask ventilation (BMV) to preoxygenate in 
preparation for RSI or to reoxygenate following a 
failed attempt at intubation may force air into 
injured tissue planes and distort airway anatomy. 
Although it is appropriate to perform BMV to 
oxygenate patients when necessary, ventilation 
should be done as gently as necessary, and with 
vigilance to ensure it is not creating more harm than 
benefit 

Invasive airway management (eg, cricothyroidotomy) 
represents the standard approach when orotracheal 
intubation, by any method, is unsuccessful or 
contraindicated. Indications for a surgical airway include 
massive upper airway distortion, massive midface trauma, 
and inability to visualize the glottis because of heavy 
bleeding, edema, or anatomic disruption. (See "Emergent 
surgical cricothyrotomy (cricothyroidotomy)".) 
Cricothyroidotomy can be difficult in a patient with 
anatomical distortion. The procedure is relatively 
contraindicated if an anterior neck hematoma exists or a 
laryngeal injury is suspected, but may be the only option in 
some patients with PNI. If the clinician suspects partial or 
complete laryngeal transection, a fiberoptic approach or a 
tracheostomy inferior to the injury may be necessary. 
Whenever possible, patients whose external landmarks are 
sufficiently distorted to make cricothyroidotomy difficult or 
impossible are intubated awake using a flexible fiberoptic 
intubating scope. 
Percutaneous needle transtracheal or cricothyroid jet 
ventilation can provide oxygen to adult and pediatric 
patients while arrangements are made to establish a 
definitive airway. Clinicians must take care to avoid catheter 
misplacement or dislodgement, which can force air into the 
tissues and distort normal airway anatomy. There is no 
evidence to support the use of percutaneous oxygenation in 
patients with PNI, and the technique is best reserved for 
small children in whom formal cricothyroidotomy is difficult 
or impossible.  
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http://www.uptodate.com/contents/emergent-surgical-cricothyrotomy-cricothyroidotomy?source=see_link
http://www.uptodate.com/contents/emergent-surgical-cricothyrotomy-cricothyroidotomy?source=see_link
http://www.uptodate.com/contents/emergent-surgical-cricothyrotomy-cricothyroidotomy?source=see_link
http://www.uptodate.com/contents/emergent-surgical-cricothyrotomy-cricothyroidotomy?source=see_link
http://www.uptodate.com/contents/emergent-surgical-cricothyrotomy-cricothyroidotomy?source=see_link
http://www.uptodate.com/contents/emergent-surgical-cricothyrotomy-cricothyroidotomy?source=see_link
http://www.uptodate.com/contents/emergent-surgical-cricothyrotomy-cricothyroidotomy?source=see_link
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• Inicialmente: compressão sobre 
a pele 
 

• Compressão digital (com luva) 
 

• Caso não funcionem: inserção 
de balão para comprimir o vaso 
através de catéter de Foley 

The technique involves insertion of a Foley catheter 
into the wound and advancement as far as it can go. The 
balloon is then inflated with water until the bleeding stops 
or moderate resistance is felt. 
If the bleeding continues after this maneuver, the balloon is 
deflated and the catheter is slightly withdrawn and 
reinflated. Significant bleeding through the catheter is 
suggestive of bleeding distal to the balloon and 
repositioning should be attempted. In periclavicular injuries 
the bleeding may occur in both the intrathoracic cavity and 
externally. In these cases   Foley catheter is advanced into 
the chest cavity through the neck wound, the balloon is 
then inflated, and the catheter is pulled back until some 
resistance is felt. In this position the balloon compresses the 
bleeding vessels against the first rib or the clavicle (Fig 3). 
The traction is maintained by application of a Kelly forceps 
on the catheter, just above the skin. If external bleeding 
continues, a second Foley catheter is inserted and inflated in 
the wound tract.15 Blind clamping of suspected 
bleeding should be avoided because it is rarely effective and 
the risk of further vascular or nerve damage is very high. 

http://www.wellcare.com.my/cms/components/com_virtuem
art/shop_image/product/Foley_Catheter_4b6128bbd0955.jpg 

Neck Injuries. Curr Probl Surg 2007;44:13-87. 
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literature 
does not support the need to 
immobilise and radiographically 
‘clear’ the cervical spine after 
penetrating 
neck injury unless the patient has 
physical evidence of a 
spinal cord injury (i.e. paralysis or 
paraesthesias) on presentation 
to the ED (Barkana et al., 2000). 

Em caso de evidência ou forte suspeita de lesão medular 

Possíveis efeitos adversos do uso 
prolongado do colar cervical:  
 

• Aumento de pressão intracraniana 
• Aumento de complicações em UTI 

Dunham CM, Brocker BP, Collier D, Gemmel DJ. Risks associated with magnetic 
resonance imaging and cervical collar in comatose, blunt trauma patients with 
negative comprehensive cervical spine computed tomography and no apparent 
spinal deficit. Critical Care 2008, 12:R89 
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• Perfuração do m. platisma 
• Lesões transcervicais por arma de fogo 
• Sangramento ativo que não cessa com uso de manobras/catéter 
• Enfisema subcutâneo 
• Outras indicações, de acordo com resultado de exames 

complementares (Rx, arteriografia, TC) 

Laceração esofágica traumática 

http://www.trauma.org/images/image_library/n1.jpg 
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http://www.uptodate.com/contents/penetrating-neck-injuries 

 

•Concentrate on imminent and 

delayed signs of airway 

compromise. Do not allow dramatic 

thoracic injuries to distract from 

essential airway management. 

•Be prepared to provide a surgical 

airway immediately if attempts at 

oral intubation fail. Use a double 

set-up. 

•Wounds to the distal carotid artery 

can cause neurological deficits that 

mimic stroke, spinal cord, or head 

injury. 

•Zone I injuries can involve life-

threatening thoracic injuries. 

•Maintain high concern for occult 

esophageal injuries, which can 

cause life-threatening sequela. 

•Never delay surgical consultation  

• Concentre-se nos sinais de comprometimento de vias aéreas.  
O manejo de vias aéreas é essencial 

• Esteja preparado para prover cirurgicamente uma via aérea 
caso a intubação falhe. 

• Lesões à carótida distal podem causar sintomas neurológicos 
que imitam AVC, lesão medular ou TCE 

• Lesões de zona 1 podem envolver injúrias torácicas fatais 
• Preocupe-se em detectar lesões esofágicas ocultas, que 

podem trazer sequelas potencialmente letais 
• Nunca atrase a avaliação cirúrgica 
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(UFRN Cirurgia Geral 2009) O método mais adequado de obtenção de via 
aérea em um paciente com trauma cervical evoluindo com hematoma 
cervical, enfisema subcutâneo acentuado e hipóxia é:  
A) entubação orotraqueal.  
B) traqueostomia de urgência.  
C) cricotireoidostomia.  
D) punção cricotraqueal. 
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(MG 2006 Cirurgia Geral) Os traumas penetrantes da região cervical são 
divididos em três zonas anatômicas. Definimos como zona I: 
a) a região posterior do pescoço. 
b) a região entre o ângulo da mandíbula e a base do crânio. 
c) a região compreendida entre a cartilagem cricóide e o tórax. 
d) a região entre a cartilagem cricóide e o ângulo da mandíbula. 
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(HFA Cirurgia Geral 2011) Considere que um médico responsável pelo 
serviço de imagens de um hospital de trauma receba um paciente com  
ferimento cervical penetrante. O cirurgião informa que o paciente foi vítima 
de ferimento por arma de fogo e apresenta uma lesão em zona III, 
necessitando, portanto, de uma angiografia. A zona III: 

(A) compreende a área entre o primeiro anel traqueal e o osso hioide.  

(B) compreende a área acima do ângulo da mandíbula até a base do crânio.  

(C) compreende a área entre a cartilagem cricoide e o ângulo da mandíbula.  

(D) compreende a área entre o osso hioide até a base do crânio.  

(E) estende-se desde a borda inferior da cartilagem cricoide até as clavículas e a 
fúrcula esternal.  



Liga de Cirurgia de Cabeça e Pescoço 

(Concurso público para cirurgião geral – Betim/MG) Um paciente de 16 anos 
de idade foi vítima de um trauma penetrante por arma de fogo, com orifício 
de entrada e saída na zona II do pescoço, à esquerda. Equipe de resgate não 
informa perda sangüínea importante no local. O paciente deu entrada na 
unidade de emergência estável hemodinamicamente, com hematoma à 
esquerda, parestesia de membro superior esquerdo e déficit de força 
muscular. Encontrava-se eupnéico, com boa fonação e gritava por socorro 
médico. Nesse paciente todas as lesões abaixo são possíveis, devendo ser 
pesquisadas, EXCETO: 
a) Lesão esofagiana. 
b) Hemopneumotórax. 
c) Lesão de plexo braquial. 
d) Lesão de vasos cervicais. 
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(Concurso público para cirurgião geral – Betim/MG) No trauma contuso 
cervical, as lesões encontradas de maior relevância clínica são, EXCETO: 
a) Lesão vascular. 
b) Lesão esofágica. 
c) Lesão laringo-traqueal. 
d) Fratura da coluna cervical com lesão medular. 
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“Médico, ajuda a ti próprio: assim 
ajudas também a teu doente. Seja 
esta tua melhor ajuda, que ele veja 
com seus olhos aquele que cura a si 

próprio.” 

Friedrich Nietzsche 
Assim falou Zaratustra 


