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Letter to Editor

Dear Editor,
I read the paper on impalement injury by Kolahdouzan et al. 
with interest, for what I would like to thank the authors.[1] I 
would like to share an interesting case from our practice and 
my viewpoint.

A 61‑year‑old male patient was brought in by paramedics and 
a brigade of emergency situations with left‑sided thoracic 
impalement injury. The patient, who was in a road maintenance 
team, was impaled by a wooden block while driving his truck 
in a construction site almost 2 h before admission [Figure 1]. 
On admission, his blood pressure was 90/60 mmHg, heart 
rate  –116 bpm, and hemoglobin  –10.8  g/dL. The patient 
underwent surgery immediately under general anesthesia in 
the right lateral recumbent position on the operating table. The 
fistulotomy‑like incision connecting the entrance and the exit 
wounds was performed to uncover the traumatic agent and 
the wound canal. This incision was supplemented with the 
left anterolateral thoracotomy in the 5th intercostal space. The 
surgery revealed the comminuted fractures of the scapula and 
the clavicle, penetration of the injury to the left pleural cavity 
without any injury to vessels, but with minor injury to the 
lung. Primary repair of the lung, debridement, osteosynthesis, 
and drainage of the pleural cavity and the wound canal were 
performed. Postoperatively, the patient recovered uneventfully, 
for what he called himself “the luckiest man.” The patient was 
discharged on the 14th postoperative day. On the follow‑up after 
3 months, the patient was well.

Impalement injuries are defined as penetrating injuries where 
traumatic agent remains impaled in the human body.[2] Due to 
their rarity, the management of this clinical condition remains 
controversial. Impalement injuries are classified according to 
their mechanism and impaled regions (abdominal, thoracic, 

thoracoabdominal, perineal, neck, head, and so on). According 
to mechanism Type  I injuries are those when traumatic 
agent is immobile, whereas in Type  II injuries, the injured 
person is immobile against the mobile traumatic agent.[3] Our 
patient suffered Type II impalement injury. There are several 
challenges concerning impalement injuries which could be 
classified into three groups: prehospital care, transportation, 
and in‑hospital management.[4] One of the major problems 
of prehospital care is deliverance from impaling object, 
especially when the object is huge, such as a wooden block. 
Paramedics who are called the first to the scene are not ready 
and competent to release the patient due to lack of skills and 
equipment leading to some delay. Another issue is that the 
deliverance per se requires time so that the traumatic agent has 
to be cut not to remove the traumatic agent (this is an important 
rule of prehospital care) as this can lead to massive bleeding 
and death.[5] Transportation is another specific challenge of 
impalement injuries so that the standard supine position is 
impossible in some cases. Hence, lateral recumbent positions 
are more helpful in cases of anterior‑posterior impalement 
injuries and vice versa. Challenges of in‑hospital management 
are instrumental diagnosis, anesthesia, and surgery. In some 
cases, especially when traumatic agent is huge, the radiologic 
examination is almost impossible. On the other hand, a patient 
with impaled traumatic agent always requires immediate 
surgery to remove the object, revise the wound canal, and 
manage accordingly. Hence, preoperative examinations except 
for clinical examination seem to be difficult and nonhelpful; 
instead, they are time‑consuming what is, especially crucial 
for these patients who are usually brought in with delay. 
The problem of positioning on the operating table is more 
significant for anesthesiologist because it complicates the 
induction.[4] The most important rules of surgical strategy 
are the removal of the traumatic agent under the direct 
visual control, extensive debridement and drainage of the 
wound canal, thorough hemostasis, and open healing of the 
entrance and exit wounds.[5,6] Postoperatively, broad‑spectrum 
antibiotics and tetanus prophylaxis should be administered.

To conclude, impalement injuries are complex, penetrating 
injuries accompanying with several challenges in prehospital 
care, transportation, and surgical management. Surgeons, 
anesthesiologists, and other related health‑care specialists 
should be aware of this clinical entity and its challenges.

Declaration of patient consent
The authors certify that they have obtained all appropriate 
patient consent forms. In the form the patient(s) has/have 
given his/her/their consent for his/her/their images and other 
clinical information to be reported in the journal. The patients 
understand that their names and initials will not be published 

Challenges of Impalement Injuries

Figure 1: The patient with impalement thoracic injury on admission
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