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Chest trauma can be classified as either penetrating or blunt trauma. Blunt trauma is more 

common, but penetrating trauma can be seriously life threatening. Stab injuries account for 

9.5% of thoracic penetrating injuries, making them the most common etiology of penetrating 

injuries [1]. Injuries caused by self-harm or attempted suicide are very rare. The first successful 

suturing of a heart wound was performed by Ludwig Rehn in 1896. This groundbreaking 

operation ushered in the era of cardiac surgery [2]. 

A 72-year-old woman was admitted to a psychiatric ward after a suicide attempt. From the 

medical interview, the patient stuck a sewing needle in her chest. Chest X-ray and physical 

examination confirmed the location of the needle in the subcutaneous tissue (Figure 1A). Due 

to the stable condition of the patient and the location of the foreign body, the patient was 

qualified for observation. After 3 days, the patient developed non-specific chest ailments. A 

control chest X-ray showed needle displacement from the subcutaneous tissue to the pericardial 

sac (Figure 1B). The patient was transferred to the cardiosurgical ward in order to extend the 

diagnosis and qualify for surgical treatment. On admission, the patient was cardiovascularly 



stable without tamponade of the pericardial sac. On physical examination, there was no sign of 

the puncture on the chest wall. Due to age, according to ECTS guidelines, a coronary 

angiography was performed prior to the procedure in order to exclude coronary artery disease. 

In order to confirm the localization of the foreign body, a computed tomography (CT) of the 

chest was performed, which confirmed further displacement of the foreign body into the 

outflow path of the right ventricle. Even though this is a highly arrhythmogenic area no 

arrhythmias were observed during hospitalization (Figure 1C). Before surgery patient was 

consulted by the interventional radiologist. There was a risk of lasso loop slipping off the needle 

(the needle material is too hard and cannot be bend or broke like stent or peacemaker wire by 

intravascular tools) and therefore endovascular removal was impossible. The patient was 

qualified for cardiac surgery in the hybrid operating room. After sternotomy, a fusion was found 

in the pericardial sac, probably corresponding to the point where the needle entered the heart 

(Figure 1D). Under X-ray control, a foreign body was located near the outflow path from the 

right ventricle (Figure 1E). After opening the right ventricle, the needle was surgically removed 

(Figure 1F). The right ventricle was sutured with stitches on the pads. After the operation, the 

patient was transferred to the intensive care unit, where she stayed for 3 days. The course of 

hospitalization was without complications. After the psychiatric consultation, the patient was 

discharged home in good general condition. 
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Figure 1. A. First chest X-ray: needle in the subcutaneous tissue. B. Second chest X-ray: 

needle in the pericardial sac. C. Computed tomography scan: foreign body near outflow path 

of the right ventricle. D. Intraoperative image: fusion in the pericardial sac. E. Live X-ray 

image: confirmed localization of needle. F. Needle after removed  
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