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Abstract  Case Report 

 

Impalement injuries are exceptionally rare and often fatal at the scene. We report the case of a 17-year-old construction 

worker who sustained simultaneous thoracic and abdominal impalement by two metal rods following a fall. Both rods 

transversed the thoracic and abdominal cavities from left to right. Emergency surgery consisting of a midline laparotomy 

and bilateral anterolateral thoracotomies allowed controlled removal of the rods under direct vision. The patient 

underwent duodenal and pulmonary repair, transverse colostomy, and appropriate drainage. He recovered uneventfully 

and was discharged on postoperative day twelve. This case highlights the importance of strict adherence to Advanced 

Trauma Life Support principles, avoidance of premature removal of impaled objects, and rapid multidisciplinary 

surgical intervention in a tertiary trauma centre. 
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INTRODUCTION  
Multiple impalement injuries are exceedingly 

rare, with only a few cases reported in the medical 

literature [1, 2]. These injuries result from objects that 

penetrate and remain embedded within the human body 

[1, 2]. In many instances, the impaled victim dies at the 

scene. However, patients who reach hospital alive and 

remain haemodynamically stable have a good chance of 

survival [3]. The fundamental principle of initial 

management is not to remove the impaling object, as it 

may be tamponading a vascular injury, thereby 

preventing catastrophic haemorrhage [3-5]. We report a 

rare case of combined thoracic and abdominal 

impalement caused by two metallic rods that transversed 

the thoracic and abdominal cavities from left to right.  

 

CASE PRESENTATION  
A 17-year-old construction worker fell from a 

height onto two metal rods, which impaled his left side. 

He remained trapped for approximately thirty minutes, 

suffering severe pain and mild continuous bleeding. 

Rescue workers cut the rods from the concrete column, 

leaving them in situ, and transported him to 

TINGANDOGO University Hospital Centre. On arrival, 

he was conscious but in severe pain, with mild 

tachypnoea. His pulse was 118 bpm, blood pressure 

100/60 mmHg, respiratory rate 30/min, Glasgow Coma 

Scale 15/15, and SpO2 90%. No significant past medical 

history was reported. Initial resuscitation followed ATLS 

guidelines, with oxygen administration and large-bore 

IV access. No imaging was performed. Broad-spectrum 

antibiotics and tetanus prophylaxis were prepared. The 

patient was taken immediately to theatre for midline 

laparotomy and bilateral anterolateral thoracotomies 

under general anaesthesia. Findings included a 

transfixing duodenal and colonic injury without vascular 

or hepatic lesions. Primary duodenal repair, transverse 

colostomy, drainage, and debridement were performed. 

Thoracic exploration revealed a lingular laceration 

without vascular injury, repaired after controlled rod 

extraction. Two chest drains were placed. The patient 

received antibiotics for 10 days, drains were removed on 

days 5 and 7, and he was discharged on day 12 in good 

condition, with bowel continuity restoration planned 

after 3 months.  

N/A 
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Figure 1: Thoracic and abdominal impalement with two metal rods 

 

DISCUSSION  
Impalement injuries are classified into Type I (a 

moving body impacts a stationary object) and Type II (a 

moving object penetrates a stationary body). Most occur 

in road traffic or construction accidents. They have also 

been described in sexual activity-related perineal trauma 

and in rural settings, such as goring injuries in 

developing countries [6, 7]. This case underlines 

occupational hazards in developing countries due to 

absence and/or inadequate protective equipment [1, 3].  

  

Early prehospital resuscitation and immediate 

surgery are essential [8, 9]. The impaling object must 

never be removed prehospital, as it may tamponade vital 

vessels [10]. Shortening it may facilitate transport [11]. 

Only in exceptional cases should removal be attempted 

(e.g., airway obstruction or interference with 

cardiopulmonary resuscitation) [7].   

 

Impalement is a rare and dramatic form of 

penetrating trauma that cannot be managed using a rigid 

protocol [3, 4]. Combined thoracoabdominal impalement 

is sometimes referred to as a “double jeopardy” injury 

due to the complexity of managing both cavities [12].  

 

Determining the trajectory of the foreign object 

helps identify potentially injured organs. Computed 

tomography and angiography should only be performed 

in haemodynamically stable patients [9, 13]. The 

emergency department should be alerted in advance to 

any special circumstances. Radiological imaging must 

not delay surgery, particularly when the patient’s 

position or the foreign object itself makes imaging 

hazardous [14]. For this reason, no imaging was 

performed in our patient. In unstable patients or those 

with peritonitis, evisceration, or impalement, surgical 

exploration is mandatory [15, 16].   

 

Anaesthetic positioning may be challenging; 

semi-recumbent, seated, or right lateral decubitus 

positions may be necessary for intubation [9, 14]. 

Modifications of the operating table may also be 

required. If tracheobronchial injury is suspected, a 

double-lumen endotracheal tube is ideal [9, 14].  

  

The surgical approach depends on the trajectory 

of the foreign object, and extraction must always occur 

under direct vision.   

 

Both conventional and unconventional 

incisions can be used for removal of impaled foreign 

bodies, ensuring proximal and distal vascular control, 

meticulous debridement, lavage, and drainage [9, 13]. In 

this case, the position of the rods allowed for standard 

midline laparotomy and bilateral anterolateral 

thoracotomy. Our case included a rare third duodenal 

injury [17]. Bilateral thoracic impalement is uncommon 

[18].   

 

With prompt multidisciplinary care, such 

patients can survive and recover fully, although 

psychological support may be necessary [1, 19].  

 

CONCLUSION  
Impalement is one of the most dramatic forms 

of penetrating trauma. While unstable patients rarely 

reach hospital alive, those who do have a good prognosis 

if rapidly transferred and treated. The external 

appearance of impalement wounds may underestimate 

internal injury severity. Developing countries must 
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strengthen workplace safety and provide adequate 

protective equipment for construction workers.  

 

HIGHLIGHTS  

• Multiple thoracoabdominal impalement is 

exceedingly rare and potentially fatal.  

• Prehospital removal of impaling objects should 

never be attempted.  

• Prompt transfer to a tertiary trauma centre and 

immediate surgical exploration are vital.  

• Controlled extraction under direct vision prevents 

catastrophic haemorrhage.  

• Multidisciplinary collaboration ensures optimal 

outcomes in complex impalement injuries.  
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