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CASE REPORTS

Traumatic tension pneumothorax caused by Sylvester
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ABSTRACT

Traumatic tension pneumothoraces can result from blunt or penetrating trauma. We present a case of a 48-year-old man that was
diagnosed with traumatic tension pneumothorax following anterior penetrating left hemithorax trauma from a Sylvester Palm
frond thorn. Prior reports of traumatic tension pneumothoraces resulting from Sylvester Palm frond thorns were not found in the
surveyed literature.
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1. INTRODUCTION
Traumatic tension pneumothorax (Ptx) may result from blunt
or penetrating trauma. Increasing intrathoracic pressure re-
sulting from a traumatic tension pneumothorax may lead
to progressive respiratory inefficiency, cardiovascular col-
lapse, and death.[1] Tension Ptx requires immediate decom-
pression. Temporary decompression may be provided with
needle thoracotomy.[2] Chest tube thoracotomy provides
definitive decompression and may be the initial choice for
decompression or as a mandatory procedure following nee-
dle thoracotomy.[2] Successful needle thoracostomy favors
a 14 gauge/4.5-centimeter angiocatheter.[3] Choice of chest
tube size may vary with clinical judgment. Chest tube sizes
for traumatic tension pneumothoraces typically range from
28 French to 40 French.[4]

2. CASE REPORT
The patient was a 48-year-old African American male pre-
senting to a Level II State Verified Trauma center with acute

complaints of persistent and progressive left-sided chest
pain following penetrating anterior midclavicular chest wall
trauma from a Sylvester Palm frond thorn (see Figures 1 &
2). Shortness of Breath, hemoptysis, radiation of chest pain,
nausea, vomiting, near syncope, syncope and abdominal pain
were all denied. Vital signs on admission included a heart
rate of 76 beats per minute, respiratory rate of 18 breaths
per minute, blood pressure of 168/108 mmHg, a temperature
of 96.6 degrees Fahrenheit, and a pulse oximetry indicating
98% saturation on room air. A physical exam revealed a well-
developed, well-nourished adult African American male in
mild to moderate discomfort from pain which he rated at
7/10. The physical exam was otherwise normal except for
decreased breath sounds overlying the left hemithorax and a
small puncture wound superior to the left areola. No subcu-
taneous emphysema was appreciated. Portable Chest X-ray
was ordered immediately by the evaluating board-certified
emergency medicine physician. Tension pneumothorax was
revealed, and trauma surgical consultation was requested (see
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Figure 3). Decompression was achieved with a 22 French left
chest tube thoracotomy placed in the left mid-axillary 5th in-
tercostal space (see Figure 4). The patient was then admitted
to the trauma service where he recovered with complications.
The chest tube was discontinued on hospital day #4 and the
patient was discharged to home on hospital day #5. Follow
up evaluation in clinic demonstrated complete resolution of
symptoms and no evidence of recurrent pneumothorax.

Figure 1. Sylvester Palm Tree

Figure 2. Sylvester Palm Fronds with Thorns

Figure 3. Left Tension Pneumothorax

Figure 4. Left Chest Tube Thoracotomy

3. DISCUSSION
The reported patient presented with a penetrating injury to
the left hemithorax from a Sylvester Palm tree frond. No
prior reports of tension pneumothorax occurring with pen-
etrating injury to the chest by thorns were observed in the
surveyed literature. To the casual observer, the probability
of a major life-threatening injury secondary to a palm frond
thorn may seem remote at best. Presenting symptoms in
the referenced patient included persistent and progressive
ipsilateral chest pain associated with a clinical exam finding
of decreased ipsilateral breath sounds. Clinical acumen lead
to a definitive diagnosis. Needle thoracotomy was deferred
since the patient was hemodynamically stable and without
evidence of respiratory distress. Radiographic imaging re-
vealed no evidence of hemothorax leading to the selection of
a 22 French chest tube.[5]
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