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ABSTRACT
Introduction
Cut throat injuries are well recognized in homicide but less recognized in suicides. The incidence of suicide is increasing 
worldwide owing to the more stressful strenuous lifestyle and other risk factors like substance abuse. Suicide by incising one’s 
own throat is associated with hesitation marks whereas homicidal wounds are not.
Case Report
We present an interesting case of a suicidal cut throat of the victim being a butcher who was on alcohol abstinence since 3 
days with severe injuries of supraglottic larynx and cricopharynx, surprisingly without any evidence of hesitation marks. He 
underwent immediate neck exploration and suturing of the injured structures without the need of a tracheostomy.
Discussion
A multidisciplinary approach by Otolaryngologists, Psychiatrists, Intensivists, and Anaesthetists is required in the effective 
management of these victims. A thorough proper early assessment can totally avoid the need of tracheostomy which is 
recommended in practice, hence preventing complications arising out of this unnecessary but advocated procedure..
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Case Report

Suicide is an act of taking one’s life. Cut throat 
injuries are defined as incised injuries or those 
resembling incised injuries in the neck, inflicted by 

sharp objects. In the present scenario, the incidence of 
suicide is gradually increased worldwide owing to the 
more stressful strenuous lifestyle and other risk factors 
like substance abuse. This may result from accident/ 
suicide/ homicide and they are potentially life-threatening 
as many vital structures are present in this area. 

Case Report

42 year old male butcher presented to the casualty 
with lacerated cut wound in the neck allegedly using a 
butcher’s knife.

He was a chronic alcoholic since 15 years abstaining 
for past 3 days.

He was semiconscious, afebrile having tachycardia 
and was intubated in the casualty through the neck 
wound. (Fig. 1)

The neck had a laceration of about 7-8cm, clean, 
with extensive soft tissue injury and haemorrhage 

with exposed thyroid and epiglottic cartilage. No other 
injuries were noted. Surprisingly, no hesitation marks/
scars were present. (Fig. 2)

Patient was HBsAg positive. His preoperative 
haemoglobin was low, hence intraoperative blood 
transfusion was given.

On table, nasotracheal intubation was performed and 
a nasogastric tube was passed. Then the neck could be 
adequately exposed for repair. Intraoperatively, injury 
to the right lamina of thyroid cartilage, tear in anterior 
wall of cricopharynx, and a full thickness horizontal cut  
in the epiglottis was noted. Extensive tears in platysma, 
sternoscleidomastoid and infrahyoid muscles at the level 
of the thyroid cartilage were seen. (Fig. 3) Hence it was 
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Fig. 1. Intubation through the neck wound Fig. 2. Cut throat without hesitation marks

Fig. 3. The soft tissue injuries Fig. 4. Immediate post-operative photograph
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in zone II of neck injuries (Roon and Christensen’s 
classification).

The wound was washed thoroughly with povidone 
iodine and hydrogen peroxide. Suturing was done for 
each anatomical structure in layers after debriding the 
exposed cartilage. The vocal cords were visualised and 
found to be intact. The perichondrium of the thryroid 
cartilage and epiglottis were sutured respectively. 
Subsequently, cricopharynx was repaired in layers for 
the mucosa, muscle and perichondrium. Carotid artery 
was  unaffected bilaterally. Bleeding left superior thyroid 
vein was ligated. Minor bleeders in the neck were 
cauterised. The external laryngeal nerve was unexposed 
in the surgical field. Hemostasis was achieved and neck 
drain was inserted. Soft tissue, subcutaneous tissues 
and skin were closed in layers using 3-0 polyglactin 
(Vicryl®) and 4-0 monofilament nylon (Ethilon®) 
respectively. (Fig. 4)

Postoperatively, the patient maintained saturation 
well without any oxygen/ external support. The 
patient pulled his nasogastric tube spontaneously in 
the postoperative period, hence had to be kept on IV 
fluids and Total Pareneteral Nutrition by the Intensivist. 
He was monitored closely in the ICU and anti-suicidal 
measures were taken along with injections containing 
Calcium Pantothenate, Cyanocobalamin, Nicotinamide, 
Pyridoxine, Riboflavin, and Thiamine as active 
ingredients and injection haloperidol 5mg every 8th 
hourly as per Psychiatrist’s advice. He was started on 
Injection Meropenem, Sulbactum for 5 days followed 
by Injection Amoxycillin-Clavulanate for 10 days. 
Gastroenterology, Neurology and Neurosurgery opinion 
was sought and was managed conservatively. 

On postoperative day 3, drain was removed and on day 
5, he was extubated successfully. He had a good cough 
reflex and voice quality. Nasogastric Tube was inserted 
using direct laryngoscope and feeds and medications  
were continued as per psychiatrist and dietician.

On postoperative day 8 he underwent suture removal 
and wound was healthy. He underwent daily compression 
dressings of the neck till postoperative day 14.

On postoperative day 14 the nasogastric tube was 
removed and the patient was started on  sterile water 
and clear liquids.

He was started on soft diet from post op day 15. 
The postoperative period was uneventful and he was 
discharged.(Fig. 5)

Discussion

Suicide is one of the ten leading causes of death in the 
world with about one million deaths recorded annually.1 
After a thorough literature search using PubMed, 
EMBASE, Google Scholar, we came to a conclusion 
that cut throat injuries are less commonly reported in 
literature and suicidal cut throat injuries are very rare. 
No clear incidence rate has been documented anywhere. 
Often it is committed by individuals suffering from a 
mental illness; therefore it can be used as an index of 
mental health in a community.2 The socio demographic 
factors are of particular interest in this case as it has 
been seen according to a study done by De  et al that 
males accounted for about 86.06% of the cases.3 People 
coming under the non-waged workers group are more 
commonly affected.4 This is more commonly observed 
amongst the males since they are the breadwinners in 
most of the families. They tend to get mentally affected 

Fig. 5. The wound healed uneventfully
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when they are not able to make both ends meet and 
that provokes them to take the extreme step.5 Alcohol 
consumption as seen in our case is also a prevalent 
factor and the ease of availability of the weapon such as 
rope, knife or gun acts as a catalyst in accelerating the 
process of being a victim to suicide.2

When suicidal cut throat injuries occur, a collective 
effort from the Otolaryngologist, Anaesthesiologist, 
Intensivist and Psychiatrist is needed to obtain a 
successful outcome.6 

Neck is a Pandora’s box with many structures like 
neurovascular bundles, larynx, trachea, esophagus and 
the spinal cord. Injury to any of these structures leads to 
life threatening emergencies for the otolaryngologists.  
The injuries are varied and depend upon the pattern, 
site, and depth of the cut on the neck.2

According to Roon and Christensen’s classification,7 
neck injuries are divided into 3 anatomical zones:

Zone I – area between the clavicles and the inferior 
margin of cricoid cartilage. Structures include vertebral 
and proximal carotid arteries, major thoracic vessels, 
superior mediastinum, lungs, esophagus, trachea, 
thoracic duct and spinal cord.

Zone II – area from the inferior margin of cricoid 
cartilage to the angle of mandible. The carotid and 
vertebral arteries, jugular veins, esophagus, trachea, 
larynx and spinal cord are found in this zone.

Zone III – area located between the angle of the 
mandible and the base of the skull. It includes the carotid 
and vertebral arteries, pharynx and spinal cord.

Unlike Zone II, Zones I and III are protected by bony 
structures making Zone II more vulnerable to injuries. 
Most of the zone II injuries are associated with laryngeal 
injures which was present in this case as well.

In this case that we are reporting, as soon as the victim 
arrived at the casualty, the anaesthesiologist secured the 
airway, the otorhinolaryngologist assessed the injury 
and surgically repaired the severed tissues with the aim 
of restoration of breathing, swallowing and phonation 
and the psychiatrist along with intensivist provided 
adequate care and supervision. This is consistent with 
what has been advocated by Adoga.2

While securing an airway, orotracheal intubation is 

preferred ideally in the awake patient which is followed 
by the insertion of a tracheostomy tube through the 
transected portion of the trachea if a transection is 
present. Few are of the opinion that this could be 
dangerous as it can damage the already injured larynx 
or increase the chances of aspirating vomitus, blood or 
secretions.8 There are also reports that in severe airway 
compromise, the use of flexible fibreoptic laryngoscope 
to intubate the trachea following a cut throat injury 
can be done9 but in our case a gentle attempt to insert 
the tube through the orotracheal route was done with 
minimal manouvering from the external neck wound.

Zone II injuries are usually easily managed with neck 
extension provided there is no contraindication.10 

According to Iseh K.R et al, pharyngeal, 
hypopharyngeal and laryngeal mucosal lacerations 
should be repaired within 24 hours.11-13 This patient 
presented to us within 6 hours and hence the outcome 
was better after primary repair, as the time elapsed 
before repair of layngeal mucosal lacerations has an 
effect on both airway stenosis and on voice restoration,14 
hence an additional procedure of tracheostomy which is 
advocated by many was avoided successfully.

Pharyngocutaneous fistula is a feared complication 
in such a situation. Care must be taken to prevent 
this complication while carrying out pharyngeal/ 
hypopharyngeal repair. This needs good knowledge of 
the anatomy of the neck and meticulous approximation 
of tissues and the use of a nasogastric tube as was 
inserted in our case, so as to avoid oral feeding for a 
period of 7-10 days.2

Above all, we need to focus on the prime motive 
of the patient which leads to this state. Mental health 
intervention by identifying the disorders like depression, 
substance abuse which was alcohol dependence in 
our case, schizophrenia etc. needs to be addressed 
appropriately. 

Even after discharge from otorhinolaryngological 
care, individuals should be closely followed and 
supervised in order to prevent another attempt which 
may lead to death in approximately 25% cases according 
to a study done by Amadasun.15

Conclusion
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Suicidal cut throat injuries account for a sizeable number 
of deaths and hence is an important cause of morbidity and 
mortality. A thorough proper early assessment can totally 
avoid the need of tracheostomy which is recommended 
in practice, hence preventing complications arising 
out of this unnecessary but advocated procedure. Such 
injuries can be managed adequately with the help of 
endotracheal intubation reserving tracheostomy only 
in case of dire emergencies. This case demonstrates 
the importance of early presentation, immediate and 
timely management by the intensivist, anaesthesiologist 
and the otolaryngologist in close collaboration with the 
psychiatrist to offer a successful outcome to the patient 
and also the need to promptly identify the triggering 
factor for the condition and address the same.
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