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ABSTRACT

Homicidal cut throat is an injury over the front of neck by sharp instruments with an intent of murder. The
neck contains vital structures (nerves, blood vessels, airway and pharyngeal conduit) in a compact fashion
that may be difficult to access for physical examination or surgical exploration in a limited time. That is
why these cases create panic and pose great challenges in the management. Here is a case of an attempted
homicidal cut throat injury that highlights some of the challenges encountered in the management along
with discussion on the evolving knowledge of the optimal management practice.
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INTRODUCTION

Homicidal cut throat by definition are injuries over
the front of neck by sharp instruments with an intent
to kill.' The common causes for homicidal cut throat
injuries are familial and property disputes, political
conflicts and sex related crimes. Anterior and lateral
neck are most exposed to trauma and most homicidal
neck wounds are encountered in these regions.
The neck contains vital structures including major
blood vessels and airway in a compact fashion that
may be difficult to access for physical examination
or surgical exploration; posing a great challenge
in the management.? Patients usually present with
acute bleeding due to injury to major vessels, airway
insufficiency, and aspiration, so prompt intervention
is mandated. Primary survey, resuscitation and
stabilization of the patient is followed by identification
of specific injuries, definite control of bleeding
vessels and operative repair. At a center having
limited experience, the strategy of management
becomes very important.

CASE REPORT

A 48 year old injured male was brought to the
emergency with an attempted homicidal anterior
neck wound. Duration of injury was unknown and
the victim was unconscious with Glasgow coma
scale (GCS) score eight only. Airway was cleared
by suctioning and oxygen supplementation was
provided via mask over the open pharynx. Cervical
spine injury was not suspected, hence we did not
apply neck collar that might have compromised
our working field. A 10 cm horizontal sharp wound
extending across the hyoid injuring the anterior
border of the sternocleidomastoid muscle bilaterally
was present as shown in picture 1.

Picture 1: Intraoperative picture
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Anterior belly of digastric muscle was found cut-
separated bilaterally. Left posterior belly of digastric
and stylohyoid were also lacerated. Active pulsatile
bleeding from multiple sites were detected on arrival
atthe emergency. On the both sides, the submandibular
salivary gland was found cut and bleeding. Anterior
pharyngeal wall was open with laceration about five
centimeters. In the pharynx, there was collection of
clotted blood, fresh blood, saliva and mud which was
wiped out and suctioned. Patient was in shock with
no recordable blood pressure. Large-bore intravenous
canulation and fluid resuscitation was started. Blood
was sent for hemoglobin, hematocrit, blood group
and cross matching. Visible actively bleeding vessels
were clamped with artery forceps. A tracheostomy
was performed under local anesthesia because the
integrity of the airway was clearly compromised.
Wound was irrigated with saline to wash out all the
clots, soil and foreign bodies. Bleeding vessels were
identified, clamped and tied. Wound was further
examined to detect extent of injuries. On examination,
tongue base was partly avulsed away from hyoid.
Bilateral anterior jugular vein, left facial vein and
artery and left lingual artery that were clamped in
the emergency room were tied and secured at both
ends. Bilateral carotid and internal jugular vessels
were intact. No identifiable nerves were damaged.
Laryngeal framework appeared intact. Tongue base
and pharyngeal mucosa was repaired with 3-0 vicryl
continuous suture after inserting the 18 F nasogastric
(NG) tube through the nostril. All the injured muscles
were also repaired. Subcutaneous tissue and skin
were sutured in separate layers after placement
of drain. Patient was moved to intensive care unit
(ICU) for post-operative care where he was put on
ventilator for a day. On the first postoperative day
(POD), oxygen was provided at the rate of Sliter/min
via Ayer’s T-piece after weaning from the ventilator.
Patient maintained a saturation of 90 to 100 percent.
Patient was on intravenous (IV) fluid only for 24
hours until full regain of consciousness; thereafter
liquid feed was started through NG tube. Intravenous
antibiotics were continued till hospital stay. Flexible
nasopharyngolaryngoscopy (NPL) was performed
on the 7" POD that showed arytenoid edema and
redundant tissue at tongue base at the site of repair
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but mucosal healing at pharyngeal wound was good
as shown in picture 2.

Picture 2: 7™ postoperative day showing arytenoid
edema and redundant tissue at tongue base at the
site of repair

On 10" POD, skin wound was well healed as shown
in picture 3; but when skin sutures were removed,
patient developed throat pain and excessive oral
secretion.

Picture 3: 10™ postoperative day showing healthy
skin wound

Mucosal wound dehiscence was suspected in view of
neck extension during suture removal and plan for
starting oral feeding and removal of NG tube was
postponed for a week. Imaging and review NPL were
planned. Computed tomographic scan (CT- scan)
and ultra-sonogram (USG) were reassuring with no
collection in the tissue plain. NPL showed no injury
and improvement of arytenoid edema as shown in
picture 4.
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Picture 4: 10" postoperative day- edema resolved

Same conservative treatment was continued for a
week. After this, oral feeding was started with clear
fluids which was well tolerated. Removal of NG tube
and tracheostomy tube decanulation was done over
next 3 days. Patient was discharged after 3 weeks
of postoperative hospital course who recovered
completely, as seen in the follow up evaluation at one
month.

DISCUSSION

Neck injuries are relatively uncommon in our
emergency, but when present, bring about a challenge
because of confinement of multiple vital structures in
the small unprotected area.> Roon and Christensen
have described a clinic-anatomical division of neck
injuries into the three zones. Upper or zone III-
above the angle of mandible, middle or zone II-from
cricoid to the angle of mandible and lower or zone
I- below cricoid to thoracic inlet.*> Our patient had a
zone-1I injury; the commonest (60-75%) site of neck
injuries. Only few patients of neck injuries caused
by homicidal cut throat gets saved. Injuries to vital
structures: nerves, vessels, airway, esophagus and
pharynx are the cause of death.* Advanced Trauma
Life Support (ATLS) guidelines should be followed
with promptness in securing an airway, optimum
oxygenation and ventilation and adequacy of the
blood circulation. In the cases of cut throat injuries
where there is uncertainty about the extent of injury
and evaluation of the endolarynx and trachea cannot
be carried out; imaging is warranted and computed
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tomography remains the modality of choice.’ But
delay in securing a definitive airway while waiting
for radiologic studies is not justified. A tracheostomy,
apartfromassuringapatentairway, facilitates proximal
injuries repair especially pharynx and larynx.®” We
avoided imaging procedure and went for emergency
tracheostomy under local anesthesia to maintain
the airway which was used for the administration
of general anesthesia. Injury to the cervical spine
is rare in cut throat wounds and preventive cervical
collars application is not recommended as this may
obscure examination of the neck.*® Clinical findings
in penetrating neck injury (PNI) are classified as
“hard” or “soft”signs.*® Hard signs indicate major
injury to blood vessel or aero-digestive tract. These
include active bleeding, unstable hemodynamics,
enlarging or pulsating hematoma, pulse deficit,
central neurological compromise, non-responding
shock, huge subcutaneous emphysema and airway
compromise. Soft signs are: minor oozing, small
stable hematoma, minimal hemoptysis, dysphonia,
small emphysema and dysphagia. Patients with
only soft signs undergo further investigations to
decide for the surgical intervention while those with
hard signs are immediately shifted for the surgical
exploration. After primary survey, we moved to
the operation theatre without considering for the
investigations. During initial survey we had clamped
all accessible bleeding vessels. This simple added
effort in the emergency saved time and effort during
subsequent exploration. It yielded benefit in terms
of prevention of blood loss and possible aspiration
while tracheostomy was being performed. The
patient’s postoperative nutrition is best managed
with Ryle’s tube (NG tube) feeding after pharyngeal
wound repair, as it is the cheapest, easiest and the
most effective route.!® Pharyngeal lacerations should
ideally be repaired in multiple layers with continuous
suturing with absorbable suture for mucosal layer.
Endoscopic evaluation and imaging when in doubt
for pharyngeal wound healing confirmation is
needed before starting oral feeding to avoid the
risk of pharyngocutaneous fistula development.
Postoperative handling is very important, failure to
which may wash out all the intraoperative excellence.
Tracheostomy decanulation is the last procedure to
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be performed after the neck wound health is ensured.

CONCLUSION

Cut throat injuries and associated morbidities are
increasing. The timely and standard recommended
guidelines based management is an essential key for a
successful outcome in the cases of cut throat. Imaging
that may consume golden minutes can be postponed
in cases with compromised airway and circulation.
Instead prompt definite airway and early exploration
should be encouraged. Tracheostomy under local
anesthesia in cut throat wound is an appropriate
choice especially with exposed pharynx that not only
ensure the patent airway but also facilitates proximal
exploration and repair. Early control of bleeding
from arteries is vital. Early and layer wise repair of
pharyngeal wall with delayed institution of oral feed
ends in good result and minimal risk of infection and
fistula formation.
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