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Here we present a 43-year-old man who was brought with a self-inflicted cut throat in-

jury; 18 hours after the suicidal attempt. On examination a deep 12 cm cut at the level 

of the hyoid bone exposing the posterior pharyngeal wall was seen. Emergency surgery 

with primary repair, tracheostomy and feeding gastrostomy was done. Post-operative 

period was uneventful and patient recovered without any speech or swallowing abnor-

malities. Through this article we would like to stress that even in cases of frightening 

ghastly wounds, by maintaining simple surgical principles we can achieve good out-

comes.
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INTRODUCTION

Suicidal cut throat injuries are regularly encountered by surgeons, but usually are lim-

ited to superficial wounds and hesitation cuts. It is very rare for someone to survive a 

major suicidal cut throat injury, and relevant management protocols and reports are 

therefore sparse in the literature. By reporting this highly unusual case, it is our aim 

to add to the pool of reports on major cut throat injuries and thereby augment the 

knowledge of this phenomenon among the medical community. 

CASE REPORT

A 43-year-old alcoholic male patient was brought from a primary health center 250 km  
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away, with a history of a self-inflicted suicidal neck inju-

ry, almost 18 hours after the injury was inflicted. Upon 

presentation, the patient was conscious and cooperative. 

He had a 12-cm gaping wound on the neck and he was 

breathing through the open wound (Fig. 1). The wound 

was crudely dressed with pieces of gauze and his neck 

was covered with a piece of cloth. There was no active 

bleeding, and the patient’s vitals were stable, with a blood 

pressure of 110/74 mmHg, a pulse of 84 beats per min-

ute, and a respiratory rate of 16 breaths per minute. He 

did not have any respiratory distress and saturation was 

maintained without oxygen support. Pulsation was felt on 

both carotid arteries, and his hemoglobin level on arrival 

was 9.3 g/dL.

Since the patient’s bleeding had stopped, no further 

dressings or irrigation was done in the emergency ward, 

as doing so could have provoked life-threatening bleeding 

or caused aspiration. After arranging bloods for transfu-

sion, he was taken to emergency surgery. 

During surgery, the first step was to intubate the patient 

directly through the open wound. After intubation, the 

wound was examined thoroughly, followed by debride-

ment and copious irrigation. Next, the airway was secured 

via tracheostomy and the endotracheal tubes were re-

moved. 

The cut was at the level of the hyoid bone, which was 

completely severed from the suprahyoid and the muscles 

of the floor of the mouth. The middle pharyngeal con-

strictor muscles were partially severed, and the epiglottis 

with its fat pad was partly cut in the center. There were 

partial cuts on both the sternocleidomastoid muscles, but 

apart from the transected anterior jugular veins there was 

no other major vascular injury. The posterior hypophar-

ynx wall could be seen through the open wound, but the 

vocal cords were spared because of their lower position 

(Fig. 2). After debridement, multiple holding sutures 

were made with catgut in order to realign the tissues and 

to evaluate the anatomy more precisely. Since the tissues 

were inflamed and covered in slough, no attempt was 

made to identify the muscles individually.

First, the partially cut epiglottis was repaired with in-

terrupted Prolene 3-0 sutures. Next, the pharyngeal wall 

(middle pharyngeal constrictor muscles) and the base of 

the tongue were reconstructed with interrupted Vicryl 3-0 

sutures in single layers, starting from the lateral aspect, 

taking care to oppose the mucosa. Then, the digastric 

muscle, stylohyoid, mylohyoid, omohyoid, geniohyoid, 

genioglossus, and hyoglossus muscles were sutured en 

masse, together with the strap muscles, and a few Vicryl 

sutures were hitched with the hyoid bone to maintain 

stability. A few loose Vicryl sutures were made over the 

partially cut sternocleidomastoid muscles. Irrigation 

was repeated, two drains were placed, and the skin was 

closed with interrupted nylon sutures. Since we expected 

Fig. 1. At presentation to emergency department: wound crudely 
covered with gauze pieces, post pharyngeal wall noted through the 
wound, partly severed sternocleidomastoid muscles (white arrow), 
laryngeal inlet (white arrow head).

Fig. 2. Picture of the wound after tracheostomy has been secured. 
Strap muscles (triangular head), hyoid bone (arrow), posterior pharyn-
geal wall (arrow head).
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a prolonged recovery with potential wound infection, a 

pharyngocutaneous fistula, and problems with the pa-

tient’s coughing, swallowing, and speech, a feeding gas-

trostomy was done.

The patient was observed in the intensive care unit for 

a day, feeding via gastrostomy was started on the second 

day, and sutures were removed on the seventh day. We 

gave him sips of water on the ninth day, and except for 

some mild coughing, he had no problem with swallowing 

and he could increase his liquid intake on the 10th day. A 

thin barium swallow was done on the 11th day, and like-

wise did not show any leaks or extravasation of dye (Fig. 3). 

On the 12th day, we performed a flexible laryngoscopy; 

except for some edema, the wound had healed well and 

both vocal cords were mobile. Based on these encour-

aging observations, we transitioned the patient to oral 

feeding with a soft diet and removed the tracheostomy on 

the 14th day. After tracheostomy removal, he could speak 

normally. The gastrostomy tube was kept and removed 

at the next outpatient department visit. The patient and 

his family members were counseled regularly, and at a 

6-month follow-up visit, he was doing well and free from 

alcoholism.

DISCUSSION

Self-inflicted cut throat injuries with suicidal intent are 

rare in the Indian population [1]. To the best of our 

knowledge, this is the second report of successful manage-

ment of a major suicidal cut throat injury [2]. Suicidal cut 

throat injuries are usually accompanied by hesitation cuts, 

and reports of cases without hesitation cuts are rare in the 

literature; in our patient, the absence of hesitation cuts 

showed his determination to commit the act [3]. He was 

fortunate that despite his horrific injury, his major vessels 

were spared, he did not experience any aspiration, and he 

did not develop any wound infection, even though proper 

care was delayed. The level of his injury corresponds to 

zone 2 of Roon and Christensen’s classification of neck 

injuries, which is the most commonly injured zone [4,5].

Ryles tube management is the usual standard of care 

at many centers, but we performed a feeding gastrosto-

my because we were expecting a prolonged recovery and 

wound complications [6]. For securing the airway, a tra-

cheostomy is the usual standard of management [5,6]. 

Since there is no standardized oral intake protocol for 

patients with major cut throat injuries, we had to adapt 

from our experiences with laryngectomy patients. The 

usual protocol at Tata Medical Center for laryngectomy 

patients is, to start with spoonfuls of water as oral sips 

around the seventh day. If there is no aspiration and the 

patient is comfortable, oral intake is increased gradually. 

Barium swallows are not regularly done in all post-laryn-

gectomy patients; instead, they are limited to only a few 

selected cases. The traditional method of carrying out a 

barium swallow before oral feeding has been challenged 

by several reports, White et al. [7], in a study of 259 lar-

yngectomy patients, demonstrated a sensitivity of 26% 

and a specificity of 94% for barium swallows to predict 

pharyngocutaneous fistulas. Seven et al. [8] conducted a 

randomized controlled trial and concluded that early oral 

feeding on the first postoperative day is a safe practice 

with no relationship to fistula formation. Thus, it is safe 

to start oral feeding without doing a barium swallow test. 

However, since this patient presented late with a dirty 

wound, we delayed his oral intake relative to our usual 

practice. 

Alcoholism is an established risk factor for suicide in 
Fig. 3. Thin barium swallow: no spillage or extravasation of the dye can 
be seen.
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India, and when compounded with family problems, 

suicidal ideation can be amplified [9,10]. These patients 

require regular counseling from trained counselors; as 

shown by Gøtzsche and Gøtzsche [11], behavioral thera-

pies halve the risk for a repeated suicide attempt. Treat-

ment is considered complete when the patient and family 

members are free from depression and helplessness and 

are involved in productive work.

Suicide was attempted using a dao (Naga sword), 

which is a heavy broad sword that varies from 45 cm to 

65 cm in length and is mainly used in the northeastern 

part of India. Until roughly a century ago, the tradition 

of head-hunting was prevalent among the Nagas; conse-

quently, the dao was fashioned over the years to be able to 

slice off the head or limbs with a single swing. Managing 

cut throat injuries is challenging and frightening even for 

experienced surgeons, but they are not beyond the scope 

of treatment. By maintaining proper surgical principles, 

many cases can be salvaged with acceptable outcomes. 
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