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Penetrating Neck Laceation with Epiglottis Amputation
Which Was Successfully Repaired

Young Hyun Kim, Jung Suk Choi, Sung-Ho Kang and Myeong Sang Yu
Department of Otorhinolaryngology, School of Medicine, Konkuk University, Chungju, Korea

Penetrating traumatic laryngeal injuries are relatively rare and traumatic injuries to the epi-
glottis are extremely rare. The present case is 58-year old man with suicidal history, chronic
alcoholism, and schizophrenia who complained of neck laceration and unconsciousness af-
ter stab injury. Examination revealed a large transverse laceration of 7 cm in size, penetrat-
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Fig. 1. Preoperative neck view. There was a large transverse 7
cm sized open laceration at the level of thyroid cartilage from lat-
eral border of the SCM muscle and exposured thyroid cartilage
(arrow) were shown. There was about 3 cm sized deep wound
and petechia (arrowhead) and it seemed to be no major vessel
injury. SCM: sternocleidomastoid.
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Fig. 2. Preoperative axial CT scan (A) shows skin defect in front of thyroid cartilage without fracture and multiple subcutaneous or deep
emphysema. Coronal CT scan (B) shows endotracheal tub and vocal cord swelling. Axial and coronal CT scan (C and D) at 7 days lat-
er after operation shows repaired skin defect and improved multiple emphysema.

Fig. 3. Operative views. Stump of transected epiglottis (arrow) accompanied by rupture of thyrohyoid membrane was shown under hy-

oid bone, thyroid cartilage (arrowhead) was exposured, and the esophagus was intact (A). Remnant of transected epiglottis (arrow-
head) was shown and vocal cord (arrow) seemed to be intact (B). The amputated epiglottis was sewn with the rest of the epiglottis with
vicryl 4—0 on each side (C). Strap muscle was sutured layer by layer (D).
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Fig. 4. Postoperative endoscopic view (A) at 17 days later after operation shows palsy of left vocal cord and round shaped granulation
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tissue in the repaired site. Postoperative endoscopic view (B) at 3 months later after operation shows improvement of palsy of left vocal

cord. The neck scar (C) at 6 months later after injury and repair.
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