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Introduction: 
Penetrating neck injuries are uncommon. Th e 
neck has many important structures so trauma 
to the neck causes signifi cant morbidity and 
mortality. A patient who has penetrating trauma 
neck should be examined carefully in the Emer-
gency department and if possible damaged tis-
sue and organs should be preserved. Th e neck 
contains many important vascular, respiratory, 
digestive and neural structures. So penetrating 
neck trauma can cause signifi cant morbidity and 
mortality.1,2 Th e skeletal system does not protect 
the neck like it performs in the other areas of the 
body.3

Case Report:
Th is 31 years old male presented to Emergency 

department with history of stab in the neck in 
right supraclavicular area with profuse bleeding. 
Patient was dyspneic and tachycardiac. On ex-
amination he had dilated neck veins and absent 
breath sounds on the right side of the chest. We 
had to decompress the tension pneumothorax 
by inserting a wide bore cannula in the 2nd in-
tercostal space and subsequently Right inter-
costal drain was inserted in the 5th Intercostal 
space.  Within half and hour ICD drained 1,200 
ml of blood and in the next half an hour there 
was further 500 ml of blood present in the drain-
age bott le.  

Th erefore the patient was urgently pushed to 
operating theatre aft er giving I.V fl uids and O-ve 
blood and urgent thoracotomy done
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Th e fi nding at thoracotomy was gush of blood 
from 2nd intercostal space. Th e bleeding from 
the 2nd intercostal space was controlled with 
Interrupted sutures and surgicel.  

Th e bleeding from supraclavicular area was con-
trolled with pressure and infl ated bulb of Foleys 
catheter. Th oracotomy wound closed  aft er put-
ting 2 drains in the thoracic cavity. 

Patient was stabilized with warm saline and 
blood and patient was shift ed to ICU.

Th e patient showed slow recovery. Th e patient 
was transfused Packed red cells and FFP. Th e 
body temperature was maintained using  electri-
cal heater and warm suit.

Patient was kept in ICU for 5 days and extubated 
on the 6th post-operative day and shift ed to the 
surgical ward on the 8th day. Patient was advised 
to continue chest physio. He was discharged 
home on the 11th post-op day

Discussion:
Th e stab in the neck is a urgent emergency,  as 
many vital structres, great vassels passes through 
this limited space. Th erefore either penetrating 
injury, or blunt trauma can lead to devastating 
eff ect on the life.

Th ere is mortality of 3-6% in the civilian sub-

jects.4-5 A study showed mortality rate of 11% in 
World War-I.4 Th e mechanism of penetration is 
important for understanding the extent of the 
damage. Th e knife and gunshot wounds are the 
commonest cause of penetrating neck injuries. 
A stab wound causes 1-2% and gunshots 5-10% 
and rifl e cause 50% of deaths in the penetrating 
neck trauma.6 Major arterial and venous injuries 
are the most common cause of death.7

Th ese patients should be examined and man-
aged according to Advanced Trauma Life Sup-
port (ATLS) protocol. A primary survey should 
be performed consisting of Airway, Breathing, 
Circulation (ABCs). It is not an easy decision 
to carry out neck exploration. With current ad-
vances in diagnostic capabilities entire manage-
ment has been changed regarding penetrating 
neck injuries.8 Selective management is advised 
in the form of observation and checking major 
arterial and venous injuries, is now the most 
popular acceptable practice in stable patients 
with neck trauma.9

Tension pneumothorax is frequently a diffi  cult 
clinical diagnosis encountered in emergency sit-
uations.10 Classically presents with Beck’s triad 
which is comprised of Distended neck veins, hy-
potension and absent breath sounds on the af-
fected side. Our patient also presented with clas-
sical picture of Beck’s triad.  Initially a wide bore 
cannula was placed in 2nd intercostal space fol-
lowed by Intercostal drain placement in the 5th 
Intercostal space. Th e patient subsequently un-
derwent thoractomy and haemostatis achieved 
by intrupted sutures.

Conclusion:
Th e stab in the neck causing tensin pnemotho-
rax and massive haemothorax is uncommon 
problem. One should have high index of sus-
picion to diagnose such clinical entity. Timely 
management with urgent surgical intervention 
will help in decreasing the morbidity and mor-
tality in such cases.
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Th e patient fully recovered from thoractomy

CT Axial view showing pneumnothorax and 
surgical emphysema

CT of the chest saggital view showing pneumo-
thorax and surgical emphysema

Another CT Scan showing pnemothorax and 
surgical emphysema
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