Khonsari Rh 
email: alexandre.debelmas@hotmail.fr
  
A sore throat

Keywords: penetrating neck injury, suicide attempt, spinal cord lesion, cerebrospinal fluid leak

Introduction

Penetrating neck injuries account for 5 to 10% of all trauma [START_REF] Nowicki | Penetrating neck injuries: a guide to evaluation and management[END_REF], [START_REF] Roepke | Penetrating Neck Injury: What's In and What's Out?[END_REF]. Usual management relies on clinical examination and CT angiography, depending on the patient stability [START_REF] Nowicki | Penetrating neck injuries: a guide to evaluation and management[END_REF], [START_REF] Prichayudh | Selective management of penetrating neck injuries using 'no zone' approach[END_REF].

Suicide by self-stabbing is uncommon -1.6-3.0% of suicide attempts -with low mortality; stabbing to the neck accounts for few cases only among these injuries [START_REF] Badger | Non-fatal suicide attempt by intentional stab wound: Clinical management, psychiatric assessment, and multidisciplinary considerations[END_REF].

Here we report an unusual case of suicide attempt by anterior neck stabbing.

Case Report

A 71-year-old woman was admitted in intensive care after having stabbed herself in the neck using a knife during a fit of delirium. She was immediately transferred by helicopter. At admittance, she presented with a right penetrating neck injury 5 cm above the sternum, next to the midline, and was breathing and talking normally. Initial clinical examination showed partial motor impairment of the right upper and lower limbs. Head and neck CT scan was immediately performed -less than 15 min after the transfer -and showed that the knife had pierced through the right thyroid lobe and the sixth vertebral body all the way to the spine canal (Fig. 1). The tip of the blade had reached the spinal cord. There were no trachea or esophagus injuries. The blunt edge of the blade was in contact with the right common carotid artery, without any sign in favor of dissection. The patient was transferred in the operating room straight away. Surgical neck dissection centered on the knife confirmed the radiological findings and allowed the removal of the knife, causing immediate and abundant cerebrospinal fluid leak. The leak was successfully controlled using surgical fibrin glue. Post-operative MRI performed at day 3 showed a right 1.5 cm C6 non-hemorrhagic spinal cord contusion (Fig. 2).

The patient was discharged at day 3. At two months of follow up, the patient had mild motor impairment of the four limbs (C7 level) and left sensory deficiency (level T1) with slight bladder voiding dysfunction.

Discussion

Complications due to lesions of the trachea, esophagus, blood vessels and nerves are widely described in penetrating neck injuries [START_REF] Nason | Penetrating neck injuries: analysis of experience from a Canadian trauma centre[END_REF], [START_REF] Kasbekar | Penetrating neck trauma and the need for surgical exploration: six-year experience within a regional trauma centre[END_REF]. Head and neck CT scan is essential for the acute management of stable patients with penetrating neck injuries: nerves and vessels lesions may not be revealed by sole clinical examination [START_REF] Bodanapally | Penetrating aerodigestive injuries in the neck: a proposed CTaided modified selective management algorithm[END_REF], [START_REF] Madsen | The role of computed tomography angiography in the detection of aerodigestive tract injury following penetrating neck injury[END_REF].

The case we report is unusual: (1) spinal cord lesions and cerebrospinal breaches are rare and are mainly reported in association with posterior neck injuries, like backstabbing [START_REF] Garcia-Manzanares | Brown-Sequard syndrome associated with Horner's syndrome after a penetrating trauma at the cervicomedullary junction[END_REF], [START_REF] Moin | Brown Séquard syndrome due to cervical pen assault[END_REF]; [START_REF] Roepke | Penetrating Neck Injury: What's In and What's Out?[END_REF] the blade missed all the vital structures of the area, and spontaneous breathing was still possible, despite the large median anterior cervical foreign body. This second point raises the issue of airway management, and foreign body mobilization in such locations. Specifically, in the case of an acute respiratory distress (if the knife had penetrated the trachea for instance), an urgent tracheostomy would have been required to control the airways, without removing the blade to prevent potentially massive hemorrhage and central nervous system damage.

Being able to manage penetrating neck injuries is important, in the preclinical settings, as well as in the emergency department. Indeed, as for all life-threatening situations, airway and hemorrhage management is paramount. A thorough presurgical neurological examination is key, even in anterior neck stabbing. 
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 1 Figure 1. (a, b, c) Head and neck CT scan without injection: sagittal, axial and frontal views.
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 2 Figure 2. Sagittal T2-weighted MRI at day 3, showing a 1.5 cm C6 high intensity signal, in