
Archives of the Balkan Medical Union vol. 51, no. 4, pp. 529-531
Copyright © 2016 CELSIUS December 2016

INTRODUCTION

FF
ood and beverages travel the distance between
the oral orifice to the stomach through the
oropharynx, hypopharynx and the esophagus 

following specific pathways and timing. The physiology of
deglutition requires the synergism of several mechanisms so
that food and beverages avoid entering the larynx and so the
lower airways. The structure of the digestive tract is different
depending on the organ. The pharynx is surrounded by soft
tissue and lying on bone. Still, along the digestive tract
there are areas that do not have the same mechanical 
support as the pharynx. These regions are so called weak
regions susceptable to tears and ruptures. Two of these sites
are located along the esophagus. The weakest part of the
pharynx and the esophagus is represented by the transition

area in between the two organs, the so called „the Killian
mouth of the esophagus”, or the pharyngo-esophageal junc-
tion. The transition from the pharynx to the esophagus is
located posteriorly from the cricoid region of the larynx.
This is a narrowing between the larynx and the 5th and 6th

cervical vertebrae. This means that large pieces of solid food
may pass with difficulty and are susceptable to produce tears
or ruptures. Not only food can produce such blunt 
trauma to the region but also foreign objects and medical
instruments passing through. Pills and coins are most 
frequently found to be responsible for pharynx trauma. Blunt
trauma may occur after diagnostic or therapy procedures
such as transesophageal heart echography, upper digestive
tract endoscopy, endotracheal intubation. Comorbidities
of the cervical vertebrae may be linked to the occurence
of the traumatic pathology such as osteophytes. 
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SUMMARY

Food and beverages travel the distance between the oral orifice to
the stomach through the oropharynx, hypopharynx and the
esophagus following specific pathways and timing. The structure
of the digestive tract is different depending on the organ. The 
pharynx is surrounded by soft tissue and lying on bone. Still,
along the digestive tract there are areas that do not have the same
mechanical support as the pharynx. These regions are so called
weak regions susceptable to tears and ruptures. Blunt trauma of
the pharynx may occur after diagnostic or therapy procedures
such as transesophageal heart echography, upper digestive tract
endoscopy, endotracheal intubation. The authors present a case
of pharynx perforation after instrumentation for transesophageal
heart echography.
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RÉSUMÉ

Approche conservatrice du traumatisme du pharynx

Les aliments et les boissons parcourent la distance entre l'orifice
oral et l'estomac à travers l'oropharynx, l'hypopharynx et l'œso-
phage suivant des voies spécifiques et la synchronisation. La
structure de l'appareil digestif est différente par rapport à l'organe.
Le pharynx est entouré du tissu monu et repose sur l'os. 
Cependant, le long de l’appareil digestif il y a des zones qui n'ont
pas le même support mécanique que le pharynx. Ces régions sont
ainsi nommées les régions faibles predisposées aux arrachements
et aux ruptures. Le trauma du blunt du pharynx peut survenir
suite aux procédés de diagnostic ou thérapeutiques comme 
l'échographie cardiaque trans-oesophagienne, l'endoscopie du 
système digestif supérieure, l'intubation endo-trachéale. Les
auteurs présentent un cas de perforation du pharynx après 
l’échographie cardiaque trans-œsophagienne.
Mots clefs: iatrogénique, perforation, thérapie conservatrice
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Clinical evaluation as close to the occurence of the
traumatic episode must be performed due to the poten-
tialy quickly progressing oedema and hematoma formation
leading to pain in the neck, dysphagia, odynophagia, stri-
dor or hoarseness, dyspnea, neck crepitus or subcutaneous
emphysema. Severe manifestation of the pharynx trauma
is represented by the infection that may occur in the para-
pharynx spaces and that can progress downwards in the
upper mediastinum causing life theatening complications.
The progression of the infection in the lateral region of
the pharynx may lead to the appearance of a diffuse 
flegmon of the neck, These complications may lead to the
death of the patient if left untreated.

CASE REPORT

The authors present the case of a 78 year old man, from
urban environment admitted to the E.N.T. Department of
Colåea Clinical Hospital for pain in the neck, dysphagia,
odynophagia, neck crepitus, subcutaneous emphysema and
disphonya. The symptoms occurred 30 hours prior to the 
presentation at the Emergency Room following a routine
transesophageal heart echography. The symptoms increased
in severity after the patient had a consistent solid food meal
and beverages.  The patient is known with congestive heart
failure due to aortic valve stenosis with a mean gradient
(mmHg) of over 70 and aortic jet velocity (m/s) of over 4.5.
Heart echography revealed left ventricle hypertrophy 
consistent with elevated blood pressure with the highest 
sistolic pressure value of 220 mmHg. The patient was 
undergoing therapy for chronic elevated blood pressure with
calcium blockers, diuretics and anticlotting agents. Ischemic
heart disease is an underlying pathology linked to the aortic
valve stenosis.

Also, the patient had an ischemic stroke without motor or
cognitive deficits 6 years ago and an anxiety disorder 
treated with thanapentin. The patient had no major surgery
in his life and he has no allergies.

On admittance the patient was given a full clinical
examination after completing the general symptoms form.
The specific E.N.T. clinical examination revealed a 
swallowing in the right lateral region of the neck, the
absence of the larynx crackment on the right side, neck
crepitus in the right lateral side of the neck,unobstructed
nasal fosae without any secretions, nasal septum 
deviation, unmodified morphology of the rhinopharynx,
good motility of the soft palate, oral cavity without func-
tional or morphologic modifications. The endoscopic
examination of the hypopharynx and the larynx revealed a
reddish swallowing on the posterior wall of the hypo-
pharynx that spread towards the right lateral wall of 
the hypopharynx and to the piriform recess of the right
hemilarynx. Salivary stasis was present at this level. Also,
the examination of the larynx revealed normal vocal 
cords motility with the association of chronical white
hypertophy of the vocal cords, posterior commissure with
a mild oedema and hyperemia. There were no major or
minor signs of upper airway obstructive syndrome (fig. 1).

The patient had a complete laboratory study and chest
and neck X-rays, that revealed air in the right lateral region
of the neck, osteophytes of the cervical vertebrae and a non
specific inflammatory syndrome. A CT-scan was not 
available at the time of admittance so there was no imaging
proof of the presumed tear in the pharynx and no clue about
the extent of the larynx trauma. Therefore, conservative 
treatment was preferred. Because there were no signs of
esophageal involvement a nasogastric tube was placed under
endoscopic view to avoid the swollen region present at the
posterior wall of the hypopharynx. There was no possibility
of administering anticholinergics (atropin) to this patient due
to the underlying heart condition. After the insertion of the
naso-gastric tube there was an increase in the amount of
saliva present in the hypopharynx and the larynx, therefore,
we removed it. This meant a reconsideration of the enteral
nutrition and the way oral chronic treatment of the patient
had to be administered. We preferred total parenteral 
nutrition using standardised solutions and the administration
of antihypertensive medication via permanent injection. The
patient was transferred to the intensive care unit where 
permanent monitoring was possible. No cortisone was
administered to the patient in the first two days of medical
care due to the risk of cardiac failure. The evolution was
favourable in the first two days (fig. 2).

However, in the third day of therapy the patient suffered
from dyspnea, manifesting stridor and agitation with a
decrease of the oxigen saturation to the lowest value of 89%.

Figure 1 - Endoscopic aspect of the hypopharynx 
and the larynx on admittance

Figure 2 - Endoscopic view of the hypopharynx and larynx 
in the second day of intensive care unit therapy management
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Hypoxemia was due to the development of the oedema of the
posterior wall of the hypopharynx that caused an obstruction
of the larynx cavity (fig. 3). After performing a larynx
endoscopy it was decided by the therapy team that a 
tracheostomy or the use of systemic cortisone have to be 
considered. The medical team decided not to perform a 
tracheostomy but to administer dexametasone to the patient.
The outcome of the therapy was favourable with a decrease
of the hypopharynx posterior wall oedema and consequently
normal oxygenation of the lungs. A CT examination was 
performed that revealed a tear in the posterior wall of the
hypopharynx of 1.4 mm with no blood or fluid accumulation
in the parpharynx spaces and the presence of osteophytes of
the cervical vertebrae adjacent to the pharynx fistula. This
was also seen on the plain profile neck X-ray (fig. 4).

Total parenteral nutrition was used until the 8th day of
therapy as well as injectable anihypertensive medication. 

The evolution of the patient was favourable with a
good general status and the decrease of the symptoms in
the next 4 days of therapy so that in the 8th day a larynx
endoscopy was performed that revealed the absence of the
oedema of the hypopharynx and the larynx, no salivary
stasis, good function of the larynx and normal deglutition
(fig. 5). Considering these data the patient was asked to
start oral feeding with liquids and after another 2 days
food intake was allowed.

DISCUSSION

In this particular case the larynx and pharynx trauma was
caused by instrumentation while performing a trans-
esophageal echography of the heart. The most common cause
of pharynx perforation or tear is iatrogenic (1,2). This type of
mechanism of producing perforation of the pharynx has a 
better prognosis than perforation caused by blunt trauma of
the neck. Blunt trauma of the neck is responsible for 2% of
all perforations and tears of the pharyngo-esophageal region
and may lead to extensive lesions of the esophagus, thus the
need of a good knowledge of the mechanism, the location
and the size of the perforation (3). Primary closure is manda-
tory in cases with large pharynx perforation due to the 
possibility of mediastinitis and sepsis (4). In this case there 
was no need for surgical closure of the perforation but a 
conservative therapy was needed. Perforations of the pharynx
after instrumentation during medical procedures occur rarely
but there is of great importance that early diagnosis must be
made properly. Diagnosis for pharynx perforations is to be 
considered when a patient complains of pain in the neck
region, odynophagia, dyspnea or when the patient is found to
have subcutaneous emphysema (5). The particularity of the
case resides in the association of heart failure and aortic valve
stenosis with the impossibility of administering vital 
medication orally. Therapy must be tailored according to the
particularities of the case depending on the site and size of the
perforation and must be administered in an Intensive Care
Unit.
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Figure 3 - Larynx endoscopy in the 3rd day of intensive care
unit therapy

Figure 4 - Plain profile neck X-ray

Figure 5 - Normal aspect of the hypopharynx and the larynx


