J Med Sci 2010;30(2):071-073
http://jms.ndmctsgh.edu.tw/3002071.pdf
Copyright © 2010 JMS

V7%

Penetrating Injury to the Pharynx by Scissors Leading to Retropharyngeal
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Retropharyngeal abscess caused by pharyngeal penetrating injury is a rare but life threatening condition with extensive
fasciitis and possible gas accumulating in the prevertebral fascia. Pharyngeal penetrating injuries are uncommon, except
for those with a definite history of foreign body swallowing or external traumatic injury. We described a 24-year-old man,
who sustained retropharyngeal abscess with gas formation in the retropharyngeal soft tissue after swallowing and vomit-
ing a pair of scissors. In the emergency department (ED), an early computed tomography scan helped with the diagnosis
and showed the extent of the ailment, which was promptly treated with surgical debridement and drainage. Broad-spec-
trum antibiotics were started as soon as possible, while the clinical suspicion was initially made. The patient was treated

promptly and discharged without serious complications.
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INTRODUCTION

Retropharyngeal abscess develops mostly secondary
to lymphatic drainage or contiguous spread of upper re-
spiratory or oral infections. However, pharyngeal trauma
from endotracheal intubation, endoscopy,* foreign body
ingestion, and removal may cause a subsequent retro-
pharyngeal abscess. In adults, foreign body ingestion is
associated with psychiatric illness, mental retardation, al-
cohol abuse and individuals in custody.” Retained foreign
bodies may cause mucosal ulceration, inflammation or
infection, especially large or sharp ones. Complications
due to these injuries can be fatal. We reported a case of a
severe retropharyngeal abscess resulting from a penetrat-
ing injury to the pharynx by scissors. We emphasized the
importance of thorough initial assessment and prompt
management to avoid further devastating complications.
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CASE REPORT

A 24-year-old man, with history of major depression,
visited our ED because of intermittent fever, chills, sore
throat, general weakness, difficulty swallowing and neck
swelling for a week.

On arrival, his vital signs were a body temperature of
37.6 °C, blood pressure of 124/66mmHg, heart rate of 81
beats per minute, and a respiratory rate of 18 breaths per
minute without dyspnea on exertion. The physical exami-
nations revealed moderate nuchal rigidity, erythematous
swelling, heat and tenderness along the anterior and left
aspect of the neck. The laboratory tests showed a white
blood cell count of 31,200/uL with predominant neu-
trophils of 91% and an elevated C-reaction protein of
22.25mg/dL. A soft-tissue radiograph of the neck showed
obvious thickening of the prevertebral soft tissue with
obvious gas accumulation (Fig. 1).

He attempted to commit suicide by swallowing a pair
of scissors about 10 days earlier and he vomited the scis-
sors out immediately due to intractable pain and bleeding
from the throat. Meanwhile, he had visited a local medi-
cal facility without telling the truth and received conser-
vative treatment. He reported this after a detailed history
taking was completed.

A 64-multidetector-row computed tomography
(MDCT) of the neck was performed, which demon-
strated soft-tissue swelling chiefly involving the left neck
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Fig. 1 lateral neck radiograph reveals the thickness of the
prevertebral soft tissue of the C-spine increases with
obvious gas accumulation. (a=1.41cm, b=2.39cm)

with inferior extension to the left superior mediastinum,
and soft-tissue emphysema in the left parapharyngeal
space from C1 to C6 (Fig 2). We started on empirical
antibiotics with ampicillin 1.0 gram plus sulbactam 500
miligram given intravenously and consulted an otolaryn-
gologist immediately in the ED. Fiberoptic laryngoscopy
was performed, which revealed a bulging posteriolateral
pharyngeal wall with minimal ulcerative healing wound
over the lateral aspect. Surgical intervention was done
and the operative finding showed about 20mL abscess
formation and necrotic tissue between sternocleidomas-
toid muscles and carotid artery. The patient underwent
surgical debridement from the 2nd to 8th hospital day
and delayed primary suture was performed on the 9th day
after admission. The abscess culture yielded mixed flora
including Viridans streptococcus, Klebsiella pneumoniae
and Fusobacterium. After the operation, nasogastric
feeds temporarily took the place of enteral feeds. He re-
ceived intravenous antibiotic treatment for an additional
week and was discharged on the 16th hospital day with
uneventful results.

DISCUSSION

Retropharyngeal abscess resulting from penetrating
pharyngeal injury is a rare clinical entity. Although rare,
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Fig. 2 MDCT of the neck reveals soft tissue swelling in-
volving the left neck with inferior extension of the
left superior mediastinum, and soft tissue emphy-
sema in the left parapharyngeal space.

the result could be life-threatening. Patients with pen-
etrating wounds have a higher incidence of infection,
since penetrating injuries are deep, and the bacteria are
introduced into tissues from the surface of the foreign
object.’ In our case, the depressed patient attempted to
cover up his suicidal event leading to a significant com-
plication, and the clinician missed the diagnosis the first
time. Thus, while encountering patients with symptoms
and signs such as a sore throat, fever, difficulty in swal-
lowing, stridor, torticollis, or neck swelling, we must
suspect deep neck infection and quickly initiate thorough
assessment and treatment in spite of lacking any precipi-
tating clues.

A soft-tissue lateral film of the neck is a key investi-
gating material in the initial assessment of these patients.
The measurement of the retropharyngeal wall thickness
at C2 of 1.0 to 7.0 mm and at C6 of 9 to 22 mm, could be
considered normal in most adult patients.* An increase in
width or the presence of air in the retropharyngeal space
indicates perforating injury to the pharynx and warrants
further investigation.” However, neck radiographs do not
differentiate between cellulitis and abscess formation un-
less retropharyngeal gas is present. In our case, a CT scan
of the neck is helpful in this respect. The differentiation
is extremely important because a retropharyngeal abscess



requires early additional surgical drainage and a cellulitis
requires antibiotics for conservative treatment only. Fi-
beroptic laryngoscope is also a useful tool for recognition
of the site and size of the mucosal violation and deci-
sion to drain the neck. Hypopharynx may carry a higher
risk of salivary contamination of the deep fascial planes.
Bruce L et al.’ reviewed 48 patients with hypopharyngeal
trauma recognized by fiberoptic laryngoscope, and sug-
gested early neck exploration with drainage in hypopha-
ryngeal injuries to prevent infectious complications. An
ultrasonography has been reported as a useful diagnostic
modality, but it is almost operator dependent and not able
to assess the extent of the disease.’

The management of retropharyngeal abscess is a com-
bination of surgical debridement and appropriate antibiot-
ics. Broad-spectrum antibiotics are necessary because the
bacteriological pattern of deep neck infections is usually
polymicrobial. Huang et al®. reviewed 128 patients diag-
nosed with deep neck infection, and noted that Viridans
Streptococcus was the most commonly isolated organ-
ism, followed by Klebsiella pneumoniae and Peptostrep-
tococcus. Antibiotic coverage with penicillinase-resistant
penicillin or 3rd generation cephalosporin, which covers
gram-negative organisms, combined with metronidazole
or clindamycin, which cover anaerobic organisms, had
been suggested.”® Delayed diagnosis and management
could result in life-threatening consequences, such as
upper airway obstruction, spontaneous perforation, me-
diastinitis, aspiration pneumonia, sepsis, and more rarely,
empyema, thrombosis of the internal jugular vein, and
erosion of the internal carotid artery.**°

In conclusion, a retropharyngeal abscess may occur
following any oropharyngeal trauma, especially a pen-
etrating injury. A clear, detailed history taking and high
index of suspicion are necessary for the clinical entity.
However, it is difficult to evaluate a depressed patient,
who may present with incoherent description and bizarre
behavior. Physical examination, a lateral neck X-ray
and CT scan are objective tools which could clarify the
existence of neck infection. Treatment of a retropharyn-
geal abscess consists of systemic antibiotic therapy and
delicate surgical drainage. Early recognition and man-
agement can achieve a better prognosis and prevent fatal
complications. In addition, always remember that a pa-
tient with psychiatric disorder presenting with a medical
complaint may hide a lethal pitfall at ED.
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