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Abstract
Perforation of the hypopharynx is an extremely rare condition of various etiologies. In even rarer cases, it can lead to mediastinitis, a 
serious complication with a high mortality rate of up to 35%. We present a case of a 52-year-old male patient with a purulent descending 
mediastinitis caused by a rare condition of rupture of the hypopharynx after the ingestion of solid food. Mediastinal gas and fluid as well 
as pleural empyema were observed on CT scan. The case is unique because of the cervical surgical approach used to treat it, as well as 
a number of techniques that appear to control the infection and treat the source of mediastinitis. The patient recovered completely 20 
days postoperatively and was followed up clinically and by computed tomography without persistent symptoms or late complications. 

Keywords
hypopharyngeal perforation, mediastinitis, mediastinoscopy

Introduction

In the majority of cases, hypopharyngeal perforation is 
reported as a rare complication of non-penetrating neck 
trauma, which is primarily associated with road traffic ac-
cidents. Low-velocity impacts can also be the cause of this 
injury, but in these cases the mechanism of occurrence 
consists of hyperextension of the cervical spine.[1] Other 
causative mechanisms of hypopharyngeal perforation de-
scribed in the literature include iatrogenic post-interven-
tional traumas, such as endotracheal intubation, esoph-
agogastroscopy, transesophageal echocardiography, and 
foreign body swallowing.[2,3] Mediastinitis, on the other 
hand, is more common in emergency thoracic surgery. It 
is associated with a high mortality rate and is an extreme-
ly difficult complication to manage. The mortality rate in 
purulent mediastinitis can reach up to 35%, and the time 
from the onset of symptoms to the establishment of a di-

agnosis and commencement of surgical treatment is of 
fundamental importance for the outcome of the disease.[4] 

Case report

This case involves a 52-year-old man who was admitted to 
the emergency room because of severe subcutaneous emphy-
sema that had been getting worse over the course of five days. 
This had happened after the patient had eaten a dinner that 
included solid food. He reported that he felt abruptly a sharp 
pain in the throat area and that the discomfort and radiation 
spread to the neck, becoming more intense when swallowing. 
The patient was previously treated for peritonsillar abscess 1 
month ago. After the spreading of the subcutaneous emphyse-
ma and inability to take food and liquids due to choking and 
aspiration after every attempt of oral intake, the patient was 
admitted to the hospital. Computed tomography of the neck 
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and chest with intravenous and oral contrast was performed 
(Fig. 1). Evidence of right pleural empyema was found on CT 
scan as well.

Following the administration of water-soluble contrast 
media via the oral route, X-ray series were conducted, which 
revealed the presence of extraluminal contrast in the oro-
pharynx, trachea, esophagus, and respiratory tract. However, 
no evidence of fistula was observed (Fig. 2).

The patient was prepared and transferred to the operat-
ing theatre for emergency surgical intervention. An awake 
intubation with a bronchoscope was performed, due to the 
described suspicion of a tracheoesophageal fistula. A massive 
rupture of the right hypopharyngeal wall was found, without 
affecting the trachea (Fig. 3).

The surgical team made the decision to perform a trans-
verse cervical incision. The pretracheal fascia was opened 
and a large purulent collection was evacuated from the right 
paratracheal and paraesophageal space. The parapharyngeal 
purulent collections were opened and drained and a right 
paratracheal collection was drained using videomediastinos-
copy. Following the drainage of the abscesses, a VATS was 
performed on the right chest cavity, at which point pleural 
empyema was discovered. This was treated by means of sa-
line irrigation and aspiration of the pathological contents, 
after which a chest drain was placed. The patient remained 
on mechanical ventilation for 3 days, after which he was 

Figure 1. Massive subcutaneous emphysema due to perforation.

Figure 2. A, В. Perforation of the hypopharynx, transitioning into the proximal esophagus, and extralumination of contrast in the area 
with its spillage into the paraesophageal mediastinum. 

Figure 3. Rupture of right lateral wall of the hypopharynx.
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extubated, remained on parenteral nutrition and after five 
days he was fed through a nasogastric tube. Seven days post-
operatively, oral fluid intake was started. A hypopharyngeal 
fistula was formed, with a course opening through the surgi-
cal wound. This closed spontaneously within 14 days of the 
operation. After the operation, the patient was monitored for 
six months, during which time no pathological findings from 
computed tomography or clinical symptoms associated with 
the disease were discovered.

Discussion

The most common cause of hypopharyngeal perforation 
is iatrogenic injury. It has a more favorable prognosis than 
perforation in closed neck trauma, where the tear is usually 
significantly longer and extends into the proximal esoph-
agus.[5] Knowing the size and localization of the perfora-
tion is essential for proper treatment of the lesion. Most 
authors believe that the most appropriate behavior is pri-
mary closure of the defect but there are no strictly defined 
guidelines for the treatment of this type of trauma and the 
behavior depends mainly on the experience and judgment 
of the surgeon.[6,7] 

Hypopharyngeal perforation may be a rare complica-
tion of retropharyngeal abscess. A review of the literature 
found no reports similar to the present case and the inci-
dent was presented as a case report. Operative treatment 
is a mandatory component of complication management 
and contamination control.[8] Compliance with the general 
surgical rules for control of a septic focus as applied in this 
case, wide opening and drainage of the mediastinum and 
the interfascial neck space are sufficient as a series of in-
terventions to completely cure the disease. Reconstructive 
techniques and attempts to close the perforation are not 
necessary at all cost.[9,10] 

Mediastinoscopy is an interventional procedure used 
primarily for diagnosing and stage the mediastinum in 
lung carcinoma.[11] The use of videomediastinoscopy for 
therapeutic purposes is rarely described and only in spe-
cific cases, but its use as a method for treating paratrache-
al and paraesophageal purulent collections is novel, and 
no similar applications of this procedure were discovered 
when reviewing the literature.[12] The formation of a fistula 
between the perforation opening and the incisional open-
ing of the neck is a self-limiting phenomenon and sponta-
neous closure is observed in parallel with prolonged anti-
biotic therapy and does not require restriction of enteral 
nutrition.[13] 

Conclusion

Perforation of the hypopharynx is an uncommon occur-
rence, accompanied by severe complications, including 
mediastinitis, phlegmon of the neck, and sepsis. A high 
level of clinical suspicion is imperative for timely diagno-
sis and treatment. Its occurrence can be of different etiol-
ogy mainly related to trauma, ingestion of foreign bodies 
and iatrogenic interventions, but other rare causes such as 
complicated peritonsillar abscess can also be observed. The 
condition is occasionally challenging to diagnose, and its 
timely detection and prompt surgical intervention are of 
paramount importance for those affected.
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