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Abstract 

 
Premature infants are particularly at risk of iatrogenic pharyngoesophageal perforation. It 
is a rare occurrence but when it does occur it often mimics esophageal atresia. We presented 
a case of a term neonate who presented with a hypopharyngeal perforation that resulted 
during ritual procedure (Ghaanti) done by grandmother. Clinical findings, a plain chest x-
ray, an esophagography and endoscopy are helpful. Surgery can be avoided in most in-
stances. 
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Introduction 
 
Neonatal pharyngeal perforation is a rare but life threaten-
ing condition. It occurs during routine nasogastric tube 
insertion, suctioning or rarely during endotracheal intuba-
tion. Iatrogenic oesophageal or pharyngeal perforation 
reported mainly in preterm and low birth weight ba-
bies[1],secondary to difficult intubation and forceful at-
tempts to pass NG tubes and suction catheters[2] .  Asso-
ciated respiratory distress may be due to infection 
,pneumothorax or pleural effusion . We report a case of a 
term neonate who presented with a hypopharyngeal perfo-
ration that resulted during ritual procedure (ghaanti) done 
by grandmother. 
 
.Case Report 
 
A full term male neonate aged 6 days  was transferred to 
our centre from a peripheral hospital. The 2.0 kg neonate 
was born vaginally on the way .Then patient was taken 
back to home and grand mother done ritual procedure 
(Ghaanti).Baby  passed urine and meconium on day 1 of 
life.Child received breast feed , spoon feed and ghutti but 
never accepted feed well. On second day of life child was 
admitted in a nursing home and received iv fluids , anti-
biotics and nasogastric tube was placed. The child was  
shifted to our hospital due to financial contraints. On   
examination the baby was lethargic with poor cry ,and 
had  HR 180/m, RR 76/m, Downes score 5/10 , capillary 
filling time 5 seconds, peripheral pulses were feeble and 
fast, temperature 350 c (hypothermic),central cyanosis and 
sclerema on extremities, and anterior fontanel was at lev-
el. On respiratory system examination,movements and 
breath sounds were decreased on right side of the chest 

with bilateral crepitations. On cardiovascular system 
normal heart sounds with no murmur. Abdomen was soft , 
non tender, liver palpable 3 cm below costal margin and 
liver span was 5cm. On CNS examination baby was le-
thargic, pupil bilateral 2mm in size and sluggish reacting , 
decreased cry and activity, neonatal reflexes were de-
creased. No focal deficit or abnormal movements were 
noted. 
 
On day 1 baby was in septicemic shock with right sided  
pneumothorax  as evident from  skiagram chest. Chest 
tube drainage was done and shock was managed as per 
standard shock guidelines. Pneumothorax resolved signif-
icantly. 
 
On day 2 of admission respiratory distress increased , 
cyanosis was present and spo2 decreased to 82-
85%.Breath sounds decreased on right side and skiagram 
chest showed pneumothorax. Chest tube was reinserted 
.patient improved and saturation increased to 96-98% and 
repeat chest skiagram showed decrease in pneumothorax 
.The chest skiagram also showed that NG tube was lying 
in right side of the chest above diaphragm(fig 1). There-
fore lateral view done (fig 2). USG chest was done but 
inconclusive. So fluoroscopy was planned. 
 
Fluoroscopy showed a fistulous tract from  post hypopha-
rynx to post mediastinum to right pleural space fig (3-4). 
The tip of NG tube was in right pleural space .Direct la-
ryngoscopy showed a semicircular cut in the posterior 
pharyngeal wall measuring 1.5 mm in length with slough 
at the margins. Other investigations are as follows Hb 
18.6 gm%,TLC 9000/mm3, plt 25000/mm3, liver func-
tion test, kidney function tests , S.ca within normal limit. 
Blood culture was sterile CRP positive ,umbilical catheter 
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tip showed E coli sensitive to meropenem and ciplox. The 
diagnosis of iatrogenic hypopharyngeopleural fistula due 

to NG tube insertion with sepsis with right sided pneumo-
thorax was made. 
     

 

  
 

Figure 1. Lateral view 
 

Figure 2. X-ray chest AP view 
 

Figure 3. Flouroimage chest showing 
NG tube with spilage of contrast 

 
The baby was managed conservatively. NG tube was re-
moved, baby was kept nil per orally and iv fluids and an-
tibiotics were continued. After 3 days NG tube was put 
under laryngoscopic guidance, confirmed by chest skia-
gram. IG feeds were started. Child improved and pneu-
mothorax resolved fully.After 7 days laryngoscopy 
showed healing of hypopharyngeal cut . After 10 days 
NG tube was removed and oral feeds were started. Baby 
was discharged after 21 days of antibiotics. Subsequent 
follow up of child showed  gaining weight with normal 
growth and development . 

 
Discussion 
 
Gastric intubation, by oral or nasal route is an essential 
procedure in the management of sick infants, for gastric 
aspiration or feeding.   A pharyngo-oesophageal perfora-
tion in a neonate can present with respiratory distress as a 
result ofperforation into pleural cavity with resultant 
pneumothoraxand infection , drooling, feeding problem or 
difficult nasogastric intubation . Radiologically, ectopic 
location of a feeding catheter, alone or in combination 
withevidence of  air leak , is seen in the chest radiographs 
[3]. There have been several reports of neonatal pharyn-
go-oesophageal perforations. Most of these are iatrogenic 
and occur during resuscitation procedures viz endotra-
cheal intubation, nasogastric tube placement and airway 
suctioning [4,5]. This perforation may also occur during 
assisted breech delivery or trans-oesophageal echocardio-
graphy [6]. 
 
The case we are reporting is also an iatrogenic complica-
tion however in a situation where no intervention was 
needed and purely a result of ritual and false beliefs. In 
many communities it is believed that by directly putting a 
finger deep in oropharynx and making the child cry loud-
ly shall result strong voice in life. 
 

Oesophageal perforation  usually occurs in the cervical 
oesophagus at the level of cricopharyngeus muscle, most 
commonly involving pyriform sinus[7] .The oesophageal 
lumen is narrowest at this point and may get occlude by 
spasm or reflex constriction of the cricopharyngeus in 
response to injury or an offending agent [8,9]. 
 
Most authors agree that surgery can be avoided [10]. 
There is no difference in the reported rate of survival 
when treated medically versus surgically [11]. A  naso-
gastric  tube may be negotiated into the stomach under 
fluoroscopic control and nasogastric feeds started. An oral 
contrast study is performed after 7-10 days and oral feeds 
are started once healing of the esophagus is demonstrated. 
 
In conclusion esophageal and pharyngeal perforation is a 
rare complication of modern NICU which can occur even 
in most experienced hands.A high index of suspicion in 
infants with sudden deterioration of respiratory status fol-
lowing procedures involving pharyngo esophageal region 
is essential for a timely diagnosis, which can be con-
firmed by radiological investigations .Conservative man-
agement with close observation for signs of complication 
can result in complete recovery.  Preventive measures 
such as adequate training in intubation, use of more expe-
rienced staff for intubating extremely pre term infants, 
extra care during suctioning and high index of suspicion 
are required. 
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