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Background: Emergencies of the upper aerodigestive
life threatening and challenging to the otolaryngol

tract are not uncommon in our environment and can b e
ogists.

Objective: To assess the size and distribution of u pper aerodigestive emergencies in our setting, to o btain base
line data and outline preventive measures.
Patients and methods: It was a retrospective study of patients seen with upper aerodigestive tract eme  rgencies

in University of Port Harcourt Teaching Hospital (U PTH) Port Harcourt, Nigeria within the period of Ja  nuary
2004 and December 2010. Patient records were retrie  ved from the Accident and Emergency (A/E) registers
Children Emergency Ward (CHEW) records, Ear Nose an d Throat (ENT) ward registers and theatre registers
The data analyzed were demographic data, clinical p  resentations, etiological factors of upper aerodige stive
emergencies, complications, treatment and outcome.

Results: A total of 142 patients presented with upp  er aerodigestive tract emergencies within the study period
out of 4,580 ENT emergencies giving a prevalence of 3.1% of the total number of patients with ENT

emergencies. The total ENT cases seen were 62,400 cases. There were 74 males and 68 females. The age range
was 1-65 years with a mean of 22.16 + 16.25 years. Age group 1-10 years accounted for majority of the cases 54
(38.02%). Foreign bodies ranked highest as an etio logical factor of these emergencies. Difficulty in breathing,

odynophagia and dysphagia were the commonest modes
50(35.2%) emergency tracheostomies done and mortali
Conclusion: The commonest etiological factor respon
emergencies was FB aspiration/ ingestion. The burde
environment is enormous. Therefore, the A/E departm
resuscitate the patients before referring them to o

of clinical presentation 80 (56.34%). There were
ty occurred in two patients.
sible for most of the upper aerodigestive tract
n of upper aerodigestive tract emergencies in our
ent physicians should be well equipped to successfu Iy
tolaryngologists
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INTRODUCTION

Upper aerodigestive tract emergencies are not are first resuscitated before they are referred to the

uncommon in our setting; a few of the cases can be
managed effectively by the A/E duty physicians (Onotai
and Ibekwe, 2010). Most patients that present to the A/E
department with upper aerodigestive tract emergencies
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otolaryngologist for further expert management (Onotai
and Ibekwe, 2010). However, majority of cases require
prompt  diagnosis and intervention by the
otolaryngologists. No doubt, these emergencies when
promptly handled by the otolaryngologists can be
effectively managed with little or no complications (Okoye
and Onotai, 2006). Upper aerodigestive tract
emergencies can occur in all age groups. The causative
factors differ in the adults and children (Perez et al., 1995).
Upper aerodigestive tract emergencies are commonly
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caused by foreign bodies in the larynx and esophagus
and are notable causes of morbidity and mortality
especially in children and elderly patients (Gilyoma and
Chalaya 2011). The accurate diagnosis of upper
aerodigestive tract foreign bodies may be missed by an
experienced general practice physician (Heim and
Maughan, 2007). The aspiration and ingestion of foreign
bodies tend to occur most commonly in children's
population (Onotai and Ebong, 2011; Ibekwe et al.,
2012). Besides, blunt and penetrating trauma to the neck
following road traffic accidents, cut throat and gun shot
injuries can result in life-threatening conditions that
require immediate intervention by the duty doctor in the
A/E department before referring the patients to the
otolaryngologists (Rathlev et al., 2007). Other causes
reported in the literature include corrosive ingestion,
thermal burns and acute tonsillitis with its complications
(Offer, et al., 1995; Onotai and Nwogbo, 2010).

The clinical features of upper aerodigestive tract
injuries depend upon the etiological factor of the injury
and time of presentation to the hospital. A large foreign
body occluding the upper airway or esophagus may lead
to severe symptoms like severe respiratory distress;
dysphagia and even sudden death (Bleach et al., 1994;
Lasisi et al., 2006). Upper aerodigestive tract injuries of
long standing duration may be associated with
complications such as mucosal ulcerations, esophageal
obstruction, laryngeal stenosis and esophageal
diverticulum (Brady, 1999). Early diagnosis and treatment
of upper aerodigestive injuries are necessary to prevent
morbidity and mortality.

Because of the dramatic nature of these emergencies,
this study was carried out to assess the size and
distribution of upper aerodigestive tract emergencies in
our setting. It will also obtain base line data so as to
identify the areas of need in terms of appropriateness of
emergency response and outline preventive measures.

PATIENTS AND METHODS

This is a retrospective study of patients seen with upper
aerodigestive tract emergencies in UPTH, Port Harcourt, Nigeria
within the period of January 2004 and December 2010. Patients’
records were obtained from the Ear Nose and Throat (ENT) clinics,
accident and emergency department, Children Emergency Ward
(CHEW), the ENT wards and theatre registers. The data extracted
for analysis were age, sex, clinical presentations, causes of injuries,
complications, treatment, and outcome. The data was entered into
the version 16 of the Statistical package for social sciences
(SPSS16). Simple descriptive statistics in the form of mean,
frequency distribution tables and percentages were also used to
illustrate the data. Patients with lower digestive tract emergencies
and tracheobronchial tree foreign bodies/pathologies were excluded
from this study.

RESULTS

There wereld42 patients that presented with upper
aerodigestive tract emergencies within the study period
out of 4,580 patients that presented with ENT
emergencies giving a prevalence of 3.1% of the total
number of patients with ENT emergencies. The total ENT
cases seen were 62,400 cases. There were 74 males
and 68 females giving a male to female ratio of 1.1:1. The
age range was 1-65 years with a mean of 22.16 + 16.25
years. The mode was 5 years. 1-10 years age range
accounted for the highest number of cases (Table 1).
Foreign body impaction in the larynx / esophagus
accounted for most of the upper aerodigestive
emergencies 95 (66.90%) (Table 2). Majority of the
patients presented with difficulty in  breathing
odynophagia and dysphagia (56.34%) (Table 3).

Most of the patients had plain radiograph of the lateral
soft tissue of the neck which revealed in some cases
features suggestive of impacted foreign bodies in the
larynx /esophagus. A selected few had barium swallow,
chest radiographs and examination under anesthesia and
biopsy.

All the patients were resuscitated, 50 (35.2%) patients
had emergency tracheostomy. 40 of them were children
in the age group of 1-10 years while 10 of them were
adults above 20 years old. Rigid oesophagoscopy/direct
laryngoscopy were done for removal of impacted foreign
bodies and biopsy for those cases with tumours of the
larynx. The histopathology reports of patients with tumors
revealed respiratory papilomatosis and squamous cell
carcinoma of the larynx.

Other forms of treatment include exploration of neck
wounds and repair of lacerations and the use of
antibiotics. Four of the patients developed oesophageal
strictures, 3 had laryngeal stenosis, 1 had traumatic
aneurysm of the great vessel of the neck and mortality
was recorded in two of the patients.

DISCUSSION

Upper aerodigestive tract emergencies have a
prevalence of 3.1% of all ENT emergencies and 0.23% of
total ENT cases seen within the study period. This finding
is an indication that this emergency is hot uncommon in
our setting. The reported prevalence of upper
aerodigestive emergencies found in California was 4.9%
(Vassiliu et al., 2001). This was slightly higher than what
we found in Port Harcourt.

FB impaction in the larynx and esophagus accounted
for majority of these emergencies in our study. This
finding was similar to some earlier studies (Sunil and
Achal, 1999; Khan and Arif, 2005; Kitcher et al., 2007).
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Table 1: Age distribution of patients

Age range

1-10

11-20

21-30

31-40

41-50

51-60

61 and above

Total

Number | Percentage
(%)
54 38.02
6 4.22
37 26.06
23 16.20
11 7.75
9 6.34
2 1.41
142 100%

However, in California traumatic injuries accounted for
most of the emergencies (Vassiliu et al., 2001). In Brazil
some researchers found tonsillar infections/inflammations
as the commonest etiological factor of upper
aerodigestive tract emergencies (Furtado et al., 2011).
Besides, in a study done in Greece acute tonsillitis and
pharyngitis were the commonest cause of upper
aerodigestive tract emergencies (Vasileiou et al., 2009).
Furthermore, another study reported that
inflammatory/infective causes were placed in the 3"
position (Huanq et al.,, 1991; Kitcher et al., 2007).
However, these researchers studied otolaryngological
emergencies which encompass aerodigestive
emergencies.

There was a slight male preponderance in our study.
This finding agrees with the study of some researchers in
the past (Sunil and Achal, 1999; Kitcher et al., 2007).
However, some other researchers found equal male to
female ratio (Bleach et al., 1994). We cannot say exactly
from this study what is responsible for the slight male
preponderance. It is a known fact that more male children
present with foreign body impaction in the
larynx/esophagus than their female counterpart because
they are more active and inquisitive. This could account
for the male predominance in our study.

The pediatric age group 1-10 years accounted for
majority of the cases we encountered. This age group
also has the highest incidence in reports from other
studies (Sunil and Achal, 1999; Khan and Arif, 2005;
Sogebi et al, 2006). The commonest clinical

presentations of the patients were difficulty in breathing,
odynophagia and dysphagia. Besides, most of the
patients with acute infection/inflammation also presented
with fever in addition to the above clinical presentations.
Other researchers have reported odynophagia and
dysphagia as their commonest clinical symptoms. They
did not encounter difficulty in breathing (Brady, 1999;
Little et al.,, 2006). It could be that they did not
encountered laryngeal foreign bodies in their studies.

A high index of suspicion is required to make the
etiological diagnosis of acute upper aerodigestive
emergencies particularly in cases due to FB impaction in
the larynx/esophagus. Upper aerodigestive tract
emergencies often have dramatic clinical presentations.
In several cases reported in the past, the primary
physician missed the diagnosis of FB impaction in the
larynx and the patient was initially managed for either
bronchial asthma or bronchitis. This definitely caused a
delay in diagnosis, referral and prompt treatment of the
patients (Reilly et al., 1997; Escramado and Richardson,
1980; Rothman and Boeckman, 1980). Delay in making
the etiological diagnosis most times causes mortality.

In most of the patients a minimum of plain radiograph
of the lateral soft tissue of the neck was done in other to
assess the airway and sometimes make a diagnosis of
FB impaction in the larynx/esophagus (Sethi and Chew,
1991; Karnal et al., 2008). The patients with corrosive
ingestion had barium swallow done after the removal of
naso-gastric tube that was insitu for 21 days (Onotai and
Nwogbo, 2010). Those with tumours of the larynx had
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Table 2: Age distribution of patients with different types of aero digestive tract emergencies

Aero digestive tract 1-10 | 11- 21- 31- 41- 51- 61+ Number Percentage
emergencies yrs 20yrs 30 40 50 60 (%)
Acute tonsillitis 1 1 6 - - - - 8 5.62
Peritonsillar abscess 1 - 2 2 - - - 5 3.52
Retropharyngeal 3 - - - - - - 3 2.11
abscess
Parapharyngeal - 1 - - 1 - - 2 1.41
abscess
Pharyngitis/ludwigs - - 1 4 - 1 - 6 4.23
angina
FB iiGacphéon in the | 48 1 18 12 8 6 2 95 66.90
larynx/esophagus
Cut throat injury - 1 3 2 - - - 6 4.23
Gunshot injury to the | - - 5 1 - - - 6 4.23
neck
Corrosive ingestion - 2 2 2 - - - 6 4.23
Respiratory 1 - - - - - - 1 0.70
papillomatosis of the
larynx
Sq!!'mous cell carcinoma | - - - - 2 2 - 4 2.82
of the Larynx
Total 54 6 37 23 11 9 2 142 100
Table 3: Clinical presentations of upper aerodigest!ve emerg encies
Clinical presentations No. of cases Percentage (%)
Odynophagia, dysphagia/fever, 50 35.21
drooling of saliva.
Difficulty in breathing/ 80 56.34
odynophagia, dysphagia
Laceration of anterior neck with
bleeding/ aphonia 12 8.45

examination under anesthesia and biopsy. After making
the diagnosis they were offered definitive treatment.

FB extraction was done under general anesthesia
using rigid endoscopy. Direct laryngoscopy and
esophagoscopy were done for patients with FB impaction
in the larynx/esophagus respectively. However, in some
other studies they used flexible endoscopy and balloon
extraction under fluoroscopic guidance to extract foreign
bodies from the esophagus (Brady 1999; Little et al.,
2006). Patients that presented with features of acute
upper airway obstruction were offered emergency

tracheostomy while those with neck wounds had wound
exploration and repair of neck lacerations. These modes
of treatment have been employed by other researchers
as well (Mohammad et al., 2011). It was obvious that our
study revealed a high tracheostomy rate. This was
because in our center we have a policy of securing the
airway first by carrying out tracheostomy before
embarking on extraction of foreign bodies either from the
larynx or features of acute upper airway obstruction.
Some esophageal foreign bodies like impacted button
batteries in the esophagus most times present with



features of acute upper airway obstruction besides,
dysphagia/odynophagia. From past experience in our
setting the cases that present early have their foreign
bodies removed either from the larynx or esophagus
without tracheostomy. Those that present very late tend
to have associated laryngeal edema and sometimes
injuries to either the larynx or esophagus prior to
presentation. Therefore, as a rule we first secure the
airway before carrying out direct laryngoscopy particularly
for extraction of laryngeal foreign bodies. This has help to
reduce the incidence of mortality of foreign body’s
impaction in the larynx in our center. We are aware that
in places where they have good and functional intensive
care units and appropriate facilities for monitoring
patients the incidence of tracheostomy will be quite low.

There were some complications that arose from the
etiological factors of wupper aerodigestive tract
emergencies. We encountered complications in 10
(7.04%) cases. The commonest complication was
esophageal stricture, it occurred in some of the patient
with history of corrosive ingestion. Laryngeal stenosis
occurred in some patients with gunshot and cut throat
injuries. These patients with complications were referred
to other tertiary hospitals within our setting that have
facilities to effectively manage their complications.

Unfortunately, mortality occurred in two patients. The
first case was a child that has impacted FB which was
misdiagnosed in a peripheral clinic. He presented late to
our emergency department. He had cardiac arrest at the
time of resuscitation and establishment of a secured
airway. The second patient had severe cut throat injury
involving the great vessels of the neck. This patient also
died during resuscitation. He must have bled so much
and probably died from irreversible shock. Mortality from
FB in the upper aerodigestive tract and from cut throat
injuries have been noted in some other studies (Somnath
et al., 2005; Onotai and Ibekwe, 2010).

To curb the prevalence in our environment, public
enlightenment campaigns should be embarked upon.
Parents and care-givers should be educated on how to
put away objects/toys from the reach of children. These
items have been commonly implicated in the etiological
causes of upper aerodigestive emergencies. Besides,
violence among the youths should be discouraged and all
health care professionals should be educated on how to
make prompt diagnosis of the etiological factors
responsible for upper aerodigestive tract emergencies in
our environment (Karatzanis et al., 2007).

CONCLUSION

The commonest etiological factor responsible for most
upper aerodigestive tract emergencies was FB impaction
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in the larynx/esophagus. It often requires management by
otolaryngologists. The morbidity and mortality associated
with upper aerodigestive tract emergencies in our
environment can be reduced by carrying out more
training of the A/E department physicians on how to
successfully resuscitate the patients before referring
them to otolaryngologists. There is also a need to train
more otolaryngologists and to establish an otolaryngology
unit in the A/E department for prompt and better service
delivery to the population.
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