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radiography of the head and  
neck is also advised, before  
conducting a thorough exami-
nation of the oral cavity under 
general anaesthesia. 

A minority of dogs have to 
be anaesthetised as an emer-
gency if, for example, a piece 
of wood is trapped inside the 
oral cavity, there is profuse 
haemorrhage from the site of 
perforation or the animal is 
dyspnoeic secondary to phar-
yngeal swelling/oedema. Most 
dogs, however, should be ade-
quately stabilised, with sufficient 
analgesia/sedation provided 
to facilitate a full examination, 
prior to inducing anaesthesia. 
Dogs that present as an emer-
gency, with upper respiratory 
tract compromise, may need 
a temporary tracheotomy to 
provide a patent airway until 
the cause of obstruction has 
been resolved.

Radiographs should be care-
fully scrutinised for presence of 
a radio-opaque foreign body, 
soft tissue swelling, fluid accu-
mulation and any disruption of 
the normal fascial planes within 
the cervical region. Presence 
of subcutaneous emphysema 
may indicate an oesophageal 
perforation. Clinicians must 
bear in mind that air within the 
subcutaneous space can track 
along fascial planes and enter 
the mediastinum, therefore 
significant emphysema can lead 

retrobulbar or orbital tissue 
(White and Lane, 1988).

Dogs are often presented 
to their veterinarian with signs 
of dysphagia, drooling (often 
blood-tinged saliva), depres-
sion and anorexia. They can 
also display extreme reluctance 
to open their mouths and a 
pain reaction if this is forced. 
More chronic cases usually 
present swelling, either in the 
facial, cranial or cervical region, 
with or without concurrent 
discharging sinus tracts (Figure 
1). Subcutaneous emphysema, 
within the cervical region, is an 
indication of probable oesopha-
geal perforation.

Examination methods
Initial investigations involve a 
full clinical examination, includ-
ing careful palpation of the 
head and neck regions – in 
an attempt to localise areas of 
pain, swelling and/or emphy-
sema – and careful ausculta-
tion of both upper and lower 
respiratory tracts. Screening 
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DESPITE their veterinarians’ 
protestations, many owners 
continue to throw sticks for 
their dogs to fetch. 

Although the unseen major-
ity of dogs presumably enjoy 
the game without incident, an 
unknown proportion will suffer 
from an oropharyngeal or even 
oesophageal perforating injury. 

Some dogs are presented 
as an emergency – due to the 
sudden onset of oral haemor-
rhage, respiratory compromise 
or severe pain on jaw opening 
– but most dogs are presented 
to their vets more than a week 
after the initial injury (Griffiths, 
2000). Active breed dogs are 
most commonly affected, with 
Labrador retrievers, spaniels 
and collies being over-repre-
sented (White and Lane, 1988).

Injuries and symptoms
The type and extent of injury 
depends on the shape and 
size of the offending stick, as 
well as the angle and velocity 
with which it perforates the 
oropharyngeal tissues. 

Some dogs will have rela-
tively minor oral wounds – for 
example, from chewing sticks as 
they carry them – while others 
will have deeper, more exten-
sive wounds from catching 
sticks mid-flight or running on 
to sticks lodged in the ground. 
The angle of perforation has 
been linked with the likely route 
of any migration of foreign 
material within the tissues. For 
example, penetration of the 
rostral pharynx, at an acute 
angle, may be more likely to 
involve temporal, masseteric, 

to pneumomediastinum and 
even pneumothorax. 

Thoracic radiographs are 
a l so recommended i f  an 
oesophageal perforation is sus-
pected and further evaluated for 
evidence of mediastinitis and/or 
pleural effusion. It is important 
to determine, as soon as pos-
sible, whether an oesophageal 
perforation is present, as this 
may need emergency surgery 
and is associated with a poorer 
prognosis (Doran, 2008).

Once anaesthetised, a thor-
ough examination of the oro-
pharyngeal region can be per-
formed. Particular care should 
be taken to inspect the sublin-
gual region, dorsal and lateral 
pharyngeal wall and proximal 
oesophagus, all of which are 
common sites for penetrating 
trauma (Figure 2). It is useful to 
use an endoscope, when avail-
able, to inspect the dorsal phar-
yngeal wall for any evidence of 
trauma. An endoscope is essen-
tial for complete examination of 
the oesophagus if oesophageal 
trauma is suspected. In chronic 
cases, the initial site of penetrat-
ing trauma is often not easy  

to identify. Simultaneous, gentle 
palpation of any abscess cavi-
ties may, however, encourage  
a small bead of pus to be visible 
within the oral cavity if there  
is a communicating tract pre-
sent (Figure 3).

Treatment
Treatment for simple, acute 
oropharyngeal penetrations 
involves removal of any residual 
foreign material, debridement 
of any revitalised tissue and 
thorough lavage of the wound. 
Many small wounds can be left 
unsutured, while larger wounds 
benefit from at least partial 
closure, to allow rapid healing 
while providing for ongoing 
drainage of the wound.

Chronic cases that present 
with facial, cranial or cervical 
swellings can be very difficult to 
manage. The swelling is usually 
an abscess cavity surrounded 
by an area of cellulitis, but 
sampling – for example, fine-
needle aspiration – should be 
performed, unless the diagnosis 
has already been confirmed. 
These swellings often respond 
to treatment with broad spec-
trum antibiotics; however, they 
inevitably recur if foreign mate-
rial – for example, a stick – is 
trapped within the tissues. The 
history of a recurrent, antibi-
otic-responsive swelling in the 
head/neck regions, in any dog  
with a history of stick chasing, 
should alert clinicians to the 
possibility of a chronic foreign 
body abscess. 

There are several reported 
techniques for f inding and 
resolving abscesses caused by 
foreign bodies. These include:

MM dissecting along a draining 
tract, on the assumption that it 
should lead to the inciting cause 
(incisional dissection); 

MM dissecting around a draining 
tract and removing the tract 

and “root” together, in the  
hope the foreign material is 
removed en-bloc with the 
reactive tissue (excisional dis-
section); and 

MM targeted nidus removal – 
for example, exploring and 
removing the underlying cause/
piece of foreign body and  
leaving the tracts to heal by 
second intention. 

Numerous techniques have 
been described to help iden-
tify foreign bodies before/at 
the time of surgery. These 
include: contrast radiography, 
use of methylene blue, pass-
ing a catheter along a sinus 
tract to facilitate dissection, 
perioperative ultrasound and, 
more recently, use of advanced 
imaging modalities, such as CT 
or MRI, have been described 
(Nicholson et al, 2008; Dobro-
mylskyj et al, 2008).

Surgery for cervical/ret-
ropharyngeal abscesses is usu-
ally conducted via a ventral 
midline approach. Great care 
should be taken to preserve 
the important neurovasculature 
(including the recurrent laryn-
geal nerves, carotid arteries 
and jugular veins) in this area, 
especially as the presence of 
a severe cellulitis and abscess 
cavity can obscure normal ana-
tomical landmarks. 

A true exploratory surgery 
can be performed, in the hope 
the foreign body is found and 
removed, although this is asso-
ciated with a high risk of abscess 
recurrence. Small, mobile 
abscesses can be removed en-
bloc, whereas larger abscesses 
are often entered during the 
dissection. Tracts should be 
identified and meticulously 
explored, while the surgeon 
should be aware that more 
than one foreign body may  
be present. 
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ABSTRACT
Oropharyngeal penetration wounds are relatively common 
in general practice. The typical presentation, symptoms,  
diagnostic and therapeutic plans for these cases are sum-
marised, before the use of advanced imaging modalities, to 
increase the chances of a successful outcome in chronic cases, 
is then discussed.

Figure 1. Cervical swelling and discharging sinus, secondary to 
a cervical foreign body (stick). Note the surgical scar from a 
previous unsuccessful exploratory surgery.

Figure 2. Acute oral (sublingual) penetration wound. Forceps have 
been placed into the wound to show the depth of penetration.

Figure 3. Purulent discharge coming from the lateral pharyngeal wall, just dorsal to the palatine 
tonsil while gentle pressure is applied to a cervical abscess.
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