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CASE REPORTS

Intractable Pharyngeal Spasm Following Tracheal Extubation
in a Patient with Undiagnosed Tetanus

A. K. BARONIA,* P. K. SINGH,* R. K. DHIMANY

Pharyngeal spasm with or without evidence of skeletal
muscle spasm may be the presenting symptom in patients
with tetanus.!”® In this paper we describe a patient in
whom severe and intractable pharyngeal spasm followed
tracheal extubation and in whom diagnosis of tetanus was
delayed.

CASE REPORT

A 56-yr-old woman developed severe dysphagia necessitating
esophagoscopy. She also related mild pain and back stiffness and some
difficulty with her dentures for about a week prior to the onset of
dysphagia. A prior attempt at esophagoscopy during intravenous di-
azepam sedation was unsuccessful, and general anesthesia was re-
quested. All laboratory examinations were normal, and a barium swal-
low suggested the presence of achalasia.

After morphine-promethazine preanesthetic medication, anesthesia
was induced with thiopental, and after succinylcholine the trachea was
intubated without difficulty. Anesthesia was maintained with 60% ni-
trous oxide and oxygen and 0.5-1.0% halothane and spontaneous
ventilation. The anesthetic course, which lasted 30 min, was uneventful;
afterward, following 100% oxygen breathing, the trachea was extu-
bated. Shortly after tracheal extubation, upper airway obstruction oc-
curred, followed by cyanosis and masseter spasm and an agitated ap-
pearance. Intense pharyngeal spasm prevented introduction of either
an oral or nasal pharyngeal airway; however, following succinylcholine
and tracheal intubation, ventilation and vital signs were normal. Two
additional attempts at tracheal extubation were again accompanied by
upper airway obstruction and pharyngeal spasm.

At this point, the preexisting history of back pain and neck stiffness
was reassessed. Examination revealed evidence of a laceration over the
right upper arm that apparently had occurred following a roadside
accident 4 months earlier. Tetanus was suspected since the patient had
not received either active or passive immunization against tetanus dur-
ing the past 10-15 yr. During the next 3—4 days, the patient developed
gross evidence of spasticity of all skeletal muscles and autonomic dys-
function. The patient recovered over the next 5 weeks, during which
time mechanical ventilatory support, sedation, neuromuscular paralysis,
and tracheostomy were required.
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DISCUSSION

Unlike laryngeal and bronchial spasm, pharyngeal
spasm is not initiated by local irritation and has not been
previously described as a cause of airway obstruction after
tracheal extubation in patients recovering from general
anesthesia. Irritation of the tenth and eleventh cranial
nerve nuclei is the only cause of pharyngeal spasm, and
tetanus toxin {tetanospasmin) is known to cause irritation
and damage of cranial nerve nuclei.’

Diagnosis of tetanus is usually made on the basis of
clinical symptoms and, as in this case, there are numerous
examples wherein diagnosis was delayed.”'? The distinc-
tive features of tetanus and pharyngeal spasm in this case
are: 1) dysphagia, as a prominent presenting symptom
heralding trismus and ‘‘risus sardonicus’’; 2) difficulty with
lower esophageal motility, which is only rarely associated
with tetanus®~®; 3) diagnosis of tetanus after an unusual
episode of upper airway obstruction during recovery from
anesthesia; and 4) intractable severe pharyngeal spasm
triggered by laryngoscopy and extubation of the trachea.

Patients with previously undiagnosed tetanus may un-
dergo anesthesia for reasons unrelated to the tetanus. Al-
though the chance of such an occurrence is rare, that an
episode similar to this might occur is a distinct possibility.
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