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Introduction 

Vascular diseases have a varied 

ethiopathogeny and in most cases, vascular 

emergencies are of great difficulty to 

standardize, with the except of vascular 

control upstream and downstream of the 

lesion, be it ischemic, hemorrhagic or mixed. 

In the case of vascular traumas, 

arterial lesions are often associated with 

venous ones, specifying that from a 

histological point of view the venous wall is 

much more vulnerable to lesions. Innominate 

vein rupture falls under the category of 

thoracic great vessel injuries with a mortality 

of 95% before reaching a trauma center (1).  

These traumas can be accidental or as 

a result of maneuvers, for therapeutic or 

diagnostic purposes. Due to the anatomical 

complexity of the cervical region, ENT (Ear, 

Nose, Throat) pathology can be complicated 

by vascular lesions. 

Case report  

We present the case of a 30-year-old 

man without a history of chronic diseases 
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Abstract 

Acute tonsillitis, usually, under antibiotic treatment, has a favorable outcome with the abolition of the septic source 

and followed by elective tonsillectomy. We present the case of a 30 year old man with neglected tonsilitis which 

developped a series of life threatening complications, which, although surgically treated, culminated with a 

hemorrhagic accident due to an injury (decubitus lession) of the right internal jugular vein and right innominate vein. 

Swift transfer of the patient to the operating room, temporary hemostasis and resection of the medial portion of the 

right clavicle allowed the identification of a large laceration of the innominate vein confluence, for which, horizontal 

mattress sutures using 6/0 polypropylene were added. The ensuing postoperative course was favorable, with 

discharge of the patient on admission day 87. The peculiarity of the case consists in the extremely serious evolution 

of a septic source in the ENT sphere in a young patient, without associated comorbidities, without pre-existing 

immunosuppression. The therapeutic events required the collaboration of specialists from four surgical specialties: 

ENT, thoracic surgery, vascular surgery and plastic surgery. Although all this medical course lasted 3 months, with 

multidisciplinary support, allowed saving the life of a young adult and also with good functional recuperation. 
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with neglected acute tonsillitis which 

developed periamygdalian phlegmon.  

The patient was transferred from the 

ENT department of a county hospital to the 

Craiova ENT Clinic with septic condition 

and intense pain in the anterior cervico-

thoracic region. 

On admission in the clinic, 

emergency computed tomography is 

performed, which reveals: edema and a 

cervical collection with gas bubbles; anterior 

thoracic edema, without mediastinitis and 

without pleuro-pulmonary modifications. 

Emergency surgery is performed in 

mixed team - ENT surgeon and thoracic 

surgeon - under general anesthesia. Anterior 

extended mediothoracic laterocervical 

cervicotomy is performed; with evacuation of 

500 ml of gray pus, necrotic tissue - 

debridement, mechanochemical toilet and 

drainage. 

Unfavorable evolution followed with 

pyopneumothorax for which pleural drainage 

was added, antibiotic therapy according to 

the antibiogram. At the level of the 

suprasternal notch, a cervico - thoracopleural 

communication was found with evacuation of 

pus and necrotic tissue. 

The extension of the soft tissue 

necrosis at the laterocervical level and the 

suprasternal notch requires debridement, an 

iterative mechanochemical toilet, which 

leads to the exposure of the origin of the 

brachiocephalic venous trunk, posterior of 

the sternoclavicular joint. The wound was 

cleaned daily. 

On admission day 30, a hemorrhagic 

accident occurs with torrential venous 

bleeding due to decubitus injury 

(compression erosion) at the anterior wall of 

the right internal jugular vein with extension 

on the origin of the right brachiocephalic 

vein. 

Emergency surgery is performed: 

temporary hemostasis is achieved, followed 

by resection of the medial portion of the right 

clavicle, with adequate exposure of the 

vascular lesion – a large laceration of the 

innominate vein confluence. After upstream 

and downstream hemorrhagic control, 

venorrhaphy at the innominate vein 

confluence is practiced with Polypropylene 

6-0, with horizontal mattress sutures, with 

insignificant stenosis of vein confluence. 

 

 
Figure 1 - Postoperative scar during follow-up 

 

Subsequently, the patient presents a 

favorable evolution, with suppression of 

pleural drainage, cleansing and complete 

granulation of the extensive laterocervical 

and anterior thoracic wound, with lack of 

substance on an area of approximately 60 

square centimeters.    
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At 62 days after admission, plastic 

surgery is performed with split-thickness skin 

graft over the defect mentioned initially at the 

level of the thorax and later at the cervical 

level in serial interventions; the donor area 

being the pelvic limbs. 

The patient is discharged 87 days 

after admission, with a satisfactory general 

condition, without respiratory dysfunction, 

without signs of venous insufficiency of the 

right thoracic limb or edema of the head and 

neck. 

The scheduled clinical follow-up 

shows a postoperative scar (figure 1), non-

retractile, aesthetically satisfactory, and 

without major upper limb dysfunctions. 

Discussions 

Acute tonsillitis, usually, under 

antibiotic treatment according to the 

antibiogram, has a favorable outcome with 

the abolition of the septic hotbed and 

subsequently elective tonsillectomy.  

In cases of tonsilitis with aggressive 

germs such as Pseudomonas Spp., 

Acinetobacter Spp. and Enterobacteriaceae, 

with broad antibiotic resistance, the evolution 

may be towards periamygdalian phlegmon 

and anterior cervicothoracic necrotizing 

fasciitis. The specified germs were present in 

sequential cultures from the patient's 

cervicothoracic and pleural pus. 

Due to the germ’s aggressiveness, in 

this young patient with no associated 

comorbidities, the course of septic outbreak 

was extreme to pyopneumothorax. 

Under intensive biological supportive 

treatment and broad-spectrum antibiotics in 

the intensive care unit and dynamic surgical 

treatment, the patient presents a 

pseudoiatrogenic vascular complication - 

erosion of the vascular wall by decubitus of 

the dressing. 

This torrential venous bleeding, was a 

new life-threatening event in the patient's 

precarious outcome. 

The vascular lesion produced falls 

into zone 1 of penetrating traumas of the 

vessels of the neck and mediastinum. After 

immediate transfer to the operating room, in 

order to achieve vascular control, partial 

resection of the clavicle was necessary, due 

to its close proximity to the innominate vein 

(2). After control of the hemorrhagic source 

venous flow restoration was decided. The 

ligation of the internal jugular vein, allowed 

unilaterally, could not be performed in this 

case due to the extension on the innominate 

vein confluence. Horizontal mattress sutures 

were preferred over patch repair due to 

locoregional sepsis. In our case, 

reconstruction of the innominate vein with 

PTFE ring graft interposition was not 

necessary, such as described in other cases 

(3). The appearance of the parietal lesion 

allowed a suture with insignificant stenosis of 

the vascular caliber, a fact confirmed by the 

subsequent evolution without venous 

insufficiency syndrome and without DVT of 

the upper limb.  

The patient’s favorable outcome can 

also be attributed to the fact that the patient 

was admitted in the ward at the time of the 

venous rupture whereas 71% of patients with 

innominate vascular injuries die before 

arrival to the hospital (4). 

In the postoperative period, 

phlebotonic drugs and low molecular weight 
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heparin were administered in prophylactic 

doses.  

Neither the vascular repair or the 

partial clavicle resection led to any major 

morbidity of the right upper limb. 

Conclusions 

The peculiarity of the case consists in 

the extremely serious evolution of a septic 

source in the ENT sphere in a young patient, 

without associated comorbidities, without 

pre-existing immunosuppression. The 

therapeutic events required the collaboration 

of specialists from four surgical specialties: 

ENT, thoracic surgery, vascular surgery and 

plastic surgery. Although all this medical 

course lasted 3 months, with 

multidisciplinary support, allowed saving the 

life of a young adult and also with good 

functional recuperation.  

In cases with injuries at the junction 

of the internal jugular vein and the subclavian 

vein which have been reported in the 

literature, vascular control and survival was 

achieved through median sternotomy access 

(5).  

The end of the therapeutic process 

was elective tonsillectomy. 
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