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A 30-year-old man presented to the emergency department with throat pain and oral intolerance of fluids for several
hours. Earlier that day, an outpatient operation was aborted after multiple unsuccessful intubation attempts in the operating
room. The patient had unremarkable vital signs, noting only odynophagia. Computed tomography (CT) of the neck and an
esophagram with water-soluble contrast were acquired.

For the diagnosis and teaching points, see page 461.
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Figure 1. CT of the neck (axial view) showing air tracking into
the prevertebral space (arrow).

Figure 2. CT of the neck (sagittal view) showing air tracking
into the prevertebral space (arrow).

Figure 3. Esophagram with water-soluble contrast showing
extravasation of contrast along the right side of the esophagus
(arrow), suggesting perforation.
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