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 56 y.o. M here for f/u after hospital D/C 
 Evaluated for TIA 

▪ Presented with numbness of left arm but no deficits 
found on exam 

▪ MRI normal, symptoms resolved 

▪ Discharged home without symptoms 

 Now c/o difficulty swallowing 
▪ Started on day of discharge from hospital 

▪ Problem swallowing liquids, not solids or meds 

▪ Notes he has cough, choking at times when 
swallowing liquids 

 



 Never had anything like this before 
 Denies pain with swallowing, food sticking 
 Denies visual complaints, other neurologic 

symptoms 
 Denies CP, SOB, weight change or other 

systemic symptoms 
 
 
 

 



 PMH: 

 HTN 

 Hypothyroidism 

 Depression 

 PSH: 

 Splenectomy (MVA)- 2005 

 Biloma with subsequent drainage 

 



 Aspirin 
 Atorvastatin 
 Wellbutrin 
 HCTZ 
 Irbesartan 
 Levothyroxine 

 



 SH:  
 Works as a roofer 

  Smokes ½ ppd, social ETOH, +THC but no other 
illicit drugs 

 Lives at home with his wife 

 

 FH:   
 Noncontributory 



 VITALS:  BP 112/77, P-64, RR-16, AF.    
 GENERAL:   

 No distress 

 Voice noted to be mildly hoarse. 
 NECK:   

 R sided 0.5 cm soft tissue mass (?LN) 

▪ Anterior cervical 

▪ Soft, nontender, somewhat mobile 

 Rest of exam:  normal (including Neuro/CNs) 
 



 CBC normal 
 BMP with Cr of 2.9 above baseline of 0.9 
 
 Pt was admitted to TH service for hydration 

 



 Due to neck mass, patient got a CT neck in 
the UED which showed left true vocal cord 
paralysis 

 ENT was consulted 

 Barium swallow confirmed aspiration with thin 
liquids 

 CT of chest was done to rule out compression of 
recurrent laryngeal nerve, which was normal 

 
 



 ENT reserved laryngoscopy for outpatient f/u 
since diagnosis was already made with CT 

 Laryngoscopy is usually the first procedure 
completed to evaluate this clinical scenario 



 Patient was able to tolerate thick liquids 
 He was discharged home with close ENT 

follow-up 
 Per records, he is now back to baseline 

 
 



 Case and discussion adapted from 
presentation by:  Dr. Nidhi Huff  







Accessed 10/31/11 at http://www.ncbi.nlm.nih.gov/pubmedhealth/PMH0002609/ 



 A careful history and physical examination can: 

 Distinguish esophageal/ oropharyngeal dysphagia.  

 Predict the cause of oropharyngeal dysphagia  

▪ (should be confirmed by specific testing) 



 Symptoms immediately upon swallowing   
 Identify cervical region as site of  symptoms 
 Possible malignant cause: 

 Older patients  

 History of alcohol abuse, smoking, or weight loss 

 Repositioning body to facilitate swallowing 

 Extending arms and neck, using finger to move food  

 Changes in speech neuromuscular dysfunction 

 Hoarseness or weak cough →vocal cord paralysis.  





http://www.mayoclinic.com/health/medical/IM02764 



 A breathy quality to the voice 
 Hoarseness 
 Noisy breathing 
 Loss of vocal pitch 
 Choking or coughing while swallowing food, 

drink, or saliva 
 The need to take frequent breaths while 

speaking 
 Inability to speak loudly 
 Loss of gag reflex 
 Ineffective coughing 



 Injury to recurrent laryngeal or vagus nerves 
 Tumors causing compression 
 Injury to TVC during surgery or intubation 
 Neurologic disorders 
 Myasthenia gravis 

 ALS 

 Parkinson’s 
 Idiopathic (1/3 of cases) 
 40% had complete voice recovery, 60% partial 

 Recovery after 1 year was rare 



 Voice therapy (exercises) 
 Bulk injection 
 Vocal cord repositioning (surgical) 
 Tracheotomy (only if both TVC involved) 



 Characterize“swallowing problems”  

 Dysphagia, odynophagia, aspiration 

▪ Oropharyngeal vs. Esophageal dysphagia 

 Concurrent speech symptoms  TVC issues 
 Causes: anatomic, neurologic or idiopathic  

 Idiopathic may be viral 

 Recent TIA probably a “red herring” 
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