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A giant aneurysm of the internal carotid
artery, which caused dysphagia: case study
and short review of literature
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The retropharyngeal space is a virtual space behind the pharynx, which ex-
tends from the scull base to the level of the fourth thoracic vertebra. Many
retropharyngeal masses can cause dysphagia or airway obstruction. We report
the case of a 69 year-old woman with a much enlarged aneurysm in the extrac-
ranial portion of the left internal carotid, causing dysphagia, and a short review
of the relevant literature. (Folia Morphol 2010; 69, 4: 267-270)
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INTRODUCTION

Pseudotumors of retropharyngeal space are men-
tioned as anatomical variants of the carotid artery
or internal jugular vein, degenerative alterations or
anatomical variations of regional bone structures,
and damage of muscle such as hypertrophy of the
levator scapulae muscle and fibrosis of sternocleido-
mastoid muscle [5, 16]. We present a case of an eld-
erly patient with pseudotumour of the retropharyn-
geal space, which caused dysphagia for solid foods.
Oral examination revealed a bulge in the posterior
pharyngeal wall without mucosa lesions. A spiral
computed tomography (CT) of patient’s neck re-
vealed a pseudomass of the retropharyngeal space,
which was a much enlarged aneurysm in the extrac-
ranial portion of left internal carotid.

CASE REPORT

A 69 year-old woman who complained of dys-
phagia and foreign body sensation in the posterior
pharynx for three months was referred to our ENT
department. The patient’s medical history was hy-
pertension, without known coronary artery or cere-
brovascular disease. Physical examination found
a nonpulsatile oropharyngeal mass displacing the

left tonsil and lateral pharyngeal wall into the mid-
line (Fig. 1). Endoscopic examination revealed
a bulge in the posterior and in the left lateral pha-
ryngeal wall without mucosa lesions. There were no
signs of infection or tenderness around the neck.
Auscultation evidenced no pathological carotid bruit.
Under the impression of left parapharyngeal tumour,

Figure 1. Anatomy of retropharyngeal space and the aneurysm of
the extracranial portion of left internal carotid; A — palatoglossal
arch; B — uvula; C — soft palate; D — palatine tonsil; E— sus-
picious mass.
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Figure 2. Spiral computed tomography revealed a giant aneurysm
of the extracranial portion of the left internal carotid artery with
parietal thrombosis and a maximal transverse diameter of 38 mm
(C, D) and a lumen of 31 mm (A, B).

Figure 3. Spiral computed tomography after intravenous contrast
agent administration revealed the lumen of the fusiform aneurysm
of the extracranial portion of the left internal carotid artery.

contrast-enhancing spiral CT of the patient’s neck
was obtained prior to biopsy. It revealed a giant fusi-
form aneurysm of the extracranial portion of the left
internal carotid artery with parietal thrombosis and
a maximal transverse diameter of 38 mm (Figs. 2, 3).
Cranial CT was also performed in order to discover
any possible previous thrombo-embolic events,
which also revealed an aneurysm of the right mid-
dle cerebral artery. In this case, CT exam prior to
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intervention offered a concise diagnosis, thereby
avoiding a clinical catastrophe.

DISCUSSION

The retropharyngeal space, which is bounded
posteriorly by the prevertebral fascia and anteriorly
by the buccopharyngeal fascia, extends from the
scull base to about the level of the sixth thoracic
vertebral body. Here the retropharyngeal space is
closed by fibrous tissue around the tracheal bifur-
cation. Many other spaces border the retropharyn-
geal space. The pharyngeal mucosal space of the
nasopharynx, oropharynx, and hypopharynx is lo-
cated anteriorly. Lateral to the retropharyngeal
space is the carotid space, which contains the com-
mon carotid artery, the internal jugular vein, and
the lower four cranial nerves as well as most of the
external carotid artery branches [16]. Two other
potential spaces (the danger space and preverte-
bral space) are in close proximity to the retropha-
ryngeal space. The danger space is formed anterio-
rly by the alar fascia and posteriorly by the prever-
tebral fascia. The prevertebral space is bound an-
teriorly by the prevertebral fascia and posteriorly
by the longus colli muscles of the spine. The dan-
ger space extends down the mediastinum to the
level of the diaphragm, whereas the prevertebral
space continues to the insertion of the psoas mus-
cles [5, 16].

The extracranial portion of internal carotid is
relatively superficial as it starts, is contained in
the carotid triangle of the neck, and lies behind
and lateral to the external carotid, overlapped by
the sternocleidomastoid muscle, covered by the
deep fascia, the platysma, and integument. It then
passes beneath the parotid gland, being crossed
by the hypoglossal nerve, the digastric muscle and
the stylohyoid muscle, the occipital artery, and the
posterior auricular artery. Higher up, it is separat-
ed from the external carotid by the styloglossus
and stylopharyngeus muscles, the tip of the sty-
loid process and the stylohyoid ligament, the glos-
sopharyngeal nerve, and the pharyngeal branch
of the vagus nerve. It is in relation, behind, with
the longus capitis, the superior cervical ganglion
of the sympathetic trunk, and the superior laryn-
geal nerve; laterally, with the internal jugular vein
and vagus nerve, the nerve lying on a plane pos-
terior to the artery; and medially, with the phar-
ynx, superior laryngeal nerve, and ascending pha-
ryngeal artery. At the base of the skull the glos-
sopharyngeal, vagus, accessory, and hypoglossal
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nerves lie between the artery and the internal jugu-
lar vein.

Sometimes there are benign lesions that during
clinical examination give the impression of a tumour
at the posterior retropharyngeal space, but a care-
ful radiological evaluation provides important infor-
mation about their kind and justifies the accurate
diagnosis. These lesions are mentioned as pseudo-
tumours. The carotid artery may show pronounced
tortuosity and extend into the retropharyngeal
space, and clinically this may appear as a submu-
cosal mass lesion. Other pseudotumours of the ret-
ropharyngeal space are anatomical variants of the
internal jugular vein (thrombosis), degenerative al-
terations or anatomical variations of regional bone
structures (osteophytes of cervical vertebrae), and
damage of muscle such as hypertrophy of the leva-
tor scapulae muscle and fibrosis of the sternocleido-
mastoid muscle [5].

The main complaint of patient reported in our
case was dysphagia due to pressure on the pha-
ryngeal constrictor muscles, pharyngeal dysfunc-
tion because of pressure on mucous membranes,
and glossopharyngeal nerve and ear pain radiat-
ing to the occipital area [6, 7, 12]. Presentation with
an isolated mass in the oropharyngeal wall with-
out extension to the outside has been reported in-
frequently [3, 12]. Spiral CT revealed a giant aneu-
rysm of the extracranial portion of the left internal
carotid artery with parietal thrombosis and a max-
imal transverse diameter of 38 mm. Only a few cas-
es have been reported in English literature [3, 12]
of the extracranial portion of the internal carotid
causing dysphagia, and none of these cases was of
this size.

Anatomical variants of the carotid artery have
been reported with a large variability of degree and
pattern. Among these variants, an anomalous ret-
ropharyngeal course of the internal carotid artery
can mimic parapharyngeal neoplasm and pose
a risk of vascular injury during a pharyngeal inter-
vention such as biopsy or surgery. Tortuous or me-
dially deviated carotid arteries are relatively rare
causes of retropharyngeal soft tissue widening
[6, 8, 10, 16]. Aneurysms of the extracranial internal
carotid arteries are extremely rare [6, 10, 11]. These
aneurysms are estimated at 0.1% to 2% of all ca-
rotid procedures.

The clinical manifestation requires the participa-
tion of the high cervical segments with primary en-
largement into the tonsillar fossa. These aneurysms
can cause dysphagia, airway obstruction, prevent
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correct swallowing, palpate asymmetric pulses, or
can appear thrombosed, as in our case [1, 4, 8, 9,
17]. 1t is especially dangerous when the aneurysm
comes into contact with the tonsillar fossa or the
posterior pharyngeal wall. A precise and early diag-
nosis of a bulge in the posterior pharyngeal wall is
critical and may prevent an eventual catastrophic
outcome. One of the principal dangers is that it can
be mistaken clinically for a tumour or an abscess
and subsequently be injured during an attempted
biopsy or surgical extension [8].

The most common aetiological factor for ex-
tracranial true carotid artery aneurysm is athero-
sclerosis, with an incidence of 34 to 70% in differ-
ent series. They are typically fusiform in shape al-
though saccular aneurysm is also seen [2]. In phy-
sical examination, a pulsatile mass around the neck
region is found in 90% of cases. Aneurysms are
seen twice as commonly in males, and the mean
age of patients is in the sixties at the time of dia-
gnosis. Most of the aneurysms are asymptomatic.
In 38-100% of cases the first finding is of neuro-
logical origin. The main aetiology for neurologic
accidents is embolisation from the aneurismal
contents [1, 2, 7, 12].

Cystic hygroma, neuroblastoma, haemangioma,
neurofibroma, schwannoma, foreign body, ectopic
goitrous thyroid tissue, myxoedema of hypothyroi-
dism, thymus, traumatic instrumentation and oede-
ma or haematoma from cervical spine injury, retro-
pharyngeal cellulitis or abscess, lymphoma, leukaemia,
infectious mononucleosis, and tuberculosis are some
of the retropharyngeal masses that may lead to dys-
phagia or airway obstruction [2, 8, 13, 14].

Radiological evaluation includes imaging of the
neck, and the brain and its vasculature. The initial
coloured Doppler ultrasonography can determine the
size and the extension of the aneurysm, but it is not
sufficient in defining the relation with its neighbour-
ing structures. In contrast, spiral CT imaging of the
lumen and wall of the aneurysm show identical con-
trasting as vessels. The possibility of misdiagnosis
disappears when ultrasound and contrast spiral CT
are evaluated together. CT angiography and mag-
netic resonance imaging (MRI) angiography are non-
-invasive methods that can show the course, calibre,
and contour of the vessels. The advantage of con-
trast-enhancing multislice CT is that it simultaneous-
ly offers CT angiography and clear multiplanar imag-
es, and it is the definitive diagnostic procedure for
these lesions [3, 7, 15]. In our hospital we did not
have the option of MRI. A contrast-enhancing spiral CT
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of the neck was obtained, which revealed the giant
fusiform aneurysm.

Conservative treatment may be indicated for
most asymptomatic cases, based on anticoagulant
and antiplatelet medication. In patients with symp-
toms, the objective of surgical treatment is the pre-
vention of thromboembolic stroke and the restora-
tion of the blood supply. Open surgery remains the
gold standard to treat extracranial internal carotid
artery aneurysms; endovascular procedure may be
used in appropriate cases as an alternative surgical
therapy [3, 6, 11]. In our case, the patient was treat-
ed with open surgery and she is free of symptoms
after two years of follow up.

CONCLUSIONS

In conclusion, many lesions can cause dysphagia.
A giant aneurysm, such as in our case, should al-
ways be a part of the differential diagnosis in a pa-
tient with dysphagia, especially when surgical in-
tervention is planned for the diagnosis or the treat-
ment of a tumour to the posterior pharyngeal space.
Consequently, these anomalies must be recognised
in time by the surgeons and radiologists in order to
avoid mistakes during the clinical diagnosis.
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