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Abstract Nasopharyngeal necrosis resulting from narcotic
insufflation is a recognized phenomenon, but cocaine
use is more commonly associated with this pathology
than opioid abuse. Physical exam findings associated
with severe tissue destruction are not routinely seen
on physical examination or available in the medical
literature. We present a case of chronic oxycodone/
acetaminophen insufflation and images of a defect in the soft
palate.
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Clinical Narrative

A 26-year-old female presented to the Emergency De-
partment (ED), with stable vital signs, complaining of a
headache. She stated that her primary care doctor, work-
ing in concert with an otolaryngologist, instructed her to
return to the ED any time she had a significant head-
ache. Her past medical history was significant only for
crushing and insufflating Percocet ® tablets for many
years. She states that she has been sober for almost a
year and denies taking any prescription or illicit drugs
during that time. She denies insufflating any other med-
ications or illicit drugs besides Percocet ®. On physical
exam, she has hypernasal speech (i.e., cleft palate-like
misarticulations), no visible external facial deformities,
and no skin changes. Visual inspection of her orophar-
ynx can be seen in the attached images. She denies any
complaints other than a mild general headache.

The attached images demonstrate soft palate necrosis,
with no appreciable damage to the hard palate. Her soft
palate destruction was a continuation of the cartilagi-
nous destruction evidenced by her obliterated nasal sep-
tum (Figs. 1 and 2). Despite her young age, this patient
had a significant opioid addiction, and her only route of
administration was insufflation over a 10-year time pe-
riod. Due to an increased risk of infection (resulting
from loss of facial structures), the patient was started
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on oral clindamycin and instructed to follow-up with
outpatient otolaryngology consultation. Per the patient,
there were plans for her to have a corrective surgery in
the near future. This patient gave consent for her
images to be used for publication and education.

Without a patient's specific description of drug diver-
sion and insufflation, it is possible to miss the physical
exam findings of nasal septum destruction or soft palate
necrosis. Performing a careful physical exam of the
nasal turbinates and the oropharynx may help the treat-
ing physician to better assess the patient's risk factors for
infection. This patient had hypernasal speech, no visible
nasal septum, and a defect in her soft palate. Treating
physicians should be aware of the risk for infection,
need for possible antibiotics and neuroimaging, and be
in contact with otolaryngology or corrective surgical
specialty.

Nasopharyngeal necrosis resulting from narcotic in-
sufflation is a recognized phenomenon, but cocaine
use is more commonly associated with this pathology
than opioid abuse [1–6]. Physical exam findings asso-
ciated with severe tissue destruction are not routinely
seen on physical examination or available in the med-
ical literature.
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Fig. 1 Soft palate necrosis revealed during visual inspection of oro-
pharynx. Image courtesy of Chris Rosenbaum
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Fig. 2 The patient’s soft palate destruction was a continuation of the
cartilaginous destruction evidenced by her obliterated nasal septum.
Image courtesy of Chris Rosenbaum
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