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Retropharyngeal Abscess Presenting as Torticollis
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ABSTRACT
Retropharyngeal abscess (RPA) is a deep neck infection with life-threatening complications such as airway obliteration, necrotizing
mediastinitis, and pulmonary empyema, which must be diagnosed early and treated promptly. We herein present a patient who
was admitted to the emergency room with limited neck movement, torticollis, difficulty in swallowing, and a feeling that something
is stuck in the throat and diagnosed with RPA. Plain lateral radiograph of the neck revealed air levels at the level of C3-C5.
Computed tomography (CT) scan confirmed the diagnosis of RPA. After emergency surgery, clinical condition normalised in a short
time, and at a 2-week postoperative follow-up, the retropharyngeal area was completely normal on endoscopic examination. It is
important to recognise and treat RPA, which has a high mortality due to its complications. RPA should be kept in mind in the differ-
ential diagnosis of patients with neck pain and torticollis, particularly in adults.
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INTRODUCTION
The retropharyngeal area is one of the areas where deep neck
infection occurs. Deep neck cavities consist of loose connective
tissue  between  superficial,  middle,  and  deep  fascia.1  The
retropharyngeal  area  is  located  posterior  to  the  pharynx.  It
extends from the base of the skull superiorly to the mediastinum
inferiorly.2 It is a risky area for the spread of infections. Infection
of the retropharyngeal area is rare and may lead to the formation
of retropharyngeal abscess (RPA). RPA has high mortality as it
can  cause  airway  obstruction  and  extend  to  the  "dangerous
area".3  It  often  develops  secondary  to  childhood  infections.4

Development of RPA in adults without a history of trauma or
concomitant  disease  is  extremely  rare.5  There  is  no  classic
grouping for RPA. It can be classified according to the aetiology
into 3 types: (1) Upper respiratory infections, (2) Trauma/foreign
body  and  (3)  Idiopathic.  There  are  no  definitive  diagnostic
criteria in medical history and physical examination in RPA diag-
nosis.  Computed  tomography  (CT)  and  magnetic  resonance
imaging (MRI) are the preferred imaging methods for diagnosing
deep neck infections. The presence of fluid accumulation in the
retropharyngeal  area in  contrast-enhanced CT is  diagnostic.6

Treatment involves abscess drainage in the trendelenburg posi-
tion under operating conditions along with wide-spectrum antibi-
otics  by  hospitalising  the  patient  if  abscess  formation  has
occurred.3
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In this case report, we present our diagnosis, treatment, and
follow-up  approach  for  a  patient  who  developed  RPA  after
taking a meal.

CASE REPORT
A 39-year woman felt that a piece of food was stuck in her throat
during the meal. After a short period of time, she was admitted to
the emergency room with complaints of restricted neck move-
ments, neck pain increasing with neck movement, difficulty in
swallowing, and sore throat. Lateral cervical plain x-ray taken in
the  emergency  department  revealed  an  area  with  air  levels
extending to C3-C5 (Figure 1).

Figure 1: Prevertebral space widening in the lateral radiograph of the
cervical spine with the laryngeal air column.

Upon this finding, an emergency contrast-enhanced CT of the
neck  was  performed  which  showed  an  abscess  measuring
12×33×10 mm in the retropharyngeal region (Figure 2).

The patient was hospitalised and broad-spectrum antibiotics were
initiated. There was no fever during the physical examination of
the patient in the emergency room. There was no pathology in the
oral cavity. Endoscopic examination revealed a midline bulge that
restricted the appearance of the vocal cord in the posterior pharyn-
geal wall. Laryngeal structures were normal. Her neck movement
was restricted and she had a wry neck (torticollis).
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Figure 2: (a) Contrast-enhanced CT of the neck, 5 mm cross-sectional
axial plane-oriented section. It shows a collection measuring 12×33×10
mm in the retropharyngeal area, compatible with abscess. (b) Coronal
section. (c) Sagittal section.

Figure 3: (a) Contrast-enhanced MRI of the neck, axial section, showing
collection in the retropharyngeal area measuring 20×10×45 mm, with
foci of signal loss compatible with air and peripheral opacification in post--
contrast series. (b) Coronal section. (c) Sagittal section.

Figure 4: (a) Endoscopic view of the retropharyngeal abscess. (b) Endos-
copic view of the drainage of the abscess during the operation.

Figure 5: (a) Reduction in abscess size in follow-up MRI of the neck. (b)
Normal appearance of the posterior wall in the follow-up endoscopy.

In the contrast-enhanced MRI, a collection with dimensions of
20×10×45 mm with foci of signal loss, compatible with air was
observed (abscess?) (Figure 3). In the post-contrast series, this
collection  contained  peripheral  opacity.  The  patient  was
urgently taken to the operating room because of a spike of
fever  of  38.2°C  during  follow-up.  Abscess  drainage  was
performed in the trendelenburg position under general anaes-
thesia (Figure 4a and b).

Broad-spectrum antibiotics were continued following the drai-
nage.  On postoperative  day  2,  difficulty  in  swallowing was
diminished, and neck movements returned to normal. In the
follow-up neck MRI, the abscess size was reduced (Figure 5a).
The patient was discharged in one week, and the endoscopic
examination on the postoperative second month was normal
(Figure 5b).  There was no bulging,  and the patient  had no
complaints.

DISCUSSION

RPA is a deep neck infection that can lead to fatal complications
if a proper diagnosis is not made and early treatment is not
given.7 There are lymph nodes in the retropharyngeal area. The
lymphatics  of  the  nasal  cavity,  paranasal  sinuses,
nasopharynx, oropharynx, hypopharynx, and larynx drain in
this region. Untreated infections in this area lead to the suppura-
tion of lymph nodes, edema and cellulitis. If left untreated, the
infection proceeds to abscess formation.7 In our case, the infec-
tion occurred due to trauma caused by food particles and led to
RPA.

RPA is mostly seen in childhood due to the upper respiratory
tract infections spreading to the retropharyngeal lymph nodes.8

It is generally associated with trauma in adults.5 In our case
report, an adult patient had a history of minor trauma, presum-
ably caused by food particles.

Non-specific complaints such as sore throat, trismus, difficulty
in  swallowing,  drooling,  ear  pain,  torticollis  and  fever  are
encountered. In addition to RPA, similar complaints may occur
in  lymphadenitis,  peritonsillar  abscess,  retropharyngeal
oedema, retropharyngeal hematoma, Kawasaki disease, pyri-
form sinus cyst, calcific tendinitis of the longus colli muscles,
lymphatic  malformation,  lymphoma,  angioedema,  and
osteomyelitis.9

On physical examination, trismus and torticollis can be seen;
however, abscess fluctuation is not observed on external palpa-
tion.  If  it  can  be  palpated  from  the  oral  cavity,  fluctuating
swelling may be felt. In an endoscopic examination, bulging of
the posterior pharyngeal wall may be observed. It is typical to
induce pain by moving the larynx from left to right (rock maneu-
ver).7

The diagnosis is based on clinical examination and imaging. In
the plain lateral cervical x-ray, the measurement of the distance
from the anterior surface of the C2 cervical vertebra to the poste-
rior border of the trachea should be 7 mm or less, regardless of
the  patient's  age.  In  the  RPA,  the  expansion  of  soft  tissues
results in an increase in this distance.10

Although  direct  x-rays  are  easy  and  quick,  they  are  not
sufficient. CT or MRI should be evaluated according to the condi-
tion of the infection and the patient. Rapid CT results, short
shooting  time,  and  minimal  interference  caused  by  patient
movements make tomography superior in emergency cases.
The major advantage of MRI is that it shows soft tissues in more
detail. Anatomical structures can be examined in detail on T1-
weighted images, and pathological formations on T2-weighted
images and contrast sections.2

In the diagnosis of RPA, contrast-enhanced CT scan will show
abscess, and contrast-enhanced MRI the condition of the adja-
cent  airway  and  vascular  structures  and  the  presence  of
epidural abscess.2

In treatment, wide-spectrum antibiotics and surgical drainage
are recommended. Drainage should be performed in the trende-
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lenburg position to prevent pus aspiration.3 The vast majority of
cases can be drained transorally under general anaesthesia. An
external approach may be required in cases with parapharyn-
geal drainage.7

Delays in the diagnosis and treatment of RPA can lead to the
development  of  complications.  When  the  abscess  is  left
untreated, the abscess contents can result in aspiration if it
spills into the pharynx. As a result, aspiration pneumonia may
develop. Another infection-spreading route is direct transmis-
sion from facial planes to other neck areas or from the preverte-
bral area to the posterior mediastinum. Death may occur due to
aspiration, airway obstruction, mediastinitis, and empyema or
major vascular erosions.8 Epidural abscess, jugular vein throm-
bosis, carotid artery erosion, and pericarditis are other possible
complications.3

In the presence of sore throat and difficulty in swallowing, torti-
collis or unexplained neck pain, RPA should be suspected and
investigations  should  be  done to  prevent  delay  in  diagnosis,
which may lead to serious consequences. Delays in surgical inter-
ventions can cause RPA infections to spread to adjacent cavities
in the cervical  region,  mediastinum, sepsis,  and even death.
Early diagnosis and treatment are crucial because of its high
morbidity and mortality.
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