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ABSTRACT

Retropharyngeal abscess (RPA) is primarily considered to be a disease of children. It is a rare entity in adults. According to several
studies, more than 95% of the cases occur in children under the age of 6 years, mostly resulting from extension of preceding nasopha-
ryngeal infections to the retropharyngeal lymph nodes. The authors present a case of a 31-year male, with known case of Hepatitis B,
who came to ENT clinic with complaints of difficulty in swallowing both solids and liquids and with fever for three weeks. Physical exami-
nation showed a swelling in the retropharyngeal area measuring 22 mm from the anterior aspect of C2 to the posterior pharyngeal wall
and 20 mm from C6 to the posterior pharyngeal wall. A vertical incision was made in the most dependent part of the swelling, and
approximately 600 ml of purulent contents were drained. The throat pack was then replaced, and the nasogastric tube was passed. Pus
culture grew beta-hemolytic streptococci. Patient was discharged on the 5" postoperative day and came for follow-up with no active

complaints after 1 week.
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INTRODUCTION

Retropharyngeal abscess (RPA) is primarily considered to be a
disease of children. It occurs very rarely in adults. RPA is an
infection of the retropharyngeal space and a relatively
uncommon, butpotentially fatal condition.' Beforetheintroduc-
tion of antibiotics, when RPA was a fairly common entity,
several studies reported that more than 95% of the cases
occurredin childrenunderthe age of 6 years.’

The retropharyngeal space contains two chains of lymph nodes
that are prominent in young children but start to regress with
time.> RPA mostly results from extension of the preceding
nasopharyngealinfections to the retropharyngeal lymph nodes
inapproximately 50% of the cases.™* The infection is commonly
of polymicrobial aetiology, including bacteria, such as Group A
beta-hemolytic streptococci and Staphylococcus aureus. Local
trauma from sharp foods like fish bones, endoscopy, dental
procedures, and intubation may also result in RPA. These are
the mostlikely causes of RPAin adolescents and adults.*
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RPA constitutes one of the emergencies of ENT in paediatric
populations and thus, requires immediate intervention. The
authors herein present a case of a 31-year male who presented
withacomplaintofodynophagia.

CASE REPORT

A 31-year male, with known case of Hepatitis B and renal failure
(on dialysis), came to outpatient department of ENT with
complaints of difficulty in swallowing for both solids and liquids,
and fever for three weeks. Difficulty in swallowing was associ-
ated with pain and change of voice. It was not associated with
difficulty in breathing or vomiting. He also had fever that was
intermittent, not associated with vomiting, cough, headache or
any othercomplaints.

On examination, the patient was irritable, restless, and sick
looking. He wasnotdrooling, orhaving any difficulty in breathing,
and was vitally stable. On general inspection, nares appeared
normal, skin of neck was erythematousand swollenwithtrachea,
deviated slightly to the right side. On oropharyngeal examina-
tions, oral hygiene was optimal with grossly normal dentation,
tongue and mucous membranes. However, a bulge with
moderate erythema on the posterior wall of the pharynx was
present. Examinations of the rest of the systems including respi-
ratory, cardiovascular, and gastrointestinal wereinsignificant.

The presence of dysphagia, fever, and oropharyngeal swelling
were suggestive of an abscess, so an x-ray of neck (lateral view)
was acquired. It showed a swelling in the retropharyngeal area
with a measurement of 22 mm from anterior aspect of C2 to the
posterior pharyngeal wall and 20 mm from C6 to the posterior
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pharyngeal wall (Figure 1). The computed topography scan
confirmedthediagnosis of RPA.

The patient was put on emergency operative list and preopera-
tive workup was completed. Awritteninformed consent for high-
-risk surgery andtracheostomy was obtained.

The operation was performed under general anesthesia with
endotracheal tube placed by the anaesthetist. Patient was laid
supine; head ring was placed with reverse Trendelenburg posi-
tion. Athroat pack was placed, then a vertical incision was made
inthe mostdependent part of the swelling (Figure 2) and approxi-
mately 600 ml of pus was drained. Throat pack was then
replaced, and nasogastric tube was passed. Pus was sent for
culture and sensitivity. Bleeding was minimal with no major
complications encountered during this procedure. Postopera-
tively, patient was started on Injection Vancomycin 12 hourly
and Flagyl 8 hourly. The pus culture of the patient grew beta-he-
molytic streptococci, whileanaerobic culture was negative.

Patientwasdischarged onthe 5" postoperative day and reported
for follow-up after 1 week. He had no active complaints and
hence, the nasogastrictube wasremoved.

Figure 1: X-ray neck (lateral view) showing abscess in the retropharyn-
gealspace.

Figure 2: Intra oral incision given in the most dependent part of the
swelling.

DISCUSSION

The retropharyngeal space extends from the base of skull to the
mediastinum forming a conduit which functions as a deep neck
compartment. The buccopharyngeal fascia forms the anterior
border of the space while posteriorly, the prevertebral fascia
borders this space. Laterally, it is bounded by the carotid
sheaths. The alar fascia segregates the space into two compart-
ments, anterior being termed as the ‘true’ retropharyngeal
space while the posterior compartment is termed as the danger
space. The retropharyngeal space reaches down to the thoracic
spine and terminates somewhere between T1-T6. It is also
divided into superior and inferior parts; suprahyoid and
infrahyoid.? Clinically, it is an important structure as it contains
chainsoflymphnodesdrainingthe nasopharynx, adenoids, para-
nasal sinuses and the middle ear. These chains involute by the
age of 4-5 years. During this age, RPA is a relatively common
sequelae to viral infections of the areas drained by these chains
of nodes causing suppurative adenitis and finally abscess in the
space. Nearly half ofthe RPA arereportedin children of 5 years or
younger owing to the preceding viral infections. With increasing
age, these lymph nodes regress rendering the formation of an
abscess less likely at a rate of 0.2/100,000/year.’ In adults,
trauma is the major cause of RPA. Trauma provides a nidus for
infection resulting in abscess formation. Usually, the organisms
isolated from RPA are aerobes (beta-hemolytic streptococciand
Staphylococci), anaerobes, namely Bacteroidesand gram-nega-
tive Haemo-philus parainfluenzae and Bartonella henselae.***
However, Dasetal. reported a case of cryptococcal RPA.°

In their study, Harkani et al. reported five cases of RPA, out of
whichfourhad local trauma due to foreign bodies whereas one of
them had spondylolisthesis due to tuberculosis indicating Pott’s
disease. All remaining four cases had one pathogen, namely
Staphylococcus aureus.' The reported case in this study had no
evidence oftrauma ortuberculosis.

RPA presents with odynophagia with concomitant dysphagia.
Fever, dysphonia, malaise, retrosternal pain, cough, swelling in
the neck, drooling, and dyspnea have been reported as well.>’
The patient in this study reported only three of the aforemen-
tioned symptoms, i.e., dysphagia and odynophagia accom-
panied by fever.

The modality of choice for radiological imaging is CT scan with
contrast.’ However, it is usually managed in an emergency
setting, making CT scananon-feasible choice. Ourpatientunder-
wenta CTscantoconfirmthediagnosis.

Managementof RPAinvolves both medicaland surgical interven-
tions. Medical managementis favoured in children with focus on
airway monitoring, fluid resuscitation, and broad-spectrum
antibiotics empirically until cultures are received.’ Sanz Sanchez
etal.reportedintheir study thatthe common antibiotics thatare
used are amoxicillin and clavulanic acid and can be followed by
piperacillin and tazobactam, cefotaxime, amikacin, linezolid,
etc. They also described the available surgical options which
include external drainage, mediastinal drainage via thoraco-
tomy, intra-oral drainage with or without CT-guidance, and
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placing a penrose-type drain in the space after cervicotomy.*’
The patient in this case report had infection by beta-hemolytic
streptococcus and underwent intraoral surgical drainage along
with ceftriaxoneand metronidazole.

The atypical nature and presentation of this case makesitarare
occurrence.The patientreported nohistory oftrauma ortubercu-
losis indicating spontaneous development of an abscess. The
presentation was subacute rather than acute. Furthermore, he
did not report any difficulty in breathing in contrast to the cases
available in the literature which report significant dyspnea even
warranting an intubation. Such cases can enrich the literature
and aid in the standardisation of the management options to
reduce morbidity and mortality along with the length of hospital
stay, ultimately improving the patients' clinical outcome and
quality oflife.
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