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deep tissue neck infection, retropharyngeal abscess is serious and
occasionally life-threatening partly as a result of the anatomic loca-
tion and the potential to obstruct the upper airway. It occurs most

commonly in children younger than five years of age.1 Retropharyngeal
abscesses are mostly occur as a consequence of infections of the nasop-
harynx, paranasal sinuses, or middle ear. The infectious foci extend to
lymph nodes located in the space between the posterior pharyngeal wall
and the prevertebral fascia. These lymph nodes likely atrophy after the first
three or four years of life.2-4 Retropharyngeal infections are most often poly-
microbial; the usual pathogens include group A streptococcus, orophary-
ngeal anaerobic bacteria, and Staphylococcus aureus.3,4 Stridor and
respiratory distress are not common findings.5,6 We report a case of retrop-
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ra pidly prog res si ve res pi ra tory in suf fi ci ency and di ag no sed as ret rop hary nge al abs cess was re por -
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exc lu ded as so on as pos sib le even if an in fant ad mits only with se ve re acu te stri dor.
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ÖÖZZEETT  Ret ro fa ren ge al ab se, ha va  yo lun da obs trük si yo na yol aça bil me po tan si ye li ne de ni ile ha ya tı
teh dit eden bir acil ola bil mek te dir. Ret ro fa ren ge al ab se de sık baş vu ru bul gu la rı ola rak ateş, ins pi -
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ab se nin dre ne edil me si ni kap sa mak ta dır. Bu ra da, da ha ön ce ta ma men sağ lık lı olan, hız lı prog re sif
so lu num yet mez li ği ge li şen, cid di stri dor ile baş vu rup ret ro fa ren ge al abse ta nı sı alan bir süt ço cu -
ğu su nul muştur. Sa de ce cid di akut stri dor ile baş vu ran bir in fant ta bi le ret ro fa ren ge al ab se nin ayı -
rı cı ta nı da dü şü nül me si ve en kı sa sü re için de dış lan ma sı ge rek ti ği ni vur gu la mak ama cıyla bu
çalışma sunulmuştur.
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hary nge al abs cess in a pre vi o usly he althy in fant
pre sen ting with acu te se ve re stri dor.

CA SE RE PORT

A thre e months old boy ad mit ted with se ve re ins-
pi ra tory stri dor and res pi ra tory dis tress.  Na sal obs-
truc ti on and no isy bre at hing was pre sent for thre e
days. The no i se in cre a sed and suc king in of the
chest was no ti ced two days be fo re ad mis si on. The
con di ti on then furt her de te ri o ra ted, and re fer red to
anot her hos pi tal and ob ser ved un der the sus pi ci on
of vi ral lary ngot rac he i tis for one day. Then, a ra-
pidly prog res si ve res pi ra tory in suf fi ci ency de ve lo -
ped and he was sent to our hos pi tal. He was
tachy pne ic (res pi ra tory ra te of 80/min), tach ycar -
dic (he art ra te was 190/mi nu te) and stri do ro us. He
had no fe ver. The pa ti ent’s orop harynx was un re -
mar kab le. Pul se oxi metry me a su red oxy gen sa tu -
ra ti on as 80%. La bo ra tory in ves ti ga ti ons re ve a led
whi te cell co unt 13.100/mm3 (ne ut rop hils 62%)
and C-re ac ti ve pro te in: 34.6 mg/L. The chest ra di -
og raph was nor mal. Com pu te ri zed to mog raphy
scan of the neck re ve a led a 4 x 4 cm ret rop haryn -
ge al abs cess which ex ten ded in to the right ster noc-
le i do mas to id musc le and obs truc ted the air way
comp le tely (Figure 1). The abs cess was dra i ned
tran so rally and 30 mL yel low pus was as pi ra ted.
An ti bi o tics, inc lu ding cef tri a xo ne and met ro ni da -
zo le, we re star ted af ter blo od cul tu res had be en ta -

ken. S. au re us, grew in the abs cess cul tu re. Af ter
the sur gi cal dra i na ge, the stri dor reg res sed dra ma -
ti cally. The boy con ti nu ed 21 days co ur se of an ti -
bi o tics and dis har ged wit ho ut any comp la ints. The
last neck ul tra so nog raphy on the third we ek of an-
ti bi ot he rapy re ve a led no abs cess.

DIS CUS SI ON

Ret rop hary nge al abs cess has be co me less fre qu ent
than in the past be ca u se of the wi des pre ad use of
an ti bi o tics. The ret rop hary nge al spa ce is pos te ri or
to the pharynx, bo und by the buc cop hary nge al fas-
ci a an te ri orly, the pre ver teb ral fas ci a pos te ri orly,
and the ca ro tid she aths la te rally. It ex tends su pe ri -
orly to the ba se of the skull and in fe ri orly to the
me di as ti num. Ret rop hary nge al abs cess is tho ught
to de ve lop se con dary to lympha tic dra i na ge or con-
ti gu o us spre ad of up per res pi ra tory tract in fec ti -
ons.7 In our ca se, up per re spi ra tory in fec ti on which
be gan thre e days be fo re ad miss si on was pro bably
ex ten ded the lymp no des lo ca ted in the spa ce bet-
we en the pos te ri or phary nge al wall and the pre-
ver teb ral fas ci a.

The typi cal pre sen ta ti on of a ret rop hary nge al
abs cess is of ten nons pe ci fic. Con si de rab le cli ni cal
over lap with se ve ral ot her con di ti ons, such as cro -
up, epig lot ti tis, trac he i tis, and pe ri ton sil lar abs cess,
is fre qu ently ob ser ved. Pre sen ting symptoms are
usu ally va gu e, with most pa ti ents sho wing evi den -
ce of a vi ral up per res pi ra tory in fec ti on for se ve ral
days pri or to wor se ning of the cli ni cal pic tu re. Dec-
re a sed oral in ta ke, neck pa in, tor ti col lis, ody nop -
ha gi a, neck swel ling, pyre xi a, dyspha gi a, ano re xi a,
dro o ling and tris mus are com mon re por ted
symptoms at pre sen ta ti on.5 Air way symptoms inc -
lu ding se ve re stri dor and dyspne a we re unu su al
fin dings but the ir oc cur ren ce emp ha si zes the po-
ten ti al mor bi dity from the se in fec ti ons.6 It is
known that stri dor is a sign of se ve re air way com-
pro mi se. Cra ig et al re por ted cha rac te ris tics of 64
pa ti ents with ret rop hary nge al abs cess and they fo -
und neck pa in, fe ver, so re thro at and neck mass as
the com mon chi ef comp la ints. Only 5% of pa ti ents
in the ir se ri es had res pi ra tory dis tress or stri dor.1

The pre sen ted ca se was ad mit ted with se ve re stri-
dor and dyspne a. The ca se re por ted he re was un-

FIGURE 1: Computerized tomography of patient revealed a giant abscess
compressing the airway totally (pointed with arrow).
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com mon be ca u se of the ab sen ce of all ot her
symptoms of di se a se ex cept air way obs truc ti on and
stri dor.

The dan gers of a ret rop hary nge al abs cess are
air way obs truc ti on and spre ad of in fec ti on to in-
vol ve the ca ro tid she ath and the me di as ti num. The
air way, if com pro mi sed, sho uld be se cu red be fo re
ot her di ag nos tic pro ce du res. Tre at ment op ti ons in-
c lu de in tra ve no us an ti bi o tics with or wit ho ut sur-
gi cal dra i na ge. Pa ren te ral an ti bi o tics co ve ring both
ae ro bic and ana e ro bic flo ra of the up per ae ro di ges -
ti ve tract sho uld be pres cri bed.8 A 3rd-ge ne ra ti on
cep ha los po rin com bi ned with am pi cil line-sul bac -
tam or clin damy cin to pro vi de ana e ro bic co ve ra ge
is ef fec ti ve. We used an ti bi o tics, inc lu ding cef tri a -
xo ne and met ro ni da zo le, com bi ned with sur gi cal

dra i na ge for the tre at ment of pa ti ent. A com pu te -
ri zed to mog raphy is al so use ful in de li ne a ting the
ex tent of the di se a se, which helps in plan ning sur-
gi cal ap pro ac hes.9,10 In our pa ti ent, the di ag no sis of
ret rop hary ge al abs cess was al so con fir med with CT.
As the abs cess comp le tely obs truc ted the air way, it
was dra i ned af ter the di ag no sis was es tab lis hed. Af -
ter the dra i na ge, cef tri a xo ne and met ro ni da zo le
tre at ments con ti nu ed for three we eks. The abs cess
re sol ved comp le tely with sur gi cal dra i na ge and an-
ti bi ot he rapy tre at ment.

De ep neck in fec ti ons are still po ten ti ally fa tal,
but the mor bi dity and mor ta lity can be re du ced.
Ret rop hary nge al abs cess sho uld be con si de red in
the dif fe ren ti al di ag no sis of acu te se ve re stri dor es-
pe ci ally in in fants un der six months.
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