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ABSTRACT

A retropharyngeal abscess is an infection in the deep space 
of the neck and it is a potentially life-threatening condition, 
because of severe complications. Today, it is rare in adults, 
but it is still present in immunosuppressed patients or after 
local trauma by foreign body. Diagnosis is challenging due to 
the variety of the symptoms and a computed tomography (CT) 
scan of the area is required. Its management requires highly 
specialized care, based on antibiotic therapy and surgical 
drainage of the abscess.

We report a case of a retropharyngeal abscess in a diabetic 
patient, with renal nephropathy and end-stage renal failure. 
Interestingly, the abscess was inside the thoracic cavity and 
surgical procedure included also thoracotomy.
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INTRODUCTION

A retropharyngeal abscess is practically an infection 
which occurs in one of the deep spaces of the neck. Nowa-
days, this condition is more frequent in children, in which 
it may occur spontaneously.1,2 Usually, an abscess in this 
area is rare in adults due to the wide use of antibiotic 
therapy. However, it may present at immunosuppressed 
adults, or after local trauma, either by a foreign body or 
instrumental procedures.3

Diagnosis is challenging because of its variable presen- 
tation. Most common symptoms include fever, chills, sore 
throats, dysphagia, odynophagia, neck pain and respira-
tory distress, dyspnea or stridor.4 Management requires 
highly specialized care, including not only intravenous 
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antibiotic treatment, but also surgical drainage in order 
to reduce mortality.5 Serious complications may occur 
in these patients, so usually, they are admitted to the 
intensive care unit (ICU).

We report on a case of retropharyngeal abscess in a 
diabetic patient with end-stage renal failure. This parti-
cular case was interesting because the location of the 
abscess was inside the thoracic cavity and thoracotomy 
was required during surgery.

CASE REPORT

We are referring to a case of a 47 years old female patient 
with a long history of diabetes mellitus, which reflected to 
renal nephropathy and end-stage renal failure. The patient 
had been operated in her left arm for removing a vascular 
transplant, which had been infected and started to puru-
lent. Both cultures, blood and purulent area of the left arm, 
revealed Staphylococcus aureus. Teicoplanin 400 mg/48 hr i.v. 
and netilmicin 150 mg/48 hr was administered. Moreover, 
the initial supportive management involved analgesics and 
antipyretics. Despite the above administered antibiotics, 
the patient became septic (temperature of 39ºC, white blood 
cell (WBC) 15.100/mm3, neutral 83%, Ht 28.5% and CRP 19) 
and she was administered to the ICU of our hospital. The 
jugular vein catheter which was used for hemodialysis, 
was removed. The antibiotics changed to teicoplanin 400 
mg × 1/24 hr, rifampicin 600 mg × 1 p.o. and tigecycline 
50 mg × 1 i.v. She was also transfused with one unit of red 
blood cell (RBC).

With the above therapeutic strategies, patient’s gen-
eral condition improved 2 days later, but she continued 
to feel pain at the neck and the left shoulder, and also 
started to have small difficulty in swallowing. On clini-
cal examination, the patient had a temperature of 38ºC, 
while mild respiratory distress and stridor were noted. 
Laryngoscopy revealed a significant edema of the oro-
pharynx and hypopharynx and for this reason computed 
tomography (CT) scans in the brain, cervical spine area 
and thorax were obtained. A large retropharyngeal ab-
scess was noticed from the 4th cervical vertebra to the 
3rd thoracic vertebra. The size of the abscess was 1.7 × 
3.5 cm as depicted in Figure 1.

We speculated that the abscess was a result of the 
uncontrolled infection on the left arm. The patient 
underwent hemodialysis from femoral vein, transfusion 
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of one unit of RBC, and under general anesthesia, 
operation for surgical drainage of the abscess threw 
thoracotomy. This was decided due to the extended 
area of the abscess formation, from C4 until T3. After 
the operation, the patient returned at the ICU, in order 
to continue intravenous supportive therapy. The patient 
had consecutive clinical improvement and 9 days later, 
she was discharged. 

Culture from the pur of the retropharyngeal abscess 
revealed various types of bacteria. Among those, 
Staphylococcus aureus was present, supporting our 
hypothesis for hematogenus dispersion of the bacteria.

Review of Literature with Discussion

The retropharyngeal space is located posterior to the 
pharynx (nasopharynx, oropharynx, hypopharynx), the 
larynx and the trachea. The buccopharyngeal fascia and 
the prevertebral fascia form the anterior and the poste-
rior border respectively, while the carotid sheaths are 
laterally. The retropharyngeal space extends superiorly 
to the skull base and inferiorly to the mediastinum.6 A 
retropharyngeal abscess is an infection in this area, which 
may result in significant morbidity. This condition results 
to severe complications, including airway obstruction, 
bronchial erosion, mediastinitis, pyopneumothorax, 
jugular venous thrombosis, epidural abscess, cranial 
nerve dysfunction (IX–XII) erosion of the carotid artery, 
pericarditis and sepsis.7

Nowadays, retropharyngeal abscess has a low 
incidence mainly because of the use of antibiotic therapy. 

Children and immunosuppressed adults may exhibit 
this infection more frequently.8 This condition may 
develop by various pathophysiologic mechanisms. Either 
the infection follows a contiguous area affecting the 
lymph nodes or this space is infected by a penetrating 
foreign body. It may also occur due to iatrogenic causes, 
including dental injection procedures, instrumentation 
with endoscopy, endotracheal intubation or surgery.9,10 
The abscess in the retropharyngeal space may be 
caused by various organisms, included aerobic (such 
as Staphylococcus aureus, Beta hemolytic streptococci, 
Streptococcus pyogenes, Haemophilus inf luenzae) or 
anaerobic organisms (Bacteroides species, Veillonella species, 
Fusobacterium species).11

In the case that was presented above, our theory is 
that the abscess was the result of the expansion of the 
uncontrolled arm infection. The immune system of the 
patient was suppressed and the infection was dissemi-
nated hematogenically despite antibiotic therapy. The 
treatment was administrated at reduced dosage accor-
ding to renal function of the patient. 

The diagnosis of retropharyngeal abscess may be 
challenging. Clinical symptoms are not specific and may 
vary significantly. Adult patients usually present with 
fever, chills, sore throat, neck pain, dysphagia or trismus. 
Physical examination is expected to reveal posterior 
pharyngeal edema, cervical adenopathy, nuchal rigidity 
respiratory distress and stridor.12 In our case, most signs 
of infection were absent due to immune suppression 
caused by diabetes and renal failure. However, the patient 

Fig. 1: Computed tomography of the neck at different levels. A large retropharyngeal abscess (1.7 × 3.5 cm) may be observed from 
the 4th cervical vertebra to the 3rd thoracic vertebra
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had trismus and dysphagia, while laryngoscopy revealed 
significant edema of the oropharynx and hypopharynx. 
Blood examination showed a non-specific leukocytosis. 
In order to complete the diagnosis, CT was necessary. 
At CT scan the abscess appeared as a hypodense lesion 
with peripheral rim enchancement, in addition to soft 
tissue thickening, obliterated fat planes and mass effect 
to surrounding tissues. Computed tomography scan gave 
also information about the size of the abscess and its 
specific location. Although the diagnostic value of CT in 
different neck deep spaces is recognized, clinicians must 
be aware because there are limitations in differential 
diagnosis of abscesses in the retropharyngeal space. 
Cellulitis and cystic degeneration of cervical metastases 
may sometimes mimic an abscess, either on clinical 
presentation or CT images.13 

For appropriate management, the first step is to 
ensure the airway. An endotracheal intubation may be 
required, but it is usually very difficult due to edema, 
spine rigidity and trismus. Furthermore, the possibility 
of traumatic rupture of the abscess during intubation 
is present, and may lead to mediastinitis. For these 
reasons, a cricothyrotomy or even a tracheotomy may be 
required in order to secure the airway.8 After that, initial 
supportive therapy includes hydration, management of 
underlying diseases, including diabetes, and antibiotics. 
The culture in the present case revealed mixed aerobic 
and anaerobic organisms. More specific, Staphylococcus 
aureus and Bacteroides species were isolated. Antibiotic 
therapy alone may be insufficient, for the management 
of retropharyngeal abscess. Therefore, combined use 
of pharmacologic treatment with surgical drainage 
may be essential. This approach is recommended by 
most authors, although the ideal time for interventional 
management is controversial.12

The most common approaches for the incision and 
drainage procedure are either intraoral or transcervical. 
Because of the enlarged retropharyngeal mass and the 
location of the inferior part inside the thoracic cavity, 
thoracotomy was performed. Despite the severity of 
the clinical status, the patient was improved after the 
operation, without significant complications. The overall 
prognosis is usually favorable. The mortality rate ranges 
from 1 to 2.6% due to sepsis and multi-organ failure.14

CONCLUSION 

Although retropharyngeal abscesses are rare in adults, 
they remain critical infections. Diagnosis is based on 
clinical examination and CT scan. These patients require 
specialized care. Stabilization of airway, supportive treat-
ment with broad-spectrum antibiotics and surgical drain-
age of the abscess may be needed. Severe complications 
may be owing to delayed diagnosis and management. 
The outcome is usually favorable.
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