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Case Report

ABSTRACT

Retropharyngeal abscess (RPA) is a rare entity in infants. There is limited knowledge and literature
available about RPA in neonates and young infants owing to its atypical presentation, often
causing a diagnostic dilemma to the treating physicians. RPA should always be kept in mind for all
infants presenting with upper respiratory tract symptoms. Proper history, meticulous clinical
examination and a very high index of suspicion is key to its prompt diagnosis. There is always a
risk of airway compromise in neonates and young infants, owing to the narrow airway and an early
surgical intervention is mandatory. We hereby present a rare case of RPA in a 35 day old male
infant having atypical presentation of stridor and sepsis. Timely radiological evaluation in form of
ultrasonography (USG) & contrast enhanced computerized tomography (CECT) neck was
instrumental not only in prompt diagnosis but also in immediate decompression drainage of
abscess which turned out to be lifesaving.
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1. INTRODUCTION

Retropharyngeal abscess (RPA) in children is a
rare entity with median age of presentation 3.7—
5.1 years [1]. RPA in infants under 6 months has
rarely been reported. Younger children often
have atypical presentation compared to older
children. The youngest age of RPA reported in
early infants in literature till the best of knowledge
is 3 months [2]. The commonest etiology is
assumed to be infection and suppuration of the
retropharyngeal lymph nodes draining the
nasopharynx, adenoids and posterior nasal
sinuses. RPA can cause high morbidity with
possible complications like airway compromise,
pneumonia, sepsis, carotid artery aneurysm,
internal jugular vein thrombosis or even death
[3]. Here, we present a rare case of RPA in a 35
day old male infant with atypical presentation,
whose prompt diagnosis and immediate surgical
intervention had a favourable outcome.

2. CASE PRESENTATION

35 days old male infant presented to the
emergency department with history of rhinorrhea
of 7 days and occasional noisy breathing of 3
days, associated with poor feeding, lethargy and
fast breathing since 1 day. On examination the
infant was thriving well, weighing 4.3 kg (birth
weight of 3.7 kg). But he had toxic look with
mottling of skin and cold extremities. There was
inspiratory  stridor, with suprasternal and
subcostal chest retractions. Capillary refill time
was prolonged, and SpO2 at room air was 92-
93%. Baby was admitted in NICU, put under
warmer, started on oxygen by hood & IV fluids.
He was initially managed as Croup with
Adrenalin nebulization and antibiotics
(Cefotaxime and amikacin), but had poor
response. Investigation revealed Hb 10.5 gm/dl,
TLC 27,900/mm®, DLC P75%, L21% MO03%
E01%, PIt 10.99 Lacs/mm?®, CRP was 150 mg/L.
Respiratory distress and stridor worsened over
next 24 hours. Chest X Ray was normal. Attempt
to navigate the nasogastric tube revealed
inability to navigate the left nostril. Foreseeing no
clinical improvement, USG neck was done which
showed 5 x 2.2 cm cystic lesion on left side of
neck, with internal echoes. Contrast Enhanced
CT neck showed large 5.3 cm x 3.5 cm x 3.4 cm
multiloculated peripherally enhancing hypodense
mass/collection in neck on left side ( Fig 1 & 2)
with its epicentre in retropharyngeal space. The
lesion showed significant mass effect displacing
the laryngopharynx to right-anteriorly and
compromising the laryngeal airway. The
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prevertebral muscles were also displaced
posteriorly suggesting retropharyngeal abscess.
A USG guided needle with syringe was inserted
and 10 ml of thick pus was aspirated, confirming
the diagnosis (Fig. 3). Since the child had
worsening distress, a decision for an urgent
surgical intervention was made and 75 ml thick
yellowish blood stained pus was drained.
Feeding tube was inserted and antibiotic cover
was upgraded to Meropenem and Vancomycin.
Patient responded thereafter with improvement in
stridor. Breastfeeding was started after 72 hr.
Gram stain of pus showed Gram positive cocci.
Aerobic pus culture was done which grew
methicillin-resistant  Staphylococcus  aureus
(MRSA). The baby made an uneventful recovery
and was discharged after 10 days with complete
resolution of symptoms. Repeat USG neck
showed complete resolution of abscess.

3. DISCUSSION

Retropharyngeal abscess (RPA) in neonates and
young infants is a rare entity, and often has
atypical presentation. They generally occur in
older children with mean age of presentation 3.7-
5.1 Yr [4-6]. They mainly present with a mass in
neck, fever, torticollis and oropharyngeal swelling
[7-9]. Neonates and young infants often have
atypical  presentation, causing diagnostic
dilemma for the clinicians. However, stridor has
been encountered by some clinicians but it can
be seen in laryngomalacia, laryngeal web, vocal
cord paralysis as well as subglottic stenosis.
Since laryngomalacia & laryngeal webs are
congenital, they generally present soon after
birth, are benign and without acute life
threatening presentation. Subglottic stenosis and
vocal cord paralysis are generally precipitated by
procedures like traumatic or prolonged
intubation. But our patient did not have any such
prior history. Other atypical presentations of RPA
in these young infants may be sepsis, respiratory
distress, neck swelling and hoarseness with
weak cry [5,7,8]. Fever has not been commonly
encountered [8,9]. Flexible fibreoptic
bronchoscopy is often diagnostic but its use is
limited because of the paucity of its availability
and expertise in such a small baby in a small
hospital setting [10]. Retropharyngeal space
shares common border with the parapharyngeal
spaces bilaterally, containing Ilymph nodes
draining the adenoids, nasopharynx and
posterior nasal sinuses. Suppuration of these
draining lymph nodes due to upper respiratory
infection is postulated to be the commonest
etiology of RPA [7,8].
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Fig. 1 & 2. CECT Neck and upper thorax: Contrast enhanced axial and coronal sections of neck
and superior mediastinum in the same pediatric patient shows a large multiloculated
peripherally enhancing hypodense mass/collection in neck on left side with its epicenter in
retropharyngeal space showing significant mass effect in the form of displacement of
laryngopharynx to right -anteriorly with severe luminal compromise of the laryngeal air-way.
The prevertebral muscles are displaced posteriorly suggesting retropharyngeal origin of this
mass/collection

Fig. 3. 10 ml thick pus aspirated with USG guided needle aspiration

As per available literature airway obstruction has
been found to have inverse relation with the age
of the child with mean age of presentation 1.4
years [11]. Another study found the same to be
commonly related with children less than 2 years
[12]. The commonest complication of RPA as
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described in literature are mediastinitis, airway
obstruction, persistence of abscess, sepsis
carotid artery aneurysm and Jugular vein
thrombosis [6-8]. In older children RPA has been
found to be commonly associated with vertebral
bone osteomyelitis, foreign body and neck



trauma [13] but are not commonly seen in young
infants. X-ray neck may help in the diagnosis but
may be missed. USG neck and CECT may clinch
the diagnosis but one needs to have such high
index of suspicion, mainly attributed to the
atypical presentation in these children and are
often missed. [13,14] The causative organisms in
RPA are most commonly the aerobes like
Staphylococcus aureus, Streptococcus
pneumoniae, Hemophilus influenza, and few
anaerobes like Bacteroides sp,
Peptostreptococcus sp, and Clostridium sp.[13]
Early surgical intervention of RPA has been
advocated by many groups as treatment modality
[4,77 while some prefer  conservative
management with parenteral broad spectrum
antibiotics and reserving surgery for any
complications [2,15]. However, given the limited
information in literature about the different
treatment modality in young infants and
neonates, higher risk of their airway compromise
and septicemia in this subset of population, there
are no frank guidelines on their definitive
management and surgical intervention may be
considered a safer modality in term of favourable
outcome. It is also prudent to say that RPA in 35
days old infant has rarely been reported in
literature.

4. CONCLUSION

RPA is a rare entity in the neonate and young
infants. They often have atypical presentations,
which may delay the diagnosis. Hence one
needs to have a very high index of suspicion.
CECT neck is the investigation modality of
choice and early surgical intervention may be
needed to prevent airway compromise.
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