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A rare case of tuberculous abscess causing airway obstruction in a 
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ABSTRACT
A 6-year old girl, presented with symptoms of obstructive sleep apnoea. She was referred to our centre when she developed 
obstructive symptoms such as stridor and dysphagia a month later. She was found to have a right neck swelling with a 
posterior pharyngeal wall mass, which caused upper airway obstruction. A computerized-tomography scan of her neck 
showed a very narrowed upper airway with a retropharyngeal abscess without prevertebral or vertebral involvement. 
She had a challenging intubation and underwent an emergency intraoral incision and drainage. Pus that was drained 
revealed acid fast bacilli and histopathological examination showed necrotizing granulomatous inflammation, in favour 
of a tuberculous abscess. Post operatively, her symptoms resolved and her intraoral wound healed. She completed anti-
tuberculous treatment and has remained well at 6 months follow up.  Our case illustrates how a cold retropharyngeal 
abscess can masquerade as obstructive sleep apnoea, with a compromised airway as it increases in size.
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INTRODUCTION                                                         

Extrapulmonary tuberculosis (EPTB) constitutes up to 
25% of cases of tuberculosis globally[1]. Locally, the reported 
cases of EPTB is approximately 15%, and expectantly the 
proportion is double in immunocompromised patients[2]. 
Tuberculous lymphadenitis is the commonest form of 
EPTB, making up to 80% of cases[2]. These rarely lead to 
retropharyngeal abscesses. We report a case of a child who 
presented with symptoms of upper airway obstruction with 
a posterior pharyngeal wall mass, subsequently found to be 
caused by a tuberculous retropharyngeal abscess.

MATERIALS AND METHODS                               

Collected data from old case notes. 

CASE REPORT                                                            

A 6-year old girl presented with a one month history 
of snoring, and progressively worsening dysphagia. A 
week prior to presentation, she developed right neck 
swelling with stridor at rest. She did not have cough, fever, 
tuberculous contact, trauma to the neck or foreign body 

ingestion. She had completed immunisation up to her age. 
There was no previous history of tuberculosis infection. 
Examination revealed a large right neck swelling and 
a prominent bulge along the entire visualised posterior 
pharyngeal wall, obstructing approximately 90% of 
the airway. A flexible nasopharyngolaryngoscopy was 
not performed and other examination was normal. She 
did not have any hepatosplenomegaly or generalized 
lymphadenopathy. Blood investigations showed her white 
cell count to be 13.8 x 109/L (predominantly neutrophils) 
and her erythrocyte sedimentation rate 46/h. Computed-
tomography (CT) scan of the neck showed a well-defined 
and well-enhancing, hypodense lesion extending from 
base of skull to C3 vertebrae, causing severe narrowing 
of the naso-, oro- and hypopharynx, displacing the right 
internal carotid artery and internal jugular vein. However, 
the internal jugular vein was not thrombosed. There were 
multiple bilateral lymph nodes in the cervical region. 
There was no radiological evidence of prevertebral and 
vertebral involvement. Clinically and radiologically, 
the findings were consistent with the diagnosis of 
retropharyngeal abscess, therefore, prior to a formal 
incision and drainage under general anaesthesia, a needle 
aspiration was performed which yielded 4mls of pus. 
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Otherwise, a direct laryngoscopy revealed normal findings. 
The pus was sent for analysis. Acid fast bacilli was seen 
on Ziehl-Neelsen staining. Bacterial culture was reported 
as negative after 6 weeks. Histopathological examination 
revealed a necrotizing granulomatous inflammation, 
highly suggestive of tuberculosis. Following a positive 
test for Ziehl-Neelsen staining from the intraoperative pus 
sample, a comprehensive tuberculosis workup was done 
that included a chest radiograph, which proved that there 
as no other foci of infection. Postoperative recovery was 
uneventful with complete resolution of the intraoral and 
right neck swelling. Her persistent low-grade fever resolved 
once she was started on oral anti-tuberculous regime of 
isoniazid, rifampicin, pyrazinamide and pyridoxine for six 
months, as per the World Health Association (WHO) and 
local tuberculosis guidelines. She has remained well with 
no recurrence of symptoms in the 6 months that followed 
completion of treatment.

Fig. 1: CT axial image showing the well-defined and rim-
enhancing, hypodense lesion measuring 2.4x5.7x7.3cm that 
caused narrowing of oropharynx, as shown by arrow.

Fig. 2: Introral image showing bulging of the posterior 
oropharyngeal wall.

Fig. 3: Intraoperative needle aspiration, prior to the incision and 
drainage.

DISCUSSION                                                               

Tubercular retropharyngeal abscesses are rare in 
children[3].

The retropharyngeal space is a potential space bounded 
anteriorly by the pharyngeal muscles and investing fascia 
and posteriorly by the prevertebral fascia. It extends from 
the skull base down to the mediastinum, and laterally 
bounded by the carotid sheath. It contains lymph nodes that 
drain from the oropharynx, teeth, maxillary sinus, and ears 
and regress by the age of 6 years[4].

Retropharyngeal abscesses can be either acute or 
chronic. Acute retropharyngeal abscesses are commonly 
seen in children as a result of an upper respiratory tract 
infection. Retropharyngeal abscesses can also be associated 
with penetrating trauma and foreign body, all of which our 
case lacked[5,6]. Chronic retropharyngeal abscess is usually 
seen in adults and caused by spread of atypical infections, 
commonly tuberculous infections from the cervical spine, 
via the anterior longitudinal ligament[4].

The probable route of spread of tuberculosis to the 
retropharyngeal space, in children, in the absence of cervical 
spine involvement, as in this case, is via the lymphatics, 
with subsequent suppuration of retropharyngeal lymph 
nodes and abscess formation[7].

The common organism isolated in retropharyngeal 
abscess’ in children are Group A -hemolytic Streptococcus. 
Less common organisms include Staphylococcus Aureus, 
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Neisseria and Haemophilus and oropharyngeal anaerobes 
although often associated with mixed flora[8].

Children with bacterial retropharyngeal abscess 
typically present with fever, neck pain, torticollis, neck 
stiffness, and presence of cervical lymphadenopathy[9]. 
Late presenting symptoms can include stridor, shortness 
of breath, dysphagia and sepsis. Aside from the presenting 
feature of stridor, in this case, the child had preceding 
symptoms that mimicked obstructive sleep apnoea. Apart 
from enlarged adenoids, she did not have poor school 
performance, short attention span, or enlarged tonsils, 
which are typical of children with obstructive sleep apnoea. 

Diagnosis is difficult in children as symptoms are not 
specific and onset and progression of the disease can be 
gradual[10]. Compared to other lymph nodes in the head 
and neck region, retropharyngeal nodes are not palpable, 
which can lead to a rather late presentation of upper airway 
obtruction caused by bulging of the posterior pharyngeal 
wall. Furthermore, as occurred in this case, upper 
airway obstruction is an exceedingly rare presentation of 
tuberculous abscess[3].

This is the seventh reported case of tuberculous 
retropharyngeal abscess in the paediatric age group in the 
world. Of the 6 reported, 4 of them presented with stridor, 
and 2 of the 4 did not have any cervical spine involvement, 
as in this case[3,11–15]. An additional point to note in our 
case, is the child’s initial presentation of obstructive sleep 
apnoea. In cases involving cervical spine tuberculosis as 
the cause of the retropharyngeal abscess, the presentation 
was longer, within months. In cases without cervical spine 
tuberculosis, the presentation was more acute ranging from 
days up to 2 weeks[3,11–16].

A child in Korea, presented with a three day history 
of stridor, perioral cyanosis and refusing to feed, preceded 
by rhinorrhoea and sneezing[15]. In another reported case, 
in India, the child presented with progressive left neck 
swelling, stridor and low grade fever for two weeks[3]. In 
both cases, the children were fully immunised.

Early recognition of the symptoms and signs is 
paramount in preventing serious complications such 
as mediastinitis, upper airway obstruction and even 
spontaneous rupture of the abscess which can lead to 
tracheobronchial aspiration, all of which are associated 
with a high mortality rate[5].

In cases of retropharyngeal abscess causing upper 
airway obstruction, difficult airway management is a major 
concern. Difficulties in tracheal intubation can be due to 
trismus, distorted laryngeal anatomy and oedema. Rupture 
of the abscess with subsequent aspiration of pus can occur 
during intubation[17].

Tracheostomy can be performed if orotracheal 

intubation is not possible[18]. Based on the findings of 
previous authors, who have reported on non tuberculous 
retropharyngeal abscesses in children, majority of cases 
responded to intravenous antibiotics exclusively. This can 
be effectively predicted radiologically as published in the 
Société française d’ORL guidelines, when the smallest 
diameter of the collection is less than 15mm[9].

Failure of response to medical treatment after 72 hours, 
or presence of airway compromise, would necessitate 
surgical drainage[9]. A similar case to ours reported a 
child who was successfully treated with needle aspiration, 
however the degree of airway compromise in this case was 
possibly not as severe, negating the need for more invasive 
and comprehensive evacuation of the collection[19].

If the abscess is causing respiratory compromise, 
emergency drainage of the abscess should be considered 
once the airway is secure.

Where the airway is compromised, apart from securing 
a safe airway, surgical decompression is necessary[20]. 
A retropharyngeal abscess can be drained safely either 
by intraoral or transcervical approach[6,7]. Therapeutic 
aspiration has been successful and repeated as necessary[21]. 
Early referral to a respiratory physician and prompt 
initiation of anti-tuberculous chemotherapy is advised[1,2]. 
Pulmonary and extra-pulmonary tuberculosis is treated 
with the same regime, which is 6 months of isoniazid 
and rifampicin, with the addition of pyrazinamide and 
ethambutol in the first 2 months. For extra-pulmonary 
tuberculosis with bone involvement or TB meningitis, 
treatment of 9-12 months is recommended[1]. Prior to 
commencement of anti-tuberculous treatment, opthalmic 
assessment is required, as ethambutol can cause optic 
neuritis[1]. In one of the reported cases, ethambutol was 
stopped after 1 month, as it was difficult to evaluate 
opthalmic problems in a 5-week-old boy.

CONCLUSION                                                             

This is rare case of tuberculous retropharyngeal 
abscess presenting with an insidious and progressive 
upper airway obstruction. It highlights the importance of 
always considering tuberculous infection as a possible 
cause, particularly in endemic countries. Diagnosis 
is difficult especially in chronic retropharyngeal cold 
abscesses, when the presenting symptoms may be gradual, 
non specific or often misleading. Therefore, appropriate 
tuberculosis cultures should always be taken alongside 
bacterial cultures, allowing targeted antimicrobial therapy. 
Management of the airway should always be a priority, 
regardless of the diagnosis.
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