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Abstract

Background: Tuberculosis is known to affect almost any organ in the body. Retro-
pharyngeal abscess (RPA) caused by tuberculosis is a relatively uncommon manifestation
of extra-pulmonary tuberculosis within the head and neck. The symptoms which may
include neck pain, dysphagia, sore throat may not be classically present. Case Report:
Here we report an unusual case of tuberculous retropharyngeal abscess presenting
as dysphagia in a middle aged male, without any symptoms or signs of tuberculosis.
Conclusion: Though uncommon in adults and difficulties associated in diagnosing
this entity, it is imperative to early diagnose and treat this condition to prevent fatal
consequences such as life-threatening airway obstruction.
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Introduction

Tuberculosis is known to affect almost every organ
in the body [1]. Tuberculosis of head and neck
area, excluding laryngeal tuberculosis is relatively
uncommon. It constitutes only 2-6% of extra-
pulmonary tuberculosis and 0.1-1% of all forms
of tuberculosis [2,3]. Retro-pharyngeal abscess
is a rare presentation, even in the presence of
extensive pulmonary tuberculosis [4,5]. However,
in recent years, there has been a surge in incidences
of extra-pulmonary tuberculosis. Here we report
an unusual case of tuberculous retro-pharyngeal
abscess presenting as dysphagia in middle aged
male, without any past history of pulmonary
tuberculosis.

Case Report

A 51 year old known chronic smoker male
presented to our hospital with complaints of
progressive  oropharyngeal dysphagia since
14 days. The patient described that a solid food
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bolus could not be propelled successfully after
swallowing and used to regurgitate through the
nose, whereas liquid swallowing sometimes caused
coughing. The initial diagnosis by his general
practitioner was reflux disease. His symptoms
did not improve after the administration of proton
pump inhibitors, so he was referred to our hospital.
The patient also had complaints of on and off
fever since 14 days along with severe neck pain and
hoarseness of voice. The patient did not mention
any other symptoms.

His general examination revealed a swelling
inthe neck region with cervical lymphadenopathy. It
was associated with restriction of neck movements.
There was no skin thickening, discoloration or
features suggestive of any connective tissue
disorders and other systems were unremarkable.
Central nervous system examination was suggestive
of impaired sensation over the posterior one-third
of the tongue, palate, and pharynx; and an absent
gag reflex. Physical examination performed in
the ENT department was also unremarkable. The
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patient was apyrexic at presentation and did not
mention any night sweating. Flexible endoscopy
of the vocal cords, auscultation of the lungs was
normal.

Laboratory investigations revealed
white blood cell, 5000/uL (neutrophils, 63.9%:;
lymphocytes, 28.6%); hemoglobin: 13.2 g/dL;
hematocrit 39.5; and erythrocyte sedimentation
rate, 40 mm/hour. C-reactive protein was 2 mg/
dL. Hepatitis B surface antigen and antibodies for
HIV and hepatitis C virus were negative. The chest
x-ray was normal. Tuberculin (Mantoux) test was
positive. In view of neck rigidity lumbar puncture
was done which revealed TLC-5 cell/mm’, all
lymphocytes; sugar: 63 mg%; protein: 43 mg%;
Gram staining and AFB were negative.

Ultrasonography of the neck was done,
which was suggestive of a para-pharyngeal
abscess. A CT scan of the neck was performed,
which revealed a para-vertebral abscess causing
compression over hypo-pharynx and upper part of
esophagus. The para-vertebral abscess extended
into neural foramina of C3-4 and C4-5 and causing
compression of exiting nerve routes. The patient
was empirically started on anti- tubercular therapy,
the patient received isoniazid (300 mg), rifampicin
(600 mg), pyrazinamide (1500 mg), and ethambutol
(1200 mg) for 2 months, followed by isoniazid
(300 mg) and rifampicin (600 mg) for 4 months.
A neuro-surgical opinion was sought for possible
intervention however was deferred at attendant’s
refusal. The patient made an uneventful recovery
with complete remission of the lesion.

Discussion

The retro-pharyngeal area is a potential space in
between the bucco-pharyngeal facia and the pre-
vertebral facia. The contents include pre-vertebral
lymph nodes (in children) and areola tissue. The
former forms part of the lymphatic drainage of
the head and neck region, which may explain why
retro-pharyngeal abscess is common in children
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Fig.1: Retropharyngeal abscess on X-ray and CT. The arrow
on the left image points at the bulge of the retropharyngeal
space.

[6]. Acute retro-pharyngeal abscess is, therefore,
uncommon in older children and adults, except as a
consequence of trauma to the head and neck region
[7]. Chronic retro-pharyngeal abscess seen in
adults, is usually caused by a tuberculous infection
of the cervical spine as pus spreads directly
through the anterior longitudinal ligament [8].
Alternatively, it may be due to tuberculous process
involving the retro-pharyngeal lymph nodes [9].
Retro-pharyngeal tuberculous abscess is a rare
presentation of tuberculosis, even in patients with
extensive pulmonary disease. The continuation
of the retro-pharyngeal space in the superior and
posterior mediastinum explains its importance for
the spread of infection to the chest [10].

In our patient, there were no classical
symptoms of spinal tuberculosis and thus the
diagnosis was delayed. The classic symptoms
of patients with retro-pharyngeal abscess are
dysphagia, odynophagia, and airway obstruction. In
more severe cases, external neck swelling or neck
rigidity may be present. Sometimes, hoarseness
and stridor may also develop either due to anterior
displacement of the posterior pharyngeal wall by
the abscess or secondary laryngeal edema [11]. The
propensity of cervical lesions to cause neurologic
deficit may explained by the fact that the spinal
canal in this region is small relative to the diameter

Volume 8, No.1, January-March 2018



Dysphagia in Tuberculous Retropharyngeal Abscess

of the cervical cord. The classic symptoms of
tuberculosis such as weight loss, night sweats, and
cachexia may not be seen always [12]. Patients
with tuberculosis of the spine (Pott disease)
present with restricted movements of the neck and
pain at the back of the neck. Local inflammatory
response, tuberculous vasculitis and ischemia, sub-
luxation of the vertebrae, abscess on the spinal
cord or nerve root, and impingement of the discs
are the mechanisms responsible for neurological
symptoms. As the abscess expands, it may bulge
anteriorly into the airway and cause respiratory
obstruction, or it may compress the spinal cord and
cause weakness of the extremities [8]. The diagnosis
is based on a high index of clinical suspicion,
especially in an endemic area, a positive tuberculin
(Mantoux) test, radiologic features, aspiration of
the mass for bacteriologic examination and culture,
biopsy for histo-pathologic examination, enzyme-
linked immunosorbent assay, and polymerase chain
reaction [7].

A lateral soft tissue radiograph of the neck
on inspiration can provide a simple and useful aid
to the diagnosis. Suspicion should be raised when
there is narrowing of the disc space, loss of paradisc
space, kyphotic deformity, and soft tissue shadow
[11]. Ultrasonography can provide a simple, cheap,
and non-irradiating investigation, but a negative
result cannot rule out a deep abscess in the neck
[10]. Computed tomographic scan can define
the abscess dimensions, location, and possible
extensions but has limitations in distinguishing
cellulitis from an abscess and can lead to false-
positive results. Magnetic resonance imaging
scanning can diagnose any complications more
accurately, such as vein thrombosis [7]. Extra-
pulmonary tuberculosis is common among HIV-
infected patients; therefore, all patients should be
screened for the disease [12].

According to the findings of the Medical
Research Council prospective study on TB spine,
overall outcome was similar for both conservative
(medical) and operative treatments. The report,
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however, advocated that patients with neurologic
deficits, unstable spine, kyphosis, abscess, and
intractable pain require surgery. The patient in our
case was managed on conservative treatment, and
showed complete recovery from the lesion.

Conclusion

The diagnosis of tuberculous retro-pharyngeal
abscess 1s based on careful patient's history and
examination along with a high index of clinical
suspicion. Delay in diagnosis and treatment
can lead to complications such as spontaneous
rupture of the abscess leading to tracheo-bronchial
aspiration, or stridor due to laryngeal oedema,
or mediastinitis. Fever, neck pain and dysphagia
should elicit the clinical suspicion of tubercular
abscess in the retropharyngeal space.
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