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Introduction

The retropharyngeal space is defined as the area between the
posterior pharyngeal wall and the deep prevertebral fascia.1

A retropharyngeal abscess (RPA) is a deep neck infection that
is considered a surgical emergency due to the accompanying
or attending complications including life-threatening upper
airway obstruction, mediastinitis, and sepsis.2 RPA is a
disease that affects both children and adolescents; however,

it is more commoner among young children aged between
6 months and 6 years; this is probably due to atrophy of
retropharyngeal lymph nodes later in life.2,3 RPA develops
either due to the extension of an upper respiratory tract
infection to the retropharyngeal lymph nodes or due to
direct trauma to the posterior pharyngeal wall.4 Trauma is
the most common cause of RPA in adolescents and adults,
and it can be caused by the ingestion of a foreign body (FB,
most likely a piece of bone) or by procedures.2
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Abstract Background A retropharyngeal abscess (RPA) is a deep neck infection that considers a
medical emergency because of the possibility of serious complications including life-
threatening upper airway obstruction, mediastinitis, and sepsis.
Materials and Methods We present our experience in Benghazi Children’s Hospital,
describing the clinical presentations, diagnostic workup, management, and the
outcome of four children presented during the time period between November 2017
and November 2021 as cases of RPA secondary to penetrating trauma to the posterior
pharyngeal wall either due to ingestion of a foreign body or due to manipulation of
tonsils by the traditional therapist.
Results All cases presented with fever, poor feeding, and hyperextension of the neck.
All were diagnosed by ultrasound and they needed surgical drainage of RPA, as they did
not improve with medical treatment alone.
Conclusion A high index of suspicion is necessary for the early diagnosis and
treatment of RPA. Two of our cases were presented following the manipulation of
tonsils by a traditional therapist, so we attempted to emphasize this life-threatening
consequence after traditional therapy, as well as the unnecessary morbidity and
mortality associated with this ongoing traditional treatment in our country.
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Sore throat, fever, neck swelling, pain with neck exten-
sion, drooling, stridor, and respiratory distress are all symp-
toms of a RPA.2

The widespread use of antibiotics has significantly re-
duced the prevalence of RPA and other deep neck abscesses.
However, deep neck abscesses if untreated or poorly man-
aged could lead to complications such as necrotizing media-
stinitis and airway obstruction.5

RPA is more in males, according to the majority of
studies.6–9 Gram-positive, gram-negative, and anaerobe
organisms are the most common causes of RPA.6

For children with deep neck abscesses, the diagnostic
options include ultrasound (US), plain X-ray soft tissue
neck, computed tomography (CT) scan, and magnetic reso-
nance imaging while CT scan is the best choice.2

Doppler US is noninvasive, rapid, cheap, and has no
radiation. It helps to determine a mass’s form, size, vascular-
ity, and location. Furthermore, negative US results should not
rule out the diagnosis of RPA.7 The optimal management of
RPA includes controlling the airway, administering intrave-
nous (IV) antibiotics, and surgical drainage,while some cases
are managed with antibiotics alone.2,8,9

Materials and Methods

Four patients with clinical and radiological features sugges-
tive of RPA who were hospitalized in the pediatric intensive
care unit (PICU) at Benghazi Children’s Hospital (BCH) be-
tween November 2017 and November 2021 were prospec-
tively studied.

Two boys and two girls were included in this study. The
patients varied in age from 2 months to 11 years. RPA
occurred in our patients because of injury to the posterior
pharyngeal wall by either FB ingestion or injury to the
pharyngeal wall by a traditional therapist. Details of the
patient characteristics, clinical presentations, and manage-
ment were described.

The PubMed database was used for our literature review
throughout the period from 1991 to 2019.

To the best of our knowledge, this is the first case series of
RPA in Libyan children.

Case 1

A 9-month-old Libyan girl was presented to BCH with a
history of fever, cough, poor feeding, lethargy, vomiting
blood, and frequent chocking a few days after ingesting a
piece of glass accidentally. The patient was sick, febrile, with
inspiratory stridor and respiratory distress. Chest examina-
tion showed reduced air entry and crepitations on the right
side of the chest. A bronchoscopy was performed on the day
of admission and revealed no FB. She was discharged after
10 days of IVcefotaxime. A fewdays later, shewas readmitted
to our PICU at BCH because of fever, lethargy, persisting
cough, recurrent choking, and vomiting. On examination, she
was sick, febrile, drooling saliva, inspiratory stridor, subman-
dibular tender swelling, and cervical lymphadenopathy, but
no respiratory compromise. Complete blood count (CBC) on

the day of admission showed hemoglobin of 11.2 g/dL,
platelet count of 782,000/mL, white blood cell (WBC) of
10,100/mL. Erythrocyte sedimentation rate (ESR) was 20.
Prothrombin time (PT), partial thromboplastin time (PTT),
arterial blood gas (ABG), sodium (Na), potassium (K), blood
urea nitrogen (BUN), creatinine, and liver enzymes all were
normal. Blood cultures were negative. The clinical suspicion
of a RPA was confirmed by US of the neck. A CT scan of the
neck was advised; however, the CT scan was out of commis-
sion in our hospital, and the patient’s overall conditionmade
it unsafe to undergo CToutside the hospital. RPAwas drained
through fine-needle aspiration, and no FB was found. Mer-
openem, vancomycin, and metronidazole were used and
continued for 2 weeks. Follow-up US revealed no evidence
of collection, and the patient was discharged in good general
condition after 10 days at the PICU followed by a 5-days
inpatient stay.

Case 2

A 2-month-old boy was admitted to our PICU at BCH with
3 days history of fever, cough, breathlessness, and poor
feeding. His symptoms began 4 days after the manipulation
of his tonsils by a traditional therapist. On examination, the
childwas sick, febrile, drooling saliva, tachypnic,multiple left
cervical lymph node enlargements, inspiratory stridor with
suprasternal and subcostal retraction with constant neck
hyperextension, and deviation to the right side. Abdominal
examination revealed hepatosplenomegaly and chest exam-
ination showed bilateral reduced air entry and crepitations.
US of the neck showed evidence of fluid collection seen at
retropharyngeal and left parapharyngeal region measured
approximately 3cm X 1.5cm and bilateral multiple L N
enlarged seen at submandibular, upper cervical, and poste-
rior auricular. CBC showed hemoglobin of 9.9 g/dL, platelet
count of 855,000/mL,WBC of 25,100/mL. ESRwas 61. PT, PTT,
ABG, S. Na, S. K, BUN, creatinine, and liver enzymes all were
normal. Blood cultures were negative. The patient was
treated with IV ceftriaxone, flucloxacillin, metronidazole,
and gentamycin. The abscess was drained through fine-
needle aspiration and the patient improved. After 7 days of
PICU stay followed by 13 days of inward stay, the patient was
discharged in a good general condition.

Case 3

A 1-year-old male was referred to PICU at BCH as a case of
fever, stridor, inability to extend the neck, inability to
swallow saliva, and neck swelling all of these were noted
3 days aftermanualmanipulation of tonsils by the traditional
therapist. On examination, the child was sick, febrile,
tachypnic, inspiratory stridor with suprasternal and subcos-
tal retractionwith constant neck hyperextension, drooling of
saliva, and continuous worsening of respiratory distress.
Abdominal and chest examinations were normal. CBC on
the day of admission showed hemoglobin of 9.5 g/dL, platelet
count of 190,000/mL, WBC of 7.500/mL. C-reactive protein
(CRP) was 111. PT, PTT, ABG, Na, K, BUN, creatinine, and liver
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enzymes all were normal. Blood cultures were negative. The
patient was started on IV ceftriaxone, metronidazole, and
gentamycin.

Lateral neck X-ray showed widening of the prevertebral
space; US of the neck confirmed the diagnosis of RPA. Abscess
was drained on the day of the admission by fine-needle
aspiration. On the ninth day of hospitalization, the patient
was discharged on oral cephalexin and was in good general
condition.

Case 4

A 11-year-old female was referred to our PICU in BCH with
fever, throat pain, and dysphagia for 11 days, following
ingestion of a piece of bone while eating. Her complaints
of throat pain and dysphagia increased in severity 3 days
before her admission to our unit and were accompanied by
left neck swelling, muffled voice, inability to move the neck,
and drooling of saliva, which became severe on the day of
admission to the PICU. On examination, she was sick, febrile,
drooling saliva, left neck swelling, and in respiratory distress.
She was vitally stable and her systemic examination was
normal, apart from worsening respiratory distress. The lat-
eral radiograph of the neck showed widening of the pre-
vertebral space with a radio-opaque FB and air-fluid level
(►Fig. 1). The full blood count showed a hemoglobin level of
13 g/dL, a WBC count of 24.8�109/L, and a normal platelet
count of 301�109/L. Urea and electrolyteswere normal, and

the CRP and ESRwere raised (127mg/L and 87, respectively).
She was treated with IV antibiotics (ceftriaxone, gentamicin,
and cloxacillin). ENT teamwas consulted for urgent drainage
of the abscess, which was done on the day of admission but
the FB could not be removed. On the second day after thefirst
drainage, patient complained of throat pain, drooling and
fever. The lateral radiograph of the neck showedwidening of
the prevertebral space with a radio-opaque FB but no air-
fluid level (►Fig. 2); US of the neck confirmed the presence of
a RPA. A CT scan also confirmed the presence of RPA and FB.
The second drainage of the abscess was performed through a
transcervical incision on the fifth day of the PICU admission
and finally, FB was removed and symptoms resolved. The
patient was discharged home on the fourth postoperative
day with oral antibiotics and was well.

Discussion

A RPA is a rare deep neck infection that usually affects young
children. It is the most common deep neck infection in
children. RPA abscess is twice more common than para-
pharyngeal abscess.8

The four cases described in this study were presented to
BCH during the time period between November 2017 and
November 2021 as cases of RPA secondary to penetrating
trauma to the posterior pharyngeal wall either due to
ingestion of a FB (first and fourth patients) or due to

Fig. 1 Lateral neck radiograph of fourth case showing widened
prevertebral soft tissues, presence of air-fluid levels within the
retropharyngeal space, loss of the normal cervical lordosis, and
presence of foreign body within the retropharyngeal space (arrow).

Fig. 2 Lateral neck radiograph of fourth case showing widened
prevertebral soft tissues and presence foreign body within the
retropharyngeal space (arrow).
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manipulation of tonsils bya traditional therapist (second and
third patients).

Nazir et al6 reported that only 15% of 40 patients with RPA
had a history of penetrating injury to the posterior pharyn-
geal wall either due to trauma to the pharyngeal wall or a FB.

Many studies have found that RPA is more prevalent
among males.8,10 Lander et al10 noticed that 63% of 1,322
RPA patients were male. Woods et al8 found that the inci-
dence of RPA was greater among boys than girls in all age
groups and that the incidence of RPA increased from 2.98 per
1,00,000 population among children less 20 years old in 2003
to 4.10 per 1,00,000 population in 2012.

Our patientswere three infants and one adolescent. RPA is
more common in young children than in adolescents. In a
study of 40 children with RPA, Nazir et al6 reported that
42.2% of patients were under the age of 3, and only 15% of
patients were adolescents between the ages of 10 and 15. In
another study, 55% of RPA cases were in children under the
age of 5.8

Fever, poor feeding, and cervical swelling were all
reported in all of our patients, but stridor was only seen in
infants, which is consistentwith thefindings of other authors
Coulthard and Isaacs11 who reported stridor in 71% of
children under the age of 1 year and none over the age of 3.

Despite the fact that all of our patients had negative blood
cultures, previous research suggests that RPAs are most
commonly caused by Streptococcus pneumoniae and Staphy-
lococcus aureus infections.4 Nazir et al6 discovered that 15%
of cases had negative pus cultures and only one patient had a
positive blood culture.

A definitive diagnosis of RPA usually requires imaging,
such as lateral neck radiography, US, and CT scan. All of our
patients were diagnosed by US, and only two patients (the
third and fourth patients) had typical X-ray findings on
lateral neck radiography including widening of the retro-
pharyngeal soft tissues (in third and fourth patients), air fluid
level, and straightening of normal cervical lordosis (in the
fourth patient), whereas a CTscanwas performed only in the
fourth patient after thefirst drainage to confirm the presence
of a residual abscess.

US has been regarded useful in the diagnosis of deep neck
infections due to the lack of radiation exposure. In the hands
of a skilled operator, US can detect the presence and location
of an abscess as well as differentiate an abscess from celluli-
tis, in addition to guiding a small needle during RPA
draining.12

Nazir et al6 found that 93% of 40 patients studied by them
had widening of the retropharyngeal soft tissues, 75% had
straightening of normal cervical lordosis, and 55% had air-
fluid level within an abscess cavity. Nazir et al6 also noted
that the false-positive rate of the contrast-enhanced CT scan
was 17%, while the false-positive rate of the X-ray was 30%.

In this current study, surgical drainage was necessary in
all cases since medical therapy alone did not succeed for our
patients. According to a retrospective study conducted by
Kosko and Casey13 when a RPA is greater than 2 cm in
diameter, IV antibiotic treatment alone is more likely to
fail and surgical drainage is more likely to be required.

For patients with RPA who do not show improvements
over 48hours of antibiotic therapy, an incision and drainage
procedure should be performed. Surgical drainage mainly
involves two approaches intraoral and transcervical. Needle
aspiration of the RPA is likely to result in recurrence and
incomplete drainage as seen in patient 4 that lead to an
external approach, but literature has described the best
approach and safe treatment as intraoral incision and drain-
age using the cruciate incision and breaking of all loculi.14

Several other authors have suggested using surgery only
when patients do not respond to medical treatment.15,16

Page et al17 reviewed 162 pediatric patients with RPA and
found that the initial treatment was surgery in 126 and IV
antibiotics in 36, of which 17 required surgery and they tried
to identify several predictive factors that may be useful in
identifying those children with RPAs who should be treated
with surgical drainage; these factors included duration of
symptoms for more than 2 days, prior antibiotic treatment,
and CT lesion cross-sectional area more than 2.0 cm.

Lander et al10 reviewed 1,321 children with RPA and
found that 43% required surgical drainage, and usually stay
in thehospital for a longer time than other patientswhowere
treated with antibiotics without drainage. Furthermore, in a
study conducted byWoods et al8 46.7% of 6233 childrenwith
RPA required surgical drainage, and they reported that the
proportion of RPA patients requiring surgical drainage had
reduced slightly from 2003 to 2012 (49.6–44.3%).

According to Johnston et al,18 nine out of 22 patients with
RPA had been successfully treated by medical therapy alone,
with a hospital stay similar to that of surgical therapy.

In all of our cases, the length of hospital stay (LOS) varied
between 7 and 20 days.

According to Woods et al,8 the average hospital stay for
children with RPA decreased from 4.26 to 3.90 days from
2003 to 2012. The median LOS was one day longer for
children with RPA with surgical drainage.

In 71% of the cases of RPA, the first surgical intervention is
usually undertaken on the day of admission or the day after
admission.8 All of our patients’ surgical drainage procedures
were performed within the first 24hours of admission.

No death was reported in our study, matching what
another investigator has described.19

The mortality rate was reported to be very low by Woods
et al8 one death (0.02%) out of 6,233 cases of RPA. Another
author reported two deaths in a study of ten cases of RPA in a
developing country.5

Conclusion

A high index of suspicion, early recognition, and aggressive
management of RPA are essential as the delay in the diagno-
sis andmanagement has a negative impact on the outcome in
children. When correctly managed, RPA has low morbidity
and mortality.

The presence of fever and neck mass should increase the
suspicion of RPA.

The use of traditional medicine could have serious con-
sequences for some patients. Two of our patients follow
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tonsil manipulation by a traditional therapist, so we aim to
emphasize this life-threatening consequence as well as the
avoidable morbidity and mortality linked with this ongoing
style of therapy in our country.
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