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ABSTRACT

The retropharyngeal space lies in the posterior pharyngeal wall between the middle and deep layers of the deep
cervical fascia. It extends from the base of the skull to the mediastinum and frequently serves as a conduit for spread
of disease from the neck into the chest. Spinal tuberculosis is the commonest extra pulmonary manifestation of
tuberculosis. Clinical findings of cervical tuberculosis includes neck pain, restricted neck movements, quadriparesis,
radicular manifestations, kyphosis, and sensory disturbance. It should be suspected in an adult person who presents
with a destructive lesion of the cervical vertebra and retro-pharyngeal mass. Early diagnosis and treatment are
necessary to prevent the serious complications of the disease. We present here a 46 years old female who presented to
a tertiary care setup with acute onset dyspnea and quadriplegia with bladder bowel involvement managed with trans
oral incision and drainage of retropharyngeal abscess followed by posterior occipitocervical fusion supplemented with

Anti Koch Therapy with a good follow up.

Keywords: Retropharyngeal space, Abscess, Tuberculosis, Cervical vertebra

INTRODUCTION

Tuberculosis (TB) remains an important disease
condition in many developing countries of the world,
especially in people below the age of 20 years. Its
incidence is also increasing in the developed countries as
a result of the emergence of HIVV/AIDS and increase in
immigrant populations.

Skeletal tuberculosis constitutes 3-5% of all cases of TB
and 10-15% of extra-pulmonary TB.! TB spine is the
most common form of skeletal TB. It is the most
dangerous manifestation of TB due to involvement of the
spinal cord and the resultant neurological impairment.

More so its co-existence with retropharyngeal abscess is
rarer. Retropharyngeal abscess results from suppuration
of retropharyngeal lymph nodes in patients with upper
respiratory tract infection or from traumatic perforation

of the pharynx or upper esophagus by a foreign body. If
the abscess compresses the larynx and upper trachea,
symptoms of upper airway obstruction develop. Spinal
tuberculosis (Pott's disease) the most common form of
skeletal TB is considered the most dangerous because
involvement of the spinal cord results in neurological
impairment. Lumbar and thoracic regions are more often
involved, whereas the incidence of cervical involvement
is 2 t0 3 %.M

The neurological deficit occurring with tuberculous
spondylitis either due to cold abscess, granulation tissue,
necrotic debris and sequestrae from bone or the inter-
vertebral disc tissue, and occasionally vascular
thrombosis of the spinal arteries.® Here we present a case
of a 46/F who presented to a tertiary care centre with
acute onset quadriplegia with dyspnea diagnosed as a
case of C1-C2 Koch spine with Retropharyngeal abscess
managed with transoral incision and abscess aspiration

International Journal of Research in Orthopaedics | May-June 2019 | Vol 5| Issue 3  Page 529



Garg BK et al. Int J Res Orthop. 2019 May;5(3):529-531

followed by posterior decompression and fixation
supplemented with anti Koch therapy with subsequent
improvement in neurology over a 6 month follow up.

CASE REPORT

A 46 years old female presented to the Accident and
Emergency Department of a tertiary care hospital with
acute onset dyspnea and inability to move all four limbs.
As derived from the relative, she had history of neck pain
and restricted neck movements since 8 weeks gradually
progressing in intensity to the current state with appetite
loss.

On examination the patient had bilateral upper neck
swelling with  tenderness with no  cervical
lymphadenopathy. Examination of the oral cavity shows
anterior displacement of the posterior pharyngeal wall
with congested mucosa. Patient had MRC grade 0 power
in all four extremities with exaggerated reflexes. The
patient was stabilized in a Philadelphia Collar. Since, the
patient was not able to maintain oxygen saturation, she
was immediately shifted to the Intensive Care Unit,
intubated with an endotracheal tube and put on a
ventilator for breathing assistance. The patient also had
spontaneous passage of urine and stool indicating a
bladder bowel involvement. Vitals were monitored and a
nasogastric tube was inserted for feeds and medications.
An urgent MRI cervical spine (Figure 1) was done
showing — Changes suggestive of spondylodiskitis at the
occipito-atanto—axial level with adjacent abnormal soft
tissue more on right side with presenting granulation
tissue/abscess causing thecal sac compression suggestive
of Koch involvement along with a C2 fracture with
anterior displacement of Dens. CT Cervical spine was
done to note morphology of the affected vertebrae
correlated with the MRI findings. An all routine
hematological workup was done which revealed
lymphocytosis and a raised erythrocyte sedimentation
rate and C reactive protein levels. The patient was
planned for trans oral incision and aspiration of the
abscess followed by posterior stabilization of the affected
vertebrae with fixation. The patient was given supine
position and general anesthesia was administered. The
ENT Surgical team performed a trans oral incision and
10ml straw colored fluid was drained which was
immediately sent for gram staining, acid fast smear,
culture and sensitivity and GeneXpert testing. The patient
was then flipped into prone position for the posterior
fixation with Occipito-cervical fusion procedure with the
help of fluoroscopy (Figure 2).

The patient was shifted back to the Intensive Care Unit
post operatively and was extubated after monitoring of
the saturation levels and other vitals.

Patient was started on all 4 limb physiotherapy followed
by wheelchair mobilisation in a Philadelphia collar.

Figure 1: Pre operative MRI saggital and axial images
showing spondylo-diskitis at the occipito-atlanto—axial
level with adjacent abnormal soft tissue more on right
side with presenting granulation tissue/abscess
causing thecal sac compression suggestive of Koch
involvement along with a C2 fracture with anterior
displacement of Dens.

Figure 2: Post operative X-ray showing fixation with
occipito cervical fusion.

Two days later, the result of the smear came positive for
acid fast bacilli and GeneXpert tested positive for acid
fast bacilli with no rifampicin resistance and accordingly
the patient was started on anti Koch therapy (HRZES).
Gradually there was improvement in the power of the
patient during the 2 week stay with bilateral lower limbs
progressing to MRC grade 3 power and upper limbs
progressing to MRC grade 4 power and normalization of
upper limb and lower limb reflexes.

DISCUSSION

Retropharyngeal tuberculous abscess is a rare
presentation of the disease even in the presence of
extensive  pulmonary  tuberculosis.*  Sometimes,
retropharyngeal tuberculous abscess causing stridor and
threatening respiratory obstruction may be the only
manifestation.” The sites of spinal involvement with
tuberculous spondylitis are paradiscal lesion, which is the
most common site, central body lesion, anterior type in
the anterior part of the vertebrae, appendicular type in the
pedicle, lamina, transverse process and articular type in
the posterior inter-vertebral joint.®’
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Tuberculous retropharyngeal abscess in adults is usually
secondary to tuberculous involvement of cervical spine®
The probable route of spread of tuberculosis to
retropharyngeal space is via the lymphatic to a persistent
retropharyngeal lymph node. Rarely, the abscess may be
due to hematogenous spread from pulmonary tuberculosis
or tuberculosis elsewhere.® Tuberculous infection causes
destruction, caseation, and necrosis of vertebrae or may
present as an abscess. The abscess may remain close to
the vertebra and present on the radiograph as pre
vertebral or Para vertebral abscess or it may move
distally along the tissue planes to present as cold
abscess.®™® A delay in diagnosis and treatment can
increase the risk of complications, including a
spontaneous rupture of the abscess that can lead to
trachea-bronchial aspiration or stridor secondary to
laryngeal edema. Early diagnosis is also essential in order
to prevent the onset or progression of the neurological
sequel of Pott's disease.™* A retro-pharyngeal abscess can
be drained safely via a trans-oral route or by an external
route.”? It is well accepted that if the spine is stable and
there is no neurological deficit, or minimal neurological
signs, anti tuberculosis drug therapy and conservative
neck stabilization should be the initial treatment. If
neurological signs are prominent on patient admission or
develop later, or if there is cervical instability or
significant degree of subluxation, then surgical
debridement and stabilization are indicated.">**
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