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ABSTRACT 

For many ENT-clinicians, it is very difficult to diagnose the stage of infection and options available for treating retropharyngeal 

space abscesses (RPSAs) with very limited literature available to focus on the treatment options in limited resource setup. The 

main cutting edge of the study aims to correlate post-surgical complications of RPSAs and also to know the age related 

incidence. 

 

MATERIALS AND METHODS 

A prospective and retrospective study was undertaken in the Department of ENT, Narayana Medical College & General Hospital, 

Nellore, Andhra Pradesh during the period of 2011-15. The incumbent laboratory parameters like throat swab culture was done 

for all the suspected patients along with Complete blood counts (CBC) & X-ray neck. 

 

RESULTS 

A total sixty suspected paediatric patients were prospectively and retrospectively studied for the period of four years, out of 

which males 35 and females were 25 respectively. The mean age of the patient was 8.96±1.25 years (IQR 4-14 years) median 

age was 10 years. Radiological examination and Computed tomography (CT) scan was done for greater accuracy. Blocked 

airway is most common postsurgical intervention and it was found to be statistically significant (p<0.00) with respect to lower 

age group of the population. 

 

CONCLUSION 

The present study concludes that proper positioning and avoidance of unnecessary manipulation is essential for preventing the 

postoperative complications of RPSAs. The spread of infection to the spine can lead to replicate the osteomyelitis and vertebral 

erosion, which in turn results in subluxation and subsequent spinal cord injury, rupture of the abscess with inhalation of 

contents can lead to aspiration pneumonia (or rarely asphyxiation) and spread of infection to mediastinum can lead to 

mediastinitis. More research could be intervened to prevent the infections at poor resource setup. 
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INTRODUCTION: Retropharyngeal abscess is a serious 

and occasionally life treating infection due to the anatomic 

location and the potential for obstruction of the upper 

airway. Deep infections of the head and the neck have been 

recognised since the time of the Greek physician Galen.1 

According to Holmes (1907), Galen referred to a case of 

retropharyngeal abscess.1 Knowledge of the retropharyngeal 

space and its relationship to the other compartments is 

important in understanding the presentation, treatment and 

complications of deep neck infections. The retropharyngeal 

space of Gillette or the posterior space of Grodzinski, or 

Holyoke's space lies behind the pharynx between the 

buccopharyngeal fascia, which covers the constrictor 

muscle, and the prevertebral fascia.  

It extends from the base of the skull to the tracheal 

bifurcation.2 The space is divided into two lateral 

compartments (The space of Gillette) by a fibrous raphe. 

Lymph glands lie in the space in 4 groups, 2 on each side of 

the midline. It is claimed that the lateral group of the two is 

the most important, constantly present in children and give 

rise to abscess formation. Acute retropharyngeal abscess 

occurs mainly in infancy and in children usually under 4-5 

years of age.3 Waugh regards the tonsil as the source of 

infection, as the condition is never found in children whose 

tonsils have been removed. 

Definite enlargement of the tonsils is present in about 

80% of patients who suffer from retropharyngeal abscess.3 

It usually needs to be drained and treated with antibiotics. 

Because RPSAs typically occur in deep tissue, they are 

difficult to diagnose by physical examination alone. The 

signs and symptoms of retropharyngeal abscess are 

difficulty in breathing, difficulty in swallowing, drooling, 

fever, severe throat pain, stridor (a high-pitched wheezing 

during inhalation), muscle spasms around the ribs when 

breathing.  
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For many ENT-clinicians, it is very difficult to diagnose 

the stage of infection and also for treating retropharyngeal 

space abscesses (RPSAs) with very limited literature 

available to focus the treatment options in limited resource 

setup. The main cutting edge of the study aims to correlate 

post-surgical complications of RPSAs and also to know the 

age related incidence. 

 

MATERIALS AND METHODS: A prospective and 

retrospective study was undertaken in the Department of 

ENT, Narayana Medical College, Nellore, Andhra Pradesh 

during the period of 2011-15. The incumbent laboratory 

parameters like throat swab culture was done for all the 

suspected patients, Complete blood counts (CBC), X-ray 

radiological impressions and Computed tomography (CT) 

scan.4,5,6 was done with greater accuracy. The demographic 

profile and other defined parameters were collected from the 

pretested questionnaires and also exposed risk factors were 

collected and correlated with infection distribution. The 

collected data was analysed by using SAS-16.50 version7. 

Univariate analysis was performed to test the hypothesis. 

 

RESULTS: 

 

 
Fig. 1: Gender Distribution 

 

 

 
Fig. 2: Family Economic Status 

 

 
Fig. 3: Age Distribution of the Patients 

 

 
Fig. 4: Post-Surgical Complications 

in RPSAs Patients 
 

 
Fig. 5: Schematic of Anatomy of Deep Spaces of 

Neck, As Illustrated in Lateral and Cross-Sectional 
Views Fascial planes Surround Potential Spaces 

 

 
 

A lateral X-ray demonstrating prevertebral soft tissue 

swelling (As seen in a person with a retropharyngeal abscess 

marked by the arrow). 
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Complications % P-value 

Blocked airway 1.66 0.00** 

Aspiration 0.6 012 ns 

Mediastinitis 0.5 0.82 ns 

Osteomyelitis 0.3 0.36 ns 

Nil 96.94 0.00** 

Table 1: Significance Level of RPSAs Post 

Complications 
 

** Significant at 1% level, ns-Non significant. 
 

The results revealed that a total sixty suspected 

paediatric patients were prospectively and retrospectively 

studied for the period of four years, out of which males were 

35 and females were 25 respectively. The mean age of the 

patient was 8.96±1.25 years (IQR 4-14 years), median age 

was 10 years. As per the demographic profile, the RPSAs are 

categorised into three groups viz., low income 76.0%, 

medium 14.0% and high income was 10% presented Fig (1) 

& (2). The maximum number of children were affected in 

the age group between 3-6 years (36.67%) and it was found 

to be statistically significant (p<0.01) followed by 6 to 8 

years and >10 years respectively. The post-surgical 

complications were correlated by univariate analysis, the 

results revealed that blocked airway accounted 1.66%, 

aspiration was 0.60%, mediastinitis was 0.50% and 

osteomyelitis was 0.30% respectively. Blocked airway is 

most common after post-surgical intervention and it was 

found to be statistically significant (p<0.00) with respect to 

lower age group of the population. 

 

DISCUSSION: RPA is the collection of pus in 

retropharyngeal space.8,9 It can progress suddenly from an 

indolent, contained disorder to a rapidly progressive and life 

threatening infection. Several studies have reported that 

over 95% of RPA cases occur in children under the age of 6 

years. In children, RPA is mostly associated with viral upper 

respiratory tract infection, pharyngitis and otitis media. All 

these infections cause adenopathy of retropharyngeal lymph 

nodes and suppuration giving rise to RPA formation.8,9 The 

most frequently reported organisms previously in RPA 

culture included group A β-haemolytic streptococci, S. 

aureus, Haemophilus influenza and Klebsiella species.10,11 

Grisaru-Soen et al6 along with others reported that children 

with retropharyngeal abscess most commonly present with 

restricted neck movements, fever and cervical 

lymphadenopathy and rarely with respiratory tract 

symptoms such as stridor or airway obstruction. Lateral 

cervical radiograph was diagnostic in 80% and a cervical CT 

scan in 95%.12,13 ,14 

The present study has documented to focus on 

uncomplicated cases of retropharyngeal abscess who have 

been relatively healthy paediatric patients; the prognosis 

was good with complete recovery without sequelae. 

Complicated cases are associated with significant changes 

noticed after the surgical intervention. A total 4.0% of the 

patients had acquired with defined complications and 

positively associated with risk factors.  

Many authors suggest that the assessment of a patient 

with a potential deep neck space infection was more difficult 

and found to be statistically significant (p<0.01). Airway 

compromises should be immediately identified and 

addressed. Al Sabah et al5 proposed that all patients should 

be given a trial of medical treatment with intravenous 

clindamycin. Surgery should be reserved for those who do 

not respond. Sometimes hoarseness, stridor and respiratory 

obstruction may also develop either due to anterior 

displacement of posterior pharyngeal wall by the abscess or 

secondary laryngeal oedema. Large abscesses were noticed 

during the study period. The abscess was ruptured and 

causing asphyxiation or aspiration and pneumonia like 

infections. The proper positioning and avoidance of 

unnecessary manipulation is essential for preventing the 

complications of RPSAs.  Close monitoring of patients with 

airway compromise is very important. In our study, the 

postoperative complications we came across were blocked 

airway, aspiration, mediastinitis and osteomyelitis. 

 

CONCLUSION: The present study concludes that proper 

positioning and avoidance of unnecessary manipulation is 

essential for preventing the postoperative complications of 

RPSAs. The spread of infection to the spine can lead to 

replicate osteomyelitis and vertebral erosion, which in turn 

results in subluxation and subsequent spinal cord injury, 

rupture of the abscess with inhalation of contents can lead 

to aspiration pneumonia (or rarely asphyxiation) and spread 

of infection to mediastinum can lead to mediastinitis. More 

research could be intervened to prevent the infections at 

poor resource setup. 
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