1) Check for updates

SAGE Open Medical Case Reports
Case Report i i

SAGE Open Medical Case Reports

Isolated oropharyngeal abscess with © The Authors) 2022
. ° DOI: 10.1177/2050313X2210891 19
hypopharyngeal extension recurring e

|2years after initial surgical management:
A case report and review of the literature

Michel Khoury'", Selina Xiangxu Dong'*"’; Hussain Alsaffar?,
Stephanie Johnson-Obaseki? and Lisa Caulley?3*

Abstract

Pharyngeal abscesses require urgent management as they have the propensity to cause severe and life-threatening complications.
The introduction of antibiotics has led to a dramatic decline in the incidence of these infections. Regardless, abscess formation
continues to be observed in the peritonsillar, parapharyngeal, and retropharyngeal spaces. Oropharyngeal and hypopharyngeal
abscesses that cause airway obstruction are scarcely reported and tend to be secondary to other processes. Herein, we
describe the case of an 83-year-old man presenting with an idiopathic, obstructive, oropharyngeal wall abscess, extending
from the infratonsillar region to the hypopharynx, which recurred after initial surgical management |2years prior for the same
process. He required reintervention during both episodes for rapid reaccumulation. A detailed electronic literature search of
PubMed and MedLine was performed for studies reporting on recurrent pharyngeal abscesses and their management. Results
were limited to articles published in English from inception to August 2021. The timely management of pharyngeal infections
acutely obstructing the airway is crucial. Physicians should adopt close and frequent monitoring and have a low threshold for
reimaging should symptoms worsen or fail to improve after the initial surgical intervention.
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Introduction further still and may reflect the complex etiology and rarity
of such cases. The current literature has proposed predis-
posing factors to recurrent deep neck infection, such as
diabetes® and smoking behavior,* but the underlying etiol-
ogy remains unclear.

Pharyngeal abscesses are distinctive among infectious pro-
cesses given their propensity to develop severe, life-threat-
ening complications.! Early detection and treatment of such
deep neck infections are critical, but often complicated by
the intricate head and neck anatomy.! In the postantibiotic
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Figure 1. CT with contrast of the head and neck showing a large left laryngeal mass (2008): (a) coronal view and (b) axial view.

Herein, we describe the case of an 83-year-old male that
presented with an obstructive, infratonsillar oropharyngeal
abscess extending to the hypopharynx, which recurred
after initial surgical management 12 years prior. We also
review the current literature on etiology and management
of recurrent pharyngeal abscesses. The following case was
reported in accordance with the CARE case report report-
ing guidelines.

Case report

An 83-year-old man presented to the emergency department
in April 2020 with 8 days of left-sided neck pain, sore throat,
dysphagia, odynophagia, dysphonia, and worsening of his
baseline dyspnea. Past medical history was pertinent for
poorly controlled type 2 diabetes, obstructive sleep apnea, a
pacemaker for symptomatic bradycardia, and severe coro-
nary artery disease requiring percutaneous coronary inter-
vention for nine stents. He had a 40-pack-year history of
smoking but had been an ex-smoker for 22 years.

He reported a history of a similar constellation of upper
airway obstructive symptoms in 2008 that resulted from an
oropharyngeal abscess. On presentation in 2008, an oro-
pharyngeal abscess causing airway compromise (Figure 1)
required urgent direct laryngoscopy and incision of the
abscess with a sickle knife. Cultures of the pus revealed
enterobacter and a mild amount of candida. He was started
on a course of oral trimethoprim and sulfamethoxazole and
fluconazole. Following the initial surgical intervention, the
patient showed some clinical improvement but daily flexible
nasolaryngoscopy and a repeat computed tomography (CT)
showed persistence of the abscess. On postoperative day 5,
he was taken back to the operating theater for a second inci-
sion and drainage. The patient was reviewed 1 week later in
the clinic and had complete normalization of the larynx on
flexible nasolaryngoscopy.

Upon arrival to the emergency department in April 2020,
the patient was dyspneic, but able to manage his secretions.
On examination, the oral cavity appeared within normal lim-
its. Tonsils were symmetrical (2+) without tonsillar/periton-
sillaredema, exudate, orerythema. Flexible nasolaryngoscopy
revealed a large oropharyngeal mass with normal overlying
mucosa in the same location as his 2008 abscess. The mass
displaced the epiglottis to the right, obstructing 80%—90% of
the airway. The epiglottis and base of the tongue appeared
within normal limits. A complete blood count was significant
for mild leukocytosis (11 X 10%L). CT with contrast con-
firmed a 3.0 X 2.2 X 2.9cm oropharyngeal abscess effacing
the left vallecula and causing a mass effect on the aryepiglot-
tic folds (Figure 2).

The patient was taken to the operative theater for direct
laryngoscopy and awake orotracheal fibreoptic intubation
was achieved. The mass was opened extensively with endo-
scopic scissors and pus was expressed. Cultures and biopsies
were obtained. The patient was continued on intravenous
Cefazolin and Flagyl antibiotics and intravenous dexametha-
sone. The patient was extubated the following morning with-
out incident.

On postoperative day 2, the patient developed progres-
sive dysphonia and dysphagia, similar to his initial presenta-
tion. A repeat CT with contrast revealed reaccumulation of
the collection, causing significant (>75%) airway reob-
struction. This time, a combination of endoscopic scissors
and a laryngeal microdebrider was used to partially resect
the abscess wall to widely open the collection until it was
flush with the pharyngeal wall. Intravenous antibiotics were
broadened to piperacillin/tazobactam. Postoperatively, cul-
tures showed no growth and pathology revealed no abnor-
malities. After full recovery, the patient was discharged on
postoperative day 4. Repeat flexible nasolaryngoscopy in
August 2020 demonstrated complete normalization of the
pharynx.
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Figure 2. CT with contrast of the head and neck showing a large left laryngeal mass (2020): (a) coronal view and (b) axial view.

Discussion

In this case, we report an unusual presentation of a recur-
rent, obstructive, oropharyngeal abscess on two separate
occasions. The etiology of the recurrent infections remains
unclear.

We performed a detailed search of the literature for stud-
ies reporting on recurrent pharyngeal abscesses and their
management. Electronic databases (MEDLINE) were
searched with a trained librarian from inception until 23
August 2021, without language restrictions. The following
keywords and MeSH terms were used in varying combina-
tions: recurrent, relapse, reinfection, oropharyngeal, para-
pharyngeal, infratonsillar, abscess, infection, and cyst. The
search identified a total of 585 potential studies. We excluded
non-English articles from title and abstract screening and
further excluded studies based on relevance to our search.
References of systematic reviews and key articles were
screened for potentially relevant articles. A total of seven
studies were included in the qualitative synthesis.>!! The
studies were published from 1997 to 2020. The studies were
published from 1997 to 2020. Recurrent oropharyngeal
abscesses were predominantly reported in age 18—65 years.
All abscesses were investigated with CT and required surgi-
cal drainage for management.

The recurrence of an identical abscess 12 years after
initial drainage suggests a possible underlying unascer-
tained etiology. Retention cysts are the most common
benign lesions of the pharynx, albeit rare. In a recent litera-
ture review!? of hypopharyngeal retention cysts, the authors
noted that these cases are likely underestimated as 50% of
the lesions are not easily visible on endoscopy due to their
submucosal origin and normal overlying mucosa. In contrast
to this case presentation, it is suggested that these pharyngeal

cysts rarely become secondarily infected and that recurrence
after surgical management is uncommon.'? Abscesses origi-
nating in the hypopharyngeal wall are extremely scarce and
unlike this case, and are typically secondary to a foreign
body,!*"!5 phlegmonous esophagogastritis,'®!” or as a com-
plication of cervical osteophytes.'® Likewise, a pharyngeal
infection may be an initial presenting symptom of
hypopharyngeal cancer, due to necrotic lymph nodes and
subsequent abscess formation.'” Branchial anomalies can
lead to pharyngeal and deep neck infections. Third and
fourth branchial pouch abnormalities, arising from the pyri-
form sinuses and extending to the upper thyroid lobes? have
the lowest incidence.?'* Incomplete obliteration of these
pouches can lead to cysts, sinuses, and fistulas, or may pre-
sent as pharyngeal infections in adults.!"?%22-24 Interestingly,
and in parallel with our case, the majority of these sinus
tracts are present on the left side.?>>” However, there was no
history or evidence of branchial anomalies identified in this
case.

Interestingly, the recurrence time reported in the literature
is typically less than 1year.>® The 12-year recurrence time
observed in the case herein suggests a complex constellation
of contributing factors, as outlined previously, and under-
scores the unique presentation of this case.

Contextualization of our case regarding recurrence is
challenging, as the affected anatomical space is unique in the
literature. The reported case was localized to the infratonsil-
lar region and extended down to the level of the hypophar-
ynx, which differs from the more commonly observed
peritonsillar abscess. Peritonsillar abscesses, the most com-
mon deep neck space infections, refer specifically to infec-
tion of the Weber glands, which results in a nidus of pus
accumulation between the capsule of the palatine tonsils and
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the superior constrictor muscles of the pharynx localized
superior to the tonsil.?*3! However, there are rare reports of
peritonsillar abscesses of the inferior pole in the literature,
which should be considered in the differential diagnosis for
this case.*? In addition, isolated cases of atypical oropharyg-
neal abscesses have been reported previously in the litera-
ture: infratonsillar abscesses resultant from infection of the
lingual tonsils,**¢ palatine tonsils*’*! as well as peritonsil-
lar abscesses posttonsillectomy.*> However, the majority of
these patients were pediatric and none of them presented
with severe life-threatening airway obstruction due to their
localization in the peritonsillar region. Noninfectious, con-
genital oropharyngeal cysts have been reported in the litera-
ture that have been large enough to cause dysphagia®® and
intermittent airway obstruction.” However, these have been
limited to the pediatric population.

An immunocompromised state secondary to concomitant
type 2 diabetes might have contributed to the occurrence and
recurrence of the abscess in our patient. It has been shown
that patients presenting with deep neck infections have over
a threefold incidence of diabetes when compared to the rest
of the population,® suggesting that it might be playing a role
in the underlying pathophysiology. In line with this, diabe-
tes-induced immunosuppression decreases the antibacterial
neutrophil function,”® easing infection and abscess forma-
tion. Furthermore, smoking has been shown to alter oral
mucosa and microbiome, predisposing individuals to peri-
tonsillar abscess formation.* Given the association between
smoking behavior and peritonsillar abscess,** our patient’s
smoking history may have also contributed to the recurrence
of the abscess.

Oropharyngeal abscesses are traditionally managed
with a transoral approach but optimal techniques and post-
operative management, particularly for recurrent abscesses,
are lacking.** Established treatments are only available for
recurrent abscesses that arise from congenital anomalies,
such as branchial cleft anomalies’ and pyriform sinus
fistulas.'®!! For these cases, surgical management of the
underlying congenital anomaly successfully prevents further
abscess recurrence. Furthermore, while tonsillectomy might
seem like a reasonable approach to mitigate recurrence, evi-
dence suggests that adult patients having received the sur-
gery are at a higher risk of pharyngeal infections.*® Likewise,
a nation-wide epidemiological study has found an inverse
relationship with the decline in elective tonsillectomy and
pharyngeal infections.?’

The case presented here highlights the need for surgeons
to exercise vigilance in monitoring patients with transoral
approaches to oropharyngeal abscesses postoperatively,
given their increased propensity to reaccumulate rapidly. The
widely accepted treatment algorithm for abscesses that are
drained with a cutaneous incision, that is, incision, drainage,
and packing the wound with gauze to permit healing to take
place by secondary intention or placement of a subcutaneous

drain to reduce reaccumulation of the infectious material,*-52
cannot be applied to oropharyngeal abscesses. The rationale
behind wound packing revolves around placing enough
material to keep the walls of the abscess separated, allowing
further drainage, and preventing the formation of a subse-
quent pyogenic pocket. Without the ability to place packing
or a drain to maintain the patency of the abscess, extensive
incision, and drainage is needed to reduce reaccumulation.
Indeed, the current literature highlights incision and drainage
with antibiotic therapy to be useful in the management of
recurrent abscesses. The antibiotic therapy, however, lacks
consistency between studies as there is currently no estab-
lished guideline to inform antibiotic selection for recurrent
abscesses.>?

In the case presented herein, wide incision and drainage
of the oropharyngeal abscess, with partial resection of the
overlying oropharyngeal mucosa, was required for definitive
management. This technique allowed the wound to continu-
ally drain and prevents its premature closure and subsequent
reaccumulation. The use of a laser can also be considered as
some surgeons have found it to be useful at creating a wide
opening to incise pharyngeal abscesses.>

Conclusion

This case presents a patient with a recurring obstructive
abscess of the oropharynx. The timely management of phar-
yngeal infections acutely obstructing the airway is crucial.
Special consideration must be given to diabetic patients, as
their capacity to fight the infection might be compromised.
Furthermore, the identical recurrence of a lesion should
prompt further imaging and work-up for congenital etiolo-
gies, as branchial anomalies might be the underlying cause.
A review of current literature reveals a paucity of evidence
on recurrent abscesses and their management. However,
prompt extensive drainage of the abscess followed by anti-
biotic therapy is suggested to prevent rapid reaccumulation.
Finally, physicians should adopt close and frequent moni-
toring and have a low threshold for reimaging should symp-
toms worsen or fail to improve after the initial surgical
intervention.
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