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A challenging diagnosis in a patient with Odynophagia                                                                     

Tuberculous retropharyngeal abscesses are rare but potentially 
life-threatening manifestations of tuberculosis. We present herein 
a case of an 18-year-old male patient, a migrant from Somalia, 
accusing fever, odynophagia and neck pain. CT scan and MRI 
study of the neck showed a retropharyngeal and prevertebral 
abscess from C1 to D1 with the involvement of epidural space 
and spondylitis. Resolution of the abscess with few signs of 
residual spondylitis was achieved after surgical evacuation and 
antitubercular treatment. 
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INTRODUCTION 

Extrapulmonary tuberculosis (TB) accounts for 

25% of newly diagnosed cases worldwide, of 

which 10-35% manifest in the head and neck re-

gion [1,2]. It has been reported that 1-5% of all pa-

tients hospitalized for TB have skeletal TB, with 

only 7% of these involving the cervical spine [3]. 

Retropharyngeal abscess caused by tuberculo-

sis is rare, even in the presence of extensive pul-

monary tuberculosis, and is often but not always 

secondary to chronic TB of the cervical spine as 

pus spreads directly through the anterior longitu-

dinal ligament [3-6]. Tuberculous spondylitis fre-

quently affects the thoracic and lumbar spine; in-

volvement of the cervical spine is a less frequent 

manifestation [3,7]. Here we describe the case of 

a young migrant from Somalia, with fever, ody-

nophagia, and neck pain whose correct diagno-

sis has been delayed. Delays was due to the fact 

that the doctors treating him believed a tumor di-

agnosis or pyogenic infection more likely. 

CASE REPORT 

An 18-years old man from Somalia, living in a 

Sicilian reception center for asylum seekers from 

2017, presented to the emergency department 

of a primary hospital complaining of fever, ody-

nophagia, throat foreign body sensation, cervical 

and neck pain. The pain has started two weeks 

before and had gradually worsened. He had ex-

perienced a history of blows in the back while in 

Libya and injuries because of the car accident 

while crossing the Sahara. Antibiotic therapy 

with ceftriaxone 2 grams once daily was 

promptly initiated in the primary hospital and 

continued for 5 days before the patient was 

transferred to our infectious disease department 

due to persistence of symptoms. At admission, 

on physical examination, his body temperature 

was 37°C; heart rate 100 beats/min, blood pres-

sure 110/70 mmHg. Palpation of the right side of 

the neck revealed tenderness and heat with pal-

pable lateral cervical bilateral lymph nodes and 

a red and bulging posterior pharynx wall. The 

lungs were clear to auscultation and neurological 

examination revealed normal findings. Ear-

nose-throat evaluation with nasal endoscopy sh- 

owed a posterior wall pharyngeal swelling exten- 

ded to the retro-cricoid area. 

Laboratory studies revealed a hemoglobin level 

of 11.4 g/dL, white blood cell count of 5750 

cells/µL (lymphocytes of 1890 cells/µL with ab-

solute CD4T and CD8T cell count of 950 cells/µL 

and 560cells/µL respectively), sodium of 138 

mmol/L, albumin of 34.4g/L, alanine aminotrans-

ferase of 27 U/L, aspartate aminotransferase of 

13U/L and total bilirubin of 0.18mg/dL. C reactive 

protein was increased (61.9 mg/L) with negative 

procalcitonin. HIV serology was negative. Tuber-

culin skin test and Quantiferon TB Gold were 

performed yielding a positive result. Three spu-

tum samples were obtained and all resulted neg-

ative for acid-fast bacilli; sputum cultures were 

also negative for Mycobacterium tuberculosis. 

Chest radiography was done not showing patho-

logical findings.  

A contrast-enhanced CT scan of the neck, lungs, 

and abdomen showed a multiloculated hypo-

dense retropharyngeal fluid collection with pe-

ripherally enhancing rim from C1 to D1 and ex-

tending to prevertebral and epidural space at the 

levels of C1-C4, with inflammatory signs in C3 

vertebral body (focal destruction). These lesions 

caused a significant narrowing of the nasopha-

ryngeal airways. The esophagus and the right 

jugular vein were compressed. No lesions were 

highlighted in lung and abdomen images of the 

scan.  

Based on neurosurgical advice, a magnetic res-

onance imaging (MRI) study of the neck and the 

cervical column was performed showing signs of 

spondylitis from C2 to C7, with low signal in T1W 

sequences, a high signal in T2W sequences, 

and inhomogeneous enhancement of endplates 

after gadolinium injection; C3 body was the most 

affected, with the destruction of the anterior part. 

Prevertebral and epidural abscesses were con-

firmed, with no hyperintensity of the spinal cord. 

Due to the personal and clinical history, standard 

antitubercular treatment with isoniazid 300 mg 

once daily, rifampicin 600 mg once daily, etham-

butol 1200 mg once daily, pyrazinamide 1500 

mg once daily was started and a surgical evacu-

ation of abscess without decompression or vert- 

bral body fusion was carried out. The patient w- 
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as placed in a Philadelphia collar. 

Surgery was performed by a team of neurosur-

geons and otolaryngologists. By using a cervical 

approach, they entered the retropharyngeal 

space; here they isolated the abscessed walls 

from neck tissues and cut them, allowing a high 

viscosity, caseous compound to get out. Micro-

biological analysis showed: negative culture for 

bacteria and fungi, negative acid-fast stains but 

positive GeneXpert MTB/Rif without rifampicin 

resistance. Histology confirmed the suspicion of 

tuberculous origin of abscess too and the an-

titubercular treatment was continued for further 

nine months. 

Three months after surgery, an MRI study 

showed a significant reduction of heterogeneous 

enhancement of vertebral bodies, with the ab-

sence of retropharyngeal, prevertebral and epi-

dural abscesses. 

DISCUSSION 

The common sites of extrapulmonary tuberculo-

sis include the lymph nodes, osteoarticular ar-

eas, abdominal organs and central nervous sys-

tem. When spinal tuberculosis occurs, it affects 

lumbar, thoracic and cervical vertebrae in de-

creasing order of frequency. Oropharyngeal 

manifestations of tuberculosis are uncommon 

and account for only 0.05 to 0.5% of total tuber-

culosis cases seen [9-11].  

Unusual presentation and the paucibacillary na-

ture of the retropharyngeal abscess caused by 

Mycobacterium tuberculosis make the diagnosis 

difficult and requiring a high index of suspicion 
[2,4,7]. Odynophagia and dysphagia are the prin-

cipal symptoms of a retropharyngeal abscess 

but neck rigidity, external neck swelling, and air-

way obstruction may occur in more severe cases 
[3,5-8]. Early diagnosis is essential to prevent the 

complications of the retropharyngeal abscess 

and Pott disease consisting of vertebral collapse 

and neurological deficits, jugular venous throm-

bosis, erosion into the carotid artery, spontane-

ous rupture of abscess, tracheobronchial aspira-

tion, and spread into the mediastinum with septic 

shock [7-8]. Standard laboratory examinations 

(white cell count, tuberculin skin test, C – reac-

tive protein, Quantiferon TB Gold assay) are 

helpful but not significant in making the diagno-

sis. Diagnosis is mainly based on radiological 

features, aspiration of the mass for bacteriologi-

cal culture, biopsy for histopathologic examina-

tion, and molecular methods. CT scan is a useful 

diagnostic tool but MRI can diagnose any com-

plications more precisely such as vein throm-

bosis [8,12,13]. An excisional biopsy followed by 

histological examination can differentiate cancer 

and also identify TB and cancer [2, 14,15]. Surgical 

intervention in Pott disease is indicated if there 

is a neurologic deficit, a spinal deformity with in-

stability or pain, no response to antitubercular 

therapy, or a large paraspinal abscess [16]. Our 

patient presented without the classic symptoms 

of tuberculosis such as night sweats, bodyweight 

loss, and cachexia and without lung involvement 

but we were aware of the possibility of tubercu-

losis because he came from Somalia, a country 

with a very high incidence of tuberculosis and 

because of the radiological picture of destructive 

lesions of the cervical vertebrae. Neurological 

examination was normal and surgical drainage 

of the abscess was sufficient to cure together 

with medical treatment for two months with iso-

niazid, rifampicin, ethambutol, and pyrazinamide 

followed by other ten months with isoniazid and 

rifampicin without side effects. 

Retropharyngeal abscess commonly occurs in 

children due to suppurative infection of retropha-

ryngeal lymph nodes [17]. Adult retropharyngeal 

abscess is unusual as these lymph nodes de-

generate after the age of five years. In adults, 

retropharyngeal abscess is often pyogenic and 

may result from penetrating injury, endotracheal 

intubation, foreign body or endoscopic proce-

dures [17]. 

Retropharyngeal abscess is a rare entity in 

which Mycobacterium tuberculosis etiology is 

still present. Diagnosis of the retropharyngeal 

abscess and associated cervical Pott disease is 

not simple, because symptoms are subtle and 

tuberculosis remains a “diagnosis dilemma” for 

many doctors.  

Because the early manifestations of head and 

neck tuberculosis (HNTB) are often similar to ne-

oplasms or inflammation and because the 
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systemic symptoms of tuberculosis may not be 

obvious, clinical consideration of HNTB usually 

occurs only after an ineffective anti-inflammatory 

treatment, biopsy, or even surgical resection [14]. 

Simultaneously, head and neck tuberculosis 

may reflect general body conditions, such as a 

comorbidity with malignancy or HIV infection, 

therefore concurrent systemic diseases should 

be investigated when a diagnosis of head and n- 

eck tuberculosis is established [14]. 

Treatment should be based on antitubercular 

medications, while surgery has a role only in se-

lected cases [8]. 

To sum up, tuberculous etiology should always 

be considered, even in the absence of pulmo-

nary involvement, in patients presenting a phar-

yngeal expansive process. The prognosis is fa-

vorable if the diagnosis is made early. 

 

 
Figure 1. T1 weighted –SPAIR image showing prevertebral abscess  

and posterior abscess spreading, with loss of cervical lordosis. 

 

 
Figure 2. T1 weighted-SPAIR sagittal image. 

 

 
Figure 3. T2 weighted sagittal image showing prevertebral abscess 
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