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Case Report

Abstract

2

Retropharyngeal (RP) abscess is rarely encountered
in adults. Still rare is an abscess of tubercular etiology especially without involvement of the underlying
cervical spine. We present a case of an immunocompetent woman with a tubercular RP abscess diagnosed
on contrast-enhanced cervical computed tomography
and confirmed on cytology. Another interesting feature was an aberrant RP course of the internal carotid
arteries in this patient. This case report stresses the
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Retropharyngeal (RP) space is a potential space
between the prevertebral fascia and the pharyngeal
constrictor muscles. An abscess usually develops
following suppurative lymphadenitis in association
with an upper respiratory tract infection (1). Owing to the abundance of RP lymph nodes in children, most of the cases are in less than 6 years old.
Lymph nodes regress as the child grows; therefore,
this entity is rarely encountered in adults. If present, it may result from a local trauma or an adjacent disease process (2). A high degree of clinical
suspicion and a prompt and accurate diagnosis are
crucial for early management.
Aberrant RP course of internal carotid artery
(ICA) is a very rare cause of RP swelling, usually
presenting as a pulsatile pseudotumor, but may be
misdiagnosed as peritonsillar abscess or parapharyngeal neoplasm (3). Very few cases have been
reported in the literature describing this anomaly,
but its detection is very important to reduce the
risk of life-threatening hemorrhagic complications, especially in situations requiring pharyngeal

importance of imaging in establishing an unexpected diagnosis of an RP abscess, suggesting its likely
cause, and also in demonstrating the aberration in
regional vascular anatomy, and warns the clinician
of life-threatening hemorrhagic complication in the
event of any diagnostic or therapeutic intervention.
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surgery or abscess drainage (3-5). Commonly, contrast-enhanced computed tomography (CECT) is
performed to evaluate the pathomorphology and
the vascular anatomy in the region and should
always be done before any intervention. Here we
present a case of chronic tubercular RP abscess
with an RP course of bilateral ICAs.

Case Presentation

A 30-year-old woman complained of pain, foreign body sensation, and feeling a lump in the
throat along with occasional low-grade fever for
4-5 months. A bulge was present in the posterior pharyngeal wall with normal overlying mucosa.
Neck palpation revealed small, non-tender, soft to
firm lymph nodes. The cervical spine was normal.
Routine investigations showed an increased erythrocyte sedimentation rate (30 mm/h). A clinical
diagnosis of cervical nodal tuberculosis was made,
and the patient was referred for a radiological
work-up.
Plain radiograph of the neck in lateral view revealed
prevertebral soft tissue enlargement (Figure 1)
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with no calcification or air. The skull base and the vertebrae appeared normal. Paranasal sinuses were clear. Ultrasound of the
neck revealed well-defined rounded hypoechoic lesions with
distal acoustic enhancement suggestive of necrotic lymph nodes.
CECT of the neck demonstrated a well-defined, hypoechoic,
4.9×3.2 cm lesion with peripheral enhancement in the RP space
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(Figure 2). The prevertebral muscles and the cervical vertebrae
were normal. Rounded necrotic lymph nodes displaying a peripheral echogenic rim and hypoechoic center were present bilaterally, with the largest measuring 2.1×1.5 cm at level II on
the left side (Figure 3). The rest of the soft tissue structures were
normal. Imaging diagnosis of RP abscess with cervical lymphadenopathy was made. Necrosis suggested a tubercular etiology
though chest radiograph did not reveal any active or healed tubercular lesions. Bilateral ICA had an aberrant course in the RP
space adjacent to the abscess (Figure 4, 5). Ultrasound-guided
fine needle aspiration cytology was attempted from the lymph
nodes, revealing granulomas suggestive of tuberculosis (Figure 6).

Figure 1. Plain lateral radiograph of the neck showing widening of
the prevertebral soft tissue stripe (yellow arrow), causing a smooth
indentation on the nasopharyngeal and oropharyngeal air columns.
No calcification or air lucencies are seen within the soft tissue
swelling. The skull base, the vertebrae, and other visualized bones do
not reveal any abnormality

Figure 3. Axial contrast-enhanced CT image at a lower level
revealing enlarged level II cervical lymph node (red arrow) on the
left side with a left-sided retropharyngeal abscess (blue arrow)

Figure 2. Axial contrast-enhanced CT of the neck showing a
well-defined, hypoechoic lesion with peripheral enhancement in
the retropharyngeal space on the left side (red arrow) revealing an
abscess. The lesion causes partial obliteration of the oropharynx with
displacement of the tonsillar fauces anteriorly (*) and obliteration of
the left parapharyngeal space

Figure 4. Coronal contrast-enhanced CT image showing an
aberrant retropharyngeal course of the right internal carotid artery
(red arrow) lying close to the retropharyngeal abscess on the left
side (blue arrow)
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No attempt was made to aspirate the RP abscess. Following the
dictum of a single disease process and similar imaging findings
for the abscess and the lymph nodes, the abscess was assumed
to be tubercular in origin. An anti-tubercular treatment was instituted. The patient became asymptomatic after 15 days and
showed resolution of lymphadenopathy on completion of the
intensive phase (2 months with rifampicin, isoniazid, pyrazinamide, and ethambutol). Thereafter, a continuation phase with
rifampicin, isoniazid, and ethambutol for four months was giv-

Figure 5. Axial maximum intensity projection image showing an
aberrant retropharyngeal course of the internal carotid arteries on
both sides (red arrows) with a left-sided retropharyngeal abscess
(blue arrow)

Figure 6. Low-power magnification (X100) of May–Grünwald–
Giemsa-stained smear showing granuloma (red arrow) in a necrotic
background that is suggestive of tuberculosis

en. Written informed consent was obtained from the patient for
this publication of this report.

Discussion

Retropharyngeal space is bounded by buccopharyngeal fascia
anteriorly, prevertebral fascia posteriorly, and carotid sheaths
laterally. It extends from the skull base to the mediastinum inferiorly and serves as a conduit for the spread of diseases from
the neck into the chest. Acute RP abscess is usually pyogenic and occurs frequently in children because of the abundant
RP lymph nodes that undergo suppuration due to the spread of
infection from the upper respiratory tract (6). As these lymph
nodes usually disappear after 4-5 years of age, RP abscess is not
encountered in adults (6). However, it may occur secondary to
pharyngeal/esophageal perforation or sepsis following a penetrating injury of the pharyngeal wall (7). Chronic RP abscesses
are rare in immunocompetent adults (8), and their tubercular
etiology is still rarer (2). Tubercular RP abscess is usually secondary to extension from the prevertebral collection in association with Pott’s spine. In rare cases, RP abscess may occur due
to lymphatic spread to a persistent RP lymph node or hematogenous spread from pulmonary tuberculosis (7). The absence
of vertebral or pulmonary tuberculosis eliminates the possibility
of direct or hematogenous spread, respectively, and supports the
hypothesis of retrograde lymphatic spread to the persistent RP
lymph nodes.
The high mortality rate in RP abscesses is due to complications,
such as airway obstruction, mediastinitis, aspiration pneumonia,
epidural abscess, jugular venous thrombosis, necrotizing fasciitis, sepsis, and carotid artery erosion (9). Therefore, early diagnosis and urgent medical and surgical management are crucial.
However, surgery or intervention should only be attempted after
CECT examination of the neck has shown the extent of the
disease and its relationship to the vascular structures. The radiologist should take note of any vascular anomaly in the neck and
highlight the same in the report.
The incidence of an aberrant carotid artery is <0.2% (4). Both
common carotid arteries are deeply situated at the root of the
neck, become more superficial in the carotid triangle, and divide into the external and internal carotid arteries. The ICA
is accompanied by the internal jugular vein and the vagus
nerve courses within the carotid sheath along the pharynx to
reach the skull base, where it enters the middle cranial fossa
through the carotid canal. In the suprahyoid location, the carotid sheath does not have complete anatomical boundaries
and may potentially communicate with the para- or RP space
(10). Munoz et al. (4) reported a complete RP course of carotid arteries and termed them “kissing carotids.” It is especially
dangerous when the ICA comes in contact with the tonsillar
fossa or the posterior pharyngeal wall, and may cause massive
hemorrhage during tonsillectomy, uvulopalatopharyngoplasty,
or incision and drainage of a peritonsillar or an RP abscess (3).
Therefore, awareness of an aberrant ICA will prevent vascular
trauma during surgical, interventional, or anesthesia-related procedures. Our case report highlights the importance of
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CECT in identifying an aberrant vascular anatomy in association with a rare RP presentation of a tubercular abscess in
an adult in the absence of Pott’s spine. In addition, it helps in
selecting a safe site for obtaining the tissue for establishing
the diagnosis.

Conclusion

Retropharyngeal abscess is rare in adults, and a tubercular etiology occurring in the absence of Pott’s spine is the rarest presentation. A possibility of tuberculosis should be considered
when the clinical and/or radiological features are suggestive,
especially in an endemic region. CECT plays an important role
in diagnosing and detecting imminent complications. If present,
aberrant RP ICA requires a cautious approach in candidates requiring interventions of the RP region in order to avoid massive
life-threatening hemorrhage.
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