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A Rare Surgical Emergency in Geriatric Patient:

Epiglottic Abscess

Geriatrik Hastada Gelisen Nadir Bir Cerrahi Acil: Epiglot Apsesi
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ABSTRACT Epiglottic abscess is a rare complication of acute epiglot-
titis that can lead to upper airway obstruction and is fatal if not diag-
nosed early and treated. Common symptoms include dysphagia,
odynophagia, dysphonia, stridor and fever. Fiberoptic laryngoscopy
and contrast-enhanced neck computed tomography are the most com-
mon methods of diagnosis. In the treatment of this complication, the
airway should be secured initially, abscess should be drained then and
intravenous antibiotherapy should be administered. In the present study,
we discuss our approach to epiglottic abscesses through a geriatric pa-
tient who underwent an emergency operation for epiglottic abscess and
was treated successfully.
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OZET Epiglot apseleri, akut epiglottinin iist havayolu obstriiksiyo-
nuna neden olabilen, erken tan1 ve tedavi uygulanmazsa mortal seyre-
den nadir bir komplikasyonudur. Sik goriilen semptomlar; disfaji,
odinofaji, disfoni, stridor ve ates yiiksekligidir. Tanida en sik fiberop-
tik larinks endoskopisi ve kontrastli boyun bilgisayarli tomografisin-
den faydalanilir. Tedavide oncelikle havayolu giivene alinmals,
takiben apse drene edilip intravendz antibiyoterapi verilmelidir. Bu
calismada, epiglot apsesi nedeniyle acil operasyona alinip basariyla
tedavi ettigimiz geriatrik hasta iizerinden epiglot apselerine yaklasimi
ele aldik.

Anahtar Kelimeler: Apse; drenaj; epiglottit; geriatri; trakeostomi

Epiglottic abscess (EA) is a rare complication of
acute epiglottitis with an annual incidence of 1 in
100,000 adults.' Its mortality rate varies from 7% to
30%.3-> This complication carries a risk of obstruc-
tion in the upper airways, so early intervention is crit-
ical.!® In addition to anamnesis, laryngoscopy and
contrast-enhanced neck computed tomography (CT)
are important in diagnosis.># In its treatment, the air-
way should be secured initially, abscess should be
drained then and intravenous (IV) antibiotherapy
should be administered."*”# Emergency intubation or
tracheotomy may be required in patients with severe
symptoms because of obstruction.’

In this case report, we discuss a case of EA ob-
structing the upper airways in a geriatric patient, in
the light of the literature.

I CASE REPORT

A 73-year-old male patient was admitted in our clinic
with the complaint of dysphagia for three days. The
patient initially had difficulty swallowing solid foods
only; however, on the last day, he started having dif-
ficulty swallowing liquid foods as well. Moreover, he
stated that his voice was hoarse and he had difficulty
breathing. The patient had a smoking history of 60
pack years, and remaining of the anamnesis was un-
remarkable. Physical examination of the patient re-
vealed that his voice was hoarse and there was an
accumulation of saliva in the mouth. In flexible
fiberoptic endoscopy, a mass lesion starting from the
free margin of the epiglottis, filling both sides of the
vallecula epiglottica and covering the vestibule of the
larynx by 90%, was observed (Figure 1). Movements
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FIGURE 1: Flexible fiberoptic endoscopy view of epiglottic abscess (A) and vocal
cords (B) at admission. The white arrow indicates the epiglottic abscess and the
black arrow indicates the base of tongue (A).

of the vocal cords were normal. The patient’s blood
pressure was 120/70 mmHg, fever 36.6 °C, pulse
80/min, respiratory rate 16/min and SpO, 94%.
Blood test results were as follows: leukocyte
16x10%/uL, neutrophil 14.2x10%/uL, lymphocyte
1x103%/uL, haemoglobin 15.6 g/dL and CRP 257.47
mg/L. Routine biochemical tests were normal. Con-
trast-enhanced neck CT was performed with the pre-
diagnosis of EA. An infected mass of 38%27 mm was
observed, starting from the level of the epiglottis and
extending laterally to the left palatine tonsillar level
and both aryepiglottic folds, showing peripheral en-
hancement in loculated appearance (Figure 2). The

FIGURE 2: Contrast-enhanced neck computed tomography images [white arrows indicate the abscess (A, B, C, D) and black arrow indicates the part of the abscess ex-

tending to the left parapharyngeal area (B)].



FIGURE 3: Intra-operative view of marsupialisation of abscess wall on lingual face
of the epiglottis. The white arrow indicates the marsupialised abscess wall, black
arrow indicates the purulent material and asterisk indicates the base of tongue.

drainage of the abscess was planned under general
anaesthesia, and the patient was intubated with a
video laryngoscope. The abscess wall on the lingual
face was marsipulated with direct laryngoscopy (Fig-
ure 3). During this procedure, abscess culture and
biopsy were taken. Tracheotomy was performed due
to the risk of oedema, bleeding and abscess relapse
in the post-operative period. With the recommenda-
tion of the Infectious Diseases Clinic, ampicillin-sul-
bactam at a dose of 4x1.5 g (IV) was started.
Nutrition was administered to the patient with a na-
sogastric tube in line with the recommendations of
the Nutrition Unit. Abscess culture was negative, but
biopsy result revealed abscess and necrotising in-
flammation. The patient was followed up with [V an-
tibiotherapy for 10 days, and daily vallecula
epiglottica aspiration was performed (Figure 4). Na-
sogastric tube was removed on post-operative day 5,

and tracheotomy was closed. He was discharged on
post-operative day 10. In the first-month follow-up,
the patient had no complaints, and physical exami-
nation was normal as well.

Informed consent was obtained from patient.

I DISCUSSION

Epiglottitis is an acute-onset infective condition that
poses a risk of obstruction in the supraglottic area.'’
Besides epiglottis, arytenoids, aryepiglottic folds and
vallecula epiglottica may also be affected.!> The
causative agents are generally bacteria, and
Haemophilus influenzae type B is primarily respon-
sible.>¥!! Other bacteria such as Streptococcus pneu-
moniae, B-haemolytic streptococci, Staphylococcus
aureus and Klebsiella pneumoniae as well as some
viral and fungal agents can also cause epiglottitis.*!2
Although it is typically known as a pediatric disease
in children aged between 2-6 years, with the spread
of H. influenzae type B vaccine, a decrease in the pe-
diatric incidence of epiglottitis has been observed.>®
""Studies on its incidence in adults have yielded
different results, suggesting that the frequency re-
mains constant or increases.>*! The annual inci-
dence in adults is approximately 1/100,000."* The
average age of incidence among adult patients is 45
years, and it occurs three times more commonly in
males than in females.!? Diabetes mellitus was found
to be the most common chronic disease accompany-
ing epiglottitis, but no comorbidity was found in
most patients.’

EA is a rare complication of acute epiglottitis.'**
Studies on the incidence of abscess formation have

FIGURE 4: Images of the larynx endoscopies performed in the post-operative period. (A: Post-operative day 1, healing tissue is seen in the surgical area; B: Post-opera-
tive day 4, image showing aspiration of vallecula epiglottica; C: Post-operative day 10, endoscopy image taken on the day the patient was discharged).



found a wide range between 0% and 29%.>!! Lee et
al. examined patients with acute epiglottitis with rou-
tine CT and found abscess in 22% of them.’ Acute
epiglottitis causes symptoms later in adults with
larger airways than in children, which delays the ini-
tiation of treatment; therefore, EA usually occurs in
adults.*® Although the mortality rate of EA was found
to be approximately 30% in previous studies, this rate
was approximately 7% in some recent studies.*”

Common symptoms in patients are dysphagia,
odynophagia, dysphonia, stridor, fever, pharyngo-
cervical pain and cervical lymphadenopathy.!”!! As
EA occurs, the symptoms are exacerbated, and the
risk of airway obstruction increases; complete ob-
struction may occur within 12 hours.!® The diagnosis
is usually made by anamnesis and laryngeal en-
doscopy.! It primarily occurs on the lingual face of
the epiglottis, which is thought to be caused by the
weak attachment of the mucosa to the cartilage in this
area.! Abscess should be suspected in case of asym-
metry in the epiglottis and in the presence of yellow-
red mucosa.' Lateral neck radiographs and CT can be
used for diagnosis.”® As fiberoptic laryngoscopes
give faster and more accurate results, radiological ex-
aminations are secondary.”® Radiological examina-
tions should be performed when the patient is stable
and the airway is safe.® Although finding the thumb
sign on direct radiographs indicates epiglottitis, CT
is very useful in distinguishing abscess.® Laryngitis,
deep neck abscess, peritonsillar abscess, lingual ton-
sillitis, foreign bodies, and infected epiglottic cysts
should be considered in the differential diagnosis of
EA 1,13

Securing the airway, drainage of the abscess
(drainage by needle aspiration or incision) and IV
antibiotherapy are the basis of the treatment.!*" Pa-
tients with severe airway symptoms may require in-
tubation, tracheotomy or cricothyrotomy.’
Corticosteroids may be preferred to reduce supra-
glottic inflammation and airway obstruction, but
there is no consensus among studies on this sub-
ject.”® After drainage, laryngoscopy should be per-
formed at regular intervals, and obstruction should
be monitored.® Owing to the possibility of relapse,
patients who underwent tracheotomy should be

closely monitored 2-4 days before decannulation.®

Culture should be taken during drainage, and an-
tibiotherapy should be revised according to the cul-
ture result. Abscess culture results mostly indicate
polymicrobial growth.” Blood cultures are 75%-95
negative.*

Despite the absence of fever in our patient, the
short duration of the complaints made us primarily
consider epiglottitis and EA in the differential di-
agnosis. EA might be misdiagnosed by confusing
with epiglottic malignant masses, especially in el-
derly smokers. In this case, elective laryngeal
biopsy should be performed instead of emergency
surgery. At this point, anamnesis constitutes the
key point in differential diagnosis. Despite the high
CRP level and neutrophil predominated leucocyto-
sis, the lack of fever response may be related to the
immune system changes in the geriatric popula-
tion.'* Geriatric patients are more susceptible to air-
way obstruction; therefore, we think that early
diagnosis and treatment are more important in this
patient group. Furthermore, dysphagia and
odynophagia may continue in these patients during
the healing period because of the effects of abscess
and surgery. Nutritional deterioration in geriatric
patients weakens the immune response to infec-
tion.!> Regarding nutritional support, we supplied
nutrition to our patient through a nasogastric tube in
the first five days, following the recommendations
of the Nutrition Unit.
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