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Introduction

Epiglottitis is a potentially life-threatening condition characterized 
by inflammation of the epiglottis, which can lead to a mortality 
rate of 10% in adults (1). This condition can progress to airway 
obstruction and respiratory failure (1). Patients with epiglottitis 
typically present with sudden onset of severe sore throat, 
dysphagia, stridor, retractions, and cyanosis (2). Prompt diagnosis 
and management are essential for preventing airway compromise 
and respiratory failure (2). We report a case of a 34-year-old man 
with a complaint of dysphagia and severe pharyngodynia who, 
after close examination and workup, was found to have epiglottitis 
with an epiglottic abscess (EA). We discuss the diagnostic approach 
to such cases and prompt management of critical condition to 
avoid possible complications.

Case Report

A 34-year-old previously healthy male presented to the 
emergency department with a 2-day history of dysphagia and 
severe pharyngodynia. Prior to his presentation, the patient 
had received antibiotics and antipyretics at a private healthcare 
facility; however, no significant improvement in his symptoms 
was observed. The patient experienced difficulty tolerating oral 
intake and reported hoarseness and a “hot potato” voice. He had 

no known drug allergies and a non-significant medical history. 
The patient denied any history of alcohol or tobacco use. Upon 
reviewing his body systems, he reported fever and chills but 
denied visual disturbances, headaches, vomiting, or nausea, and 
had no other complaints.

Upon examination, the patient appeared unwell and dehydrated. 
Anterior neck examination revealed tenderness, particularly on 
the right side. Throat examination using a tongue depressor 
revealed no significant inflammation or erythema. The patient 
could move his neck without signs of meningism. Ear, nose, 
and throat examinations were unremarkable. The differential 
diagnosis included retropharyngeal abscess, pharyngitis, and 
epiglottitis.

Laboratory testing revealed a white blood cell count of 22.07x109/L, 
a neutrophil count of 18.45x109/L, and an elevated C-reactive 
protein level of 174 mg/L. Urea and electrolyte levels were within 
normal limits. A lateral soft tissue neck X-ray (Figure 1) displayed 
a thumbprint sign, indicative of swollen epiglottis. The case was 
discussed with the on-call ear, nose, and throat physician, who 
advised obtaining a computed tomography (CT) scan with contrast 
to rule out an abscess. The neck CT scan with contrast (Figure 2) 
revealed diffusely swollen epiglottis with peripheral enhancing 
hypodensity measuring 3 cm 2.8 cm, consistent with an EA.
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The patient was taken to the operating theater as a level 
1 patient, where he was intubated by an anesthetist using 
fiberoptic intubation. Incision and drainage of the EA were 
performed under direct laryngoscopy (Figure 3). Postoperatively, 
the patient was admitted to the surgical intensive care unit for 72 
h while intubated. He received intravenous (IV) dexamethasone, 
cefepime, and metronidazole. Extubation was performed when 
the inflammatory markers showed marked improvement, and 
repeated CT demonstrated complete resolution of the previously 
observed EA (Figure 4). Tissue culture results revealed K. 
pneumoniae and Escherichia coli.

Discussion

EA, with an incidence of 4%, is generally considered an 
uncommon complication of acute epiglottitis (also referred to as 
supraglottitis). EA predominantly affects males, and compared 
withchildren, adults are more likely to experience neck 
discomfort and voice changes as additional symptoms (3). Voice 
alterations are more commonly reported by patients with EA 
(4), whereas sore throat is the most prevalent symptom in other 
studies, followed by dysphagia, voice change, and dyspnea (5,6).

Pre-existing diabetes mellitus is a potential risk factor for the 
development of acute epiglottitis and EA, particularly in males 
aged 35 to 64 years. A history of foreign body ingestion is another 
risk factor for EA (7), as is incomplete vaccination, particularly for 
H. influenzae type B.

The diagnosis of epiglottitis relies on the physician’s suspicion 
along with the patient’s acute clinical presentation. If there are 
signs of airway compromise, a lateral neck X-ray may confirm the 
condition through the “thumb sign” but is not always necessary. 
In cases where initial imaging is inconclusive, flexible fiberoptic 
laryngoscopy in the operating room may be considered. When 
an EA is suspected, a CT scan is an appropriate diagnostic test for 
stable patients (8).

The primary management step for epiglottitis is airway protection 
(9). Delayed or inadequate treatment may lead to life-threatening 
airway obstruction (9). Patients who present with clinical 
features of airway obstruction or have been diagnosed with EA 
should be transported to the operating room for further airway 
management and drainage, often following tracheal intubation 
(9). Antibiotic overuse, potentially leading to the development 
and spread of antimicrobial resistance, may contribute to the 
occurrence of EA. Epiglottitis with EA is more complex and 
challenging to treat than pure epiglottitis.

Various treatments have been described in the literature, 
including incision and drainage under general anesthesia (10,11), 
spinal needle aspiration (12,13), and other therapies that serve 
as alternatives or adjuncts to antibiotic therapy (10-13). However, 
no consensus has been reached regarding the optimal treatment 
approach for EA.

A recent study reported that individuals with EA who were 
treated with antibiotics and indirect laryngeal biopsy forceps 
experienced shorter hospital stays and faster symptom relief 
than those who received medication alone. The use of laryngeal 
biopsy forceps under local anesthesia instead of general 
anesthesia for treating EA was found to be more practical, 
simpler, and inexpensive (13).

Figure 1. Lateral neck X-ray demonstrating the thumbprint sign, 
indicative of swollen epiglottis

Figure 2. Contrast-enhanced computed tomography scan revealing 
epiglottitis accompanied by an epiglottic abscess
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Conclusion

In conclusion, this case report underscores the importance 
of maintaining a high index of suspicion for EA as a potential 
complication of epiglottitis, particularly in adult males. Prompt 
diagnosis and management, including securing the airway, 

administering IV antibiotics, and performing surgical drainage, 
are crucial in preventing life-threatening complications and 
ensuring a favorable outcome for the patient. Clinicians should 
be vigilant for symptoms such as severe sore throat, dysphagia, 
odynophagia, fever, and rapid progression of symptoms in the 
context of known or suspected epiglottitis. Collaboration among 
emergency physicians, intensivists, and otolaryngologists is 
essential to provide timely and effective care to these patients. 
Further research is needed to better understand the risk factors, 
optimal management strategies, and long-term outcomes of 
patients with EAs.
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Figure 3. Intraoperative findings using a laryngoscope, displaying epiglottitis with an epiglottic abscess. A) Pre-intubation. B) Pre-incision 
and drainage. C) Post-incision and drainage

Figure 4. Contrast-enhanced computed tomography scan 
presenting near-complete resolution of the epiglottic abscess 
(sagittal view)
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