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Case Report

Retropharyngeal Abscess in HIV-Infected Patient
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Abstract
Retropharyngeal abscesses are rare in adults. Retropharyngeal
abscesses are usually Pyogenic. They occur mostly in immune
compromised patients or as a foreign body complication.
Retropharyngeal abscesses can pose an immediate life-threatening
emergency, with potential for airway compromise and other
complications. We present a case of retropharyngeal abscess in HIVinfected patient, without foreign body complication or trauma.
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Background
Retropharyngeal abscesses are rare in adults. They occur mostly in
immune compromised patients or as a foreign body complication.
Retropharyngeal abscess is usually Pyogenic. However, the location
and likely pathophysiology suggest that streptococcal species,
particularly streptococcus pyogenes predominate, followed by
staphylococcus aureus, anaerobes and Gram negative oral flora.
Infections are often polymicrobial. Prior cases reports of methicillinresistant staphylococcus aureus (MRSA) retropharyngeal abscess
have been documented in the literature. We present a case of
retropharyngeal abscess in HIV-infected patient, without foreign
body complication or trauma.

Case Presentation
A 34 year-old HIV patient was admitted with fever and right-sided
neck swelling that begun 2 days before admission. He had no history
of skin abscesses or in family contacts. The neck was erythematous
and tender. The patient had not had recent sick contacts, pet exposure,
or travel. He did not receive antiretroviral drugs. On admission,
body temperature was 39°5C. Physical examination revealed that
his oropharynx was mildly erythematous. His neck was edematous,
erythematous, and tender to palpation. The remainder of the
physical examination was unremarkable. The following laboratory
data were obtained: WBC count 18,500/mm3 with 65% neutrophils;
rapid strep test and throat culture negative; C-reactive protein was
6mg/dL; blood culture showed no growth. CD4 count 350/ml. HIV
viral load: 2000 copies/ml. Computerized tomography of the neck
showed prevertebral/retropharyngeal low attenuation extending
from the first cervical vertebral body inferiorly to the mediastinum.
Incision and drainage of the abscess was performed, and culture
of the purulent material grew Methicillin resistant Staphylococcus
Aureus, which was susceptible to vancomycin. The patient was
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treated parenterally with vancomycin. During the ensuing 10 days,
the patient’s neck swelling decreased in size, and he was sent home
to receive oral clindamycin. Two weeks after discharge, the patient’s
neck swelling and other symptoms had resolved. After 3 months,
complete resolution of the retropharyngeal abscess was observed.

Discussion
We report a case of MRSA-associated retropharyngeal abscess that
occurred in a patient infected with HIV.
Retropharyngeal abscess typically arises secondary to an infection
of the nasopharynx, paranasalsinuses, or middle ear that drains to
the retropharyngeal lymph nodes. 15% of cases of retropharyngeal
abscess occur in children less than 1 year old.
Adult’s retropharyngeal abscesses due to nasal or pharyngeal
infection are rare and usually secondary to trauma, foreign
bodies, or a complication of dental infections [1]. Retropharyngeal
abscesses can pose an immediate life-threatening emergency,
with potential for airway compromise and other complications
[2]. Abscesses in this space can be caused by aerobic organisms
(Streptococci and Staphylococcus Aureus), anaerobic organisms
(Bacteroides and Veillonella), or Gram-negative organisms
(Hemophilus parainfluenzae and Bartonella henselae) [3]. In our
patient we isolated Staphylococcus Aureus. Rare reports of MRSA
as a cause of retropharyngeal abscess. MRSA bacteremia and
surgical sites infections are associated with greater morbidity and
mortality than MSSA infections. The high mortality rate associated
with retropharyngeal abscesses is due to its association with
airway obstruction, mediastinitis, aspiration pneumonia, epidural
abscess, jugular veinous thrombosis, necrotizing fasciitis, sepsis,
and erosion into the carotid artery. The mortality rate was 2.6%
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in a study of 234 adults with deep space infections of the neck
in Germany [4]. The cause of death was sepsis with multiorgan
failure.
Retropharyngeal abscess is more common in males than in females.
The principal symptoms in adults are sore throat, fever, dysphasia,
odynophagia, neck pain and dyspnoea. The most common physical
presentation is posterior pharyngeal oedema, nuchal rigidity,
cervical adenopathy, and stridor [5].The signs of infection may
be lacking in certain situations of immune suppression [6,7]. CT
contributes greatly to the diagnosis. Any suspected retropharyngeal
abscess should be prescribed antibiotics.
There have been rare reports of MRSA as a cause of retropharyngeal
abscess [8]. MRSA will become a more common cause of
retropharyngeal abscess. MRSA bacteremia and surgical site
infections are associated with greater morbidity and mortality,
suggesting that this pathogen may be a more virulent organism
[9-11].To date there has been only rare reports of MRSA as a cause
of retropharyngeal abscess. Community-acquired MRSA becomes
increasingly prevalent, particularly in HIV patients.
The overall incidence of retropharyngeal abscess seems to be
increasing and has been attributed to improved radiologic detection
methods, decreased initial use of antibiotics for oropharyngea
infections, and increased virulence of MRSA. The incidence of
retropharyngeal abscess may be expected to increase further
with an increasing prevalence and virulence of MRSA infections,
particularly in HIV infected patients. The presence of MRSA
Panton-Valentine leukocidin virulence factor has been recently
associated with increased incidence of lower extremity infections
complicated by deep venous thrombosis.
The treatment of retropharyngeal abscess consists of empiric
antibiotic treatment and surgical drainage. Clinicians debate the
need for and timing of surgical drainage in some cases. Historically,
empiric antibiotic treatment has been clindamycin or ampicillin/
sulbactam. Clindamycin may be the most appropriate choice of
therapy for patients who present with deep neck abscesses in region
with a high prevalence of MRSA.
Authors recommend combining it with a surgical drainage of the
collection [12]. In our patient, the puncture of the abscess and the
antibiotics were sufficient to control the collection. The control
of comorbidity is important, which in our study necessitated
antiretroviral.
Methicillin-resistant Staphylococcus aureus (MRSA) is a
preventable infection that can lead to significant morbidity and
mortality among PLHIV.
In the United States, PLHIV have substantially higher incidence of
MRSA infections than the general population (12.3/1,000 person
years compared with 1-2/1,000 person years) [13] and MRSA
remains a substantial reason for hospital admission [14].
Metropolitan areas throughout the country have documented a
substantial increase in MRSA infections [15,16], with an incidence
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5 times greater in PLWH than HIV-uninfected persons within
a large health care system [17]. Despite recent reported declines
in skin and soft tissue infection, PLHIV continue to shoulder a
disproportionate burden of disease [18].
Key risk factors for MRSA colonization and infection have been
identified as a result of these data and include substance abuse
[19,20]; high-risk sexual practices in persons with greater numbers
of sex partners, regardless of sexual orientation; and having a
sexual partner with a known skin infection [21]. Additional risks
for MRSA infection among PLHIV include male sex, incarceration
history [19], lower CD4 counts [16,17,22 ], high viral load [16,23],
recent hospital admission [24], b-lactam antibiotic use [15], lack of
cotrimoxazole prophylaxis [17,23], and known MRSA infection in
the last 12 months [15].
The findings from one study provide new information about
risk factors for MRSA colonization and are particularly relevant
to the ongoing debate regarding body site colonization and
sexual acquisition among this vulnerable population [25]. Use
of HIV antiretroviral therapy (ART) lowered the odds of MRSA
colonization. Although several studies have looked at use of ART
as a risk factor for MRSA [26], 3 of the 4 studies that found any
association did so only in univariate analyses [27-29]. Only 1 study
showed significance in a multivariate analysis, with reduced odds
of MRSA infection when taking ART [23]. Findings [25] suggest
that receiving ART may lower the odds of colonization as well.

References
1. Ngan JH, Fok PJ, Lai EC, Branicki FJ, Wong J (1990) A prospective study
on fish bone ingestion: experience of 358 patients. Annals of surgery
211(4): 459-462.
2. Herzon FS, Martin AD (2006) Medical and surgical treatment of
peritonsillar, retropharyngeal, andparapharynge alabscesses. Current
Infectious Diseases Reports 8(3): 196-202.
3. Brook I (2004) Microbiology and management of peritonsillar,retr
opharyngeal,and parapharynge alabscesses. J Oral Maxillofac Surg
62(12): 1545-1550.
4. Ridder GJ, Technau-Ihling K, Sander A, Boedeker CC (2005) Spectrum
and management of deep neck space infections:an 8-year experience
of 234 cases. Otolaryngology-Head and Neck Surgery 133 (5): 709-714.
5. Pollard BA, El-Beheiry H (1999) Pott’s disease with unstable
cervical spine, retropharyngeal cold abscess and progressive airway
obstruction. Canadian Journal of Anaesthesia 46(8): 772-775.
6. Sato K, Izumi T, Toshima M (2005) Retropharyngeal abscess due to
methicillin-resistant staphylococcus aureus in a case of acute myeloid
leukemia. Internal Medicine 44(4): 346-349.
7. Lee KC, Tami TA, Echavez M, Wildes TO (1990) Deep neck infections
in patients at risk for acquired immuno deficiency syndrome.
Laryngoscop 100(9): 915-919.
8. Grundmann H, aires-de Souza M, Boyce J, Tiemersma E
(2006) Emergence and resurgence of methicillin-resistant
staphylococcus aureus as a public-health threat. Lancet 368(9538):
874-885.
Volume 1; Issue 2; 005

Citation: Benabdellah A, Benabdellah-Bestaoui L, Bachir N, Belharane A, Benabadji A, et al. (2015) Retropharyngeal Abscess in HIVInfected Patient. BAOJ Hiv 1: 005.

Page 3 of 3

9. Cosgrove SE, Qi Y, Kaye KS, Harbarth S, Karchmer AW, et al. (2005) The
impact of methicillin resistance in Staphylococcus aureus bacteremia
on patient outcomes:mortality,length of stay, and hospital charges.
Infect Control Hosp Epidemiol 26(2): 166-174.

19. Popovich KJ, Hota B, Aroutcheva A, Kurien L, Patel J, et al. (2013)
Community-associated methicillin-resistant Staphylococcus aureus
colonizationburden in HIV-infected patients. Clin Infect Dis 56(8):
1067-1074.

10. Cosgrove SE, Sakoulas G, Perencevich EN, Schwaber MJ, Karchmer
AW, et al (2003) Comparison of mortality associated with methicillinresistant and methicillin-susceptible staphylococcus aureus
bacteremia :a meta-analysis. Clin Infect Dis 36(1): 53-59.

20. Al Rawahi GN, Schreader AG, Porter SD, Roscoe DL, Gustafson R, et
al. (2008) Methicillin-resistant Staphylococcus aureus nasal carriage
among injection drug users: six years later. J ClinMicrobiol 46(2): 477479.

11. Engmann JJ, Carmeli Y, Cosgrove SE, Fowler VG, Bronstein MZ, et
al. (2003) Adverse clinical and economic outcomes attributable to
methicillin resistance among patients with staphylococcus aureus
surgical site infection. Clin Infect Dis 36(5): 592-598.

21. Huang H, Cohen SH, King JH, Monchaud C, Nguyen H, et al. (2008)
Injecting drug use and community-associated methicillin-resistant
Staphylococcus aureus infection. Diagn Microbiol Infect Dis 60(4):
347-350.

12. Wang LF, Kuo WR, Tsai SM, Huang KJ (2003) Characterizations of lifethreatening deep cervical space infections: a review of one hundred
ninety-six cases. American journal of Otolaryngology 24(2): 111-117.

22. Lee NE, Taylor MM, Bancroft E, Ruane PJ, Morgan M, et al. (2005) Risk
factors for community-associated methicillin-resistant Staphylococcus
aureus skin infections among HIV-positive men who have sex with
men. Clin Infect Dis 40(10): 1529-1534.

13. Crum-Cianflone N, Weekes J, Bavaro M (2009) Recurrent communityassociated methicillin-resistant Staphylococcus aureus infections
among HIV-infected persons: incidence and risk factors. AIDS Patient
Care STDS 23(7): 499-502.
14. Crum-Cianflone NF, Grandits G, Echols S, Ganesan A, Landrum M, et
al. (2010) Trends and causes of hospitalizations among HIV-infected
persons duringthe late HAART era: what is the impact of CD4 counts
and HAART use? J Acquir Immune DeficSyndr 54(3): 248-57.
15. Diep BA, Chambers HF, Graber CJ, Szumowski JD, Miller LG, et al.
(2008) Emergence of multidrug-resistant, community-associated,
methicillin-resistant Staphylococcus aureus clone USA300 in men
who have sex with men. Ann Intern Med 148(4): 249-257.
16. Crum-Cianflone NF, Burgi AA, Hale BR (2007) Increasing rates of
community-acquired methicillin-resistant Staphylococcus aureus
infections among HIV-infectedpersons. Int J STD AIDS 18(8): 521-526.
17. Skiest DJ, Brown K, Cooper TW, Hoffman-Roberts H, Mussa HR, et
al. (2007) Prospective comparison of methicillin-susceptible and
methicillin-resistantcommunity-associated Staphylococcus aureus
infections in hospitalized patients. J Infect 54(5): 427-434.
18. Delorenze GN, Horberg MA, Silverberg MJ, Tsai A, Quesenberry
CP, et al. (2013) Trends in annual incidence of methicillin-resistant
Staphylococcus aureus(MRSA) infection in HIV-infected and HIVuninfected patients. Epidemiol Infect 141(11): 2392-2402.

23. Mathews WC, Caperna JC, Barber RE, Torriani FJ, Miller LG, et al.
(2005) Incidence of and risk factors for clinically significant methicillinresistant Staphylococcus aureus infection in a cohort of HIV-infected
adults. J Acquir Immune Defic Syndr 40(2): 155-60.
24. Drapeau CM, Angeletti C, Festa A, Petrosillo N (2007) Role of previous
hospitalization in clinically-significant MRSA infection among HIVinfected inpatients: results of a case-control study. BMC Infect Dis 7:
36.
25. Farley JE, Hayat MJ, Sacamano PL, Ross T, Carroll K (2015) Prevalence and
risk factors for methicillin-resistant Staphylococcus aureus in an HIVpositive cohort. American Journal of Infection Control 43(4): 329-335.
26. Peters PJ, Brooks JT, McAllister SK, Limbago B, Lowery HK, et al. (2013)
Methicillin-resistant Staphylococcus aureus colonization of the groin
and riskfor clinical infection among HIV-infected adults. Emerg Infect
Dis 19(4): 623-629.
27. Shadyab A, Crum-Cianflone N (2012) Methicillin-resistant
Staphylococcus aureus(MRSA) infections among HIV-infected persons
in the era of highly active anti retroviral therapy: a review of the
literature. HIV Med 13(6): 319-332.
28. Hidron AI, Moanna A, Rimland D (2011) The rise and fall of methicillinresistant Staphylococcus aureus infections in HIV patients. AIDS
25(7): 1001-1003.
29. Ramsetty SK, Stuart LL, Blake RT, Parsons CH, Salgado CD (2010)
Risks for Methicillin resistant Staphylococcus aureus colonization or
infection among patients with HIV infection. HIV Med 11(6): 389-394.

BAOJ Hiv, an open access journal					

Volume 1; Issue 2; 005

