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DESCRIPTION
A 65-year-old man with a history of rectal cancer
surgery presented to the emergency department,
with fever and arthralgia in the neck, radiating to
the shoulder, since the previous day. Although the
origin of the fever was unknown, he was eventually
admitted to the hospital because of disability and
then treated with broad antibiotics. On day 3, his
symptoms became concentrated at the back of his
throat. He experienced laboured breathing and
respiratory distress. He was also drooling and his
voice was muffled. Acute epiglottitis was suspected,
and a lateral soft-tissue radiograph (figure 1A) and
CT (figure 1B) showed a swollen epiglottis, which
is termed as the ‘thumb sign’ (figure 1A, B; arrow),
and narrowed vallecula (figure 1A, B; arrow head),
consistent with acute epiglottitis.
After referring him to otolaryngology, an emer-

gency surgical tracheostomy with local anaesthesia
was performed under the diagnosis of acute
epiglottitis. Two sets of blood cultures, collected
immediately after hospitalisation, tested positive for
Streptococcus gordonii, after several days, and anti-
biotics were de-escalated depending on the sensitiv-
ity of the culture report, and continued for 2 weeks.
After verifying improved symptoms and diminished
inflammation by repeated laryngoscopy, the trache-
ostomy site was closed and the patient discharged
from the hospital, with no further events.
Acute epiglottitis is a cellulitis of the epiglottis

and adjacent tissues that, without treatment, can
rapidly progress to life-threatening conditions
because of airway obstruction.1 Common symp-
toms of epiglottitis include sore throat, muffled

voice, laboured breathing and respiratory
distress.1 Although laryngoscopy is the most
accurate method to establish a diagnosis, lateral
soft-tissue radiography of the neck also has a
high sensitivity of 88%.2 Findings include
swollen epiglottis (ie, thumb sign), thickened
aryepiglottic folds and obliteration of the epi-
glottic vallecula.3

Epiglottitis is associated with a broad range of
pathogens as well as non-infectious causes in
adults. Among cases in which a pathogen is identi-
fied, Haemophilus influenzae, Streptococcus pneu-
moniae, Staphylococcus aureus and β-hemolytic
streptococci are among the most common infective
organisms.1

This patient did not exhibit the typical symptoms
of acute epiglottitis but only had fever and
neck-to-shoulder pain at the beginning of hospital-
isation. Typical symptoms, such as respiratory dis-
tress or, particularly, drooling and muffled voice,1

appeared since hospital day 3, and these symptoms
then rapidly progressed. It is uncommon and note-
worthy that not haemophilus influenzae type B,
which deteriorates epiglottitis particularly rapidly,4

but S. gordonii, which is commonly known as an
oral commensal bacteria,5 was assumed to be the
causative pathogen and rapidly increased the risk of
airway obstruction in this case.
It is important to perform an ear, nose and

throat examination for fever of unknown origin
and, although sometimes difficult, early recognition
of the clinical condition and prompt airway inter-
vention in cases of airway obstruction are crucial to
avoid a possibly fatal outcome.

Figure 1 (A and B) Swollen epiglottis, termed as ‘thumb sign’ (A and B; arrow), and narrowed vallecula (A and B;
arrow head), are consistent with acute epiglottitis.

Takata M, et al. BMJ Case Rep 2016. doi:10.1136/bcr-2016-214742 1

Images in…
 on 16 M

ay 2023 by guest. P
rotected by copyright.

http://casereports.bm
j.com

/
B

M
J C

ase R
eports: first published as 10.1136/bcr-2016-214742 on 31 M

ay 2016. D
ow

nloaded from
 

http://crossmark.crossref.org/dialog/?doi=10.1136/bcr-2016-214742&domain=pdf&date_stamp=2016-05-30
http://casereports.bmj.com
http://casereports.bmj.com/


Learning points

▸ Epiglottitis is caused by inflammation and swelling of the
epiglottis, and is usually caused by infection.

▸ Presenting features of epiglottitis include sore throat,
muffled voice, laboured breathing and respiratory distress.

▸ It is important to perform an ear, nose and throat
examination for fever of unknown origin and, although
sometimes difficult, early recognition of the clinical
condition and prompt airway intervention in cases of airway
obstruction are crucial to avoid a possibly fatal outcome.
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