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DESCRIPTION

A 72-year-old man presented following an unremarkable oesophago-gastro-duodenoscopy for
dysphagia and weight loss. Hours after, he developed a sore throat and restricted neck movements.
He presented 4 days later, lethargic and febrile
with worsening dysphagia to solids. Flexible nasendoscopy exhibited fullness of the posterior nasopharynx and pooling of saliva around the right
supraglottis, and so a contrast-enhanced CT scan of
the neck and thorax was performed (figure 1). This
demonstrated fatty stranding around the longus
colli muscle fibres suggesting a diagnosis of retropharyngeal calcific tendinitis. While no definite
calcifications were visualised, it was thought to be
too early in the disease process for these to manifest. A shallow retropharyngeal collection from the
anterior arch of the atlas to the upper border of
C3 vertebra was also identified, with no significant peripheral enhancement nor any mediastinal
extension.
However, clinical assessment and multidisciplinary discussion favoured an infective cause,
precipitated by iatrogenic trauma following
upper gastrointestinal endoscopy. The patient was
spectrum antibiotics and
commenced on broad-
blood cultures soon yielded Staphylococcus aureus.

Figure 2 Contrast-enhanced CT neck, interval of 5
months. Axial view; erosion of right atlanto-occipital joint.
His symptoms improved significantly with 3 days
of intravenous dexamethasone and over 2 weeks of
intravenous antibiotics (flucloxacillin for 5 days then
teicoplanin on an outpatient parenteral antibiotic
therapy (OPAT) basis for 12 days). Unfortunately,
he subsequently experienced progressive neck pain
and was re-admitted 4 months after cessation of this
course of antibiotics. An interval CT scan and MRI
identified upper cervical and skull base osteomyelitis, with bony erosion most prominent at C1, C2
and the right sided atlanto-occipital joint (figure 2).
A retropharyngeal phlegmon was again present,

Patient’s perspective

© BMJ Publishing Group
Limited 2022. No commercial
re-use. See rights and
permissions. Published by BMJ.
To cite: Rajdev K, Shahidi S,
Goh S, et al. BMJ Case
Rep 2022;15:e247977.
doi:10.1136/bcr-2021247977

Figure 1 Contrast-enhanced CT neck at index
admission. Axial view; prevertebral, retropharyngeal fluid
collection without peripheral enhancement around the
upper border of C3 vertebra.

The aftermath has taken up the better part of my
life this year. My situation has impacted upon me in
a number of ways, all in equal measure.
Stress and worry have been in the background
throughout, as I was concerned that the outcome
looked bleak.
The not knowing if the infection (Staphylococcus
aureus), could be eradicated, and how much
damage would I be left with, and what quality
of life I could expect afterwards, due to pain and
restricted movement. Not knowing if my condition,
regarding bone erosion, would get worse and at
what speed, is always on my mind.
I feel that my recovery has been slow, and was
informed that only time will tell whether I will
totally recover from my experience!
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Retropharyngeal phlegmon and cervical osteomyelitis
after upper gastrointestinal endoscopy: a rare
consequence of a routine procedure
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► While rare, trauma to the pharyngeal mucosa at the time of

invasive procedures such as upper gastrointestinal endoscopy
can result in significant consequences such as deep neck
space infection.
► Care must be taken during the consent process to explain all
material risks to which a patient may attach significance, as per
Montgomery legislation (2015).
► In cases with deep neck space infection, it is crucial to identify and
initiate management promptly given the proximity to the airway,
prevertebral and mediastinal compartments.
in the absence of any discrete collection amenable to drainage.
A contrast swallow showed no evidence of perforation. The
patient completed a 3 month course of intravenous antibiotic
therapy (flucloxacillin with rifampicin for 6 weeks then intravenous teicoplanin on an OPAT basis for 8 weeks). His cervical
spine was concurrently immobilised for 10 weeks in a collar,
with no subsequent instability seen on flexion-extension radiographs. Neurosurgical review at 1 month following cessation of
antibiotics exhibited no evidence of neurological compromise
and inflammatory markers had resolved to within normal limits,
at which point the patient was discharged from follow-up.
Only a handful of similar cases are described in the literature in this context.1 2 Deep neck space infection carries great
morbidity and mortality3—prevertebral compartment involvement here resulted in subsequent skull base and upper cervical
osteomyelitis, and this previously active 72-
year-
old patient
faced a prolonged recovery period to be able to resume his prior
daily activities.
One can reflect on the Montgomery legislation (2015) for
consent in the United Kingdom, which established a duty of care

to warn of material risks4 to which ‘a reasonable person in the
patient’s position would be likely to attach significance’. Complications such as in this case are rare but indeed significant—and
so we invite endoscopic practitioners performing these frequent
and usually uneventful procedures to consider incorporating
them into their process in obtaining informed consent.
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