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The Clinical Picture
Sore throat, odynophagia, hoarseness,
and a muffl ed, high-pitched voice

A 55-year-old man presents to the emergency de-
partment with a sore throat, odynophagia, hoarse-

ness, and a high-pitched muffl ed voice for 1 day. He is 
otherwise healthy, with no fever, chills, or exposure to 
sick contacts.

Q: Which is the most likely diagnosis?
 □ Retropharyngeal abscess
 □ Croup
 □ Streptococcal pharyngitis (“strep throat”)
 □ Acute epiglottitis
 □ Viral upper-respiratory infection

A: The correct answer is acute epiglottitis.
 Acute epiglottitis is a cellulitis of the epiglottis and 
adjacent tissues that, without treatment, can progress 
to life-threatening airway obstruction.
 In children, this entity most often occurs between 
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FIGURE 1. A lateral soft-tissue radiograph in our
patient shows the epiglottis (outlined by dashed lines) 
consistent with acute epiglottitis and a narrowed air-
way (thin vertical arrow). Swollen arytenoids (two
solid triangles) and a shallow, V-shaped epiglottic
vallecula (single open triangle) are also shown.

FIGURE 2. A lateral soft-tissue radiograph from a 
different patient shows a normal epiglottis (arrow).
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ages 2 and 4. Previously, it was mainly associ-
ated with Haemophilus infl uenzae type B infec-
tion, but since the start of vaccination for this 
organism, epiglottitis has become less common.
 In recent years, Streptococcus pneumoniae 
and beta-hemolytic streptococci have become 
the main culprits in epiglottitis in children. In 
adults, common organisms include H infl uenzae, 
S pneumoniae, Staphylococcus aureus, and beta-
hemolytic streptococci. Epiglottitis may also be 
caused by herpes simplex, varicella-zoster, and 
infl uenza viruses. Noninfectious causes include 
ingestion of a foreign body and thermal injury.
 Common signs and symptoms of epiglottitis 
include sore throat, a high-pitched and muffl ed 
voice, labored breathing, and respiratory dis-
tress.1 Since airway obstruction can be remark-
ably precipitous, it is important to obtain early 
consultation with an otolaryngologist for laryn-
goscopy and visualization of the erythematous, 
swollen epiglottis. Signs of severe upper-airway 
obstruction may be absent until late in the dis-
ease process, making early diagnosis crucial.
 On physical examination, the oropharynx 
will often appear benign. Currently, the pre-
ferred diagnostic test for epiglottitis is visualiza-
tion by laryngoscopy, which has close to 100% 
sensitivity and specifi city.2 By comparison, lat-
eral neck radiography has poor sensitivity (38% 
to 88%) and specifi city (78%).3,4 Bedside ultra-
sonography has been reported as capable of re-
vealing the “alphabet P sign” in the longitudinal 
view through the thyrohyoid membrane.5
 At triage, if clinical suspicion of total air-
way obstruction is high, the patient may be 
taken directly to the operating room for vi-
sualization of the epiglottis and, if necessary, 
for endotracheal intubation. When the risk 
is considered low or moderate, lateral neck 
radiography may be helpful,6 as it will some-
times reveal a swollen epiglottis (ie, “thumb 
sign”), thickened arytenoepiglottic folds, and 
obliteration of the epiglottic vallecula. If the 

radiograph is normal and clinical suspicion is 
still present, laryngoscopy can be done.
 For low-risk, acute epiglottitis, closely 
monitoring the patient in an intensive care 
unit is recommended. For severe, high-risk 
cases, securing the airway is of the utmost im-
portance. In addition to securing the airway, 
empiric antimicrobial therapy—such as with 
cefotaxime or ceftriaxone plus clindamycin 
or vancomycin—is often warranted in both 
low-risk and high-risk cases. The use of corti-
costeroids in epiglottitis has not been studied 
in a randomized, controlled trial, and, though 
common, it remains controversial.7 While un-
dergoing treatment, patients should be closely 
monitored for respiratory compromise.

 ■ HOW OUR PATIENT WAS MANAGED

Our patient had a high-pitched, muffl ed voice 
and prominent, tender anterior cervical lymph 
nodes. No drooling or stridor was noted. The 
oropharynx appeared normal. Lateral soft-tis-
sue radiography of the neck (FIGURE 1) revealed 
several key fi ndings:
• A swollen epiglottis (ie, the “thumb sign”) 

consistent with acute epiglottitis and a 
narrowed airway

• Swollen arytenoids
• A shallow V-shaped epiglottic vallecula.
 For comparison, FIGURE 2 shows a normal 
lateral soft-tissue radiograph of the neck from 
a different patient.
 Our patient was referred to an otolaryngol-
ogist, who noted a severely infl amed epiglottis 
on laryngoscopy.
 The patient was given intravenous vanco-
mycin, ceftriaxone, and high-dose corticoste-
roids and was admitted to the intensive care 
unit. After his symptoms improved, repeat la-
ryngoscopy revealed markedly diminished in-
fl ammation. He was discharged home with an 
additional course of oral antibiotics. ■
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