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ABSTRACT

Case report of acute epiglottitis in 
a 44-year-old man: a rare case

I Gusti Ayu Putu Wahyu Widiantari1*, Nyoman Dian Permatasari1, 
Ida Bagus Semara Putra1

Background: Acute epiglottitis, also known as 
supraglottitis or supraglottic laryngitis, is an acute 
inflammation of the supraglottic area of   the larynx. 
The diagnosis can be made based on clinical signs and 
symptoms as well as several investigations.
Case Description: We reported a case of a 44-year-
old man who presented to our emergency department 
and whose condition was ultimately diagnosed as 
epiglottitis. Indirect laryngoscopy and lateral soft tissue 

neck radiograph had an important role in determining 
the diagnosis. The patient was treated conservatively by 
giving a high dosed antibiotic, anti-inflammatory, and 
analgesic drugs.
Conclusion: Acute epiglottitis can be a life-threatening 
condition because it can cause sudden upper airway 
obstruction. Therefore, management must be given 
quickly and precisely so as not to fall into a life-
threatening condition.
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INTRODUCTION
Acute epiglottitis, also known as supraglottis 
or supraglottic laryngitis, is a state of acute 
inflammation of the supraglottic larynx 
area, including inflammation epiglottis, 
vallecula, arytenoid, and aryepiglottic 
folds.1 In 1900, Theisen first reported 
cases of acute epiglottitis as  “angina-
peptiloides”. Since then, acute epiglottitis 
has been widely published in the pediatric 
literature.2 Epiglottitis is usually caused by 
a bacterial infection in the area, with the 
most common bacteria is Haemophilus 
influenzae type B.1,3 Epiglottitis commonly 
affects children aged 2 - 4 years. Still, 
recently it has been reported that its 
prevalence and incidence are increasing in 
adults.2,4

The onset of acute epiglottitis symptoms 
is usually sudden and progresses rapidly. 
In pediatric patients, the most common 
symptoms are shortness of breath and 
stridor preceded by fever. In contrast, in 
adult patients, the symptoms are milder, 
and the most general complaints are 
sore throat and pain when swallowing. 
The diagnosis of epiglottitis can be 

made based on the history of the disease 
course, clinical signs, and symptoms. 
From a lateral X-ray of the neck showing 
epiglottic edema (thumb sign appearance) 
and the hypopharynx dilatation.3,5-7 
The main goals of treatment in patients with 
acute epiglottitis are to keep the airways 
open and treat the underlying infection 
or other causes.4 Acute epiglottitis can be 
a life-threatening condition because it can 
cause sudden upper airway obstruction. 
Therefore, doctors must be aware of 
the possibility of epiglottitis in patients. 
Determining the diagnosis and providing 
precise management are the key role so 
that it does not become a life-threatening 
condition.2,8-10

This case report aimed to discuss acute 
epiglottitis in 44-year-old male patients, 
which is a rare case, including diagnosis 
and management.
 
CASE REPORT
A 44-year-old male came to the Emergency 
Department (ED) Mangusada Hospital 
with difficulty swallowing one day before 
hospitalized. The patient complained 

of painful swallowing one day before 
hospitalized. The patient also has got a 
fever, chills, and profuse salivation. The 
patient had complained of coughs, colds, 
and fever one week before hospitalized. The 
patient then went to the Puskesmas and 
was given antibiotics, anti-inflammatory 
drugs, and cold medicine. However, the 
patient’s complaints did not change, and 
symptoms like difficulty swallowing and 
painful swallowing have appeared after five 
treatment days. The patient also complains 
of a hoarse voice, swelling of the neck, and 
decreased appetite. The patient does not 
complain about shortness of breath.  

The patient did not have a family with 
similar complaints. History of diseases 
such as high blood pressure, diabetes, 
or malignancy was denied. The patient 
admitted that he was an active smoker 
for more than 30 years, the type of filter 
cigarette, 1-2 packs/day. The patient does 
not drink alcohol. The patient admitted 
that he did not have a history of allergies 
to food, drugs, or other things. The patient 
has never received immunization against 
Haemophilus influenza type B.
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On his arrival to the ED, he was 
febrile to 38.5°C, with a pulse of 82, blood 
pressure of 110/70, respiratory rate of 21, 
and oxygen saturation of 98% on room air. 
He appeared nontoxic and was coloring 
while sitting upright. He had a muffled 
voice with mild stridor at rest. His head 
was tilted to the left, and he was exhibiting 
mouth breathing and spitting of his saliva. 
His neck examination showed bilateral 
cervical lymphadenopathy. He did not 
have any retractions and had good air 
entry bilaterally with no rales, wheezes, or 
rhonchi. Indirect laryngoscopy revealed 
diffuse edema and swelling of the epiglottis 
and aryepiglottic folds.

Complete blood count examination 
depicted severe leukocytosis (leukocyte 
count 28,96 x103/µl) with neutrophil level 
84 %. Blood urea nitrogen, creatinine 

Figure 1.  Lateral soft tissue neck radiograph revealed an 
enlargement of the epiglottis and aryepiglottic folds 
(single arrow), illustrating the classic thumb sign 
appearance.

Figure 2.  Lateral soft tissue neck radiograph on day 6 of 
hospitalization depicted epiglottis normal size 
(single arrow).

serum, and blood sugar level were still 
within normal limits. We also performed a 
SARS COV-2 serology examination, with 
the result of non-reactive SARS-COV2 
IgG and IgM. A lateral soft tissue neck 
radiograph revealed an enlargement of the 
aryepiglottic folds and epiglottis (Figure 
1).

He was given treatment, including 
intravenous fluid drops, a high-
dosed antibiotic (ceftriaxone), anti-
inflammatory (dexamethasone). On day 6 
of hospitalization, we performed a lateral 
soft tissue neck radiograph to re-assess 
the epiglottis condition. As the symptoms 
were improved, the lateral soft tissue 
neck radiograph also revealed a normal 
size of the epiglottis, and there was no 
enlargement (Figure 2).

He was later discharged and given the 

oral treatment antibiotic (ciprofloxacin, 
500 mg twice daily), oral anti-
inflammatory (methylprednisolone, 8 mg 
twice daily), and analgetic (paracetamol, 
500 mg).

DISCUSSION
Abnormalities in the epiglottis and 
other supraglottic structures can cause 
airway obstruction, especially in severe 
conditions. The population at risk for 
epiglottitis is middle-aged men, have a 
history of smoking and individuals who 
have comorbid medical conditions such 
as diabetes.11-13 However, several patients 
do not have specific risk factors.12,14 A 
retrospective review also demonstrates 
that infants, those younger than one year 
of age, and those older than 85 years are 
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particularly susceptible to this disease.14 
In the United States, the incidence of 
adult epiglottitis increases at 45 to 64 
years of age and in those older than 85. 
That the diagnosis of acute epiglottitis is 
approximately 0.6 to 3 cases per 100,000 
adult patients each year.14,15

Stridor and respiratory distress are 
considered strong predictors for airway 
intervention.12 However, less severe signs 
and symptoms, such as shortness of 
breath (which are subjective), tachycardia, 
tachypnea, and rapid onset of symptoms 
(less than 24 hours), have also been 
shown predictor of airway intervention.12 
The mean length of hospital stay was 
four days.14,15 The clinical manifestations 
of epiglottitis are varied. Patients 
generally present with a sore throat, 
odynophagia, and voice changes.14,16 

The clinical diagnosis is confirmed 
by nasopharyngoscopy with direct 
visualization of the inflamed epiglottis 
and supraglottic tissue.17 In stable patients, 
the emergency department may decide to 
perform a nasopharyngoscopy. However, a 
team approach in the operating room with 
the Anesthesiology and Otolaryngology 
Department is preferred to better visualize 
the epiglottis with clinical attention to 
possible airway obstruction. Lateral soft 
tissue neck radiograph may show the 
classic “thumb sign”.17 Ultrasound and 
CT at the bedside may also be performed 
as additional investigations.18 Imaging 
modalities should be chosen based on 
caution and clinical considerations for 
alternative diagnoses. For example, CT 
imaging can be used in stable patients 
with conditions such as a retropharyngeal 
abscess. Additional investigations should 
not delay airway intervention in patients 
with respiratory distress.11

The etiology of epiglottitis includes 
both infectious and non-infectious 
entities.19 Infectious organisms such as 
bacteria, viruses, or fungi.19 The causative 
pathogens include Haemophilus influenza, 
Streptococcus pyogenes, Streptococcus 
pneumoniae, and Staphylococcus 
aureus.19-21 Antibiotics are the main 
therapy with steroids as a potential 
adjunctive therapy.14 Antimicrobial 
therapy should be adapted to suit the most 
common etiology and resistance patterns, 
with third-generation cephalosporins 

often recommended as monotherapy.19 
Vancomycin should be given if methicillin-
resistant S. aureus (MRSA) is considered 
a cause of epiglottitis. The use of steroids 
is controversial, but some studies suggest 
that steroids contribute to hospital and 
ICU stay duration.12 Bronchodilators, 
such as epinephrine, are not effective in 
acute epiglottitis but may be considered 
in patients with airway obstruction 
while preparing for the intervention of 
breath control.22,23 Epinephrine should not 
be used in children because it can cause 
agitation and trigger a laryngeal spasm.24 
Caution should also be used in elderly 
patients or patients with a history of 
myocardial ischemia or arrhythmia.

Treatment prioritized airway 
management. One retrospective review 
in 2010 revealed that 13.2% of patients 
diagnosed with epiglottitis required 
intubation, whereas 3.6% required 
tracheostomy.14 Supportive care and 
airway observation in the ICU are sufficient 
as management for most patients with 
epiglottitis. Careful planning to secure the 
airway is paramount as decompensated 
patients may require immediate 
intervention.12 Airway management 
should involve preparation for airway 
surgery with landmark identification and 
skin cleansing. The patient should be 
maintained in an upright position because 
the supine position can exacerbate airway 
obstruction.25,26

Visualization of the vocal cords should 
be obtained in a controlled setting, 
using intubation to allow spontaneous 
ventilation.27 Paralysis can exacerbate 
obstruction. Fiberoptic or video 
laryngoscopy should be considered.12,26-28 
Clinicians should quickly recognize the 
failure of supraglottic intubation and 
perform a rapid cricothyrotomy.12 The 
importance of timely diagnosis and 
intervention of epiglottitis to prevent 
severe morbidity and death. Epiglottitis 
is a true airway emergency. Doctors must 
be aware of this condition because the 
symptoms that appear can vary. 

CONCLUSION
Acute epiglottitis is an acute inflammatory 
state in the supraglottic region of the 
larynx. Epiglottitis can be caused due 
to a bacterial infection with the most 

common cause of bacteria, namely 
Haemophilus influenza type B. The 
onset of acute epiglottitis symptoms is 
usually sudden and progresses rapidly. 
In pediatric patients, the most common 
symptoms are shortness of breath and 
stridor preceded by fever. In contrast, in 
adult patients, the symptoms are milder. 
The most common complaints are sore 
throat and pain when swallowing. The 
diagnosis can be made based on clinical 
signs and symptoms as well as several 
investigations. Acute epiglottitis can be a 
life-threatening condition because it can 
cause sudden upper airway obstruction. 
Therefore, management must be given 
quickly and precisely so as not to fall into a 
life-threatening condition. 
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