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Abstract

72-year-old woman with history of chronic obstructive pulmonary disease, diabetes
mellitus, and tobacco use presented to hospital with a one-month history of
progressive shortness of breath with dysphagia and a one day history of stridor
requiring intubation for airway obstruction. Direct laryngoscopy revealed obstructive
well-circumscribed glottic mass with supraglottic edema and a polypoid laryngeal
mass. Biopsy of mass demonstrated only acute inflammation tissue with no tumor.
She became febrile with blood and sputum cultures positive for group G Streprococcus
and was started on antibiotic treatment. After one week of antimicrobial therapy,
repeat laryngoscopy showed complete resolution of glottic mass leading to clinical
diagnosis of bacterial epiglottitis due to group G Streprococcus. The patient was

ultimately extubated with a full recovery.

BACKGROUND

Epiglottitis, or supraglottitis, is inflammation of the glot-
tis and its surrounding structures.! Despite being rela-
tively rare, even mild cases can be highly distressing for
patients and potentially fatal due to the epiglottis’ prox-
imity to the airway. Traditionally, epiglottitis has been
thought to be a disease of pediatric populations, although
in recent decades the epidemiology has shifted in middle-
and high-income countries, to include more adults than
children due to the advent of large-scale vaccination and
prevention measures in children.? Notably, disease pre-
sentation differs in some ways between pediatric and
adult populations, with respiratory distress, agitation,
and ‘tripoding’ more commonly seen in children and dys-
phagia, pharyngeal soreness, and less severe disease more
commonly seen in adults.>>

The most common cause of epiglottitis in both adults
and children remains bacterial epiglottitis due to
Haemophilus influenzae (H. Flu), although other con-
tributing bacteria include most commonly Group B
Streptococcus and other Streptococcus species.? Viral causes
have been identified, both less commonly and less severe,
and it is worth noting that any inflammation of that re-
gion can induce epiglottitis, including inhalational injury
and caustic ingestion.

CASE PRESENTATION

A 72-year-old woman, heavy smoker with history of di-
abetes and chronic obstructive pulmonary disease devel-
oped sore throat, progressive onset dysphagia, and hoarse-
ness for one month. Her symptoms worsened one week

prior to presentation, with orthopnea and near complete
loss of her ability to phonate. She denied any subjective
fevers, chills, nausea, weight loss, or night sweats through-
out this time course. She had no personal or family his-
tory of laryngeal masses, glottis masses, and denied family
or personal history of malignancies of the head, neck, or
gastrointestinal tract. She had a ten pack year smoking
history with twenty years of active smoking, and was con-
sistently smoking one pack per day for a few years before
this episode. She denied any sick contacts or trauma/in-
sults to the airway in the months leading up to her symp-
tom onset.

Physical examination was notable for acute respiratory
distress, stridor, and hoarse voice without tripoding,
drooling, or any respiratory findings on pulmonary exam.
She had no palpable neck masses or lymphadenopathy,
and no tonsillar erythema or hypertrophy. She was en-
dotracheally intubated on arrival for airway compromise,
and a nearly obstructing, well circumscribed glottic mass
was noted on intubation.

Lateral neck radiographs were not performed given
acuity of presentation and visualization of mass on in-
tubation. Computed tomography (CT) imaging demon-
strated diffuse soft tissue thickening of the glottic and
supraglottic larynx including left greater than right
aryepiglottic folds, with near complete effacement of the
airway, and a 1.4 cm polypoid mass extending inferiorly
into the subglottic trachea (Figure 1). Initial lab results
revealed a leukocytosis of 14,000/mL without bands with
no other derangements on metabolic or hematologic labs.
Of note, by the next morning, without any antimicrobial
therapy, white cell count was back in normal range at
10,900/mL.
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Figure 1. Panel A,B — Computed tomography (CT) images of laryngeal and glottic mass on admission

On the second day of admission, she underwent tra-
cheostomy and direct laryngoscopy that revealed an ob-
structive well-circumscribed glottic mass with supraglot-
tic edema and a laryngeal mass (Figure 2). Glottic mass
biopsy demonstrated acute inflammation, granulation
tissue without tumor cells. Sedation was progressively
weaned until the 6t day of admission when she became
tachypneic, oliguric, and became febrile to 101.2 degrees
F, prompting empiric coverage with antibiotics. Infec-
tious workup with plain chest radiograph, urinalysis, and
blood counts was non-revealing. Blood and sputum cul-
tures taken during this time grew Group G Streprococcus,
and the patient was started on intravenous ceftriaxone.
She improved clinically over the next ten days. Bedside
laryngoscopy done during tracheostomy tube exchange
showed complete resolution of the previously identified
glottic mass (Figure 2). The patient was subsequently de-
cannulated and discharged home. Follow up two weeks
after discharge demonstrated complete resolution of the
previously described lesions with no residual scarring.

DISCUSSION

The presentation of epiglottitis typically consists of
symptoms resulting from airway compromise due to re-
duction in the cross-sectional diameter of the airway. This
can involve respiratory distress evidenced by tachypnea,
tachycardia, and use of accessory muscle use during res-
piration. Certain characteristic clinical features of supra-
glottic compromise should raise high clinical suspicion
for epiglottitis, such as ‘tripoding’ which describes posi-
tioning oneself with both arms outstretched supporting
a trunk that is leaning forward with extension of the neck
and chin to maximize airway diameter. This can also
come with drooling, stridor, hoarseness, and ‘hot potato
voice’ which is muffled speech resembling that one might

expect from someone with hot potatoes in their mouth.
Patients may or may not complain of typical infectious
symptoms such as fevers, nausea, vomiting, night sweats,
chills, and general malaise. In terms of timing of symp-
tom onset, presentation can be acute or subacute. Acute
epiglottitis is described as rapid in onset over hours to
days, more typically causing febrile symptoms, and most
commonly triggered by Hemophilus influenzae. Subacute
epiglottitis caused by non- Hemophilus influenzae organ-
isms tends to be more indolent in onset over several days
to weeks and is oftentimes less severe.> Diagnosis can be
made clinically and can be assisted by lab markers demon-
strating signs of infection such as leukocytosis or radi-
ographic imaging such as lateral chest x-ray, which can
show enlargement of the glottic structures commonly re-
ferred to as ‘thumb sign’.z’8 CT imaging can also demon-
strate enlargement of the involved structures, as can direct
visualization through laryngoscopy which typically
demonstrates uniformly enlarged glottic structures with
surrounding edema and ‘cherry-red’ inflammation.%8

The most common cause of epiglottitis in both adults
and children remains bacterial epiglottitis due to
Haemophilus influenzae, a gram negative coccobacilli, de-
spite widespread vaccination and overall reduction in in-
cidence. Other contributing bacteria include most com-
monly Group B strep and other strep species.3 Viral
pathogens that target the upper respiratory tract can also
cause epiglottitis, both less commonly and less severely. It
is also worth noting that any inflammation of the glottic
area can induce epiglottitis, including inhalational injury
or caustic ingestion.

Onset of epiglottitis caused by the strep species (suba-
cute) tends to be more insidious in onset than epiglottitis
from Hemophilus influenzae. Broadly speaking, epiglot-
titis secondary to strep species is relatively common, al-
though case reports of epiglottitis caused specifically by
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Figure 2. Panel A - Laryngoscopy of mass prior to antibiotics. Panel B — Laryngoscopy view after antibiotics.

group G streptococcus are rare but present in the litera-
ture.>” Like other documented cases of Group G strep
epiglottitis, this patient’s onset was subacute in nature.
Additionally, this patient’s progression to bacteremia is
unique, and is likely a byproduct of initial workup more
suggestive of malignancy which resulted in her infection
going untreated for several days after intubation.

Management of epiglottitis involves supportive thera-
pies of the airway, including intubation when features of
airway compromise are present, such as ‘tripoding’, stri-
dor, and use of accessory muscles of respiration. Admin-
istration of glucocorticoids to reduce airway edema are
thought to have positive effects on reducing airway com-
promise, although this has notably never been demon-
strated due to lack of any prospective randomized con-
trolled trial on the subject. Clinicians tend to reserve
steroid treatments for patients with more severe compro-
mise, and therefore retrospective trials associate steroid
use with longer hospitalizations, which makes drawing
conclusions on steroid efficacy confounded and unreli-
able.? Treatment of the suspected organism through an-
timicrobials is recommended in the cases of suspected
bacterial epiglottitis and may depend on the antibiogram
profile of particular regions and institutions. Generally
speaking however, given Hemophilus influenzae and
Streptococcus species’ role as the most common organisms,
antibiotic coverage with combination of gram-positive
and gram-negative coverage given intravenously such as
a penicillin with a beta lactamase inhibitor, third-gener-
ation cephalosporins, or quinolones is likely adequate as
empiric treatment.

Epiglottitis, by virtue of being a cellulitis of the glottis
and surrounding structures, can also involve nearby com-
ponents of the airway. However, the authors of this arti-
cle were unable to find any case reports of epiglottitis pre-

senting with laryngeal polyps, making this case unique.
One may argue that given the diagnosis, this may actually
have been a mucocele erroneously characterized as laryn-
geal polyps on imaging. Regardless, the underlying con-
clusion remains that an epiglottitis mass can resemble
polyps and may lead to the wrong diagnosis of malig-
nancy, especially given negative biopsy results as was the
case for this patient. This case also highlights an unusual
manifestation of group G streptococcal disease. Group
G Streptococcus is an uncommon pathogen, accounting
for 1.5 percent of bacteremia in adults.10 However, re-
cent trends across several nations have noted increasing
proportion of infection cause by Group G strep over the
last twenty years.!? Syndromes precipitated by Group G
Streptococcus are most commonly pharyngitis, septic
arthritis, skin and soft tissue infections, and bacteremia,
but also includes endocarditis, meningitis, pneumonia,
and epiglottitis among others.>11 In conclusion, epiglot-
titis, while rare, can manifest with indolent onset course,
include surrounding airway structures, and should re-
main in the differential for glottic airway obstruction
even in the presence of a mass resembling laryngeal
polyps, especially if biopsy shows lack of malignant tis-
sue.
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