A Rare Complication of Wisdom Tooth Extraction - Ludwig’s Angina
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INTRODUCTION LABS/IMAGING DISCUSSION

* Ludwig Angina is a life-threatening, rapidly-progressive
cellulitis involving the submandibular, sublingual and

» Standard wisdom tooth extraction that was
complicated by Ludwig Angina, Streptococcus

submental spaces, classically bilaterally.’ : » | L e g 4 | . 3
Rapid airway management remains essential component of R YU ' ~ v pyogenes bacteremia and aortic valve endocarditis.
care.? . o TR YWOOWS * Ludwig Angina is rare, though presents the classic
We present a complicated case of an 18-year-old female 1 A = -~ - w4 association with dental procedures, particularly in the
with Ludwig Angina following wisdom tooth extraction e o P third molar space, as seen in our patient. 4°
requiring nasotracheal intubation. | » Of utmost importance is early identification, airway

’ | protection and initiation of broad spectrum

antibiotics.

CASE DESCRIPTION - " » Swelling in the floor of the mouth can displace the

tongue posteriorly thereby leading to airway demise.

History . . .
« 18 year old female with no past medical history that presented . » Nasotracheal airway is the preferred method in
after removal of her upper right, lower right and lower left third Ludwig’s Angina.”
molars Fig. 1 (Top Left): CT Face on 7/27/22 showing severe facial/neck soft tissue cellulitis with . e .
i - fent end 4 subjective f | " scattered locules of air within cheeks/about maxillary sinuses ° UpOn d|SCharge She Was tranS|t|0ned tO CeftnaXOne
e a’iter surgery patient enaorsed supjective tever, Increase Fig. 2 (Top Right): CT Face 8/2/22 showed improvement of subcutaneous emphsyema
swel |ng gna)lljgea and diarrhea J though with persistent modest subcutaneous and intramuscular edema involving the bilateral thOUgh She demOnStrated laCk Of response tO thUS
! . ' . . . maxillary and mandibular soft tissues '
* received ZOfran, \Y ﬂU|dSa and steroids. The SWG”IHQ continued to Fig. 3 (Bottom): Echocardiogram demonstrating filamentous, mobile lesion appears to an(.j was U|t|mate|y broadened tO Ertapenem for
increase over the next couple hours, which prompted ED visit. arise from the NCC/LCC commissure which she completed a 6 week course.

Physical Exam

= ER Vitals: T 100.7, HR 128 and BP 84/68
= Exam: marked symmetrical bilateral edema of the cheeks, upper LABS/IMAGING CONCLUSION

and lower lips, and of the superior submental and anterior neck

with associated erythema and tenderness, trismus of the jaw Ludwig's Angina is a severe, life-threatening deep neck
Hospital Course ADMISSION LAB VALUES space infection that requires prompt identification. Early
= Facial edema progressed quickly in the ED and she underwent Component value Reference Range initiation of antibiotics and airway management are essential
awake nasotracheal airway placement as orotracheal intubation AbsolutZVl\?eCutrophils I b in the prevention of complete respiratory compromise.
was limited due to trismus and swelling. POC Lactic Acid 6.20 mmol/L 0.90- 1.70 mmoliL
= Received treatment for potential angioedema and was started on Rocalicee (Ol it ol E
a p : g : POC Anion Gap 23 mmol/L 10-20 mmol/L REFERENCES
broad spectrum antibiotics with Vancomycin and Meropenem. P0G pH . N
= Blood cultures returned positive for StreptOCOCCUS PYOgENES in 1 1. Chow, A. W. (2022, August 4). Ludwig Angina. UpToDate. Retrieved August 18, 2022, from
of 2 bottles. https://www.uptodate.com/contents/ludwig-angina?
= Echocar diogram demonstrated a filamentous. mobile lesion arising ADDITIONAL LAB VALUES search=ludwigs%20angina&source=search_result&selectedTitle=1~10&usage_type=default&displ
) ay_rank=1
from the aortic valve, consistent with native valve endocarditis. SOMPOnEN e SESIENCE RANGE % AnJ, Mla:ieod J,Fiingsf:aig/l- LludFV)vi%lAr;gina-z[éJZ%djted 2A022'| I\:I)?yf%]- In: StatPearls [Intemet].
= She was transitioned to Ampicillin-sulbactam and Clindamycin. e e e T h’:ﬁ)?/l;\:vewiv.ir;bifnlrr)\:nihéqoi?t:(fok:/NII;Klzg’2354 an-. Avaliable from.
After several days her infection markers and swelling improved Procalcitonin 9.14 ng/mL <=2 ng/mL 3. Bansal A, Miskoff J, Lis RJ. Otolaryngologic critical care. Crit Care Clin. 2003 Jan;19(1):55-72
Antistreptolysin O Antibody 1656 1U/mL 0-145 1U/mL 4. Karim Kassam, Ashraf Messiha, Manolis Heliotis, "Ludwig’s Angina: The Original Angina", Case
and Sh,e Wa,S SUCCGSSfu”y extubated. , . . . CRP 7.3 mg/dL 0.0-0.9 mg/dL Reports in Surgery, vol. 2013, Article ID 974269, 4 pages, 2013.
= Following discharge she underwent drainage of fluid collection in E https://doi.org/10.1155/2013/974269
her left cheek which yielded purulent appearing fluid and Automated o7 mm/hr 025 mm/hr 5. Moreland LW, Corey J, McKenzie R. Ludwig's Angina: Report of a Case and Review of the
. T Literature. Arch Intern Med. 1988;148(2):461-466. doi:10.1001/archinte.1988.00380020205027
continued IV antibiotic therapy for 6 weeks. 6. K. Saifelddeen and R. Evans, “Ludwig’s angina,” Emergency Medicine Journal, vol. 21, pp. 242-

243, 2004.




