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previously healthy 28-year-old man pre-

sented to the hospital with a sore throat and

neck swelling that had progressively wors-
ened over the previous three days. He also had diffi-
culty with opening his mouth, moving his tongue and
swallowing. There was firm swelling in the right oral
floor (Figure 1) that was spreading to the caudal side
of the tongue, lateral wall of the mesopharynx and
submandibular area. Fibre optic laryngoscopy showed
laryngeal edema. The patient had no caries and re-
ported no recent history of dental care. Although he
had a body temperature of 38.9°C, an elevated leuko-
cyte count (19.9 [normal 3.4-9.2] x 10°/L) and an ele-
vated serum C-reactive protein level (2333.38 [nor-
mal < 28.57] nmol/L), his general condition was stable
enough to tolerate radiologic examinations. Com-
puted tomography (CT) showed air locules along the
Wharton duct in the oral floor accompanied by sialo-
lithiasis at the boundary between the duct and the
right submandibular gland (Appendix 1, available at www.cmaj.ca/
lookup/suppl/doi:10.1503/cmaj.160279/-/DC1). We diagnosed
Ludwig angina.

The patient was admitted to hospital and underwent surgical
incision, lavage of the tissue of the oral floor and tracheostomy on
the same day. Malodorous purulent discharge was drained from
the incision site, and several sialolith fragments were extirpated
(Appendix 1). a-Hemolytic Streptococcus, Staphylococcus species,
Neisseria species, Hemophilus parainfluenzae, and anaerobic
gram-positive and gram-negative bacilli were detected in cultures
of the discharge.

The patient recovered and was discharged two weeks later
after receiving intravenous antibiotics and closure of the trache-
ostoma. At a follow-up visit three months later, he was in good
condition, and no evidence of sialolith residue was found.

Ludwig angina is a bacterial cellulitis at the oral floor that rap-
idly spreads to the adjacent structures beyond the mylohyoid
muscle.r? It requires prompt treatment with airway manage-
ment, intravenous antibiotics and, on occasion, surgical drain-
age.?® Airway obstruction may occur because of edema of the
suprahyoid tissue.?

Mortality caused by Ludwig angina was greater than 50% in the
preantibiotic era.! The patient should be referred urgently to a
head and neck specialist when Ludwig angina is diagnosed.* If the

Figure 1: Swelling in the right oral floor of a 28-year-old man with Ludwig angina.

patient is sufficiently stable to allow radiologic investigations, CT
is useful to evaluate deep neck and mediastinal conditions.®

The most common cause of Ludwig angina is infection in
odontogenic tissue.l® In this case, however, we presumed that
the condition originated from submandibular sialadenitis caused
by sialolithiasis.
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