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Introduction
Friedrich Bezold (1824–1908) was a German otologist. 
In 1881, he reported the classic Bezold abscess in a case 
of coalescent mastoiditis, following a cadaver study in 
which pus was found to extend from the medial side 
of the mastoid process through the incisura digastrica. 
The pus was prevented from reaching the surface by 
the neck musculature but tracked along fascial planes 
of the digastric and sternocleidomastoid muscles, 
forming a neck abscess [1].

Following the widespread use of antibiotics and 
modern otological techniques, Bezold’s abscess is now 
rare, with a few cases having been reported in the 
recent literature. Bezold’s abscess may complicate acute 
coalescent mastoiditis or active chronic otitis media and 
cholesteatoma [2]. The management of Bezold’s abscess 
requires abscess drainage and mastoidectomy [3].

In this report, a quite rare case is presented, where a 
Bezold neck abscess drained spontaneously through 
the middle-ear cleft into the ear canal, and neck surgery 
was not required. A PubMed search did not reveal any 
previous record of such an incident.

Case report
A 19-year-old male laborer presented to the outpatient 
department with a painful left-sided neck swelling, 
fever, anorexia, and malaise. The neck swelling had been 
progressively enlarging and had become increasingly 
painful over the 4 days before presentation. The patient 
reported that both ears had been discharging an 
offensive discharge since childhood. His hearing acuity 
was impaired, but there was no vertigo. There had been 
no previous history of ear surgery.

On examination, his temperature was found to be 
39.2°C and the pulse rate was 110/min. The patient 

had evident torticollis, with contraction of the left 
sternocleidomastoid muscle. There was a nonfluctuant, 
firm, tender neck swelling, about 10 cm in diameter, 
which extended from below the left ear to the middle 
zone of the neck. The skin overlying the neck swelling 
showed signs of acute inflammation. There was 
limitation of neck movement, but there was no evidence 
of cranial nerve or peripheral nerve affection. There was 
no spontaneous nystagmus. Otomicroscopy revealed an 
offensive, purulent discharge in both ear canals. After 
suctioning of the discharge, bilateral subtotal tympanic 
membrane perforations were evident. Keratinous debris 
was seen filling both middle-ear cavities, confirming 
a diagnosis of bilateral mesotympanic cholesteatoma. 
Swabs were taken from the discharge in both ears and 
sent for aerobic and anaerobic microbiological culture.

Urgent imaging with neck ultrasonography and 
contrast-enhanced computed tomography (CT) 
scanning of the neck, temporal bones and brain was 
arranged. The neck ultrasound showed irregular 
cavitation with hypoechoic fluid contents below the left 
mastoid process, suggesting a neck abscess. The neck 
CT scan revealed an abscess with irregular cavitation 
and peripheral contrast enhancement reaching deep 
up to the upper part of the left sternocleidomastoid 
muscle, suggestive of a left Bezold abscess (Fig. 1). Also 
evident on the neck CT scan were multiple, enlarged 
deep cervical lymph nodes below the abscess. The 
temporal bone CT scan revealed complete destruction 
of the bony septae in the right mastoid process, with 
exposure of the right sigmoid sinus. The left mastoid 
process, which was highly cellular, revealed erosion of 
the bony septae, extending to the mastoid tip. Both 
middle-ear clefts were occupied by soft-tissue density 
masses. There was evidence of destruction of the 
ossicles in the right middle ear; however, the ossicles 
were preserved in the left middle ear (Figs. 2 and 3). 
The brain CT scan was normal.
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The patient was admitted and empirical intravenous 
cefuroxime and metronidazole were administered, 
pending the results of culture and sensitivity. Pure-
tone audiometry revealed a symmetrical 45-dB 
conductive hearing loss in both ears. Hematological 
investigations revealed leucocytosis and elevated 
C-reactive protein levels.

Twenty-four hours later the patient was seen to be 
still experiencing severe pain, and a repeat CT scan 
revealed progression of the cavitation in the neck 
abscess. Arrangements were therefore made for surgical 
drainage of the abscess and exploration of the left 
mastoid the following morning. However, before the 
planned surgery, the patient reported marked relief of 
the neck pain and copious discharge from his left ear. 
Otomicroscopy of the left ear revealed spontaneous, 
copious discharge in the left ear canal, emanating 
from the tympanic membrane perforation. Pressure 
on the neck swelling resulted in a gush of pus from 
the ear canal. Accordingly, surgical drainage of the 
neck abscess was suspended. The patient subsequently 
regained his appetite and his neck movements were 
restored. Two days later, the neck swelling disappeared. 
The results of the microbiological culture showed a 
polymicrobial growth, including MRSA and Gram-
negative bacilli, with high sensitivity to amikacin. 
Accordingly, intramuscular amikacin was added to the 
antibiotic regimen.

Six days after admission, a left modified radical 
mastoidectomy was performed through a postauricular 
incision. The cholesteatoma was excised from the 
middle-ear cleft. During surgery, a 4-mm defect in the 
medial aspect of the mastoid cortex, near the mastoid 
tip, was confirmed. The malleus and incus, which were 
eroded, were excised. A large temporalis fascia graft 
was applied in the mastoid cavity, over the head of the 
stapes and under the tympanic membrane remnant. 
A wide meatoplasty was fashioned. Three weeks later, 
the right mastoid was explored. After the postauricular 
incision, pus was seen extruding from a 7-mm defect 
in the bony cortex at the root of the zygomatic process. 
A large cholesteatoma was excised from the middle-
ear cleft. At surgery, the dura and the sigmoid sinus 
were found to be exposed. The facial nerve canal was 
dehiscent in the tympanic and mastoid segments, but 
there was no evidence of a labyrinthine fistula. The 
malleus, incus, and stapes superstructure were absent. 
A large temporalis fascia graft was used to line the 
operative cavity and a wide meatoplasty was performed. 
Regular postoperative visits revealed the cessation of 
discharge from both ears. At the most recent follow-
up, 15 months after surgery, the mastoid cavities were 
seen to be epithelialized and dry. The most recent 
audiogram revealed stabilization of hearing levels.

Figure 1

Axial computed tomography scan of the neck showing a left Bezold 
abscess.

Figure 2

Coronal computed tomography scan of the temporal bones showing 
complete destruction of the septae in the right mastoid process and 
erosion of the septae in the left mastoid process by cholesteatoma.

Figure 3

Axial computed tomography scan of the temporal bones showing exposure 
of dura and sigmoid sinus in the right temporal bone by cholesteatoma.
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sequestrum and forced the pus from the neck 
abscess into the mastoid, middle-ear cavity, 
through the tympanic membrane perforation, into 
the external ear canal.

(5)	 As a result of the spontaneous drainage of the pus, 
the local and systemic symptoms were ameliorated.

In cases of extensive cholesteatoma, as in the presented 
case, excision of the disease is best performed by 
means of a canal-wall-down technique. Long-
term follow-up of cases of extensive cholesteatoma, 
operated on using the canal-wall-down technique, 
has shown low recurrence rates and more stable ears, 
compared with canal-wall-up techniques, in addition 
to the preservation of hearing [14]. Fortunately for the 
presented case, there were no intracranial complications, 
despite the dural exposure by the cholesteatoma in the 
right temporal bone. Bezold reported that the dura 
‘may be bathed in pus for weeks without sustaining 
any damage’ [15]. This resilience of the dura had been 
referred to by Spiegel et al. [15] in a case series of 
extracranial complications of mastoid abscesses. The 
resilience of the dura is further emphasized by the fact 
that meningoencephalic herniation into the middle-ear 
cleft remains an uncommon occurrence, despite bone 
destruction and dural exposure in cases of advanced 
cholesteotoma [16].

Conclusion
A case of Bezold’s abscess in the context of an infected 
cholesteatoma is presented. Spontaneous drainage of 
pus from the neck abscess into the middle-ear cleft 
occurred during hospitalization of the patient. This is 
a rare incident and, as far as the author is aware, it has 
not been previously described in the literature.

Summary

(1)	 Bezold’s abscess is a neck abscess that is the result 
of a complication of acute mastoiditis or infected 
cholesteatoma.

(2)	 The management of Bezold’s abscess requires 
drainage of the neck abscess through a cervical 
incision and mastoidectomy.

(3)	 A rare case is presented, where the neck abscess 
drained spontaneously into the middle-ear cleft 
and surgical drainage of the abscess was not 
required.
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Discussion
Cholesteatomas are cyst-like epithelial inclusions that 
develop in the middle ear and mastoid, usually as a 
consequence of chronic otitis media. They are capable 
of eroding bone through different mechanisms, 
including the release of proteases, cytokine-mediated 
inflammation, and recruitment and activation of 
bone osteoclasts [4]. Infected cholesteatomas are 
more aggressive than uninfected ones in destroying 
adjacent bone, and manifest as persistent otorrhea [5]. 
Perforation of bone through the inferior medial aspect 
of the mastoid process results in pus dissecting along 
the digastric and sternocleidomastoid muscles into the 
neck, forming a Bezold abscess.

Diagnosis of a Bezold abscess should be part of a 
clinician’s differential diagnosis in patients presenting 
with neck pain and swelling, as its depth makes 
palpation difficult. Ultrasonography is a useful initial 
investigation, as it can demonstrate fluid collections in 
the neck [6]. Contrast-enhanced computed tomography 
is the method of choice for detection of a Bezold 
abscess [7,8]. Computed tomography can also provide 
reliable details of temporal bone anatomy and bone 
destruction in the context of suppurative ear disease [9]. 
MRI can detect subtle changes in the central nervous 
system in patients with cholesteatoma and after mastoid 
surgery [10]. It is important to obtain specimens from 
the purulent discharge, at presentation, for aerobic and 
anaerobic culture and sensitivity studies, especially if 
intracranial complications are imminent [11,12].

The commonly recommended conventional approach 
for the management of a Bezold abscess is described 
as an open incision and drainage of the cervical abscess 
through a transcervical approach, combined with a 
mastoidectomy to address the mastoiditis [3]. In the 
presented case, however, drainage of the neck abscess 
through a cervical incision was not required because 
of the spontaneous drainage of pus into the middle-
ear cleft. The mechanism for this spontaneous drainage 
can only be speculated. A proposed mechanism for this 
incident is as follows:

(1)	 Increased liquefaction of the purulent exudate 
occurred with time [13].

(2)	 In the setting of destruction of the bony septae 
within the cellular mastoid, a cavity was created in 
the mastoid that communicated with the middle-
ear cavity.

(3)	 A sequestrum of devitalized bone, as a result of 
osteomyelitis, developed around the original path 
of communication between the mastoid and the 
neck.

(4)	 Extrinsic pressure by the contracted 
sternocleidomastoid muscle dislodged this 



Bezold neck abscess Effat  61

References
  1	 Gaffney RJ, O’Dwyer TP, Maguire AJ. Bezold’s abscess. J Laryngol Otol 

1991; 105:765–766.

  2	 Wu J-F, Jin Z, Yang J-M, Liu Y-H, Duan M-L. Extracranial and intracranial 
complications of otitis media: 22-year clinical experience and analysis. 
Acta Otolaryngol 2012; 132:261–265.

  3	 Smith JA, Danner CJ. Complications of chronic otitis media and 
cholesteatoma. Otolaryngol Clin North Am 2006; 39:1237–1255.

  4	 Erbek S, Erinanc H, Hizal E, Ozluoglu LN. Expression of disintigrin 
and metalloproteinase family proteins 10, 12 and 17 in cholesteatoma. 
J Laryngol Otol 2013; 127:153–158.

  5	 Jung JY, Lee DH, Wang EW, Nason R, Sinnwell TM, Vogel JP, 
et al. P.  aeruginosa infection increases morbidity in experimental 
cholesteatomas. Laryngoscope 2011; 121:2449–2454.

  6	 Secko M, Aherne A. Diagnosis of Bezold abscess using bedside 
ultrasound. J Emerg Med 2013; 44:670672.

  7	 Castillo M, Albernaz VS, Mukerji SK, Smith MM, Weissman JL. Imaging of 
Bezold’s abscess. Am J Roentgenol 1998; 171:1491–1495.

  8	 Freling N, Roele E, Schaefer-Prokop C, Fokkens W. Prediction of deep neck 
abscesses by contrast-enhanced computerized tomography in 76 clinically 
suspect consecutive patients. Laryngoscope 2009; 119:1745–1752.

  9	 Banerjee A, Flood LM, Yates P, Clifford K. Computed tomography in 
suppurative ear disease: does it influence management? J Laryngol Otol 
2003; 117:454–458.

10	 Khan NA, Bhalla RK, de Goede CGEL, Rothera MP, Ismayl O. Acute 
disseminated encephalomyelitis after mastoid surgery in a child. 
J Laryngol Otol 2007; 121:1003–1005.

11	 Moloy PJ. Anaerobic mastoiditis: a report of 2 cases with complications. 
Laryngoscope 1982; 92:1311–1315.

12	 Zevallos JP, Vrabec JT, Williamson RA, Giannoni C, Larrier D, 
Sulek M, et al. Advanced pediatric mastoiditis with and without intracranial 
complications. Laryngoscope 2009; 119:1610–1615.

13	 Mitchell RN, Cotran RS. In: Kumar V, Cotran RS, Robbins SL, editors. 
Cell injury, adaptation, and death. Robbins basic pathology. 7th ed. 
Philadelphia: W.B. Saunders; 2003. 3–31.

14	 Nyrop M, Bonding P. Extensive cholesteatoma: long-term results of three 
surgical techniques. J Laryngol Otol 1997; 111:521–526.

15	 Spiegel JH, Lustig LR, Lee KC, Murr AH, Schindler RA. Contemporary 
presentation and management of a spectrum of mastoid abscesses. 
Laryngoscope 1998; 108:822–828.

16	 Sanna M, Paolo F, Russo A, Falcioni M. Management of meningoencephalic 
herniation of the temporal bone: personal experience and literature review. 
Laryngoscope 2009; 119:1579–1585.


	sbap20080100069.pdf
	EgyptJOtolaryngol_2014_30_1_1_127183
	EgyptJOtolaryngol_2014_30_1_5_127184
	EgyptJOtolaryngol_2014_30_1_10_127185
	EgyptJOtolaryngol_2014_30_1_17_127186
	EgyptJOtolaryngol_2014_30_1_23_127189
	EgyptJOtolaryngol_2014_30_1_30_127196
	EgyptJOtolaryngol_2014_30_1_34_127197
	EgyptJOtolaryngol_2014_30_1_38_127200
	EgyptJOtolaryngol_2014_30_1_43_127203
	EgyptJOtolaryngol_2014_30_1_53_127207
	EgyptJOtolaryngol_2014_30_1_58_127209



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFA1B:2005
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (sRGB IEC61966-2.1)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<


    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200036002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200036002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>



    /HUN <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 6.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200036002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 6.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>


    /SKY <>

    /SUO <>
    /SVE <>
    /TUR <>

    /DEU <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice




