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A Rare Life-Threatining Complication of Deep Neck Abscess; Internal
Jugular Vein Erosion
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ABSTRACT

A 16-year-old male was admitted to our hospital with the diagnosis of deep neck abscess due to a dental infection was mentioned. Surgical drainage
was applied under local anesthesia. The patient did well for about 2 days. Two days later, acute swelling on patient’s neck had began. The computed
tomography revealed massive cervical hematoma and right internal jugular vein thrombophlebitis . The neck exploration was made successfully.
Vascular complications of deep neck infections are less common but they are still present. We could not find a similar case report of the internal
jugular vein erosion and silent hematoma in the neck due to deep neck infection.
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OZET
Derin Boyun Apsesinin Hayat1 Tehdit Eden Nadir Bir Komplikasyonu; internal Juguler Ven Erozyonu

On alt1 yaginda erkek hasta dis enfeksiyonu kaynakli oldugu diistiniilen derin boyun apsesi tanisiyla dis merkezden hastanemize refere edildi. Lokal
anestezi altinda apseye cerrahi drenaj uygulandi. Hastanin genel durumu 2 giin boyunca iyi seyretti. Iki giin sonra, hastanin boynunda akut gelisen bir
sislik basladi. Cekilen bilgisayarli tomografi, masif servikal hematom ve sag internal juguler vende tromboflebit oldugunu gosterdi. Cerrahi
eksplorasyon basariyla uygulandi. Derin boyun enfeksiyonlarinin damarsal komplikasyonlar1 sik olmamakla birlikte halen goriilebilmektedir. Bu
hastamiza benzer olarak bildirilmis, derin boyun enfeksiyonuna bagl internal juguler ven erozyonu ve sessiz hematom seklinde bir vaka takdimine

rastlamadik.

Anahtar Sozcukler: Juguler ven, Erozyon, Boyun apsesi, Hematom

Deep neck infections are serious diseases that involve
potential spaces in the neck (1). The teeth are the most
common primary site of infection, followed by the
tonsils (2). The incidence of this disease was relatively
high before the advent of antibiotics. If it is not
diagnosed and treated appropriately, these infections
progress rapidly and are associated with high morbidity
and mortality (1). The most dangerous complication is
descending necrotising fasciitis (2). Vascular
complications are other serious and life-threatening
complications of deep neck infection and abscesses (3).
Spontaneous hemorrhage and hematoma of the neck
occurs rarely. The spontaneous cervical hematoma due
to internal jugular vein erosion has not been reported in
the literature before. We report a case of a spontaneous
cervical hematoma due to internal jugular vein erosion
in deep neck abscess.

CASE REPORT

A 16 year old male was admitted to the otolaryngology
department of our hospital with the complaint of a 10-

day history of tooth ache and diffuse swelling in the
front part of his neck, trismus and fever. The past
medical history was unremarkable. Physical examina-
tion findings were lower 6th tooth infection in the oral
cavity and a large, tender, warm and also fluctuant
mass in the hyoid region. His white blood cell count
was 25.200/mm’ and erytrocyte sedimantation rate was
75 mm/h, hematocrit was 38%. Other laboratory fin-
dings were normal. The computed tomography exami-
nation revealed a deep neck abscess and emphysema
(Figure 1, 2). Deep neck abscess due to a dental infec-
tion was mentioned. Midline incision and surgical
drainage was applied under local anesthesia. Drainage
was approximately 50 cc of foul-smelling pus. Aerobic
and anaerobic cultures of pus samples were studied.
Intravenous ceftriaxone and metronidasole were
administered initially. The microbiological studies of
the pus revealed staphylococcus aureus. It was
susceptible to ceftriaxone according to antibiogram and
susceptibility test. Therefore, we continued to give our
previous antibiotic combination therapy. We performed
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daily dresssing exchange to the wound on the neck.
The patient did well for about 2 days. Two days later,
acute swelling on patient’s neck had began. An obvious
fluctuant mass was present in the neck. He had no
complaint of dyspnea, or dyspagia but have had mild
pain on his neck. The physical examination revealed a
regular pulse rate of 96/min, a blood pressure of 120/75
mmHg. On laryngeal fiberoptic examination, there was
an ecchymotic bulging of the right parapharyngeal
space. The computed tomography revealed massive
cervical hematoma and right internal jugular vein
thrombophlebitis (Figure 3, 4). The neck exploration
was made. A large hematoma in the parapharyngeal
and retropharyngeal space was found. After the
evacuation of hematoma venous bleeding started from
eroded internal jugular vein. The internal jugular vein
was exposed. To stop the bleeding, digital pressure
applied on the eroded part of internal jugular vein. The
necrotic and eroded part of internal jugular vein was
exposed and subsequently ligated and divided (Figure
5). The hemorrage was controlled. The patient
sustained about 1 liter of blood loss. The clot of venous
blood was encountered in the neck spaces.
Decompression of neck spaces was done. The patient
did well postoperatively. He was discharged 2 weeks
after admission and recovered uneventfully.

Figure 1.
abscess

Figure 2. The computed tomography reveals a deep neck
abscess and emphysema
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Figure 3. The computed tomography reveals massive cervical
hematoma

Figure 4. The computed tomography reveals massive cervical
hematoma and right internal jugular vein thrombophlebitis

Figure 5. The necrotic and eroded part of internal jugular vein
is exposed

DISCUSSION

Deep neck infections remain an important health prob-
lem with significant risks of morbidity and mortality,
with associated mortality ranging from 1.6% to 40%.
If not treated successfully, these infections may spread
to the lateral pharyngeal space. From there, infection
spreads to the posterior pharyngeal and prevertebral
spaces and into the chest (5). Mediastinitis and
empyema may ensue, leading to death (6).
Alternatively, infection may spread from the lateral
pharyngeal space to the contents of the carotid sheath,
leading to internal jugular vein thrombosis, subacute
bacterial endocarditis, pulmonary emboli, carotid artery
thrombosis and cerebrovascular insufficiency, or
Horner syndrome (5). Horner syndrome may occur
because of involvement of the cervical sympathetics in
this space.
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The carotid space of the neck is a potential space
within the carotid sheath containing the carotid artery,
internal jugular vein, vagus nerve, and sympathetic
postganglionic fibers. This space may be affected
indirectly from spread of infection from the
surrounding parapharyngeal space or directly by
injection of drugs in those who abuse intravenous
drugs (7). The resulting jugular vein thrombophlebitis
sends septic emboli to the heart and lungs. The carotid
artery may thrombose, form an aneurysm, or erode and
rupture. Vascular complications of deep neck
infections are less common but they are still present.
Alexander et al (3) reported three cases of deep neck
abscesses with rupture of major artery. Previous reports
would indicate that bleeding secondary to deep neck
infections originates much more frequently from the
internal carotid artery (3,8). The internal jugular vein
thrombosis is a vascular disorder that can follow
intravenous drug abuse, central venous catheterization
and deep neck infection (9). The pathogenesis of the
disorder is based upon Virchow’s triad of venous
intimal injury, altered blood flow and hypercoagulable
blood (8). Hudorovic et al (4) presented a case of
vertebral artery, internal jugular vein and subclavian
vein rupture after descending necrotizing mediastinitis.
The spontaneous cervical hemorrhage occurs rarely.
Etiologies of spontaneous cervical hemorrhage and
hematoma include infection, trauma, violent head
movements, iatrogenic injury associated with cardiac
catheterization, foreign body ingestion, hemorrhagic
diathesis (10). The internal jugular vein erosion and
silent hematoma in the neck due to deep neck infection
was not reported before. In deep neck infections, the
internal jugular vein is always exposed to the danger of
infection. In our case, deep neck infection was spread
to carotid sheath and involved the internal jugular vein.
After that, there was occurred thrombophlebitis of
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internal jugular vein. The infection, thrombosis, tissue
necrosis, all lead to exposure of vascular structures,
which may lead to weakness of the vessel wall. In our
case we believe that, thrombophlebitis and endothelial
injury during the drainage procedure was leading to
vascular erosion and hemorrhage. While hematoma
was formating there was no any hemodynamic changes
due to patient’s being young adult. Although there was
a massive hematoma in the neck self limitation of
hematoma occurred due to low venous pressure.

The bacteriologic pattern of deep neck infections
is usually polymicrobial, including aerobes and anae-
robes (7). According to recent reports, most common
organisms seem to be aerobic Streptococus Viridians,
B-hemolytic Streptococci, Staphylococcus, Klebsiella
Pneumonia, anaerobic Bacteroides, and Peptostrepto-
coccus (1). In our case, Staphylococcus Aureus was
isolated organism, consistent with previous reports.

Imaging studies may be useful. Computed tomog-
raphy is probably the single most useful study in the
deep neck infections. It has been shown to have a sen-
sitivity ranging from 95% to 100% in identifying and
characterizing deep neck infections (7). Computed
tomography is instrumental in distinguishing cellulitis
from deep neck abscesses, localization of deep neck
abscesses, identification of airway deviation, subcuta-
neous emphysema and involvement of the carotid she-
ath or major blood vessels (7).

This paper shows the importance of early diagno-
sis and probability of hematoma, in the management
of deep neck infections. Despite treating a population
with significant comorbidities, the combination of early
diagnosis, initiation of empiric antimicrobial therapy,
and prompt and aggressive surgical intervention resul-
ted in resolution of all cases and no mortality.
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