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ABSTRACT
Introduction: Aseptic abscess syndrome is a rare infammatory disorder of unclear etiology, characterized by sterile lesions
densely infltrated by polymorphonuclear neutrophils. Its frequently associated with infammatory bowel disease, which includes
chronic gastrointestinal disorders such as Crohn’s disease and ulcerative colitis, often accompanied by both intestinal and
extraintestinal manifestations. Extraintestinal involvement may include musculoskeletal, cutaneous, ocular, oral, and hep-
atobiliary systems. Although uncommon, aseptic abscess syndrome can precede the onset of infammatory bowel disease or occur
during its course.
Case Report: A 44-year-old woman with Crohn’s disease receiving corticosteroid therapy is presented with abdominal pain,
diarrhea, rectal bleeding, and a painful right lateral cervical swelling with trismus. Contrast-enhanced computed tomography
revealed a right retrostyloid abscess. Surgical drainage, combined with antibiotics and corticosteroids, led to clinical resolution.
Cultures were negative, confrming the diagnosis of aseptic abscess.
Conclusion: Retrostyloid abscesses are extremely rare and poorly documented. In patients with infammatory bowel disease
presenting with deep neck abscesses, aseptic abscess syndrome should be considered, as early recognition and multidisciplinary
management are essential to prevent serious complications.

Key Messages

• Sterile deep neck abscesses should be considered in IBD
patients with negative cultures.

• Retrostyloid abscesses are a rare manifestation of aseptic
abscess syndrome.

• Early immunosuppressive treatment is crucial for reso-
lution and complication prevention.

1 | Introduction

Deep neck abscesses are potentially life-threatening emergen-
cies, most commonly arising from odontogenic or upper airway
infections. Among these, retrostyloid abscesses are extremely
rare, involving the retrostyloid space, a deep anatomical region
adjacent to critical neurovascular structures, including the ca-
rotid artery, internal jugular vein, vagus, glossopharyngeal, ac-
cessory, and hypoglossal nerves, the sympathetic chain, and
lymphatics.
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Clinical presentation is often nonspecifc and may include cer-
vical pain and swelling, dysphagia, odynophagia, trismus, fever,
and stomatolalia, which can delay diagnosis. Contrast-enhanced
computed tomography (CT) is crucial for accurate localization
and assessment of abscess extent. Delayed treatment may result
in severe complications, including vascular (e.g., jugular vein
thrombosis, venous septic embolus, carotid artery pseudoa-
neurysm or rupture, disseminated intravascular coagulopathy),
neurological (e.g., Horner’s syndrome, cranial-nerve IX, X, XI,
and XII defcits), thoracic (e.g., mediastinitis, pericarditis, and
pleural empyema), and intracranial (e.g., meningitis and cerebral
abscesses) events [1].

Sterile abscess syndrome, as infammatory neutrophil-mediated
disorder, frst described by André et al., is frequently associated
with infammatory bowel disease (IBD). It is characterized by
persistent fever (up to 90% of cases), elevated leukocyte counts,
sterile blood cultures, and formation of sterile abscesses at
various anatomical sites [2, 3]. Abdominal involvement, par-
ticularly the spleen, is most common, although abscesses may
develop elsewhere. In patients with IBD, AAS has been reported
in up to 70% of cases [4, 5].

Herein, we describe a case of a sterile retrostyloid abscess in
a patient with Crohn’s disease undergoing immunosuppressive
therapy, highlighting diagnostic and therapeutic challenges and
contextualizing it within the limited existing literature.

2 | Case Presentation

A 44-year-old woman is presented to our ENT clinic with a 1-
week history of painful right submandibular swelling and tris-
mus, accompanied by abdominal pain, diarrhea, and rectal
bleeding, suggestive of IBD exacerbation. She had a history of
Crohn’s disease complicated by pyoderma gangrenosum and
uveitis. Previous treatments included infiximab and adalimu-
mab, discontinued due to adverse reactions or secondary loss of
efcacy. Since 2020, she had not attended regular gastroenter-
ology follow-up and had self-initiated prednisone therapy
(25mg/day) two months prior due to symptom fare-up.

Laboratory evaluation revealed elevated C-reactive protein (CRP)
(115 mg/L), severe anemia (Hb 5.9 g/dL), and normal white
blood cell count (10.45 × 103/μL). Flexible fberoptic endoscopy
was performed as part of the routine evaluation of deep neck
infections to assess airway patency and exclude mucosal or
neoplastic lesions of the upper aerodigestive tract. The exami-
nation demonstrated medialization of the right pharyngeal wall
at the oropharyngeal and nasopharyngeal levels, without in-
volvement of the hypopharynx or larynx. However, given the
emergency clinical presentation and the need for immediate
surgical intervention, laryngoscopic images were not recorded
during the initial evaluation.

Contrast-enhanced CT of the neck revealed a right lateral cer-
vical abscess (38 × 16mm) originating from the tonsillar fossa,
with posterior extension involving the levator scapulae muscle
and likely the longus colli muscle (Figure 1).

The patient underwent cervicotomy drainage, combined with
broad-spectrum intravenous antibiotics (piperacillin/tazobactam
4.5 g, administered four times daily until the ffth postoperative
day) and high-dose corticosteroids (methylprednisolone 1 g
daily), as recommended by the infectious disease specialist. She
also received blood transfusions for anemia management. Mi-
crobiological cultures were negative, confrming a sterile abscess.
Postoperative contrast-enhanced CT performed on Day 4 dem-
onstrated complete resolution of the previously described fuid
collection, with no residual hypodense area, no peripheral rim
enhancement, and restoration of normal parapharyngeal fat
planes (Figure 2).

There was no evidence of vascular thrombosis, airway com-
promise, or mediastinal extension. Clinically, resolution was
defned by disappearance of cervical swelling and trismus, ab-
sence of fever, progressive normalization of infammatory
markers, and improvement of abdominal symptoms following
corticosteroid therapy. Therefore, antibiotics were discontinued,
and the patient was subsequently managed for residual gastro-
intestinal symptoms. Corticosteroid therapy (methylpredniso-
lone) was gradually tapered from 1 g/day intravenously to
250mg/day intravenously. Beginning on postoperative Day 5,

(a) (b) (c)

FIGURE 1 | Contrast-enhanced axial computed tomography (CT) scan of the neck demonstrating a well-defned hypodense fuid collection
(38 × 16mm) in the right retrostyloid compartment of the parapharyngeal space (red arrow). The lesion shows peripheral rim enhancement after
contrast administration, consistent with abscess formation. The collection displaces the carotid sheath structures anteromedially and extends pos-
teriorly toward the prevertebral musculature, involving the levator scapulae and likely the longus colli muscle. No vascular thrombosis or airway
compression is evident.
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upon the gastroenterologist’s recommendation, the dosage was
further reduced to 60mg/day intravenously for 10 days. Therapy
was subsequently transitioned to oral prednisone 50mg once
daily (morning administration), which was continued until
complete clinical remission was achieved (for an additional 5
days). Thereafter, the patient was discharged with instructions to
continue oral prednisone 37.5 mg once daily (morning admin-
istration) until the scheduled gastroenterology follow-up. She
was discharged on Day 20 with full recovery, and follow-up
showed no recurrence.

3 | Discussion

Parapharyngeal abscesses, including retrostyloid variants, are
rare, with an estimated incidence of 0.9–2.6 per 100,000, and up
to 52% are associated with concomitant peritonsillar abscess [6].
A recent study investigating the epidemiological characteristics
of parapharyngeal and retropharyngeal abscesses (PRPA) in the
general adult population of Taiwan estimated an annual in-
cidence of approximately 2.64 per 100,000 people, with a slight
male predominance (M:F ratio = 1.72:1) and a higher prevalence
in the 45–64 and 64þ age groups, and a lower prevalence in the
20–44 age group [7].

On the contrary, our patient, a 44-year-old female, represents an
uncommon demographic.

Systemic immunosuppression, including that induced by IBD
therapy, increases susceptibility. Diabetes is the most commonly
associated systemic disease, but other immunosuppressive states,
such as corticosteroid therapy, may also predispose patients to
abscess formation [8]. In our case, the patient was in a state of
iatrogenic immunosuppression related to the medical treatment
of Crohn’s disease [9].

Common etiologies include odontogenic and upper respiratory
infections. Anaerobes (73%) and Streptococcus species (67%) are
commonly isolated, but cultures may be negative in sterile ab-
scess syndrome, as in this case. Contrast-enhanced CT remains
the gold standard for diagnosis, with reported sensitivity of 100%
[10]. Magnetic resonance imaging (MRI) provides superior soft-
tissue resolution but is usually reserved for selected cases [11]. In
suspected odontogenic origin, orthopantomography may provide
additional information [12]. Surgical drainage, via transcervical
or transoral approach, remains the mainstay, complemented by

antibiotics [2, 13, 14]. In our patient, cervicotomywas performed,
providing access posterior to the vascular-nervous axis.

AAS is characterized by polymorphonuclear neutrophils-rich
sterile lesions, often associated with IBD [2]. The syndrome
may occur concurrently with IBD, after a variable interval fol-
lowing diagnosis, or, occasionally, as the initial manifestation of
IBD. This highlights the potential need for diagnostic procedures
such as gastroscopy or colonoscopy in otherwise asymptomatic
patients to enable early detection [2, 15, 16]. Commonly afected
sites include the spleen, lymph nodes, skin, liver, and lungs,
though other locations may also be involved.

André et al. reported a 54-year-old woman with ulcerative colitis
who developed an aseptic retropharyngeal abscess, successfully
treated with intravenous methylprednisolone and cyclophos-
phamide [3]. Debourdeau et al. described an 18-year-old male
patient with Crohn’s disease on infiximab who presented with
laterocervical lymphadenopathy; histological analysis revealed
noncaseating epithelioid granulomas. The collection did not
respond to initial antituberculous therapy but resolved com-
pletely following intravenous corticosteroids [14]. Trefond et al.
conducted a French study of 71 patients meeting the criteria for
sterile abscesses outlined by André et al. [5]. Among these, 37
patients (52%) were men, with a mean age of 34.5� 17 years.
Abscesses were located in the spleen (71.8%), lymph nodes
(50.7%), skin (29.5%), liver (28.1%), and lungs (22.5%). Only 5
cases (7%) involved the ENT region, though the precise sites were
not clearly specifed. Corticosteroids and/or immunosuppressive
agents constituted the primary treatment, and 42% of patients
had concurrent IBD [2].

Although sterile abscesses associated with IBD have been de-
scribed, to our knowledge, this is the frst documented case of
a sterile retrostyloid abscess associated with IBD [2, 3, 14]
(Table 1).

Biochemical analyses typically reveal elevated CRP and leuko-
cytosis; in our case, CRP was elevated, but leukocyte counts
remained normal, likely due to steroid-induced myelosup-
pression. The combination of persistent abdominal symptoms,
elevated CRP, and negative cultures supports an infammatory
rather than infectious etiology.

Management of sterile abscesses primarily involves corticoste-
roids or immunosuppressive therapy, with surgical drainage
reserved for cases requiring immediate decompression or di-
agnostic confrmation [1, 14]. In our case, abscess resolution was
established using combined clinical and radiological criteria.
Radiologically, complete resolution was defned as the disap-
pearance of the fuid collection and peripheral contrast en-
hancement on CT imaging, with re-expansion of adjacent
anatomical compartments. Clinically, the patient exhibited full
regression of local infammatory signs and rapid response to
corticosteroid therapy. The absence of persistent collection de-
spite early discontinuation of antibiotics further supported the
infammatory rather than infectious nature of the lesion.

A limitation of this report is the absence of histopathological
examination of the abscess wall. Surgical drainage was per-
formed for therapeutic purposes in an emergency context, and no
tissue biopsy was obtained. Therefore, the diagnosis of aseptic
abscess was based on clinical presentation, negative microbio-
logical cultures, association with active Crohn’s disease, and

FIGURE 2 | Postoperative contrast-enhanced CT scan (coronal view)
showing resolution of the previously described fuid collection and the
drainage catheter in situ.
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favorable response to corticosteroid therapy. Although histology
typically demonstrates dense neutrophilic infltrates without
microbial evidence, this was not available in our case.

4 | Conclusion

Although rare, parapharyngeal abscesses can be life-threatening,
and their nonspecifc presentationmay delay diagnosis. This case
highlights the critical importance of timely recognition and in-
tervention, which in our patient prevented serious complications
and ensured complete recovery.

Optimal management requires a multidisciplinary approach,
involving radiologists, infectious disease specialists, thoracic
surgeons, ENT specialists, and anesthesiologists. Accurate in-
terpretation of clinical and radiological fndings is essential to
determine abscess type, select the most appropriate surgical
approach, and optimize treatment timing.

Importantly, this report underscores the under-recognized but
clinically signifcant association between IBD and AAS. Clini-
cians should consider this diagnosis in patients with IBD pre-
senting with deep neck abscesses, as early immunosuppressive
therapy can improve outcomes, avoid unnecessary antibiotics,
and expand understanding of AAS presentations in immuno-
compromised patients.

This case not only expands the spectrum of known presentations of
aseptic abscess syndromebut also serves as a reminder of the need for
vigilance in immunocompromised patients with atypical abscesses.

Funding

No funding was received for this manuscript.

Open access publishing facilitated by Universita degli Studi di Palermo,
as part of the Wiley - CRUI-CARE agreement.

Ethics Statement

Written informed consent was obtained from the patient for publication
of this case report.

Conficts of Interest

The authors declare no conficts of interest.

Data Availability Statement

The data that support the fndings of this study are available in PubMed at
https://pubmed.ncbi.nlm.nih.gov. These data were derived from the
following resources available in the public domain: abscess sterile crohn,
https://pubmed.ncbi.nlm.nih.gov/?term=abscess+sterile+crohn.

References

1. M. Almuqamam, F. J. Gonzalez, S. Sharma, and N. P. Kondamudi,
“Deep Neck Infections,” in StatPearls (StatPearls Publishing, 2025).

2. L. Trefond, C. Frances, N. Costedoat-Chalumeau, et al., “Aseptic
Abscess Syndrome: Clinical Characteristics, Associated Diseases, And up
to 30 years’ Evolution Data on a 71-Patient Series,” Journal of Clinical
Medicine 11, no. 13 (2022): 3669, https://doi.org/10.3390/jcm11133669.

3. M.André,O.Aumaitre, J. C.Marcheix, and J.C. Piette, “UnexplainedSterile
Systemic Abscesses in Crohn’s Disease: Aseptic Abscesses as a New Entity,”
American Journal of Gastroenterology 90, no. 7 (July 1995): 1183–1184.

4. M. André, J. C. Piette, C. Frances, B. Wechsler, I. Delevaux, and
O. Aumaître, “Retropharyngeal and Splenic Aseptic Abscesses Treated

With Prednisone and Cyclophosphamide in a Patient With Ulcerative
Colitis,” Digestive Diseases and Sciences 48, no. 6 (June 2003): 1193–1195,
https://doi.org/10.1023/a:1023745619294.

5. M. F. J. André, J. C. Piette, J. L. Kémény, et al., “Aseptic Abscesses: A
Study of 30 Patients With or Without Infammatory Bowel Disease and
Review of the Literature,” Medicine (Baltimore) 86, no. 3 (May 2007):
145–161, https://doi.org/10.1097/md.0b013e18064f9f3.

6. T. E. Klug, A. S. Fischer, C. Antonsen, M. Rusan, H. Eskildsen, and
T. Ovesen, “Parapharyngeal Abscess is Frequently Associated With
Concomitant Peritonsillar Abscess,” European Archives of Oto-Rhino-
Laryngology 271, no. 6 (2014): 1701–1707, https://doi.org/10.1007/
s00405-013-2667-x.

7. T. H. Yang, S. Xirasagar, Y. F. Cheng, C. S. Wu, Y. W. Kao, and
H. C. Lin, “A Nationwide Population-Based Study on the Incidence of
Parapharyngeal and Retropharyngeal Abscess-A 10-Year Study,” In-
ternational Journal of Environmental Research and Public Health 18, no. 3
(January 2021): 1049, https://doi.org/10.3390/ijerph18031049.

8. G. An and M. Y. S. Hazim, “Parapharyngeal Abscess in Immuno-
compromised Patients,” Medicine & Health (2007): 158–163.

9. T. E. Klug, T. Greve, C. Andersen, et al., “Microbiology of Para-
pharyngeal Abscesses in Adults: in Search of the Signifcant Pathogens,”
European Journal of Clinical Microbiology & Infectious Diseases 40, no. 7
(July 2021): 1461–1470, https://doi.org/10.1007/s10096-021-04180-y.

10. M. Nagy, M. Pizzuto, J. Backstrom, and L. Brodsky, “Deep Neck
Infections in Children: A New Approach to Diagnosis and Treatment,”
The Laryngoscope 107, no. 12 Pt 1 (1997): 1627–1634, https://doi.org/
10.1097/00005537-199712000-00010.

11. A. Muñoz, M. Castillo, M. A. Melchor, and R. Gutiérrez, “Acute Neck
Infections: Prospective Comparison Between CT andMRI in 47 Patients,”
Journal of Computer Assisted Tomography 25, no. 5 (September 2001):
733–741, https://doi.org/10.1097/00004728-200109000-00011.

12. R. Bottin, G. Marioni, R. Rinaldi, M. Boninsegna, L. Salvadori, and
A. Staferi, “Deep Neck Infection: A Present-Day Complication. A
Retrospective Review of 83 Cases (1998–2001),” European Archives of
Oto-Rhino-Laryngology 260, no. 10 (November 2003): 576–579, https://
doi.org/10.1007/s00405-003-0634-7.

13. I. D. Singh, S. Raina, J. R. Galagali, and N. Kumar, “Deep Neck Space
Infections in Immunocompromised Patients: A Case Series,” Journal of
Global Otolaryngology in Global Health 1, no. 1 (2015): 555553, https://
doi.org/10.19080/GJO.2015.01.555553.

14. A. Debourdeau, A. Bozon, and R. Altwegg, “An Uncommon Cause of
Feverish Swelling in a Patient With Crohn’s Disease,” Gastroenterology
154, no. 6 (May 2018): 1584–1585, https://doi.org/10.1053/
j.gastro.2017.07.050.

15. N. Bollegala, R. Khan, M. A. Scafdi, et al., “Aseptic Abscesses and
Infammatory Bowel Disease: Two Cases and Review of Literature,”
Chinese Journal of Gastroenterology and Hepatology 2017 (2017):
5124354–5124358, https://doi.org/10.1155/2017/5124354.

16. G. Ottoveggio, B. Verro, M. Lapi, and C. Saraniti, “Combined Vid-
eolaryngoscope and Fiberoptic Intubation for Difcult Airways in Head
and Neck Surgery: A Prospective Observational Study,” Current Problems
in Surgery 70 (September 2025): 101852, https://doi.org/10.1016/
j.cpsurg.2025.101852.

17. M. Doulberis, J. Dähn, J. Kountouras, V. Maier, A. Helbling, and
P. Dubach, “A Rare Case of Crohn Disease Complicated With Steroid
Monotherapy-Related Retropharyngeal Abscess and Initially Mis-
interpreted Pyoderma Gangrenosum Development,” Gastroenterology
Nursing 41, no. 4 (July 2018): 347–351, https://doi.org/10.1097/
SGA.0000000000000401.

18. K. Nuriyev, “Crohn’s Disease Present With Hypopharynx Ulcer and
Retropharyngeal Microabscess,” Journal of Enterocolitis (2023): 15–16,
https://doi.org/10.14744/Jenterocolitis.2023.230547.

Case Reports in Medicine, 2026 5 of 5

https://pubmed.ncbi.nlm.nih.gov
https://pubmed.ncbi.nlm.nih.gov/?term=abscess+sterile+crohn
http://doi.org/10.3390/jcm11133669
http://doi.org/10.1023/a:1023745619294
http://doi.org/10.1097/md.0b013e18064f9f3
http://doi.org/10.1007/s00405-013-2667-x
http://doi.org/10.1007/s00405-013-2667-x
http://doi.org/10.3390/ijerph18031049
http://doi.org/10.1007/s10096-021-04180-y
http://doi.org/10.1097/00005537-199712000-00010
http://doi.org/10.1097/00005537-199712000-00010
http://doi.org/10.1097/00004728-200109000-00011
http://doi.org/10.1007/s00405-003-0634-7
http://doi.org/10.1007/s00405-003-0634-7
http://doi.org/10.19080/GJO.2015.01.555553
http://doi.org/10.19080/GJO.2015.01.555553
http://doi.org/10.1053/j.gastro.2017.07.050
http://doi.org/10.1053/j.gastro.2017.07.050
http://doi.org/10.1155/2017/5124354
http://doi.org/10.1016/j.cpsurg.2025.101852
http://doi.org/10.1016/j.cpsurg.2025.101852
http://doi.org/10.1097/SGA.0000000000000401
http://doi.org/10.1097/SGA.0000000000000401
http://doi.org/10.14744/Jenterocolitis.2023.230547

	A Rare Case of Sterile Retrostyloid Abscess in a Patient With Crohn’s Disease: Diagnostic and Therapeutic Insights
	1. Introduction
	2. Case Presentation
	3. Discussion
	4. Conclusion
	Funding
	Ethics Statement
	Conflicts of Interest
	Data Availability Statement




