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History of present illness:  A 45-year-old male presented to the emergency department with chief complaint 
of left ear pain with yellow discharge for several days.  He had associated decrease in appetite.  The patient 
denied any history of fever, headache, dizziness, hearing loss, or tinnitus.  On physical exam, the patient was 
found to have yellow discharge in the left ear canal with a perforated tympanic membrane.  He was also 
found to have significant tenderness to palpation over the left mastoid bone. 
 
Significant findings: The patient underwent computed tomography (CT) of the head which revealed 
opacification of the left middle ear (red arrow) and mastoid air cells (red circles). Additionally, there was 
thickening of the soft tissues of the external auditory canal (blue arrowhead), likely reflecting concurrent 
otitis externa.  Based on the imaging, he was admitted for findings consistent with acute otomastoiditis. 
 
Discussion: Mastoiditis is an infection of the mastoid air cells of the temporal bone often secondary to 
undertreated or untreated otitis media.  On CT, purulent material and mucosal swelling cause opacification 
of the air cells, as seen in this patient.1 The inflammation can erode into the mastoid septae causing acute 
coalescent otomastoiditis.  Mastoiditis can invade intracranially leading to sigmoid sinus thrombosis, 
perisinus empyema, epidural abscess, subdural abscess or meningitis.1 
 
Presentation of mastoiditis includes fever, otalgia and otorrhea.  Patients may also have erythema and 
swelling overlying the mastoid process.2   Most patients presenting with acute mastoiditis will require hospital 
admission for intravenous (IV) antibiotics.  Antibiotics should cover the common causative agents of otitis 
media including H influenzae, M catarrhalis, S pneumoniae as well as S aureus. Mastoidectomy is reserved 
for cases where medical management fails.3  
 
In the antibiotic era, the incidence of clinically significant acute mastoiditis has decreased to 1.2-2 per 
100,000.2 However, it is important to recognize that acute mastoiditis may present with severe intracranial 
complications resulting in significant morbidity and mortality.3   Therefore, patients with suspected 
mastoiditis should receive a thorough physical exam and cranial imaging studies to evaluate for bone erosion 
and other sequelae.4 

 

The patient in this case remained afebrile without leukocytosis throughout hospitalization.  A final blood 
culture yielded gram positive cocci, gram negative cocci, gram positive rods and methicillin resistant staph 
aureus with Clindamycin susceptibility. The otolaryngologist (ENT) started the patient on IV ceftriaxone and 
IV clindamycin for 72 hours.  He was discharged with ENT follow-up on an oral regimen of clindamycin and 
cefuroxime for two weeks. He was also administered ofloxacin otic solution throughout his hospitalization 
and at discharge.  
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