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Intracranial and maxillofacial abscesses originating from the temporomandibular joint
with rheumatoid arthritis : A case report

Department of Oral and Maxillofacial Surgery, College of Medicine, Dong-A University
Jun Park, Ki-Eun Hong, Ji-Eon Yun, Eun-Sup Shin, Chul-Hoon Kim, Bok-Joo Kim, Jung-Han Kim

The incidence of intracranial brain abscess originating from the oral and maxillofacial infection is rare. However, brain
abscesses have been reported in immunocompromised patients, which may cause neurological sequelae with high mortality.
Early diagnosis of brain abscess and intensive antibiotic treatment can reduce the mortality rate. However, as a clinician,
early diagnosis is difficult, and there are limitations in the use of antibiotics. Odontogenic infection can be diagnosed and
treated early using clinical examination and dental radiographs. Although the temporomandibular joint is an area that den-
tists are in charge of;, it is difficult to diagnose an infection, and there is a possibility that it may develop into a brain abscess.
The purpose of this report is to review the case of temporomandibular joint infection and secondary maxillofacial and brain
abscesses in a 61-year-old female patient with systemic rheumatoid arthritis, and to report the importance of prevention and
early diagnosis of brain abscess as a clinician.

Key words : Brain abscess, temporomandibular joint infection, rheumatoid arthritis, vancomycin.

Corresponding Author

Jung-Han Kim, DDS, PhD, Assistant Professor

Department of Oral and Maxillofacial Surgery, College of Medicine, Dong—A University, 26, Daesingongwon-ro, Seo-gu,
Busan, 49201, Republic of Korea.

Tel : +82-51-240-5475 / fax : +82-51-241-5475 / Email : omfsjhkim@dau.ac.kr

CHHR| 2 AIEIR| MBOH M125 2021 | 725



CASE REPORT

A2
] Z1A| 9] A A AL} oA A2 A (blood-brain
barrier / BBB)> B Yw 0 2 HE =& B Gok= Ak
Sh, o] = Qlsf T/ 5 WH brain abscess)2] HE
ey o;]—r,}l) k]=0ko] H|Eo0]& 0] ZA}0 & ol5lo] Rtk
0}7] offith= £40] sloH, W Al oF 15%2] APY
£ Hol1l 9lo] AFHQl A&rt aE. Hed

9] thFE-2 Q17 HYAY Hpo B AHIV) Y, HYY
AA B8 532 Zo] HYo| Aok FAtolA] LAYshH

AU Be dE353 22 A AALY dET19
(mastoiditis), F-H]%&-A(sinusitis) F= 243 7 53+ 2
o] o} QI 22| 9] 7t o & Qlal] Ao | = S

A 2 F= A 71 AP ez, Aok
oF gt 229 sfor] SAJER Qlste] FHoz 3t
FEE TS BT, A4 o] e deto g %]
oRPAlAMRE AFY, ALEY, Y, T

oM, O

>~
3;9‘
dl
0 1o dr o

= o
5ol 9loH, olF 5% 1, 2% —:”#7&?#’— %j01 A
(deep neck) FEZ op7|H| %
AR R e *JOJEH_QEA HFIOI 44% A=t
Al o|AFHRI Hisgo] WP T B uE . Qo). SEAL,
A 7449l 739 CT9 MRIS-S &%5}A] glote ¥
4 Zcto] 7hsoh, 2710l ZHA Y AA Al Fuled €
w50 29] mtg o e &= QIS

In a
i

TRt o)A Aol o8] thEolA: &
shte] Hop} Zraielas BiE Yglolct, 255}
oltgo] 713 Agle TR HHES 7ix|1 91, &

HhA o] Ay} 7HE 9l 7] go] -é ] ol sfekat

= —r7H?:_T(cran1um) % S, %Oloé(otms med1a)
I FYE7] H(mastoiditis) 23t oAFAQ1 Hsgo] &
AY7¥sstal I AFFE ER E7|eEe] olof thgk o]sf
o} Z=o)71 W sy, BAX; HHlEd, A4 7 o

7 25-2-0] 7+ || o5 vhAlSt b =0ko] H|-8-2 A9
25~50% of| o[ 2L His 3 lep,
B ZeoAe A Forela HEEE 71
= SAPllA Sotelrd st ol2 sl TR
Shelso} U W5l AP HslT, o] B3
7VRA Ao o % 7] Wate] $84S 7%

4 g

R

-

I‘

<

O go 19 39

N
N

|
;ﬂ—‘?—Ei FubE] A J,—_‘rﬁ?‘é,(Rheumatmd arthrms)
}EV\LHJ—MW REX R (HAAAA|, A
FHEANE Hhot At

. Methotrexate(F2/35%A, T5Hut

Al) 10mg / week

2) AH|EOJEA| : Deflazacort(ZH EUEE AR
3mg bid

3) HIAH| 20| =/ AHZIEA] : Celecoxib(selective

COX-2 inhibitor) 200mg bid

el 35 AHE 92 ZEaEe) 553t A7
o2 0 & 23} ol 7| TolA] ZLo|AA|e} AEALAS

271 A wgror], BARS AWt A, 5
e gisie) o, At 2 B 5ol Ao
QI 3%} |7 | o] Estol, FAA Az T WA ©
s ooFS 7|chel 2 Sl Aol flont S4o] 58 4l

shejo] Fotdiet g Y 3ol st

726 | CHStX|ZIOIAEEIX| HI5OH K125 2021




CASE REPORT

1L
=

[3i0

7Y

A

e FA] @9 110/60mmHg, WEF 128/min, S8
20/min °oJ%lom, A2 37.7CE Tho] A5
o} 3 AAF 23 5 T SR B (swell-
ing), ¥4 (redness), &heatness)#t 53(pain)°]
o ZHFAISK trismus), HokteHdysphagia) @ &
SAIZHdyspnea)?] /45 B3t o]Qfo] A3
4 oA S It 9= QY| 5 abscess) 2
= 7pidstal A GAL 9l o2 panorama), &4
CT(conebeam CT) % 2t CT(RYA| 23hE &Yt
Ak

FHHAL A} White blood cell(WBC) 20.77/ul,
C-reactive protein(CRP) 22.19mg/dL, Procalcitonin

Jog0n, el BAETE Mo R H% ofje} 2

2) = &5 9 S5 5% Temporal & infra-
temporal space abscess, right (Fig. 2a, 3a).

3) 5 #9U5 9 IEsH S 5% Parapharyngeal
& pterygomandibular space abscess, right (Fig.
3b).

4) = WoF 7= 5% Submassteric space ab-
scess, right (Fig. 3b).

5) 9= 5195} 7+ 5% Submandibular space ab-

scess, right(Fig. 30).

1.46ng/mL, Erythrocyte sedimentation rate(ESR) 28234 9 A3}
117mm/hrZ A4 4 AeE Z3AKTable 1). A2}
§ panorama WAL A 2 EUCT AAH 2092 5 AVHH L A2k B} Ak oo Qg A1
OYak0] erosionS BHSHO(Fig. 1a, 1b), F& 4, 94 FAL HolA) gon] 544 AR Hrke BEA
5} AN 2T BHE VUG T, T A A2 H8Foleks Aolgit w AT %7}
AFEEE 0] A2 9 U] AF 44 WEEA o AW BAAR] SAlE wouh AAARI HESo S
UtHFig. 1o). 2GAIE Folgt & FFet QHA CTolA AR HolA] b= T A70] Tk whbA], 2730l 9
5 oM JHY] g T T2 HAE SRl He AYste] A A=, E7) 9 HilsE(incision &
et A9l B7HE A9 52712 Brain MRIZ 2 drainage)}S A3 = siirt. Futel s Wik 7}
Table 1. Changes in infection marker of blood test
Infection marker WBC(/uL) CRP(mg/dL) ESR(mm/hr) Procalcitonin(ng/mL)
[Normal range] [3-9.3] [0-0.5] [0-30] [0-0.046]
Admission 20.77 22.19 117 1.46
*POD 3 11.66 12.68 82 0.517
POD 5 9.91 554 91 0.214
POD 15 5.02 0.50 71 0.114
POD 23 415 0.32 53 0.046

* POD : post-operation day

=
(24

3% Kiofo ia hiics Bles KREBleS= =16 (0B

ol
[r1]

[

CHSIR|ZHoIArRISIX| HIBOH A28 2021 | 727



CASE REPORT

Figure. 1. Dental cone beam computed tomography(a, b) & panoramic radiography(c) of the patient taken
at the time of visiting emergency room.

a. Coronal view

b. sagittal view of Right condyle & mandibular fossa of temporal bone. Both images show corti—
cal bone resorption of the right mandibular condyle due to infection(circles).

¢. Panoramic radiography shows alveolar bone resorption on #17,16,26,27,36,46 teeth due to
periodontitis(arrows). There was no swelling or pus on the gingiva around the teeth during
clinical examination.

Figure. 2. Computed tomography with contrast(a) & Magnetic resonance imaging T2(b) indi—
cate intracranial lesion.
a. Abscess formations are seen right temporal space(arrow 1) & right anterior tem-
poral convexity of intracranium(2).
b. MRI T2 image shows High signal of the lesion on right anterior convexity(3). That
indicates brain abscess.
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Figure. 3. Computed tomography with contrast show maxillofacial space abscesses on the Right side.
a. Infratemporal space abscess formation(arrow 1). oA
b. Submasseteric(2), pterygomandibular(3) & parapharyngeal(4) space abscesses formation. T
¢. Submandibular space abscess formation(5). fd
d, e. Multifocal maxillofacial abscess and intracranial brain abscess lesions are seen in the

coronal view of the CT(arrows)
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Figure. 4. Postoperative Computed tomography with contrast were taken 5 days after incision and

a, b, ¢, d. Most of the pus was drained, and the edema was also reduced. Penrose is seen on
the submandibular area(arrows)
e. The size of the intracranial brain abscess lesion did not change.(circle)
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Figure. 5. Postoperative Computed tomography with contrast were taken 20 days after incision and

drainage.

a, b, ¢, d. Most of the abscess lesions are subside. However, edema of the soft tissue on the
right side is still seen compared to the left side
e. Intracranial brain abscess lesion still exists, but the boundary of the lesion is blurred.(circle)
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