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ABSTRACT Y __:__
: 12
Arthrocentesis and lavage in a patient with acute abscess of the temporomanibular H}S
joint from malignant external otitis and skull-base osteomyelitis: A Case Report ?gp
S
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HT
=
Arthrocentesis and lavage is a conservative method to treat temporomandibular joint disorders by discharging substances -
that cause inflammation and pain in the temporomandibular joint and resolving temporomandibular joint adhesions. The
" temporomandibular joint is susceptible to malignant external otitis and skull-base osteomyelitis due to its anatomical prox-
imity. This case is a treatment of performing arthrocentesis and lavage in a patient with secondary acute abscess formation
in the temporomandibular joint derived from primary skull-base osteomyelitis caused by malignant external otitis.
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Fig. 1. Temporal bone CT image. (A) Axial view of TBCT. (B) Coronal view of TBCT. TBCT image
shows effusion in the left mastoid air cell (A,B yellow arrow).
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Fig. 2. Initial MRl image. (A) Axial view of T2-weighted image. (B) Coronal view of T2-weighted
image. MRl image shows effusion in the left mastoid air cell (A,B yellow arrow).
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Fig. 3. Initial MRI image. (A) Axial view of T2-weighted image. (B) Coronal view of T2-weighted
image. MRI image shows abscess formation of the left temporomandibular joint (A,B yel-
low arrow).

Fig. 4. The panoramic radiograph doesn't show obvious left condylar resorption.
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Table 1. Antibiotic sensitivity results of the culture from pus on the left ear _%
SURIZE SR M2/ ZIMIC) e
Pseudomonas aeruginosa 0;
TZP Piperacillin/Tazobactam S <40 s
TAZ Ceftazidime s <10 o
FEP Cefepime S <10 rirl:
AZM Aztreonam S 4.0 %
IMI Imipenem S 1.0 érl-j
MEM Meropenem S <0.25 ||'_EEJ
AN Amikacin S <20
GM Gentamicin S <10
CIP Ciprofloxacin S <0.25
CS Colistin S <05
*MIC(minimum inhibitory concentration, ug/mi)
Table 2. Changes in inflammatory marker of blood test
CRP (mg/dL) ESR (mm/hr)
2019.12.11 6.02 66
2019.12.21 2.93 61
2019.12.28 1.37 60
2020.01.03 0.64 44
2020.01.31 0.28 28
*CRP(C-reactive protein), ESR(erythrocyte sedimentation rate)
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Fig. 5. Follow-up MRI image. (&) Axial view of T2-weighted image. (B) Coronal view of T2-
weighted image. MRI image shows reduction of the effusion after arthrocentesis and la—

vage (A,B yellow arrow).
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Fig. 6. Follow—-up MRI image. (A) Axial view of T2-weighted image. (B) Coronal view of T2-
weighted image. MRI image shows reduction of the abscess formation after arthrocentesis

and lavage (A,B yellow arrow).
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