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ABSTRACT e e .
: Brain abscess originating from odontogenic maxillofacial fascial space abscess
: report of two cases

YelJu Shin, Kwan-Soo Park
Department of Dentistry, Oral and Maxillofacial Surgery, Inje University Sanggye-Paik Hospital

Brain abscesses caused by dental infections are rare but potentially fatal infections with a high mortality rate. Early diag-
nosis and treatment are crucial, but diagnosing them is not straightforward. Various mechanisms exist through which oral
bacteria can spread to the central nervous system, with hematogenous dissemination being considered the most important
pathophysiological mechanism. In this report, two cases of brain abscess originating from maxillofacial fascial space infec-
tion will be presented. In the first case, the infection originating from the right side secondary to the left brain abscess, and
in the second case, the infection originating from the left side led to a secondary infection in the left brain abscess. In both
cases, the source of the infection was traced back to dental issues. The patients showed improvement through long-term high
dose antibiotic therapy and surgical treatment by oral & maxillofacial surgeon and neurosurgeon.
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Figure 1.

a. Brain MR of Case 1 patient. Prominent contrast—enhancement is observed in left cavernous sinus.
b. Brain MRI of Case 1 patient for follow—up. Disappearance of the contrast-enhancement in left

cavernous sinus is observed.

Table 1. Changes in Laboratory test results of the Case patient.

HD #0 HD #7 HD #15 Ego#ﬁ Eggi%
ESR(mm/hr) o 76H 75 % 53
WBC(H/u) 1188 993 1252 750 343
CRP(mg/dL) 229 14 148 80 08

Abbreviations:
HD: Hospital day, POD: Postoperative day
ESR: erythrocyte sedimentation rate, VWBC: White blood cell, CRP: C-reactive protein

Figure 2. Panoramic view of Case 1 patient. Mesial bone defect is observed in right maxillary second molar.
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Figure 3.

a. Brain MRI of Case 1 patient. Abscess formation is observed in right infratemporal space legion.

b. Brain MRI of Case 1 patient. Abscess formation is observed in left temporal lobe.

¢, d. Contrast—enhanced CT of maxillofacial region of Case 1 patient. Abscess formation is observed
in right Infratemporal space.

Figure 4.

a. Brain CT of Case 1 patient. Formation of an abscess is observed in left frontal lobe & temporal lobe.

b. After drainage by neurosurgeon, decreased size of abscess is observed in left frontal lobe & tem—
poral lobe.
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Figure 5. Panoramic view of Case 2 patient. Multiple caries & root rests are seen.
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Figure 6.
a. Initial contrast—enhanced CT of maxillofacial region of Case 2 patient. Abscess formation in left masseticatory
space is seen.
b, c. Initial contrast-enhanced CT of maxillofacial region of Case 2 patient. Abscess formation in left sublingual
space is seen.
d. Follow-up CT of maxillofacial region one week after first drainage by oral and maxillofacial surgeon. Newly
developed radiolucent lesion in left subdural area and a slightly enlarged abscess cavity in left temporal con—
vexity is seen.
e, f. Follow-up CT of maxillofacial region one week after first drainage by oral and maxillofacial surgeon. Newly
developing large abscess is seen in right parapharyngeal space
Table 2. Changes in Laboratory test results of the Case2 patient.
D 40 HD #7 HD #17 Ao hlS HD #32
POD1 #6 POD1 #16 POD? #6 Discharge
ESR(mm/hr) 87 85 89 89 77
WBC(Z/ud) 23.98 14.38 5.81 5.81 453
CRP(mg/dL) 413 4.6 0.6 1.0 0.30[5t
Abbreviations:
HD: Hospital day, POD1: Postoperative day associated with first drainage operation by oral & maxillofacial surgeon, POD2:
Postoperative day associated with brain abscess drainage by neurosurgeon
ESR: erythrocyte sedimentation rate, WBC: White blood cell, CRP: C-reactive protein
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