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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.
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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).

c. 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). fl
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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