Tuberculosis and Respiratory Diseases 2% 9 5&7]48, Vol. 48, No. 4, Apr, 2000
BES gl 0

A% A% 29 F 99 $30 39 29

olstedaiistuL ojFchst Wastmd, WP PAMIAGmA’,
Froastad?, pgeletad?

g2, dels], s, FZl, olFul, olsT
o|Zlsl, U, WAL’ Y, IEH

= Abstract =
Two Cases Presenting Thoracic Complications of Deep Neck Infection
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The incidence of deep neck infection has been reduced by modern antibiotic therapy. Life-threatening deep
neck infection of odontogenic or upper airway origin may extend to the thorax. Early diagnosis, administration
of the potent antibiotics, and complete debridement and drainage are essential to improve the chances for survi-
val in these very ill patients. ‘

We report two cases of deep neck infection which were complicated by thoracic infection such as

mediastinitis, pericarditis, and empyema as a result of descending infection. {Tuberculosis and Respiratory Dis-
eases 2000, 48 : 543-549)
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Fig. 1. Chest X-ray film showing mediastinal
widening and cardiomegaly. The cardio-
thoracic ratio was 0.73(Case 1).
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Fig. 2. CT scan of the neck showing irregular low
~density lesion containing air(arrowhead)

in the right cervical area(Case 1). #Y A 4% U A5 o) 20E INY
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Fig. 3. Flow chart of clinical course and special procedures in case 1.
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Fig. 4. CT scan of the chest showing the low-
density area of fluid collection with en-
hanced wall(curved arrow) along the
mediastinum in the retrocardiac area
and the focal thickening of pleura with
dense calcification(arrow) in the lateral
wall of the left hemithorax(Case 1).
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Fig. 5. CT scan of the neck showing the low-
density lesion with peripheral enhance-
ment(arrow) in the left cervical area

" (Case 2).
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Fig. 6. CT scan of the chest showing the low-den-
sity lesion suggesting abscess(arrow) in
the anterior mediastinum(A) and empye-
ma (arrowhead) in the right hemithorax
(B)(Case 2).
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Fig. 7. Chest X-ray film showing the right pleur-
al effusion(Case 2).
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Hospital day {d)
i 5 10 15 20
i 1 L { —d
1&0 fever closed thoracostomy intubation
antibiotic change & ventilation

WBC (X 1000/mm’)
129 15.9 243 184 168 113 8.8
CRP (mg/dL)

6.9 3.4 54 30

Fig. 8. Flow chart of clinical course and special procedures in case 2.
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Fig. 9. Lateral view of the fascial planes in the
neck. ’
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