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Background and Objectives Skull base osteomyelitis (SBO) typically evolves as a com-
plication of malignant otitis externa (MOE) in diabetic patients and involves the temporal
bone. Central SBO (CSBO), which mainly involves the sphenoid or occipital bones, has clini-
cal and radiological characteristics similar to those of SBO but without coexisting MOE. We
investigated a group of patients with CSBO and studied the clinical course of CSBO.
Subjects and Method Medical records of patients who were diagnosed with CSBO were
retrospectively analyzed from 1999 to 2014.

Results Ten patients (mean age; 60.5 years) were identified. There were five males and five
females. All patients suffered from headache, and six patients had cranial nerve palsy includ-
ing oculomotor (20%), abducens (10%), vestibulocochlear (10%), glossopharyngeal (20%), va-
gus (30%) and hypoglossal (10%) nerve. Patients had underlying diseases including diabetes
mellitus (40%), immunosuppression status after liver transplantation (10%) and cardiovascular
disease (40%). Four patients received endoscopic biopsy and debridement for diagnostic and
curative intent. Patients were treated with intravenous antibiotics for 5.1 weeks in average and
oral antibiotics for 17 weeks. Mean follow-up period was 12.4 months and the mortality rate
was zero. 40% of patients had residual neurologic deficit. The earliest sign of improving
CSBO was headache (mean; 3.1 weeks) and the erythrocyte sedimentation rate was the latest
improving sign (mean; 4 months).

Conclusion CSBO was diagnostic and therapeutic challenge to the clinicians. The timely
diagnosis and long-term antibiotics therapy could avoid a mortality case and minimize the
permanent neurologic deficit.  Korean J Otorhinolaryngol-Head Neck Surg 2016;59(3):207-13
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Skull base infiltrative lesion
in radiologic evaluation
(n=126)

l

Presence of radiologic features
compatible with skull base
osteomyelitis
(n=42)

Antegrade MOE or COM
(n=19)

P 00000 s

P 00000 s

Other diseases* (n=13)

Central skull base osteomyelitis
(n=10)

Fig. 1. Overview of patient selection. Among 126 patients who
had skull base infiltrative lesion on imaging, 10 central skull base
osteomyelitis patients were identified after reviewing the medical
information archives. Out of 42 patients favoring radiologic fea-
ture of skull base osteomyelitis, 15 patients with antegrade malig-
nant otitis externa (MOE), 4 patients with chronic otitis media
(COM), and other 13 patients were excluded. *malignancy (n=3),
inflammatory pseudotumor (n=6), autoimmune disease (n=2),
and invasive fungal sinusitis (n=2).

Asiglon, Arrgtel disfo S E=
oMEhA] Z=x]0] WEOFAFS 7|&alet) HAIA nhe] Ax

A
£ 3

W HFHOR FHY T BP0 AW AYBE
HWHT AR BATORA T BoEe] 5E B
weku sk

4 %

Z 1059 SAA FHA Z4 Frtof| digt Ak 4
ol ‘:HEH EE 71&L 39cHTable 1). B4 51, o] 5o =
ARle Zaiginh Agis 19~004 2 sl on Hat

g 605*1]“3} 201101]*1 A=l °‘°*°111 7l7<1’<‘§}

=
AR 7N BT S B, B Qe T A1Ag)
247} 1604 QIolrk 27] FAORE 109 BE FES 5a
shgick. wAERIE G ARG, ehyelo|E o] §
9hE A B4givhe Tk Bl R4 st 3o b
BEGLOR, QM1 whulis AR QRgreh 4] BholA
ST TR0} 2o BHEE 4o giglon, wae

9] epgelol=da PAlRlE HE4
£ K

30~120 mm/hr, B+ 85 mm/hr), C-¥F
A AT A4S BYcHES: 1.23~19.87 mg/dL, H-
mg/dL). W8] H 5HoflA w2 A& EATHES:



Table 1. Clinical characteristics of 10 CSBO patients

Central Skull Base Osteomyelitis I Kim BK, et al.

No Sex/ Symotoms Comorbidit CNP Coinfection in Isolated Infravenous  Prognosis
" age yme 4 (Px®) image finding organism antibiotics  (duration#)
1 M/62 HA HTN, angina IX, X (P) Isolated (+) Pseudomonas, TAZ+LFX Remission
CSBO etct (4 mo)
2  M/71 HA, sore throat DM IX, X, XI(N)  Adjacent (+) colonization CTX+MTN Follow
abscess up loss
3 F/62 HA, ear fullness DM, HTN, Adjacent Pseudomonas TAZ+LFX Remission
LT, CKD sinusitis (26 mo)
4  F/19 HA, PND, Hyperthyroidism VI (C) Adjacent No growth CTX+MTN+  Remission
diplopia, fever sinusitis VAN (3mo)
5 F/71 HA, ptosis, HTN, angina I (C) Adjacent (+) CoNS CTX+MTN Remission
p. rhinorrhea sinusitis (1.5 mo)
6 M/61  HA, hoarseness, HITN, temporal ViIl, X (P) Sphenoid (+) No growth AMP Remission
p. rhinorrhea arteritis fungal ball (2.5 mo)
7  M/36 HA, fever Stroke history Isolated CSBO Not done CTX+MTN Remission
(3.5mo)
8 F/90 HA, HTN, DM Adjacent Pseudomonas AMP Relapse
p. rhinorrhea sinusitis
9 F/62 HA Hemifacial Adjacent Not done * Remission
spasm abscess (1.5mo)
10 M/71 HA, diplopia, HTN, DM, I (P) Meningitis No growth CTX+MTN Relapse
fever stroke history VAN

xin this case, we used oral antibiotics only, tviridans group streptococcus, methicillin resistant coagulase negative staphylococ-
cus, #Hime to remission (month), fprognosis of cranial nerve palsy (C: completely improved, P: partially improved, N: not im-
proved). M: male, F: female, HA: headache, PND: post nasal drip, P. rhinorrhea: purulent rhinorrhea, HTN: hypertension, DM: dia-
betes mellitus, LT: liver transplantation, CKD: chronic kidney disease, CNP: cranial nerve palsy, OP: mean surgical biopsy and
debridement (all biopsy result revealed chronic active inflammation with or without fibrosis), CTX: ceftriaxone, MIN: metronida-
zole, TAZ: piperacilin/tazobactam, LFX: levofloxacin, AMP: ampicillin/suloactam, VAN: vancomycin, CoNS: coagulase negative

staphylococcus, CSBO: central skull base osteomyelitis
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Fig. 2. Coexistent radiologic findings in central skull base osteomyelitis. Sinusitis (A), fungal ball in the left sphenoid sinus (B), and ab-

scess adjacent to the clivus (C).
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