AAE RIEER BIYE e R REE H25% H1% - 101 -

FREFENAEICEYEBIEL
INRDY) 2 NEBIRE 3 GEH D ia FRAERR

B oH® W g WmOmsETr %I B 2
Bom & ome W R OR Y E K OEERTY
AfMHE f& BY M A E FY
1) BORERSLEOANBE T SR - BREHERIERE SR
2) FRAFRZWREEMIER: H MR - FFBIVBL 0

3) TRAFERFRESEMIER: DR E#AE

Treatment Histories of Three Lymphatic Abscess Cases of the Child Who Did Protraction

by Conservative Treatment
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We experienced 3 pediatric examples of lateral neck and postpharyngeal abscess this
time between two months. Case 1 formed giant lateral neck lymphatic abscess by hemolyt-
ic streptococcus infection to continue for initial infection of EB virus with a 1 year old
boy. Case 2 started antibiotic exposure by a diagnosis of meningitis with 7 years old boy,
and the inflammation evidence calmed early, but headache and cervical rigidity did pro-
traction. Nasopharyngeal lymphatic abscess was discovered by a further inspection of
ENT department. Case 3 showed abscess formation to repeat of both cervixes and a post-
pharyngeal lesion to repeat with 0 years old boy of chronic granulomatosis. These cases
showed improvement of a symptom by surgical management.

Abscess formation delays by progress of a recent antimicrobial agent and may lose a
timing of diagnosis and surgical treatment. We report it in comparison with a report of

the past.
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Fig.1 Clinical course and MRI of Case 1 (with scheme instruction)
MRI on the 7* clinical day showed that nasopharynx had the shadow which seemed to be abscess forma-
tion with clear boundaries. In postoperative MRI, the shadow of nasopharynx almost disappeared.
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Contrasting CT (on the 11* clinical day)
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Fig.2 CT findings and results of operation of Case 1
In contrasting CT, we recognized the low
signal level with clear boundaries with a
contrasting effect (nasopharynx) and the
low signal area which was border indistinct-
ness (mesopharynx rear wall). Incision and
drainage executed to the three places under
general anesthesia on the 11% clinical day.
We did not recognize excretion from
mesopharynx, but about 10cc lemon yellow
excretion from nasopharynx.
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Fig.3 Clinical course and US findings of Case 2

US suggested the presence of an abscess by evidence of the clear capsule formation and back echo rein-
forcement, but the lumen formation did not become clear in the early and middle clinical course.
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Fig.4 MRI findings of Case 2
On the 45* clinical day (the latter clinical
course) MRI showed plural abscess evidence
with large lumen.
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Endoscope

Fig.5 Clinical course and US/Endoscope findings of Case 3
US suggested the presence of plural abscesses.
We confirmed presence of an abscess in nasopharynx in fiber evidence.

23t clinical day

33t clinical day

Fig.6 CT findings of Case 3
CT showed the presence of plural abscesses.
We recognized abscess regression without sur-
gical management by IFNy administration.
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