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A CASE OF PROSTATE CANCER ASSOCIATED WITH
BISPHOSPHONATE-RELATED OSTEONECROSIS OF
THE JAW FOLLOWED BY RETROPHARYNGEAL ABSCESS

Tetsuji Sopa, Ryo Fukumoro, Tetsuya HAyAsHI,
Daizo Oxka, Nobumasa FujimoTo and Takuo Koipk

The Department of Urology, Osaka Koseinenkin Hospital

A 67-year-old man with castration-resistant prostate cancer associated with multiple bone metastases
had been treated with zoledronic acid and docetaxel.  Although there was no evidence of damage around
the right lower jaw bone, the patient complained of pain in May 2011, which worsened during the next 2
weeks and was followed by difficulty with breathing. Computed tomographic (CT) findings of the cervical
area showed swelling of the cervical tissue with air and tightening of the trachea, suggesting cellulitis caused

by gas gangrene. He was intubated and treated with antibiotics. On the 12th hospital day, CT scan
revealed a pharyngeal abscess and we performed a drainage operation. On the 20th hospital day, bone of
the intraoral lower jaw was exposed, revealing that the infection was caused by osteonecrosis. Additional
CT findings showed the abscess extending to the mediastinum and multiple liver metastases. Although

antibiotic therapy was continued, the patient died of liver failure on the 61st day.

(Hinyokika Kiyo 59 : 587-591, 2013)
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Fig. 1. The treatment of prostate cancer and transition of PSA.  DEX: dexamethasone,
CPA : cyclophosphamide, DOC : docetaxel.

Fig. 2. A: Cervical CT showed that the lower jaw was swollen (arrows) and the trachea
was constricted by the soft tissue (arrow heads). Gas was found in it (circles). B:
CT on day 12 showed retropharyngeal abscess (arrow heads). C: CT on day 23
showed mediastinitis (arrows).
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Fig. 3. Clinical course of the patient after admission. SBT/CPZ: sulbactam cefoperazone, CLDM:
clindamycin, TMP/SMX: trimethoprim sulfamethoxazole, IVIG: intravenous immunoglobulin

(arrows).
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Table 2. Clinical staging system of BRON]J
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