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Summary

Cervicofacial cellulitis are infections of the cellulo-adipose tissues of the face and neck, with extensive potential towards the 
mediastinum, which can be serious and life-threatening.

Objective: To describe the epidemiological, etiological, diagnostic, therapeutic and evolutionary aspects.

Patients and Methods: This was a retrospective study conducted in the ENT and CCF department of HIAOBO, on the files of 
patients hospitalized for cervico-facial cellulitis between January 2016 and December 2019.

Results: There were 64 patients including 30 men (47%) and 34 women (53%), with a sex ratio of 0.88. The average age was 
30 years and the extremes of 3 and 74 years. The portal of entry was dental in 75% of cases, tonsillar in 11% and skin in 8% of 
cases. The notion of taking anti-inflammatories and immunosuppression was found respectively in 77% and 12.5% of cases. These 
cellulitis were circumscribed in 46 cases (72%) and diffuse in 18 cases (28%) including 3 with mediastinal involvement. They 
were serous in 13 cases (20%) and collected in 51 cases (80%). Bacteriological analysis of pus was positive in 50% of cases. The 
treatment was medico-surgical. The evolution was favorable in 59 cases and death was reported in 2 cases following septic shock. 

Conclusion: Cervicofacial cellulitis remains a low incidence condition in our context. Their treatment is medico-surgical. 
Mortality can be reduced with early diagnosis and immediate treatment.
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Introduction
Cervicofacial cellulitis are poly-microbial inflammatory condi-

tions, developed in the cellulo-adipose tissue of the face and neck 
[1,2]. They constitute a diagnostic and therapeutic emergency in 
ENT due to the rapidity of their development and the complications 
they can cause [2,3]. Their prognosis has now improved thanks to 
modern means of treatment, provided however that these are im 

 
plemented quickly, which is not always the case in developing coun-
tries [4]. The objective was to describe the diagnostic, therapeutic 
and evolutionary aspects of cervico-facial cellulitis in our context.               

Patients and Methods
This was a retrospective descriptive study on the files of pa-

tients hospitalized for the management of cervico-facial cellulitis 
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in the otolaryngology and cervicofacial surgery department of the 
Omar Bongo Ondimba Armed Forces Training Hospital (HIAOBO) 
in Libreville, between January 2016 and December 2019. The in-
clusion criteria were all records of patients hospitalized for cervi-
co-facial cellulitis and the non-inclusion criteria were all unusable 
records, patients seen on an outpatient basis. The collection of data 
was done from hospital registers and their collection on a standard-
ized survey sheet. The data studied were age, sex, contributing fac-
tors, etiology, consultation time, symptoms and signs, clinical data 
(physical examination , location, clinical stage: serous or collected, 
diffuse or circumscribed; imaging), bacteriological, therapeutic 

(medical or surgical) and evolutive. Data analysis was done using 
SPSS21.0 software. The quantitative variables were expressed by 
their measure of central tendency, namely the mean, and the quali-
tative data were represented as a percentage.

Results
A total of 64 patients were selected including 30 men (47%) 

and 34 women (53%) with a sex-ratio of 0.88. The average age was 
30 years with the extremes of 3 and 73 years. The distribution of 
patients by age group showed that 10 cases (16%) were children 
under 15 years old, 27 cases (42%) were aged 23 to 32 years.

Figure 1: Inflammatory cervico-facial swelling with blister.

In History the notion of taking non-steroidal or steroidal an-
ti-inflammatory drugs was found in 49 cases (77%) and unsuitable 
antibiotic therapy in 17 cases (27%). A co-morbidity responsible 
for immunosuppression was present in 8 patients (12.5%). These 
were human immunodeficiency virus (HIV) infection in 4 cases 
(6%), homozygous SS sickle cell disease in 3 cases (5%) and type II 
diabetes in 1 case (1, 5%). The Gateway was dental in 48 patients 
(75%). The other entrance doors found are reported in (Table 1). 
Retromandibular cellulitis of dental origin represented 93% and 
perimaxillary cellulitis 6.5%. The affected teeth were 46, 47 and 48 
on the left side with 55.6%, against 40% on the right for teeth 36, 
37 and 38. The involvement was bilateral in 4.4% of cases. 

The average consultation time was 12 days with extremes of 
2 to 60 days. The reason for consultation was swelling of the face 
and/or neck present in all patients. This was facial, cervical and 
cervico-facial in 20%, 28% and 52% of patients respectively (Fig-
ure 1). The symptoms and signs of these cellulitis are summarized 
in (Table 2). Cellulitis was circumscribed in 46 patients (72%) and 
diffuse in 18 patients (28%) including 3 with mediastinal involve-
ment. They were collected in 51 patients (80%) and serous in 13 
patients (20%). Bacteriologically, only 20 samples were analyzed 
and showed 10 sterile cases and 10 cases isolated a germ includ-
ing streptococcus spp in 4 cases, Klebsiella pneumonia in 3 cases, 
Staphylococcus spp 2 cases and Enterobactercloacae in 1 case. 

Treatment was probabilistic parenteral antibiotic therapy in all pa-
tients which was adjusted based on susceptibility testing. Surgical 
drainage was performed in patients with the collected form, i.e. 51 
cases (80%). It consisted of a scalpel incision with evacuation and 
drainage of the pus. This surgery was performed under local anes-
thesia in 15 cases (29%) and under general anesthesia in 36 cases 
(71%), with debridement, excision of necrotic tissue and abundant 
washing with betadine, hydrogen peroxide and to the dakin with 
placement of Delbet- type drainage blades (Figure 2). After evacu-
ation of the pus, surgical drainages and repeated lavages were per-
formed. A minimal incision was performed in 38 patients (74.5%), 
an L or Paul-André incision in 3 patients (5.9%), the bimastoid in-
cision was performed in 10 patients (19.6 %) and a thoracotomy in 
1 patient. Treatment of the portal of entry was a dental avulsion by 
the stomatologist in 75%, a drainage of the phlegmon and a tonsil-
lectomy. A tracheostomy in 6 cases (11.8%). The duration of the day 
in resuscitation was on average 7 days with an extreme of 1 to 25 
days. Thirteen patients (20%) did not require surgical treatment. 
The evolution was favorable in 59 patients (92%) with complete 
healing, complications were noted in 3 cases such as delayed heal-
ing, osteitis of the mandible and bilateral pleurisy in one case each. 
We deplore the death that occurred in 2 cases (3%) following septic 
shock. The duration of hospitalization varied from 3 to 40 days with 
an average of 11.5 + or -7.8 days.
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Table 1: Entrance doors.

Kind Number of Cases (N) Percentage (%)

Dental 48 75

Tonsillar 7 11

Dermal 5 8

Parotid 2 3

Submandibular 1 1.5

Indeterminate 1 1.5

Table 2: Symptoms and functional signs of patients.

Functional Signs Number of Cases (N) Percentage (%)

Cervical swelling                                     64 100

Odynophagia 56 87.5

Lockjaw 51 80

Fever 25 39

Fistulization 19 30

Subcutaneous crackles                      3 5

Dyspnea 1 1.6

Table 3: Antibiotic prescription protocol.

Antibiotic Protocol Number of patients (N) Percentage (%)

Monotherapy

Amoxicillin-clavulanic acid: 3g/d 16 25

Bitherapy

Amoxicillin-clavulanic acid: 3g/d 21 32.9

+ Metronidazole: 1.5g/d

Cefotaxime: 2g/d 8 12.5

+ Metronidazole: 1.5g/d

Amoxicillin-clavulanic acid: 3g/d 5 7.9

+ Gentamicin: 160mg/d

Triple therapy

Cefotaxime: 2g/d 11 17

+ Metronidazole: 1.5g/d

*Amoxicillin-clavulanic acid: 3g/d 3 4.7

+ Metronidazole: 1.5/d

+ Gentamicin: 160mg/

Discussion
The incidence of cervico-facial cellulitis is very variable in the 

literature. Indeed, this study found an average of 16 cases/year. 
This figure is higher than that of Bouraima Parakou in northern Be-
nin [5] which reports 14 cases/year. This result is close to that of 
Benzarti et al who had collected 150 odontogenic cellulitis in 10 
years, achieving an incidence of 15 cases/year [6] and El Ayoubi et 

al 60 cases in 4 years, i.e. an incidence of 15 cases/year [7]. High fre-
quencies have been reported with Rouadi 47 cases/year [8], it was 
26 cases/year in the series of Njifou Njimah et al. [9] in 2014, 25 
cases/year in that of Tran Ba Huy [1] in 2011. It reached 132 cases/
year in Kaba’s study [10] in Gabon in 1998 conducted in a dental 
department. Lower frequencies had been noted in the studies by 
Kpemissi in Togo in 1995 [11] with 8 cases/year and by Badou [12] 
in Côte d’Ivoire had noted a hospital prevalence of cellulite of 3.5% 
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with a annual incidence of 4.3 cases. These figures show that the 
prevalence of the disease is increasing in the sub-Saharan region. 

The increase could also be linked to better care-seeking by the com-
munity in recent years. 

Figure 2: surgical drainage with Delbet blade placement.

According to the literature [5,9,13,14], this pathology is the 
prerogative of young adults between 20 and 40 years old, which 
corresponds to the results of our study with an average age of 30 
years. In our study the female predominance was reported, it was 
also found by Miloundja [2]. However, other authors have reported 
a male predominance [1,9,14]. This fact would be explained by a 
greater frequency of accidents of the wisdom tooth at this age [15] 
and also by the often neglected oral condition, thus constituting the 
main entry point for cervico-facial cellulitis. Taking NSAIDs was the 
main risk factor with 49 cases (77%) in our study. This observation 
was made by Miloundja et al. [2] who reported it with 87.5% and 
El Yaoubi et al with 48.5% [7] and Vodouhé et al. with [14]. NSAIDs 
calm pain and fever by inhibiting cyclo-oxygenase and preserve the 
release of prostaglandins which are the mediators of inflammation 
and thus reduce the immune defenses of patients [ 16] . This can be 
explained in our context by the fact that NSAIDs are indeed very ac-
cessible and cheap. Thus their consumption is an important factor 
in the extension of CCFs. These cellulitis readily develop on immuno 
compromised grounds. The other risk factors such as tobacco, alco-
hol, diabetes, HIV infection are usually described in several studies 
[9,13,14]. In our study HIV was found in 6% of cases and diabetes in 
1.5% of cases. Njifou Njimah et al report 20% diabetics and 39.3% 
HIV [9]. Keita et al. [3] had found 4.76% and 9.52% respectively 
and Tran Ba Huy 1 12% and 2%. These conditions which alter the 
defense system and promote the occurrence of various infections, 
probably including cervico-facial cellulitis.

Clinically, the main entry point for cellulite is dental in our study 
with 75%. It is also found in other series [1,7,9,13]. Lower molars 
more prone to cavities being the main offending teeth [2,6,9,13]. 
This therefore explains the predominance, as in our study, of lower 
and submental gene locations before their extension towards the 
poneurotic spaces of the neck due to gravity. However, other entry 
points are possible, in particular pharyngeal infections or cervico-

facial trauma. The clinical picture is dominated by inflammatory 
cervical and/or facial swelling, the most described sign in the lit-
erature [17]. Other signs related to inflammation (trismus, fever) 
and cervical extension (dysphagia, dyspnea) can also be found de-
pending on the location of the cellulitis [1,9,13]. However, the pres-
entation of cellulitis depends on both their location and the stage of 
infection. Concerning the localization, two types of cellulitis are dis-
tinguished: perimaxillary cellulitis, much less frequent, represents 
6.5% of the cases in our series, 31.3% in that of Benzarti et al. [6].

Cellulite naturally progresses from the pseudo-phlegmonous 
(serous) stage to the phlegmonous (collected) stage, these stages 
being circumscribed or diffuse. There is also a so-called gangrenous 
form, immediately extensive, which is generally caused by anaero-
bic germs [18]. As in our study, the collected forms that are the most 
described in the literature [8,13,15]. This could be explained by the 
delay in treatment in our context. The bacteriological examination 
carried out in 20 cases of our series allowed the identification of the 
germ in 10 including streptococcus spp (4 cases), Klebsiella pneu-
monia (3 cases), Staphylococcus spp (2 cases) and Enterobacter-
cloacae (1 case). Njifou Njimah et al. [9] report the identification of 
germs in 11 cases including Streptococcus (5 cases), Staphylococ-
cus (3 cases) and Escherichia coli (3 cases). This reduced number 
of results after bacteriological analyzes could be linked to the trans-
port time between the place of sampling and the analysis laborato-
ry. The treatment of cervico-facial cellulitis is medico-surgical as-
sociated with the treatment of the front door. The antibiotics used 
by the majority of authors are beta-lactams and imidazoles which 
are associated in several therapeutic protocols [7,10,13,14]. With 
antibiogram results other classes of antibiotics such as quinolones 
are associated. This was the case in our study and also found in the 
Njifou Njimah and Vodouhe series [9,14]. The surgical treatment 
consists of a scalpel incision with evacuation and drainage of the 
pus. In our study, this treatment was performed in 80% of cases 
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including 29% under local anesthesia and 71% under general an-
esthesia. Atanga et al. [13] performed the drainage incision in 82% 
of cases, including 98 cases (96%) under local anesthesia and 4% 
under general anesthesia in the operating room.

The duration of treatment varies according to the authors. It 
was 3 to 40 days in our study, compared to 10 to 27 days for Nji-
fou Njimah et al. [9], 9 to 26 days for Tran Ba Hui [1] and 1 to 26 
days for Atanga [13]. The treatment of cervico-facial cellulitis is 
medico-surgical associated with the treatment of the front door. 
In serous forms, treatment with drugs and the portal of entry may 
be sufficient [19]. The antibiotics used by the majority of authors 
are beta-lactams and imidazoles which are associated in several 
therapeutic protocols [7,13,14,15]. Surgical treatment should not 
be limited to a simple drainage incision but should allow purulent 
discharge as long as it exists [20]. This is only made possible by a 
wide incision under general anesthesia in the operating room with 
flattening of all the collection pockets and abundant washing. This 
practice was the most common in our study. However, in the series 
by Njifou Njimah et al. [9], Diallo et al. [15] or Kpemissi et al. [11], 
the chairside drainage incision was widely practiced. The case fa-
tality rate in this study was 3%. This rate is significantly lower than 
that of Vodouhé [14] with 14.5%, Atanga 10% [13], Tran Ba Hui 
7.5% [1]. These deaths can be explained by the delay in consulta-
tion and rapid access to care.

Conclusion
Cervicofacial cellulitis is a medical-surgical emergency. They 

complicate a dental or oropharyngeal infection and spread by con-
tiguity to the neck and the mediastinum. Knowledge of the predis-
posing factors would make it possible to take effective preventive 
measures in order to reduce the occurrence of the condition. . Mor-
tality can be reduced on the condition of early diagnosis and imme-
diate medico-surgical management.
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