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Head and neck cellulitis is an infection of the fatty tissue of the face and neck. These are serious conditions. They generally
occur in specific pathologies, notably diabetes. This work aims to objectify the clinical, bacteriological and therapeutic particu-
larities of cervico-facial cellulitis in diabetic situations.

We conducted a descriptive and prospective study over 12 months that included 19 diabetic patients suffering from odonto-
genic cervico-facial cellulitis treated in the maxillofacial surgery department of the Mohammed VI University Hospital. The
study parameters were epidemiological, clinical, paraclinical, therapeutic and evolutionary.

We noted a sex ratio = 1.4 with an average age of 41 years. The patients all presented with chronic glycemic imbalance and
were followed irregularly with poor compliance with antidiabetic treatment. The clinical signs were dominated by jugal swell-
ing. Paraclinically, an inflammatory syndrome was noted and bacteriology noted a polymicrobial origin. Therapeutic PEC
combines medical treatment (for cellulite and diabetes), drainage of collections and treatment of the tooth in question. The
evolution was favorable in the majority of cases.

Head and neck cellulitis is a serious condition, especially when it occurs in debilitated areas such as diabetes. Although dia-
betes is an area favoring the occurrence of CCF, they can be the cause of a profound acute glycemic imbalance (ketacidosis).
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Their management must be early and multidisciplinary in order to avoid the occurrence of serious complications.
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Introduction

Head and neck cellulitis (CCF) is a serious infection of the
soft tissues of the face and neck. Their etiologies are numer-
ous, dominated by dental origin (odontogenic cellulitis). They
sometimes occur in fragile situations such as diabetes or they
are particularly serious. The aim of this work is to show the
clinical, bacteriological and therapeutic particularities of head
and neck cellulitis in diabetic pathologies in our context.

Material and Methods

This is a descriptive and prospective study, carried out between
January and December 2022 within the stomatology and max-
illofacial surgery department of the Mohammed VI University
Hospital in Marrakech. We included 19 patients treated for
odontogenic cervico-facial cellulitis in a diabetic context. The
study parameters were epidemiological, clinical, paraclinical,
therapeutic and evolutionary.

Results
The population studied was 19 patients including 11 men

(57.9%) and 8 women (42.1%), i.e. a sex ratio of 1.4. The aver-
age age of our patients was 41.3 years.

All our patients were diabetic. 12 patients (63.2%) were type
2 diabetics and 8 patients (36.8%) were type 1 diabetics. A no-
tion of self-medication with non-steroidal anti-inflammatory
drugs was noted in 26.3% of cases. . The patients were all fol-
lowed irregularly with poor compliance with antidiabetic treat-
ment. The last medical check-up with the endocrinologist was
more than a year ago in 63.1% of cases. The mean glycated
hemoglobin (HbA1C) at the time of hospitalization was 12.3.
The average consultation duration was 4.3 days.

All patients presented with inflammatory swelling on admis-
sion (Figure 1, 2). Trismus was noted in 9 patients (47.4%),
dysphagia in 5 patients (26.3%), polypnea in 2 patients (10.5%).
Biologically, there was an inflammatory syndrome with a mean
leukocytosis of 12778 WBC/mm3 and a mean CRP of 79.1
mg/l. The average blood glucose on admission was 2.54 g/1.

All patients had a head and neck scan which revealed soft tis-
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Figure 1, 2: Patient with cellulite in the lower right part of the cheek (front view); Patient with cel-
lulitis in the lower right part of the cheek (lateral view).

Figure 3: Orthopantomogram of the patient revealing numerous dental roots with apical granulomas.

sue infiltration with or without sampling. Cellulite was serous
in 68.4% of cases, collected in 31.6% of cases. We noted no
cases of gangrenous cellulitis. Cellulite was localized: sub-
mandibular (47.4%), upper jugal (31.6%), submental (10.5%)
and masseterine (10.5%).

A cytobacteriological examination was carried out on a sample
of cellulite pus collected (6 cases). It made it possible to isolate
Staphylococcus aureus in one case. In 4 cases, the sample was
polymicrobial. In one case, no germs were found.

The entry point was dental, all patients underwent an orthop-
antomogram (Figure 3, 4). These were dental caries in 73.7%,
advanced periodontitis in 21.1% and post-dental extraction
cellulitis in 1 case (5.2%).

All patients were treated in hospital. The treatment consisted
of 3 parts. Systematic medical treatment combining rehydra-
tion protocol and insulin therapy in close collaboration with
the metabolic diseases and endocrinology department, system-
atic dual therapy combining amoxicillin, clavulanic acid (80
mg/kg/day) and metronidazole (50 mg/kg/day) in 84 .2% of
cases, and ceftriaxone (100mg/kg/day) and metronidazole in
15.8% of cases. The 2nd part was the surgical treatment of the
collected cellulite. This involved emptying the collection with
installation of a Delbet blade and twice-daily washing. Drain-

age was performed intraorally in 4 cases and transcutaneously
in 2 cases, under local anesthesia in 83.3% and under general
anesthesia in 16.7% of cases. The 3rd part was the treatment
of the portal of entry, the extraction of the causal tooth was

Figure 4: Good clinical progress of the patient.
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carried out 1n 73.7% of cases, an alveolar revision for a re-
sidual apical granuloma in 5.2% and oral care for periodontitis
in 21.1% of cases.

The evolution has been favorable for all our patients. There
was a clinical improvement, a normalization of the glycemic
figures, a negative assessment of the infection, and above all
no transfer to intensive care was noted. The average length of
hospitalization was 10.9 days.

Discussion

Head and neck cellulitis is a serious pathology and constitutes
a public health problem [1,2]. Many contributing factors have
been described in the literature, including fragile diseases such
as diabetes [3,4]. Indeed, diabetes due to its chronic glycemic
imbalance (average HbA1C = 12.3 in our series) is responsible
for immunosuppression. This is explained by an alteration in
the phagocytic functions of leukocytes [5]. Other contribut-
ing factors are also described in the literature: retroviral in-
fection, malnutrition, alcohol, tobacco, heart, spleen or kidney
transplant sites [6-8]. A male predominance and a mean age of
around 40 years were found in our series, which is consistent
with certain series [9,10].

The prevalence of dental origin of cervico-facial cellulitis in
diabetics is estimated between 66 and 88% in the literature
[6,8,9,11]. In our series this represented 100% of cases, this is
explained by the fact that we are a stomatology and maxillofa-
cial surgery department, therefore with a bias in the admission
of patients.

The germs responsible for odontogenic cervico-facial cellulitis
in diabetics are variable, but dominated by saprophytic germs
from the oral cavity, notably anaerobic germs [12,13].

Although head and neck cellulitis in diabetic patients is rec-
ognized as serious [14], we observed no cases of transfer to
intensive care or death in our series. This could be explained by
the rapid consultation of patients (4.3 days on average), rapid
and multidisciplinary care, and the selection of patients on ad-
mission, with serious cases being directly admitted to intensive
care. The literature reports a mortality rate of between 20 and
40% [15].

Prevention remains the real solution to this serious pathology.
This requires good education of diabetic patients in terms of
oral hygiene, diagnosis and early management of caries and
periodontal pathologies in diabetic patients. For this, good col-
laboration between diabetologists, dental surgeons and maxil-
lofacial surgeons is a prerequisite.

Conclusion

Cellulite of the head and neck is particularly serious in diabet-
ics. Indeed, diabetes promotes the occurrence of these CCFs,
but they can seriously decompensate the diabetes, endangering
the vital prognosis. Early and multidisciplinary treatment is the
only guarantee of a good result. Prevention remains the best
weapon.
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