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Abstract
Cervico-facial cellulitis is a serious poly-microbial infection of the deep fascial
spaces of the face and neck which may be life-threatening. The existence of an
underlying ground that causes immune failure may promote or complicate
this infection. The aim of this work was to describe the socio-demographic
and clinical aspects of dental cervicofacial cellulitis associated with HIV in
our context. It was a descriptive cross-sectional study that concerned all cases
of cervico-facial cellulitis with positive HIV serology encountered at the CHUCNOS of Bamako from May 2017 to January 2018. Twenty-four cases were
collected. Cellulite with positive HIV accounted for 1.14% of consultations in
the service. Females accounted for 67.66% of cases with a sex ratio of 0.5. The
average age was 33.58 years old. Housewives accounted for 33.33% of cases.
The bride and groom represented 83% of the cases. The triad (pain, swelling,
and trismus) was the most common reason for consultation with 41.7% of
cases. The tooth 37 was involved in 25% of the cases. In 87% of cases, patients
were screened in the service. HIV-1 was found in 75.0% of cases. Complications such as peripheral facial palsy were found in three cases. The medico-surgical treatment was performed in 23 cases with a favorable evolution.
The search for an underlying ground, in particular HIV infection, must be
systematic in the face of diffuse cervicofacial cellulitis.
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1. Introduction
Head and neck cellulitis are serious infections of the deep aponeurotic spaces of
the face and neck that can be life-threatening [1]. The germs involved, usually
harmless in healthy individuals, may find the opportunity to develop in bone
and gum lesions induced by neglected dental caries, accidents in the development of dentition or periodontitis as well as tonsillitis [2]. They can be the consequence of an incomplete or inappropriate treatment or the consequence of an
abusive and unjustified prescription of non-steroidal anti-inflammatory drugs
(NSAIDs) and/or an underlying favorable ground responsible for an immunosuppression (diabetes, HIV) [3]. In Mali, according to the 2012-2013 Demographic and Health Survey, HIV prevalence is 1.1% [4]. In fact, nearly 60% of
patients infected with HIV present with ENT or cervico-facial involvement during the disease [5].
The objective of this work was to describe the socio-demographic and clinical
aspects of dental cervicofacial cellulitis associated with HIV in our context.

2. Patients and Methods
This was a descriptive cross-sectional study with retrospective collection, carried
out in the department of stomatology and maxillofacial surgery of the CHUCNOS in Bamako. It took place from May 1, 2017 to January 31, 2018. It was included, all patients with head and neck cellulitis with positive HIV serology on
the ELISA test and who accepted the proposed treatment. It was excluded from
this study, all patients with head and neck cellulitis with positive HIV serology
who had an incomplete medical file or who did not accept the proposed treatment. A total of 24 cases were included. Data entry and analysis were carried out
using SPSS French version 25 software. Ethical considerations were taken into
account.

3. Results
It was collected during the study period 24 cases. Cellulitis with positive HIV
accounted for 1.14% consultations in the department and 2.85% of cellulite cases
encountered over the same period. Females represented 67% of cases and the sex
ratio was 2. The 25 - 35 age group was the most represented with 45.8% of cases
(Table 1). The mean age was 33.58 years with a standard deviation of 9.88. The
minimum age was 19 and the maximum was 61. Most of the patients resided
outside Bamako, i.e. 41.67% of cases. The married represented 83% of the cases.
Housewives were the most affected with a rate of 33.33%. Active smoking was
found in 25% of cases. One case of type 2 diabetes and one case of pregnancy
were observed in the series while drug addiction was observed in 6 cases. The
consultation time was greater than 14 days in the majority of cases, i.e. 71%. The
traditional treatment recourse before the consultation was found in 50% of cases.
The general condition was not altered in 91% of cases. The triad (pain + swelling
+ trismus) was found in 41.7% of patients. Oral condition was poor in 54% of
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cases. The traditional toothbrush stick was the most widely used means of hygiene with a rate of 58.33%. The front door was exclusively dental and related to
dental caries. The lower left second molar was the most common causal tooth in
25% of cases (Table 2). Peripheral facial paralysis was associated with the clinical
picture in 3 cases either a rate or 12.5% of cases. Compression of the upper aerodigestive tract was encountered in one case, i.e. 4.2% of cases. HIV1 was found
in 75% while the combination of HIV1 and 2 in 16.7% of cases (Table 3). Only
12.5% of HIV serologic cases were diagnosed and on antiretroviral therapy before admission to the ward. Pseudomonas aeroginosa and Staphylococcus aureus
were found in one case each. Panoramic X-ray was the most performed examination with a rate of 50% (Table 4). Hospitalization affected 91.7% of cases with
an average duration of 15 days. All patients received medical treatment with
Table 1. Distribution of patients according to age group.

Age group

Frequency

Percent

<25 ans

5

20.8

25 - 35 ans

11

45.8

36 - 45 ans

5

20.8

46 - 55 ans

2

8.3

>55 ans

1

4.2

Total

24

100

Table 2. Distribution of patients according to the tooth concerned.
Affected tooth

Frequency

Percent

16

2

8.3

25

1

4.2

36

6

25.0

37

5

20.8

38

2

8.3

46

4

16.7

47

4

16.7

Total

24

100

Table 3. Distribution of patients according to the type of HIV.
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HIV type

Frequency

Percent

HIV 1

18

75.0

HIV 2

2

8.3

HIV 1 + HIV 2

4

16.7

Total

24

100
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Table 4. Distribution of patients according to the radiological examination carried out.
radiological examination

Frequency

Percent

Radio panoramique

12

50

Radio pulmonaire

4

16.7

Echographie obstétricale

1

4.17

TDM cervico-faciale

1

4.17

Table 5. Distribution of patients according to evolution.
Evolution

Frequency

Percent

Guérison

23

95.83

Décès

1

4.17

Total

24

100

antibiotics, analgesics and local care with mouthwashes. The incision-drainage
was performed in 87.5% of patients under local anesthesia. The extraction of the
causal tooth was performed in 85% of cases. The majority of cases, i.e. 87.5%,
which were detected in the service were then referred to the HIV and AIDS care
units in Bamako. The outcome was favorable in 95.3% of cases after a onemonth follow-up. There was one case of hospital death (Table 5).

4. Discussion
Head and neck cellulitis of dental origin is still relevant in our practice. The prevalence of this pathology varies from country to country and within the same
country depending on the care services [6] [7]. Although this frequency is relatively low in our study, it is far from reflecting the reality. The management of
cellulitis is carried out both in ENT and head and neck surgery departments as
well as in stomatology departments where higher rates are observed. Thus,
BADOU KE et al. [6] report a hospital prevalence of cellulitis of 3.5% with an
annual incidence of 4.3 cases. Harding et al. in Côte d’Ivoire [7] reported a hospital prevalence of 22.5%. Aswan et al. [8] published in 2012, an annual incidence of 57.66% (173 cases over 3 years). Sereme et al. [9] in Burkina Faso found
1.02% cellulite over a 10-year period. In northern countries, cellulite has become
increasingly rare [10] [11]. The pathology affects both sexes. Most of the authors
[8] [9] [12] [13] [14] have observed a male predominance. A better immune response in women has been suggested by some authors to explain this predominance [15]. Women, more concerned about their appearance and their health,
would consult early [6]. However, the female predominance observed in our
context could be explained by the high prevalence of HIV in this segment of the
Malian population.
Children as well as adults can be affected [6] [7] [15]. All age groups are
represented in our study. The average age was 33.58 years. It appears fairly clasDOI: 10.4236/ijohns.2022.111003
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sically in the literature that head and neck cellulitis is particularly common in
the 20 to 40 year age group [15]. They affect people who are immunocompetent
or not. On the other hand, immune deficiencies favor the appearance of gangrenous cellulitis, real necrotizing fasciitis with a formidable prognosis, fortunately rare. Although the search for HIV serology is not systematic in practice, it
is not uncommon to find positive HIV serology as a pre-existing defect in patients with diffuse head and neck cellulitis. It is performed in the presence of an
unusual clinical picture due to its severity and its resistance to treatment [15].
Badou Ke et al. [6] found 9.6% of cases of HIV infection out of 73 cases of cervical and facial cellulitis. Roberto Manfredi et al. [16] reported 63 cases of cellulitis associated with HIV. These disease states lead to immune depression which
promotes the spread of the infection and its aggravation [7] [8].
Taking NSAIDs, readily prescribed (or self-prescribed) for dental pain, is a
predictor of the severity of dental cellulitis [17]. Many authors [6] [12] [17] have
identified NSAIDs as factors that promote cellulitis. The mechanism of this aggravation is either related to a major decrease in pain masking the signs of progression, or to a role in favoring infection by decreased immunity. Likewise, the
misuse of antibiotics, always in self-medication, causes an increase in the resistance and virulence of germs. This high rate of taking NSAIDs is mainly due to
the fact that they are over-the-counter in our regions and cost less. They have a
spectacular analgesic effect on odontalgia. A positive diagnosis of head and neck
cellulitis should be made as soon as possible, in order to establish an effective
therapeutic strategy. The clinical sign found in all of our files was that of an inflammatory swelling, which is also the most frequent reason for consultation in
the literature [15]. Dental etiology is frequently encountered [6] [7] [17] [18].
Oral condition was poor in 54% of cases in our setting. The lower left second
molar was the most common causal tooth in 25% of cases. Involvement of the
lower molars has been frequently observed in the literature [6] [9] [12]. However, in France, Mateo [19] noted a predominance of pharyngeal involvement in
50% of cases followed by dental involvement in about 20% of cases.
The orthopantomogram was performed in 50% of our patients. The radiological assessment takes all its value in the diagnosis and monitoring of cervico-facial and especially cervico-mediastinal cellulitis. Head and neck computed
tomography with sections of the mediastinum to confirm the diagnosis, specify
the extension as well as the uni or bilaterality of the lesions, and look for associated infectious mediastinal involvement [15]. Treatment involves antibiotic
therapy, surgical treatment, resuscitation if necessary, balancing of existing defects, and treatment of the origin of the infection. The management of cellulitis
must be extremely rapid in the event of compression of the VADS or in the
event of the development of gangrenous diffusion [17]. Broad-spectrum antibiotic therapy, initially active on all the germs potentially responsible for this infection, most often polymicrobial, prolonged and by parenteral route, should be
instituted urgently, if possible after taking a bacteriological sample and blood
DOI: 10.4236/ijohns.2022.111003
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cultures [6] [15]. This antibiotic therapy is probabilistic at first, as in our context
targeting streptococci and strict commensal anaerobes.
The etiological treatment can be conservative or radical; it is usually done after the infection has cooled [15]. The majority of tooth extraction has been practiced in our context. Conservative treatment is endodontic treatment of the
tooth responsible for the infection. Always take into account the general condition, the size of the tooth, the level of oral hygiene, and the principle of preservation when possible [20]. Balancing existing defects is essential in management.
In our context, all patients after HIV screening were referred to the HIV and
AIDS care units in Bamako. Diabetes is also the subject of specialized care.

5. Conclusion
Cervico-facial cellulitis is a medico-surgical emergency for which the management is multidisciplinary. The existence of an underlying ground responsible for
a failure of the immune system in this case HIV can promote infection or complicate it. This underlying ground can even be discovered in the course of their
taking charge. Under appropriate treatment with monitoring, they can evolve
favorably.
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