


Case report 
Purulent pleurisy complicating cervical-facial cellulitis of dental origin: diagnosis and treatment: our experience based on an observation at the Sourô SANOU University Hospital and a review of the literature.

Abstract : 
Introduction: Purulent pleurisy secondary to dental-related cervicofacial cellulitis is a rare complication that can be life-threatening for the patient. We report on one case with the aim of highlighting the difficulties involved in treating this rare complication of dental-related cervicofacial cellulitis in a precarious setting.
Case report: A 34-year-old male patient was admitted for extensive right masseteric swelling in the lateral cervical region following odontalgia in tooth 48. A diagnosis of acute masseteric cellulitis spreading to the sub- and supra-mylohyoid and cervical regions of dental origin was made. Probabilistic triple antibiotic therapy (ceftriaxone 2 g/24 hours, metronidazole 500 mg/8 hours, and gentamicin 160 mg/24 hours) and surgical drainage of purulent collections under local anesthesia were performed. During hospitalization, the patient developed acute respiratory distress. The patient was admitted to intensive care, placed on oxygen therapy, and an emergency chest X-ray revealed a large amount of right pleural effusion. Pleural drainage was performed under local anesthesia, allowing 800 mL of pus to be removed over 96 hours. The outcome was favorable.
Conclusion: Purulent pleurisy is a rare but very serious complication of dental-related cervicofacial cellulitis. It constitutes a medical and surgical emergency that requires rapid, multidisciplinary management.
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INTRODUCTION
Cervicofacial cellulitis is an infection of the fat compartments of the face and neck. The etiology is dental in more than 90% of cases [1-5]. It is the leading cause of consultation for maxillofacial infectious disease [2]. Extensive extraoral forms of this condition are rare but extremely serious, and can be life-threatening. Among these complications, purulent pleurisy secondary to dental cellulitis is rare, with publications consisting mainly of case reports [1, 2]. We report an observation with the aim of highlighting the difficulties in managing this rare complication of dental cervico-facial cellulitis in a context of precariousness.
CASE PRESENTATION
The patient was a 34-year-old man, a worker at an artisanal gold mining site, with no known medical or surgical history, who was admitted to the medical and surgical emergency department of the Sourô SANOU University Hospital Center in Bobo-Dioulasso for an inflammatory swelling of the right masseter muscle extending to the cervical region. This clinical picture had been developing for approximately 12 days following odontalgia in tooth 48, which led to self-medication with a non-steroidal anti-inflammatory drug. The progression of this treatment was marked by the onset of progressive inflammatory cervical-facial swelling associated with odynophagia, which led the patient to first resort to traditional medicine in the form of a decoction, then to consult a peripheral health center, from where he was referred to us for better care.
The clinical examination on admission revealed a general condition classified as WHO stage II, good consciousness, colored conjunctiva without jaundice, poor hydration, fever of 39°C, blood pressure of 13/7, pulse of 98, and respiratory rate of 24 cycles per minute.
The extraoral dental examination noted inflammatory swelling of the right masseter and lateral neck, fluctuating with necrotic skin, leaving clear pus. The intraoral examination revealed painful trismus with an estimated opening of 20 mm, poor oral hygiene, filling of the lower right vestibule with pus discharge at the neck of a decayed tooth 48, and a “double tongue” appearance of the oral floor. There was no thoracic extension of the swelling, nor any functional respiratory signs.
The diagnosis of acute cervical-facial cellulitis of dental origin at the collected stage was therefore made. 
The emergency biological assessment revealed hyperleukocytosis at 18,317 cells per mm3, predominantly neutrophils, and a hemoglobin level of 11.2 g/dL; blood sugar and kidney function were within normal limits. 
Treatment upon admission consisted of fluid and electrolyte resuscitation with saline solution, Ringer's lactate, and glucose solution for a daily fluid intake of 3 L, probabilistic triple antibiotic therapy consisting of ceftriaxone 2 g/24 hours, metronidazole 500 mg/ 8 hours, and gentamicin 160 mg/24 hours, and analgesic treatment combining paracetamol 1 g and tramadol 100 mg every 8 hours. Surgical drainage of the cervico-facial collection was performed under local anesthesia 24 hours after the start of antibiotic therapy. This consisted of draining the masseter, sub- and supra-mylohyoid collections and excising cervical skin tissue of dubious vitality. Daily dressings with saline solution and sodium hypochlorite and mechanotherapy were instituted. The causative tooth (tooth 48) was extracted on day 4 of hospitalization.
The progression under this treatment is marked by an improvement in the clinical inflammatory syndrome and persistent purulent discharge.
On day 8 of hospitalization, the patient presented with respiratory distress in the supine position. A general examination revealed a fever of 39°C, a respiratory rate of 29 cycles per minute, blood pressure of 13/7, and a pulse rate of 97 beats per minute. Physical examination noted right thoracic extension of the cervicofacial swelling and right pleural effusion syndrome. The patient was then placed on oxygen therapy at a rate of 4 L/minute, and an emergency chest X-ray revealed a large amount of right pleural effusion. The patient was admitted to intensive care and underwent pleural drainage, which removed 800 ml of pus over 96 hours. Drainage of the chest collection was also performed under local anesthesia. Given the negative results of the cervical-facial and pleural pus samples, the probabilistic triple antibiotic therapy initiated on admission was continued. The clinical course was marked by improvement in dyspnea and fever, cessation of cervical pus, and good recovery of oral feeding. On a paraclinical level, a follow-up chest CT scan showed good progress in the pyothorax with good lung expansion. After three weeks in hospital, the patient was allowed to return home with daily saline dressing of the cervical wound. The loss of cervical tissue will be reconstructed at a later date using a full-thickness skin graft.
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Figure 1: Patient after excision of necrotic cervical tissue and drainage of thoracic collection.
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Figure 2: Chest X-ray (Face/Profile) 05/05/2025 showing pleurisy of large right volume.
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Figure 3: Axial section of the follow-up thoracic CT scan on day 8 after pleural drainage, showing good improvement of the right pyothorax.
DISCUSSION
Cervicofacial cellulitis is a serious, sometimes necrotizing infection, most often complicating a common dental infection [1, 2]. Although rare since the advent of antibiotics, it remains a public health problem in underdeveloped countries, mainly affecting disadvantaged populations [1].
The progressive risks of cervicofacial cellulitis can be initial, affecting the upper airways, or secondary, with the infection spreading to the mediastinum or pleura. 
Purulent pleurisy complicating cervical-facial cellulitis of dental origin is a rare pathological condition, with publications consisting mainly of case reports, hence the present observation [1, 3].
Pleural spread of cervicofacial cellulitis is a complication most commonly observed in children and the elderly [1]. In this case, the patient was 34 years old, close to the age of 32 reported by Kéita BS et al., Taonsa RAJ et al., Coulibaly S et al., and Randrianirina HH et al., who reported cases occurring in subjects aged 30, 30, and 40, respectively. Pleural extension can therefore occur at any age [1].
In addition to immunodeficiency (HIV infection, diabetes, long-term corticosteroid therapy, etc.), delayed consultation and monotherapy with anti-inflammatory drugs are predictive factors for pleuro-mediastinal extension of dental-related cervico-facial cellulitis [3, 9]. In this case, the patient resorted to self-medication with nonsteroidal anti-inflammatory drugs when the dental pain began. Faced with an unfavorable progression marked by the onset of cervical-facial swelling, the patient then resorted to traditional medicine in the form of a decoction used as a mouthwash and fumigation. As the symptoms persisted and worsened, the patient was admitted to the emergency department after 12 days of clinical progression. This therapeutic pathway is common in our working context, as cervical-facial cellulitis of dental origin is prevalent among socioeconomically disadvantaged populations. Anti-inflammatory drugs, due to their analgesic properties, mask the severity of the condition and promote infection by inhibiting immunity [3, 8]. Traditional pharmacopoeia could also promote the spread of cellulitis and skin necrosis. 
The pleural extension of cervicofacial cellulitis occurs through direct spread from pocket to pocket through the anatomical compartments, along the aponeuroses that delimit the cervico-mediastinal spaces: the retrocervical space and the pretracheal space, or through lymphatic extension and, rarely, through the hematogenous route [1-4,7]. The clinical presentation of purulent pleurisy closely resembles that of pneumonia. The most common symptoms are persistent fever, pleural chest pain, and cough with the onset of dyspnea. Computed tomography with cervical and thoracic exploration is the key examination for establishing the extent of the lesion and early detection of complications such as pleurisy and upper airway obstruction [1-4]. In this case, the diagnosis was made by performing a frontal/profile chest X-ray for financial reasons.
Pleurisy complicating cervical-facial cellulitis of dental origin constitutes a medical-surgical emergency, threatening the patient's life. Treatment must be rapid and multidisciplinary. This treatment has three components: medical treatment, surgical treatment, and treatment of the dental etiology.
Medical treatment consists of resuscitation measures such as vascular filling and administration of vasopressors in the event of septic shock; oxygen therapy, or even intubation, may be instituted in the event of acute respiratory distress. Antibiotic therapy is initially probabilistic and broad-spectrum, taking into account the polymicrobial nature of the oral flora, and is subsequently readjusted according to the antibiogram. Classically, the antibiotics used in ENT infections are a combination of a third-generation cephalosporin (ceftriaxone) or penicillin (amoxicillin + clavulanic acid) with a nitroimidazole (metronidazole). These combinations are recommended because of the presence of aerobic and anaerobic germs [3, 5]. Some authors recommend tri-antibiotic therapy combining an aminoglycoside (gentamicin) with the previous two [3]. Our protocol consisted of instituting triple therapy with ceftriaxone, metronidazole and gentamicin. Cervical and pleural pus samples were culture-negative, and this protocol was continued during the patient's stay, resulting in a favorable outcome.
The principle of surgical treatment is evacuation of all cervical and thoracic collections, debridement and excision of necrotic tissue. Surgery can be performed under local or locoregional anesthesia, or even general anesthesia. The choice of anaesthetic depends on the stage of the disease and whether the patient is clinically fit to undergo surgery [3, 6]. In the present case, drainage of cervico-facial collections and debridement of necrotic tissue were performed under local anaesthetic over several days, as the patient did not have the financial means to honour treatment under general anaesthetic. Saline and sodium hypochlorite dressings were applied daily. Pleural drainage was also performed under local anaesthetic in the intensive care unit. The drain was kept in place until the effusion had subsided.
Etiological treatment consists in the removal of the causal tooth. Treatment can be radical or conservative whenever possible. However, some authors recommend systematic radical treatment of any carious tooth that has led to cellulitis [3]. In this case, we proceeded with the avulsion of tooth 48, a carious tooth with an apical granuloma which was cured. The avulsion was justified, particularly as the carious infection concerned a wisdom tooth.
The clinical course was favorable, with improvement in general condition and cessation of purulent cervico-thoracic discharge. A post-drainage thoracic CT scan, carried out with the financial support of a third party during hospitalization, revealed a return to good lung expansion. The patient was discharged home after 3 weeks in hospital. Daily outpatient dressings are being continued, and reconstruction of the cervical skin loss will be carried out at a later date using a total skin graft. Respiratory physiotherapy was also prescribed.
CONCLUSION
Purulent pleurisy secondary to cervicofacial cellulitis of dental origin is a rare but extremely serious complication, with the patient's prognosis at stake. It may occur despite the institution of antibiotic therapy. It constitutes a medical-surgical emergency requiring rapid, multidisciplinary management. For an eminently preventable condition, the emphasis must be on prevention, by educating the public about oral hygiene and early consultation in the event of any oral disease.
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