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Rezumat

Introducere. Infectiile cervico-faciale constituie
o provocare semnificativd in practica medicald din
cauza severitatii si complexitétii acestora. Infectiile
de origine dento-paradontald pot varia de la afec-
tiuni localizate, cum ar fi abcesele periapicale, pand la
infectii extinse cétre spatiile invecinate mediastinale
sau cerebrale. Scopul lucrarii. Analiza particulari-
tatilor clinico-epidemiologice si a factorilor de risc
in evolutia proceselor inflamatorii cervico-faciale.
Analiza distributiei socio-demografice a pacientilor
cu abcese si flegmoane cervico-faciale in corelatie cu
indicatorii predictibili severitatii proceselor inflama-
torii odontogene. Material si metode. A fost efec-
tuat un studiu epidemiologic descriptiv ce a cuprins
1635 pacienti internati in sectia CH OMF in peri-
oada 01.01.2022-01.06.2025 diagnosticati conform
ICM-10 cu L03.2 si k12.2 cu procese inflamatorii
cervico-faciale.Au fost analizate variabile precum:-
datele demografice,perioada spitalizérii,datele inves-
tigatiilor de laborator,durata spitalizdrii, numarul
de spatii cuprinse,complicatiile dezvoltate precum si
patologiile concomitente. Rezultate si discutii. Infec-
tiile tesuturilor moi primaxilare (abcese,flegmoane)
au constituit 36,7% din totalul adresarilor. Ponderea
abceselor perimaxilare si perimandibulare a consti-
tuit 26%, pe cand flegmoanele difuze cervico-faciale
au constituit 3%, rata letalitatii constituie 3,90 % din
totalul proceselor inflamatorii difuze. Concluzii.
Determinarea factorilor care contribuie la severitatea
infectiilor odontogene este esentiald pentru imbuna-
tatirea rezultatelor tratamentului,doarece multe adre-
sdri la unitatea de urgentd ar putea fi prevenite prin
implementarea unor ghiduri in gestionarea proce-
selor inflamatorii cervico-faciale.

Cuvinte-cheie: infectii odontogene,abcese,fleg-
moane,spatii fasciale.

Introducere

Infectiile odontogene reprezintd leziuni infla-
matorii care isi au originea in tesuturile dentare
sau in structurile de sustinere ale acestor tesuturi si
pot conduce la o morbiditate semnificativd dacd nu
sunt diagnosticate si gestionate prompt [1]. Studiile
recente au ardtat ca pacientii care sufera de procese
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Summary

Introduction. Cervicofacial infections pose a
significant challenge in medical practice due to their
severity and complexity. Dental-periodontal origin
infections can range from localized conditions,
such as periapical abscesses, to extensive infections
spreading to adjacent mediastinal or cerebral spaces.
Aim of the study To analyze the clinical-epidemio-
logical features and risk factors in the evolution of
cervicofacial inflammatory processes. To analyze
the socio-demographic distribution of patients with
cervicofacial abscesses and phlegmons in correlation
with predictors of the severity of odontogenic inflam-
matory processes. Materials and methods. A descrip-
tive epidemiological study was conducted involving
1,635 patients admitted to the OMF CH department
from January 1, 2022, to June 1, 2025, diagnosed
according to ICD-10 with L03.2 and K12.2 for cervi-
cofacial inflammatory processes. Variables analyzed
included demographic data, length of hospital stay,
laboratory investigation results, duration of hospital-
ization, number of affected spaces, developed compli-
cations, and concomitant pathologies. Results and
discussions. Infections of the maxillary soft tissues
(abscesses, phlegmons) accounted for 36.7% of total
cases. The proportion of perimaxillary and periman-
dibular abscesses was 26%, while diffuse cervicofacial
phlegmons constituted 3%. The fatality rate stood at
3.90% of all diffuse inflammatory processes. Conclu-
sions. Identifying factors contributing to the severity
of odontogenic infections is essential for improving
treatment outcomes, as many presentations to the
emergency unit could be prevented through the
implementation of guidelines in managing cervicofa-
cial inflammatory processes.

Keywords: odontogenic
phlegmons, fascial spaces.

infections, abscesses,

Introduction

Odontogenic infections are inflammatory lesions
that originate in dental tissues or the supporting
structures of these tissues and can lead to significant
morbidity if not diagnosed and managed promptly
[1]. Recent studies have shown that patients suffering
from odontogenic inflammatory processes constitute
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inflamatorii odontogene constituie un grup hete-
rogen, variind in functie de vérsta, starea generala de
sdnatate (numarul comorbiditatilor) si originea infec-
tiei [2].

Desi morbiditatea asociatd cu infectiile odonto-
gene a scdzut odata cu aparitia antibioticelor si imbu-
ndtdtirea serviciilor de sandtate, numarul infectiilor
odontogene cu care se adreseaza pacientii in departa-
mentul primiri urgenta a crescut paradoxal [3].

Diagnosticul si tratamentul infectiilor odonto-
gene sunt, fara indoiald, una dintre cele mai impor-
tante responsabilitdti ale chirurgului oro-maxilo-fa-
cial. Desi cazurile de infectie odontogena sunt adesea
non-urgente, ele au un impact semnificativ asupra
societatii si, fara o interventie prompta, unele dintre
ele pot progresa rapid catre circumstante ameninta-
toare pentru viata [4].

Cavitatea orald se afld la intersectia multor struc-
turi anatomice vitale si la confluenta diferitelor
planuri fasciale. Anatomia complexa a planseului
bucal si a gatului, impreuna cu diversele sale spatii
musculare §i compartimente, precum si proximitatea
imediatd fatd de caile respiratorii §i mai multe vase
si nervi majori, constituie premisa principald pentru
a considera procesele inflamatorii odontogene ca o
provocare clinica. Aceasta necesitd implementarea
studiilor imagistice si a unui examen clinic meticulos
pentru a determina extinderea si rdspandirea infec-
tiei, precum si pentru a stabili terapia antibiotica
optima si abordarea chirurgicala [5].

Identificarea prompta a parodontitei, abceselor
apicale si altor infectii dentare minore poate preveni
dezvoltarea acestor infectii potential catastrofale.In
lipsa acestei etape cruciale a diagnosticului clinic se
pot dezvolta numeroase sechele temporare si perma-
nente care pot fi evitate, determinind o problema
semnificativd atit pentru viata pacientului, cat si
pentru sistemul de sanatate [1].

Flegmoanele cervico-faciale se referd la procese
inflamatorii difuze care implicd spatiile perimandi-
bulare, perimaxilare, superficiale si adanci, precum
si regiunile cervicale. Aceste entititi patologice pot
escalada cu usurinta intr-o urgenta medicald majord,
avand un debut rapid si contribuind la compromi-
terea cailor respiratorii. Pe langa aceastd complicatie
fatala primard, procesul inflamator difuz poate duce
la dezvoltarea eroziunii arterei carotidiene, trom-
bozei venei jugulare interne, mediastinitei descen-
dente, fasciitei necrozante, efuziunii pericardice sau
pleurale, osteomielitei, abcesului subfrenic si pneu-
moniei prin aspiratie [6].

Simptomele apar adesea ca rezultat al efectelor
locale ale mecanismelor patogene care cauzeaza
leziuni ale tesuturilor moi si propagarea infectiei prin
cai intraosoase, subperiostale si submucosale. Prezen-
tarile clinice variazd in functie de spatiul fascial
implicat (de exemplu, subperiostal, submandibular,
submental, masticator) si de extensia infectiei, impli-
cand adesea simptome toxico-septice, manifestate
prin dificultati respiratorii, tulburéri neurologice sau
tulburari gastrointestinale [1].

a heterogeneous group, varying by age, overall health
status (number of comorbidities), and the origin of
the infection [2].

Although the morbidity associated with odonto-
genic infections has decreased with the advent of anti-
biotics and improved healthcare services, the number
of odontogenic infections presenting to the emergency
department has paradoxically increased [3].

The diagnosis and treatment of odontogenic
infections are undoubtedly among the most impor-
tant responsibilities of the oro-maxillofacial surgeon.
Although cases of odontogenic infection are often
non-urgent, they have a significant impact on society,
and without prompt intervention, some of them can
rapidly progress to life-threatening circumstances [4].

The oral cavity is located at the intersection of
many vital anatomical structures and the confluence
of various fascial planes. The complex anatomy of the
floor of the mouth and neck, along with its various
muscular spaces and compartments, as well as the
immediate proximity to the respiratory pathways
and several major vessels and nerves, provides a prin-
cipal basis for considering odontogenic inflammatory
processes as a clinical challenge. This necessitates the
implementation of imaging studies and a meticulous
clinical examination to determine the extent and
spread of the infection, as well as to establish optimal
antibiotic therapy and surgical approach [5].

Cervicofacial phlegmon refers to diffuse inflam-
matory processes involving the perimandibular, peri-
maxillary, superficial, and deep spaces, as well as the
cervical regions. These pathological entities can easily
escalate into a major medical emergency, having a
rapid onset and contributing to the compromise of
the respiratory pathways. In addition to this primary
fatal complication, the diffuse inflammatory process
can lead to the development of carotid artery erosion,
internal jugular vein thrombosis, descending medi-
astinitis, necrotizing fasciitis, pericardial or pleural
effusion, osteomyelitis, subphrenic abscess, and aspi-
ration pneumonia [6]. Symptoms often arise as a
result of the local effects of pathogenic mechanisms
causing soft tissue damage and the spread of infection
through intraosseous, subperiosteal, and submucosal
pathways. Clinical presentations vary depending on
the involved fascial space (e.g., subperiosteal, subman-
dibular, submental, masticator) and the extent of the
infection, often involving toxic-septic symptoms
manifested by respiratory difficulties, neurological
disturbances, or gastrointestinal disorders [1].

Purpose of the study: To analyze the clinical-epi-
demiological features and risk factors in the evolution
of cervicofacial inflammatory processes.

Materials and Methods

A descriptive  epidemiological study was
conducted, which included 1635 patients admitted
to the OMF CH department during the period from
January 1, 2022, to June 1, 2025, diagnosed according
to ICD-10 codes L03.2 and K12.2, with cervicofacial
inflammatory processes. The inclusion criteria for



Scopul lucrarii

Analiza particularitatilor clinico-epidemiologice
si a factorilor de risc in evolutia proceselor inflama-
torii cervico-faciale.

Material si metode

A fost efectuat un studiu epidemiologic descriptiv
ce a cuprins 1635 pacienti internati in sectia CH OMF
in perioada 01.01.2022-01.06.2025 diagnosticati
conform ICM-10 cu L03.2 si k12.2 cu procese infla-
matorii cervico-faciale. Criteriile de includere a paci-
entilor in cadrul studiului au fost: varsta peste 18 ani;
certitudinea diagnosticului demonstrata prin intru-
nirea parametrilor clinici si de laborator (investigatii
bacteriologice, hematologice, biochimice §i imagis-
tice), simptomatologia clinicd specificd a proceselor
inflamatorii cervico-faciale ce includ 1 sau mai multe
spatii.Criteriile de excludere a pacientilor a fost:
varsta sub 18 ani; persoane cu date incomplete pentru
a sustine diagnosticul; absenta identificarii etiologice,
pacienti necooperanti, lipsa acordului pacientului,
pacienti cu procese neoplazice.

Conform criteriilor de eligibilitate, a fost selectat
un lot de 1458 de pacienti diagnosticati cu abcese in
regiunea oro-maxilo-faciald si 177 pacienti cu fleg-
moane cervico-faciale. Au fost analizate variabile
precum:datele demografice,perioada spitalizérii,da-
tele investigatiilor de laborator,durata spitalizarii,
numarul de spatii cuprinse,complicatiile dezvoltate
precum si patologiile concomitente. Prin urmare,
volumul esantionului total a fost estimat la nivel
de 1635 de respondenti.A fost efectuatd statistica
descriptiva privind variabilele categoriale(nominale
si ordinale),utilizdnd intrumentul de analizd explora-
torie a datelor aplicatia Python 3.8. Valorile au fost
distribuite simetric, iar un p-value < 0,05 a fost consi-
derat statistic semnificativ.

Rezultate si discutii

Infectiile tesuturilor moi primaxilare (abcese,fleg-
moane) au constituit 36,7% din totalul adresarilor.
Au fost stabilte 2 loturi de studiu:pacienti diagosticati
cu abcese perimandibulare sau perimaxilare si paci-
enti diagnosticati cu procese inflamatorii difuze-fleg-
moane.Ponderea abceselor perimaxilare si periman-
dibulare a constituit 26%, pe cand flegmoanele difuze
cervico-faciale au constituit 3%, rata letalitatii consti-
tuie 3,90 % din totalul proceselor inflamatorii difuze.
Mediastinita descendentd necrozanta a fost diagnos-
ticatd la 21 pacienti,dintre care cu evolutie letala la 10
pacienti.

In scopul realizarii obiectivului trasat, de a analiza
evidentd epidemiologicd a proceselor inflamatorii in
regiunea capului si gatului,a fost studiatd structura
nozologicd a patologiilor regiunii OMF in perioada
sus-mentionatd. Figura 1 ilustreaza corelatia dintre
intregul arsenal nozologic in chirurgia OMF a IMSP
IMU,elucidind rolul abceselor si flegmoanelor,ce
reprezinta cel mai mare procent (29%).

Comparativ cu perioada 2018-2023, analiza arata
o tendintd descendenta a incidentei proceselor infla-

patients in the study were: age over 18 years; certainty
of diagnosis demonstrated by meeting clinical and
laboratory parameters (bacteriological, hematolog-
ical, biochemical, and imaging investigations), and
specific clinical symptoms of cervicofacial inflam-
matory processes involving one or more spaces. The
exclusion criteria were: age under 18 years; individ-
uals with incomplete data to support the diagnosis;
absence of etiological identification; uncooperative
patients; lack of patient consent; and patients with
neoplastic processes.

According to the eligibility criteria, a cohort
of 1458 patients diagnosed with abscesses in the
oro-maxillofacial region and 177 patients with cervi-
cofacial phlegmons were selected. Variables analyzed
included: demographic data, length of hospital stay,
laboratory investigation data, duration of hospitaliza-
tion, number of spaces involved, developed compli-
cations, and concomitant pathologies. Therefore, the
total sample size was estimated at 1635 respondents.
Descriptive statistics were performed regarding cate-
gorical variables (nominal and ordinal), using the
exploratory data analysis tool in Python 3.8. Values
were symmetrically distributed, and a p-value < 0.05
was considered statistically significant.

Results and Discussions

Infections of the maxillary soft tissues (abscesses,
phlegmons) accounted for 36.7% of total admissions.
Two study cohorts were established: patients diag-
nosed with perimandibular or perimaxillary abscesses
and patients diagnosed with diffuse inflammatory
processes—phlegmons. The proportion of perimaxil-
lary and perimandibular abscesses constituted 26%,
while diffuse cervicofacial phlegmons made up 3%,
and the mortality rate was 3.90% of the total diffuse
inflammatory processes. Necrotizing descending
mediastinitis was diagnosed in 21 patients, of whom
10 had a fatal outcome.

To achieve the outlined objective of analyzing the
epidemiological evidence of inflammatory processes
in the head and neck region, the nosological structure
of pathologies in the OMF region during the afore-
mentioned period was studied. Figure 1 illustrates the
correlation among the entire nosological arsenal in
OMEF surgery at IMSP IMU, highlighting the role of
abscesses and phlegmons, which represent the largest
percentage (29%).

Compared to the period from 2018 to 2023, the
analysis shows a downward trend in the incidence
of inflammatory processes, including a reduction
of up to 6% in abscesses and phlegmons. Data from
the 2010-2014 period indicated that these conditions
represented 45% of the total, while in the 2018-2023
period, the proportion decreased to 43.41%. This
variation may also be influenced by the decline in the
country’s population.

Analyzing the distribution of abscesses according
to anatomical spaces in various regions of the head
and neck, the following proportions of abscesses
were noted based on the affected anatomical space:
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matorii, inclusiv o reducere de pani la 6%[6] a abce-
selor si flegmoanelor. Datele din intervalul 2010-2014
indicau ca aceste afectiuni reprezentau 45% [3] din
total, iar in perioada 2018-2023, proportia a scazut la
43,41%. Aceastd variatie ar putea fi influentata si de
diminuarea populatiei din tara.

Limfaclenite
Periodontite 3%
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@ Leziuni traumatice

W Incluzie dentara # Periodontite

u Sialolitiaze

#Hemoragii postextractionale B Osteomielite

@ Flegmoane
Fig.1.Structura nozologicd a patologiilor
in chirurgia OMF

Analizand distributia abceselor in functie de
spatiile anatomice in diverse regiuni ale capului si
gatului,a fost constatatd urmétoarea pondere a abce-
selor in functie de spatiul anatomic afectat: abces
subperiostal 868 cazuri(60%),abces retromolar
-264 cazuri(18%) ,abces al santului mandibulo-lin-
gual-153 cazuri(11%),abces laterofaringian-39(3%),
abces jugal-36(2%), abces submandibular-23,abces
sublingual-15,abces palatinal-15,abces pterigoman-
dibular-15, abces submaseterian-11, abces infratem-
poral-10,abces infraorbital-7 si abces submentonier-2
cazuri.Aceste date sugereaza ca spatiile anatomice
cele mai afectate (cum ar fi subperiostal si retromolar)
ar necesita o atentie sporita pentru diagnosticare si
tratament, in timp ce altele mai putin frecvente ar
putea necesita o abordare diferitd datoritd numarului
mic de cazuri.

Procesele inflamatorii secundare extractiilor
dentare reprezintd o proportie semnificativd a spita-
lizarilor ca urmare a infectiilor odontogene. Studiile
anterioare au aratat ca 12-51% din infectiile odonto-
gene severe apar dupa extragerea dintilor, in special
dupi extragerea molarului de minte mandibular. In
pofida proportiei ridicate de procese inflamatorii
postextractionale in cazurile severe de infectii odon-
togene, circumstantele au fost rareori studiate[7].In
corelatie cu datele obtinute in studiul nostru,11% din
abcese s-au dovedit a fi secundare extractiei denta-
re,cu prevalentd maximd :abces al santului mandi-
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subperiosteal abscess — 868 cases (60%), retromolar
abscess — 264 cases (18%), mandibulolingual groove
abscess — 153 cases (11%), lateropharyngeal abscess
- 39 cases (3%), buccal abscess - 36 cases (2%),
submandibular abscess — 23 cases, sublingual abscess
- 15 cases, palatine abscess — 15 cases, pterygoman-
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Fig.1. Nosological structure of pathologies
in OMF surgery

dibular abscess — 15 cases, submasseteric abscess — 11
cases, infratemporal abscess — 10 cases, infraorbital
abscess — 7 cases, and submental abscess — 2 cases.
These data suggest that the most affected anatomical
spaces (such as subperiosteal and retromolar) would
require increased attention for diagnosis and treat-
ment, while less common ones may need a different
approach due to the small number of cases.

Inflammatory processes secondary to tooth extrac-
tions represent a significant proportion of hospitaliza-
tions due to odontogenic infections. Previous studies
have shown that 12-51% of severe odontogenic infec-
tions occur after tooth extractions, particularly after
the extraction of the mandibular third molar. Despite
the high proportion of post-extraction inflammatory
processes in severe cases of odontogenic infections, the
circumstances have rarely been studied. Correlating
with the data obtained in our study, 11% of abscesses
were found to be secondary to tooth extraction, with
maximum prevalence in: mandibulo-lingual groove
abscess — 32 cases, lateropharyngeal abscess — 30 cases,
subperiosteal abscess — 27 cases, and post-extraction
buccal abscess diagnosed in 20 cases.

As a result of complicated extractions, acute
inflammatory processes, failed root treatments,
and, most notably, dental caries and acute dental
abscesses, a mixed combination of aerobic and anaer-
obic bacteria is associated. Once bacteria migrate
from the root canals through the apical foramen into
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Fig.2. Distributia abceselor in regiunea OMF

bulo-lingual-32  cazuri,abces laterofaringian-30
cazuri,abces subperiostal-27 cazuri, iar abcesul jugal
dezvoltat postextractional a fost diagnosticat in 20
cazuri.

Drept urmare a extractiilor laborioase,in faza
acutd a procesului inflamator, a tratamentelor radicu-
lare esuate si, cel mai mult, a cariilor dentare si abce-
selor dentare acute, se asociaza o combinatie mixta de
bacterii aerobe si anaerobe[8]. Odati ce bacteriile au
migrat din canalele radiculare prin foramenul apical
in tesutul periapical, aceste bacterii si produsele lor
toxice pot induce infectie si formarea ulterioara de
component purulent. Desi supuratia este localizatd
in principal in tesutul periapical al dintelui afectat la
inceput, infectia acuta are potentialul de a se raspandi
in alte spatii[9].
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Fig.3. Distributia abceselor in functie de cadrane/gen
Fig.3. Distribution of abscesses by quadrants/gender

Distributia dupé gen denota ca majoritatea abce-
selor au fost diagnosticate la femei, acestea fiind afec-
tate in proportie de 56,74%, pe cind bérbatii inclusi
in studiu au constituit 43,23%. Situatia se inverseaza
in cazul flegmoanelor,barbatii fiind afectati de cétre
inflamatiile odontogene difuze in proportie de 63,27%.
Cea mai afectatd categorie de varstd s-au dovedit a fi
persoanele de 18-29 ani, cu o ratd de 23,04% in cazul
abceselor si 24,8% in cazul flegmoanelor cervico-fa-
ciale,confirmate in studiile anterioare efectuate in
cadrul IMSP IMU[10] [11].Aceasta poate fi datoratd
diferentelor de factorii socio-economici si psihologici
din diferite regiuni, care determind ca pacientii de
sex masculin si fie mai afectati de factorii cauzali, se
implica mai putin in igiena cavitdtii bucale,fiind mai
mult consumatori de substante nicotinice.
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Fig.2. Distribution of abscesses in the OMF region

the periapical tissue, these bacteria and their toxic
products can induce infection and subsequent forma-
tion of purulent components. Although suppuration
is primarily localized in the periapical tissue of the
affected tooth initially, acute infection has the poten-
tial to spread to other spaces.

The distribution by gender shows that the
majority of abscesses were diagnosed in women, who
accounted for 56.74%, while the men included in
the study constituted 43.23%. The situation reverses
in the case of phlegmon, with men being affected by
diffuse odontogenic inflammations in a proportion of
63.27%. The most affected age group was found to be
individuals aged 18-29 years, with a rate of 23.04%
for abscesses and 24.8% for cervicofacial phlegmon,
confirmed in previous studies conducted at IMSP
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Fig.4. Distributia flegmoanelor in functie de cadrane/gen
Fig.4. Distribution of phlegmons by quadrants/gender

IMU. This may be attributed to differences in soci-
oeconomic and psychological factors across regions,
leading to male patients being more affected by causal
factors, being less involved in oral hygiene, and being
more likely to consume nicotine substances.

It is noteworthy that molars (18, 28, 38, 48) were
the most common cause of purulent bacterial infec-
tion among patients in our study—>541 cases out of
1635 (33.08%). The least common causes of infec-
tion were the maxillary quadrant teeth, with only 517
cases out of 1635 representing 31.62%, which aligns
with other studies in the specialized literature.

The image presents a higher frequency of correla-
tion between hemifacial phlegmon and its dermato-
genic cause in 66.7% of cases, suggesting a strong link
between these two variables.
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Este de mentionat cid molarii (18,28,38,48) au
fost cea mai frecventa cauzd a infectiei bacteriene
purulente in randul pacientilor din studiul nostru
- 541cazuri din 1635(33,08%). Cele mai putin frec-
vente procese inflamatorii,cauze de infectie au fost
dintii cadranelor maxilare cu doar 517 cazuri din
1635 reprezentdnd 31,62%,ceea ce corespunde cu alte
studii din literatura de specialitate[12].

The analysis of the causes of cervicofacial inflam-
matory processes reveals that the nosological entity—
unilateral buccal floor phlegmon—has a relatively
high frequency (62% of cases) associated with the
odontogenic cause, suggesting a strong connection
between this diagnosis and odontogenic factors.
Buccal floor phlegmon and hemifacial phlegmon
also show association with the odontogenic pattern,

Diagnoza versus Cauza, ¥?=134.55, df=40, p=3.7e-12, Cramér's V=0.390
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Fig.5. Corelatia dintre diagnozad si cauza procesului
inflamator difuz.

Figura 5 prezinta frecvente mai mari a corelatiei
dintre flegmonul hemifacial si cauza acesteia derma-
togend in 66,7% cazuri, sugerdnd o legdtura puternica
intre aceste doud variabile.

Analiza cauzei proceselor inflamatorii cervico-fa-
ciale releva faptul ca entitatea nozologica -flegmon
planseului bucal unilateral are o frecventd relativ
mare (62% din cazuri) asociatd cu cauza odontogend,
sugerand o legaturd puternicd intre acest diagnostic
si factorii odontogeni.Flegmonul planseului bucal si
flegmonul hemifacial, aratd de asemenea asocierea cu
pattern-ul odontogen, dar cu frecvente mai scazute.
Adenoflegmonul planseului bucal unilateral are o
frecventa considerabild asociatd cu inflamatia glandei
salivare(25%).Existd o corelatie remarcabila intre
procesele inflamatorii difuze §i cauza odontogena,
in special pentru anumite tipuri de flegmoane. Cu
toate acestea, este important de mentionat ca si alte
cauze(infectia dermatogend,tonsilogend,supuratiile
postraumatice) pot contribui la manifestarile clinice
observate.
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Fig.6. Diagrama Box Plot

Fig.5. Correlation between diagnosis and cause of the
diffuse inflammatory process.

but with lower frequencies. Unilateral buccal floor
adenophlegmon has a considerable frequency associ-
ated with inflammation of the salivary gland (25%).
There is a remarkable correlation between diffuse
inflammatory processes and the odontogenic cause,
especially for certain types of phlegmon. However,
it is important to note that other causes may also
contribute to the observed clinical manifestations.

In Figure 6, the correlation between diagnosis
and the odontogenic cause of cervicofacial inflam-
matory processes is highlighted. In the context of the
presented graph, we can observe that each highlighted
diagnosis has a different distribution related to the
number of days per patient. This suggests that the
severity or type of odontogenic condition may influ-
ence the duration of hospitalization or treatment.

The box plot diagram shows the distribution of
the variable—days per patient—with high values
(over 10 days per patient) for jugal abscess and later-
opharyngeal abscess diagnoses, which exhibit a higher
concentration of such values, indicating a general
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In figura 6, se evindetiazd corelatia dintre
diagnoza si cauza odontogena a proceselor inflama-
torii cervico-faciale. In contextul graficului prezentat,
putem observa cd fiecare diagnozd evidentiata are o
distributie diferita rapotatd la numdrul zilelor/pat.
Aceasta sugereazd ca gravitatea sau tipul afectiunii
odontogene poate influenta durata spitalizérii sau a
tratamentului.

Diagrama box plot arata distributia variabilei
-zile/pat cu valori ridicate (peste 10 zile/pat), unde
diagnosticul de abces jugal si abces laterofaringi-
an,ce prezintda o concentratie mai mare de astfel de
valori, indicand o tendintd generald ciatre un numdr
mai mare de zile/pat in cazurile asociate cu acest
diagnostic.

Pacientii internati cu diagnoza de adenoflegmon
cervical lateral,precum si adenoflegmonul planse-
ului bucal unilateral prezintd cele mai putine zile
de spitalizare, cu multe valori extreme.Flegmonul
hemifacial are o distributie mai larga a zilelor/pat
decat celelalte diagnostice.Pe cind flegmon planse-
ului bucal si cervical bilateral aratd un timp petrecut
in spital mai indelungat, fard valori extreme semnifi-
cative.Flegmon planseului bucal si cervical unilateral
prezinta un timp mediu de spitalizare apropiat de cele
mentionate anterior, dar cu variatii notabile.

Un accent suplimentar este necesar de a fi focusat
pe gestionarea acestor factori, pentru a reduce durata
spitalizdrii si a imbunatéti rezultatele de tratament a
pacientului. O monitorizare atentd a hipertensiunii
si diabetului, impreund cu procedurile preoperatorii
eficiente, pot contribui la o recuperare mai rapida sila
o utilizare mai eficienta a resurselor de sinatate.

trend toward a greater number of days per patient in
cases associated with these diagnoses.

Patients admitted with a diagnosis of lateral
cervical adenophlegmon, as well as unilateral buccal
floor adenophlegmon, spend the least number of days
in the hospital with many extreme values. Hemifacial
phlegmon has a wider distribution of the number
of days spent than the other diagnoses. Meanwhile,
bilateral buccal floor and cervical phlegmon indicate
a longer hospital stay without significant extreme
values. Unilateral buccal floor and cervical phlegmon
exhibit an average hospitalization time similar to
those previously mentioned, but with notable varia-
tions.

Additional emphasis is needed on managing
these factors to reduce hospitalization duration
and improve patient outcomes. Close monitoring
of hypertension and diabetes, along with effective
pre-admission interventions, can contribute to faster
recovery and more efficient utilization of healthcare
resources.

Diabetes mellitus is frequently cited as the most
common systemic disease associated with studies
on deep cervicofacial inflammatory processes. It has
been found that hyperglycemia affects neutrophil
function and the complement pathway, and increases
the virulence of certain pathogens. The immunolog-
ical dysfunction resulting from uncontrolled diabetes
diminishes the ability to limit an infection, which is
evident in the frequency of multispace involvement
in diabetics with deep diffuse inflammatory processes.

In the descriptive analysis, based on data from the
relevant literature, we included diabetes mellitus as

Diagnoza versus Comorbiditati, x*=12.15, df=8, p=0.145, Cramer's V=0.262
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Fig.7. Corelatia dintre diagnozd si patologia
concomitentd diabet zaharat

Diabetul zaharat este frecvent citat ca fiind cea
mai comund boald sistemica asociatd in studiile
privind procesele inflamatorii difuze profunde cervi-
co-faciale.S-a constatat ca hiperglicemia afecteazd
functia neutrofilelor[13] si calea complementului, si
creste virulenta anumitor agenti patogeni. Disfunctia
imunologica rezultatd din diabetul necontrolat dimi-
nueazd capacitatea de a limita o infectie, ceea ce este
evident in frecventa implicarii multispatiale la diabe-
tici cu procese inflamatorii difuze profunde cervi-
co-faciale [14].

In cadrul analizei descriptive,reesind din datele
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Fig.7. The correlation between diagnosis and
concomitant pathology of diabetes mellitus

a risk factor in the evolution of cervicofacial inflam-
matory processes. Figure 7 illustrates the relationship
between diagnosis and comorbidity, elucidating the
relative frequency of their various combinations. It
was found that hospitalized patients with diabetes as
a comorbidity have the highest values associated with
the diagnosis of buccal floor phlegmon and unilateral
buccal floor phlegmon, suggesting a significant asso-
ciation between these conditions and comorbidity.
Cramér’s V = 0.262 indicates an association between
diagnosis and diabetes mellitus comorbidity. This
diagram can be used to identify patterns of clinical
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literaturii de specialite,am inclus diabetul zaharat
ca factor de risc in evolutia proceselor inflamatorii
cervico-faciale.In figura 7 este ilustrat relatia dintre
diagnostic si comorbiditate, elucidind frecventa rela-
tiva a diferitelor combinatii ale acestora. S-a constatat
ca pacientii internati, avind ca comorbiditate diabetul
zaharat, au cele mai mari valori asociate diagnozei de
flegmon planseu bucal si flegmon planseul bucal unila-
teral,ceea ce sugereaza o asociere semnificativd intre
acestea si comorbiditate.Cramér’s V = 0.262 indici o
asociere intre diagnostic si comorbiditatea de diabet
zaharat. Aceasta diagrama poate fi folositd pentru
a identifica tiparele de prezentare clinicé si pentru a
ajuta la strategii de interventie bazate pe diagnostic.

presentation and assist in diagnosis-based interven-
tion strategies.

Figure 8 presents an analysis of microbiological
data in relation to complications, illustrating the rela-
tive frequencies of different types of microorganisms
isolated in septic and non-septic cases. The results
seem to highlight discrepancies between the two
groups:

Predominant microorganisms: Staphylococcus
epidermidis and Streptococcus group G show the
highest frequencies, especially in the septic group.
These types of bacteria may be associated with more
severe infections. The microbiological profile revealed
that Streptococcus spp. is the predominant aerobic

Microbiologia versus Complicatii , *=21.97, df=22, p=0.462, Cramér's V=0.352
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Fig.8. Corelatia dintre rezultatul studiului
microbiologic si complicatiile dezvoltate

Figura 8 prezintd o analizd a datelor microbio-
logice in raport cu complicatiile, ilustrand frecven-
tele relative ale diferitelor tipuri de microorganisme
izolate in cazurile septic si non-septic.

Microorganismele predominante s-au dovedit a
fi Staphylococcus epidermidis si Streptococcus group
G, au cele mai mari frecvente, mai ales in grupul
septic. Aceste tipuri de bacterii ar putea fi asociate cu
infectii mai severe. Profilul microbiologic a relevat
cd Streptococcus spp. este patogenul aerob predomi-
nant, iar Peptostreptococcus anaerobius este cel mai
comun anaerob, conform studiilor anterioare din
literature de specialitate[14].

Unele microorganisme, cum ar fi Peptostrepto-
coccus, au o frecventd mult mai mare in cazul septic,
ceea ce sugereaza o legdtura cu complicatiile mai severe.
Testul Chi-patrat indica o p=0.462, ceea ce sugereaza
cd nu existd o asociere statistic semnificativa intre tipul
de microorganism si prezenta complicatiilor, avand in
vedere ca valoarea p este mai mare de 0.05.

Aceastd analiza evidentiazd complexitatea contex-
tului clinic si importanta identificirii microorganis-
melor pentru a gestiona tratamentul proceselor infla-
matorii cervico-faciale.

Complicatii
Fig.8. The correlation between microbiological study
results and developed complications

pathogen, while Peptostreptococcus anaerobius is
the most common anaerobic, according to previous
studies in the literature.

Some microorganisms, such as Peptostrepto-
coccus, show a significantly higher frequency in septic
cases, suggesting a link to more severe complications.
The Chi-square test indicates a p=0.462, suggesting
that there is no statistically significant association
between the type of microorganism and the presence
of complications, as the p-value is greater than 0.05.

This analysis highlights the complexity of the clin-
ical context and the importance of identifying micro-
organisms to manage the treatment of cervicofacial
inflammatory processes effectively.

Conclusions

The clinical-epidemiological data from the study
suggest a significantly decreased incidence of inflam-
matory processes, with approximately 6% compared
to previous years; however, the mortality rate for
patients with inflammatory processes remains
constant at 3.90%.



Concluzii

Datele clinic-epidemiologice din studiul efectat
sugereazd o incidentd semnificativ scdzuta a proceselor
inflamatorii cu aproximativ 6% comparativ cu anii
precedenti,insd rata letalitatii pacientilor cu procese
inflamatorii se mentine la nivel constant 3,90%.

Determinarea factorilor care contribuie la seve-
ritatea infectiilor odontogene este esentiald pentru
imbunatitirea rezultatelor tratamentului si calitatii
vietii pacientilor.

Multe adreséri la unitatea de urgentd ar putea fi
prevenite prin implementarea unor ghiduri cu criterii de
risc in functie de severitatea infectiei si prin instruirea in
gestionarea proceselor inflamatorii cervico-faciale.

Managementul comprehesiv este recomandat
pentru pacientii cu infectie multispatiald, dificultati
respiratorii si boli sistemice, pentru a evita exacer-
barea difuza si aparitia complicatiilor periculoase
pentru viatd. Tratamentul ambulator in comunitate
a fost benefic pentru reducerea duratei de spitalizare.
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