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Abstract

Isolated lip abscess which is idiopathic and without any predisposing fac-
tors such as immune deficiency or systemic disease is seen rarely. We
aimed to present a case of lower lip abscess which is isolated and wit-
hout any predisposing factor and discussed its etiology and treatment.
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Ozet

Herhangi bir sistemik hastalk veya immun sistem bozuklugu gibi
prezdisozan faktér olmaksizin idiyopatik olarak ortaya cikan izole dudak
absesi nadiren gorulir. Bu yazida herhangi bir predispozan faktér olmadan
gelisen izole alt dudak absesi olgusu sunularak hastaligin etiyolojisi ve
tedavisi tartisildi.
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Introduction

Despite the availability of potent new antimicrobial agents
for the treatment of bacterial infections, cellulitis and abs-
cess of the facial spaces of the head and neck still occurs.
Maxillofacial infections and abscess are generally involved
with odontogenic, dermatologic, paranasal sinus infec-
tions and trauma.” The common etiologic organisms are
Staphylococcus species or beta-hemolytic Streptococcus.
Gram-positive aerobic pathogens, Haemophilus influenza,
anaerobic pathogens may also cause these infections.'3
Pathogen of the infection that causes facial abscess vary
by location and source of the infection.* The classic signs
of maxillofacial infections are pain, swelling, fever, dyspha-
gia and dehydration. Maxillofacial abscess is seen gene-
rally in submandibular, sublingual, submental and buccal
spaces.’

The lips surround the entrance to the oral cavity. They
function to provide competence to the oral cavity during
mastication and at rest. From superficial to deep, the la-
yers of the upper and lower lips include the epidermis,
subcutaneous tissue, orbicularis oris muscle fibers, and
mucosa. Because there is no potential space in the layer of
the lips, isolated lip abscess without predisposing factors
like odontogenic or dermatologic infections, trauma and
foreign body reaction such as piercing is extremely rare.®
In this report we present a case with isolated lower lip
abscess which is idiopathic and without any predisposing
factors such as immune deficiency or systemic disease.

Case-Report

A 74 years old woman admitted to our clinic with 5 days
history of pain and swelling of the lower lip. There were
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no histories of trauma, insect bite, dermatologic infection
or foreign body reaction like piercing. She had total den-
tal prosthesis and no odontogenic infection symptoms or
tenderness. Physical examination revealed very swollen,
erythematous and sensitive lip, but review of systems and
examination findings were otherwise unremarkable (Figu-
re 1). She had not systemic diseases except hypertension.
On presentation, her temperature was 38,3° C and she
was tachycardic. There were no palpable cervical lymph
nodes. The peripheral white blood cell count was 18,400
cells per mm?, with 63% segmented neutrophils. Human
immunodeficiency virus serology was negative. The pati-
ent was interned and received on intravenous ampicillin
and sulbactam 3 gram per day for empiric antimicrobial
coverage.

Figure 1:
Before the treatment.

On second day of the hospitalization, when abscess be-
came fluctuant, it was drained surgically. In the example
taken from the purulent material Staphylococcus aureus
grew. Lip swelling decreased on the fifth day of treatment
(Figure 2). Body temperature came to normal and the pe-
ripheral white blood cell count decreased to 9000 cells per
mm?®. The patient was discharged on the sixth day without
any complaint.

Discussion

Maxillofacial space infections are common presentations
in maxillofacial clinics even in the post-antibiotic era. The-

se infections often place the oral and maxillofacial surge-
on in situations where timely decisions have to be made.
These decisions can be life-saving. Maxillofacial region
infections can be easily treated usually, but sometimes
may be life-threatening. For management of maxillofacial
infections, etiology of the infection, location of the abs-
cess, the nature of the surgical and airway management,
microbiology of the infection must be evaluated. If these
infections are not treated properly, they can cause fatal
complications like sepsis, pneumonia and osteomyelitis.>®

Figure 2:
After the treatment

Maxillofacial infections are usualy caused by sinus, derma-
tologic and odontogenic infections or trauma.’?4 But so-
metimes origins of the infections remain unclear, just like
the case we reported. In our case there were no primary
infections leading to this abscess. Neither trauma nor in-
sect bite detected. In the literature lip abscesses, caused
by piercing and silicone which is used for lip augmenta-
tion, were reported.®” They occured because of foreign
body reaction. As a form of maxillofacial infections, isola-
ted lip abscess is seen rarely. Submandibuler, sublingual,
submental, buccal, odontogenic, masseteric and orbital
spaces’ abscess are more common.

A lot of organisms can cause infections in these regions.
But Staphylococci, Haemophilus species and Streptococ-
cal strains among others are commonly involved. Anaero-
bic coverage might also be selected if a dental etiology is
suspected."*58 In our case, in the culture of the purulent
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drainage Staphylococcus aureus grew. Staphylococcus
aureus infections in the maxillofacial region are likely to
be associated with a known portal of entry, but this is not
always the case just like we reported. Its virulence and
potential for serious and life-threatening infections should
not be underestimated. Because of this reason, prior to
culture and sensitivity results, empirical antibiotic treat-
ment must be chosen to target those organism known to
be more frequently infectious in this region.®® Therefore
we gave to our patient intravenous ampicillin and sulbac-
tam as empirical antibiotic therapy before the result of
culture. Infections in these regions have classically been
treated with penicillins, but resistant organisms have de-
veloped due to its long and widespread use. Although me-
dication of penicillins if complication of the infection like
sepsis, pneumonia, endocarditis occurs other antibiotics
including clindamycin, quinolones, vancomycin should be
thought.?68

Sometimes antibiotherapy alone may not be enough for
the treatment of abscess in this region. In this case surgi-
cal drainage of the abscess must be considered. Drainage
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