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Case report

ORBITAL CELLULITIS COMPLICATED BY
ABSCESSES IN A CHILD: A CASE REPORT

ABSTRACT
Author : Lucrece Joanelle Vydalie ERIGA
Objective: To describe a case of cellulitis complicated with orbital abscess.

Results: A 13-year-old patient was admitted with red, painful palpebral edema and a fever of
39°. The diagnosis of preseptal cellulitis was made on CT scan. The patient was started on
antibiotic therapy, but the course worsened with the development of an orbital abscess with
pansinusitis. Management involved surgical drainage and antibiotic therapy. This
multidisciplinary management led to regression of the abscess.
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INTRODUCTION

Orbital cellulitis can be defined as an inflammatory swelling of the orbital and periorbital
tissues of infectious origin [1]. It is a rare and urgent pathology, predominantly affecting
young subjects under the age of 15, but potentially serious because of the complications it can
cause, putting the patient's functional and vital prognosis at risk [2]. The starting point of
infection is mainly in the ENT (ear-nose-throat) sphere, but can also be ophthalmologic,
dental or cutaneous. There are two types of cellulitis are distinguished according to their
location in relation to the orbital septum: preseptal and retroseptal cellulitis [3]. The diagnosis
is clinical and confirmed by imaging. The orbital abscess is a critical stage in the evolution of
cellulitis, and requires medical and surgical management, as the visual and vital prognoses are
concerned. We describe the case of an adolescent with an orbital abscess identified in our

department.

CLINICAL CASE

This is a 13-year-old patient with no previous pathological history admitted for management
of palpebral oedema. He had no history of recent or past ear, nose and throat (ENT)

infections, insect bites or recent facial surgery.

The symptomatology dated back to two days before admission, with the sudden onset of red,
painful palpebral oedema (unilateral) over the left eye, which prompted the consultation. This

was accompanied by a fever of 38.5°C.

The examination on admission revealed a patient in good general condition, well oriented in
time and space, with a Glasgow score of 15. Temperature was 39.5°C, with no evidence of

headache, chills or vomiting.
The ophthalmological examination revealed preserved visual acuity of 10/10 in both eyes
Right eye: Normal ophthalmological examination

Left eye: diffuse palpebral edema, red and painful to palpation. The conjunctiva was healthy
and normocoloured, there were no signs of inflammation of the lacrimal apparatus and ocular

mobility was preserved. Anterior and posterior segment examinations were normal.
There were no pretracheal, maxillary or mandibular adenopathy.

At the ENT examination, there was sinusitis signs
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A laboratory work-up was ordered, which revealed:

White blood cells: 9,600, predominantly neutrophils: 82.9
Platelets: 114,000 Hemoglobin: 11.9

Sedimentation rate: 25 mm at 1st hour ~ C-reactive protein: 76
Urea: 0.32  Creatinine: 8 Natremia: 133 Kalemia: 4.2

An orbital-cerebral CT scan revealed pre-septal cellulitis graded Chandler I.

Figure 1: Orbito-cerebral CT scan

Chandler I pre-septal cellulitis: inflammation, edema, thickening and infiltration of the upper
and lower palpebral soft tissues, with respect for intralesional fat. Absence of soft tissue and

subperiosteal collections.

Initial treatment was bi-antibiotherapy with clavulanic acid-amoxicillin

(Augmentin)+metronidazole (Flagyl), paracetamol (Perfalgan) and sinus lavage.

The evolution was marked 48 hours later by a worsening of the signs, prompting a new CT

scan, which revealed: an orbital abscess with pan-sinusitis (fronto-ethmoid-maxillary).
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Figure 2: Orbito-cerebral CT scan showing abscessed orbital cellulitis. Thickening and
infiltration of the upper and lower palpebral soft tissues. Hypodense collections with

peripheral air bubbles. Optic nerve without abnormalities.
Sinus filling (a-ethmoid; b-maxillary; c-frontal)

The treatment consisted in draining the abscess, collecting the pus and sending it for
bacteriological examination, and changing the antibiotic regimen to a triple combination of
3rd-generation cephalosporins (Ceftriaxone) +Gentamycin + metronidazole (Flagyl)
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Figure 3: follow-up CT scan of drainage showing regression of abscess with left

exophthalmos stage I+ pansinusitis. Infiltration of the upper and lower palpebral soft tissues.
Disappearance of the collection and visualization of the drain, which appears hypodense.

Bacteriological examination favored infection with: Staphylococcus negative coagulase +
Streptococcus alfa hemolitic + Corynebacterium sp

Treatment was then adapted with the introduction of vancomycin.

The course was subsequently favorable, with signs regressing until complete recovery.
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Figure 4: Different stages from abscess to regression under treatment

DISCUSSION

The orbital abscesses are a serious complication of cellulitis, requiring urgent,
multidisciplinary management involving radiologists, ophthalmologists, maxillo-facial
surgeons, ENT surgeons and often neurosurgeons [4]. According to the literature, it is a rare
pathology with a peak occurrence in children between 06-15 years of age, with a male
predominance [5-6]. The most frequently isolated germs are streptococcus pneumoniae,
staphylococcus aureus and hemophilus influenza. Their main portal of entry is the sinus, in
over 80% of cases. In children, the inner wall of the orbit is very thin, and infection will lead
to reduced venous drainage and subsequent palpebral edema. These factors, combined with
the complexity of the periorbital venous network, favor the spread of neighboring infection in
children [7-8-9]. These data are consistent with our case, which involved a 13-year-old
adolescent with a sinus portal of entry and bacteriological isolation of
staphylococcus,streptococcus and corynebacterium sp. The diagnosis, which was often
clinical, was aided by imaging (orbital-cerebral CT scan with and without product injection).
of contrast) which enables cellulitis to be classified into five stages according to Chandler.
The abscess corresponds to stage IV of this classification, which includes deep pain,
collection, exophthalmos with significant chemaosis, reduced visual acuity, often
ophthalmoplegia and papilledema. Our patient presented with pain, chemosis and

exophthalmos. Visual acuity and fundus were normal.

This is a surgical emergency requiring medico-surgical treatment with antibiotic therapy and
drainage of the abscess. If left untreated, the condition will worsen, with complications such
as cavernous sinus thrombosis, blindness, brain abscess, meningitis, septic shock and death.
Antibiotic therapy is administered parenterally, combining cephalosporins or amoxicillin-
clavulanic acid with aminoglycosides or vancomycin. If anaerobic germs are suspected, a
combination with metronidazole is recommended [10-11]. This treatment is then adapted
according to the results of the antibiogram. Drainage depends on a number of factors: abscess
size, location, visual impairment, cerebral complications, sinuses involved and response to

treatment. Prognosis depends on the rapidity of management, and the initial severity of
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involvement [9-12-13]. In our case, the patient recovered full visual function with no

sequelae.

Preseptal Orbital Subperiosteal Orbital Cavernous Sinus
cellulitis cellulitis Abscess Abscess Thrombosis

Chandler’s Classification

Figure 5: Chandler classification of orbital cellulitis

CONCLUSION

Orbital abscesses represent an ophthalmological emergency, threatening the patient's
functional and vital prognosis, but no longer pose a diagnostic problem. Early and appropriate

medical and surgical management is essential to avoid complications.

REFERENCES

[1]- Jomaa, R., Chariba, S., Ramdani, T., Maadane, A., & Sekhsoukh, R. (2017).
Celluliteorbital in children. Journal of the Moroccan Society of Ophthalmology, (26).



UNDER PEER REVI EW

[2]- Basraoui, D. Elhajjami, A., & Jalal, H. (2018). Imaging of orbital cellulitis in
children: about 56 cases. Pan African Medical Journal, 30(1).

[3]-Ouaissi, L., El Khiati, R., Serghini, S., Abada, R., Rouadi, S., Mahtar, M., ... & Kadiri, F.
(2014). Orbital abscess: report of 7 cases. The Pan African Medical Journal, 19, 110-110.

[4]- Chaudhry IA, Al-Rashed W, Arat YO. The hot orbit: orbital cellulitis. Middle East Afr J
Ophthalmol. 2012 ; 19 :34-42.

[5]-Ailal F, Bousfiha A, Jouhadi Z, Bennani M, Abid A. Orbital cellulitis in children: about a
retrospective study of 33 cases. Tropical Medicine. 2004; 64(4):359-362. PubMed | Google
Scholar

[6]-Sobol ES, Marchand J, Tewfik LT, Manoukian JJ, Schoss DM. Orbital complications of
sinusitis in children. The journal of otolaryngology .2002; 31 (3):131-136. PubMed | Google

Scholar

[7]-Saadouli, D., Yahyaoui, S., Mansour, K. B., Masmoudi, M., El Afrit, M. A., & Sammoud,
A. (2019). Orbital cellulitis in children: about 60 cases. French Journal of Ophthalmology,
42(10), 1056-1061.

[8]-F. Mouriaux, B. Rysanek, E. Babin, V. Cattoir, Orbital cellulitis, French Journal of
Ophthalmology, Volume 35, Issue 1, 2012, Pages 52-57, ISSN 0181-5512

[9]-Kabré Abel, Diallo Ousseini, Cissé Rabiou. Intraorbital abscess: report of two cases.

African Journal of Neurological Sciences AJNS. 2008. Vol 27: No 1.

[10]- Chahed, H., Bachraoui, R., Kedous, S., Ghorbel, H., Houcine, A., Mediouni, A., ... &
Besbes, G. (2014). Management of oculo-orbital complications of acute sinusitis. French

Journal of Ophthalmology, 37(9), 702-706

[11]-Schwartz G. Etiology, diagnosis, and treatment of orbital infections. Curr Infect Dis Rep
2002; 4:201

[12]-Chaudhry IA, Shamsi FA, Elzaridi E, Al-Rashed W, Al-Amri A, Al-Anezi F, Arat YO,
Holck DE. Outcome of treated orbital cellulitis in a tertiary eye care center in the middle East.
Ophthalmology. 2007; 114:345-54



UNDER PEER REVI EW

[13]-Kahloun, R., Abroug, N., Abdessalem, N. B., Ksiaa, |., Jelliti, B., Zaouali, S., ... & Khairallah, M.
(2015). orbital infections: apropos of 28 cases orbital infections: review of 28 cases. Medical Tunisia,
93(11).



