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ABSTRACT 
 

 

 

Objective:Todescribea caseof cellulitiscomplicatedwithorbitalabscess. 

 
Results:A13-year-oldpatientwasadmittedwithpainfulpalpebraledema andafeverof39°.The 

diagnosis of preseptal cellulitis was made on CT scan. The patient was started onantibiotic 

therapy, but the course worsened with the development of an orbital abscess and 

apansinusitis. Management involved surgical drainage and adapted antibiotic therapy. 

Thismultidisciplinarymanagement led to regressionofthe abscess. 
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INTRODUCTION 
 

Orbital cellulitis can be defined as an inflammatory swelling of the orbital and 

periorbitaltissues of infectious origin [1]. It is a rare and urgent pathology, predominantly 

affectingyoung subjects under the age of 15, but potentially serious because of the 

complications it cancause, putting the patient's functional and vital prognosis at risk [2]. The 

starting point ofinfection is mainly in the ENT (ear-nose-throat) sphere, but it can also be 

ophthalmologic,dental or cutaneous. There are two types of cellulitis according to their 

location in relation tothe orbital septum: preseptal and retroseptal cellulitis [3]. The diagnosis 

is clinical andconfirmed by imaging. The orbital abscess is a critical stage in the evolution of 

cellulitis, andrequiresmedicalandsurgicalmanagement,asthe 

visualandvitalprognosesareconcerned. 

Wedescribethe caseofanadolescent withanorbitalabscessidentifiedinourdepartment. 

 
CLINICALCASE 

 

This is a 13-year-old patient with no previous pathological history admitted for 

managementof palpebral oedema. He had no history of recent or past ear, nose and throat 

(ENT)infections,insect bites orrecentfacial 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. 

Thiswasaccompanied by afever of38.5°C. 

Theexaminationonadmissionrevealedapatientingoodgeneralcondition,wellorientedintime 

and space, with a Glasgow score of 15. Temperature was 39.5°C, with no evidence 

ofheadache,chills or vomiting. 

The ophthalmological examination revealed preserved visual acuity of 10/10 in both 

eyesRighteye: Normal ophthalmological examination 

Left eye: diffuse palpebral edema, red and painful to palpation. The conjunctiva was 

healthyand normocoloured, there were no signs of inflammation of the lacrimal apparatus 

and ocularmobilitywas preserved.Anteriorandposteriorsegmentexaminations werenormal. 

There were no pretracheal, maxillary or mandibular 

adenopathy.AttheENT examination,therewas sinusitissigns 

Alaboratorywork-upwasordered,whichrevealed: 



Whitebloodcells:9,600,predominantlyneutrophils:82.9 

 
Platelets:114,000 Hemoglobin:11.9 

 
Sedimentationrate: 25 mm at1st hour C-reactiveprotein:76 

 
Urea:0.32 Creatinine: 8 Natremia:133 Kalemia: 4.2 

 
Anorbital-cerebralCTscanrevealedpre-septalcellulitisgradedChandlerI. 

 

 
Figure1:Orbito-cerebral CTscan 

 

Chandler I pre-septal cellulitis: inflammation, edema, thickening and infiltration of the 

upperand lower palpebral soft tissues, with respect for intralesional fat. Absence of soft 

tissue andsubperiostealcollections. 

Initial treatment was bi-antibiotherapy with clavulanic acid-

amoxicillin(Augmentin)+metronidazole(Flagyl),paracetamol(Perfalgan)andsinu

slavage. 

The evolution was marked 48 hours later by a worsening of the symptomatology (a fever 

of40°C, the onset of chills and exacerbation of ocular pain and palpebral edema with 

aninability to open the eyelids); this prompted a new CT scan, which revealed: 

preseptalcellulitis complicated by multiple abscesses associated with fronto-ethmoido-

maxillarysinusitis. 
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Figure 2: Orbito-cerebral CT scan showing abscessed orbital cellulitis.Thickening 

andinfiltration of the upper and lower palpebral soft tissues. Hypodense collections 

withperipheralairbubbles. Opticnervewithout abnormalities. 

Sinusfilling(a-ethmoid;b-maxillary;c-frontal) 

 
The treatment consisted in draining the abscess, collecting the pus and sending it 

forbacteriological examination, and changing the antibiotic regimen to a triple 

combination of3rd-generationcephalosporins(Ceftriaxone) +Gentamycin +metronidazole 

(Flagyl) 



 
 

 

 

Figure 3:follow-up CT scan of drainage showing regression of abscess with 

leftexophthalmos stage I+ pansinusitis. Infiltration of the upper and lower palpebral soft 

tissues.Disappearanceofthecollectionand visualizationofthedrain,whichappearshypodense. 

The bacteriological examination favored infection with: Staphylococcus negative coagulase 

+Streptococcusalfahemolitic +Corynebacterium sp 

Treatmentwasthenadaptedwiththeintroductionofvancomycin. 

 
Thecoursewassubsequentlyfavorable,withsignsregressinguntilcompleterecovery. 

 



Figure4:Differentstagesfromabscesstoregressionundertreatment 
 

 

 

DISCUSSION 
 

The orbital abscesses are a serious complication of cellulitis, requiring urgent 

andmultidisciplinary management involving radiologists, ophthalmologists, maxillo-

facialsurgeons, ENT surgeons and often neurosurgeons [4]. According to the literature, it is a 

rarepathology with a peak occurrence in children between 06-15 years of age, with a 

malepredominance [5-6]. The most frequently isolated germs are streptococcus 

pneumoniae,staphylococcus aureus and hemophilus influenza. Their main portal of entry is 

the sinus, inover 80% of cases. In children, the inner wall of the orbit is very thin, and 

infection will leadto reduced venous drainage and subsequent palpebral edema. These factors, 

combined withthe complexity of the periorbital venous network, favor the spread of 

neighboring infection inchildren [7-8-9]. These data are consistent with our case, which 

involved a 13-year-oldadolescent with a sinus portal of entry and bacteriological isolation of 

staphylococcus,streptococcus and corynebacterium sp. The diagnosis, which was often 

clinical, was aided byimaging (orbital-cerebral CT scan with and without product injection of 

contrast) whichenables cellulitis to be classified into five stages according to Chandler. The 

abscesscorresponds to stage IV of this classification, which includes deep pain, 

collection,exophthalmos with significant chemosis, reduced visual acuity, often 

ophthalmoplegia andpapilledema. Our patient presented with pain, chemosis and 

exophthalmos. Visual acuity andfunduswerenormal. 

This is a surgical emergency requiring medico-surgical treatment with antibiotic therapy 

anddrainage of the abscess. If left untreated, the condition will worsen, with complications 

suchas 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, acombination with metronidazole is recommended [3-10-11]. This treatment is 

then adaptedaccordingtothe 

resultsoftheantibiogram.Drainagedependsonanumberoffactors:abscesssize, location, visual 

impairment, cerebral complications, sinuses involved and response totreatment. Prognosis 

depends on the rapidity of management, and the initial severity ofinvolvement[9-12-

13].Inourcase,thepatientrecoveredfullvisualfunctionwithnosequels. 



 
 

 

 

 

Figure5:Chandlerclassificationoforbitalcellulitis 
 

 

 

 

 

 

 

 

 

 
 

CONCLUSION 
 

Orbital abscesses represent an ophthalmological emergency, threatening the 

patient'sfunctional and vital prognosis, but no longer pose a diagnostic problem. Early and 

appropriatemedicaland surgical management is essential to avoid complications. 

 

Consent  

As per international standards, parental written consent has been collected and preserved by 

the author(s). 

 

 

 
REFERENCES 

 

[1]- Burek AG, Melamed S, Liljestrom T, Qi J, Kelly TG, Suelzer E, Mitchell M, Harris 

GJ,Havens PL. Evaluation and Medical Management of the Pediatric Patient With 

OrbitalCellulitis/Abscess: A Systematic Review. J Hosp Med. 2021 Nov;16(11):680-687. 

doi:10.12788/jhm.3707.PMID: 34730499. 

[2]- Basraoui, D. Elhajjami, A., & Jalal, H. (2018). Imagerie de la cellulite orbitaire 

chezl’enfant:àpropos de56cas.Pan African MedicalJournal,30(1). 

[3]- Mekni, M., Sayadi, J., Choura, R., Fekih, A., Gouider, D., Rouatbi, A., ... & Nacef, 



L.(2022).Orbitalcellulitis:diagnostic,therapeuticandprognosticapproachinareference 

centerinTunis,Tunisia (aretrospectivestudyof 109cases)]. PanAfr MedJ. 2022Oct 7;43:64. 

French.doi: 10.11604/pamj.2022.43.64.34807. PMID:36523283; PMCID: PMC9733463. 



[4]- Chaudhry IA, Al-Rashed W, Arat YO. The hot orbit: orbital cellulitis. Middle East Afr 

JOphthalmol.2012 ; 19 :34-42. 

[5]-Ailal F, Bousfiha A, Jouhadi Z, Bennani M, Abid A. Cellulites orbitaires chez l’enfant : 

àproposd’uneétuderétrospectivede33cas.MedicineTropicale. 2004; 64(4):359-362. 

PubMed |GoogleScholar 

 
[6]-Sobol ES, Marchand J, Tewfik LT, Manoukian JJ, Schoss DM. Orbital complications 

ofsinusitisin children.Thejournalof 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). Les cellulites orbitaires chez l’enfant : à propos de 60 cas. Journal 

Françaisd'Ophtalmologie,42(10),1056-1061. 

[8]-F. Mouriaux, B. Rysanek, E. Babin, V. Cattoir, Les cellulites orbitaires, Journal 

Françaisd'Ophtalmologie,Volume 35,Issue1,2012, Pages52-57,ISSN 0181-5512 

[9]-Coulibaly,S.(2023). AspectsépidémiologiquesetcliniquesdescellulitesorbitairesauCHU-

IOTA àpropos de30 cas 

[10]- Chahed, H., Bachraoui, R., Kedous, S., Ghorbel, H., Houcine, A., Mediouni, A., ... 

&Besbes,G.(2014). Priseen chargedescomplicationsoculo-orbitaires dessinusites 

aiguës.Journalfrançaisd'ophtalmologie,37(9),702-706 

 
[11]-RR,D.B., Badang,A.F. D.,Biangoup,N.P., Wokden,S.,Embolo,C., Nnanga,F.,&Koki, 

G. (2023). Cellulite Fronto-Orbitaire Gauche Compliquée chez un 

EnfantImmunocompétentde 12 Ans.HEALTHSCIENCESAND DISEASE,24(7). 

[12]-Hamma,A.Orbitalabscesscomplicatingpansinusitis.Acasereport.(2020) 

 
[13]-Kahloun, R., Abroug, N., Abdessalem, N. B., Ksiaa, I., Jelliti, B., Zaouali, S., ... 

&Khairallah,M.(2015).lesinfectionsorbitaires:aproposde28casorbitalinfections:reviewof28c

ases. LaTunisiemedicale,93(11). 


