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Management of a complicated orbital cellulitis
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Abstract:

Orbital cellulitis represents a major ophthalmological emergency. Malignant staphylococcal infection of the
face is a rare cause of orbital cellulitis. It is the consequence of the infectious process extension to the orbital
tissues with serious loco-regional and general complications. We report a case of a young diabetic child,
presenting an inflammatory exophthalmos of the left eye with purulent secretions with a history of manipulation
of a facial boil followed by swelling of the left side of face, occurring in a febrile context. The ophthalmological
examination showed preseptal and orbital cellulitis complicating malignant staphylococcal infection of the face.
Orbito-cerebral CT scan showed a left orbital abscess with exophthalmos and left facial cellulitis. An urgent
hospitalization and parenteral antibiotherapy was immediately started. Clinical improvement under treatment
was noted without functional recovery. We emphasize the importance of early diagnosis and urgent treatment of
orbital cellulitis before the stage of irreversible complications.
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. Introduction:

Malignant staphylococcal infection of the face is a serious skin disease. It can occur following a
manipulation of a facial boil. It is revealed by a rapidly diffuse cellulitis of the face [1]. Its extension is frequent
towards the orbital cellular tissuescausing a serious orbital cellulitis of unpredictable evolution andthreatening
the visual or even vital prognosis.

We report a case of severe orbital cellulitis in a young child occurring after neglected malignant
staphylococcal infection of face and we emphasize the importance of early diagnosis and urgent treatment
before the stage of complications.

Il.  Case Report:

We report a case of a young male child, 14 years old, diabetic since the age of 12 years treated by
insulin injection therapy with poorly controlled type 2 diabetes. He was presented to the ophthalmological
emergency for an inflammatory exophthalmos of the left eye with purulent secretions. The interrogation
revealed the appearance of a boil of nasal localization 15 days previously, followed by a progressive installation
of a facial swelling after a boil manipulation with a fever and reduced general condition.

On ophthalmological examination, the visual acuity of the left eye was no light perception. We noted
an inflammatory eyelid edema with purulent secretions, chemosis, irreducible exophthalmos and
ophthalmoplegia with afferent pupillary deficit (figure 1). The fundus examination was difficult. The
examination of the face noted an inflammatory swelling of the frontal and left side, painful on palpation. On
general examination, the child was feverish at 39.5 ° with reduced general condition.
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Figure 1: Photo of the left eye showing eyelidedema, chemosis, inflammatory exophthal}nos, ophthalmoplegia
and purulent secretions + inflammatory swelling of the left side of the face

Orbito-cerebral CT scan revealed a left preseptal and orbital cellulitis complicated by an orbital abscess with
exophthalmos (figure 2a,b), and left facial cellulitis with frontal purulent collection (figure 3a,b).

SO

Figure 2 (a, b): Orbito—ce}ebral CT scan showing (a) a left orbital abscess and (b) a left exophthalmos
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purulent collection.

The diagnosis of orbital cellulitis complicating malignant staphylococcal infection of the face was
retained on clinical and radiological arguments. An urgent medical treatment was started without waiting for
microbiological analysis, based on parenteral antibiotherapy: Ceftriaxone 2g and Gentamicin 160mg, puncture-
drainage of the purulent collection and glycaemic control. A bolus of corticotherapy was indicated after
obtaining apyrexia and controlling the infection. Local treatments, antibiotic eye drops and lubricants were
prescribed to protect the cornea from exposure and secondary infection. The course after treatment was marked
by the regression of inflammatory edema and exophthalmos. However, the evolution of visual function was
unfavorable with optic atrophy and permanent blindness (figure 4a,b,c).
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Figure 4 (a, b, ¢): photos showing the evolution (a) after abscess puncture and 2 days of antibiotherapy(b) after
3 weeks (c) optic atrophy at the fundus eye examination

I11.  Discussion:

Malignant staphylococcal infection of the face is a serious skin disease. It can occur following a
manipulation of a facial boil, more rarely a stye, a scrape, an infected insect bite or a dental infection [1,2]. It is
mainly due to staphylococcus aureus, severe pathogen bacteria due to its virulence and resistance to antibiotics
[3]. Factors favoring this condition are dominated by untimely manipulation of a facial boil, poor hygiene,
diabetes, iron deficiency and primitive or acquired immune deficits [4]. It is revealedby a rapidly diffuse
cellulitis of the face, with a reddish-purple and painful "staphylococcal” infiltration [3,4]. The extension is
frequent towards orbital cellular tissuescausing a severe orbital cellulitis of unpredictable evolution with
protrusion of the eyeball [5]. The risk of cavernous sinus thrombophlebitis is significant with ophthalmoplegia
and meningoencephalitis [6].

In the classic case, the irritated boil undergoes an extensive push and becomes protruding and painful.
Very quickly, the swelling invades the face. The malignant staphylococcal infiltration is established: The cheek
is swollen, the eyelids are oedematous, the palpebral cleft is closed with significant chemosis [1-4]. The
infectious process thus reaches the preseptal and postseptal space of the orbit, causing severe orbital cellulitis.
The evolution of orbital cellulitis is unpredictable. In some cases, the eyeball may be spared for a long time,
while in other cases, despite prompt and appropriate treatment, visual function may be threatened and lead to
blindness [7]. In addition, blindness remains a potentially serious complication of orbital infection. It can be the
consequence of a mechanical optic neuropathy by elevation of the intra orbital pressure and/or a vascular origin
by ischemia, central retinal artery occlusion, thrombophlebitis and/or an inflammatory origin (infectious
neuritis) [ 8]. Appropriate and urgent management helps prevent progression to blindness. It includes, on the one
hand, a meticulous general and ophthalmological examination and, on the other hand, an adapted imaging based
on orbito-cerebral CT scan;necessary for the therapeutic approach decision [9,10].

This case was a real challenge. The therapeutic management was particularly difficult given the young
age of the patient, the existence of diabetic comorbidity and the delayed diagnosis until the stage of ocular
complications, justifying then the poor functional result despite the regression of infectious and inflammatory
phenomena.

IV.  Conclusion:

Orbital cellulitis is a serious ophthalmological emergency. The infectious invasion of the orbit is most
often of sinusitis origin. Malignant staphylococcal infection of the face is a rare cause of orbital cellulitis
requiring appropriate clinical and paraclinical management. A delayed diagnosis and an inappropriate treatment
can be a source of serious complications, affecting visual and even vital prognosis.
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