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Two pediatric cases with orbital cellulitis

Taisuke HAMASAKI, Kojiro HIRANO, Yasuyuki HINOHIRA, Harumi SUZAKI

Department of Otorhinolaryngology, Showa University School of Medicine

Orbital cellulitis presenting as periorbital swelling secondary to acute sinusitis is relatively

common. Surgical intervention for drainage is required if orbital abscess occurrs. A delay in

diagnosis or inappropriate treatment may result in serious complications. However, recent

reports suggest that some orbital abscesses may be treatable with intravenous antibiotics,

especially in pediatric cases. We report two pediatric cases with orbital cellulitis treated with

intravenous antibiotics.
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Fig.1 a) Left periorbital swelling of case 1.
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b) CT showed left paranasal sinusitis, thickening of the medial rectus muscle, and increase of orbital

fatty tissue intensity.

17 BB L7 (Fig.2).
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Fig. 2 The clinical course of case 1.
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Fig. 3 a) Right periorbital swelling of case 2 .

b) CT showed right paranasal sinusitis and
subperiosteal abscess formation in the
right orbita nearby the medial orbital wall
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Fig.4 The clinical course of case 2.

% £

AR 6 e BE 981350 B AR 0 S S B, #RIR %
MLTCORERETELL BREELLTEZVWOIX
Haemophilus influenzae (type b), Staphylococcus
aureus, Streptococcus pyogenes, Streptococcus
pneumoniae, Anaerobic organism 72X THH1 2,

AR 85 P B IR R 0 ML A% £ 8 C JE A5 2 LS
WRLRTL, BERBRIIELI LD 5.
Chandler & (% Smith & ®##5 % 3 (IR N R5E
DOREEE % IR A AT (A), IRFREL (B),
REFR TS (C, WENEE (D), M
RiA% (BE) o5 BRICHE LY. SEO%E
BN BT, FEB 113455 B OMRE %%, &
B2 3554 C DIRF B TIRE CTh o 72,

H B L T Demetrios 5 A5 F A8t 12D
WTHRE LTS, O 24 KM LI RER DS E
13250, @48~ 72 KEHEOFHIER S THIE
KA E L2V D 0, ORI IRIGETREHDH
550, @CT TIREEREZHEHIhz 02T
MR HT T 5. —HT, AEOBYERHPE
HAIT & B B ME B RN RAF IR RS E R 5 s
Wb,

Harris 1%, /NEHIEEFEMER A M TR E S
NHZENREL, PHEICI BT S EHMEL
729, F7o, BEIEHEANICTELZEPEL,
6 RUT OBEIXHEEICTISE LT v E v ) #k
H23H % 7. Nicolas & H Chandler ® 4% C I
U CHRAFIIEIR TR LIEBIN S 5 LRk L
TwWa Y. REGEFEERNRTH Y, $IIC

BN EVEE, BTG S U TR I A
a2 BGTIIIFHOLE T3 L D RETR Y
EVIHELDH DY,

SO 2IEFITATROHAR F L — Y %247
DY, BENBROATER L. 2L IR
BAMHEBEZ L E T 5 RKET, BERIIFRER
Thole. ZOLOPRHEIEN L-LEZ 5.
eI BRSO R L7 7200V EHI B L
F =V DOUEE o T2, EFNIES L5t As
VETHY), M FLF—VDs LIV 7% R
WMOLENPERELEZEZONSD.

Z2 £ X W

1) L. Howe, N.S.Jones : Guidelines for the
management of periorbital cellulitis/abscess.
Clin. Otolaryngol 29 : 725 ~ 728, 2004

2) Cindi R. Starkey, Russell W. Steele :
Medical management of orbital cellulitis.
Pediatr Infect Dis J 20 : 1002 ~ 1005, 2001

3) James R. Chandler, Dvid J. Langenbrunner,
et al: The pathogenesis of orbital
complications in acute sinusitis. Laryngoscope
80 : 1414 ~ 1428, 1970

4) Smith AT, Spencer JT : Orbital
complications resulting from lesions of the
sinuses. Ann Otol Rhinol Laryngol, 57 : 5~
27, 1948

5) Demetrios G. Skedros, Joseph Haddad, Jr., et
al : Subperiosteal Orbital Abscess in Children :
Diagnosis, Microbiology, and Management.
Laryngoscope 103 : 28 ~ 32, 1993

6) Harris GJ : Subperiosteal abscess of the
orbit. Age as a factor in the bacteriology
and response to treatment. Ophthalmology,
101 : 585 ~ 595, 1994

7) Greenberg MF, Pllard ZF : Medical
treatment of pediatric subperiosteal orbital
abscess secondary to sinusitis. ] AAPOS, 2:
351 ~ 355, 1998



H A H SRR ISER e X 58

- 124 -

8) Nicolas Uzcategui, Roberto Warman, et
al @ Clinical Practice Guidelines for the
Management of Orbital Cellulitis. ] Pediatr
Ophthalmol Strabismus 35 : 73 ~ 79, 1998

F20% Hle

MGG IR
T 142-8666
REERmIXEDE 1-5-8
WK 252 R 27 B SR 27 3

TEL 03-3784-8563





