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Odontogenic Periorbital Cellulitis
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Abstract: Introduction: Periorbital cellulitis is an inflammation of the periorbital or preseptal soft tissue due to dental infection
complication. It needs emergency surgery when collected to avoid septic spreading to noble organs. Patients and methods: This is a
retrospective study enrolling 24 patients operated in Maxillofacial Surgery Unit at Joseph Dieudonné RAKOTOVAO University
Hospital after diagnosis of preseptal or periobital cellulitis. Collected cellulitis were treated with drainage, antibiotherapy, analgesic
and local application of antiseptic solution. Dental extraction was indicated in all patients. The purpose of the study is to evaluate the
efficiency of these therapeutic schemes in the treatment of periorbital cellulitis and in the limitation of complications and after-effects.
Results: Age range 21 to 30 years-old was mostly concerned. Fifty eight percent were men. Palpebral inflammation and chemosis
were main clinical presentation. Instead of two cases of complications, 92% patients had good outcomes. Conclusion: This study had
demonstrated the efficiency of drainage plus antibiotherapy and dental extraction in the treatment of collected periorbital cellulitis.
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1. Introduction and December 2013. Twenty four patients presented
with isolated periorbital cellulitis after dental infection
were enrolled on. The primary objective of the study
was to evaluate our diagnostic tools and the efficiency
of the treatment performed in our center.

Age, sex, risk factors of cellulitis, clinical signs,
biological and radiological findings, causal dental
infection, outcomes were studied. Dental panoramic
X-ray enabled the identification of the causal and
Blondeau X-ray was required to explore maxillary
sinus. All patients had received analgesic, antibiotics
(Table 1) and anticoagulation treatment. Collected

2. Patients and Methods preseptal cellulitis (46%) were treated with drainage
plus antibiotherapy and the rest of our cases were not
yet collected and treated only by medical mean.

The drainage was performed under local
anaesthesia. Evacuation of pus was done after superior
palpebral incision then purulent pockets are broken

down by fingers or with clamps. The area was covered
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teacher and researcher in Medecine Universitiy of Fianarantsoa, with physiological saline solution, antiseptic solution
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Periorbital or preseptal cellulitis is an inflammation
of the periorbital soft tissue due to dental infection
complication [1]. It is a rare infection but serious
important complication and life-threatening pathology
can be given the extension to the neighbooring
structures mainly to the cerebral tissue. It can also
impair the visual prognosis [2-5]. This study aims to
evaluate the efficiency of our therapeutic schemes in
the treatment of periorbital cellulitis with our local
mean.

This is a descriptive and retrospective study carried
out at Maxillofacial Surgery Unit of Joseph
Dieudonné University Hospital of Antananarivo
during a period of 24 months between January 2012
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Table 1 Antibiotics.

Antibiotics Dose Number Percentage
Amoxicilline + Métronidazole 80 mgrkg/j 13 54%
30 mg/kg/j
Amoxicilline + Acide clavulaniques 80 mg/kg/j 8 33%
80 mg/kglj
Amoxicilline + Métronidazole + Gnetamycine 30 mg/kglj 3 12%
5 mg/kg/j
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Fig. 1 Age of patients.

filled with gauze wick up and kept open for a few
days. Gauze wick was changed every day until the
cavity had completely drained and the wound healed.
Patients were  followed-up for a month
postoperatively.

Dental extraction was indicated in all patients. For
all collected cellulitis, this dental extraction was
performed in the same time as drainage and for the
others, extraction was done during the first week of
the treatment session.

Disparition of clinical sign after two weeks of
treatment was about 92% of all patients.

3. Results

Twenty four patient have been enrolled on during
our study period. Mean age was 24 years old (3-61)
peaking at range 21 to 30 (Fig. 1).

Fifty percent of our patients were men. The use of
non-steroidal anti-inflammatory was the predominant

risk factor (Fig. 2).

Maxillary premolars were mostly involved (Table 2).

Seventy percent of our patients had fever at
examination. All patients had edema and palpebral
inflammation. Twelve percent of patients had serious
symptoms: Deterioration of their general condition,
hyperthermia. Fourty six percent of patients had
significant preseptal collection with complete closure
of the eyeball. Panorex was indicated in all patient
(Fig. 3).

Fourty one point six six percent (41.66%) of our
patients had sinusal pain. These patients complained
about regular headache, cacosmia. Blondeau X-ray
showed sinusal opacities in favour of associated
sinusitis (Fig. 4).

Visual acuity and ocular motility were unimpaired
in all patients. No patient benifited from CT scan nor
antibiogram because of their lack of means. And
79.16% who had yet their teeth patients admitted dental
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Table 2 Causal teeth proportion.
Teeth (maxillary teeth) Percentage
Premolars 54%
First molars 30%
Second molars 4%
Third molars 4%
Others teeth 8%

Fig. 3 Panorex of one causal tooth.
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Fig. 4 X-RAY of maxillary sinus affect.

extraction. One patient died from septic schock in
resuscitation unit and an another one had cerebral
abcess which was an extension of the infection and
was operated from cerebral abcess then recovered in 3
weeks. Despite those complications, 92% patients had
good outcomes.

4. Discussion

Periobital cellulitis is an acute inflammation of the
eyeball [3]. This pathology occurs in both developed
and developing countries [4]. Donahue and Schwartz
[4] reported only 10 cases in ten years in Tenessee.
Uzcategui and Warman [5] reported a prevalence of
15.84% in a period of 4 years in Miami. Wane et al. [6]
recorded an incidence of 7.5% to 8.89% per year in
Senegal. These figures and ours witnessed the rarity of
this pathology. In our center, this pathology is
underestimated because some patients are referred to
ophtalmolgy wunit as it was also reported by
Randrianjafisamindrakotroka [7]. Periorbital cellulitis
is frequent in young patients but can also affect
children when sinus is already developped. It can have
a closed relation of sinusitis. Elderly patients are not

excluded when they still have remaining teeth. The
frequency in young people is priorly due to dental care
negligence and pain endurance but it can also be
explained by the fact that they have more teeth than
children or elderly people. Nevertheless, some studies
[3, 8] like ours show high frequency in children.

Few studies [3, 6, 9] reported male predominance as
shown in our study. There are risk factors of
complications from dental infection: Diabetes [9] that
was found in one of our patients and the take of
non-steroidal anti-inflammatory drugs (NSAIDs) [1,
9-11] that prevails in our study. NSAIDs are
frequently taken in dental pain without any regard to
the staging of the infection. If the infection has gone
beyond acute pulpitis, taking NSAIDs which leads to
immunity deficiency that promotes the germs
expansion in spite of the inflammatory signs
disappearance. In this way, NSAID alone or
associated with underdosed antibiotics exacerbates
infection [11, 12].

Periorbital cellulitis is frequently associated with
sinusitis; 41% in our study. The infection affects the
sinuses on the way but it can be caused by only
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sinusitis without dental origin [13-15]. Since 7 years
old, it means maxillary sinuses have been developed,
sinutis can be included in cellulitis having origin in
oral cavity and passing by maxillary sinuses. But the
pus dissemination can also goes through cellular and
fatty tissues or through blood via jugular or ophtalmic
vein [13, 16]. The tooth root and his neighbooring
muscular tissues can spread the infection [11].

Premolars and first molars are mostly concerned
with periorbital cellulitis in our study and others [17].
Dental panoramic X-ray is the key-examination of the
assessment of a dental aetiology and the causal teeth
[11]. CT-scan is the reference investigation for the
diagnosis of a collection. It allows staging of
diagnosis  depending  Chandler  classification,
extension and surgical access. It sets the staging of
cellulitis by Chandler [2, 3, 5, 18]. Despite of that,
CT-scan was not performed in any patient because of
lack of means. Ct-scan is very expensive. Indeed,
meticulous clinical examination leaded to diagnosis in
all cases. All signs of preseptal cellulitis have been
enrolled and the lack of signs of the others stages
allowed us to set preseptal cellulitis. Ocular signs like
chemosis and palpebral edema are frequent but ocular
motricity and visual acuity are preserved [2].

Blondeau skull X-ray assesses the maxillary sinus
condition and the potential need of sinusal treatment
[3, 19, 20]. Headache, unilateral nasal obstruction and
cacosmy have lead us to ask X-ray which have shown
homolateral opacity. In those cases, treatment is based
on association of antibiotics, analgesic, antiseptic
solution, which is mentionned in litterature; drainage
and NSAIDs for its anti-oedematous effect [11, 21].
Antibiotic should be used according to the
antimicrobial susceptibility but none of our patients
benefited from antibiogram because of lack of means.

Dental extraction is essential to create a drainage
path, to speed up the healing process and to eradicate
the infection. It can be performed as soon as the
inflammation dissipates that allows local anesthesia.

Sepsis and more serious complications like cerebral

extension found in our series and others [2, 3] can
occur. Despite of that, ninety two percent of our
patients had good outcomes.

5. Conclusions

This study has demonstrated that periorbital
(preseptal) cellulitis can be diagnosed with clinical
signs even if CT-scan states more precision. Instead of
that, advanced stage of periorbital cellulitis depending
of Chandler stage, will be diagnosed difficully with
only cliincal exam. They will require CT-scan.
Combined analgesic, antibiotherapy, drainage plus
appropriate post-operative cares give good outcomes
et restrain aftereffects. This pathology usually evolves
favourably but severe complications can occur.
Periorbital cellulitis usually have good outcomes if
well managed.
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