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Eyelid swelling and erythema as the only signs of
subperiosteal abscess
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SUMMARY On clinical grounds it is usually easy to distinguish between preseptal cellulitis, a
cutaneous infection not threatening to vision, and orbital cellulitis, a potentially vision threatening
infection of the orbital tissues generally arising from paranasal sinusitis. We recently cared for two
patients with a clinical diagnosis of preseptal cellulitis who had CT scan evidence of subperiosteal
abscess. Antibiotic therapy alone resulted in clinical resolution in each case.

Unilateral erythema and oedema of the eyelids cellulitis), generally requiring intravenous therapy
unassociated with proptosis, conjunctival injection with admission to hospital, is usually indicated by
and chemosis, restricted motility, and diminished proptosis, restricted motility, and/or visual dysfunc-
vision comprise the clinical diagnosis of preseptal tion.'
cellulitis.' Radiological examination in such cases is We report on two patients with radiographic
infrequent, and empirical treatment with oral anti- evidence of ethmoidal sinusitis and subperiosteal
biotics on an ambulatory basis is often begun. More orbital abscess in whom eyelid swelling and erythema
serious involvement of posterior structures (orbital were the only clinical signs.
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CASE1

_4~0,; 0 A 4-year-old boy was well until he sustained
unobserved (and presumed minor) trauma to his
right eye. He developed transient conjunctival

- S 0injection, which abated within 24 hours. One day
later erythema and oedema of the right eyelids
ensued. There was no accompanying fever or ocular

1S11_|__| | r: ;:
_ i pain.

-_l_i;Ophthalmic examination showed visual acuity of
_ h l l6/9 (Allen pictures) in each eye. There was moderate

oedema and slight erythema of the right upper and
lower eyelids (Fig. 1). No chemosis or conjunctival

-._11ll;injection was noted. The pupils were normal, with no
.._-lll_>... afferent pupil defect. There was no proptosis or

resistance to retropulsion of the globe. Extraocular
*....... ...; ... movements were full, and he was orthophoric in

primary gaze. Funduscopic examination showed
..
hptl~,( k M~ f jj~ g |00( nothing abnormal, and no choroidal folds were seen.

Fig. 1 Case 1. Note the marked oedema ofupper and lower The child was afebrile, and the general physical
left eyelids. examination gave normal results.
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Eyelid swelling and erythema as the only signs ofsubperiosteal abscess

Fig. 2 Case 1. Computed axial tomography ofthe orbits
showing subperiosteal elevation and lateral displacement of
the medial rectus muscle (arrowhead).

Orbital computed tomography (CT) showed right
ethmoidal sinusitis and a subperiosteal density with
lateral displacement and enlargement of the medial
rectus muscle (Fig. 2). No orbital fractures were

identified. Intravenous antibiotic therapy (nafcillin
and chloramphenicol) was instituted, and complete
resolution of clinical signs was noted within one

week. A follow-up CT scan performed two weeks
later was normal.

CASE 2

A 7½/2-year-old boy had a four-day history of redness
and swelling of his left eyelids accompanied by a left
frontal headache. He experienced no change in his
usual pattern of nasal discharge from chronic allergic
rhinitis.
The boy was afebrile. His visual acuity was 6/6 and

Fig. 3 Case 2. Preseptal oedema and erythema without
conjunctival injection.

Fig. 4 Case 2. Computed axial tomography ofthe orbits
showing ethmoid sinusitis and enlargement and lateral
displacement ofthe left medial rectus muscle (arrowhead).

6/7-5 in the right and left eyes respectively. The left
periorbital region was erythematous to the boundary
of the orbital septum (Fig. 3). His pupils reacted
normally, with no afferent pupillary defect. There
was no strabismus, restricted motility, or proptosis,
and no conjunctival injection or chemosis. Fundu-
scopic examination gave normal results. CT scan
revealed thickening of the periosteum on the left and
bulging of the left medial rectus muscle into the
muscle cone (Fig. 4).
The patient was treated with intravenous nafcillin

and chloramphenicol for seven days and had com-
plete clinical and radiological recovery.

Discussion

Isolated eyelid swelling and erythema usually
indicates primary infection anterior to the orbital
septum (preseptal cellulitis)' but may also be the first
sign of an underlying frontal or ethmoidal sinusitis2
(an association known better to otolaryngologists
than ophthalmologists). While preseptal cellulitis
(which usually results from minor trauma) may be
treated with oral antibiotics on an ambulatory basis,
orbital cellulitis and its subgroups, subperiosteal
abscess and orbital abscess (which most often arise
secondarily to an adjacent paranasal sinusitis),
warrant more aggressive therapy with intravenous
antibiotics and sometimes surgical intervention.34
The latter types of orbital infection are usually
recognised because they produce proptosis and/or
restricted motility.'5 Unilateral, total, acute,
irreversible visual loss was recently reported to occur
in a patient on oral antibiotics with clinical paranasal
sinusitis and isolated eyelid swelling as the only
ophthalmic sign.6 None of the characteristic signs of
orbital involvement were present (as in the two
patients presented here). CT demonstrated spheno-
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ethmoiditis, with no evident orbital pathology.
Presumably an optic neuropathy in the orbital apex
or in the optic canal, secondary to adjacent infection
or inflammation, was the cause of visual loss.
We consider that the clinical syndrome of preseptal

cellulitis may overlap orbital cellulitis with subperio-
steal abscess. Radiological exclusion of underlying
paranasal sinusitis with or without orbital involve-
ment should be considered, especially in cases such as
these in which minor trauma as a cause of preseptal
cellulitis was absent (making the antecedent history
atypical), or in cases where there is a history con-
sistent with sinusitis. Appropriate therapy may then
be instituted to ward off possible visual sequelae.
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