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What are OHIG members saying
about seeing COVID positive
patients, hospital consult billing,
and papilledema consult

requests in the ER at 2am? :

Join the conversation on the A ° 1

AAO OHIG Community! It has rticles

75 meimiees e groing! Role of Oral Corticosteroid in Orbital Cellulitis,

American fournal of Ophthalmology, 2013

Systemic corticosteroid for infectious orbital cellulitis can be

variable. This article encourages its use reporting a low overall

Welcome New risk of exacerbating infection.
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.................................................... Radiologic Imaging Shows Variable Accuracy in

Excited to have you join OHIG! Diagnosing Orbital Inflammatory Disease and Assessing
Please verify your information on L. L

e QLG we i ey Its Activity, Scientific Reports, 2020

Orbital imaging is a critical part of discerning causes of orbital
inflammation yet its diagnostic accuracy can be limited. This
article highlights specific conditions that benefit in particular

from imaging.
COVID 19 as a Possible Cause of Severe Orbital
Cellulitis, fournal of CES, 2021

An interesting case showing a possible association between
COVID and orbital inflammation.



https://aao.mobilize.io/main/groups/47315/lounge
https://ohig.org
https://www.sciencedirect.com/science/article/abs/pii/S0002939413001049
https://www.sciencedirect.com/science/article/abs/pii/S0002939413001049
https://www.nature.com/articles/s41598-020-78830-0
https://www.nature.com/articles/s41598-020-78830-0
https://www.nature.com/articles/s41598-020-78830-0
https://journals.lww.com/jcraniofacialsurgery/Fulltext/2021/12000/Coronavirus_Disease_2019_as_a_Possible_Cause_of.128.aspx
https://journals.lww.com/jcraniofacialsurgery/Fulltext/2021/12000/Coronavirus_Disease_2019_as_a_Possible_Cause_of.128.aspx
https://www.docplexus.com/posts/brief-review-on-orbital-cellulitis
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PRESEPTAL VS ORBITAL CELLULITIS

A helpful teaching resource from
Moran Eye Center in Utah on
differentiating preseptal vs orbital
cellulitis.

Click here

Institutional Guidelines for
Preseptal and Orbital Cellulitis
from Northwell Health

and of Pediatric ptal and Orbital Cellulitis 3
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An example of how institutional
guidelines can help provide a
consistent approach to patient care
for preseptal and orbital cellulitis at
a major academic referral center.

See page 4 for protocol diagram
and the email PDF attachment for a
more detailed algorithm.
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CONSULT ROUNDS

You are paged about a 45 year old male with history of HTN,
HLD, and recent intermittent epistaxis who presents to the ER
with left sided periocular swelling x 3 days.

On exam he is 20/20 OD and 20/40 OS with a trace left APD.
His intraocular pressures are 15 and 24. His anterior segment is
notable for left proptosis with chemosis and moderate
generalized restriction. Dilated funduscopic exam of the left eye
is wnl. Evaluation of the right eye is also wnl.

CT orbital imaging shows left preseptal soft tissue thickening
with orbital fat stranding concerning for orbital cellulitis. There is
opacification of the ethmoid, sphenoid, and right maxillary
sinuses as well. No orbital abscess is seen.

The patient is started on broad spectrum I'V Vancomycin and
Unasyn. ENT is also consulted for sinus disease and initiates their
usual standard regimen of Afrin, nasal saline spray, and 8mg I'V
decadron x 1 dose.

The patient responds well with interval improvement of his left
proptosis, periocular edema, and motility. He is transitioned to
oral antibiotics and discharged home in stable condition.

Three days later, the patent returns to the ER. He now complains
of new right sided periocular swelling, proptosis, and pain. His
previous left eye orbital findings are no longer present.



https://morancore.utah.edu/basic-ophthalmology-review/preseptal-vs-orbital-cellulitis/
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Repeat orbital CT imaging shows new inflammatory stranding within the right orbit without abscess.
Interestingly, there is interval improvement of his previous left preseptal edema, orbital stranding, and

sinusitis.

There is suspicion for an orbital inflammatory process although infection could not be ruled out. An
inflammatory work up is sent and the patient is re-admitted for repeat broad spectrum antibiotics. His

clinical course worsens over the next 24 hours.

On hospital day 2, the patient develops new bilateral ocular injection consistent with anterior scleritis
helping to confirm a likely inflammatory etiology. He is given 1 gram of IV Solumedrol with dramatic
clinical improvement in a matter of hours. He receives two more doses of IV Solumedrol and is put on a
slow oral prednisone taper.

Laboratory work up is notable for positive ANCA titers which confirm a diagnosis of Granulomatous
with Polyangiitis (GPA) with bilateral sequential orbital inflammation, bilateral anterior scleritis, and

sinusitis.

The patient is followed in the Rheumatology and Uveitis clinic. He is doing well on steroid sparing
immune modulating therapy.

Case Comments: Orbital cellulitis is an important condition warranting urgent hospital admission.

CT imaging, systemic antibiotics, and occasional surgery are standard of care. Systemic steroids are also
often adjunct therapy which may mask an underlying inflammatory diagnosis. GPA is a great example of a
“masquerade diagnosis” which can present with orbital inflammation and sinusitis, mimicking an
infectious orbital process.

Relevant Articles:
Ocular Manifestations of Granulomatosis with Polyangiitis: A Review of the Literature: Click here

Would love to hear how others are managing orbital cellulitis in terms of routine systemic steroid use.
Share your answer and see what others have to say on the AAO/OHIG Community! Click here


https://link.springer.com/article/10.1007/s40123-019-0176-8
https://aao.mobilize.io/main/groups/47315/lounge
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E valuation and Management of Pediatric Preseptal and Orbital Cellulitis ﬁ”

‘

L Patient presents with suspected preseptal or orbital cellulitis 4' Exdusion criteria;
“‘ Cohen Children’s Medical Center v ®  Febrile infants age < 56 days
Northwell Health- l Assess for orbital features (A) I ®  Immunocompromised status
®  Concern for sepsis and/or
PCEC Approval date: 11/3/2021 meningitis

Orbital features ®  Recent sinus/orbital surgery

URI: Upper respiratory infection \ N present? YES } ®  Orbital prosthetic
PMD: Primary medical doctor Preseptal cellulitis I Possible orbital cellulitis ] ®  Recent traumaticinjury to eye
ID: Infectious disease and/or orbit
®  Recent dental surgery
. Patient meets Patient toxic/
A 2 b admit criteria? N nstable/AMS YE
* If URI orsinusitis present or (8)
etiology is unclear, consult l Admit to gen pedsIPMDJ
Ophthalmology prior to disposition Yf [ ¥
decision
* Discharge on oral antibiotics: | Admit to gen peds/PMD | e Keep NPO and obtain IV access
¢  Clindamycin for local infection/ ¥ ¢ Labs:
skin trauma (if allergic use e CBC+diff
::Imf::eot::::zole} e Labs: not routinely indicated : z::
*  Amoxicillin-clavulanic acid for o uits: ¢ Blood culture
sinusitis (if allergic use y 2:::::::;0?::;:3?:::“ olite * Nasal MRSA/MSSA PCR
1’ . :
ge’;zmyg: mf;:x’:; y globe, eyelid abscass SRESSEE. IOmag:i"l" gslnus with contrast
* Follow up with Ophthalmology or fciaar. AssessmenEEIEERIE.
* IDif history of treatment failure
PMD in 24-36 hours Proceed to
preseptal N Orbital cellulitis
1V antibiotics cellulitis onfirmed on CT
. route
* Clindamycin (if allergic use
vancomycin) Y*ES
Consults:
e Ophthalmology and ID consult on ALL patients
*  Obtain nasal MRSA/MSSA PCR (continue daily evaluations)
* Ophthalmology consult e ENT if sinus involvement
* ENT consult e Dental if odontogenic source
v * Neurosurgery if intracranial extension

Response to

POOR treatment? e Clindamycin (if allergic use vancomycin)
RESPONSE ‘e ves—
e Ampicillin/sulbactam (If allergic to PCN’s:
GOOD ceftriaxone; if allergic to cephalosporins: 1V antibiotics:
levofloxacin) H .
A Con?lder RESPONSE Ampicillin/sulbactam fftraxcuy
ging or AND AND
antibiotic 3 Vancomycin
change Transition IV to PO meds ot a:;" ‘°$’V::n E, AND
o Metronidazole
| |
(A) v
e Steroids as per Ophthalmology/ENT
* Nasal therapies:
Eyelid swelling + one or more of the ildren < 1 year e Saline nasal rinses
follow'ng.: m ] ificant vital sign abnormal * Fluticasone
e Conjunctival injection or chemosis mic symptoms (e.g. SIRS) ®  Oxymetazoline x 48 hours
*  Painwith eye movements pidly expanding cellulitis
Y Ipmpa(lref! eye mobility bility to visualize the globe
R optosis ncern for eyelid abscess POOR
e Change invisual acuity P Response to GOOD
o Afferent pupillary defect P o iate outpatiSy IRESPONS treatment? RESPONSE
REOpticdiscchanges bility to tolerate oral medi
rtain follow up « Consider repeat imaging X Translﬂon e "0 med.s
* Broader antibiotic coverage IR B antibiotic regimen Bl
N nte ti s Outpatient follow up with PMD and
y e involved subspecialties

Thisdocument is intended asa general guideline. The healthcare professional must use the appropriate judgment
dependent on the particular clinical situation.
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