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THE VARIOUS ORBITAL INFECTIONS FROM ODONTOGENIC ORIGIN

II-Kyu Kim, Ju-Rok Kim, Keum-Soo Jang, Won Jeon
Depr. of Oral and Maxillofacial Surgery, Medical College, Inha University

Orbital infection or inflammation is a rare but serious complication of an odontogenic infection. Odontogenic infection can spread to the orbit by
one or more of several paths. Such extension is potentially dangerous and can lead to loss of vision or worse. 5-cases of orbital infection and inflam-
mation secondary to infection from upper or lower molar teeth, which extended to the subperiosteal or the retrobulbar region of the orbit, are presented
in this report. The infections spreaded to the infratemporal and temporal fossa or the ethmoidal labyrinth, and then to the orbit via the inferior orbital
fissure or the lamina papyracea. The clinical presentation, differential diagnosis, route of spread, value of serial CT scanning, treatment and possible

complications are reviewed.
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Fig. 1. MRI scans show the diffuse swelling and edema of retrobulbar and
lower eyelid area due to left orbital cellulitis.

b

Fig. 2. CT scans show the lateral subperiosteal abscess in the right orbit,
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Fig. 3. CT scans show the medial subperiosteal abscess formation in the right

orbit, proptosis and lateral displacement of right eyeball and opacification of

the right ethmoidal labyrinth.

Fig.4. CT scans show the breakdown of orbital portion of zygomatic bone and
orbital subperiosteal abscess extended from the buccal cheek, masticatory
and masseteric space, and temporal fossa.

671



CHFEIX] 2007;33:669-676

o

h=3

ZHHl S 7 AL 2 3} Pseudomonas aerug-
(Citopein)& 573t ot

} ol okt T A g A

dol WA H o 4 37UA

>
o>

1}
B st

=g 5. 2ke} =2 orbital abscess)

obH L ERCT 427 A Hol 74l &7 gl X3 e &
T3l vk 4 Az A AL Z Ak o], oxacephem |
(Flumarin) % aminoglycoside 4] (Netromycin) }A8 A} £} metronida-
wle] A Fagy) & Foi51 1, 94 29A 3 3%
2o Al s &S Ao, & F416C g3, 1)
S B BE5E 2o, 42 F A propionic acid|
NSAID(Profenid) 2 valium ¥ 5}9§ o, 345 383CE A&
o] ThA] Ab- 3k profenid A5 F A 4A 02 3 B0

O1F A L% S YT YA 9LA A7 FWE Aopt B
AR 2SSO, AVULA YT ek CT 2
AlFg. 5) 4 353 5] 27 4T3 TAHY O AT
Fel $FLAL T FUH FEHUR O AYHAT
b FRAP LA FARYO A5 I YA FoAR
FULE EE, 7Y, B, APt BRiAE ZY R ATARD
So) 8o A 9 S4) ZAHUCH, 49 35U A3
QL CTON A S8} %ol 27 1T P53 5%l 5
o 7o) WESHE A/} HAFHL ¥R QYL BT 5
o, £E, 8A) Sol SAsol Ao HAstseh BAu

Fig. 5. CT scans show the proptosis of right eyeball and progression to right

orbital intraconal abscess cavity formation.

Fig. 6. MR| scans show 2-lobulated pseudotumor-like abscess formation and
its connection on upper and retrobulbar area, the proptosis and severe
indentation of right eyeball.
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Table 1. Chandler s classification system

Group | Inflammatory edema (preseptal cellulitis)
Group [ Orbital cellulitis

Group [l Subperiosteal abscess

Group [V Orbital abscess

Group V Cavernous sinus thrombosis
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Table 2. Muscles & cranial nerves for eyeball movement

kkkkk - muscle action on the eyeba]l
'medla.l rectus adducts CN IlI(oculomotor)
lateral rectus abducts CN VI(abducent)
superior rectus elevates, adducts, and medially rotates CNII
inferior rectus depresses, adducts, and laterally rotates CNII
superior oblique depresses, abducts, and medially rotates CN IV(trochlear)
inferior oblique clevates, abducts, and laterally rotates CNIII

Table 3. Indications for admission
Majority of patients with periorbital swelling

Table 4. Indications for drainage of subperiosteal
abscess

Proptosis 1 Failure to subside with intravenous antibiotics

Diplopia or ophthalmoplegia 2 Visual loss

Reduced visual acuity 3 Increasing proptosis

Reduced light reflexes or abnormal swinging light test 4 Tsolated muscle weakness

For those in whom a full eye examination is not possible 5 Continued fever

Toxic or systemically unwell

Central nervous signs or symptoms
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