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Preseptal Cellulitis 

 

Patient History 

A 71 year old female presents with epiphora, edema, mild ptosis, foreign body sensation 

and periocular erythema of the left eye that had been occurring for two weeks. She states that she 

has been treated for blepharitis in the past and decided to self treat with some previously 

prescribed cephalexin, an oral antibiotic, and erythromycin ointment. Besides these medications 

the patient was taking one fish oil capsule and one multivitamin tablet daily, half of an 81mg 

aspirin tablet daily, 20mg of Simvastatin once daily, and 200mcg of Levothroid once daily. Her 

best corrected visual acuity with glasses was 20/25 for the right eye and 20/30-1 for the left eye. 

The patient’s pupils were 5mm in dim light and 3mm in bright light and showed no relative 

afferent pupillary defect. Intraocular pressure, confrontational visual fields, and muscle balance 

were normal. Extraocular muscle evaluation was noted as normal with no pain and there was no 

sign of proptosis. Slit lamp examination revealed insippated Myasthenia Gravis and nuclear 

sclerotic cataract of both eyes. The conjunctiva, sclera, anterior chamber, and iris were also noted 

as normal. The patient had no significant family history of any ocular diseases. 

Normal Anatomy of the Eyelid 
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 The eyelids are considered modified folds of skin which serve to protect and lubricate the 

eyeball. It is composed of four layers which include: skin, orbicularis oculi muscle, tarsus, and 

conjunctiva. The orbicularis oculi is responsible for the blinking action of the eye. Tarsus, which 

is just below orbicularis, gives the eyelid its form. Orbital septum attaches to the tarsal plate and 

provide a barrier to prevent the spead of superficial infections. The conjunctiva is a thin mucus 

membrane that lines the eyelid and acts to provide a smooth surface for which the eyelids to 

move over the eyeball. 

 

Figure 1. This is a photo of a patient presenting with unilateral preseptal cellulitis. The patient presented with 

significant edema of the left eye lids, a symptom characteristic of the condition. Photo courtesy of Dr. Charles 

Goldberg. 

Signs and Symptoms 

Patients presenting with preseptal cellulitis have the following manifested signs and 

symptoms: acute localized pain, edema, warmth, tenderness, and redness of the eyelid. Although 

swelling is present, making it difficult for the patient to open their eye, visual acuity and ocular 

movements are not affected. If a wound is existent, typically in trauma cases, there may be some 

purulent discharge. In most cases the signs and symptoms manifest locally; however, in more 

severe cases the patient may present with a fever. 
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Diagnosis & Discussion 

 Preseptal cellulitis is characterized as an inflammatory infection of the eyelid and 

surrounding soft tissue of the orbit. It is the result of trauma to the eyelids, extension of upper 

respiratory infections, or external ocular infections, such as epidermal cysts and chalazion 

infection. Most cases of preseptal cellulitis are due to upper respiratory infections, especially the 

ethomoid sinus. Microorganisms common in these infections include Staphylococcus aureus, 

Streptococcus pneumonia and other various anaerobes. Most incidences of the infection occur in 

the winter months because of the increase of sinus infections. Trauma is the least common cause.

 In terms of prevalence preseptal cellulitis tends to be characterized as a pediatric disease 

with more than 80% of cases being in children younger than 10 years old. In children it is more 

common in females than males. It older patients it has been found to be common in patients with 

eyebrow piercings. 

 Preseptal cellulitis is easily managed without necessary need of surgical intervention. If 

the infection spreads posterior to the orbital septum, it is characterized clinically as orbital 

cellulitis. In comparison to preseptal cellulitis, patients with orbital cellulitis present with fever, 

loss of vision, proptosis, and restricted ocular movements; preseptal cellulitis is anterior to the 

orbital septum which prevents infection from spreading into the orbit. Other stages of ocular 

infections include the formation of subperiosteal abscess, orbital abscess, or cavernous sinus 

thrombosis and infection. Formation of a localized abscess is common following treatment of 

preseptal cellulitis and in these incidences surgical drainage may be necessary.  

Treatment 
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Treating preseptal cellulitis typically begins with antibiotic therapy. Choosing the 

antibiotic of choice is based on the suspected cause and severity of the case. If the patient was 

introduced to the condition by way of traumatic inoculation, an infected chalazion, or an 

epidermal cyst, an antibiotic that inhibits Staphylococcus aureus should be introduced. Usually 

these cases are treated well with penicillinase-resistant penicillin. Other antibiotics introduced 

include those that act commonly in treating upper respiratory infections causing organisms, such 

as Streptococcus pneumoniae. When going this route in treatment a cephalosporin such as 

cefuroxime or ceftriaxone is usually indicated. Improvement is typically seen in 24-48 hours. If 

improvement is not seen following that time period some form of orbital involvement or 

antibiotic resistance should be suspected. The patient in this case was told to continue using the 

cephalexin 500mg four times a day and erythromycin 5mg/gm ointment twice a day in the left 

eye. She was also asked to return to clinic the next day. 

Conclusion 

 When the patient returned for follow-up the next day she described her previous 

symptoms as improved. She felt that her eye was no longer sore as it was the previous day but 

that it felt “hot and tight”. She had no changes in her vision. Upon external evaluation periocular 

erythema of the left eye was noted as slightly less than the day before. Slit Lamp evaluation still 

revealed Myasthenia Gravis and nuclear sclerotic cataracts. All elements of her eye exam were 

considered normal with no significant changes. She was instructed to continue the cephalexin 

and erythromycin ointment, conduct lid scrubs and warm soaks twice a day, and to return to 

clinic or call if the symptoms worsened. The patient did not return for any continued follow-up. 

Infections associated with the orbital soft tissues should be closely watched as they may spread 

into preseptal cellulitis or more posterior ocular infections. This condition is common in children 
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but may be easily treated with the influence of antibiotics and anaerobe inhibitors. Staging the 

disease properly, which may be deciphered by the symptoms being presented by the patient, will 

help the clinician in proper identification and treatment. 
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