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Patient with suspected 
preseptal cellulitis

Any of the following present?
➢ Significant vital sign abnormalities, systemic symptoms (e.g., SIRS)
➢ Rapidly expanding cellulitis
➢ Concern for eyelid abscess
➢ Failed appropriate outpatient medications
➢ Cannot tolerate oral medication

AdmitDischarge

Discharge Antibiotics
➢ If sinusitis, start amoxicillin-clavulanate
➢ If sinusitis plus concern for MRSA: 

amoxicillin-clavulanate plus 
trimethoprim-sulfamethoxazole

➢ If cellulitis, cephalexin
➢ If concern for MRSA cellulitis without 

sinusitis, use clindamycin

Instruct patient to 
follow up with PCP

Consider blood 
culture if septic. 

Start IV antibiotics.

Monitor response to 
therapy

Good response: 
transition to oral 

antibiotics.

Discharge

If sinusitis, start ampicillin/sulbactam.
If cellulitis without sinusitis, use 

cefazolin. 
If concern for MRSA cellulitis without 

sinusitis, use clindamycin.

Inadequate response: 
If not improving after 24-48 

hours, consider 
Ophthalmology consult, 
consider orbital cellulitis.

No Yes

MRSA screen PCR 
nasal swab is 

recommended.
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Good treatment response: 
improved clinical findings/afebrile, 

return of eyelid crease

 Transition to oral 
therapy per peds 

team or ID 

Patient with suspected or known 
orbital cellulitis

Chandler II
Orbital cellulitis

Chandler III – V
Subperiosteal / orbital abscess 
and/or extension to the brain

Consider urgent contrast enhanced CT 
scan of orbits, sinuses. 

Check visual acuity and Ocular Pressure
Order CBC, CMP, ESR and CRP

Admit

Start antibiotics based on 
Chandler stage.

Continue IV antibiotics. 
Daily CRP

Consider oxymetazoline 
intranasal x 3 days

fluticasone intranasal
Bed elevated >30 degrees

Inadequate response: 
worsening in first 24hr or no 

improvement after 36 hr.

Consider repeat imaging 
and/or surgical 
management 

ENT and Orbital Surgeon 
discussion.

Consider transfer if:
If orbital surgeon 

unavailable, attempt to 
transfer to Corewell 

Health East

Discharge

Follow up 
appointments per each 

consulted team.

Hospitalist inform 
consultants prior to 

discharge.

ampicillin/sulbactam 75mg/kg/dose (max 3g/dose) q6h
If impending vision loss or rapid progression add 

vancomycin 15mg/kg x1, for subsequent dosing consult pharmacy 
OR

If concern for MRSA: TMP-SMX 6 mg/kg/dose of trimethoprim 
component PO q12h and ampicillin-sulbactam 75 mg/kg/dose (max 

3g/dose) q6h
If impending vision loss or rapid progression, change clindamycin to 
vancomycin 15mg/kg x1, for subsequent dosing consult pharmacy  

OR

CNS extension: 

ceftriaxone 100mg/kg x1 then 50mg/kg/dose q12h

metronidazole 13mg/kg/dose IV q8h
vancomycin 20 mg/kg x1, for subsequent dosing consult pharmacy

Consults: 

• Ophthalmology (if previously 

failed 24hr IV abx, consult 
prior to transfer)

• ENT if sinus disease present

Outside transfer, Chandler III-V or failed 
24 hr IV abx
Contact Ophthalmologist and 
ophthalmologist will determine if orbital 
surgeon needs to be contacted prior to 
accepting transfer.

Surgical Indications:

• Optic neuropathy

• Elevated IOP >35

• Excessive proptosis (concerning for optic neuropathy)

• Rapid progression 

• No improvement after 36hr IV abx

• Significant/severe sinus disease 

STEROIDS
-Consider if: improvement after 24-48hr IV abx (or if post-
surgical culture obtained), and significant periorbital findings
-24-48hr dexamethasone (0.6mg/kg/day), divided or not, 
with transition to oral for a total of 7 days oral 

Consults:

• Ophthalmology: Prior to 

transfer, all patients

• Infectious Disease: All patients

• ENT if sinus disease present 
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Clinical Pathway Summary 
 

CLINICAL PATHWAY NAME: Preseptal and Orbital Cellulitis, Pediatric, ED and Inpatient 
 
PATIENT POPULATION AND DIAGNOSIS: Patients under the age of 18 years old, diagnosed with pre-septal 
or orbital cellulitis. 
 
APPLICABLE TO: Corewell Health West, HDVCH and Regionals 
 
BRIEF DESCRIPTION: The goal of this pathway is to provide an evidence-based approach to the diagnosis 
and management of preseptal cellulitis and orbital cellulitis in the pediatric population (up to age 18). This 
pathway is intended for pediatric hospitalists, urgent care and emergency room physicians, NPs and PAs, 
pediatric ophthalmologists, oculoplastic surgeons, and ENT physicians who care for these children in the 
emergency room, urgent care, inpatient, and pediatric intensive care unit settings.  Periorbital cellulitis is an 
infectious process commonly caused by bacteria from the sinuses internally or from trauma externally.  It is 
characterized by erythema/edema of the periorbital region.  Signs and symptoms include pain, decreased 
vision, decreased extraocular movements, and optic neuropathy. 
 
IMPLEMENTATION DATE: August 29, 2023   
 
LAST REVISED: June 28, 2023 

 

Clinical Pathways Clinical Approach 
 

TREATMENT AND MANAGEMENT: 
 

Chandler classification: 

• stage I: preseptal orbital cellulitis with inflammation and edema anterior to the orbital septum. 

• stage II: orbital cellulitis with extension of the inflammation and edema beyond the orbital septum.  

• stage III: subperiosteal abscess beneath the periosteum of lamina papyracea. 

• stage IV: orbital abscess and purulent collection within orbit.  

• stage V: cavernous sinus thrombosis after posterior extension of the infection through the superior 
ophthalmic veins. 

 
 
Chandler I: Consider inpatient admission if: 

• Significant vital sign abnormalities, systemic symptoms (e.g., SIRS) 

• Rapidly expanding cellulitis 

• Concern for eyelid abscess 

• Failed appropriate outpatient medications (Keflex; Clinda if allergy) 

• Cannot tolerate oral medication 

 

 
Chandler II-IV: inpatient admission; follow treatment algorithm 

 
 

https://radiopaedia.org/articles/subperiosteal-abscess-of-the-orbit?lang=us
https://radiopaedia.org/articles/cavernous-sinus-thrombosis?lang=us
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