
The intercellular lgG disappeared from the skin 6 

months after therapy was commenced. When this 

phenomenon has been studied in a few other cases, 
positive intercellular staining has been shown to 
persist after therapeutic remission. The accepted 

indication of remission in pemphigus vulgaris is a 

fall in titre of desmosome antibody (2, 6, 7) but in 
this patient the disappearance of the antibody did 
not denote remission, since a reduction in therapy 

at this time precipitated a relapse. 

Detailed and repeated immunotluorescence in­
vestigations have not previously been reported in 

childhood pemphigus vulgaris and the unusual find­

ings in this patient suggest that the disease in ado­
lescents may behave differently from that occurring 
in adults. 
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Abstract. Patients with palpebral cellulitis may turn in the 
first place to a skin clinic. The clinical picture and the 
course of disease are illustrated here by four case his­
Lories. The importance of differentiating between col­
lateral orbital ederna. palpebral cellulitis and orbital cel­
lulitis is stressed. 

Palpebral cellulitis is an uncommon infection. It can 
make its entry through an erosion or puncture or 

via the blood stream, or arise from an inflamma­

tion in the skin of the eyelids. the conjunctiva, the 
orbit, the lacrimal passages, the nasal sinuses, or 
even the teeth. 

Palpebral cellulitis usually occurs unilaterally and 
is associated with swelling and redness of the in­
volved area. The pre-auricular and mandibular 

lymph nodes usually become swollen. and some 
fever may be present. In the early stages the skin is 

intact, but subsequently erosions. pustules, or cven 
gangrene may develop. 

The bulbus and the orbit are usually not involved. 

The eye can therefore be moved freely. and protru­
sion is rare. 

The condition must be distinguished from allergic 
contact dermatitis. angioneurotic ederna, collateral 
ederna due to ethmoiditis and orbital cellulitis. 

Patients with palpebral cellulitis may tum first to 
a skin clinic, and we therefore think it worthwhile to 

to present some cases and to discuss the differential 

diagnoses. 

CASE REPORTS 
Case I 

Female, 24 years old, developed in the course of about 6 
weeks massive swelJing and erythema of the eyelids on the 
left side. Her general condition was well. but she had 
bouts of low grade fever. On admission, there was mas­
sive swelling of the eyelids and the skin looked rather 
moist (fig. I). Vision was unaffected, the eye could be 
moved freely, there was no exophtalmus, but conjunctival 
chemosis. ESR was 63 mm/I per hour; ear-nose-throat ex­
amination was normal. X-ray examination of the nasal 
sinuses showed a normal picture. but an inflammatory 

Acta Dermatovener (Stocklwlm) 58 



280 Short reports 

Fig. I. Case I. On admission to thc hospital. Swelling. 
erythema and erosions of the eyelids on the left side. 

proce5S was found around the root of a tooth in lhe left 
upper jaw. Biopsies from the left upper and lower lid 
showed ccllular infiltration and absce,s formation. but no 
signs of malignancy or granulomata. Du ring antibiotic 
treatment. cultures for bactcria and fungi provcd negative. 

As the disease progres,ed in spitc of treatment with 
different antibiotics it was decided 10 institute treatment 
with tctracycline 250 mg three times a day and prednisone 
30 mg a day decrcasing 10 10 mg a day. On this treatment 
she showed a gradual improvement during thc next 4 
months. Ar that time she agreed to extraction of the ab­
scessed tooth. whereafter the condition improved rapidly 
and she was cured within a month (Fig. 2). 

Casc-2 

Female. 43 years old. She appeared as an emcrgency case 
in the skin clinic with the diagno,i,: allergy? She pre­
sented marked swelling and redness of the eyelids on the 
left side, slight protrusion of the bulb. and chemosis (Fig. 
3). Vision was not affected and her general condition wa, 
good. The right eye and the lids v.ere normal. Four weeks 
previously a 100th with an mflammatory process around 
the rool in rhe left upper jaw was extracted. At that time 
she had noticed a slight 5welling of the left lower lid. 
During the next weeks ,welling and erythema of the 
eyelids on the left side gradually incrcased. Shc was im­
mediately referred to the Department of Ophthalmology. 
Rigshospitale1. where ophthalmolog1cal examination apart 
from the above described revealed !imitations of ocular 
movement and slight venous stasis in the fundus of the lcft 
eye. Treatment with tctracycline and predni�one for 3 
month\ cured the disease (Fig. 4). 

Case3 

Female. 28 )'cars old. developed ,Y.elling. tendemess, 
redness, and superticial ulcerations of the lids of the 
right eye in the course of 24 hours. She had a fever of 
39°C. No nasal congestion. no previous trauma. X-ray 
examination �howed normal nasal ,inuses and all teeth 
extracted. Pus from the eyelids rcvealed haemolytic 

Fig. 2. Case I. Palpebral cellulitis cured after treatment 
with tctracycline. predni�one and extraction of an ab­
scessed 100th in the left upper jaw. 

streptococci. After 2 wccks' treatment with penicillin lhe 
ulcerations healed and the swelling di�appeared. hut there 
wa� still some redness of the skin. 

Case4 

A I-year-old girl suffered a slight trauma of the left orbital 
region with a 5ubsequenI small superticial wound. 24 
hours later she developed an upper respiratory infection 
and aI the same time swelling. tenderness and redness of 
the lcft lower eyelid. purulent infection of the conjuctiva 
and a fever of 39.7°C. The bulbus was unaffccted and 
there was no exophthalmus. She had a purulcnt nasal dis­
chargc and acute inflammation of the right middle ear, 
which required paracentesis '" ice. The infection of the 
lower lid. conjunctiva. nosc and c<1r disappea1c:d within a 

weck of penicillin treatmenl. 

DISCUSSION 

Allergic contact dermatitis and and angioneurotic 

ederna are easily distinguished from palpebral 

cellulitis. Distinction between palpebral cellulitis, 

orbital cellulitis and ethmoiditis with collateral orbi­

tal ederna pre�ents difliculties. Neverthcless, it i� of 

importance because palpebral cellulitis is a rather 

benign inflammation. whereas the others are seri­

ous and sometimes life-threatening. 

Orbital cellulitis is usually unilateral. and the car­

dinal clinical \igns are: I) proptosis 2) swelling of 

the I ids \\ ith redness of the skin 3) chemosis 4) 

(imitations of ocular movement. General symp­
tom�-fever. nausea. vomiting and prostration­

usually accompany the disease. The hi topatholog­

ical changes are inflammatory ederna and cellular 

infiltration with polymorph nuclear leukocytes. 

Thrombophlebitic changes may dominate in some 

cases and abscess formation in others. The infec-



Fig. 3. Case 2. On admission to the hospital. Swelling and 
erythema of the eyelids on the left side. 

tion may reach the brain and cause meningitis. 

thrombosis in the cavernous sinus. cerebral or sub­

dural abscess (2. 3). 

The clinical signs of collateral orbital ederna are 

very much like those of orbital cellulitis (palpebral 

swelling. chemosis. exophthalmus, impairment of 

the mobility of the eyeball). The skin may be red­

dened, but more frequently it is pale and cyanotic. 

The majority of patients are children and the most 

frequent cause is an ethmoiditis (2, 3). 

Before the era of a ntibiotics, orbital cellulitis left 

the affected eye blind in some 20 % of those cases 

that did not have a fatal outcome (2). Even with the 

use of antibiotics. blindness may occur (I, 5). Gans 

et al. (4) reviewed I 90 patients with acute orbital 

complications (collateral orbital ederna, periostitis 

and subperiostal abscess of the orbit, orbital ab­

scess) caused by primary infections in neighbouring 

organs. lntracranial complications occurred in 15 

patients, of whom 2 died, one developed complete 

bilateral blindness and 2 had permanent damage of 

the abducens nerve. 

Thus, every case of palpebral swelling, not 

obviously attributable to an allergic reaction (al-
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Fig. 4. Case 2. Palpebral cellulitis cured after treatment 
with tetracycline and prednisone. 

lergic contact dermatitis. ederna Quincke) should 

immediately be referred to an ophthalmologist. 
Search for and treatment of inflammatory foci also 

involve otological and dental examination. 
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