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Summary.

Orbital cellulitis represents a significant challenge in ophthalmology, particularly within the pediatric population, given the
potential for severe complications, long-term sequelae, and variable treatment outcomes. Management of this condition requires
an individualized approach that incorporates established treatment protocols together with evidence from published literature
and clinical experience documented in case reports. The aim of this review is to summarize existing evidence and identify current
controversies in the treatment of orbital cellulitis in children.

Results and their discussion. Review of the literature, particularly case reports, confirms that antibiotic therapy remains the
primary treatment modality for orbital cellulitis. Initiation of antibiotics within the first three days of symptom onset is associated
with a shortened disease course and a reduced likelihood of orbital abscess formation. Immediate administration of intravenous
antibiotics is mandatory and may obviate the need for surgical intervention, even in cases presenting with early abscesses.

Alternative strategies have been described when antibiotic therapy proves insufficient. One published case report documented
successful management of acute orbital cellulitis in a child through the addition of immunoglobulin to a combined surgical and medical
regimen. Although the use of immunoglobulin in the context of active infection remains controversial owing to potential immunosuppressive
effects, its administration in this case contributed to a favorable outcome despite the lack of response to antibiotic therapy alone.

Several authors advocate routine vaccination to prevent orbital cellulitis, a position supported by clinical evidence. Published
data demonstrate that routine immunization programs are associated with a reduced incidence of the disease, fewer associated
complications, and a decreased need for surgical intervention.

The use of corticosteroids in the complex treatment of acute orbital cellulitis in children remains controversial. One of the
most frequently discussed potential benefits is that adjuvant corticosteroid therapy in pediatric orbital cellulitis is associated
with a shorter duration of hospitalization without serious infectious complications. However, reduction in the duration of
hospitalization is an imperfect outcome measure, particularly in the absence of standardized discharge criteria. Therefore,
published data indicate insufficient evidence to support the use of corticosteroids in the treatment of periorbital and orbital
cellulitis. Given the substantial variation in corticosteroid use in clinical practice, additional high-quality evidence from
randomized controlled trials is required to guide informed decisions. Further research is needed to separately evaluate the effects
of corticosteroids in children and adults and to assess different dosages and durations of therapy.

Orbital cellulitis in children is a relevant problem in pediatric ophthalmological practice. Given the potential for severe complications,
disease severity, and long-term sequelae, timely diagnosis, differential diagnosis, and appropriate treatment are particularly important.
While therapeutic management can eliminate the infection, careful observation and an individualized approach to the patient are essential.

Conclusions. / The management of orbital cellulitis in children must be individualized. 2. The use of immunoglobulin in the
complex treatment of acute orbital cellulitis in children is appropriate and contributes significantly to positive clinical dynamics
and recovery. 3. Investigation of the mechanism of action of immunoglobulin in the treatment of acute orbital cellulitis in children
is relevant and requires further study.

Keywords: Orbit; Skull; Soft Tissue; Optic Nerve; Eye Anatomy; Retinal Ischemia; Inflammation; Child; Immunoglobulin;
Orbital Cellulitis; Preseptal Cellulitis; Ophthalmoplegia,; Proptosis (Exophthalmos); Eyelid Edema.

Introduction

Orbital cellulitis is an inflammatory process affecting
the tissues posterior to the orbital septum within the
bony orbit. The term is generally applied to infectious
inflammation and is manifested by eyelid erythema
and edema, vision loss, fever, headache, exophthalmos,
chemosis, and diplopia. Orbital cellulitis commonly
arises as a complication of sinus infection, eyelid or facial
infection, or hematogenous spread from distant sites [1-6].

Although advances in diagnostic and therapeutic
options have reduced the associated morbidity and
mortality, orbital cellulitis continues to carry the risk of

serious, vision- and life-threatening complications in the
era of modern antibiotics [7-10].

The diagnosis of orbital cellulitis is primarily clinical,
based on objective findings in conjunction with presenting
signs and symptoms. Proptosis (exophthalmos) is a common
presenting feature and is recognized as a key indicator of orbital
cellulitis, with severe proptosis serving as an indication for
hospitalization. Eyelid edema is frequently one of the earliest
signs of periorbital and orbital cellulitis and may progress to
chemosis, exophthalmos, and visual impairment [11-16].

Diagnosis can be confirmed by imaging modalities such
as computed tomography (CT) and magnetic resonance
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imaging (MRI). Due to concerns regarding radiation
exposure in children and ongoing controversy over the
routine use of imaging, guidelines support its application
in the diagnosis of orbital cellulitis [17].

Orbital cellulitis remains a significant problem in
ophthalmology, particularly in children, given the potential
for complications, long-term sequelae, and variable
treatment outcomes. Treatment of this condition requires
an individualized approach that accounts for established
protocols as well as practical recommendations from
published literature and clinical experience documented
in case reports.

To summarize existing data on the treatment of this
disease, pediatric ophthalmic case reports, scientific
observations, and analyses of outcomes in the surgical
treatment of acute orbital cellulitis are reviewed.

Aim of the study: is to conduct a literature review
summarizing existing evidence and identifying current
controversies in the treatment of orbital cellulitis in
children.

Results and their discussion

The treatment of orbital cellulitis in children remains
relevant and continues to generate controversy. Broad-
spectrum antibiotics constitute the cornerstone of therapy.
Treatment is initially empirical and is subsequently
adjusted according to culture results once they become
available.

The causative agents of orbital cellulitis are predominantly
bacterial, although polymicrobial infection is common.
Pathogens frequently include aerobic and anaerobic bacteria,
as well as fungi or mycobacteria. The most common bacterial
organisms are Staphylococcus aureus and Streptococcus
species. Rare cases caused by non-spore-forming anaerobes
such as Aeromonas hydrophila, Pseudomonas aeruginosa,
and Eikenella corrodens have also been reported. Fungal
pathogens associated with invasive orbital cellulitis include
Mucorales (causing mucormycosis) and Aspergillus
(causing invasive aspergillosis). In immunocompromised
patients, mucormycosis and invasive aspergillosis should
be considered as potential causes of orbital cellulitis.
Mucormycosis primarily affects patients with diabetic
ketoacidosis or renal acidosis. Orbital aspergillosis occurs in
patients with severe neutropenia or other immunodeficiencies,
such as HIV infection. Mycobacterial infection, particularly
Mycobacterium tuberculosis, is another rarely reported cause
of orbital cellulitis.

Published reports indicate that treatment of pediatric
orbital cellulitis typically involves intravenous antibiotics
when appropriate. In the absence of culture results to guide
therapy, knowledge of local microbiology is essential for
management. A retrospective case series evaluated local
microbiology and antibiotic regimens in patients aged 2
months to 17 years hospitalized for orbital cellulitis. Of
95 patients, 69 (73%) received intravenous antibiotics
alone, and 26 (27%) received intravenous antibiotics
plus surgical intervention. The most commonly cultured
organism was Streptococcus anginosus, followed by
Staphylococcus aureus and group A streptococcus. The
prevalence of methicillin-resistant Staphylococcus aureus
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(MRSA) was 9%. Consequently, antibiotics active against
MRSA remain the most commonly used agents in pediatric
ophthalmology [18].

Hongguang P. et al. (2016) examined the clinical
characteristics, diagnosis, and treatment of orbital cellulitis
in children in Shenzhen, China. This retrospective study
reviewed data from 20 children admitted to Shenzhen
Children’s Hospital over a 4-year period with a diagnosis
of naso-orbital cellulitis severe enough to require
hospitalization. Thirteen participants (65%) were boys and
7 (35%) were girls. The median age was 3.5 years (range
2 months to 7.2 years). The relationship between serum
C-reactive protein (CRP) levels, white blood cell count,
and duration of hospitalization was analyzed. Patients
were divided into two groups based on treatment protocol:
those receiving cefoperazone and sulbactam sodium
combination and those receiving other antibiotic regimens.
Serum CRP levels at hospitalization (29.8 + 22.0 mg/L)
were positively correlated with duration of hospitalization
(6.3 £4.1 days; r = 0.46, P < 0.05). The time required
for CRP levels to return to normal after hospitalization
(3.4 + 1.8 days) was also significantly correlated with
duration of hospitalization ((6.3 + 4.1) days) (r = 0.81,
P < 0.01). Duration of hospitalization was significantly
shorter (4.3 £ 1.7 days) in patients whose CRP normalized
within 3 days after antibiotic treatment compared with
others (9.1 £ 5 days; t =2.61, P < 0.05). Duration of
hospitalization was significantly shorter (4.3 = 1.9 days)
in patients (n = 12) receiving cefoperazone and sulbactam
sodium combination compared with those (n = 8) receiving
other antibiotic regimens alone (9.3 £+ 4.7 days; t = 2.83,
P <0.05). Bacterial pathogens were identified in 4 patients
(20%), including 3 cases of Staphylococcus aureus and
1 case of Streptococcus anginosus. Acquired methicillin-
resistant Staphylococcus aureus (MRSA) was detected in
three purulent cultures. The authors concluded that early
and effective antibiotic treatment within the first three
days can shorten the course of naso-orbital cellulitis and
potentially prevent the formation of orbital abscesses.
Clinical factors significantly associated with patient
recovery included improvement in clinical signs and
normalization of blood C-reactive protein levels. The
authors suggest that the combination of cefoperazone and
sulbactam sodium is effective and should be recommended
for the treatment of pediatric orbital cellulitis [19].

Miranda-Barrios J. et al. (2021) conducted a retrospective
review of patients admitted to a tertiary hospital with orbital
cellulitis and investigated key differential characteristics of
preseptal and orbital cellulitis. Early computed tomography
was performed in 75.6% of cases of suspected orbital
cellulitis and aided in the detection of complications at an
early stage. Abscesses were detected in 70.6% of cases,
particularly medial subperiosteal abscesses (58.8%).
All patients received intravenous antibiotics, while
corticosteroids were preferred in patients with orbital
involvement (8.6% vs. 73.3%, P < 0.001). Only 26.7% of
patients required additional surgery.

The authors concluded that the clinical picture and
C-reactive protein level are highly sensitive for the
differential diagnosis of preseptal and orbital cellulitis.
Immediate initiation of intravenous antibiotics is mandatory
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and may prevent surgical intervention even in cases of
initial abscesses [20].

Bedwell and Bauman (2011) report that contrast-
enhanced computed tomography remains the preferred
modality for assessing orbital inflammation. According to
the original classification by Chandler, orbital inflammation
continues to be categorized as preseptal or postseptal;
almost all cases of preseptal cellulitis are managed
with oral antibiotics. Most cases of postseptal cellulitis
require intravenous antibiotic therapy, although surgical
intervention is indicated for certain abscesses, particularly
those of significant size. Patients under 9 years of age
demonstrate a higher likelihood of responding to medical
management than older individuals. However, recent
studies suggest that even children over 9 years of age
presenting with small-to-moderate abscesses and preserved
vision merit a trial of medical therapy prior to surgical
intervention. Medial subperiosteal abscesses refractory to
medical management are typically drained endoscopically,
whereas lateral or intraconal abscesses require open
surgical procedures [21].

Burek (2021) states that pediatric orbital cellulitis may
result in vision loss, intracranial extension, or cavernous
sinus thrombosis if prompt treatment is not initiated. It is
noted that generally accepted clinical guidelines for the
medical management of this condition remain unavailable.
Given that methicillin-susceptible Staphylococcus aureus
was identified as the most common pathogen (26.3%)
among 220 patients, annual vancomycin utilization
rates ranged from 40.9% to 84.6 Surgical intervention
was performed in 39.5% of the patient population.
Corticosteroids, administered to 70 patients (32.1%), were
not associated with treatment failure (n = 9), which was
defined as persistent clinical signs or initial improvement
followed by subsequent deterioration (P = 0.137); the
duration of antibiotic therapy was 17 days. Consequently,
the empirical use of vancomycin was high. Treatment
failure was rarely observed in patients treated for 2 weeks,
suggesting that a shorter duration of therapy may be
adequate for certain individuals [22].

According to Danishyar et al. (2023), the absence of
adequate diagnostics and appropriate treatment may facilitate
the progression of orbital infection and its dissemination to
adjacent anatomical sites, resulting in severe complications.
These complications include vision loss, subperiosteal
abscess, orbital abscess, and intracranial dissemination of
the infection. The antibiotic regimen must include anaerobic
coverage if intracranial involvement is suspected. Antifungal
agents are indicated only in cases where fungal infection is
suspected within appropriate clinical contexts. Orbital
complications are reported to account for 74-85% of all
complications associated with acute sinusitis in the pediatric
population and may be devastating. Although preseptal and
postseptal cellulitis are typically managed conservatively,
orbital abscess and cavernous sinus thrombosis necessitate
surgical intervention.

The literature further indicates that orbital cellulitis,
particularly when complicated by subperiosteal abscesses
in children, does not constitute an absolute indication for
immediate surgical intervention. Conservative management
may be both safe and effective if implemented correctly,

depending on the clinical course and diagnostic imaging
findings [23].

The experience of treating children with orbital cellulitis
was described by Shifman et al. (2022). A retrospective
analysis of hospital records of pediatric patients with
orbital cellulitis was conducted for the period from 2005 to
2018. Clinical, laboratory, and radiological characteristics,
as well as therapeutic and microbiological data, were
collected. Painful limitation of ocular motility was observed
in 37.2% of 94 patients, and exophthalmos was noted in
34%, while both pathognomonic manifestations were
present in only 18% of the children. Patients older than 9
years of age exhibited significantly elevated inflammatory
markers, specifically leukocytosis and C-reactive protein
(CRP). Functional endoscopic sinus surgery was required
in only 12 (12.4%) cases. Consequently, the researchers
corroborate the general consensus that orbital cellulitis
should initially be managed conservatively with rigorous
monitoring, as surgical intervention is necessitated only in
a minority of patients [24].

An analysis of 122 cases was performed by Santos et al.
(2019), of which 80.3% presented with preseptal cellulitis and
19.7% with orbital cellulitis. The median age of the patients
was 5 years. Sinusitis was identified as the most frequent risk
factor (40.2%), followed by dental abscess (20.4%) in cases
of preseptal cellulitis and external ocular infections (12.5%)
in orbital cellulitis. Sinusitis (p < 0.001) was significantly
associated with orbital cellulitis, whereas patients with dental
abscess (p =0.007) and trauma (p = 0.040) were more likely to
present with preseptal cellulitis. Clinical symptoms, including
fever, photophobia, ocular pain, painful ocular motility,
exophthalmos, rhinorrhea, and visual disturbances, were
associated with orbital cellulitis. Leukocytosis was present
in 34.4% of patients and was associated with orbital cellulitis
(p=0.001). Computed tomography was performed in nearly
half of the patients (49.2%). Systemic corticosteroids were
administered in 19.7% of cases. Complications were observed
in 13 patients. Follow-up computed tomography scans were
performed in 6.6% of cases; no clinical deterioration was
observed, and surgical intervention was required in 1.6%
of patients. Thus, the presence of orbital involvement is
suggestive of orbital cellulitis.The significance of dental
abscess as a contributory factor in the development of
preseptal cellulitis is emphasized. Repeated examinations did
not appear to influence therapeutic management or clinical
outcomes. Consequently, a high proportion of patients
received corticosteroids, notwithstanding the controversial
nature of their administration [25].

An analysis of the literature by Lu (2023) concludes
that pediatric orbital cellulitis is primarily managed with
antibiotics, a strategy that may leave the inflammatory
component unaddressed. Corticosteroid therapy is utilized
to expedite recovery and mitigate long-term morbidity in
other infectious conditions; its administration has also been
proposed for pediatric orbital cellulitis.

In general, previous studies investigating corticosteroid
therapy in pediatric orbital cellulitis are constrained by
study design and limited sample sizes. A prominently
discussed potential benefit is that adjuvant corticosteroid
therapy for pediatric orbital cellulitis is associated with
areduced duration of hospitalization without the occurrence

241



HEOHATOJNOrIA, XIPYPTISi TA NEPUHATANBHA MEAULUHA
NEONATOLOGY, SURGERY AND PERINATAL MEDICINE

ISSN 2226-1230 (PRINT) ISSN 2413-4260 (ONLINE)

T. XV, Ne1(59), 2026
voL. XV, Ne1(59), 2026

KEY TITLE: NEONATOLOGIA, HIRURGIA TA PERINATAL'NA MEDICINA (ONLINE)
ABBREVIATED KEY TITLE: NEONATOL. HiR. PERINAT. MED. (ONLINE)

of serious infectious complications. However, the reduction
in the duration of hospitalization represents an imperfect
metric, particularly in the absence of standardized discharge
criteria. Further studies are required to provide better
guidance for the administration of adjuvant corticosteroid
therapy and to optimize its potential in the management of
pediatric orbital cellulitis [26].

Williams (2019) reported that vaccination against
Haemophilus influenzae resulted in a shift in the prevalent
pathogens associated with preseptal and orbital cellulitis.
The management of orbital cellulitis was enhanced by
adjuvant corticosteroid therapy, and a subperiosteal abscess
volume exceeding 1250 mL was identified as a predictor
of the potential requirement for surgical intervention [27].

It is contended by Chew (2022) that orbital cellulitis
constitutes a rare condition posing a risk to both vision
and life. The author reports a potential etiology for the
development of orbital cellulitis in a 14-year-old male,
occurring in the absence of cutaneous injury or osseous
fractures, involving a rare pathogen. The patient developed
a facial abscess and progressive orbital cellulitis following
blunt facial trauma, necessitating functional endoscopic
sinus surgery combined with external aspiration of the facial
abscess. Microbiological cultures demonstrated the growth
of Streptococcus constellatus and Parvimonas micra; the
patient subsequently received further antibiotic therapy,
resulting in a complete recovery. The pathophysiology of
orbital cellulitis in this case is attributed to vascular stasis
and localized pressure from the maxillofacial fossa and
maxillary hemosinus, alongside impaired ventilation of
the paranasal sinuses, which facilitates the proliferation
of anaerobic bacteria. Further progression resulted in the
formation of a facial abscess and intraorbital dissemination,
manifesting as orbital cellulitis. Pediatric patients are
predisposed to trauma, and the self-reporting of symptoms
may be delayed. Consequently, during the management of
maxillofacial injuries, it is imperative to maintain a high
index of suspicion for complex trauma and orbital cellulitis
to facilitate the prompt initiation of therapy [28].

Kornelsen et al. (2021) emphasize that periorbital and
orbital cellulitis represent infections of the tissues located
anterior and posterior to the orbital septum, respectively,
and clinical differentiation between these entities may be
challenging. Furthermore, periorbital cellulitis may progress
to orbital cellulitis. The latter exhibits a relatively high
incidence in both pediatric and adult populations and is
associated with potentially severe consequences, including
vision loss, meningitis, and mortality. Complications arise,
in part, from inflammatory edema secondary to the infection,
which induces a compartment syndrome within the bony
orbit. This results in increased intraocular pressure and
compression of the orbital vasculature and the optic nerve.
Although corticosteroids are utilized in other infectious
conditions to mitigate inflammation and edema, their
potential to suppress the immune response and exacerbate
the clinical course of infection remains a concern.

To evaluate the efficacy and safety of adjunctive
corticosteroid therapy for periorbital and orbital cellulitis
in pediatric and adult populations, a systematic search of the
Cochrane Central Register of Controlled Trials (CENTRAL)
was conducted. The search identified 7998 records, of
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which 13 were selected for full-text screening. The included
study compared the administration of corticosteroids in
conjunction with antibiotics against antibiotic therapy alone
for the treatment of orbital cellulitis. A total of 21 participants
aged 10 years and older were enrolled; 14 participants were
randomized to the corticosteroid and antibiotic group, and
7 participants received antibiotics alone. Participants in
the intervention group received adjunctive corticosteroids
following an initial clinical response to antibiotics (mean
5.13 days) at an initial dose of 1.5 mg/kg for 3 days, followed
by 1 mg/kg for an additional 3 days, with a subsequent
gradual dose tapering over 1 to 2 weeks. Consequently,
the authors concluded that there is insufficient evidence
to establish definitive conclusions regarding the use of
corticosteroids in the management of periorbital and orbital
cellulitis. Given the considerable variation in clinical
practice, further high-quality randomized controlled trials
are necessitated to inform clinical decision-making. Future
research should independently investigate the effects of
corticosteroids in children and adults, while evaluating
various dosages and therapeutic timing [29].

The incidence of pediatric orbital cellulitis associated
with Haemophilus influenzae following the routine
administration of the H. influenzae vaccine in Saudi Arabia
was evaluated by Alsulaiman and Al-Faky (2022), who
also identified prevalent pathogens, risk factors, associated
complications, and the requirement for surgical intervention.
The findings indicate that the vaccine is effective in
eliminating orbital cellulitis potentially associated with H.
influenzae. The most frequently identified pathogens were
Gram-positive staphylococci and streptococci. Sinusitis
remains the primary etiology of orbital cellulitis in the
pediatric population. In certain instances, pharmacological
management may eradicate the infection; however, rigorous
clinical observation is mandatory [30].

It is recognized that the acute phase of the disease
and long-term outcomes necessitate strict adherence to
established treatment protocols. In a documented case
study, the adjunctive administration of immunoglobulin
was utilized within a complex surgical treatment regimen
for acute orbital cellulitis in a child. Although the potential
for immunosuppression during active infection remains
a subject of debate, the administration of immunoglobulin
in this specific pediatric case was deemed appropriate
and decisive. A male patient (aged 1 year, 8 months)
was hospitalized for 16 days with a diagnosis of acute
orbital inflammation. Upon admission, the patient’s
condition was severe, characterized by both systemic and
localized manifestations. The therapeutic regimen included
systemic antibiotic therapy, nonsteroidal anti-inflammatory
drugs, analgesics, and symptomatic treatment. However,
the general condition remained severe without clinical
improvement during the initial 3 days. On the 4th day of
hospitalization, orbital drainage was performed, yielding
a small volume of serous exudate; microbiological cultures
remained sterile. Following a recurrent febrile episode,
alternative antibiotics were prescribed, yet the clinical
status remained unchanged. Consequently, on the 9th
day, immunoglobulin (three consecutive daily doses)
was added to the conservative therapy. Positive clinical
dynamics — including defervescence, improvement
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in systemic and localized status, and normalization
of laboratory parameters — were observed on the day
following the initial dose. The patient was discharged in
satisfactory condition on the 16th day of hospitalization.
Thus, it is contended that the use of immunoglobulin in the
complex management of acute pediatric orbital cellulitis
is appropriate and facilitates recovery. Furthermore,
the development of treatment algorithms incorporating
immunoglobulin supplementation is promising regarding
the clinical prognosis [31].

In summary, orbital cellulitis represents a significant
challenge in pediatric ophthalmological practiceGiven
the associated complications, disease severity, and long-
term sequelae, the issues of timely diagnosis, differential
diagnosis, and therapeutic adequacy are of paramount
importance. Based on the analysis of current scientific
literature and clinical cases, it is evident that the management
of pediatric orbital cellulitis must be individualized. Particular
emphasis must be placed on clinical manifestations,
objective status, localized findings, and laboratory and
instrumental diagnostic data, with rigorous monitoring of
disease dynamics. Systemic antibiotic therapy is mandatory
in complex treatment, as substantiated by scientific and
practical publications. Based on our observations, the
insufficient efficacy of antibiotic therapy necessitates the
development of new therapeutic algorithms involving
adjunctive immunoglobulin correction, which remains
promising in terms of prognosis.
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OBT'PYHTYBAHHSA EOEKTUBHICTI TA HEOBXIAHICTI IHAUBIAYAJIBHOI'O NIAXOAY
V JIIKYBAHHI OPBITAJBHOTO HEJIOJITY Y JITEA
(OIIA A JIITEPATYPH)

A. Heniwkesuy', C. Puxoé®, K. Ipixcumanvcoka®, C. Kapameesa', I Illapzopoocoka®, H. Jlioux®

ByKOBHHCHKHIi Iep:KaBHUI MeIMYHUIT yHiBepcUTeT!
(YepHiBui, Ykpaina)
Hauionajapnuii Mmenu4Huii ynisepcurert imeni O. O. Boromobus?
(KuiB, Ykpaina)
BiHHMUbKHil HAaLiOHABHUI MeTUYHMIT YHiBepcuTeT iMeni Mukosu [Tuporosa’
(Binnuus, Ykpaina)

Pesiome.

OpOiTaJIbHUH HETIONIT € aKTYaIbHOK MPOOIEMOI0 B OPTAIBMOJIOTIT, 0COOIHMBO B JITCH, BPaXOBYHOYH MOXJINBI YCKIIATHCHHS Ta
HACJIiZIKY JTIKyBaHHsI, a TAKOXX BiJaJIeHH] pe3yJIbTarH JIiKyBaHHs. Ha Harry TymKy, JikyBaHHS 1i€l TaTonorii morpedye iHANBIIyaaIbHOTO
IiIXOY II0JI0 KOHKPETHOTO NAallieHTa, BPaXOBYIOUH [POTOKOJIM JIIKYBaHHS, a TAKOXK MPAKTUYHI PEKOMEH/allil HayKOBI[IB Ta 0COOIMBO
MIPAaKTHYHUX JIiKapiB, OepydH 10 yBard BHIIAJKU 3 IPAKTUKH. METOIO € MPOBEACHHS OISy JIiTepaTypH, o0 y3aralbHUTH 1CHYIOU1
JIOKa3H Ta 3pO3yMITH IIOTOYHI CYIEepPeYKH LI0/0 JIIKyBaHHs OpOITaIbHOIO LEMIONITY y TiTeH.

PesyabTaTn Ta ix 06roBopenHsi. [IpoBiBIIY peTenbHUIT OIIs JIITEPaTypHUX JDKEPesl, 0COOIMBO BUIIAJIKIB 3 IPAKTUKH, CTAJIO OYEBHIHO,
1110 aHTHOI0THKOTEPaIlist € METOZIOM BUOODY 1 paHHE JIiKyBaHHS aHTHOIOTHKAMH IPOTITOM IEPIIHX TPHOX AHIB MOXKE CKOPOTHUTH Iepedir
OpOITAILHOTO IEIONITY Ta MOTCHIIHHO 3aro0irTi YyTBOPEHHIO opOiTanpHUX abcreciB. Takoxk HeraifHuil MoYaToK BHYTPIITHBOBEHHOTO
BBEJICHHSI aHTUOIOTUKIB € 000B’SI3KOBUM 1 MOXKE 3aIt00IITH XipypriYHUM BTPpyYaHHSIM HAaBITh Y BUIIaJIKax [OYaTKOBUX a0CIeciB. AJe Bi-
JIOMO 1 1HIIMH MIIXix y JIIKyBaHHI, KOJU aHTHOI0THKOTepanis Oyiia Hee(eKTUBHOIO. B 0HOMY 3 mpe/icTaBIeHHX BUAAKIB MU BUCBITIIN
OKpEeMHH KJITHIYHUI BHUIIAJJOK TOCTPOro OpOITaIbHOIO LEMIONITY Yy IUTHHH i3 3aCTOCYBaHHIM IMyHOIIIOOYIIIHY B KOMIUIEKCHOMY Xipyp-
riYHOMY JIiKyBaHHI. X04a NOTEHIia)] iIMyHOCYyTIpecii 3a HassBHOCTI iH(QEKLIT BUKIMKAE CYNIEPEUKH, IPOTe Y JAHOMY BUITA/IKy MPH3HAYCHHS
IMyHOIIIOOYITiHY B KOMILUIEKCHOMY JIiKyBaHHI OpOITaIbHOTO LEMIONITY y JUTHHH OyJI0 JOPEYHHM 1 BU3HAYaJbHUM Ha (OHI BiJCYTHOCTI
TeparneBTHYHOro ehekTy aHTHOioTHKOTepartil. Jesiki aBTOpy CTBEPIKYIOTh TAKOX 1 IOLUIbHICTH BAaKIIMHALLT B ITTAHOBOMY ITOPSIIKY 3 METOIO
TIOTIePEeIDKEHHS 3aXBOPIOBAHHSI, 110 MiATBEPXKY€ETHCS HA NpakThIL. Jlikapi-HayKOBII BiMI4at0Th O3UTHBHY AWHAMIKY IiCJIs IIIAHOBOTO
BBE/ICHHS BaKIMHY, 2 TAKOK YCYHEHHsI (JaKTOPiB PH3HUKY, TIOB’s13aH1 yCKJIaJHEHHS Ta HEOOXiHICTh XipypriqHoro Brpy4yaHHs. CyrnepewnBuM
MTUTaHHSM 3aJTHIIAECTHCS TOTEIep MPH3HAYEHHS KOPTHKOCTEPOIiB Y KOMILIEKCHOMY JIIKyBaHHI TOCTPOTO OpOiTaIbHOTO LENIONITY Y JITeH.
OpHi€ro 3 HAOLIBII 0OrOBOPIOBAHKX IIOTEHIIIHHUX MEpeBar € Te, [0 a1’ FOBaHTHA CTEPOIIHA Tepallist AUTIUOro OpOiTaIBHOIO LEIIOTITY
TIOB’s13aHa 3 KOPOTIIMM TEPMIiHOM rocritainizawii 6e3 cepio3Hux iHdeKkuiifHux ycknagsers. OMHaK CKOPOUYSHHs TPUBAIOCTI TOCiTai3anil
€ HE/I0CKOHAIIMM TT0Ka3HUKOM, 0COOIMBO 0e3 CTaHIapTH30BaHUX KPUTEPIiiB BUIIMCKH 3i cTarioHapy. OTixe, 3a BACHOBKaMH aBTOPiB, HEMae
JIOCTaTHBOI KiIbKOCTI JOKa3iB 11010 BUKOPHCTAHHS KOPTUKOCTEPOI/IiB Y JTiKyBaHHi 1epiopOiTaIbHOro Ta OpOiTalIbHOTO HEoiiTy. OCKIIBKI
ICHYIOTb 3Ha4Hi BI/IMIHHOCTI y METOJJaX BUKOPUCTAHHS KOPTUKOCTEPOIiB Y KIIHIUHIHM IPAKTHI, HEOOX1IHI JOAATKOBI BUCOKOSIKICHI JJOKa3H
3 paHJOMI30BaHNX KOHTPOJIBOBAHUX JIOCIIDKEHb JUIsl IPHHHATTS OOTPYHTOBAHHX pillieHb. ToMy cTae HeOOXiIHICTIO IIPOBEICHHS HAyKOBHX
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JOCIIIKEHB 3 METOIO JISTAIFHOTO BHBYCHHS BIUIMBY KOPTHKOCTEPOI/iB Ha JiTell Ta JOPOCIHX, a TAKOXK OIIHKH Pi3HOTO JIO3YBaHHS Ta
TPHUBAJIOCTI KOPTUKOCTEPOinHOI Tepamii. OTxe, MiICyMOBYIOUH OUEBUIHO, IO OPOITANBHUI IEMIONIT Y JiTel € aKTyaIbHOIO IIPOo0IeMOI0
B IUTS9il 0pTaIEMOIIOTUHIN IpaKTHIIi. BpaxoByroun yckiiagHeHHs 3aXBOPIOBAHHS, X BXKKICTB IIepe0iry Ta HaCIIiIKH, 0COOIHBO BasKIIH-
BUM TIOCTa€ MUTAHHS CBOE€YACHOI JIarTHOCTUKH, IU(EpeHIIHOT IarHOCTUKH Ta aJeKBaTHOCTI JIiKyBaHH:. be3yMoBHO, MeIMKaMeHTO3He
JIKyBaHHS MOXKe YCYHYTH iH(eKIito, IpoTe HeoOXi/JHE peTebHe CIIOCTEPEeXKEHHSI Ta 1HANBITyIbHIH i X1 II0JJ0 KOHKPETHOTO MaIli€HTa.

Bucnoskn. 1. JlikyBaHHI 0pOiTaIbHOTO LEMIONITY Y JiTeH Mae OyTH iHIUBITyaIbHE IO/10 KOHKPETHOTO MalieHTa. 2. 3acTOCyBaHHS
IMyHOTIOOYIIiHY B KOMIUIEKCHOMY JIIKYBaHHI TOCTPOTO OpOiTAIFHOTO HEIONITY y AiTell € JOIiIbHIM Ta 3HaYHO CIIPUSIE MO3UTHBHIN
JMHaMII Ta oxyxaHHI0. 3. JlocmimKeHHs: MeXxaHi3My BIUTHBY IMyHOTJIOOYIIIHY IIPH JTiIKyBaHHI TOCTPOTO OpOiTaIbHOTO HEIIONITY y AiTei

€ aKTyaJIbHUM Ta 1'10Tpe6y€ IOJaJIbIIOTO BUBYCHHS.

Ki1104oBi cj10Ba: opbira; uepem; M’ SKi TKAHKHIL, 30pOBHil HEPB; OKO; AHATOMIS; iIIEMis CiTKiBKH; 3aIIaJCHHS; TUTHHA; iIMYHO-
100y TiH; OpOiTalbHII ETIONIT; MPeceNnTaIbHUH IETIoNiT, 0 TalbMOILIETris; MPONTo3 (€K30(PTaTbM); HAOPSK MOBIK.
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