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Abstract
Introduction: Osteopetrosis is a rare heritable disorder characterized by increased bone
density resulting from osteoclast dysfunction. Major complications include bone fracture,
osteomyelitis, anemia, and cranial nerve compression. Optic atrophy can occur due to
compression of the optic nerve. Although osteomyelitis of the jaw is a common compli-
cation, it rarely occurs in the maxilla. Here, we report a case of a 74-year-old female with
osteopetrosis who developed maxillary osteomyelitis, leading to orbital inflammation. Case
Presentation: She was referred to our clinic for 2 months of ptosis and swelling of the left
eyelid and temporal region. Previous imaging revealed a left intraorbital occupying lesion,
but a biopsy of the temporal subcutaneous tissue did not provide a definitive diagnosis.
After 7 months, she presented with severe temporal swelling and purulent discharge. Upon
examination, maxillary osteomyelitis resulting from caries of the upper jaw was observed.
Treatment with oral antibiotics, drainage of the temporal skin fistula, and regular cleaning of
the maxillary drainage improved her symptoms. Conclusion: This is a rare case of maxillary
osteomyelitis associated with osteopetrosis, causing orbital inflammation.
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Introduction

Osteopetrosis is caused by a failure in osteoclast differentiation or function, often as-
sociated with specific mutations [1]. It is classified into three categories: infantile autosomal
recessive (malignant), intermediate autosomal dominant type I, and adult autosomal dom-
inant type II (ADO). ADO type II typically develops after puberty and generally has a better
prognosis but can still lead to complications such as anemia, recurrent fractures, and os-
teomyelitis [2]. While osteomyelitis can affect the jaw bone, it rarely involves the maxilla [3].

We present the case of a patient with osteopetrosis (ADO type 2) who had upper eyelid
swelling and temporal swelling at the time of initial examination. This case had a rare
condition in which inflammation caused by maxillary osteomyelitis spread to the orbit and
temporal lobe meninges through the weakened cheekbones and temporal bones.

Case Report

A 74-year-old female with a previous diagnosis of osteopetrosis presented with a 2-
month history of left upper eyelid swelling, ptosis, and temporal swelling. Previous computed
tomographic scans revealed a left intraorbital occupying lesion.

During the initial visit, the patient’s decimal best corrected visual acuity was 0.1 in the
right eye and 0.15 in the left eye, with −24- and −22-diopter correction, respectively. The axial
length was 33 and 32mm in the right and left eye, respectively, and long axis and axial myopia
were observed in both eyes. Intraocular pressure was 15mmHg in the right eye and 15.3 mm
Hg in the left eye. The protrusion of the eye was 19 mm in the right eye and 22 mm in the left
eye. Mild conjunctival injection, adduction disorder, and abduction disorder were observed in
the left eye. Chorioretinal atrophy and optic atrophy were observed in both eyes. The patient
had no any recent onset of decreased visual acuity. No abnormalities were noted in the
anterior segment and eye movements of the right eye.

The orbito-encephalic MRI with gadolinium enhancement revealed hypersignals pre-
dominantly in the lateral left orbit, with extension to the eyelids, temporal subcutaneous area,
and vicinity of the auricle (Fig. 1). Hypersignals also spread to the ventral temporal lobe, skull
base, meninges, and maxillary sinus. The optic nerve and extraocular muscles were com-
pressed by the mass and deviated to the nasal side. Blood tests showed anemia (Hb, 7.4 g/dL),
increased CRP (12.35mg/dL), mildly elevated β2-microglobulin (2.63mg/L), and soluble IL-2
receptor (671 U/mL). WBC was normal.

The patient underwent a subcutaneous soft tissue biopsy of the temporal swelling due to the
high risk associated with an intraorbital biopsy involving a bone incision. The histopathological
examination showed inflammatory tissue changeswithoutmalignancy, but a definitive diagnosis
could not be made at that time. We determined that the anemia was due to osteopetrosis, and
because there were no anemia symptoms, the patient was continued to be monitored by her
family doctor. During a follow-up visit 5 months later, there was a slight worsening of the
temporal swelling without redness or tenderness. However, after 2 months, the patient de-
veloped redness, tenderness, and pus discharge from the temporal swelling (Fig. 2).

Drainage from maxillary molars was observed, and she was diagnosed with maxillary
osteomyelitis. Bacterial culture identified Streptococcus gordonii and Gemella haemolysans in
the pus from caries. CT revealed bone destruction in the left frontal, zygomatic, ethmoid, and
sphenoid bones, along with swelling of the temporal soft tissue and thickening of the
maxillary sinus mucosa (Fig. 3). Otorhinolaryngology examination ruled out spread of in-
flammation from maxillary sinusitis to the orbital region due to the absence of bone de-
struction at the border between the maxillary sinus and orbit. It was speculated that the
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inflammation from maxillary osteomyelitis spread to the temporal soft tissue and orbit
via the cheekbone. The patient was treated with oral levofloxacin at 500 mg/day for 7
weeks. She also underwent temporal abscess incision, placement of drains, and cleansing
of the maxillary drainage site. Oral minocycline (200 mg/day) was continued for 1 month.
The swelling of the upper eyelids and orbital space-occupying lesions improved, and the
conjunctival hyperemia of the left eye and eye movement disorder also improved. During
the course of treatment, the corrected visual acuity of the left eye decreased to 0.08;
however, after treatment, the best corrected visual acuity improved to 0.2. Currently, she
only undergoes regular oral cleaning. No recurrence of infection was observed during the
15-month follow-up period (Fig. 4).

Discussion

Osteopetrosis is a hereditary disease characterized by increased bone density due to
osteoclast differentiation and dysfunction. Its prevalence is estimated to be about 1 in
100,000 to 500,000 [1, 4]. Osteopetrosis is broadly divided into three types: autosomal
recessive osteopetrosis, intermediate autosomal dominant osteopetrosis (ADO type 1), and
adult autosomal dominant osteopetrosis (ADO type 2) [2]. Autosomal recessive osteopetrosis
typically develops in the first few months of life and causes blindness and hearing loss due to
narrowing of the neural foramen. Abnormal expansion of bone interferes with medullary
hematopoiesis, resulting in pancytopenia, and secondary expansion of extramedullary he-
matopoiesis sites [1]. ADO type 1 develops in the second and third decades of life, and ADO
type 2 develops after puberty. ADO type 2 patients often have a full life expectancy; however,
they might develop several bone complications, including recurrent fractures, osteoarthritis,
and infections [2]. This case was presumed to be ADO type 2 based on the medical history, but
it was unclear whether the visual acuity was due to optic nerve atrophy associated with
osteopetrosis or chorioretinal atrophy due to axial myopia.

Fig. 1. Gadolinium-enhanced MRI of the orbital region revealed hypersignals predominantly in the lateral
side of the left orbit (red arrow). The optic nerve and extraocular muscle were compressed by the orbital
lesion (green arrow). Abnormal signals spread to the eyelid, subcutaneous temporal region, vicinity of the
auricle (yellow arrow), scull base on the ventral temporal lobe, meninges, and maxillary sinus (blue arrow).
Inflammation of the maxilla spreads to the inside of the orbit and the meninges via the zygoma and temporal
bone on the side wall of the orbit.
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It increases the susceptibility of bones to osteomyelitis due to decreased vascularity.
Local infections, such as odontogenic infections, have a higher likelihood of leading to
osteomyelitis, which occurs in 10% of reported cases of osteopetrosis [5]. Osteomyelitis
primarily affects the mandible and rarely affects the maxilla because the maxilla has a
thinner cortical bone and contains numerous collateral blood vessels [5]. In total, 24 cases of
maxillary osteomyelitis complicated by osteopetrosis have been reported from 1971 to
2020 [6], but there were no reports from journals in the ophthalmology field. The age
ranged from 8 to 66, and this case was the oldest at 76 years old compared to previous
reports. Among these cases, 5 cases presented with purulent discharge from the periorbita,
and 4 of 5 cases were in their 10s (Table 1) [3, 7–9]. There were 4 cases of visual impairment
and optic nerve atrophy due to optic nerve compression. Multiple fractures and drainage
from the infraorbital region were observed in all cases. Total 5 of 24 cases of maxillary
osteomyelitis caused by osteopetrosis reported in the past were in the 10s, and four of them

Fig. 2. Facial photos. a Redness and tenderness in the temporal region. b Purulent discharge from the left
temporal region.

Fig. 3. Plain CT image of the orbital region of the
head showed bone destruction in the left frontal
bone, zygomatic bone, ethmoid bone, and sphenoid
bone (arrows). No bone destruction at the border
between themaxillary sinus and the orbit (oval) was
observed.
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Fig. 4. Latest facial photo, simple CT image, and contrast-enhanced MRI image. a Swelling of the left eyelid
and temporal region improved. bNo progression in bone destructionwas observed. c Intraorbital lesion
shrank, and abnormal signals in the temporal region improved.
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had periorbital drainage. Maxillary osteomyelitis that develops in ADO type 1 patients in
their 10s might have severe and widespread inflammation. None of these cases exhibited
purulent discharge from the temporal region. It was believed that intraorbital inflammation,
lower temporal skin abscess, and meningitis at the base of the skull occurred due to the
spread of maxillary osteomyelitis to the temporal side of the orbital wall. This resulted in
progressive bone destruction in the orbital wall and frontal bone. The drainage from the
temporal skin was attributed to the weakened skin barrier function during the temporal

Table 1. Reported cases of maxillary osteomyelitis in osteopetrosis with periorbital purulent discharge

Authors Age,
gender

Symptoms and clinical
findings

Treatment Outcome

Infante-Cossio
et al. [7] 2014

40M Cutaneous fistulation in the
right infraorbital region and
bilateral submandibular
area, purulent nasal
discharge, blindness caused
by optic nerve compression,
multiple fractures, dental
caries

Amoxicillin-clavulanic acid
1M IV and 3Ms OP,
sequestrectomy, curettage

Oral amoxcillin-
clavulanic acid on
and off for 3 years
for cutaneous
sinuses

Khademi et al.
[8] 2011

15M Facial swelling and pain,
sinus tract drainage in
infraorbital regions, severe
dental caries multiple
fractures, hearing loss,
bilateral optic atrophy

Intravenous clindamycin for
2 weeks curettage,
sequestrectomy, sinus tract
excision

Drainage decreased
but did not
completely subside
in 9-week follow-up

Oğütcen-Toller
et al. [9] 2010

18F Purulent discharge at the
medial canthus of her left
eye discharge of pus in the
infraorbital and upper left
molar region, multiple
fractures, multiple
malformed and partially
impacted teeth, blindness

Amoxicilin for 1 w, tooth
removal, sultamicilin and
ornidozole for 5 w,
sequestrectomy,
clindamycin for 1 w,
sultamicillin and ornidazole
for 3 w, cefuroxime axetil for
4 w

No recurrent
infection in 2-year
follow-up

Krithika et al.
[3] 2009

18M Pus discharge from both
cheek carious upper molars
on both sides of maxilla,
bilateral extraoral sinuses
in infraorbital region with
purulent discharge, anemia,
impaired vision and
hearing, multiple fractures

Blood transfusions,
intravenous amoxicillin and
clavulanic acid, corticotomy

Lost to further
follow-up

Krithika et al.
[3] 2009

16M Pus discharge from right
cheek following extraction
of right upper molar,
extraoral sinus in the right
infraorbital region with a
purulent discharge, enamel
hypoplasia, multiple
remained deciduous teeth,
multiple fractures anemia

Blood transfusion,
intravenous levofloxacin for
1 w, sequestrectomy

No recurrent
infection in 6M
follow-up
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biopsy. Symptoms of ADO type 2 are often mild; however, this case seems to be related to the
decline in hematopoietic ability associated with osteopetrosis and the decline in immune
function due to aging.

While there is no consensus on the treatment of maxillary osteomyelitis associated with
osteopetrosis, it is crucial to eliminate the source of infection [2]. Previous reports have
shown that antibiotics alone did not provide sufficient therapeutic effect, and successful cases
required multiple treatments such as sequestrectomy, local debridement, curettage, and
dental extraction [2]. All previous cases of periorbital drainage were treated with a com-
bination of systemic antibiotics and surgical treatment. In this patient’s case, the lesion area
was reduced by systemic administration of antibiotics, drainage, and regular cleaning of the
oral drainage area without surgical treatment. Currently, there is no recurrence of osteo-
myelitis observed with regular oral cleansing. This might be because the bone destruction of
the maxilla was relatively mild, and the inflammation spread into the orbit through the
cheekbones, temporal bones, and their subcutaneous tissue.

The initial symptoms of maxillary sinus osteomyelitis in this patient were eyelid
swelling and ptosis. Detailed imaging studies and collaboration with physicians from other
departments were crucial in reaching this diagnosis. It took us a considerable time to
identify the cause of the inflammatory lesions within the orbit. Although there is no ab-
normality in the inferior orbital wall, the possibility of inflammation spreading from
maxillary osteomyelitis should not be excluded. Osteomyelitis associated with osteopetrosis
is intractable and has a risk of recurrence, so a long-term follow-up is required. The CARE
Checklist has been completed by the authors for this case report, attached as in online
supplementary material (for all online suppl. material, see https://doi.org/10.1159/
000536140).
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9 Öǧütcen-Toller M, Tek M, Şener I, Bereket C, Inal S, Özden B. Intractable bimaxillary osteomyelitis in osteo-
petrosis: review of the literature and current therapy. J Oral Maxillofac Surg. 2010;68(1):167–75.

Case Reports in
Ophthalmology

Case Rep Ophthalmol 2024;15:92–99 99
DOI: 10.1159/000536140 © 2024 The Author(s). Published by S. Karger AG, Basel

www.karger.com/cop

Misaki et al.: Osteopetrosis with Orbital Inflammation Caused by Maxillary Osteomyelitis

D
ow

nloaded from
 http://karger.com

/cop/article-pdf/15/1/92/4221377/000536140.pdf by guest on 30 M
ay 2024

https://doi.org/10.1186/1750-1172-4-5
https://doi.org/10.1016/j.jcms.2018.09.004
https://doi.org/10.1016/j.tripleo.2009.05.010
https://doi.org/10.1016/s0278-2391(98)90774-1
https://doi.org/10.1067/moe.2003.25
https://doi.org/10.1067/moe.2003.25
https://doi.org/10.17219/dmp/119998
https://doi.org/10.1097/SCS.0000000000000422
https://doi.org/10.1016/j.joms.2005.07.022
https://www.karger.com/cop
https://www.karger.com/cop
https://doi.org/10.1159/000536140
https://www.karger.com/cop

	A Case of Osteopetrosis with Orbital Inflammation Secondary to Maxillary Osteomyelitis
	Introduction
	Case Report
	Discussion
	Statement of Ethics
	Conflict of Interest Statement
	Funding Sources
	Author Contributions
	Data Availability Statement
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
    /DEU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [612.000 792.000]
>> setpagedevice


