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PR AC T I C E

Apreviously healthy 89-year-
old woman was referred to

the plastic surgery service because
of a rapidly growing lesion at the
base of her right nostril at the na-
solabial fold. The patient had had
this lesion for several years, and it
had begun to enlarge only in the
last few months. A previous biop-
sy had revealed actinic keratosis,
and radiography had shown a de-
viated septum. She had become
blind in her right eye in the pre-
vious 2 months. She had no his-
tory of malignant skin disease,
and her only medical history was
that of hypothyroidism.

The lesion was draining sero-
sanguinous material, and there
was a central area of necrosis sur-
rounded by inflammation. Her
blind eye had ptosis and a dilated
nonreactive pupil (Fig. 1). A clin-
ical diagnosis of orbital apex syn-
drome secondary to an invading
lesion was made. Punch biopsies
showed a squamous cell carci-

noma, and a CT scan revealed a
large tumour that extended from
the orbit into the infratemporal
region with destructive changes
to the greater sphenoid wing
(Fig. 2). Unfortunately, the le-
sion was not amenable to surgical
correction.

Orbital apex syndrome consists of
paralysis of the optic, oculomo-
tor, trochlear, abducent and oph-
thalmic portions of the trigeminal
cranial nerve. This leads to the
findings of unilateral blindness,
fixed dilated pupils, proptosis,
ptosis and ophthamalmoplegia.
Superior sulcus tumour syn-
drome is closely related but does
not involve the optic nerve. The
orbital apex is the most posterior
part of the pyramid-shaped orbit
(Fig. 3). The superior orbital fis-
sure lies between the greater and
lesser sphenoid wings, and it con-
tains several cranial nerves (III,
IV, V and VI).1 The optic canal
and the cavernous sinus are near-
by. The close proximity of these
structures means that a small
lesion can lead to dramatic clini-
cal findings.

Numerous case reports have
been written on orbital apex

syndrome. Causes include in-
fection (aspergillosis, tuberculo-
sis, staphylococcus), trauma,
sickle cell disease, inflamma-
tion, extramedullary hemato-
poiesis and tumours.2 Primary
tumours include optic gliomas,
lymphomas and perineural ex-
tensions of cutaneous cancers.3

Metastatic disease from the
lungs, ovaries and other loca-
tions have also been described.
Surgery is the primary mode of
treatment if the tumour is de-
tected early.
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An 89-year-old woman with cranial nerve dysfunction:
diagnosis by observation

CLINICAL VISTAS
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a. Trigeminal nerve (V1)

b. Lacrimal nerve (V1)

c. Trochlear nerve (IV)

d. Levator palpebrae
superioris

e. Superior rectus

f. Superior oblique

g. Optic nerve (II)
in the optic canal
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h. Lateral rectus

i. Oculomotor nerve
(superior div.) (III)

j. Nasociliary nerve (V1)

k. Abducent nerve (VI)

l. Oculomotor nerve
(inferior div.) (III)

m. Inferior ophthalmic vein
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Greater sphenoid wing
Lesser sphenoid wing
Superior orbital fissure

Medial rectus

Inferior rectus

Cavernous sinus
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