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A Young Boy with Protrusion of Eye Ball and Diminution of Vision 

A Case of Proptosis 

HAMID MAHMOOD AND IFTIKHAR UL HAQ QURESHI 

Department of Ophthalmology, Shaikh Zayed Hospital. 

Proptosis Means Protrusion of Eyeball. 

It can be unilateral or bilateral and signifies a pathology 
in or around the eyeball pushing it out of its normal 
anatomic confines. Conventionally a bilateral protrusion 
of eyeballs is referred to as exophthalmos. 

Case Report: 

A young boy Faheem Shahid, 15 years of age present
ed in eye outdoor in September, 1986, with the complaints 
of gradual protrusion, diminution of vision, dryness and 
burning sensation of right eye and Jiplopia for 2 months. 
Besides this he also reported having off and on episodes 
of right earache and deafness, alongwitli. bilateral nasal 
obstruction. Appetite was poor and there was some weight 
loss. Patient was admitted for investigations. He was pale 
looking. Right eye was proptosed. Visual acuity was 6/18 
and 6/6 on right and left sides respectively. Cover test 
revealed a downward and inward deviation of right eye. 
There was a restriction of right ocular movements in all 
directions. The fundus examination was suggestive of 
right papilloedema. 

There was hypoaesthesia of right cheek in distribution 
of infra- orbital nerve and a limitation of jaw opening. 
There was fullness of the right side of the face. A mass 
was noticed in the upper part' of right posterior 
triangle, it was 3 cm x 6 cm. in size, tender, hard and fixed. 
Overlying skin had a scar mark from a previous biopsy, 
which revealed nonspecific .chronic lymphadenitis. 

During his stay in the ward, patient had an episode 
of spitting of blood. An E.N.T. consultation was requested. 
Posterior rhinoscopy was difficult because of limitation of 
jaw opening and palatal movement restriction. Right side 
conductive deafness was found. 

An X-ray of the base of skull showed an invasive 
growth of nasopharynx suggested by widening of right 
foramen lacerum. 

C.T. scan proved the point beyond any doubt. It
repon:ed a growth in right nasopharyngeal area, displacing 
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the right frontal sinus, travelling through the rt. foramen 
lacerum and pterygomaxillary fissure, into the right orbit. 

C.T. Scan showing _mass in nasopharynx
with erosion of bone. 

An examination under anesthesia was done and biospy 
taken from the growth in nasopharynx. Histopathology 
pointed to a lymphomatous disorder. For further confir
mation, as suggested, a biopsy of the mass in neck was 
carried out under local anaesthesia which was reported 
to be non-differentiated metastatic carcinoma. 

Patient was referred to INMOL for radiotherapy 
and chemotherapy. 

Followup: 

Patient reported to us after completion of 6 week 
course of radiotherapy and two pulses of chemotherapy. 

His ocular movements were almost full, proptosis 
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resolved. He had right optic a trophy. The optic a trophy 
could be ischemic or as a result of radiotherapy. He 

had full jaw opening. Appetite was better and he had gained 
weight. Posterior rhinoscopy revealed no growth as of 

March, 1987. 

Case Discussion 
Whenever encountered with a unilateral proptosis, 

pseudoproptosis should be excluded. For this purpose, 
any lid asymmetry, large myopic eye, abnormalities of 
facial bones or a contralateral enophthalmos should be 
kept in mind. 

Table- I gives a useful cllincal list of possibilities 
to be considered to arrive at a definitive diagnosis. 

A dysthyroid state should be considered foremost. 
A history of sweating, palpitation , nervousness and ex

citability, and heat intolerance should arouse suspicion. 
Neck should be inspected and palpated for any thyroid 
swelling. 

Classifying tumours of eye as conal and extraconal 

is a useful clinical parameter. Conal tumours e.g. optic 

TABL E-I 

DIFFERENTIAL DIAGNOSIS UNILATERAL PROPTOSIS 

* ENDOCRINE
DYSTHYROID ST ATES 

* TUMORS * PRIMARY

CON AL 

EXTRACONAL 

* SECONDARY

NEURAL-

VASCULAR 

LACRIMAL 

GLAND 

MUSCLE 

BONE 

FAT 

FIBROUS T. 

PSEUDOTUMOR 

Optic Nerve Glioma 

Meningioma 

Capillary Hemangioma 
Cavernous Hemangioma 

Aden om a 

Adenocarcinoma 

Rhabdomyosarcoma 

Osteoma 

Osteosarcoma 

Lipoma 

Fibroma 

BY EXTENSION FROM ADJACENT STRUCTURES. 

PARANASAL SINUSES - CA-Maxilla 

NASOPHARYNX - CA-Nasopharynx 
Juvenile Angiofibroma. 

CRANIAL CAVITY - Spehnoidal Ridge Meningioma. 

HEMATOGENOUS 

* VASCULAR - CAROTID - CAVERNOUS FISTULA.
* INFLAMMATORY - ORBIT AL CELLULITIS
* TRAUMATIC - RETROBULBAR HAEMORRHAGE

* PSEUDOPROPTOSIS

LYMPHOMAS & LEUKEMIAS 

CARCINOMA. OF BREAST & LUNG. 
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nerveglioma jn children, tend to cause a symmetrical for
ward proptosis. On the contrary, extraconal tumours e.g. 
lacrimal gland adenoma, situated in upper and. outer part 
of the orbit, will tend to push the globe forward, down
ward and inward. 

DR. JAVED SIDDIQUI , (Radiologist) Commenting 
on X-ray soft-tissue neck, lateral view, there is increase in 
post-nasal space and soft tissue density suggestive of a 
growth in nasopharynx. 

This flow diagram below emphasizes the role of C.T. 
scan in localizing pathology. This is a pre-requisite in plan
ning a biopsy, which is the ultimate means of arriving at 
a definite diagnosis. 

C.T. Scan revealed a space occupying lesion at the
base of skull, right side, invading right orbit, displacing 
right eyeball forwards and frontal sinus towards left. 

Post-radiotherapy followup C.T. Scan showed much 
receded mass and resolved proptosis. 

FLOW DIAGRAM 

PSEUDOPROPTOSIS 
� 

• LID ASYMMETRY THYROID STATUS 

• ABNORMALITIES OF FACIAL BONES
• LARGE EYE - AXIAL MYOPIA.
• CONTRALATERALENOPHTHALMOS
• BLOW OUT FRACTURES

,.f ABNORMAL
't' 

• DYSTHYROID
SIGNS & SYMPTOMS

• ENDOCRINOLOGIC
EVALUATION 

• THYROID
OPHTHALMOPATHY

C. T. SCAN.

I • NORMAL

C.T. SCAN.

DISCRETE MASS ON C.T. SCAN. NO DISCRETE MASS ON C.T. SCA N. 

LOCATIONS 

INTRACONAL I 

• VASCULAR TUMOURS
• OPTIC NERVE LESIONS
• METASTATIC LESIONS.

BIOPSY MAY 

I EXTRACONAL I 
• LACRIMAL GLAND

TUMOURS 
• NEIGHBOURING SINUS

DISEASE 
t 

BE NE CESSARY TO 

l 
NEURORADIOLOGIC CLUES? 

E.G. SCLERAL RIM ENHANCEMENT 

CONFIRM THE DIAGN OSIS 
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C.T. Scan after radiotherapy . Mass in
nasopharynx has receded 

DR. JAV AID WAHID KHAN (Histopathologist)

Biopsy from nasopharynx, showed normal epithelium 
with subepithelial lymphocytic and plasma cell infiltration, 
suggestive of lymphoma. 

Subsequently lymph node biopsy was carried out. 
On gross examination it was 3 x 6 cm. in size, firm, cut 
surface was greyish and homogenous. Microscopic examina
tion showed lymphoid tissue and fibrous tissue with neo
plastic cells resembling epithelial cells. So a diagnosis of 
poorly differentiated metastatic carcinoma was given. 

DR. ATTIQUE ARAIN (Department of Dental

Surgery) TMJ function was normal in this case; One of 
the modes of presentation of a Nasopharyngeal carcinoma 
is pain in the side of tongue and trismus. 

DR. SHAHINA PARVEEN (INMOL) This patient 
received both radiotherapy and chemotherapy. In radio
therapy two lateral fields with 45° wedges and and open 
anterior filed was applied, delivering 5000 RADS in 5 
weeks using 5 fractions per week. Lower neck was treated 
through a simple anterior field delivering 5000 RADS 
in 5 weeks prophylactically. Radition was well tolerated. 

C.H.O.P. regimen of chemotherapy was given which in·
eluded, inj. Endoxon 700 mg. N day-I, inj. Adriamycin
60 mg N day-I, inj. Vincristine 1.8 mg IV day-I and cab.
Prednisolone 80 mg. P.O. day 1-5.

Six such courses were given with 4 weeks intervals. 
Chemotheraphy was also well tolerated. 

DR. ZAHID AMIR (E.N. T. Consultant) Lymphoe
pithelioma is the most likely tumor in our case, which is 
seen in teenagers, rapidly spreads and is radio-sensitive. 

The -role of biopsy of a mass in neck is very vital 
80% of masses in neck are lymph nodes and 80% of these 
lymph nodes are involved with metastasis. 

Blind Nasopharyngeal biopsy has a I?lace, even in cases, 
where there is no obvious mass. Curettage is done & 
tissue is obtained from roof of nasopharynx, eustachian 
cushion and fossa of Rosenmuller. 

Also after biopsy of a r:nalignamt lymph node in neck, 
local radiotherapy is advocated. The naso -pharyngeal 
carcinoma can invade nasal cavity in front, on the sides, 
eustachian tubes, paraphyrangeal space, last four cranial 
nerves, internal carotid artery and internal jugular vein 
can all be involved. Upwards it can invade the cranial 
cavity through the foramen lacerum. 

It is in this area that the vidian nerve is involved and 
impaired lacrirnation is a useful pointer. 

Another presentation is with a lateral rectus palsy. 

A growth invading the orbit is most likely arising from 
posterior ethmoidal cells. 

QUESTION ANSWER SESSION 

Q. What is the prognosis in such patients?

Lymphomas and squamous cell CA are radiosensitive
and carry a 5 years survival rate of 20%.
Adeno carcinoma carries a bad prognosis, as it is radio
resistant.

Q. Why can't the growth be resected?

A. Because of a narrow confined space, approach is
limited; so is the expensiblity of surrounding struc·
tures and impossibility of reconstruction in this area.


