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Orbital apex syndrome (OAS) has been described previously as a syndrome involving dam-
age to the oculomotor nerve, trochlear nerve, abducens nerve, and ophthalmic branch of the
trigeminal nerve in association with optic nerve dysfunction. The conditions and symptoms
of OAS are characterized by blindness, fixed dilated pupils, proptosis, ptosis of the eye and
ophthalmoplegia. Infectious diseases involving the central nervous system, paranasal sinus-
es, and periorbital structures may lead to an OAS. We recently experienced a rare case of
sphenoidal aspergillosis, which damaged the adjacent cavernous sinus structures and led to
the definite symptom of OAS in a 75 year-old female. We present this rare case with a brief
review of these disease’s entities.

Korean J Otorhinolaryngol-Head Neck Surg 2010;53:644-7

Tel +82-31-900-0615 Key Words  Sphenoidal sinusitis - Orbital apex syndrome (OAS) - Cavernous sinus
Fax +82-31-900-0613 Aspergillosis.
E-mail Manbang5@yahoo.co.kr
A =2 v ZA| 2 okt FHO| QbR S5 FA| SOl fEE
&= 9t

AEEsFS 2 739 the Falsdn sutEo] Wy rel MR S 5F Ao m B FH ket i
st Jysol =3tEo] Wysts Aee e EEthal IR0 S0 R s Ao 2 QIR US4 A
A o) v AHo R s8] J1g 53] T4 FYEOR QT WL wle =80k B o d
She A FEOR M vl o Uehd 4= 9lont?  H¥Eol AaEo] o uhysh okel Hy Z33 9
71e} LERd 4= Q= FAE 3 v o]} AR 195 Ask7]ol ¥ wd 2@y 34 Hirsh=

AREE AR SAA A4, WASY @ SEE  wlolch

ol
1o
A|m

N

97j2) W3ke)

eibe] vhu] SAe} Ftal

==

T5A oZ7F T, F5 o A BA] 9 AJoprte
Al T4 9 ARERA, A oo ' ofof
8 LA 8P| el AHstelet. o B AlgE &
MHAAF WBC count 10,300/ul,, Segmented neutrophil

644 Copyright © 2010 Korean Society of Otorhinolaryngology-Head and Neck Surgery



771% 2 ESR 8 mm/hr, CRP<0.5 mg/L 21}
UY F 2974 9, ot E 3HEFY &4l
FE|QaL, YmA] Q5417 EetilE 9 2t
T ool FIE o=t 2 SRt TAEA 8
P2 FAAA 5§ Folglon, HoF Yy =l
o i3] Amlodipine besylate 5 mg, valsartan 160 mg
= AR 58 FolaL Fiofl sl Glimepiride 4 mg,
Metformin 1,000 mg& 472 &8 9 Insulin Lipro,
Insulin Human RIS T8} AR FoFslgl o i Ul
Y A= e AFE e & WY 7I7F Sk A&3 o
B2 58519t 7HE5EoA Bolakk il
HIUAIE A A Bo] &S A o= AHde
U, olghd HAMd 25 QHdst(ptosis) SAICE A 2
o159 AlokAtoll AA(visual field disturbance)o] H
25 Aol 24 ez AlAL 9 visual field
st & AAF AIBSHA] Zsh= Al on, obte] 2] 7Hy
FHAkdirect/indirect light reflex)7} #H2=|2] ook
FEH- & Ha WEFellA s He7E dAs] 3

NI

209
o,
10

7

o

=y
2
Mo
=
il

=

-+

BoR2 g 22 e
5, o
%
of

] T o

A A2 AT 4 gick(Fig. D

] A 1FHAAE B2 AR BRUA 29 5%
Hi Azd Sogo] 7 W PUF F9I= ARl o
M QRS Holm giglom, B0) b AR 12 U
B2 oo Uil 9% %
chFig. 2). 25 1
AT AN R
29 F74EE Az7
2ol Fwtay Wabh

oAbt 47 v
#4 PEEgoR Q)

Fig. 1. Preoperative finding. Ptosis was observed and left eye
movement was decresed in omnidirectional way.
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Fig. 2. Preoperative magnetic resonance imaging shows expan-
sive lesion with heterogenous soft tissue density occupying left
sphenoid sinus (white arrow). Inflammative and edematous
change is seen in left orbital apex area.

Fig. 3. Preoperative contrast-enhanced computed tomographic
image shows soft tisse lesion occupying left sphenoid sinus
(black arrow). Hypertrophic change and sparely erosive lesions
are seen in left sphenoid sinus.
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peared soft tissue lesion in left sphenoid sinus. Inflammatory and

edematous change was resolved in left orbit.
Fig. 6. Postoperative finding. Left eye movement was almost re-

solved in omnidirectional way.

Fig. 5. Postoperative magnetic resonance imaging shows disap-

Fig. 4. Intra-operative endoscopic findings. Purulent discharge
(black arrow) was seen in left sphenoid sinus orifice area (A)
sinus after sinusotomy (B). Endoscopic findings of sphenoid sinus
after removal of muddy material (C). Slight edematous change
was seen in sphenoid sinus mucosa, but no definite infiltrative or

Dark-brownish muddy material (white arrow) is seen in sphenoid
destructive lesion was seen (D).
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