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SPHENOID FISSURE SYNDROME - CASE REPORT
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Superior orbital fissure (fissura orbitalis superior) is a
hole bounded by the small and large wings of the sphenoid
bone. Superior orbital fissure is crossed by the oculomotor nerve
(the upper and lower branches), trochlear, ophthalmic, abducens,
superior ophthalmic vein, sympathetic fibers. Sphenoid fissure
syndrome, also known as Rochon - Duvigneaud syndrome, is
caused by a damage of the structures crossing the sphenoid slot,
manifested by total ophthalmoplegia, which is secondary to the
common oculomotor nerve damage, trochlear and external
oculomotor, corneal anesthesia by affecting the upper branch of
the trigeminal and sometimes exophthalmia by ophthalmic vein
compression. There are 3 major causes that lead to the
emergence of this syndrome: craniomaxilofacial trauma, orbital
tumours: lymphoma, rhabdomyosarcom etc., infections or
inflammatory diseases.

Superior orbital fissure syndrome of traumatic origin
was first described by Herschfeld in 1858. In 1896, Rochon -
Duvignaud described the syndrome as a pathological entity in
four patients with syphilis. Classically, sphenoid fissure
syndrome is characterized by the paralysis of the three
oculomotor nerves which are simultaneously damaged with the
ophthalmic nerve. The patient presents: ptosis, ophthalmoplegia,
pupil changes, hypoesthesia or anesthesia in the ophthalmic
areas, abolished corneal reflex, pain in the area of the
ophthalmic nerve, mild exophthalmia (reducible). If the ocular
sympathetic fibers are affected, miosis may occur, which is not
influenced by sympathomimetic fibers, which indicates the
compliance with the ciliary ganglion, and therefore, an
extraorbital injury. On the other hand, mydriasis draws attention
to an orbital injury with the damage of the ciliary ganglion
fibers. It represents fewer than 5 % of cases with painful
ophthalmoplegia. It affects equally both genders. It can occur at
any age, but mainly in the 5th decade of life.(6,7)

CASE REPORT

We present the case of an 8-year-old patient who is
admitted in the Ophthalmology Clinic within the Clinical
County Emergency Hospital of Sibiu in 05.03.2013.
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Abstract: This paper presents a patient with a lower eyelid wound penetrating into the orbit with
sphenoid fissure syndrome. There are presented the stages of the diagnosis and the evolution.

Rezumat: Lucrarea prezinta cazul unui pacient cu plaga palpebrala inferioara penetranta in orbita cu
sindrom de fanta sfenoidala. Sunt prezentate etapele diagnosticului si evolugia pacientului.

The patient, D.L, 8 years old, rura area, presents at
the right eye a penetrating palpebral wound, as a result of a
punctured trauma with a sharp object (fork). Upon admission,
the patient presents on the right eye, decreased visual acuity,
ptosis and homonymous diplopia

Ocular examination: VA OD= 0.5, VA OS= 20/20
without correction, IOP OD= 20 mmHg, IOP OS= 20 mmHg,
OD: lower eyelid wound penetrating into the orbit, mixed
conjunctival hyperemia, severe ptosis (figure no. 1), complete
limited movements of abduction, infraduction, supraduction
(figure no. 2), fixed midriasis. Fundus examination shows no
pathological changes. Medica history of the patient reveals a
functional convergent strabismus at the |eft eye.

Figureno. 1. Severe palpebral ptosisis
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Paraclinic and labor atory investigations:
CT skull: Bilateral maxilar and spenoidal sinusitis.
MRI skull: a dlight right exophthalmia, minimal edema in the
right retro-orbital fat, without damages of the eyeball, muscles
and optic nerve, bilateral maxillary and sphenoidal sinusitis.
Neurological examination: complete cranial nerve 111

pasy.

ENT examination: maxillary sinusal points without
bilateral sensibility, nasal cavities without secretion, right
ethmoid maxillary rinosinusitis with orbital phlegmon after
punctured wound, with superior palpebra ptosis and external
oculomotor palsy.

Neurosurgical examination:
Punctured wound in the right orbit.

Cranio-facial trauma.
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Figure no. 2. Limited movements of abduction,

sursumduction, deorsumduction, left infraduction, right
supraduction and right infraduction

After anamnesis, clinicad examination and the
paraclincal and laboratory investigations, the positive diagnosis
is: RE- Sphenoid fissure syndrome. The differential diagnosis of
the etiology of sphenoid fissure syndrome was made with:
orbital tumours, infections or inflammatory diseases, neurogenic
ptosis (common oculomotor nerve palsy - diabetes, aneurysms,
brain tumours, strokes etc.), myogenic ptosis (myasthenia
gravis, myotonia, myopathy).

Treatment and evolution:

The treatment consisted in large spectrum antibiotics,
steroidal  and  non-steroidal  anti-inflammatory  drugs,
neurometabolic drugs and topical treatment with antibiotics and
steroidal and nonsteroidal  anti-inflammatory drugs. The
evolution under the therapy was favourable with the
improvement of neuro-ophtalmological deficits.

The ophthamological follow up a 1 month showed:
VA OD: 20/20 without correction, VA OS:. 20/20 without
correction, |OP OD = 17 mmHg, IOP OS = 19 mmHg. Posterior
pole for both eyes was normal. OD — minimal palpebral ptosis,
normal ocular movements in all directions, reflexive pupil,
convergent deviation of the left eye (figure no. 3)

Figureno. 3. OD-minimal palpebral ptosis

DISCUSSIONS
Classically, the sphenoid fissure syndrome of
posttraumatic background is produced by an ,indirect”
mechanism, through skull fractures with the
involvement of the superior orbital fissure.
The particularity of this case is given by the
appearance of the sphenoid fissure syndrome through
a ,direct” mechanism with the direct damage of
structures by the traumatic agent (the paraclinical
investigations did not show fractures).
In the neurosurgical practice, this syndrome is seen
more frequently in the tumoural pathology of cranio-
orbital junction, especialy in the sphenoid wing
meningiomas, and it appears more frequently in the
fifth decade of life.
The initial steroid therapy significantly improves the
outcomes.(15,16,17)
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In our case, the evolution was very good under the
therapy with the remission of neuro-ophtalmological
signsin 3 months.

REFERENCES

Hirschfeld DL. Epanchement de Sang dans le Sinus
Caverneux de Cote Gauche Diagnostique Pendant la
Vie. Comptes Rendus de Societe Biologique; 1858. p.
138.

Rochon-Duvignaud A. Quelques cas de paraysis de
tous les nerfs orbitaires (ophthamoplegia totale avec
amaurose et anesthesia dans le domaine de
I" ophthalmique), d’ originesyphilitique. Arch
Ophthalmol (Oaris) 1896;16:746-60.

Lakke JP. Superior orbital fissure syndrome: Report of
a case caused by local pachymeningitis. Arch Neurol
1962;7:289-300.

Banks P. The superior orbital fissure syndrome. Oral
Surg Oral Med Oral Pathol 1967;24:455-8.

Pogrel MA. The superior orbital fissure syndrome:
Report of acase. J Oral Surg 1980;38:215-7.

Llorente Pendas S, Albertos Castro JM. Traumatic
superior orbital fissure syndrome: Report of a case. J
Oral Maxilofac Surg 1995;53:934-6.

Fujiwara T, Matsuda K, Kubo T, Tomita K, Yano K,
Hosokawa K. Superior orbital fissure syndrome after
repair of maxillary and naso-orbito-ethmoid fractures:
A Case Study. J Plast Reconstr Aesthet Surg
2009;62:565-9.

Reymond J, Kwiatkowski J, Wysocki J. Clinical
anatomy of the superior orbital fissure and the orbital
apex. J Craniomaxillofac Surg 2008;36:346-53.

Chen C, Chen Y. Traumatic superior orbital fissure
syndrome: Current management. Craniomaxillofac
Trauma Reconstr 2010;3:9-16.

Antonyshyn O, Gruss JS, Kassd EE. Blow-in
fractures of the orbit. Plast Reconstr Surg 1989;84:10-
20.

Zachariades N, Vairaktaris E, Papavassiliou D,
Triantafyllou K, Mezitis M. Orbital apex syndrome.
Int JOral Maxillofac Surg 1987;16:352-4.

Kjoer I. A case of orbital apex syndrome in collateral
pansinusitis. Acta Ophthalmol 1945;23:357.

Chen C, Wang T, Tsay P. Huang F, La J, Chen Y.
Traumatic  superior orbital fissure syndrome:
Assessment of cranial nerve recovery in 33 cases.
Plast Reconstr Surg 2010;126:205-12.

Zachariades N. The superior orbital fissure syndrome:
Review of the literature and report of a case. Oral Surg
Ora Med Ora Pathol 1982;53:237-40.

Postma MP, Seldomridge GW, Vines FS. Superior
orbital fissure syndrome and bilatera internal carotid
pseudoaneurysms. J Ora  Maxillofac  Surg
1982;48:503-8.

Rohrich RJ, Hackney FL, Parikh RS. Superior orbital
fissure syndrome: Current management concepts. J
Craniomaxillofac Trauma 1995;1:44-8.

Acarturk S, Sekucoglu T, Kesktas E. Mega dose
corticosteroid treatment for traumatic superior orbital
fissure and orbital apex syndromes. Ann Plast Surg
2004;53:60-4.

Craniomaxillofac Trauma Reconstr, 2010 March,
Chien-Tzung Chen MD, Yu-Ray Chen MD, Taipe,
Taiwan.

AMT, v. 11, no. 2, 2014, p. 225



