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CASE REPORT

Unilateral ptosis: an uncommon
presentation of chronic sinusitis - A

case report

Abstract Chronic sinusitis is an

inflammatory lesion that involves

the paranasal sinuses with symp-
toms and signs that are beyond 12
weeks in duration. It commonly

presents with nasal stuffiness,
mouth breathing, purulent nasal
discharge, post natal drip, snoring,
cough, headache, facial fullness,
hyposmia, sore throat and halito-
sis. Features of ocular and cere-
bral complications may be present
at diagnosis but are uncommon

and can thus result in misdiagno-
sis. A 15 year old male presented
with sudden onset ptosis and other
symptoms that initially suggested
an intracranial SOL or a Cavern-
ous sinus thrombosis. A CT scan
of the head and neck structures
identified chronic sinusitis as the
only likely pathology. We present

this case to highlight an unusual
ocular complication of chronic

sinusitis.

Introduction

Chronic sinusitis is an inflammatory lesion thatdlves
the paranasal sinuses with symptoms and signsatbat
beyond 12 weeks in duration. It occurs in all agéh
no gender, racial or ethnic predilectiéfChronic si-
nusitis is a common disease worldwide, particulamly
places with high levels of atmospheric pollutibmn
pediatric population the term rhinosinusitis is meom-
monly used to include both acute and chronic tidec
which can be both viral and bacterial in origineTdom-
mon occurrence in pediatric population is likelyx@e-

bing temporal headache, right eye swelling and ,pain
with drooping of the right upper eyelid. There vesso-

ciated rhinorrhea of thick yellow mucus drainingrfr

the right nostril. Coexisting constitutional sympite
included high grade fever, and vomiting. There was
neck pain and consciousness was preserved. There wa
feeling of facial fullness but no facial pain, pbphobia,
redness nor discharge from either eye. There was no
antecedent trauma to the face or history of fordigdy
inhalation through the right nostril. He had a gastory

of recurrent nasal stuffiness in the preceding st
with occasional fetid breath. Symptoms were progres

dary to an increased frequency of exposure to uppesive over 5 days before presenting to the emergency

respiratory tract infections in this age grotie illness

unit.

is associated with loss of productivity and misselool

days with patients suffering a comparable decréase

quality of life?

The common clinical features of chronic sinusitie a
nasal stuffiness, nasal discharge, postnasal thgal
pain/pressure, persistent dry cough, mouth bregti
snoring. Others include fever, fatigue and halgo&in-

He was fully conscious.

His body temperature was

39.58°C with pulse rate of 90 per minute and blood pres-
sure of 100/60 mm Hg supine. Examination of the eye

revealed: ptosis of the right upper eyelid with maf
vertical eye movements and both pupils were of @brm
size but reacted sluggishly to light. There wereottoer
neurological deficits elicited on further examiati

commonly it may present with features of ocular andNasal examination revealed a narrow right nasaitygav

cerebral complications such as ptosis, intracranfak-

tions, orbital cellulitis’”

The objective of this report is to highlight thasecom-

with enlarged pale turbinates. Pharyngeal exantinati

showed thick yellow exudate on the right postepba-

ryngeal space.

mon presentations, broaden our differentials ofsehe

presentations with a guide to diagnosis and treattme

Case Presentation

A 15 year old male presented in the Emergency bhnit
the University of Nigeria Teaching Hospital (UNTH)
Enugu Nigeria with a sudden onset of right sidedhh

Our initial diagnosis included intracranial spaceupy-

ing lesion to rule out a cavernous sinus thrombosis

(CST). A

coronal

CT scan of the head

showed inflammatory changes in the right ethmoidal

and maxillary sinuses (fig 1) suggesting a chreohino-
sinusitis. It further confirmed that there were $OL or
CST and no foreign body was seen. Complete blood
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count and electrolyte studies were normal with EBR  complications include preseptal cellulitis, orbital
72mm/hr. cellulitis, subperiosteal abscess, and cavernonsssi
Parenteral ceftriaxone was commenced and within 72hrombosis>*? Ptosis as a complication especially as a
hours of admission major presenting symptoms had reunilateral presentation is not as common and may us
solved and by the f0day the right sided ptosis had ally be discovered incidentalif%Swift and colleagués
completely resolved. He was subsequently dis-in Liverpool reported a case of ptosis due to cleron
charged on oral third generation cephalosporinalnas sinusitis detected by incidental CT finding. Theigra
decongestants and steroid nasal spray. On review gresented with painful ophthalmoplegia of the rigie
weeks following discharge he had remained stabth wi and ptosis. The CT scan finding revealed opacificat
no further recurrence of headache, nasal dischange of the right ethmoid, frontal and maxillary sinuall
ptosis. symptoms resolved with sinus irrigation and antibio

treatmenf'Suzuki and colleagu&sin Tokyo reported
Fig 1. Coronal CT scan showing inflammatory changes and  another case of a patient who presented with feeark
occlusion in the right maxillary and ethmoidal siea (' and rigidity, ophthalmoplegia and ptosis, with CT scamd
second arrows respectively) MRI results that revealed a shadow in the sphesbid
nus and cavernous sinuses. The symptoms improved
with sphenoidectomy and antibiotics.

The involved sinuses in our patient, the ethmoatad
maxillary receive some innervation from the sevearit
third cranial nerve&Partial pressure compression of a
superior rami branch of the occulomotor nerve by th
surrounding inflamed sinuses may be a likely exgplan
tion for the ptosis our patient experienéédias vertical
eye movements were not affected thus excludingeenti
third nerve involvement. Distal to the cavernoususi
and maxillary sinus, the micro branches of the tmecu
motor nerve such as the superior ramus which seppli
the superior rectus and the Levatorpalpebral mesaie
the eyé* may have thus been compressed by the in-
flamed sinuses.

Even though the risk factors for cavernous sihusn-
bosis are infections of the paranasal sinusesnade
face as well as bacteremia, trauma, infection efehr
or maxillary teethf, thrombosis of the cavernous sinus
almost always progresses to involve the contrardhte
eye as well within 24-48hrs which is pathognorhio
addition to other common signs such as periorluial
dema and pain which worsen overtime, facial fuknes
without facial pain, visual disturbances majorniaa
nerve signs in addition to headac¢heThe sixth cranial
nerve is commonly the first affected owing to itaicse
directly through the cavernous sinus followed be th
third and fourth nerves involvement in more exteasi
disease as these nerves are protected in theisecaur
the lateral wall of the cavernous siffi©ur patient
presented with headache, eye swelling, and ptbsis t
remained confined to the right eye and he did raieh
major cranial nerve deficits. Orbital cellulitistise com-
monest complication of maxillary sinusitis and npag-
sent with fever, headache just like in our patienf:

. - However proptosis and ophthalmoplegia are the natdi
Discussion signs and symptoms of orbital cellufffi¥oth of which
were absent in our patient as well as other symgptom
Chronic sinusitis is an inflammatory lesion thatdlves such as blurred vision and reduced visual acuity. |
the paranasal sinuses with symptoms and signsateat other intracranial SOL such as tumors and abscesses
beyond 12 weeks in duratidri.It commonly presents one would have expected extensive lateralizingsshgr
with nasal Sthﬁness, mouth breathing, pUrUlemaha these were also not present in the index case.
discharge, postnatal drip, snoring, cough, headdehe  The invaluable use of CT scan as a diagnostic timol
cial fU"neSS, hyposmia, sore throat, halitosisatbees of he|p narrow the diagnosis cannot be Overemphagzed

ocular and cerebral complications may be present afhe patient's acute presentation had these as hpessi
diagnosis”Documented and commoner orbital
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differential diagnosis. There is therefore a need t
strengthen our health system so as to easily acess
essary supportive diagnostic investigations everenwh
patients are unable to pay out-of-pocket.

The goal of medical therapy is to reduce mucosal
oedema, promote sinus drainage, eradicate infection

Conclusion

Ptosis could complicate chronic sinusitis and #teet
must be excluded in cases of ptosis.

and prevent complications. Oral antibiotics for two
weeks, topical nasal steroids, decongestants dimk sa
nasal sprays have been employed satisfactdtily?

Conflict of interest: None
Funding: None

Our patient did well on this therapy. He did noquize
surgical intervention or follow-up physiotherapy.
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