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Abstract
Painful oculomotor nerve palsy is most commonly due to posterior communicating artery aneurysms. It is usually progressive.
Gastrointestinal metastases to the orbit are rare. We present a 75 year old lady who presented with episodic partial left
oculomotor nerve palsy one year following neoadjuvant chemotherapy and surgical resection of an oesophageal
adenocarcinoma. Endoscopic transethmoidal biopsy identified metastatic oesophageal adenocarcinoma in the orbit. This is the
first description of a metastatic tumour to the orbit presenting in this manner and also demonstrates the use of the
transethmoidal approach for medial orbital biopsy where direct opthalmological approaches have failed.

INTRODUCTION
Gastrointestinal adenocarcinoma metastasising to the orbit
represents 5 % of orbital metastases [1]. There are several
reported cases of metastatic gastric adenocarcinoma [2,3,4,5]
but only 3 of oesophageal adenocarcinoma metastasising to
the orbit [1,6,7].
Orbital metastases commonly present with opthalmoplegia,
proptosis, exopthalmos and ptosis [1]. Pain and diplopia are
uncommon. Painful oculomotor palsy is seen in enlargement
or rupture of intracranial aneurysms, most commonly of the
posterior communicating artery. Transient or spontaneously
reversible oculomotor nerve palsies resulting from
intracranial aneurysms are rare [8]. Intermittent painless
oculomotor nerve palsy can be caused by myaesthenia
gravis. An intermittent painful eye with partial third nerve
palsy due to an orbital metastasis has not been described. We
report the first case to present in this manner, which is also
the fourth case of oesophageal adenocarcinoma
metastasising to the orbit.

history of 4 episodes of pain, ptosis and diplopia of the left
eye. Each episode lasted for 3 to 7 days and resolved
spontaneously. Examination revealed normal visual acuity,
no anisocoria and no enopthalmos. Pupillary responses were
intact. A Magnetic Resonance Imaging (MRI) scan of brain
and orbits found no posterior communicating artery
aneurysm and no orbital or intracerebral space occupying
lesion. The patient was reviewed by the neurology team who
suggested the possibility of paratrigeminal neuralgia or
Raeder's syndrome or an introrbital mass. A Computed
Tomography (CT) scan 4 months later revealed a left
medially situated intraorbital mass suggestive of a metastasis
(Fig 1 a,b).

CASE REPORT
A 65 year old lady was diagnosed with a T3 N0
adenocarcinoma of the lower oesophagus. This was treated
with neoadjuvant 5-flourouracil and cisplatin followed by an
oesophagogastrectomy. The lateral circumferential margin
was close at 0.75 cm and therefore postoperative
radiotherapy was given (45 Gy in 20 fractions). Two months
later, the patient presented to the ophthalmologists with a
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Figure 1

Figure 3

Figure 1a: Axial CT scan showing soft tissue medially in the
left orbit.

Figure 2: Intraoperative endoscopic video of orbital mass
following left ethmoidectomy

Figure 2

Histology showed features consistent with oesophageal
adenocarcinoma, similar to that of the original primary.
Further imaging revealed a 5.5cm liver metastasis in
segment VII. The patient went on to receive palliative
radiotherapy to the left orbit (20 Gy in 5 fractions).

Figure 1b: Coronal CT scan showing soft tissue superomedially in right orbit and sclerotic expansion of the orbital
roof.

A biopsy of the lesion taken by the ophthalmology team
using an upper eyelid crease incision under local anaesthesia
was non-diagnostic. The patient was referred to our
otolaryngology team for assessment. We performed an
endoscopic transethmoidal biopsy of the lesion (Fig 2).

DISCUSSION
Tumours that metastasise to the orbit are relatively
uncommon accounting for 7 – 12 % of all orbital tumours
[9,10]. The origins of these tumours are most commonly
breast, prostate and lung [1,9,10]. A comprehensive review of
orbital metastases discovered that most are solitary and
occur in elderly patients with a known primary tumour [1].
They found that 22 of 469 cases of metastatic carcinoma to
the orbit reported are gastrointestinal in origin. Of these only
three are oesophageal tumours [1,6,7]. This in itself makes this
case unusual. However, the unique feature of this case is the
manner of presentation of the patient.
Although ptosis is a common presenting symptom of orbital
metastases, pain is experienced in 17 % of patients and
diplopia in just 9 % [1]. The combination of pain, diplopia
and ptosis is most unusual and the episodic nature of their
presentation, with complete resolution between episodes, is
unreported. The differential diagnosis includes a posterior
communicating artery aneurysm, diabetes and paratrigeminal
neuralgia, which is also known as Raeder's syndrome.
Expanding or ruptured posterior communicating artery
aneurysms commonly present with a severe headache and
oculomotor nerve palsy. The pupil is usually involved. This
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is of course a neurosurgical emergency. Recovery of this
palsy is known to occur after early surgical clipping of the
aneurysm [8], although pre-operative resolution has been
reported [11]. A case of painful episodic oculomotor palsy
due to a supraclinoid aneurysm has been described [12]. This
is clearly a rare phenomenon, but was an important
differential diagnosis to consider in our patient. Pain is
observed in some oculomotor nerve palsies due to diabetic
microvascular disease [13]. These cases are more likely to
have pupillary sparing. There are cases reported of an
episodic ocolomotor palsy due to diabetes, but none
associated with pain [14,15].

transnasal endoscopic and transcaruncular approach for
orbital decompression for thyroid related eye disease and
subperiosteal abccess drainage has been described [24,25]

Cyclical oculomotor palsy is seen in patients with ocular
neuromyotonia. This is a rare clinical entity, most of which
have been in patients following skull base radiotherapy [16,
17, 18]. It is characterized by spontaneous spasm of ocular
muscles resulting in paroxysmal diplopia and strabismus.
This is however painless.
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Raeder's syndrome or paratrigeminal neuralgia is another
rare condition where there are mixed features of trigeminal
nerve pathology and oculosympathetic impairment, with or
without other cranial nerve lesions [19]. There is neuralgic
pain in the trigeminal nerve distribution associated with
ptosis and or miosis, but not anhidrosis. It is facial sweating
which differentiates this condition from Horner's syndrome
associated with a painful eye, where anhidrosis is present.
This may be seen following carotid dissection or in severe
internal carotid artery stenosis [20,21]. Raeder's syndrome may
be due to pathology in the middle cranial fossa where the
oculomotor and abducent nerves pass close to the trigeminal
nerve [22]. One of Raeder's original five reported cases had a
painful pupil with ptosis and intermittent diplopia [19].
However, in our case all three symptoms were intermittent
together.
Diagnosis of orbital metastases is made by a combination of
a characteristic history, thorough ocular and general
examination, orbital imaging and tissue biopsy. Histological
diagnosis can be made by fine needle aspiration biopsy or
open biopsy. In this case the failure to gain an adequate
biopsy using an upper eyelid incision necessitated an
alternative method. A direct transcuruncular approach to this
lesion outside the muscle cone could have been carried out
by an oculoplastic surgeon [23]. The endoscopic
transethmoidal approach to the medial orbit is an indirect
approach which can be used by otolaryngologists
experienced in endoscopic sinus surgery. A combined
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Oesophageal adenocarcinoma metastasising to the orbit is
rare. Transethmoidal endoscopic orbital biopsy is a method
which can be considered for biopsy of medially situated
intraorbital lesions. In cases presenting with episodic painful
partial oculomotor nerve palsy, posterior communicating
artery aneurysm should be excluded and in patients with a
history of malignancy, an introrbital metastasis considered.
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