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Sir, 
Proptosis Precipitated by Retinal Detachment 
Repair in a Patient with Occult Pituitary Tumour 
A 51-year-old man underwent repair of a right 
inferior rhegmatogenous retinal detachment using 
cryotherapy and circumferential plombage. Post
operatively the retina was flat and the eye comfor
table. Four days later the patient presented with a 
painful, red right eye. There was extreme chemosis 
and congestion of the upper tarsal conjunctiva 
(Fig. 1) together with a 3 mm axial proptosis not 
noted pre-operatively. Visual acuity was hand 
movements OD and 6/6 OS with correction. 
Pupillary reactions were intact and extraocular 
movements were very painful and generally slightly 
restricted. The intraocular pressure was 22 mmHg 
OD and 16 mmHg OS and the anterior chambers 
were deep. 

Fig. 1. Gross chemosis and congestion causing prolapse of 
the upper tarsal conjunctiva. 
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Fig. 2. B-mode ultrasound scan (vertical section) showing 
a large superior choroidal detachment filled with a 
substance most likely to be blood. Also shown is a 
thickened posterior sclera with fluid in Tenon's space; this 
inflammation may be in part post-operative and in part 
secondary to infection. 

Funduscopy revealed a large superior choroidal 
detachment, the inferior retina being flat. Ultrasono
graphy demonstrated the presence of a homoge
neous echogenic substance (probably blood) filling 
the choroidal detachment completely, together with 
thickening of the posterior sclera (Fig. 2). The 
clinical signs improved somewhat with commence
ment of intravenous antibiotics but worsened when 
the intravenous route was substituted with oral 
antibiotics. 

A diagnosis of orbital vein thrombosis was made 
and a CT scan with contrast showed a pituitary 
tumour invading and obliterating the right cavernous 
sinus (Fig. 3). A MRI scan demonstrated that the 
exact extent of the tumour was purely intracranial 
without orbital extension (Figs. 4, 5). The tumour 
was removed by a neurosurgeon and the absence of 
intraorbital extension confirmed. Histological exam
ination revealed it to be a chromophobe adenoma. 

Discussion 

Extrasellar extension occurs in 14-22% of pituitary 
adenomas1 and spread into the cavernous sinus may 
cause cranial nerve palsies and orbital venous statis.1 
Choudhurr suggests that secondary venous stasis in 
the orbit may produce oedema and congestion of the 
orbital tissues which may cause proptosis; this view is 
supported by some authors3 while others4 emphasise 
the combined role of venous occlusion and an 
inflammatory response in the pathogenesis of the 
proptosis. In our case marked congestion and 
chemosis were present as was raised intraocular 
pressure on the affected side (probably also 
attributable to orbital venous stasis causing raised 
episcleral pressure); there was also an inflammatory 
response, as documented by the thickened posterior 
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Fig. 3. Axial CT scan showing a pituitary tumour invading 
the right cavernous sinus. Proptosis of the right eye is also 
seen together with thickening of the sclera. Note: one end of 
the plomb is seen medially next to the globe. 

sclera and fluid in Tenon's space seen on B-scan 
ultrasonography (Fig. 3), which was probably due to 
an element of infection. This explains the improve
ment of congestion, pain and proptosis with 
intravenous antibiotics. 

The pathogenesis of the proptosis in this case is 

Fig. 4. Tl-weighted axial MRI scan with gadolinium 
contrast. There is invasion of the right cavernous sinus by 
a pituitary tumour which has taken up contrast. Note: the 
lateral end of the plomb is seen temporally next to the globe. 
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Fig. 5. Tl-weighted sagittal MRI scan with gadolinium 
contrast. There is a large pituitary mass taking up contrast. 

unusual since it was precipitated by repair of an 
inferior retinal detachment using a circumferential 
plomb. Venous blood from the orbit, and its 
contents, drains via the inferior and superior 
ophthalmic veins mainly into the ipsilateral caver
nous sinus. Obliteration of the right cavernous sinus 
would lead to venous stasis in the superior 
ophthalmic vein and subsequent retrograde flow 
anteriorly either directly, or indirectly via the 
inferior ophthalmic vein, into the facial vein. Retinal 
detachment surgery can cause partial or complete 
venous obstruction5-8 within the orbit. An inferior 
circumferential plomb may have compromised the 
retrograde venous flow described above, leading to a 
relative rise in the orbital venous volume with an 
ensuing super-added infection thus causing proptosis, 
pain and marked congestion. 

Unilateral proptosis due to an underlying pituitary 
tumour is rare3•4 and in all previously reported 
cases1,3,4,9-11 there was orbital invasion. Ocular and 
orbital ultrasound findings have not been described 
in those cases with orbital invasion but this may be in 
part due to the fact that only two of the previous 
cases were reported by ophthalmologists1,3 and in 
these no choroidal detachments were described. 
Although choroidal detachments have been 
described following retinal detachment surgery,7,8 

in this case the choroidal detachment occurred 
opposite the surgery site and was filled with blood, 
making raised episcleral pressure secondary to 
orbital venous stasis the more likely cause. 

In conclusion there can be little doubt that the 
relatively early presentation of this patient's pituitary 
adenoma (i.e. before orbital invasion) with unilateral 
proptosis was precipitated by retinal detachment 
surgery further impairing an already compromised 
orbital venous drainage leading to venous stasis and 
probably secondary infection. 
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Sir, 
Tuberculosis Presenting as an Orbital Mass Lesion in 
Childhood 
A 4-year-old boy presented with a 1 week history of 
rapidly progressive swelling of the right lower eyelid 
and proptosis. CT imaging indicated an orbital mass 
lesion which was thought likely to be a rhabdomyo
sarcoma. Biopsy demonstrated caseating granuloma
tous inflammation. 

Orbital tuberculosis is occasionally encountered in 
Asia and North Africa. It is very seldom seen in the 
West, and it is especially rare in children. The re
emergence of tuberculosis as a global public health 
problem justifies its consideration in the differential 
diagnosis of intraorbital extraocular space-occupying 
lesions. 

Fig. 1. The patient at presentation. 

Case Report 
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A 4-year-old boy presented to the eye department 
with a 1 week history of swelling of the right lower 
eyelid (Fig. 1 ). His parents were immigrants from 
Pakistan, but he had been born in the United 
Kingdom and had never been abroad. He had been 
admitted to a paediatric ward with cough and wheeze 
1 month prior to this presentation, and had been 
discharged well after 24 hours, without treatment, 
and without a specific diagnosis. 

On presentation to the eye department there was 
no pain and there were no other symptoms. He had 
been fully immunised according to his parents. There 
was no history of tuberculosis in family members. On 
examination, he appeared well and was apyrexial. He 
achieved a visual acuity of 6/7.5 monocularly with 
each eye. There was a swelling of the right lower 
eyelid and a mass palpable in the orbit inferolateral 
to the right eye , causing slight proptosis. The lower 
eyelid had a dusky, bruised appearance and there 
was some restriction of abduction and elevation. 
Anterior segment examination was otherwise unre
markable , and the fundi were normal. There was no 
lymphadenopathy, and no other abnormalities on 
physical examination. 

Investigations 

Haematological investigations yielded Hb 12.1 g/dl, 
WCC 10.0 x 10-9/1, neutrophils 3.9 x 10-9/1, lympho
cytes 4.7 X 10-9/1 and ESR 41 mm/h. The chest 
radiograph was clear, but reference to the examina
tion performed previously on the paediatric ward 
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