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Figure 1: Macroscopic appearance of patient 1’s left eye at diagnosis of orbital apex syndrome (OAS). The pupil 
is fixed and mid-dilated with a relative afferent pupillary defect. There is significant conjunctival hyperaemia 
with proptosis, and crusted vesicles in the distribution of V1. 

Figure 2: (A) Extraocular movements of patient 1 at diagnosis of OAS, demonstrating complete akinesis of the left 
eye. (B) Extraocular movements of patient 2 at diagnosis of OAS. Crusted vesicular rash is noted in the left distri-
bution of V1. Hutchinson’s sign is present (red arrows). The left eye demonstrates complete ptosis and complete 
internal and external ophthalmoplegia, except in abduction with a 25% deficit. 
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Figure 3: (A) Magnetic resonance imaging (MRI) T2-weighted turbo spin echo scans with gadolinium contrast bolus 
of patient 1 in axial and coronal planes. Findings include mild left eye proptosis, with preseptal and periorbital 
oedema (red arrow), thickening and enhancement of the left optic nerve sheath (blue arrow), ocular sclera and 
extraocular muscles (green arrow) consistent with orbital apex syndrome. No other intracranial or orbital pathology 
is identified. (B) MRI T2-weighted turbo spin echo fat-suppressed scans without contrast of patient 2 in axial and 
coronal planes. Findings include enhancement of the left extraocular muscles (green arrow) and optic nerve sheath 
(blue arrow), distension of the left superior ophthalmic vein and left periorbital subcutaneous enhancement (red 
arrow). 




