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ABSTRACT
Orbital metastases are rare causes of orbital tumours, and may present with pain, photophobia,
red eye, vision loss, diplopia, proptosis, or external ophthalmoplegia. Breast cancer is responsible
for a great majority of orbital metastases. Herein, we report a 78-year-old female who had
unilateral external ophthalmoplegia due to orbital metastasis of primary breast cancer.
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Introduction

Orbital metastases account for a small proportion
of orbital tumours. The incidence is reported
between 1% and 13%.1–3 Breast is the most com-
mon primary site ranging from 28.5% to 58.8%.
Other common sites are lung, prostate, gastroin-
testinal system, kidney, and skin, respectively.4–8

Vision loss and/or diplopia, red eye, pain, photo-
phobia, external ophthalmoplegia, proptosis and/
or ptosis are common presentations of orbital
metastasis.4,9–11 Herein we report a patient with
diplopia due to external ophthalmoplegia caused
by orbital metastasis of breast cancer.

Case report

A 78-year-old female was admitted to our clinic
because of double vision appearing a month before.
The symptom onset was reported to be sudden with
gradual progression. She had been diagnosed with
right breast cancer roughly a year ago. On initial
admission, multiple bone and adrenal metastases
were detected. The pathological examination of
breast Tru-cut biopsy was invasive lobular carcinoma
and immunohistochemical staining was positive for

cytokeratin 7, and oestrogen receptor, but negative
for progesterone receptor, CerbB2 and e-cadherin.
CA 15–3 level, a tumour marker test for breast
cancer, was high. She was diagnosed with metastatic
breast cancer. On neuro-ophthalmological examina-
tion the pupils were isocoric without a relative affer-
ent pupillary defect. Colour vision in both eyes was
15/15 of the Ishihara plates. Mild ptosis of the right
eye was associated with marked restriction of eleva-
tion and adduction. Left eye movements were free in
nine gaze positions (Figure 1). Hertel exophthalmo-
metry values were normal with 14 mm in the right
eye and 15 mm in the left eye in the 110 mm base
range. Best-corrected visual acuity with a Snellen
chart was 0.5 in the right and 0.6 in the left eye.
On slit-lamp examination, there were corticonuclear
cataracts in both eyes that explained the visual
impairment. Intraocular pressure with Goldmann
applanation tonometer was within normal limits in
both eyes. Although the dilated fundus examination
was slightly blurred due to cataract, it was normal in
both eyes (Figure 2). Optical coherence tomography
parameters of the optic nerve head were normal
bilaterally. The remainder of the neurological
examination was unremarkable. Axial T1-weighted
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magnetic resonance imaging (MRI) of the orbits
revealed a soft tissue mass within the intraconal
space between the medial rectus and optic nerve,
extending to the superior right orbit. The borders
between the defined lesion and optic nerve and
medial rectus were indistinguishable (Figure 3).
Medial rectus muscle involvement detected on MRI
was the explanation for the adduction deficit whereas
compression or infiltration of the superior branch of
the oculomotor nerve was accepted as the cause of
the ptosis and elevation paresis of the right eye. She
did not volunteer to undergo fine-needle aspiration
biopsy for definitive diagnosis, but it was felt the the
most likely diagnosis was orbital metastasis with the
history of metastatic breast cancer. The patient was
referred to medical oncology and radiation oncology
for external radiotherapy planning.

Discussion

Orbital metastases usually present with unilateral
involvement and are usually observed in patients
with advanced cancer with widespread metastases.

The lateral and superior anatomical quadrants of the
orbits are most commonly affected.1,4,12 The time
interval between the diagnosis of the primary cancer
and orbital metastasis may be quite long and vary
from 4.5 to 6.5 years for breast cancer.12

Furthermore, an orbital metastasis may be the first
presentation of malignancy in almost one-third of
cases.10 Although MRI and computed tomography
are useful tools for the diagnosis, a definitive diag-
nosis is made by fine-needle aspiration biopsy of the
lesion with potential risks of bleeding, vision loss,
diplopia, dissemination of tumour cells, and globe
injury. Therefore, the pros and cons should be con-
sidered before undergoing the biopsy.4,13–16 The
diagnosis can also be made radiologically or

Figure 1. Nine diagnostic gaze positions exhibiting 3-mm ptosis of the right upper lid and markedly restriction of the right eye
elevation and adduction.

Figure 2. Colour fundus picture showing normal appearance,
but blurred due to corticonuclear cataract in both eyes (a, b).

Figure 3. Axial T1-weighted magnetic resonance scan of the
orbits demonstrates a focal intraconal mass in the right eye
between the medial rectus and optic nerve (red arrow) with
indistinguishable borders.
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clinically in a patient with widespread metastases
and/or a history of cancer.4

The treatment of orbital metastasis is mostly pallia-
tive. Although surgery, systemic chemotherapy and
hormonal therapy can be given, the mainstay treat-
ment option is external radiotherapy to control
tumour growth, preserve vision and improve the
quality of life.3 Surgery is not recommended as the
first choice due to severe ocular morbidity. However,
even if the metastatic lesion cannot be completely
removed, its application in appropriate cases can
improve the patient’s quality of life, and may relieve
pain, diplopia and proptosis.2,10,17,18 However, despite
all these treatment options, prognosis is quite poor.
The mean survival in orbital metastases secondary to
breast cancer has been reported as 31 months.4,14

Conclusion

External ophthalmoplegia, proptosis and/or ptosis
may be associated with orbital metastasis and
patients usually present with vision loss and/or
diplopia depending on the localisation of the
mass. In the presence of these symptoms and
signs, orbital metastasis should be considered in
the differential diagnosis, especially in cases with a
previous diagnosis of primary cancer.
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