
Sept - Oct 2007  395

This
 P

DF is
 av

ail
ab

le 
for

 fre
e d

ow
nlo

ad
 fro

m

a s
ite

 ho
ste

d b
y M

ed
kn

ow
 P

ub
lic

ati
on

s 

(w
ww.m

ed
kn

ow
.co

m).

Spontaneous subcutaneous orbital 
emphysema following forceful nose 
blowing: Treatment options

Dear Editor,

A 28-year-old man presented with sudden and painless onset 
of left  periorbital swelling following forceful blowing of nose. 
There was no history of sinusitis, facial trauma or previous 
surgery. On examination there was massive non-tender 
left  periorbital swelling with crackling sound (crepitus) on 
palpation suggestive of subcutaneous orbital emphysema. 
On lid retraction there was mild proptosis with conjunctival 
congestion. Ocular movements, pupillary reactions and dilated 
fundus examination were normal. The visual acuity was 20/20. 
Right eye examination was normal. The patient was kept under 
observation. Aft er 48h the visual acuity in left  eye dropped 
to 20/60 with increase in conjunctival congestion associated 
with disc edema and slight relative segmental pallor of disc 
suggestive of compressive optic neuropathy. We decided to 
drain the trapped subcutaneous air. Under aseptic conditions 
a 24-gauge needle mounted on 10 ml syringe Þ lled with normal 
saline and plunger removed was introduced in the periorbital 
tissue. The subcutaneous emphysema was drained which was 
guided by air bubble eruption. Aft er this treatment, in the next 
48h there was considerable decrease in periorbital swelling, 
conjunctival congestion and disc edema and visual acuity 
improved to 20/30. Aft er three weeks left  eye returned to normal 
with visual acuity of 20/20.

Orbital emphysema is an uncommon condition occurring 
because of air trapped into loose subcutaneous tissue around 
the orbit commonly seen in cases with history of sinusitis, facial 
trauma or surgery. Lamina papyracea is the most common 
site of bony defect for passage of air from paranasal sinuses.1 
Orbital wall fracture is a common cause.2 Other causes include 
forceful nose blowing,1 post-surgical and pressure changes 
during air travel. Treatment options include observation as it 
is usually benign and spontaneous resolution occurs in two to 
three weeks.3 However, it can cause ischemic optic neuritis4 
and central retinal artery occlusion and may lead to visual loss. 
Hence when orbital emphysema shows signs of pressure eff ect 
like restricted ocular motility, sluggish pupillary reaction, disc 
edema or decreased visual acuity then drainage of trapped 
air in the subcutaneous tissue should be considered.5 It can 
be done eff ectively by simple underwater drainage of air by 
24-gauge needle2 or lateral canthotomy and cantholysis. The 
purpose of this article is to remind the readers about this simple 
and eff ective treatment of an uncommon condition to prevent 
potential visual loss.

N Shah, MS
  Government Hospital, Daman (U.T.), India

Correspondence to: Dr. Nimish Shah, Sanskruti Apartment, Flat 
No.208, Airport Road, Daman (Union Territory) 396 210, India.

E-mail: drnimishshah@rediff mail.com

Letters to the Editor

References
Mohan B, Singh KP. Bilateral sub-cutaneous orbital emphysema of 
orbit following nose blowing. J Laryngol Otol 2001;115:319-20.
Benharbit M, Karim A, Lazreq M, Mohcine Z. Emergency treatment 
of post-traumatic orbital emphysema: A case report. J Fr Ophthalmol 
2003;26:957-9.
Wearne MJ, Frank J, Bryan S. Management of orbital emphysema. 
Eye 1998;12:1016-7.
Fleishman JA, Beck RW, Hoff man RO. Orbital emphysema as an 
ophthalmologic emergency. Ophthalmology 1984;91:1389-91.
Dobler AA, Nathenson AL, Cameron JD. A case of orbital 
emphysema as an ocular emergency. Retina 1993;13:166-8.

1.

2.

3.

4.

5.

Intraoperative floppy iris syndrome 
associated with terazosin

Dear Editor,

A case series by Chang et al.1 describes a triad of characteristic 
intraoperative features to deÞ ne the intraoperative ß oppy iris 
syndrome (IFIS). We faced a similar problem in November 
2006, when a 72-year-old man with primary open angle 
glaucoma and cataract was posted for combined surgery 
(phacoemulsiÞ cation and trabeculectomy). The patient had a 
dense nuclear cataract with well-dilated pupil preoperatively. 
The procedure was a twin-site surgery in which cataract surgery 
was planned Þ rst. Aft er capsulorrhexis and hydroprocedures 
when phacoemulsiÞ cation was initiated we observed billowing 
and ß oppiness of iris. Later the pupil was constricted and the 
iris started prolapsing through the properly constructed corneal 
tunnel and side port incisions and the phacoemulsiÞ cation was 
completed with great diffi  culty. Postoperatively when we asked 
the patient about any systemic therapy for benign prostatic 
hypertrophy (BPH), he replied positively with a drug terazosin 
(hytrin) for the past Þ ve years.

In a prospective series by Chang et al,1 IFIS occurred in 
2.2% of cases; in 94% of these cases (15 of 16), patients were 
using or had been using the systemic speciÞ c alpha-adrenergic 
blocker tamsulosin. In the same article, in a retrospective 
case series the authors have reported that the syndrome was 
noted intraoperatively in 63.0% (10/16) of the tamsulosin 
patients but in none of the 11 patients on other systemic a-1 
blockers like prazosin, terazosin or doxazosin. Almost all the 
patients on tamsulosin had IFIS as they have a 24-fold greater 
affi  nity for alpha-1A than the non-selective alpha-blockers like 
terazosin. Similar Þ ndings were also observed with alfulosin2 
and antipsychotic therapy zuclopenthixol.3 Chadha et al.4 have 
reported that 57% of patients receiving tamsulosin showed 
features of IFIS compared with 1% of the non-tamsulosin group 
who had IFIS. Recently, a prospective case series by Oshika et 
al.5 also reported that there was no IFIS in patients on terazosin. 
To our knowledge this is the Þ st report of IFIS in a patient on 
terazosin. Even though it is rare for IFIS to occur in patients on 
terazosin, we believe the phenomenon in our patient could be 
due to the long-term therapy (Þ ve years).
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