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Introduction

The term silent sinus syndrome
has been used to describe the con-
stellation of progressive enoph-
thalmos and hypoglobus due to
gradual collapse of the orbital
floor, with opacification of the
maxillary sinus in the presence of
subclinical chronic maxillary
sinusitis. Currently, it is believed
to occur as a result of the sequence
of events following maxillary
sinus hypoventilation due to the
obstruction of the osteomeatal
complex.1-5

This report presents a case of
true silent maxillary sinus associ-
ated with facial haemangiomae.

Case report

An otherwise healthy 45-year-old
female consulted an ophthalmolo-
gist for an asymptomatic “sinking
in” of her right eye over a six-

month period. Ophthalmologic
examination revealed a prominent
right superior palpebral sulcus, 4
mm of inferior globe displacement
(hypoglobus), and 3 mm of enoph-
thalmos compared to the con-
tralateral eye. Extra-ocular motili-
ty was intact. Evaluation included
computed tomography (CT) of the
orbits, which revealed increased
right orbital volume and chronic
right maxillary sinusitis. The
patient was referred to the oto-
laryngologist for management of
chronic sinusitis prior to the place-
ment of an orbital floor implant. 

Two venous haemangiomae were
found: one in the right inferior
eyelid and one on the right of the
upper lip (Figure 1). Upon review,
there was no history of facial trauma
or sinus surgery. There were no
sinonasal or visual symptoms.

Review of the CT scans
revealed a partially opacified,
atelectatic right maxillary sinus

with centripetal retraction of the
medial, posterolateral, and superi-
or (orbital floor) walls of the sinus
(Figure 2). The medial orbital
floor and uncinate process were
demineralised. The uncinate
process was bowed laterally and
indistinguishable from the lateral
nasal wall. The osteomeatal com-
plex was obstructed. An axial
view showed focal inward bowing
of the posterolateral wall of the
sinus, with widening of the ptery-
gopalatine fossa and infratempo-
ral fat plane. Hypoplasia of the
anterior ethmoid air cells was
noted (Figure 3). Magnetic reso-
nance imaging in T2 revealed dis-
placement of the right masseter
muscle (Figure 4).

The patient underwent a right
endoscopic uncinectomy and
maxillary antrostomy. The patient
experienced a prompt resolution
of the enophthalmos one month
after endoscopic sinus surgery.
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Orbital implantation was not per-
formed because the enophthalmos
resolved completely spontaneously.
No changes were observed during
two years of follow-up.

Discussion

Enophthalmos resulting from
maxillary sinus pathology was
first reported by Montgomery6 in
1964. Over the ensuing 40 years,
numerous case studies and
reviews have shed further light on
the pathogenesis and management
of this and similar conditions.7-9

The characteristic CT findings
in patients with hypoplastic or
atelectatic maxillary sinus include
osteomeatal complex obstruction,
a C-shaped lateral bowing of the
uncinate process, sinus opacifica-
tion, and internal bowing of the
posterolateral, superior, and medi-
al walls of the sinus. Additionally,
anterior wall bowing, a widening
of the pterygopalatine fossa and
infratemporal fossa fat plane, an
elevation of the canine fossa, or a
relatively lateral position of the
infraorbital canal might be
seen.10,11

Symptoms resulting from pro-
longed hypoventilation of the
maxillary sinus may be absent.
When they occur they can include
a constellation of pressure, pain,
and obstruction similar to that
seen in chronic sinusitis. The
presence or absence of symptoms
can be determined by the degree
and duration of negative pressure,
the presence of inflammation, or
the degree of previous pneumati-
sation.12,13

The asymptomatic nature of the
maxillary sinus pathology allowed
for the development of cosmeti-

Figure 3
CT scan horizontal section

Figure 4
Magnetic Resonance image of maxillary sinus

Figure 2
CT scan coronal section

Figure 1
Right enophthalmos associated with facial haemangiomae
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cally significant enophthalmos
prior to diagnosis. Management of
patients with maxillary sinus
atelectasis is primarily by endo-
scopic uncinectomy and maxillary
antrostomy. The aim is to remove
the obstructing soft tissue and to
restore proper ventilation and
mucociliary clearance through the
properly found natural ostium
after correct uncinectomy. We
repeat that a cautious approach is
required to endoscopic sinus
surgery on the lateral nasal wall in
altered uncinate process anatomy
given the risk of penetration of the
lamina papyracea.14,15

Orbital implantation was not
necessary in this case because the
enophthalmos resolved simply as
a result of the alleviation of the
inciting vacuum process.
Exploration with reconstruction of
the orbital floor might be neces-
sary to re-establish ocular symme-
try, and it can be performed in a
variety of ways.9,13,16

Conclusions

This paper presented a case of
silent maxillary sinus with two
facial haemangiomae. The hae-
mangiomae were almost certainly
incidental phenomena. The silent
sinus syndrome consists of painless
facial asymmetry and enophthalmos
caused by chronic maxillary sinus
atelectasis. Although the diagnosis
is usually suspected clinically, it

is confirmed radiologically by
characteristic imaging features
that include maxillary sinus outlet
obstruction, sinus opacification,
and sinus volume loss caused by
inward retraction of the sinus
walls.
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