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Subperiosteal hematoma 
of the orbit associated 
with subfrontal hematoma 
presenting as proptosis

Sir,
Blunt trauma to the head may result in extradural 

hematomas, which are common over the temporoparietal 
region and associated with injury to the meningeal 
arteries. Subperiosteal hematomas of the orbit are rare 
presentations after head injury, with only a few cases 
reported in the literature.[1,2] We report a rare case where 
extradural orbital hematoma presented as proptosis 
following head injury in a conscious young boy. A 
14�year-old boy from rural central India presented with 
history of fall from the bicycle one day ago. He sustained 
injury in the form of a scalp contusion over the left frontal 
region. There was no history of loss of consciousness 
or any bleed from the oral, nasal or auricular orifices. 
He had no signs of raised intracranial tension or any 
neurodeficits. The patient was admitted for observation. 
Next day he developed proptosis of the left eye, which 
gradually progressed over 24h. He also developed 
throbbing pain over the left orbit and complained of 
diminution of vision by Day 2. On examination he was 
fully conscious, with a normal Glasgow coma scale. 
Bilateral pupils were equal and normally reacting to 
light. He had restriction of movements of the left eye, 
with marked limitation of elevation and slight limitation 
of depression, abduction and adduction. Fundus 
revealed a hyperemic disc, macular edema, absence of 
spontaneous venous pulsations and slightly dilated and 
tortuous retinal veins. He had no cranial nerve palsy or 
long tract signs. Proptosis of the left eye was observed. 
X-ray skull revealed no bony abnormality. Computed 
tomography (CT) of the head demonstrated a large 
frontal and subfrontal extradural hematoma, which 
was pushing the left eyeball anteriorly [Figures 1, 2]. No 
orbital roof fracture was demonstrated. He underwent 
left frontal craniotomy, superolateral orbitotomy and 
both hematomas were evacuated. Proptosis resolved 
immediately after evacuation. Visual acuity returned to 
normal on the second postoperative day. Postoperative 
course was uneventful. After four months of follow-up, 
patient was asymptomatic and attending school. The 
present case reported is rare, as only a few cases of retro-
orbital subperiosteal hematomas have been reported 
previously. All the previous case reports, including the 
present one have been in young males. This is likely due 
to higher incidence of trauma in them and also because 
orbital periosteum is easily detachable.[1,2] Apart from 
trauma other rare causes of retro-orbital subperiosteal 

Figure 2: CT scan coronal view, showing left frontal extrduarl hematoma, 
with subperiosteal collection in left orbit

Figure 1: CT scan axial view, showing left retro-orbital hyperdense 
collection puhing the eyeball anteriorly

hematoma include giant cephalhematoma,[3] sickle cell 
disease[4] and chronic sinusitis.[5] As the proptotic eye is 
pushed anteriorly against the canthis, pressure within 
the eye increases until there is inadequate perfusion 
of the eye due to the pressure effects. This can lead 
to diminution in vision as in our case. Preservation of 
consciousness is also rare in previous reported cases. 
In a series of 10 cases of extradural hematomas with 
proptosis reported previously,[1] eight had impaired 
consciousness and associated frontal hematoma. The 
present case did not have any orbital roof fracture. In a 
previously reported case series retro-orbital hemorrhage 
was reported in only two cases and one of them had 
fracture of the orbital roof.[1] It is important to recognize 
and treat this condition early, as extradural hematomas 
have a high mortality.[1,2] Computed tomography scan 
of the orbit is the most common method of diagnosing 
a retrobulbar hematoma. Bedside CT scan, in a busy 
emergency setting ultrasonography may aid in the rapid 
diagnosis of a retrobulbar hematoma.[5] This case also 
signifies the importance of prompt surgical intervention, 
as the patient had a complete recovery.
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Ganglion: An uncommon 
cause of compressive 
peroneal neuropathy

Sir,
Peroneal nerve injury usually results from fracture 

of the fibula neck or direct pressure from an ill-fitting 
plaster cast.[1] Ganglionic cysts developing in the sheath 
of the peroneal nerve or joint capsule around the knee 
is a rare cause of compressive peroneal neuropathy.[1-3] 
We report a rare case of compression of peroneal nerve 
by ganglion and discuss the clinical and radiological 
features. A 40�year-old female presented with slowly 
progressive swelling in the upper lateral aspect of the 
left leg since one year. It was associated with progressive 
weakness of the left great toe with loss of sensation 
over it. There was no history of trauma or any other 
swellings. Her general and systemic examination was 
unremarkable. Neurologically she had weakness of 
left EHL (Extensor hallucis longus) of Grade 3/5 with 
loss of sensation in S1 dermatome. Local examination 
revealed a 10X3cm in size, ill-defined, firm, non-
tender, non-pulsatile, immobile swelling on the lateral 
aspect of the upper part of the left leg [Figure 1]. The 
skin over it was free and healthy. Blood investigations 
were normal. The MRI of the left leg and knee showed 
hypointense lesion on T1W images, extending from 
the proximal tibiofibular joint region and displacing 

Figure 1: Ill-deÞ ned swelling over upper part of lateral aspect of left leg

Figure 2: A. MRI T1W coronal image of upper third of left leg showing 
hypointense well-deÞ ned lesion in upper part of leg. B. MRI T1W sagittal 

image showing upper edge of the lesion in relation to Þ bular head. C. 
MRI T2W image showing that lesion is becoming hyperintense (also 

showing relation of upper edge Þ bular head). D. MRI T2W fat suppression 
sequence showing that lesion is hyperintense

Figure 3: The lesion had thin capsule containing yellowish jelly-like 
material
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