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meningiomas for orbital decompression
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Introduction

Endoscopic transorbital resection for spheno-orbital meningioma presents a less
invasive alternative to craniotomy with reduced risk of post operative cosmetic
deformity, with some studies citing equal or superior rates of gross total resection
(GTR) than open approaches.’? When the primary goal of surgery is orbital
decompression, with intracranial tumor resection as a secondary aim, transorbital
endoscopic surgery provides an alternative approach to traditional craniotomy.
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Case series of seven patients with spheno-orbital meningiomas who underwent
combined transorbital decompression surgery by neurosurgery and oculoplastic
multidisciplinary teams at a single center from July 2023- July 2024.
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Surgical Procedure

Lateral eyelid crease incision and subperiosteal dissection to the lateral orbital rim
with bony marginotomy, retraction of the temporalis, periorbita and globe.
Surgical loupes were used for visualization of the superficial aspect of the
hyperostotic bone, which was removed with coarse and fine drilling. Endoscope
visualization was used when resection transitioned to deeper bony drilling,
intracranial tumor resection, and dural reconstruction.

Discussion

For hyperostotic spheno-orbital meningiomas, orbital decompression via a
transorbital endoscopic approach can achieve meaningful tumor resection and
reduce pain, decrease proptosis, and relieve compressive optic neuropathy. Gross
total resection is not a feasible surgical goal for patients with tumor invasion into
the ethmoid sinuses or superior orbital fissure. Dural resection from a transorbital
approach has limitations, thus, from an oncologic perspective, an open craniotomy
may offer more complete resection. Bi-directional referral patterns and a
collaborative approach between oculoplastics and neurosurgical services optimizes
care for patients with these challenging skull base lesions. It also fosters cross-
specialty evaluation of a symptom targeted approaches and identifies which
patients are ideal surgical candidates for transcranial versus transorbital surgery.
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