
Poster Print Size:
This poster template is 44” high by 30” 
wide but can be used to print any size 
poster with a similar aspect ratio.

Placeholders:
The various elements included in this 
poster are ones we often see in 
medical, research, and scientific 
posters. Feel free to edit, move,  add, 
and delete items, or change the layout 
to suit your needs. Always check with 
your conference organizer for specific 
requirements.

Image Quality:
You can place digital photos or logo art 
in your poster file by selecting the 
Insert, Picture command, or by using 
standard copy & paste. For best results, 
all graphic elements should be at least 
150-200 pixels per inch in their final 
printed size. For instance, a 1600 x 
1200 pixel photo will usually look fine 
up to 8“-10” wide on your printed 
poster.

To preview the print quality of images, 
select a magnification of 100% when 
previewing your poster. This will give 
you a good idea of what it will look like 
in print. If you are laying out a large 
poster and using half-scale dimensions, 
be sure to preview your graphics at 
200% to see them at their final printed 
size.

Please note that graphics from websites 
(such as the logo on your hospital's or 
university's home page) will only be 
72dpi and not suitable for printing.

[This sidebar area does not print.]

Change Color Theme:
This template is designed to use the 
built-in color themes in the newer 
versions of PowerPoint.

To change the color theme, select the 
Design tab, then select the Colors drop-
down list.

The default color theme for this 
template is “Office”, so you can always 
return to that after trying some of the 
alternatives.

Printing Your Poster:
Once your poster file is ready, visit
www.genigraphics.com to order a 
high-quality, affordable poster print. 
Every order receives a free design 
review and we can deliver as fast as 
next business day within the US and 
Canada. 

Genigraphics® has been producing 
output from PowerPoint® longer than 
anyone in the industry; dating back to 
when we helped Microsoft® design the 
PowerPoint software. 

US and Canada:  1-800-790-4001
Email: info@genigraphics.com

[This sidebar area does not print.]

Transorbital approach resection for schwannoma at 
superior orbital fissure: A Case Report

Kyung Rae Cho1, Hyun Jin Shin2

1 Department of Neurosurgery, Konkuk University Medical Center, Seoul, Korea
2 Department of Ophthtalmology, Konkuk University Medical Center, Seoul, Korea

Kyung Rae Cho, M.D., Ph.D.
Department of Neurosurgery, Konkuk University Medical Center
medicasterz@gmail.com; 20200459@kuh.ac.kr
+82-10-9477-6068

Contact
1. Lim et al., Endoscopic transorbital extradural anterior clinoidectomy: A stepwise surgical technique and case series study [SevEN-013]. 

Frontiers in Oncology.  2022

2. Manfrellotti et al., The meningo-orbital band from an endoscopic transorbital approach: an anatomical study  Front. 
Neuroanat., 2025

3. Serioli et al., Surgical Anatomy of the Microscopic and Endoscopic Transorbital Approach to the Middle Fossa and Cavernous 
Sinus: Anatomo-Radiological Study with Clinical Applications Cancers 2023

4. Almeida et al., Transorbital endoscopic approach for exposure of the sylvian fissure, middle cerebral artery and crural cistern: an anatomical 
study. Acta Neurochirurgica. 2017

References

Introduction: Resection of superior orbital fissure (SOF) tumors is challenging. 
We highlight the Endoscopic Transorbital Approach (ETOA) as a brain retraction-
free, direct corridor to the SOF.
Case: A 33-year-old male with intermittent diplopia presented with a 2-cm SOF 
mass (suspected abducens nerve origin). Using ETOA, the tumor was 
successfully resected following extensive sphenoid wing drilling and meningo-
orbital band incision. Postoperative dense lateral gaze palsy occurred, which 
MRI revealed was due to lateral rectus muscle edema rather than neural injury.
The palsy was transient, and the patient achieved complete functional recovery 
at 1-year follow-up. 
Conclusion : ETOA is a superior, minimally invasive option for SOF tumors.

Abstract

To visualize the SOF, the greater wing of the sphenoid (GWS) was drilled, 
followed by the lesser wing (LWS). The sagittal crest (SC) was then removed and 
the meningo-orbital band(MOB) was incised to achieve sufficient exposure for 
tumor resection.

Introduction

A thirty-three-year-old man visited the clinic with recurrent intermittent 
diplopia. He had no underlying diseases or abnormal neurologic symptoms and 
signs other than diplopia. Magnetic resonance imaging (MRI) revealed a 2-cm 
extra-axial mass near the SOF.

Case presentation

Schwannomas arising within the superior orbital fissure (SOF) are clinically rare 
and present significant surgical challenges due to the dense concentration of 
cranial nerves in a confined space. Although the exact nerve of origin is often 
difficult to identify intraoperatively, the patient’s preoperative history of 
recurrent intermittent diplopia strongly suggests that the tumor likely 
originated from the abducens nerve (CN VI).
The primary goal of surgical intervention in this region is gross total resection 
while minimizing functional deficits. The endoscopic transorbital approach 
(ETOA) provides a direct surgical corridor to the SOF. In our case, extensive 
bone work, including drilling of the sphenoid wings and incision of the 
meningo-orbital band (MOB), was essential to achieve sufficient exposure of 
the SOF dura. While an incidental rupture of the periorbita occurred during the 
initial phase of the procedure, it was a manageable event and did not directly 
dictate the subsequent surgical steps.
A notable postoperative finding was the development of a dense lateral gaze 
palsy. Interestingly, despite this immediate deficit, the patient achieved a 
complete recovery within one year. Given the successful preservation of nerve 
continuity during the microsurgical dissection, this transient palsy was likely not 
the result of direct neural injury. Instead, it can be attributed to significant 
edema of the lateral rectus muscle, as suggested by the postoperative MRI. The 
inflammatory response and swelling of the muscle within the narrow SOF likely 
hindered its contractility, leading to a temporary restriction of lateral eye 
movement.
This case demonstrates that while the SOF is a high-risk zone for cranial nerve 
morbidity, the ETOA allows for safe and effective resection. Furthermore, it 
highlights that postoperative extraocular muscle palsy in this context may be a 
transient phenomenon caused by local muscular edema rather than permanent 
nerve damage, portending a favorable long-term functional prognosis.

Discussion

Resection of tumors located at the superior orbital fissure (SOF) is challenging. 
The pterional or orbitozygomatic approach with clinoidectomy has been 
traditionally used to reveal the lateral wall of the SOF. Recently, the endoscopic 
transorbital approach (ETOA) has emerged as an effective method to reach 
these lesions. We present a successful resection of a schwannoma located at 
the SOF via the ETOA.

Preoperative nine-cardinal-position gaze photography 

showing no specific extraocular muscle (EOM) palsy.

Preoperative T1-weighted contrast-enhanced MRI 

(Axial, Sagittal, and Coronal views). The yellow arrows 

indicate a well-defined, enhancing mass at the left 

superior orbital fissure, extending to the orbital apex 

and the anterior cavernous sinus.

ETOA was planned for tumor resection. However, an incidental rupture of the 
periorbita occurred at the beginning of the procedure, which made it 
challenging to retract the orbital contents and secure adequate surgical space.
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After exposing the lateral 
wall of the SOF dura, the 
tumor was successfully 
resected using ring 
curettes and forceps.
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Postoperative MRI demonstrated gross total resection of the 

tumor, along with edema at the lateral orbital wall. However, 

significant contusion was noted at the surgical site, and the 

patient exhibited dense lateral gaze palsy immediately 

following the procedure.
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Histopathological examination confirmed the diagnosis of a schwannoma. The 
patient's EOM limitation improved gradually over time. At the 3-month follow-
up, only slight diplopia remained during lateral gaze. However, by the 1-year 
follow-up, the EOM limitation had completely resolved, and the patient was 
entirely asymptomatic.
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