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he common pathologies of orbital

apex include bacterial and fungal
infections such as invasive rhino-orbital
mucormycosis, aspergillosis, sarcoid-
osis, Sjogren’s syndrome, granulomato-
sis with polyangiitis, idiopathic orbital
inflammation, and orbital tumors [1].
The surgical approach for orbital tumors
must provide the optimal visualization
and maximum safety, especially to the
highly vulnerable optic nerve. Endo-
scopic surgery has offered a less inva-
sive and more precise approach to the
medial and inferior orbital apex, with-
out crossing the optic nerve. A review
of the literature found that few studies
report on a purely endoscopic approach
for managing apical lesions.

We present a case series of orbit-
al apex lesions managed purely by the
transnasal endoscopic approach. From
2011 to 2015, four patients with infero-
medial orbital apex lesions were treated
by the endoscopic transnasal approach.
All presented with visual acuity deterio-
ration. Complete removal was performed
in the two patients with hemangioma and
partial removal in one with schwannoma
(who had previously undergone a biopsy
via external orbitotomy). A biopsy was
performed in the patient who presented
with bilateral orbital apex inflammatory
process. Overall visual acuity improved
or remained stable in two patients and
decreased in the other two.

We demonstrated that a complete re-
moval of orbital apex tumors could be
completed using just a transnasal endo-
scopic technique. The lack of neurovas-
cular retraction and the absence of skin

incision makes the transnasal endoscopic
procedure preferable for inferomedial
apical lesions. Nevertheless, vision im-
pairment after the procedure can take
place, as seen in two patients who de-
veloped vision deterioration. Without
the procedure, the patients would have
lost their vision entirely due to the dis-
ease. No other complications were noted
during the 1-8 years of follow-up obser-
vations.

In a retrospective chart review, Mur-
chison et al. [2] showed that in three
endoscopic orbital apex surgery cases
in which intraoperative posterior nasal
septectomy was used, the procedure im-
proved visualization and surgical access
to the orbital apex and the periorbital
skull base. There were no complications
noted in these cases. Stokken et al. [3]
retrospectively reviewed 18 patients
with primary orbital apex lesions and 9
patients with sinonasal lesions predomi-
nantly involving the medial orbital apex.

All of the cases were performed endo-
scopically.

Based on our results and the studies
presented here, we believe that the trans-
nasal approach is a valuable tool for sur-
geons who are experienced with the en-
doscopic technique.

Correspondence

Dr. A. Yakirevitch

Dept. of Otolaryngology-Head and Neck Surgery,
Sheba Medical Center, Tel Hashomer 5262100, Israel
Fax: (972-3) 635-5324

email: arkadiyak@gmail.com

References

1. Jun B, Miller NR. Orbital Apex Inflammation. In:
Emergencies of the Orbit and Adnexa. Springer:
New Delhi, 2017: 179-206.

2. Murchison AP, Rosen MR, Evans JJ, Bilyk JR.
Posterior nasal septectomy in endoscopic orbital
apex surgery. Ophthalmic Plast Reconstr Surg
2009; 25: 458-63.

3. Stokken J, Gumber D, Antisdel ], Sindwani R.
Endoscopic surgery of the orbital apex: outcomes and
emerging techniques. Laryngoscope 2016; 126: 20-4.

Figure 1. A patient with left orbital apex cavernous hemangioma

[A] Preoperative MRI, axial T1 sequence with gadolinium: black arrow is pointed to the tumor;
[B] Preoperative MR, coronal T1 sequence with gadolinium: white arrow is pointed to the tumor;
[C] Intraoperative endoscopic view: asterisk shows the tumor; [D] Preoperative computerized
visual field (grey scale) of the patient’s left eye showing visual field defect; [E] Postoperative
computerized visual field of the patient’s left eye left visual field showing significant
improvement; [F] Postoperative MRI, coronal T1 sequence with gadolinium, showing orbital fat

prolapse into the adjacent paranasal sinuses

IRM = inferior rectus muscle, MRM = medial rectus muscle, MRI = magnetic resonance imaging




