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EHpOCKONCKA opbuTanHa LeKkoMnpecus npu
NaLWeHT ¢ MeTacTa3a B opbutaTa

Endoscopic orbital decompression in a patient with a metastasis in the orbit
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Pe3ome

Enpockorickara opbuTaiHa TeKOMIIPECHs € Bce Mo-Halaramia ce ore-
paTUBHA TEXHHKA 32 CIIPaBSIHE C MOBUILIEHOTO HHTPAOPOUTAIHO HaJISI-
raHe u exzodranM. [IpencraBsame KIMHUYEH ciydail Ha MajaMaTHBHA
€HJ/IOCKOIICKA OpOMTaIHA JEKOMIIPECHs] HAa MAIMEHT C METacrasa B
JsICHA OpOUTa OT aHAIUIACTHYECH KapPLIMHOM C HEU3BECTHO ITbPBUYHO
orHunie. Hampasu ce mbjHa €TMOMICKTOMHMS, PE3EKIHs Ha JIaluHa
manupanea u MHIU3uK Ha repuopoutara. Cien onepanusra Ooikara
Ha NalMeHTa HaMallsi 3HA4YMTENIHO, eK30(TaIMBT CE peTpaxupa, HO
HsMalIe MoJ00peHNe Ha 3pUTeIHaTa OCTpoTa. [1aleHThT NPOaBIKY
JICYCHUETO CH B KIIMHUKATA 110 XUMHOTEPAITHS.

Ki1rouoBM AymMu: nanuaThBHA OpOUTANHA JAEKOMIIPECHS, SHIOCKOII-
CKa XUpyprus, opOuTaIHa Meracrasa

BonBenenne

Ennockonckara opOuTamHa IEKOMIIpECHs € Bce
Mo-HaJlaramia ce OnepaTHBHA TEXHUKA 3a CIIPaBsi-
HE C TIOBUIIEHOTO HHTPAOPOUTAHO HASTaHE U
exzodpranm. Ilocnennure mMorar na Obaar nmpuvH-
HEHU OT TpaBMa, MHQEKIUs Ha OKOoTo (adcrec),
KpbBHA KOJEKIHUS (XeMaToMm) WU JOpH TyMOp B
WY OKOJIO ouHmIarta. Hail-uecrara nHOuUKanus 3a
Mporierypara B Is1 CBAT 00ade € opOouTonarusTa
npu Gonectra Ha Graves’ (Basedow).

Haii-pannara xupypruuHa TeXHHKa 3a OpOMTaIHA
nexoMmpecust € u3nomsana ot Dollinger mpe3 1911
I. ¥ YTHJIM3Upa TEXHUKATA HA JIaTepaliHa OpOUTaIHA
nexommnpecus [1, 2, 3]. Onepanusita npeacTapisiBaia

Abstract

Endoscopic orbital decompression is an evolving operative technique
for managing intraorbital pressure, exophthalmos and reduced visual
acuity. We present a clinical case of a palliative orbital decompres-
sion in a patient with metastasis in the right orbit from anaplastic
carcinoma of unknown origin. Full ethmoidectomy was performed,
resection of lamina papyracea and periorbital incisions followed.
After surgery patient reported of considerable reduction of pain and
exophthalmos but no improvement of visual acuity was registered.
Patient carried on his treatment with chemotherapy.

Key Words: palliative orbital decompression, endoscopic surgery,
orbital metastasis

Introduction

Endoscopic orbital decompression is an evolving
operative technique for managing intraorbital pres-
sure, exophthalmos and reduced visual acuity. The
latter could be caused by trauma, an infection of the
eye (abscess), a collection of blood (hematoma), or
even a tumor within or around the eye, but the most
common indication for this procedure worldwide is
Graves' orbitopathy.

The earliest surgical approach used in orbital
decompression by Dollinger in 1911 used the tech-
nique of bony decompression of the lateral wall of
the orbit [1, 2, 3]. This surgery was modeled after
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Morudukanms Ha TexHuKata Ha Kronlein 3a mpe-
MaxBaHE Ha JIaTepajHU OpOUTaIHU TyMOopH [1, 4] u
7laBa KaTo pe3ynraT caMo JIEKOCTEIIEHHA JIEKOMIIpe-
cus [1,3] mo mocoka Ha fossa temporalis [4]. Hpyru
TEXHUKH 32 JEKOMITPECHs] yTUIIN3HPAT CBAJITHETO HA
e/lHa WM TIOBeYe CTEHH Ha opOurara. Jlekommnpecu-
ATa 4pe3 CBAISHE Ha OPOUTAIHUS MOKPHB, M3IION3-
BaHa ot Naffziger npe3 1931 r, mo3BossiBa 10CTbII
W 10 JBaTa OpOWTATHHM arekca Mpu OwarepaiHa
HEBpOIaTHs Ha n.opticus, HO CHIIO JaBa MaJIKOCTe-
neHHa aexommpecus [3]. Jpyr MuHyc e, 4e TO3U
MOZIXO/I YBENMYaBa PHUCKA 32 MECHUHIHT, M3THYaHE
Ha 1iepeOpocHaIHa Te9HOCT [ 1] 1 TpaHcMucHus Ha
nepeOpaHu MmyJcaly KbM OKoOTO [5]. Jlekommpecu-
ATa Ha MEAMAIIHATA U JIOJTHATa CTeHa Morar Jia ObJar
npwiaranu nootaenHo [3]. TlogxombT Ha Sewall,
BbBeJieH npe3 1936 1., BKITouBa BHHIIIHA €TMOHJIEK-
TomHs, a TexHukara Ha Hirsch, pa3paGorena mpes
1950 r., BrirouBa nommHa opoutoromus [1]. KomoOu-
HUpaH noaxox, onucad ot Walsh u Ogura npe3 1957
I, BkmouBa TpancantpamHa Caldwell-Luc nexom-
npecHs Ha MeIUajiHaTa U JIOJHA OpOHTallHA CTEHa,
TIPU KOETO ce M30sTBar BHHIHM pa3pesu [ 1, 3]. Tosa
€ U Hail-yecTo M3IO0JI3BaHaTa TeXHUKa 4yak 10 80-te
TOAVHMA Ha MUHAJIMA BeK [6]. Bucokara decrora Ha
MOCTOIIEpaTMBHATA JUIUIONUS W WH(ppaopOUTaIHa
XunecTe3us Win OOoJNKa ca BaKHH M YECTH YCIIOXK-
HeHus [7]. 3ama3BaHeTO Ha MpeAHATa MepuopOuTa
e OWIo mpeiaraHo Kato MeTon 3a u30srBaHe Ha
MOCTONEPATUBHUTE HAPYILICHUS HA MOTHJIMTETA HA
O4HTE.

banancupana gexomnpecus

banancupanara nexkommpecuss Ha MeauanHata U
JarepaiHa OpOWTagHa CTEHAa HACKOPO YBEIUYH
NOIYNSPHOCTTa CH, TBH Karo MpeArnoyiaraeMo
HaMaJIsiBa YeCToTara Ha MOCTONEepaTuBHUSA CTpaOu-
3pM [8, 9]. IlocTynupaHo €, 4ye Ta3u TEXHUKA MOXKE
Jla Hamaiu JIO0JIHO-MEIMaJTHOTO H3MECTBaHE Ha
OynOyca ¥ Ja TIOTEHIMpa B3aUMHO €KBHBAJICHTCH
nponarnc Ha m.rectus medialis u m.rectus lateralis
B OKOJIHOTO MPOCTPaHCTBO. JlOMbIHMUTENHA IIpe-
BEHLMS Ha JUIUIONUATA U AUCTONHUATA HA Oyinlyca
ce TOCTUra 4pe3 3ara3BaHe Ha JIOJIHO-MeTuaus
KOCTEH CEIrMEHT Ha opOuTaTa MeXIy MaKCHJIApHUS
u etmoujanaure cunycu [10].

Enpockornckara TexHuka 3a opOUTaiHa AEKOMIIpe-
CHsI TI03BOJISIBA ITBJIHA JIEKOMIIPECHS Ha MEAMaIHa-
Ta opOUTANIHA CTEHA MPHU J0OBP BU3yaJleH KOHTPOI
M € T0-MaJKO WHBa3MBHA OT IO-TPAIUIIMOHHUTE
TEXHUKH C TpaHcdauaieH 10cToi [1].
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Kronlein's removal of lateral orbital tumors [1, 4]
and produced only a small amount of decompres-
sion [1,3] into the temporalis fossa [4]. Other bony
decompression techniques remove one or more
walls of the orbit. The orbital roof decompression
advocated by Naftziger in 1931 allowed access to
both orbital apices in bilateral optic neuropathy, but
again offered little in the way of decompression
[3]. This approach also exposed the patient to the
associated risks of meningitis, cerebrospinal fluid
(CSF) leaks [1], and transmission of cerebral pulsa-
tions to the eye [5]. Decompression of the medial
and inferior walls may be performed separately [3].
Sewall's approach, introduced in 1936, involved an
external ethmoidectomy, whereas Hirsch's, devel-
oped in 1950, involved an inferior orbitotomy [1].
A combined approach described by Walsh and
Ogura in 1957 involved a transantral Caldwell-Luc
decompression of the medial and inferior orbital
walls, which avoided external incisions [1,3]. This
was the procedure of choice until the early 1980s
[6]. The high incidences of postoperative diplopia
and infraorbital hypesthesia or pain are notable
complications [7]. Preservation of the anterior
periorbita has been suggested as a technique by for
reducing postoperative motility disturbances.

Balanced decompression

Balanced decompression of the medial and lateral
orbital walls has gained recent popularity because it
may lessen the occurrence of postoperative strabis-
mus [8, 9]. It is postulated that the balanced decom-
pression may limit the infero-medial displacement
of the globe and produce an equivalent prolapse of
the medial and lateral rectus muscles into the sur-
rounding space. Further protection from diplopia
and globe dystopia is provided by preservation of
the infero-medial strut that exists at the junction of
the maxillary and ethmoid sinuses [10].

The endoscopic approach to orbital decompres-
sion allows complete decompression of the medial
orbital wall with good landmark visualization [1],
and is less invasive than traditional transfacial
approaches.
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To3u eHOOCKONCKM JOCTBII OMBa CpaBHSABAH C
BBHIIHUSA 1oax0/] Ha [laTepchH B KOXOPTHO MPOyY-
BaHe ¢ 33 mauueHTu. EHTOCKOIICKaTa TEXHUKA UMa
JOITBJIHUTETHOTO MPEIUMCTBO Jia M304rBa BbHII-
HUS JIOCTBIT U CHOTBETHO — OPOPMSIHETO HA Oeresn
IO JIMLETO, KaTO ChIIEBPEMEHHO C€ OChIIECTBIBA
eeKTHBHA JAEKOMIIPECHsI HA €TMOUIATHUTE KJIET-
Kd, lamina papyracea W MeauaiHus OpOUTaJIeH
nmof. Ilo To3u HaumH OynOychT M OpPOMTAITHOTO
CBhIBPKUMO TMpojadupar B eTMOMAAIHATA KyXH-
Ha [3]. Ilpu BBOpOCHATa KOXOpPTa MOKA3aHHUETO
3a XUPYPrUYHO JIEYCHHE MpPH BCUYKU MALUCHTH
e Omnma m3paseHa mpomnros3a. TpuHameceT OT TAX
MIPEMUHABAT €HJOCKOIICKA IpoLenypa, a 21 — ome-
pamus mo Patterson. [loxmamsa ce momoOpeHme
Ha aKcHaJlHaTa IpoITo3a oT cpeaHo 4.4 MM mpu
EHJIOCKOIICKaTa TMpoleaypa cpeury 3.8 MM 1IpH
BeHITHUS noaxo [3]. Kato qombaHeHue 3puTenHa-
Ta OCTPOTA M I[BETOBATA MEPLENINS Ce TOA00psBaT
Nnpyd TpUMa OT TMAIMEHTUTE OT ,,eHJOCKOICKara‘
rpyna. [IpoyuBane Ha rpyna ot 19 nanuenTu, npu
KOMTO Ca M3BBPLICHH 00110 29 eHI0CKOIICKU Tpo-
nenypu ot May, cbo0miaBa 3a CXOIHH pE3yNTaTH,
IO CE€ Kacae /10 HaMaJIIBaHETO Ha mpomnro3ara — 4.2
MM 110 u3MepBarennus meron Ha Hertel. Ckopor-
HO mnpoyuBaHe Ha cepus oT 10 mauuentu ot Wee
[11] bk gemoHCcTpHpa cpeaHa peayKuus ¢ 4.4 MM,
CpPaBHUMO C BbHIIHUTE noaxoau. [lomoOpenue Ha
3pHUTEIHATa OCTPOTa OMBA JOKJIAIBAHO PH BCUUKU
MAIUEHTH C MPEIBAPUTEITHO HAMAJICHHE.
Hamepuxme camo enHa crarus, onMcBalia rnajiua-
TUBHA OpOUTAITHA IEKOMITPECHS IIPU CXOACH CIIydaid
Ha MeTacraza OT MellaHoMa B opOuTara, myOInKy-
BaHa B Laryngoscope, HO B KOHKPETHHS Cily4yai e
OMJI M3MOJI3BaH BBHHIICH H0CTHII [12].

Kaununven cayyvaii

[TarueHT ChC CHITHO HW3pa3eH eK30(TaM, IThIHA
3aryba Ha 3pEHHETO Ha JSICHOTO OKO W nmuMmdase-
HOTIaTUsl B JsiICHaTa akcwia Oe XOCTHTaU3WUpaH
mo crenrtHocT B knuHuKara. Cren HampaBeH KAT
Ha TJlaBa C€ BH3yaju3upa TyMOp B opOwuTara,
CYCIIEKTeH 3a MeTacTaruueH mporec (Purypa 1).
Exorpadusta Ha yepHus 1pod MoKaza MHOXKECTBO
Mertactasu, a nocieasamusaT PET-CT motebpau
MHOTOOPOWHHU Pa3CeWKH B ISJIOTO TSUIO OT HEW3-
BECTHO IHPBUYHO OTHUIIE. B3e ce Oworicus ot
YTOJIEMEHUTE aKCHJIApHU JUM(GHU BB3JIM U XHUC-
TOJIOTUYHUAT PE3yaTar Oe TUTAaHTCKOKJIEThYCH
AHAIUTACTHYEH KapIWHOM. 1B KaTo OCHOBHOTO
OTUIaKBaHE Ha ManueHTa O CHIIHATA W HelpecTaH-

This endoscopic approach was compared with the
external Patterson approach through the nasojugal
fold in a cohort study of 33 patients. The endo-
scopic approach offers the additional advantage of
eliminating the external scar, while decompressing
to ethmoid sinuses, the lamina papyracea, and the
medial orbital floor. In so doing, the globe and
orbital contents prolapse into the ethmoidal cav-
ity [3]. Axial proptosis was the sole indication
for surgery in these patients. Thirteen patients in
this series underwent endonasal endoscopic sur-
gery, while 21 received treatment by the Patterson
approach. A mean of 4.4 mm of improvement in
axial proptosis was achieved in comparison with
3.8 mm in the external approach [3]. In addition,
visual acuity and color perception improved in 3
patients in the endoscopic group. A study of 29
endoscopic decompressions in 19 patients by May
achieved similar results with respect to improve-
ment in proptosis, with a 4.2 mm mean reduction
by Hertel measurements. A recent series of 10
patients by Wee [11] demonstrated an average
reduction by 4.4 mm, comparable to external sur-
geries. Improvement in visual acuity was found in
all patients with impairment.

We have found only one article describing a pal-
liative orbital decompression in a similar case of a
metastasis from melanoma in the orbit published in
laryngoscope but an external approach in that case
was used [12].

Case report

We hospitalized from ER-department a 51-year old
patient who came with a massive exophthalmos
and full visual loss on the right eye and lymphade-
nopathy in the right axilla. A CT was performed
and a tumor in the orbit was visualized suspicious
for a metastasis (Figure 1). Ultrasound of the liver
revealed multiple metastasis in the liver and the
PET-CT confirmed massive amount of metastasis
in the whole body from an unknown primary ori-
gin. Biopsy was taken from the enlarged axillary
lymph nodes and the histological result was giant
cell anaplastic carcinoma. Since patient’s main
complaint was the debilitating pain in the eye and
the massive exophthalmos we proceeded with a
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dwr. 1.

Ha 0OJIKa B OKOTO M MaCHUBHUST €K30()TaiM, ce B3e
peleHne 1a ce OChUIECTBU NaJUaTUBHA OpOHTa-
Ha Jgexkommpecusi BascHo. I[log obma anecresus
ce 3armoyHa JUCEKIHMS Ha €TMOM[A, WU3ION3BANKU
0-rpamycoBa eHIOCKOIICKa kamepa. Peserupaxa ce
NPEIHNUTE U 33JHUTE eTMOMJAIHU KieTku. basara
Ha yeperna Oe WACHTU(UIMpPAHA U CIIEACHA Karo
opuentup. Kierkara Ha agger nasi u ropHara 4act
Ha processus uncinatus Osxa pa3enupanu B OJW-
30CT 10 ()pOHTAIHUS perecyc, HO NOCIeTHHUIT Oe
3ama3eH 3aeHO C JIMTABUYHOTO MY MOKPHUTHE.

Crnen ermomaekToMuaTa O€ H3BBPIUICHA MIMPOKA
aHTpoctoMusi. be mpensupeHo pasMepbsT M Ja €
JOCTAaTh4YHO TOJISIM, Taka 4e Ja He ce OOIUTEpH-
pa mpu mposabupaHeTo Ha OopOMTalHATa MacTHa
THKaH, KaKTO ¥ C IeJl AUPEKTHA BU3yalIn3alus Ha
noja Ha ouHHIATa. BrocnenctBue Oe Hampase-
Ha C(EHOMIOTOMUS, LeNdlla OOEAMHSBAHETO Ha
jarepajHaTa CTeHa Ha C(HEHOWJATHHS CUHYC C
lamina papyracea. 3amo4yHa pe3eKIys Ha Menua-
HaTa cTeHa Ha opourara (durypa 2), n3non3Baku

dur. 2.

mucektop Ha Freer m ¢oprenc Ha Blakesley mo
opOutanHus anekc. [IpenHara rpaHuna Ha Jamu-
HEKTOMUsITa Oe (DPOHTAIHUSAT perecyc, 3amna3Baii-
KU JIaKpEMaJiHaTa KOCT Ha ToBa HUBO. Ciex karto

40

412016

Fig. 1.

palliative orbital decompression on the right site.

Under general anesthesia dissection of the ethmoid
was begun using the 0-degree endoscopic lens, by
resecting the anterior and posterior ethmoid cells.
The base of the skull was identified and followed
between the lamina papyracea and the conchal lam-
ina as landmarks for the rest of the dissection. The
agger nasi cell and the upper portion of the unci-
nate process were resected near the frontal recess,
but the latter structure was preserved intact along
with its mucosal lining. After ethmoid dissection,
a middle meatotomy is performed. It should be
large enough to prevent its obliteration with the
orbital fat and thus avoid maxillary sinusitis. Then
a large sphenoidotomy is made to join the lateral
wall of the sphenoidal sinus and the lamina papy-
racea. Once this has been achieved, resection of the
medial wall of the orbit is begun (Figure 2) using a
sickle knife, then continued with a Freer dissector
and a Blakesley forceps, taking care to resect all of
this structure up to the sphenoethmoidal union and

Fig. 2.

the orbital apex. The bone resection stops below
the frontal recess, preserving the lamina papyra-
cea and the lacrimal bone at this level. Once the
periorbit has been exposed (Figure 3) along the
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nepuopOutara 6e orkputa (Purypa 3) mo msara
ABbJDKMHA Ha €TMOHMAA, CC HallpaBU XOPHU3O0HTAJIHA

entire length of the ethmoid, a superior horizontal
incision is made parallel to the base of the skull. A

dwr. 3.

ropHa MHIM3US, YCIOpEIHa Ha 0a3ara Ha 4epera.
[TomoOHa WHIM3KS ce HampaBu MPUOTH3UTETHO |
CM M0-HaJ0Jy, MapayieHo Ha mbpBata. Cien nek
Macakuparil HaTHCK BbpXy Oys0yca, IeJIsI mpoJia-
6I/IpaHeT0 Ha MAaCTHa TbKaH B JUCCUHWPAHHUA CTMO-
un (durypa 4), ce U3BBPUIN YACTUYHA PE3EKIIHS
Ha MacTHaTa ThKaH ¢ ThbHBK (opuenc Ha Blakesley,

Fig. 3.

similar incision is carried 1 cm below and parallel
to the first one, thus retaining an anteroposterior
medial fringe of periosteum along the course of
the medial rectus muscle. After a light massage
on the ocular globe so that the adipose tissue will
partially occupy the dissected ethmoid (Figure 4),
a partial adipose tissue resection is performed with

dwr. 4.

KaTo ce ClefielIe 3a MO-TOJIEeMH JIBHKEHUS Ha Oyi-
Oyca, MHAWLIMPAIY TPaKIUs HAa MEIUAHUS MpaB
MYCKYII.

Cnen onepanusita 0ojKara Ha MalMeHTa Hamals
3HAUUTEITHO, eK30(TATIMBT CE peTpaxupa, Ho HIMa-
e nofo0peHue Ha 3purenHara ocrpora. [lanuen-
TBHT HNPOIBIIKY JIEYEHUETO CH C XUMHUOTEPAITHUSL.

Jakiouenue

Ennockonckara opbuTagHa AeKOMIpEcHUs € IeHEeH
HHCTPYMEHT B pbueTe Ha YHI'-cnenuanucra npu
O6opba ¢ TeXKH ciaydad Ha TMOBHIIEHO OPOUTATHO
HaJsiraHe, NPUYMHEHO OT PAa3IMYHU NaTOJIOTUYHH

Fig. 4.

thin Blakesley forceps, while monitoring any sub-
stantial movement of the globe that could indicate
direct traction on the medial rectus muscle.

After surgery patient’s pain has significantly
decreased along with exophthalmos but there was
no improvement in visual acuity. Patient carried on
his treatment with chemotherapy.

Conclusion

Endoscopic orbital decompression could be e valu-
able tool in ENT’s hands for solving severe cases
of increased orbital pressure caused by different
pathologies among which secondary malignan-
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MNPpUYIWHHU, BKJIIOYUTCIHO BTOpPUYHMU OI'HUIIA Ha
HCOILIa3uu, IIpu KOUTO Op6HTaJIHaTa CK3aHTCpanus

HC

Ou moBHIIMIA OYaKBaHaTa IPpOABIDKUTCIHOCT

Ha XKHMBOTa.
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cies when orbital exanteration is not expected to
increase life expectancy.
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