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Orbital tumors






) Wascular
 Capillary haemangioma

tum%uéﬁlous haemangioma

2. Lacrimal gland
tu Hi @iﬁzﬁglc adenoma

3. Neural tumours
* Optic nerve glioma
* Optic nerve sheath meningioma
* Sphenoidal ridge meningioma

4. Miscellaneous tumours
* Lymphoma
* Rhabdomyosarcoma
» Metastases
e Invasion from
sinuses
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ost common orbital tumour in children
. Presents 30"/gat birth and 100% at 6 months
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. Most commonly 1n superior anterior orbit
. May enlarge on coughing or straining
. Associated ‘strawberry’ naevus i1s common



Capillary
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» High output cardiac failure
« Kasabach-Merritt syndrome -
thrombocytopenia, anaemia

e Maffuci syndrome - skin
haemangiomas, enchondromata

Treatment

 Steroid injections - for superficial
component

» Systemic steroids

* [ocal resection - difficult

» Growth during first year
» Subsequent resolution -
complete in 70% by age 7 years



Cavernous haemangioma

* Most common benign orbital tumour in adults \ad
Usually located just behind globe pf esents ? c s .\"2 Lle
Female preponderance - 70% conp) 2 P
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Presents - 4th to 5th decade

Slowly progressive axial proptosis May cause choroidal

, . folds
Treatment - surgical excision
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Classification of lacrimal gland tumours
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LACRIMAL GLAND TUMOURS
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Lymphoid tumours Pleomorphic Malignant
Pseudo tumours adenoma 4
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bl B 0% 60% 20%
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W“"“VJM B/orn adenocarcinoma carcinoma  carcinoma
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Pleomorphic Lacrimal Gland

Adenomaresents - 4th to 5th decade
Can Caust o\'ﬁs\m{m‘

 Painless and very slow- ¢ Posterior extension may* Smooth, encapsulated

growing, smooth mass in  cause proptosis and outline
lacrimal fossa ophthalmoplegia » Excavation of lacrimal
 Inferonasal globe gland

displacement fossa without destruction



Technique of surgical

. B1o s contraindicated
E @Qood if completely excised
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Incision of } Drilling of
temporal muscle bone
and periosteum for subsequent
wiring
Removal of
lateral orbital :
waeil an% ° Repair of
disseeti ; temporal muscle
t&rsligflrlon O and periosteum




Lacrimal gland

* Presents - 4th to 6th decades
car¢inoma

ery poor prognosis
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. Painful, fast-growing mass in - Posterior extension may cause proptosis,
lacrimal fossa ophthalmoplegia and episcleral congestion
. Infero-nasal globe displacement . Trigeminal hypoaesthesia in 25%
Managemen
t

-Bf.i%lgﬁgal surgery and radiotherapy
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Optic nerve glioma “ ¢\ < 1o
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* Typically affects young girls (/,\u‘l\,[ cel s
* Associated neurofibromatosis -1 1S common < WQQ{\.%CA)J‘-‘
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* Presents - end of first decade with gradual visual loss *. AeXimeayen -
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‘Gradually progressive proptosis Optic atrophy
anless xS
ou™) o B | Treatment - |
o e * Observation - no growth, good vision and good cosmesis
6RVie o  Excision - poor vision and poor cosmesis (7o mw»  — &)
AN 't « Radiotherapy - intracranial extension
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Optic nerve sheath meningioma_

: : 2 mesy Bmmom buwor- e
Typically affects middle-aged the ;'{‘)]" L nedve
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(’ Gradual visual loss due to optic nerve Ol%tocﬂlary shunts in
peo g5t 224 1 mpression 30%
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Proptosis due to intraconal spread Thickening and
pCPs > ot 5

Treatment 4 Som \wah s N\-_,{At
Wen . Observation - slow-growing tumours bie 20 kgl
e VoWt . Excision - aggressive tumours and poor vision®

. Radiotherapy - slow-growing tumours and good vision
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Affects any part of orbit and | Anterlor les1ons are rubbery May be conﬁned to

may be bilateral w\galpltatlon L lacrimal glands
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Treatment

. Radiotherapy - localized lesions
. Chemotherapy - disseminated disease
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(ﬂ‘ * Most common primary childhood orbital malignancy
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e Rapid onset 1n first decade ( average 7 yrs )
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May iﬁvolve any part ohf . Palpable mass and ptosis in about
orbit 30%

Treatment
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. Radiotherapy and chemotherapy
. Exenteration for radio-resistant or recurrent tumours
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Adult metastatic tumours

Common primary sites - breast, bronchus, prostate, skin melanoma,

gastrointestinal tract and kidney
Presentations

Anterior orbital mass with non- Enophthalmos with schirrous
axial globe displacement tumours

Cranial nerve involvement at orbital

Similar to orbital pseudo-tumour . :
apex and mild proptosis



Orbaital invasion by sinus tumours

Maxillary Ethmoidal
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Upward globe displacement and epiphora Lateral globe displacement



Childhood metastatic tumours

Neuroblastoma Chloroma

L

. Presents in early childhood - Presents at about age 7yrs
. May be . Rapid onset proptosis - may be bilateral
bilatprahlly involves superior . Subsequent systematic dissemination to

orbit full-blown leukaemia









