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Clinical Application of the Orbitozygomatic Approach in Cerebrovascu-
lar Surgery
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The orhitozygomatic approach is a modification of the basic pterional approach, providing wide, multidirec-
tional access to the critical medial structures. Complete removal of the orbitozygomatic bar increases the angle of
exposure and decreases the working depth. The authors describe technical details and application in cerebrovas-
cular surgery. During the past 2 years, this approach was used in 2.4% (7/290) of patients who underwent aneu-
rysm or arteriovenous malformation (AVM) surgery in our department. All patients had surgically challenging
lesions including coil inaccessible basilar apex/high—positioned BA-SCA aneurysms and a high—grade mesial
temporal AVM. The lesions were successfully obliterated with acceptable surgical morbidity (14.2% ; 1/7). This
approach will continue to play a significant role in cerebrovascular surgery in the endovascular era.
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Fig.1 Anatomical relationships between facial
nerves and three temporal fascia, and
subfascial/interfascial dissections.
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Fig.2 A 1-piece orbitozygomatic osteotomy
Schematic drawing (A) and intraoperative photograph (B).

Table 1 Orbitozygomatic approach in cerebrovascular surgery (2010~2011)

case age/sex  presentation lesion complication GOS
1 76F  SAH (grade IV) BA-tip AN (5mm) — MD
2 81F  SAH (grade ) BA-SCA AN (5mm) — MD
3 73F  SAH (grade IlI) BA-tip AN (7 mm) Midbrain infarction ~ SD
4 79F  SAH (grade 1I) BA-SCA AN (10 mm) — MD
5 54F  SAH (grade IV) BA-tip AN (8 mm) — SD
6 63F incidental BA-tip AN (12 mm) — GR
7 36F IVH temporal AVM (SMG-1V) — GR

(Spetzler-Martin grade IV) Td -7z,
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Fli % MifT L7z, £ 1-piece orbitozygomatic osteot-
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Fig. 3 A ruptured basilar tip aneurysm in a 76-year-old female
Preoperative CT (A), and 3D-CTA (B) showing the aneurysm and subarachnoid hemorrhage.
Postoperative 3D-CTA (C) showing complete clipping without complication.

Fig.4 A ruptured basilar-SCA bifurcation aneurysm in an 81-year-old female
Preoperative CT (A) and angiography (B, C) showing the aneurysm and subarachnoid hemorrhage. Postoperative
angiography (D) showing complete clipping.
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Fig.5 A ruptured left medial temporal AVM (SM-G IV) in a 36-year-old female
Preoperative contrast CT (A) and angiography (B, C) showing a high-flow AVM. Postoperative
angiography (D, E) showing complete removal without complication.
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