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Abstract: Background: This report aims to present the case of a pediatric patient with a recurrent
tumor in the superolateral orbit. Clinical Presentation: An 8-year-old patient was initially treated for a
tumor in the superolateral orbit via a transconjunctival approach. The histopathological diagnosis
was epidermoid cyst. Postoperatively, chronic inflammation and fistula developed in the lateral
canthus area. Magnetic resonance imaging revealed a residual tumor posterior to the original tumor
location. The patient was treated via a modified orbitozygomatic (mOZ) craniotomy approach that
was originally applied in neurosurgery, and complete tumor removal was achieved. A temporary
paralysis of the frontotemporal branch of the facial nerve was observed and fully resolved within
one month following surgery. At the 18th month of follow-up, the visual, neurological, and cosmetic
results were found to be satisfactory. Conclusions: mOZ craniotomy can be used to access and operate
on recurrent orbital tumors in pediatric patients where other more aggressive surgical approaches
should be avoided.

Keywords: modified orbitozygomatic craniotomy; orbit; pediatric; tumor

1. Introduction

The orbital compartment is affected by various pathological lesions. Orbital patho-
logical conditions encompass a heterogeneous group of pathological entities, including
neoplastic and non-neoplastic lesions. The incidence of primary orbital tumors is low,
affecting approximately 1 in 100,000 people [1]. Dermoid cysts account for about 3–9%
of all orbital masses, and they are one of the most common orbital tumors in children,
accounting for more than 40% of childhood orbital lesions [2]. Intraorbital epidermoids are
even more infrequent. In the upper outer orbital quadrant, dermoid cysts have been the
most prevalent type of tumor identified [3]. These lesions have a wide variety of clinical and
radiological presentations, and they should be considered in the differential diagnosis of
orbital cystic lesions. They usually warrant surgical intervention and should be completely
excised because of the risk of recurrence or inflammation and infection risks due to their
retained contents. They tend to recur with lipogranuloma formation, and there is a remote
possibility of malignant transformation [4].
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Surgical approaches to orbital lesions can be complex and may require cooperation
between neurosurgeons, ophthalmologists, and otolaryngologists. Considering the mor-
bidity related to complex orbital procedures, defining the surgical strategy and the roles
of participating specialists is crucial. The optimal surgical strategy is determined by the
(1) location of the lesion in orbit, (2) lesion characteristics (consistency, infiltration, blood
supply, extent, etc.), and (3) surgeon’s expertise [5]. Lesions in the superolateral orbit
extending to the orbital apex can be operated on via a supraorbital craniotomy or a fronto-
temporal craniotomy with zygomatic osteotomy of varying extent [6,7]. It is important to
note that typical neurosurgical approaches are not without their share of complications.
The most significant complications include blindness resulting from optic nerve injury or
compromise of the central retinal artery; diplopia due to oculomotor dysfunction caused
by intraocular muscular injury or damage to one or more nerves supplying the extraocular
muscles; the Bernard–Horner syndrome resulting from injury to the ciliary ganglion and
the sympathetic nerves, enophthalmos, pulsatile exophthalmos, brain injury, seizures, and
neurological deficits due to brain injury [6].

However, the relative complexity of these approaches led us to seek a potentially
less invasive approach to this region. Moreover, the young age of our patient presented
additional challenges.

The surgical technique of orbitozygomatic craniotomy reported by Balasingam et al. is
an excellent procedure that allows wide surgical exposure, easy orbital reconstruction, and
a satisfactory postoperative esthetic outcome. The surgical technique involves a one-piece
osteoplastic bone flap incorporating the frontal, temporal, and lateral portions of the orbital
rim as a technically simpler alternative to the standard orbitozygomatic (OZ) craniotomy.
The orbital rim component extends just laterally from the supraorbital foramen/notch to the
frontozygomatic suture. This craniotomy eliminates the need to remove the zygoma. The
osteoplastic bone flap minimally obstructs the surgical view and offers all the advantages
of a standard OZ craniotomy. Temporalis muscle atrophy leading to temporal hollowing is
avoided, bone union to the calvaria is improved, and the possibility of bone infection is
reduced [8].

The aim of this article was to report a case of a recurrent superolateral orbital tumor
that was successfully managed via a modified orbitozygomatic (mOZ) craniotomy ap-
proach (Figure 1). This is the first report of a recurrent orbital tumor accessed via an mOZ
craniotomy in a pediatric patient.
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Figure 1. After the first (transconjunctival) surgery, a fistula and intermittent inflammatory symp-
toms developed in the orbital area and skin around the right outer canthus ((A,B); white arrow).
After reoperation using mOZ craniotomy, good visual, neurological, and cosmetic outcomes were
achieved (C). mOZ, modified orbitozygomatic.

2. Clinical Presentation

The patient consented to the procedure and to the publication of their image through
the family. An 8-year-old patient presented with a widened right eyelash slit, 3 mm
proptosis, limited abduction, and a central visual acuity of 1.0. Magnetic resonance imaging
(MRI) revealed a cystic tumor measuring 20 mm in diameter localized to the extraocular
superolateral space of the right orbit that exerted pressure on the lacrimal gland and
rectus lateralis muscle. The lesion was extirpated using a transconjunctival approach, and
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bleomycin was injected into the residual lesion at the apex of the orbit. Histopathological
examination confirmed the diagnosis of an epidermoid cyst of the orbit.

Postoperatively, a fistula and intermittent inflammatory symptoms developed in the
orbital area and skin around the right outer canthus (Figure 1A,B).

MRI revealed a 7 mm diameter residual epidermoid cyst located posterior to the
initial lesion in the superolateral extraconal area that extended to the apex of the orbit
(Figure 2A–L).
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Figure 2. Radiographic work up. T2-(A–C) and T1-weighted MR images with contrast material
(D–F) show a hyperintense lesion and an isointense lesion with postcontrast peripheral enhancement
in the right superolateral orbit, respectively. The characteristic hyperintense pattern on diffusion-
weighed MR images (G–I) is consistent with the diagnosis of a residual epidermoid tumor. In
na-vigational CCT (J–L), an osseous indentation is observed in the area of the lesion. Postoperative
T2-weighted MR images (M–O) show no residual tumor. MR, magnetic resonance; CCT, cranial
computed tomography.

Reoperation via the transconjunctival approach was considered infeasible due to the
posterior location of the lesion. Second-look surgery using a transcranial approach was
indicated, and an mOZ craniotomy approach was selected to access the lesion (Figure 3).
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Figure 3. Intraoperative photographs from the reoperation using mOZ one-piece craniotomy. The
patient is in supine position. The skull is rotated 45◦ to the left (A). After right-sided one-piece
orbitozygomatic craniotomy, the right temporal dura mater (black arrow), right bulbus (white arrow),
and orbital roof (yellow arrow) are exposed. The frontal dura mater (black triangle) and craniotomy
borders (black squares) are covered with cotton patties. A one-piece orbitozygomatic bone flap is
elevated, shown on a sterile gauze for demonstration (B) and stored in NaCl solution during the
procedure. After a microsurgical incision of the periorbital region, a pearl-like tumor mass typical of
an epidermoid tumor is identified ((C); arrow) and removed ((D); arrow) along with the tumor capsule
((E); arrow). The periorbital region is sutured using non-resorbable sutures ((F); arrow) and covered
with a fibrin sealant patch (G). The bone flap is fixed to the craniotomy border using four resorbable
sutures through preformed microdrill holes ((H); arrows). mOZ, modified orbitozygomatic.
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Antibiotic prophylaxis with cefotaxime (30 mg/kg) was administered intravenously
30 min before skin incision. A lumbar tap was performed, and 20 mL of cerebrospinal
fluid was withdrawn. Moreover, 0.5 g/kg of mannitol was administered IV to relax
the brain and allow minimal retraction of the brain and bulbus. Optic neuronavigation
Medtronic Stealthstation S8 using a fusion technique involving computed tomography and
MRI was performed intraoperatively. Guided mOZ craniotomy, including bone work, as
schematically demonstrated in Figure 4, was performed as previously described [7].

Medicina 2024, 60, x FOR PEER REVIEW 5 of 8 
 

 

Antibiotic prophylaxis with cefotaxime (30 mg/kg) was administered intravenously 
30 min before skin incision. A lumbar tap was performed, and 20 mL of cerebrospinal fluid 
was withdrawn. Moreover, 0.5 g/kg of mannitol was administered IV to relax the brain 
and allow minimal retraction of the brain and bulbus. Optic neuronavigation Medtronic 
Stealthstation S8 using a fusion technique involving computed tomography and MRI was 
performed intraoperatively. Guided mOZ craniotomy, including bone work, as 
schematically demonstrated in Figure 4, was performed as previously described [7]. 

 

Figure 4. Bone work, which is a crucial part of the modified orbitozygomatic one-piece craniotomy, 
is demonstrated in the lateral (A) and anteroposterior (B) views. The trephinations corresponding 
to steps 1, 2, and 3 are performed using a diamond drill. The craniotomies corresponding to steps 4, 
5, 7, 8, and 10 are performed using a standard craniotome. Steps 6, 8 and 9 are performed using a 
drill stripped of a footplate. Finally, the osteotomy of the orbital roof as shown in Step 11 is 
performed using a thin osteotome through trephination No. 1, which is placed directly over the 
orbital and intracranial compartments (Illustration: Robert Chrenko). 

Intraoperative photographs show the exposed operative field after mOZ craniotomy 
and one-piece bone flap elevation (Figure 3A,B). After periorbital incision, the tumor was 
removed along with its capsule using conventional microsurgical techniques (Figure 3C–
F). No tumor fluorescence was detected using a 570 nm microscopic light after the 
administration of fluorescein (5 mg/kg IV). The periorbita was sutured using a 
nonresorbable monofilament suture (4–0 polypropylene) and covered with a conventional 
sealant. The craniotomy flap was fixed to the craniotomy border using resorbable sutures 
(2–0 polyglactin) via microdrill holes. The fascia of the temporalis muscle, galea, and 
subcutis were sutured using resorbable material, and the skin was sutured using running 
monofilament nonresorbable sutures. The operative time (incision–suture) was 170 min. 

Complete tumor removal was confirmed on postoperative MRI (Figure 2M–O). The 
progressive remission of convergent strabismus was observed, and periorbital edema 
resolved on postoperative day (POD) 8. Transitional headache after full mobilization on 
POD 3 was managed conservatively (bed rest, analgesics, and infusion) and resolved 
completely on POD 8. The skin sutures were removed on POD 8. Temporary paralysis of 
the fronto-temporal branch of the facial nerve (Grade 3 on the House and Brackman scale) 
[9] was noted after the resolution of the periorbital edema and was managed 
conservatively (electrotherapy and vitaminotherapy) until it resolved completely (Grade 
1 on the House and Brackman scale) [9] at 1 month postoperatively. Histopathological 
examination confirmed the diagnosis of epidermoid cyst (Figure 5). Satisfactory visual, 
neurological, and cosmetic outcomes were observed during ophthalmological and 

Figure 4. Bone work, which is a crucial part of the modified orbitozygomatic one-piece craniotomy, is
demonstrated in the lateral (A) and anteroposterior (B) views. The trephinations corresponding to
steps 1, 2, and 3 are performed using a diamond drill. The craniotomies corresponding to steps 4, 5, 7,
8, and 10 are performed using a standard craniotome. Steps 6, 8 and 9 are performed using a drill
stripped of a footplate. Finally, the osteotomy of the orbital roof as shown in Step 11 is performed
using a thin osteotome through trephination No. 1, which is placed directly over the orbital and
intracranial compartments (Illustration: Robert Chrenko).

Intraoperative photographs show the exposed operative field after mOZ craniotomy
and one-piece bone flap elevation (Figure 3A,B). After periorbital incision, the tumor was
removed along with its capsule using conventional microsurgical techniques (Figure 3C–F).
No tumor fluorescence was detected using a 570 nm microscopic light after the administra-
tion of fluorescein (5 mg/kg IV). The periorbita was sutured using a nonresorbable monofil-
ament suture (4–0 polypropylene) and covered with a conventional sealant. The craniotomy
flap was fixed to the craniotomy border using resorbable sutures (2–0 polyglactin) via mi-
crodrill holes. The fascia of the temporalis muscle, galea, and subcutis were sutured using
resorbable material, and the skin was sutured using running monofilament nonresorbable
sutures. The operative time (incision–suture) was 170 min.

Complete tumor removal was confirmed on postoperative MRI (Figure 2M–O). The
progressive remission of convergent strabismus was observed, and periorbital edema re-
solved on postoperative day (POD) 8. Transitional headache after full mobilization on
POD 3 was managed conservatively (bed rest, analgesics, and infusion) and resolved com-
pletely on POD 8. The skin sutures were removed on POD 8. Temporary paralysis of the
fronto-temporal branch of the facial nerve (Grade 3 on the House and Brackman scale) [9]
was noted after the resolution of the periorbital edema and was managed conservatively
(electrotherapy and vitaminotherapy) until it resolved completely (Grade 1 on the House
and Brackman scale) [9] at 1 month postoperatively. Histopathological examination con-
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firmed the diagnosis of epidermoid cyst (Figure 5). Satisfactory visual, neurological, and
cosmetic outcomes were observed during ophthalmological and neurosurgical outpatient
examinations at 1 month postoperatively (Figure 1C). The patient was followed-up with
by a pediatric ophthalmologist at our center for 18 months, during which time the clinical
findings remained stable, and no complications have been observed.
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Figure 5. Histopathological examination shows a fibrous capsule lined with squamous epithelium,
keratin, and inflammatory cells. No dysplastic transformation is detected. The patient was diagnosed
with an epidermoid cyst (100×, Hematoxylin and eosin).

3. Discussion

The surgical strategy to achieve 360◦ access to the orbit is not standardized and
varies from surgeon to surgeon. Anterior orbital tumors in the inferior, superior, and
superolateral quadrants can be approached using a transconjunctival approach. For anterior
orbital tumors in the inferior and/or medial quadrants, an endonasal approach, which
is popular among otolaryngologists, may be appropriate [7,10]. Otherwise, a retro- or
transcaruncular approach is another minimally invasive option for the medial orbit, similar
to that used for medial orbital wall fractures [11]. In addition to supraorbitotomy and lateral
microorbitotomy approaches [7], an upper blepharoplasty approach to the orbital roof
and/or the anterior superolateral quadrants may be chosen [12]. Lesions of the superior
and superolateral quadrants can be approached via a supraorbital approach [7].

However, lesions involving more than one quadrant (superior, lateral, and/or inferior)
can be approached via fronto-orbital craniotomy [10], and depending on the inferior spread
of the lesion, additional zygomatic osteotomy may be required [7]. Different approaches
using modifications of the craniotomy and orbitotomy bone flaps have been described [13].
Unsurprisingly, complex approaches using multiple bone flaps are technically challenging,
require longer operative and anesthetic times, and are more frequently associated with
healing and cosmetic complications.

A simplified version of the fronto-orbital craniotomy, known as the mOZ craniotomy,
was originally introduced by Balasingam et al. in neurosurgery and has been performed
in pediatric patients as well [10,14,15]. mOZ craniotomy has been proven to be safe and
effective in the pediatric population. Advantages include (1) ease of use; (2) superior
exposure and therefore less brain retraction; (3) an easily replaceable one-piece bone flap,
which obviates the need for plate sutures at the orbital rim; (4) a vascularized bone flap
less susceptible to infection; and (5) the maintenance of normal temporalis muscle anatomy
for improved cosmesis and function [15]. However, most publications discuss mOZ in the
context of intracranial processes, and mOZ craniotomy has rarely been performed to access
orbital lesions, particularly in the pediatric population.

The osteotomy technique employed in this case was performed using standard neu-
rosurgical instruments, including a craniotome and diamond drill (Figure 4). However,
the potential advantages of piezoelectric surgery, including bloodlessness, heatlessness,
precision, and maneuverability, may be considered when performing mOZ.

In our case, the incomplete removal of the cyst, probably due to insufficient access via
the transconjunctival route during the first operation, led to a recurrence with inflammatory
manifestations. However, for the localization of the cyst residue in our case, it would
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not be possible to reach through an anterior orbital approach. Regarding the optimal
approach in our patient, we considered the less invasive supraorbital craniotomy that
can be used to access superior and superolateral orbital lesions. However, considering
the complex pathology to be dealt with (residual tumor, persistent fistula, and chronic
inflammatory changes (Figure 3D–F), we selected mOZ craniotomy, which allows for a
wider and more direct exposure of the operative field compared with the supraorbital
craniotomy, especially in the vertical axis [16]. We also excised the mass totally and sent it
for pathologic consultation. It was reported as an epidermoid cyst. In our case, the benefits
of this operational approach have been demonstrated to be worthwhile. The method was
effective and safe, as evidenced by an acceptable functional and cosmetic result despite
transient postoperative facial nerve dysfunction as a possible postoperative complication.

To the best of our knowledge, this is the first case report of the use of mOZ craniotomy
to access a residual orbital tumor in a pediatric patient. This case report is a starting point
for the further study of the use of mOZ in children; due to the nature (effectiveness and
safety) of mOZ, we plan to use it also in other indications in children (intraorbital tumors,
bone tumors, trauma, etc.), and the results will be documented.

4. Conclusions

We successfully applied the mOZ craniotomy approach to access a residual superolat-
eral orbital tumor in a pediatric patient. An mOZ one-piece craniotomy provided safe and
effective exposure of the superolateral orbit with minimal brain and ocular retraction and
good visual, neurological, and cosmetic outcomes.

Author Contributions: Conceptualization, formal analysis, investigation, and writing—original draft
preparation, R.C., B.N. and B.B.; data collection and visualization, B.R., M.G. and M.H.; writing—review
and editing, A.G. and D.T.; project administration, B.B. All authors have read and agreed to the published
version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Ethical review and approval were waived for this study.

Informed Consent Statement: Informed consent was obtained from the subject involved in the case
report. Written informed consent was obtained from the patient(s) to publish this paper.

Data Availability Statement: The raw data supporting the conclusions of this article will be made
available by the authors upon request.

Conflicts of Interest: Author Boris Rýchly was employed by the company Unilabs Slovensko, s.r.o.
The remaining authors declare that the research was conducted in the absence of any commercial or
financial relationships that could be construed as a potential conflict of interest.

Abbreviations

mOZ modified orbitozygomatic
MRI magnetic resonance imaging
POD postoperative day

References
1. Markowski, J.; Jagosz-Kandziora, E.; Likus, W.; Pająk, J.; Mrukwa-Kominek, E.; Paluch, J.; Dziubdziela, W. Primary orbital tumors:

A review of 122 cases during a 23-year period: A histo-clinical study in material from the ENT Department of the Medical
University of Silesia. Med. Sci. Monit. 2014, 20, 988–994. [CrossRef] [PubMed]

2. Lin, Y.; Cui, J.; Zhang, H.; Huang, S. Bilateral orbital dermoid cysts: A case report. J. Int. Med. Res. 2023, 51, 3000605231218634.
[CrossRef] [PubMed]

3. Murdock, N.; Mahan, M.; Chou, E. Benign Orbital Tumors. In StatPearls [Internet]; StatPearls Publishing: Treasure Island, FL,
USA, 2024. Available online: https://www.ncbi.nlm.nih.gov/books/NBK585125/ (accessed on 7 May 2024).

4. Bretschneider, T.; Dorenbeck, U.; Strotzer, M.; Roth, M.; Rümmele, P.; Buettner, R. Squamous cell carcinoma arising in an
intradiploic epidermoid cyst. Neuroradiology 1999, 41, 570–572. [CrossRef] [PubMed]

https://doi.org/10.12659/MSM.890433
https://www.ncbi.nlm.nih.gov/pubmed/24930391
https://doi.org/10.1177/03000605231218634
https://www.ncbi.nlm.nih.gov/pubmed/38149433
https://www.ncbi.nlm.nih.gov/books/NBK585125/
https://doi.org/10.1007/s002340050807
https://www.ncbi.nlm.nih.gov/pubmed/10447566


Medicina 2024, 60, 1267 8 of 8

5. Hayek, G.; Mercier, P.; Fournier, H.D. Anatomy of the orbit and its surgical approach. Adv. Tech. Stand. Neurosurg. 2006, 31, 35–71.
[CrossRef] [PubMed]

6. Pai, S.B.; Nagarjun, M.N. A neurosurgical perspective to approaches to the orbit: A cadaveric study. Neurol. India 2017,
65, 1094–1101. [CrossRef] [PubMed]

7. Paluzzi, A.; Gardner, P.A.; Fernandez-Miranda, J.C.; Tormenti, M.J.; Stefko, S.T.; Snyderman, C.H.; Maroon, J.C. ‘Round-the-clock’
surgical access to the orbit. J. Neurol. Surg. B Skull Base 2015, 76, 12–24. [CrossRef] [PubMed]

8. Balasingam, V.; Noguchi, A.; McMenomey, S.O.; Delashaw, J.B. Modified osteoplastic orbitozygomatic craniotomy. Technical note
[technical note]. J. Neurosurg. 2005, 102, 940–944. [CrossRef] [PubMed]

9. House, J.W.; Brackmann, D.E. Facial nerve grading system. Otolaryngol. Head Neck Surg. 1985, 93, 146–147. [CrossRef] [PubMed]
10. Montano, N.; Lauretti, L.; D’Alessandris, Q.G.; Rigante, M.; Pignotti, F.; Olivi, A.; Paludetti, G.; Pallini, R.; Fernandez, E. Orbital

tumors: Report of 70 surgically treated cases. World Neurosurg. 2018, 119, e449–e458. [CrossRef] [PubMed]
11. Pitak-Arnnop, P.; Witohendro, L.K.; Tangmanee, C.; Subbalekha, K.; Sirintawat, N.; Neff, A.; Meningaud, J.P. Assessing

effectiveness of endoscope-assisted medial orbital wall fracture repair vs. no surgery using benefit-risk metrics and literature
review. J. Stomatol. Oral Maxillofac. Surg. 2023, 124, 101267. [CrossRef] [PubMed]

12. Pitak-Arnnop, P.; Meningaud, J.P.; Neff, A. Supramuscular upper blepharoplasty approach to orbital roof and/or lower anterior
table frontal sinus fractures: A meta-narrative review. J. Stomatol. Oral. Maxillofac. Surg. 2022, 123, 645–654. [CrossRef] [PubMed]

13. Abussuud, Z.; Ahmed, S.; Paluzzi, A. Surgical approaches to the orbit: A neurosurgical perspective. J. Neurol. Surg. B Skull Base
2020, 81, 385–408. [CrossRef] [PubMed]

14. Golshani, K.J.; Lalwani, K.; Delashaw, J.B.; Selden, N.R. Modified orbitozygomatic craniotomy for craniopharyngioma resection
in children. J. Neurosurg. Pediatr. 2009, 4, 345–352. [CrossRef] [PubMed]

15. Miller, M.L.; Kaufman, B.A.; Lew, S.M. Modified osteoplastic orbitozygomatic craniotomy in the pediatric population. Child’s
Nerv. Syst. 2008, 24, 845–850. [CrossRef] [PubMed]

16. Figueiredo, E.G.; Deshmukh, P.; Nakaji, P.; Shu, E.B.S.; Crawford, N.; Spetzler, R.F.; Preul, M.C. An anatomical analysis of the
mini-modífied orbitozygomatic and supra-orbital approaches. J. Clin. Neurosci. 2012, 19, 1545–1550. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1007/3-211-32234-5_2
https://www.ncbi.nlm.nih.gov/pubmed/16768303
https://doi.org/10.4103/neuroindia.NI_726_17
https://www.ncbi.nlm.nih.gov/pubmed/28879904
https://doi.org/10.1055/s-0033-1360580
https://www.ncbi.nlm.nih.gov/pubmed/25685644
https://doi.org/10.3171/jns.2005.102.5.0940
https://www.ncbi.nlm.nih.gov/pubmed/15926727
https://doi.org/10.1177/019459988509300202
https://www.ncbi.nlm.nih.gov/pubmed/3921901
https://doi.org/10.1016/j.wneu.2018.07.181
https://www.ncbi.nlm.nih.gov/pubmed/30071324
https://doi.org/10.1016/j.jormas.2022.08.010
https://www.ncbi.nlm.nih.gov/pubmed/35988910
https://doi.org/10.1016/j.jormas.2022.05.020
https://www.ncbi.nlm.nih.gov/pubmed/35605961
https://doi.org/10.1055/s-0040-1713941
https://www.ncbi.nlm.nih.gov/pubmed/33209566
https://doi.org/10.3171/2009.5.PEDS09106
https://www.ncbi.nlm.nih.gov/pubmed/19795966
https://doi.org/10.1007/s00381-007-0575-3
https://www.ncbi.nlm.nih.gov/pubmed/18236050
https://doi.org/10.1016/j.jocn.2012.01.032
https://www.ncbi.nlm.nih.gov/pubmed/22989790

	Introduction 
	Clinical Presentation 
	Discussion 
	Conclusions 
	References

