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Aim of the work

Aim of the work

The aim of this study is to evaluate the role of the transsphenoidal
surgery using the different techniques, microscopic and
endoscopic, in the management of pituitary adenomas with sellar
and with suprasellar extension. Also to compare between the
classic microscopic and endoscopic transsphenoidal approach for
treatment of pituitary adenomas, regarding the extent of the tumor
removal, clinical improvement after surgery, development of
complications, and the convenience related to both techniques.
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Introduction

Introduction

Since transsphenoidal approaches were developed in the early 1900s,
the basic surgical techniques have not changed much in
transsphenoidal pituitary surgery besides adoption of the operating
microscope in the 1960s by Hardy.

A transseptal approach via submucosal dissection along the nasal
septum via a sublabial or transfixional incision guides a surgeon to the
sphenoidal sinus. Through a narrow surgical tunnel created with a
transsphenoidal speculum retractor placed through a transseptal route,
surgical removal of the pituitary tumor is carried out under the
operating microscope. After tumor removal, the nasal cavity has to be
packed in order to approximate the dissected nasal mucosa together.

Pituitary microsurgeons have demonstrated good surgical outcomes
and low risks associated with microscopic transsphenoidal pituitary
surgery for years. Thus, the microscopic transsphenoidal pituitary
surgery has been a gold standard surgical method when patients with
pituitary adenomas require surgical treatment. Nevertheless, this
relatively benign transsphenoidal surgery can still be improved further
as rhinologic sinus operations have changed in time.

With an advance in endoscopic optics and video-images, an endoscope
enables the surgeon to examine the nasal cavity as well as to perform
surgical procedures without conventional skin incisions. This
endoscopic surgical concept in sinus surgery has been adopted in
transsphenoidal pituitary surgery.

Contrary to narrow microscopic views, endoscopic views are
panoramic. In addition, an endoscope enables a surgeon to inspect the
tumor resection cavity directly by the direct placement of an endoscope
into the sella, to inspect the suprasellar region directly with application
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of angled lens endoscopes, and to approach the skull base at the
anterior cranial fossa and clivus readily.

With an addition of endoscopy to the relatively benign nature of
transsphenoidal surgery, endoscopic endonasal pituitary surgery has
provided minimal postoperative discomfort, short hospital stay and
quick postoperative recovery.

In this work we will discuss in details the classic microscopic and
endoscopic transsphenoidal approaches with main focus on:The history
and development of the transsphenoidal surgery with emphasis on the
effect of technology on improving this minimally invasive surgery.

Also we will review the relevant microscopic and endoscopic anatomy
related to the approach, the physiology of the adenohypophysis and
neurohypophysis, the pathology of pituitary adenomas, the evaluation
and management of pituitary adenomas and the perioperative
management of patients with pituitary adenomas undergoing pituitary
surgery.

The different techniques of performing microscopic and endoscopic
transsphenoidal pituitary surgery will be discussed in full details.

We will study the results of transsphenoidal pituitary surgery on
tumors with sellar and suprasellar extension as well as the tumors with
parasellar extension using the different techniques.

Then we will compare between the classic microscopic and endoscopic
transsphenoidal approach for treatment of pituitary adenomas,
regarding the extent of the tumor removal, clinical improvement after
surgery, development of complications, the follow up and the further
treatment needed, and the convenience related to both techniques.

All the patients will be evaluated before surgery by clinical
examination, hormonal assay, visual assessment and radiological
investigations. Then all of them will be reassessed again using the
same preoperative parameters after surgery in a follow up period will
be determined accordingly.



