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اللّهِ الرّحمَنِ الرّحيمِ بِدْمِ  
)...رَبِّ أَوزِعنِي أَن أَشكُرَ نِعمَتَكَ 

 الّتِي أَنِعَمِتَ عَمَيَ و عَمى والِدَيَّ

أَنِ أَعِمَنَ صَالِحاّ تَرِضَاهُ و أَدِخِمِنِي  و

 بِرَحِمَتِكَ فِي عِبَادِكَ الصَّالِحِيَن(

الله العظيم صدق  
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Introduction 

eningiomas are usually slow-growing, benign tumors, 

presumed to develop from the arachnoidal cap cells. 

They account for approximately 20% of all primary intracranial 

tumors (Tuna et al., 2005). 

The occurrence of meningiomas in the general population 

varies from 2.3 cases per 100,000 people during their life span 

to 5.5 per 100,000 if autopsy data are included (Al-Mefty et al., 

2011). 

Of all intracranial meningiomas, 10% arise from the 

olfactory groove. Olfactory groove meningiomas develop at the 

dura of the anterior cranial fossa over the cribriform plate and 

the planum sphenoidale. These tumors usually receive their 

blood supply from the anterior and posterior ethmoidal arteries 

(Tuna et al., 2005). 

Several surgical series regarding olfactory groove 

meningiomas have been published. The bifrontal frontobasal 

approach and its variants have long been recommended as the 

standard for removal of these tumors (El-Bahy, 2009).  

The bifrontal approach was first described by Horsley 

(1906) and Cushing (1927) and was later proposed by Tönnes 

(1938) who preserved the frontal brain tissue by a subfrontal 

approach. 

M 
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Many others have used the bifrontal approach for large 

tumors of the frontal base, such as Al-Mefty (2010), Nakamura 

(2007), Ransohoff and Nockels (1993). A bifrontal craniotomy 

might be considered for patients with large tumors because this 

approach gives direct access to all sides of the tumor. Due to 

the wide exposure, retraction on the frontal lobes is minimal. It 

simultaneously allows interruption of the blood supply, 

preparation of the frontobasal matrix of the tumor, and 

concomitant decompression. There is usually no problem from 

the ligation of the anterior sagittal sinus. However, venous 

drainage should be evaluated by preoperative imaging to avoid 

venous congestion, and coagulation of draining veins from the 

anterior frontal lobe should be avoided of possible (Kirsch  

et al., 2012). 

In recent decades, the discovery of fundamental anatomic 

and physiological principles and the improvement of 

intraoperative visualization provided by the operating 

microscope, together with refined instrumentation, allowed the 

evolution of microneurosurgical techniques. These techniques 

and the enormous development of diagnostic facilities enabled 

neurosurgeons to treat more complicated neurosurgical diseases 

through smaller and more specific approaches the keyhole 

approach in neurosurgery should not aim to limit the 

craniotomy to the size of a keyhole, which has been a frequent 

misunderstanding in the past. First of all, the term ―keyhole‖ 

may imply a concept of geometric construction of the surgical 
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approach with a choice of the correct limited craniotomy as a 

key characteristic for entering a particular intracranial space and 

for working with a minimum of traumatization. In choosing the 

correct keyhole approach for a specific lesion, it becomes 

possible to dramatically reduce the size of the craniotomy with 

less need for dural opening, less brain exposure, and less 

retraction. The concept of keyhole surgery is based on the 

careful preoperative study of diagnostic images to determine the 

anatomic windows that provide access to the pathological 

processes, taking into consideration the individual 

pathoanatomic situation of the patient (Reisch and Perneczky, 

2005). 
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Aim of the Work 

The aim of this study is to compare between the bifrontal 

and frontolateral approaches regarding the surgical techniques, 

advantages, disadvantages and outcome in treatment of 

olfactory groove meningioma. 

 


