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Abstract

Pituitary tumors account for 15% of al primary
brain tumors, which can be approached through either
transcranial or transsphenoidal routes.

This study will include patients who are admitted to the
neurosurgery department at Nasr City Insurance Hospital, Ain
Shams University Hospital and Tanta University Hospital,
during the period from May/2011 to July/2012.

20 patients were operated using the microscopic
transsphenoidal approach with mean follow up of 12
months. 9 were functioning adenomas and 11 were non-
functioning with varying degree of extension to the
cavernous sinus. The most common complication was
CSF leak (10%), transient DI (5%) and epistaxis (15%).

The result of this study support the safety and the
efficacy of this approach to treat pituitary adenoma;
however long term follow up is needed.



| ntr oduction

Historically, the first successful removal of augiary tumor was
performed by Schloffer in 1907, using an extraahrtranssphenoidal
approach through a superolateral nasoethmoidad.rédthough Hirsch from
Vienna pioneered in 1909 an inferolateral endonaggiroach, Harvey
Cushing ingeniously introduced a new method thatldoed the advantages
of previous technical modalities; he deserves thedit for having
standardized an oronasal midline rhino septal $@msnoidal approach.
He routinely used this method during a 20-yearqukfor over 247 cases of
pituitary tumor, remaining faithful to an early &ment that "the important
factor seems to me a direct extracranial midlinpre@ch by the shortest
possible route(Hardy J, 1996)

Pituitary tumors are common lesions believed taoant for 10-15 %
of all primary brain tumors. The pituitary tumon® dhe third most common

primary intracranial tumorgT hapar K et al,. 1995)

The pituitary gland consists of the adenohypophyaisterior lobe)
which constitutes the major portion (three fourtbE}he pituitary gland and
neurohypophysis (posterior lobe) which constitutay (one fourth) of the
gland.(Gibo H et al,. 1993)

The pituitary gland lies within a bony depressiafied the sella turcica
within the sphenoid bone at the base of the brAotess to the sella is
limited from above by the optic nerves and chiasmd the circle of Willis,
It is from the hypothalamus that hypothalamic tcofaictors are released to

descend down the pituitary stalk to the pituitalgng where they stimulate



the release of pituitary hormones. While the patyitgland is known as the
'master’ endocrine gland, both of the lobes areeunde control of the
hypothalamus; the anterior pituitary receives itgyjnals from the
parvocellular neurons and the posterior pituitaggeives its signals from

magnocellular neurongGibo H et al,. 1993)

The pituitary adenomas arise from adenohypophysiay nie
microadenomas or macroadenomas. The former arethess 1 cm in
diameter, and the latter are more than 1 cm in eiamlit may be functioning
or non functioning. The former is manifested edtwan the later due to
endocrinological manifestations. Pituitary tumorause symptoms by
secreting hormones (prolactin, PRL, responsibleafoenorrhea-galactorrhea
in women and decreased libido in men; growth hoen&H, responsible for
acromegaly; adrenocorticotropic hormone, ACTH, oesble for Cushing's
syndrome; thyroid-stimulating hormone, TSH, resjles for
hyperthyroidism), depressing the secretion of hareso(hypopituitarism), or
by mass-related effects (headaches, visual fieldnombalities...).
(Chanson P, et al,. 2004).

Diagnosis of pituitary adenoma has been establisimethe basis of
clinical examination, neuroimaging studies and endological testing.
MRI with Gadolinium is the most useful modality fonaging the pituitary
gland, sellar and parasellar region and to as$essite of the tumor, exact
location, extension into the cavernous sinus arel degree of edema.
(John T, et al,. 2008).



