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Main points of clinical application of endoscopic skull base anatomy
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[Abstract] A number of neurosurgeons and otorhinolaryngological surgeons began performing purely
endoscopic pituitary surgery since 1990s, the traditional approach of microsurgical skull base surgery has
been changed by endoscopic technology so far. With the development and improvement of endoscopic skull
base surgery for nearly 20 years, endoscopy can provide detailed visualization of deep brain structures
during surgery. At the same time, as the anatomy of skull base is more familiar to neurosurgeons, the
concept of extended endoscopic skull base surgery is presented, allowing surgical exposures from axis to
olfactory groove, and to infratemporal fossa and foramen ovale laterally. This article intends to summarize

the clinical application of endoscopic related anatomy of skull base.
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Figure 1 After the removal of middle turbinate, anterior and posterior ethmoid sinus and most superior part of posterior portion
of nasal septum by the endonasal approach, a rectangular area become visible. This appears to be limited anteriorly by the
frontal sinus, laterally by orbital walls and posteriorly by planum sphenoidale. Figure 2  After the removal of anterior wall of
the sphenoid sinus by the transsphenoidal approach, the optic - carotid recess can be identified on superolateral walls of the

sphenoid sinus.
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Figure 3  After the removal of posterior wall of sphenoid sinus by the transsphenoidal approach, sella is opened and the
pituitary gland can be identified. Figure 4 The removal of posterior portion of planum sphenoidale and upper half of
tuberculum sellae by the transsphenoidal approach offers the possibility to explore suprasellar region. The entire suprasellar
region can be divided in 4 areas by 2 ideal planes, one passing through the inferior surface of chiasm and mammillary bodies and
another passing through the posterior margin of chiasm and the dorsum sellae: the supra-chiasmatic region, the subchiasmatic
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region, the retrochiasmatic region, and the third ventricular region.
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The vomer and inferior wall of sphenoid sinus have to be removed completely to permit the exposure of
rhinopharyngeal part of clivus. The vidian nerve should be identified along the inferior wall of sphenoid sinus while removing the
Figure 6 The removal of rhinopharyngeal part of clivus

bone in this area, to avoid the risk of intrapetrous carotid artery injury.

by the transsphenoidal approach permits the exposure of lower two thirds of basilar artery, anterior inferior cerebellar artery and

ventral aspect of brain stem.
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American College of Medical Genetics and Genomics
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SRR INHIIT 2
Montreal Cognitive Assessment(MoCA )
Jei R FF L FI PR deep brain stimulation(DBS)
- R intima-media thickness(IMT)
JREZA  blood urea nitrogen(BUN)
M4 #%9  Parkinson’s disease(PD)
M4 F WA area under the curve(AUC)
IR TFHMF  whole exome sequencing( WES)
ANERIEHFEH B human immunodeficiency virus(HIV)

B- NGB IR 1 AR R
B-human chorionic gonadotropin(B-hCG)

WEZEMPEZ M % granulomatosis with polyangiitis( GPA)
[FHAPZEM  Wegener's granulomatosis(WG) |

T A T A DR B B [l
three-dimensional magnetization-prepared rapid

gradient echo(3D-MPRAGE)
“HERT A KER  three-dimensional time-of-flight(3D-TOF)
5% ethmoid sinus(ES)
i B E M perpendicular plate of ethmoid bone(PPoE)
L8 maxillary sinus(MS)
S EA  radiofrequency ablation(RFA)
HERKBEE  growth hormone(GH)
AE L optic chiasma(OC)
Wi W4 peak systolic velocity(PSV)
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Sl TARRHE 2k

receiver operating characteristic curve( ROC [ £E)
FFRHIRK I end diastolic velocity(EDV)
B M AR digital subtraction angiography(DSA)
KBB4 aquaporin 4(AQP4)
FERPEZES  essential tremor(ET)
PR EREIEM R Essential Tremor Rating Scale( ETRS)
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Quality of Life in Essential Tremor Questionnaire( QUEST)
REFEEC body mass index(BMI)
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simultaneous non-contrast angiography and intraplaque

hemorrhage(SNAP)
[f]#E e 22 homocysteine(Hey)
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sparsely granulated somatotroph adenoma(SGSA)
/MR JE T 8K posterior inferior cerebellar artery( PICA)
/NITT N BIBK  anterior inferior cerebellar artery( AICA)
/NI 3K superior cerebellar artery(SCA)
fEME L signal-to-noise ratio(SNR)
I BUPP 2 2F 469K neurofibromatosis type 1(NF1)
L P R A R

vascular endothelial growth factor( VEGF)
WEPT R  Alexander’s disease( AxD)
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T4 BE INBUBAS. proton density weighted imaging(PDWT)
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HEBIBK  vertebral artery(VA)
BHEEE  total cholesterol (TC)



