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GUIDE TO AUTHORS 
 

Aims & Scope 
Authors submitting articles to the Egyptian Journal of Neurosurgery do not have to be members of the E.S.N.S. The 
Journal welcomes original articles from authors with diverse clinical and scientific interests provided that the article has a 
relevance to the neurosciences and practice of contemporary neurosurgery, in its widest sense. Articles are submitted for 
publication on the understanding that they have not been submitted simultaneously or published in another journal. 
The scope covers not only Egyptian Neurosurgery but that of the continent and the surrounding region Articles are 
subjected to peer review and the editor reserves the right to make the final decision regarding publication and to make 
literary amendments as deemed necessary. The following types of articles would be considered for publication: 

1. Original Research Papers. 
2. Review Articles. 
3. Short Communications and Technical Notes providing a brief account of a certain piece of work, research plans or 

work in progress.  
4. Case Reports dealing with interesting or rare cases or side effects of interventions. 
5. Letters to the Editor giving comments on a topic of current interest or on a material that has been published in the 

Journal. 
6. Announcements of forthcoming events (meetings, awards … etc). 

It is a condition of publication that the authors transfer the world copyright of their manuscripts to the journal. All 
manuscripts should therefore be accompanied by a signed statement that the article is original, is not under consideration or 
has not been previously published in another journal. 
The intellectual content of the paper is the responsibility of the author(s). The editors and the publisher accept no 
responsibility for opinion(s) and statement(s) of author(s). While every effort will be made by the editors and publisher to 
avoid inaccurate and misleading data, they accept no liability whatsoever for the consequences of wrong information. 
 
Preparation of Manuscripts 
 Print out the manuscript on white A4 paper, with margins of at least 25mm (1 inch). 
 Print on only one side of the paper. 
 Please number the pages consecutively, beginning with the title page. 
 The article is to be divided into: 

Page 1: Covering letter  
A covering letter signed by all authors stating that all authors have seen and approved the manuscript and is fully 
conversant with its contents. They should transfer copyright of their manuscript to the journal. 
Page 2: Title page 
Title page should carry: 

1. The title of the article, which should be concise (not more than 90 characters), but specific and informative. 
2. Names of authors and coauthors, and academic degrees. 
3. Affiliation for each author (department, hospital, or academic institution) to which the work should be attributed. 
4. Name and full address (including phone, fax number, and e-mail address) of the author with whom correspondence 

will be made regarding the processing and proofing of the manuscripts as well as handling of reprints. 
5. A short running title of no more than 40 characters to be used in the header of the article. 

Page 3: 
Abstract (200-300 words). The abstract should be structured and concisely give the main aspects and features under the 
following clearly labeled sections: Background, Objective(s), patients (material) and methods, results, and conclusion. 
Key words: 3-6 key words for indexing, according to MeSH, should be given on the same page of the abstract. 
Page 4 …..: Manuscript compose of: 
Introduction: State the purpose of the article and summarize the rationale for the study. Give only strictly pertinent 
references and do not include data or conclusions from the work being reported. 
Patients (Material) and Methods: 
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Researches involving human beings must be accompanied by letters to editors providing the mechanism used to verify the 
ethical consideration of the research as well as the documents that verify them. e.g: ethical committee approval and 
concent. Describe your selection of the experimental subjects (patients or laboratory animals, including controls). Identify 
the important characteristics of the subjects. Identify the methods, instrumentations (give the manufacture’s name and 
address in parentheses), and procedures in sufficient detail to allow other workers to reproduce the results. Identify 
precisely all drugs and chemicals used, including generic name(s), dose(s), and route(s) of administration. Describe 
statistical methods with enough detail to enable a knowledgeable reader to access to the original data to verify the reported 
results. Specify any computer programs used.  
Results: Present your results in logical sequence in the text, tables, and illustrations. Do not repeat in the text all the data in 
the tables or illustrations. Emphasize or summarize only important observations. Do not interpret your results in this 
section. 
Discussion: Emphasize the new and important aspects of the study and the conclusions that follow from them. Relate the 
observations to other relevant studies. 
Conclusion: It should emphasize the important results and lesson(s) to learn from the study. 
Disclaimer (and/or) acknowledgments (if any): The author(s) should mention clearly any financial support they received 
or financial interests they have concerning the submitted article. Acknowledgments can also be noted here.  
Tables: Tables should be numbered consecutively in Arabic numerals (1, 2, 3,…) according to the order of their 
appearance in the text. The table number is to be followed by a brief informative description.  
Figures: Figures should be numbered consecutively in Arabic numerals according to the order of their citation in the text. 
The figure number is to be followed by a brief informative description. Figure should be of high quality. Color figures are 
accepted with extra charge. 
Illustrations: Limit the illustrations to those which clarify and reinforce the text while avoiding illustrations that 
demonstrate the same features. Photographs, line drawings, and graphs should be of a high artistic and technical quality. 
Color photographs are accepted with extra charge.  
References: References should be arranged in their order of appearance in the manuscript. Identify references by Arabic 
numerals in parenthesis e.g. (2-5, 15).  
Abbreviations should conform to the style of Medline. Acceptable references are those published and are widely available. 
If the references are not properly formatted, the manuscript will be returned to author for correction 
References accepted but not yet published should be designated “E-pub ahead of print” after the journal name.  
Avoid citing a “personal communication” unless it provides essential information not available from a public source, in 
which case the name of the person and date of communication should be cited in parentheses within the text. 
a. Standard journal article reference: A standard journal reference should be given in the following order: author(s), 
initial(s), article title, journal name abbreviation and volume number in Arabic numerals (in bold), issue number, if any, in 
bold between parentheses, first and last page numbers, and then publication year (no point at the end) 
If authors are ≤ six in number, list them all. If they are more than 6, write the names of the first six authors followed by et 
al. 
b. Book reference: For a book reference with personal author(s) and no editors, the order should be as follows: author(s), 
initial(s), title volume (if more than one edition mention the number other than the first), city, publisher, page numbers, 
year. 
c. Website: e.g. Office for National Statistics (UK): Health expectancy: living longer, more years in poor health. Newport, UK: 
Office for National Statistics, 2004 (http://www.statistics.gov.uk/CCI/nugget.asp?ID=934&Pos=3&ColRank=2&Rank=512) [Accessed 
January 11, 2013] 
 
Submission of Manuscripts 
Manuscripts are to be submitted to the Editor-in-Chief / online submission   
Authors should submit to Editor in Chief two printed copies of their manuscript and a CD with the whole article including 
figures, tables and illustrations. 
Revised manuscripts must be returned within 3 weeks of receipt; major alterations will not be accepted. 
 
Reprints  
Only 5 reprints are free. Additional charges will apply to any extras. 
Printed at: Medical Education Development Center MEDC, Kasr Al Ainy - Cairo University. 
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Preface 
 

This effort is intended to cover the 3rd ISMINS Congress held in Cairo  last  October  2016  in  the 
J W Marriott Hotel from the 18th through the 21st, with 290 attendees in collaboration with the 
Egyptian Society of Neurological Surgeons, the Military Medical Academy, El-Galaa Military 
Medical Complex, the World Federation of Neurosurgical Societies, the Pan Arab Neurosurgical 
Society, the Middle East Neurosurgical Society, the Middle East Spine Society, the Asian Congress 
of Neurological Surgeons and the CAANS Continental Association of African Neurosurgical 
Societies.  

The Opening Ceremony commenced with a greeting message from Professor Y. Tu President of the 
World Federation of Neurosurgical Societies in the form of a video 
clip  https://drive.google.com/file/d/0B3nNvPF4QjerdzNmTlk5UlFXQ0k/view?usp=sharing, highlighting the 
importance of the concept of minimal invasiveness and the need to support the spread of such a 
methodology in the neurosurgical field and among the neurosurgeons. 

All the proceedings of this gathering are documented inclusive the welcome addresses, scientific 
program, abstracts, photos of the various events and the presence, workshops, ISMINS Executive 
Board Meeting and ceremonies. 

On behalf of the Organizing Committee allow me to thank all for their sharing and endeavours to 
the success of the 3rd ISMINS wishing all the best for the coming meetings. 

 
 
 
Sincerely 
 
Professor Ahmed Zohdi 
Congress President 
 
  
 
 



3rd ISMINS
International Congress on Minimally Invasive Neurosurgery 
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Welcome Message 
 

 
  
Dear Friends and Colleagues,  
 
I am very pleased to welcome dear colleagues to the 3rd International Congress on minimally 
invasive neurosurgery (ISMINS). This educational meeting is to be held from October, 18th -21st 
2016 in Cairo, Egypt. I appreciated so much the success of our society in the 2nd Interim Meeting 
that was held in Malaysia.  
Nowadays, the trend of minimal invasive treatment is increasing due to the established advanced 
neurosurgical instruments and a short duration of postoperative recovery needed for the patient. 
Only making the small surgical wound is not an exact definition of minimal invasive surgery but 
also minimal injury along the surgical track can be achieving the purpose.  
The ISMINS has been involved in the endovascular, endoscopic, stereotactic radiosurgery and 
functional neurosurgery. Neurosurgeons have to train for high skill and techniques to perform these 
kinds of neurosurgery. Mastering of this treatment can decrease the time, morbidity and mortality 
rate of the patient.  
So we will soon start the 3rd ISMINS annual scientific educational meeting in collaboration with 
the Egyptian Society of Neurological Surgeons. All participants are invited to join our great 
meeting.  
I am looking forward to seeing you all in this meeting.  
 
Yours sincerely  

 
Prof. Yoko Kato  
Honorary President of the Congress 
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Dear Friends and Colleagues, 
 
Almost a quarter of a century has passed since the minimal invasive neurosurgery (MIN) concept 
was intensely preached by late Professor Axel Perneczky (1945-2009). This vision paved the way 
for a modern, constantly evolving, evidence based and contemporary neurosurgery.  
The revival of this ideology by his friends and disciples through the ISMINS gatherings started in 
Florence, was followed by Xi’an and now the 3rd Congress in Cairo is due on the 18th - 21st of 
October 2016. Additionally there were two interim meetings so far in Vienna and Kuala Lumpur. 
The fourth event is even already decided to be held in Moscow 2018.  
Around sixty international Guest Speakers will cover the main topics focused on Contemporary 
MIN including the key-hole concept in microsurgery, endoscope assisted microsurgery, endoscopic 
procedures (intra-cranial / EEEA /spinal), vascular versus endovascular interventions, radiosurgery 
and advanced adjuvant therapy, functional neurosurgery, minimal invasive spinal surgery and 
robotic surgery.  
The peri-congressional workshops are intended to address brain endoscopy / EEEA, endoscope 
assisted microsurgery, minimally invasive spine surgery, image guided / ultrasound in 
neurosurgery, neurosurgical procedures simulation, endovascular interventional procedures and 
radiosurgery.  
Your active scientific contribution would be highly appreciated for all of us to enjoy a fruitful 
meeting in Cairo next October.  
You are all more than welcome in Egypt. 
 
Yours sincerely 

 
Prof. Ahmed Zohdi 
President of the Congress 
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Dear Friends and Colleagues, 
 
It is my great pleasure and honor to extend to you the invitation of the Egyptian Society of 
Neurological Surgeons (ESNS) to attend the coming International Meeting of the ISMINS that will 
be held in Cairo, Egypt in October 2016.  
As you may know that the history of Neurosurgery is that of Minimalization and since minimal 
invasive neurosurgery started to be identified as an independent domain in neurosurgery during the 
nineties of the last century, Egypt has been in the forefront of this new specialty. The ESNS was 
proud to organize in 2001 the Fifth very successful International congress in Minimally invasive 
neurosurgery in collaboration with the old Society of MINS. We are looking forward to our 
collaboration with the ISMINS to hold in Egypt an event more successful meeting both 
scientifically and socially. I can assure you of the active participation of all the board members and 
active members of the ESNS in the organization and the activities of this meeting in addition to the 
governmental patronage and support to this meeting.  
Cairo is the capital of Egypt and as a modern cosmopolitan city with ancient heritage provides a 
variety of accommodations suitable to all tastes in addition to a multitude of touristic attractions that 
appeal to every taste and enrich the social program of the meeting.  
The weather in Cairo during the month of October is so fabulous, warm sunny during the day and 
slightly chilly during the evenings making it a very friendly vacation destination.  
I am sure that we have a very fruitful meeting and that every one of you will enjoy its scientific and 
social content and we are looking forwards to seeing you all. 
 
Yours sincerely 
 

Prof. Mostafa Kotb 
Prof. Mostafa Kotb  
Vice – Presidents of the Congress 
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Dear Friends and Colleagues, 
 
It's my pleasure and honor on behalf of the organizing committee of the third ISMINS to welcome 
you all in Cairo and invite you to share and participate in the activities of this extraordinary meeting 
intended to present and practically provide attendees with the latest state of the art advances in this 
rapidly expanding field of neurosurgical practice. The organizing committee is doing every possible 
effort to make out of this meeting a memorable big success and an unforgettable event including a 
strong scientific programme reflecting the expertise of the eminent invited guest speakers together 
with the properly selected hands on workshops offering the candidates the excellence of practical 
training , the social programme includes different selected excursions to many of the Egyptian 
historical places at suitable prices , a meet and assist service will be available for those giving a 
prior notice about their flight details .  
Varying accommodation options are available at different affordable prices however early 
reservation is encouraged. Further valuable informations are available on the meeting  
website . http://www.isminscairo2016. com  
Me and the organizing company Misr 2000 will be ready any time to offer you all the facilities 
needed to make out of of your attendance and stay in Egypt enjoying the lovely weather of the fall 
and the historical Egyptian heritage , a fascinating experience . 
 
Yours sincerely 
 

Prof. Sherif Ezzat  

2
nd 

Vice President WFNS  
President MENS  
Honorary President PANS  
Honorary President ESNS  
Head of the Organizing Committee of the 
Congress 
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Dear Colleagues and Friends, 
 
On behalf of the Pan Arab neurosurgical society, it is with great pleasure and honour, that I invite 
you to attend the the 3rd international society on minimally invasive neurosurgery (ISMINS) 
educational meeting that will be held from October, 18th -21st 2016 in Cairo, Egypt. It was here in 
Egypt that through paleo-radiological examination, and other evidence from ancient Egyptian skulls 
and mummies that the first transnasal approach to skull base and intracranial structures, was first 
devised by Egyptian embalmers, to excerebrate the cranial vault during mummification. In the 
present time, we recognize the importance of the ever-growing trends of the minimally invasive 
neurosurgery, which is becoming the standard of care, and provide a better quality of care for our 
patients. I which to express my appreciation to the great effort done by the scientific, and organizing 
committee to create such a gathering from the world leaders and experts in the different fields of the 
minimally invasive neurosurgery. This international gathering is an opportune time to conduct 
relevant discussion on major advances in the fields of endovascular, endoscopic, stereotactic 
radiosurgery and functional neurosurgery. The peri-congressional workshops are also a great chance 
to exchange expertise and knowledge, especially on the different endoscopic procedures in 
Neurosurgery. We will be thrilled to have you joining us and we look forward to welcome you all in 
the magnificent city of Cairo. We wish you an inspiring, and enjoyable meeting and we are 
convinced that it will be of significant benefit to your practice. 
 
Yours sincerely 
 
 

Prof. Amr El Shawarby 
President of the Pan Arab Neurosurgical Society 
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Dear friends and Colleagues,  
 
On behalf of the Middle East Spine Society (MESS) we are honored to invite you to participate in 
the 3rd International Congress on minimally invasive neurosurgery (ISMINS), October, 18 – 21 
2016 Cairo, Egypt.. The Middle East Spine Society is highly concerned with paving the way for the 
scientific environment in the region to rise up, where recent developments in spine are reviewed, 
the results of research are discussed, ideas are exchanged and challenging discussions on current 
controversies will take place. Innovations, discoveries and the last upgrades in the field of spine 
surgeries will be thoroughly presented. Hands – on workshops in selected topics that meet your 
needs will take place. Special concern will be given for young spine surgeons. In addition, social 
program and warm hospitality will pave the way to be closer. Friendship and family atmosphere 
that is provided will add a lot to the high level and the international faculties sharing in the scientific 
sessions. Let us enjoy together this memorable event. 
 
Yours sincerely 
 

 
Abd-Elhafiz Shehab-Eldien 
President of the Middle East Spine Society 
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Groups and Attendees 
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Opening Ceremony 
 
 

18th October 2016 
Session Time Talk Speaker Chairpersons 

   Welcome Addresses:     
18:15 - 18:25 President of the Congress /Honorary 

President of the Congress A. Zohdi / Y. Kato   
18:25 - 18:35 Vice – President of the Congress / 

President of ESNS M. Kotb   
18:35 - 18:45 Vice – President of the Congress / El-Galaa 

Military Medical Complex E. Abdel Khalek   
18:45 - 18:55 Head of the Organizing Committee / 2nd 

Vice President WFNS S. Ezzat   
18:55 - 19:05 President of the Pan Arab Neurosurgical 

Society A. El Shawarby   
19:05 - 19:15 President of the CAANS A. Sidi Said   
19:15 - 19:25 President of the Middle East Spine Society A. Shehab-Eldien   
19:25 - 19:35 Neurosurgery in Egypt M. Hafez   
19:35 - 19:55 Historical Concepts on Minimally Invasive 

Neurosurgery A. Basso   

Opening 
Ceremony 
(Hall A) 
18:15 - 
20:15 

19:55 - 20:15 Prospects of Endoscopic Neurosurgery H. Jho   
Welcome Reception 

20:15 - 21:15 
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Opening Ceremony Photos 
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Medical Exhibition Photos 
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ISMINS Workshops 
 
 

ISMINS WORKSHOPS 
Day Time Name Venue 

17/10/2016 08:00 – 19:20 
ISMINS Endoscopic Endonasal Skullbase / EAM 

Course 2016 Cairo 
Military Medical Academy 

17/10/2016 08:00 – 17:00 Spine Workshops 
JW Marriott ( Hall A 3rd 

Floor ) 

17/10/2016 08:00 – 17:00 Spine Workshops 
JW Marriott ( Hall B/C 3rd 

Floor ) 

18/10/2016 08:00 – 18:00 
WFNS Neurosurgical Anatomy Committe Course 

Cairo 
JW Marriott Hotel 

19/10/2016 16:00 – 21:00 
ISMINS Endoscopic intraventricular Neurosurgery 

Course 2016 Cairo 
JW Marriott Hotel 

19/10/2016 12:00 – 16:00 Radiosurgery Didactic and Hands on Workshop JW Marriott Hotel 
20/10/2016 12:00 – 16:00 Endovascular Interventional Procedures JW Marriott Hotel 
20/10/2016 08:00 – 17:00 Live Surgery ( Spine ) Elsahil Teaching Hospital 
21/10/2016 14:00 - 18:00 MIN Sono Course JW Marriott Hotel 
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Workshops 

 
 
17th October 2016  
ISMINS Endoscopic Endonasal 
Skullbase / EAM Course 2016 Cairo  
Venue: Military Medical Academy  
08:00 – 08:30 Registration  
08:30 – 08:40 Welcome Message  
Zohdi  
08:40 – 09:00 Endonasal endoscopic skull base 
surgery – general technique and indications  
Schroeder  
09:00 – 09:20 Transsphenoidal – transethmoid 
approach  
Kamel  
09:20 – 09:40 Reconstruction of the Skull Base 
Free Grafting to Vascularized Flaps  
Lashin  
09:40 – 10:00 Endoscopic endonasal pituitary 
surgery  
Grotenhuis  
10:00 – 10:20 Transtuberculum – transplanum 
approach  
Schroeder  
10:20 – 10:40 Indications and limitations of 
extended endonasal approaches  
Elsamman  
10:40 – 11:00 Coffee Break  
11:00 – 01:00 Lab I  
Transsphenoidal – transsellar approach  
Transtuberculum – transplanum approach  
13:00 – 14:00 Lunch  
14:00 – 14:20 Transclival approach  
Grotenhuis  
14:20 – 14:40 Transcavernous approach  
Schroeder  
14:40 – 15:00 Complication avoidance  
Grotenhuis  
15:00 – 16:40 Lab II  
Transclival approach  
Transcavernous approach  
16:40 – 17:00 Coffee break  
17:00 – 17:20 Endoscope – assisted microsurgical 
skull base surgery of the suprasellar  
region – technique and indications  
Grotenhuis  
17:20 – 19:00 Lab III  
Endoscope – assisted skull base surgery:  
Supraorbital approach  

19:00 – 19:20 
Endoscopic transforaminal transventricular resecti
on of third ventricular craniopharyngeomas, a 
technical note. 
E Elrefaee  
19:20 – 19:40 Closing remarks 

 
17th October 2016  
Spine Workshops  
Venue: JW Marriott (Hall A - 5th Floor)  
08:00 – 17:00 Transpedicular Screws: Basics / 
Technique / Tics / complications  
Mohi Eldin  
Zileli  
 
Venue: JW Marriott (Hall B/C - 5th 
Floor)  
08:00 –13:00 Intraoperative Neurophysiological 
monitoring  
Abd – Elhafiz  
Taher  
Kandel  
08:00 – 13:00 Trans – Sacral Epiduroscopy  
Meceda  
14:00 – 17:00 Bone Scalpel  
14:00 – 17:00 Lateral Mass Screw fixation.  
Abd – Elhafiz  

 
18th October 2016 Tuesday  
WFNS Neurosurgical Anatomy 
Committe Course Cairo  
Venue: JW Marriott Hotel  
08:00-08:05 Intro  
Kato, Beneš  
08:05-08:25 Skull Base Anatomy (Basics)  
Cheryan  
08:25-08:45 Brain Anatomy (Basics)  
Turel  
08:45-09:05 Ventricular Anatomy (Basics)  
Ikawa  
09:05-09:25 Spine anatomy (Basics)  
Sharif  
09:25-09:45 Pterional and variations  
Wahjoepramono  
09:45-10:05 Transnasal approaches  
Kanaan  
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10:05-10:30 Coffee Break  
10:30-12:30 Discussion Groups  
Clinoidectomy, cavernous sinus  
Cheryan, Sano  
Approaches to cavernomas  
Wahjoepramono, Beneš  
Sellar region – endo versus open  
Kannan, Sharif  
Aneurysms – open versus endo  
Kato, Turel  
12.:30-13:30 Lunch  
13:30-13:50 Anterior temporal and sinus 
cavernosus approaches  
Couldwell  
13:50 -14:10 Midline, lateral and far lateral 
approaches  
Turel  
14:10-14:30 Supra-Infracerebellar and retrosig 
approaches  
Beneš  
14:30-14:45 White matter dissection – LGG  
Turel  
14:45-15:00 Arachnoid dissection – Aneurysms  
Kato  
15:00-15:10 EC-IC bypass – Tips and Tricks  
Niya  
15:10-15:30 Spine approaches  
Sharif  
15:30-16:00 Coffee Break  
16:00-18:00 Discussion Groups. Solve a case, How 
I Do It, Interactive!!!  
AVM  
Kato, Beneš  
Sellar meningioma  
Sano, Wahjoepramono  
Intraventricular tumor  
Ikawa, Kanaan  
CC junction tumor  
Couldwell, Turel 
 
19th October 2016 Wednesday  
ISMINS Endoscopic intraventricular 
Neurosurgery Course 2016 Cairo  
Venue: JW Marriott Hotel  
16:00 – 16:30 Registration  
16:30 – 16.40 Welcome  
Zohdi  
16.40 – 17:00 Intraventricular anatomy  
Zohdi  
17:00 – 17:20 Intraventricular neuroendoscopy – 
general principles and techniques  

Schroeder  
17:20 – 17:40 Endoscopic third ventriculostomy  
Grotenhuis  
17:40 – 18:00 Aqueductoplasty, stenting, and 
septostomy  
Schroeder  
18:00 – 18:20 Arachnoid and pineal cysts  
Zohdi  
18:20 – 18:40 Colloid cysts  
Schroeder  
18:40 – 19:00 Intraventricular tumors  
Grotenhuis  
19:00 – 19:20 Complication avoidance  
Grotenhuis  
19:20 – 19:40 Endoscopic transventricular- 
transforaminal resection of third ventricular 
craniopharyngiomas.  
E.Refaee  
19:40 – 20:00 Coffee Break  
20:00 – 21:20 Lab I  
Intraventricular endoscopy on head models  

 
19th October 2016 Wednesday 
Radiosurgery Didactic and Hands on 
Workshop  
Venue: JW Marriott Hotel  
12:00 - 16:00 Radiosurgery  
Principles of Radiosurgery  
SRS for Vascular Entities  
SRS for Metastases and Glioma  
Spinal Radiosurgery  
Angelov, Reda, ElShehaby, AbdelKarI´m  

 
20th October 2016  Thursday  
Endovascular Interventional Procedures 
Venue: JW Marriott Hotel 
12:00 - 16:00 Endovascular Interventional 
Procedures  
1- How I do it : Aneurysm  
2-How I do it : AVM  
3-How I do it : Carotid Stenosis  
4-How I do it : Mechanical Thrombectomy  
5-Coils , Catheters , Stents :Designs and how to 
choose what to use  
6- Hands on didactic training on flow models and 
simulators  
Patankar , Habib 
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20th October 2016  Thursday  
Live Surgery ( Spine )  
Venue: Elsahil Teaching Hospital  
08:00 – 17:00 Endoscopic Discectomy (Cervical / 
Lumbar)  
Oertel Germany  
Abd – Elhafiz Egypt  
Heshmat Egypt  
08:00 – 10:00 Lectures & Hands on workshop.  
10:00 – 10:30 Coffee Break  
10:30 – 17:00 Live surgery  

 
21st October 2016 Friday  
MIN Sono Course  
Venue: JW Marriott Hotel 
Introduction  
Welcome  
Goal (routin use in neurosurgery)  
Description and Program  
Course Material  
A) Basics  
Equipment:  
Machine (Highend!) (Hitachi / ALOKA)  
Probes: Burr-hole  
Sektor highresolution  
TCD  
Trans-endoscopic  
Starting the machine  
Patient Data  
Presets  
Modes: B (Brightness)  
C (Duplex)  
CW(Triplex)  
PW(semi-3D)  
Cine  
 

Functions: (optimation of image)  
Focus  
Depth(Zoom)  
Angle  
Gain  
Window  
Advanced Functions:  
(combined with navigation/  
transendoscopic/ vibrography/  
contrast/ LASER/...)  
 

Exam Setting:  
OR-position  
Ispsilat  
Contralat  
Orientation /Synchronisation  

Utrasound Anatomy  
Sono-windows of the skull  
Slices: angled  
parallelly  
axial(CT/MRT)  
coronary  
sagittal  
main-levels  
 
B) Clinical Application  
Peri-operative Concept: Pre-op - Intra-op - Post-op  
Locations: ICU 57. % - Amb. 2.5% - Pat-Unit 
3.5% - OR 37. %  
Probes: TCD 60% - SP 21% - B 9% - ENS 7% - 
Others 3%  
Indications:  
Monitoring  
• Vasospasm  
• Aneurysm Remnant  
• Vessel-Occlusion  
• Ventricular Size  
• Edem and Shift  
• Rebleeding?  
 
Targeting:  
• Small Lesion  
• Tumor Remnant  
• Slitventricles  
• Distance + Angle  
• Volume  
 
Neuronavigation:  
• to the Target  
• Pitfalls of Computer- Neuronavigation  
- Shift  
- Registration Failure  
- technical Failure (soft, hard)  
• Cysts Distribution + Parenchymatous  
Topographic Anatomy  
• Orientation  
• Correlations Texture  
• Early Detection of Dangers  
 
Extraoperatively:  
• Multiple Monitoring (Vasospasm, Shift, 
Hydrocephalus...)  
• Bedside Control (Substitution of CT and MR)  
• Braindeath Determination (difficult!)  
• Ambulant Long Lime Monitoring(Substitution of 
CT and MR)  
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Intraoperatively:  
• Imaging (Additional Information about the 
Lesion)  
• Targeting (Find a Small Lesion, Direction of 
Approach)  
• Neuronavigation (Real-Time Orientation)  
• Pathophysiology (Vasospasm, Perfusion, Shift)  
• Emergency (Angioma? Aneurysm? Main 
Feeders?)  
• Diagnosis (Vascularisation? Type of Tumor?...)  
• Reorientation (Complex Lesion, Confusing 
Changes to Preop.)  
• Resection Control (Tumor Borders)  
• Clipping Control(Patency of Parent Vessels)  
 
C) MIN-Concept and Future  
Planning and Controling a Minimally Invasive 
Approach  

Intraoperative Imaging:  
• Size and Correction of Craniotomy  
• Cyst/Tumor ?  
• Tumorborders  
• Edemborders  
• Tumordignity  
• Resection Control  
• Sono-Angiography  
• Clipping Controll and Patency of Parent Vessels  
• Shifting and all intracranial Changes  
• Ventricular Size and Changes  
• Unexpected Findings!  
- Cause of Bleeding (Aneurysma, Angiom?)  
- Actual Tumorsize(fast growing)  
- Perfusion Amount of the Lesion  
• Physiological Parameters  
 
D) Literature

 



Egyptian Journal of Neurosurgery Volume 31 / No. 4 / October - December 2016 / Scientific Program  

 

 

Egyptian Journal of Neurosurgery 

 
25 

Scientific Program 
 

19th October 2016 

08:00 - 08:15 Posterior Fossa Meningiomas (Taxonomy) V. Beneš  
08:15 - 08:30 Endoscopic Pituitary Surgery: Is there 

Evidence for Superior Results? J. Oertel  
08:30 - 08:45 Endoscopic Anatomy of the Anterior Skull 

Base for the Neurosurgeon R. Kamel 
08:45 - 09:00 Craniopharyngeomas – Why and When 

Endonasal Resection? H. Schroeder 
09:00 - 09:15 How to Choose the Best Approach for 

Anterior Fossa Meningiomas A. Grotenhuis  
09:15 - 09:30 Carotid Endarterectomy Technique and 

Current Status Venkataramana N K 
09:30 - 09:45 Keyhole Approaches to the Brainstem C. Teo 
09:45 - 10:00 Endoscopic Spine Surgery: Current Status 

and Future Perspectives J. Oertel  
10:00 - 10:15 Minimally Invasive Neurosurgery in 

Pediatric Neurosurgery,  Part 1  M.Choux 

 
A. Fakhr 

A. Grotenhuis 
H. Schroeder 

A. Zohdi 

Contemporary 
MIN I 

(Hall A) 
08:00 - 10:30 

10:15 - 10:30 Discussion 
Coffee Break 10:30 - 10:45 Coffee Break     

10:45 - 11:00 Pituitary Adenomas A. Basso 
11:00 - 11:15 Surgery for Cerebral AVM Y. Kato 
11:15 - 11:30 Surgery of Brainstem Cavernous Angioma E. Wahjoepramono 
11:30 - 11:45 Endoscopic Cervical Spine Surgery H. Jho 
11:45 - 12:00 Keyhole Approaches to the Anterior 

Cranial Fossa; Endonasal vs Transcranial C. Teo 
12:00 - 12:15 Endoscope-Assisted Versus Purely 

Endoscopic Procedures A. Grotenhuis  
12:15 - 12:30 Minimal Invasive Surgery for Elderly 

Aneurysm and Meningioma F. Ikawa 
12:30 - 12:45 Complications of Minimally Invasive Spine 

Surgery M. Zileli 
12:45 - 13:00 Microsurgical Internal Decompression of 

Lumbar Spinal Stenosis (MIDSS) K. Turel 

A. Eissa 
E. Ghanem 

Y. Kato 
K. Turel 

Contemporary 
MIN II 
(Hall A) 

10:45 - 13:15 

13:00 - 13:15 Discussion 
Lunch 13:15 - 14:00 Lunch     

14:00 - 14:10 Colloid Cysts - Bimanual Dissection 
Technique and Hemostasis H. Schroeder 

14:10 - 14:20 Microsurgery for Colloid Cysts. I. Sbeih 
14:20 - 14:30 Colloid Cysts (Ongoing Rivalry)  A. Zohdi 
14:30 - 14:40 Endoscopic Assisted Microsurgery in 

Pediatric Brain Tumours M. Beltagi 
14:40 - 14:50 Key Hole Approaches to Ventricles  A. Alias 
14:50 - 15:00 Multimodal Management of Pediatric 

Craniopharyngioma A. El Ouahabi 
15:00 - 15:10 Endoscopic Assisted Skull Base Surgery: 

Experience with 300 Cases J. Oertel  
15:10 - 15:20 Endoscopic Assisted Skull Base Surgery M. Mourad 
15:20 - 15:30 Endoscope-Assisted Microvascular 

Decompression in Hemifacial Spasm H. Schroeder 
15:30 - 15:40 Minimal Invasiveness: A Concept or the 

Tools A. Shehab-Eldien 

Session III 
 

- Endoscopic 
Procedures 

- Endoscope 
Assisted 

Microsurgery 
- Key – hole 
Concept in 

Microsurgery 
 (Hall A) 

14:00 - 16:00 

15:40 - 15:50 
Supraorbital Keyhole Microsurgical S. Elkheshin 

H. Alhusseiny 
A. Basso 
A. Safwat 

A. Shehab-
Eldien 



Volume 31 / No. 4 / October - December 2016 / Scientific Program 

 

 

Egyptian Journal of Neurosurgery 

 
26 

Fenestration of Symptomatic Temporal 
Arachnoid Cysts in Children,  Outcome 
Analysis in 25 Consecutive Cases 

15:50 - 16:00 Discussion 
14:00 - 14:10 Cerebral Aneurysm Treatment Y. Kato 
14:10 - 14:20 Repeated Procedures for Aneurysms 

(Choice of Treatment) V. Beneš  
14:20 - 14:30 Unruptured Cerebral Aneurysm Japan 

Standard F. Ikawa   
14:30 - 14:40 Management of Giant Aneurysms E. Wahjoepramono 
14:40 - 14:50 The Management of Anterior Circulation 

Aneurysms in the Post ISAT Era: To Clip 
or to Coil? A. El Ouahabi 

14:50 - 15:00 Clipping Versus Endovascular in 
Management of Cerebral Aneurysm  
Considering Developing Countries M. Kassem 

15:00 - 15:10 Intra Operative Idocyanine Green 
Angiography &  
Microsurgical Resection of Spinal Dural 
Arteriovenous Fistulae H. El-Magraby 

15:10 - 15:20 Curative Embolization of Pediatric Cerebral 
Arteriovenous Malformations (AVMs) M. Shoaib 

15:20 - 15:30 Large and Giant Aneurysms V.  Beneš  
15:30 - 15:40 Arteriovenous Malformation and Aneurysm 

Both Supplied by Anterior Inferior 
Cerebellar Artery (AICA):  
A Report of a Rare Incident Managed with 
a Novel Intervention. H. Khayat 

15:40 - 15:50 Combined Treatment of Cerebral 
Arteriovenous Malformations--Experience 
of Huashan Hospital B. Xu 

V. Beneš 
M. ElMahalawy

E. Rashad  
E. 

Wahjoepramono

Session III 
Vascular 
versus 

Endovascular 
 (Hall B) 

14:00 - 16:00 

15:50 - 16:00 Discussion 
Coffee Break 16:00 - 16:15 Coffee Break     

16:15 - 16:30 Radiosurgery in Neurosurgical Oncology  L. Angelov 
16:30 - 16:45 Cyberknife Radiosurgery for Acoustic 

Tumours B. Nadar 
16:45 - 16:55 Single Session Gamma Knife: 

Radiosurgery for Optic / Hypothalamic 
Gliomas W. Abdel Halim 

16:55 - 17:05 Gamma Knife Radiosurgery for Glomus 
Jugulare Tumors: a Single-Center Series of 
75 Cases R. Ibrahim 

17:05 - 17:15 Gamma Knife Radiosurgery for 
Management of Peri-Optic Meningiomas H. Maati 

17:15 - 17:30 Cisternostomy - Skullbase and Vascular 
Technique in Head Trauma Instead of a 
Century Old Surgical Treatment I. Cherian 

17:30 - 17:45 Philosophy of Minimal Management in 
Chronic Subdural Hematomas S. Bakhti 

17:45 - 17:55 Efficacy of Antimicrobial-Impregnated 
External Ventricular Drain Catheters:  
a Prospective, Randomized, Controlled 
Trial A. El-Sayed 

Session IV 
SRS and 

Miscellanous 
 (Hall A) 

16:15 - 18:30 

17:55 - 18:05 ICH Evacuation by MIN Techniques"(First 
Analysis of >200 Cases) K. Resch 

S. Bakhati 
O. El Ghanam 

R. Farouk 
I. Sbeih 
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18:05 - 18:15 Rule of MIS in Cases of Gun Shoot Injuries 
of the Brain A. Alkamaly  

18:15 - 18:30 Discussion 
16:15 - 16:30 Endoscopic Thoracic and Lumbar Spine 

Surgery H. Jho 
16:30 - 16:40 Tube Guided Posterior Surgery in Lumbar 

and Cervical Spine M. Zileli 
16:40 - 16:50 Vertebroplasty or Kyphoplasty: Which One 

to Choose? M. Zileli 
16:50 - 17:00 Mini-Open TLIF M. Mohi Eldin 
17:00 - 17:10 Percutaneous Endoscopic Stenosis Surgery 

(PESS)  E. Meceda 
17:10 - 17:20 Minimally Invasive Management of Spinal 

Metastases S. Robertson  
17:20 - 17:30 Spinal Tumours  A. Sidi Said 
17:30 - 17:40 The Pendular Shift to A Minimal Invasive 

Spine Surgery,16years Experience O. Hammad 
17:40 - 17:50 Concepts of real time imaging, navigation 

& robotics in Minimal Invasive Spine 
Surgery H. El-Magraby 

17:50 - 18:00 Intradural Spinal tumors, How to Avoid 
Complications A. Alshurbaji 

18:00 - 18:15 Biomechanical comparison of compression 
screws of Odontoid fractures – Evaluation 
of a new screw design J. Müller 

Y. El Banna 
H. Jho 

M. Kotb 
M. Zileli 

Session IV 
Minimally 
Invasive 

Spine Surgery 
 (Hall B) 

16:15 - 18:30 

18:15 - 18:30 Discussion 
ISMINS 

Executive 
Board 

Metting 
(Hall A) 

18:30 

18:30 

ISMINS Executive Board Metting 

20th October 2016 
08:00 - 08:15 Preoperative Simulation for Cerebral 

Aneurysm and Skull Base Tumo F. Ikawa 
08:15 - 08:30 Ultrasound for MIN"(About 2000 Cases) K. Resch 
08:30 - 08:45 Contemporary Approach for Management 

of Cushing Disease I. Kanaan 
08:45 - 09:00 Individualized EC-IC Revascularization in 

the Treatment of Moyamoya Disease B. XU 
09:00 - 09:15 Keyhole Approach to Gliomas C. Teo 
09:15 - 09:30 Limitations of Endoscopic Endonasal 

Approach to Anterior Midline Skull Base 
Lesions A. Alias 

09:30 - 09:45  Extended Endoscopic Approach  for 
Craniopharyngiomas Venkataramana N K 

09:45 - 10:00 The Role of AFNS Grade in Predicting 
Success of ETV in Childhood 
Hydrocephalus M. Qureshi 

10:00 - 10:15 Minimally Invasive Neurosurgery in 
Pediatric Neurosurgery,  Part 2 M. Choux 

E. Abd El 
Khalek 
I. Ewis 

A. Sidi Said 
C. Teo 

Contemporary 
MIN I 

(Hall A) 
08:00 - 10:30 

10:15 - 10:30 Discussion 
Coffee Break 10:30 - 10:45 Coffee Break     

10:45 - 11:00 Acoustic Schwannomas  A. Basso Contemporary 
MIN II 11:00 - 11:15 

Suction Spatula and Endoscope-Assistance H. Schroeder 

I. Ibrahim 
Q. Lan 
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in Vestibular Schwannoma Surgery 
11:15 - 11:30 Recommendation for Treatment of Large 

Vestibular Schwannomas I. Kanaan 
11:30 - 11:45 Endovascular Does Not Always Equal 

Minimally Invasive: 
 Decision Making on Coiling or Clipping 
for Everyday Aneurysms: The Perspective 
of a Dual- Trained Neurosurgeon S. Sanyal 

11:45 - 12:00 Application of Extracorporeal Circulation 
Technique for Minimally Invasive Surgery 
 in Patients with Large Cerebral Aneurysms Y. Niiya 

12:00 - 12:15 Microsurgical Treatment of Posterior 
Cerebral Circulation Aneurysms Via 
Keyhole Approaches Q. LAN 

12:15 - 12:30 tSELD Anatomy and Procedure E. Meceda 
12:30 - 12:45 Endoscopic Cranial Surgery H. Jho 
12:45 - 13:00 Minimally Invasive Surgical Management 

of Spondylolisthesis and Fusion S. Robertson 

E. Meceda 
M. Mohi Eldin 

(Hall A) 
10:45 - 13:15 

13:00 - 13:15 Discussion 
Lunch 13:15 - 14:00 Lunch     

14:00 - 14:15 Endoscopic Neurosurgery of the 
Intracranial Potential Spaces A. Alias 

14:15 - 14:30 Endoscopic Management of Multilocular 
Hydrocephalus A. Shehab-Eldien 

14:30 - 14:45 Management of Intraventricular Tumors A. Alshurbaji 
14:45 - 15:00 Minimal Invasive Procedures in 

Hydrocephelus O. Hammad 
15:00 - 15:10 The ShuntScope for Ventricle Catheter 

Placement in Complex Cases of 
Hydrocephalus M. Salah 

15:10 - 15:20 The Role of Endoscopic Antegrade 
Aqueductoplasty with Stenting in 
Management of Trapped Fourth Ventricle S. Elkheshin 

15:20 - 15:30 Endoscopic Plan for Management of 
Foramen Monro Stenosis M. Kassem 

15:30 - 15:40 Endoscopic Assisted Suturectomy for 
Primary Craniosynostosis in Infancy S. Ramadan 

15:40 - 15:50 Safety and Effectiveness of Microvascular 
Decompression for Treatment of 
Hemifacial Spasm through Mini-
craniotomy A. El-Badry 

A. Alias 
A. Alshurbaji 
N. Ghandour 
N. Mansour 

Session III 
 

- Endoscopic 
Procedures 

- Endoscope 
Assisted 

Microsurgery 
- Key – hole 
Concept in 

Microsurgery 
 (Hall A) 

14:00 - 16:00 

15:50 - 16:00 Discussion 
14:00 - 14:10  Microsurgery for Intramedullary Spinal 

Cord Tumors I. Sbeih 
14:10 - 14:20 Minimal Invasive Decompression for 

Lumbar Spinal Stenosis T. Mitsugi 
14:20 - 14:30 Posterior Cervical Foraminotomy M. Mohi Eldin 
14:30 - 14:40 Accurate Placement of Percutaneous 

Pedicle Screws Without the Use of 
Neuronavigation/O-arm Technology and 
  Reduction-Fixation of  Lumbar 
Spondylolisthesis by Percutaneous Pedicle 
Screws and a Minimal Access Approach S. Sanyal 

Session III 
Minimally 
Invasive 

Spine Surgery 
 (Hall B) 

14:00 - 16:00 

14:40 - 14:50 
Minimal Invasive Extraspinal Approach to M. Bettag 

A. Abou 
Madawi 

M. Bettag 
S. Sanyal 

A. Sharafuldin 
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Extraforaminal Disc Herniations at the 
Level L5/S1 

14:50 - 15:00 Interlaminar Approach for Excision of 
Spinal Meningiomas A. Ayyad 

15:00 - 15:10 Endoscopic Spine Surgery Overview A. El Shawarby 
15:10 - 15:20 High Frequency Spinal Cord Stimulation in 

Failed Back Surgery M. Bettag 
15:20 - 15:30 Full Endoscopic Approaches to Lumbar 

Spine Herniations T. Hassan 
15:30 - 15:40 Microsurgical Bilateral Decompression via 

Unilateral Approach for Lumber Canal 
Stenosis H. Abdel Badeia 

15:40 - 15:50 MIN in Intramedullary Tumours H. Moustafa 
15:50 - 16:00 Discussion 

Coffee Break 16:00 - 16:15 Coffee Break     
16:15 - 16:30 Selection of Surgical Approach in Central 

Skull Base Meningiomas I. Kanaan 
16:30 - 16:45 Supraorbital Minicraniotomy for 

Management of Ant. Cranial Fossa Lesions A. Ayyad 
16:45 - 16:55 Extended EndoNasal Approaches to Skull 

Base. Initial Experience in Cairo University A. El-Samman 
16:55 - 17:05 Identification of Pituitary Gland During 

Endoscopic Trasphenoid Surgery B. Ayoub 
17:05 - 17:15 Endonasal Transsphenoidal Approach For 

Skull Base-Leisons K. Bagathsingh  
17:15 - 17:25 Endoscopic Transsphenoidal Surgery for 

Pituitary Adenoma: Outcome and 
Complications  K. Kenawy 

17:25 - 17:35 Endoscopic Endonasal Approach for Clival 
Chordoma: Outcome and Complications  K. Kenawy 

17:35 - 17:45 Endoscopic Transsphenoidal Surgery for 
Recurrent/Residual Pituitary Adenomas H. Jalalod'din 

17:45 - 17:55 Image Guidance in Endoscopic Endonasal 
Approaches A. Zohdi 

17:55 - 18:05 The Supraorbital Keyhole Approach for 
Clipping of Anterior Circulation Ruptured 
Aneurysms M. Nabeeh 

N. Abd El-
Rahman 

Y. Alawadi 
A. Kamaly 
E. Kanaan 

Session IV 
- Endoscopic 

Endonasal 
Approaches 
– Endoscope 

Assisted 
Microsurgery 

 (Hall A) 
16:15 - 18:15 

18:05 - 18:15 Discussion 
16:15 - 16:30 Application of Extracorporeal Circulation 

Technique for Minimally Invasive Surgery 
in 
 Patients with Complicated Carotid Artery 
Disease Y. Niiya 

16:30 - 16:45 Aneurysm Treatment : What I let 
Neurosurgeons Clip T. Patankar   

16:45 - 17:00 Stroke : Imaging to Treatment . What We 
do Know T. Patankar   

17:00 - 17:15 Complex Intracranial Aneurysms: 
Endovasculre Solution. M. Habib 

17:15 - 17:25 Pediatric Moyamoya :Is Indirect 
Revascularization Enough M. Habib 

17:25 - 17:35 Endovascular Management of 
Paragangliomas M. Shadad 

17:35 - 17:45 Double Microcatheter Technique in 
Management of Wide Neck Aneurysms A. Deabes 

Session IV 
Vascular 
versus 

Endovascular 
 (Hall B) 

16:15 - 18:15 

17:45 - 17:55 
Efficacy and Safety of Coiling Versus W. Abouzeid 

A. El Shawarby
M. Habib 
T. Hassan 
Y. Niiya 
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Clipping for Ruptured Middle Cerebral 
Artery Aneurysms : 
Retrospective Study of Double Center 
Experience 

17:55 - 18:05 Endovascular Management of Intracranial 
Vascular Stenosis A. El Ghanam 

18:05 - 18:15 Discussion 
21st October 2016 

09:00 - 09:15 Minimally Invasive Resection of Gliomas: 
Concepts of Awake Craniotomies & 
Cortical Brain Mapping H. El-Magraby 

09:15 - 09:30 The Role of Neuromodulation in Treatment 
of Chronic Pain Syndromes M. Qureshi 

09:30 - 09:45 Minimally Management of Chiari 
Malformations S. Robertson 

09:45 - 10:00 Lamina Terminalis Approach for 3rd 
Ventricular Craniopharyngiomas I. Sbeih 

10:00 - 10:15 Endoscopic Trans-Nasal Pituitary Surgery 
the UAE Experience A. El Shawarby 

10:15 - 10:30 Pituitary  Surgery , How to Improve 
Outcome A. Alshurbaji 

10:30 - 10:45 Different techniques in transnasal 
endoscopic pituitary surgery M. Bettag 

10:45 - 11:00 Extracranial-Intracranial STA-MCA 
Bypass Using Linear Mini Proach A. Dubovoy 

11:00 - 11:15 Advances  in the  Endoscopic Pituitary 
Surgery and  Preservation of  Normal Gland Venkataramana N K 

11:15 - 11:30 Neuroophthalmology triggered 
Neurosurgery: 
1. Craniopharygioma: Preservation of 
Vision in 4 Phases 
2. 40 y Shunt History: Preservation of 
Vision and Independency K. Resch 

K. El Bahy 
M. El Gohary 

Venkataramana 
N K 

S. Robertson 
 
 

Contemporary 
MIN I 

(Hall A) 
09:00 - 11:45 

11:30 - 11:45 Discussion 
Lunch 11:45 - 14:00 Prayer & Lunch     

14:00 - 14:15 Surgical Strategies and Therapeutic Effect 
Analysis on Minimally Invasive Keyhole 
Surgery on Thalamus Lesions J. Dong 

14:15 - 14:30 Lateral mini orbitotomy in the treatment of 
intraorbital retroocular volume lesions A. Dubovoy 

14:30 - 14:45 Cost-Effectiveness of Utilizing Modern 
Minmal Access Neurosurgery Tools in 
Developing Countries E. B. Elmalik 

14:45 - 15:00 Combined Endoscopic Third 
ventriculostomy and Tumor Biopsy, 
 in Management of Pineal Region Tumors, 
Safety Considerations S. Elkheshin 

15:00 - 15:15 Endoscopic Management of Non-Shunt 
Related Intra and Peri Ventricular Cystic 
Lesions Y. Alawadi  

15:15 - 15:30 Adenosine Induced Transient Cardiac Flow 
Arrest as a Minimally Invasive Cerebral 
Aneurysm Surgery Y. Niiya 

Contemporary 
MIN II 
(Hall A) 

14:00 - 16:15 

15:30 - 15:45 Techniques in Anastomosing of the Small 
Vessels in Moyamoya Disease B. XU 

A. Dubovoy 
R. El Khayat 

A. Kotb 
S. Torky 
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15:45 - 16:00 Contralateral Concept for Management 
Lesions Around the Sella A. Ayyad 

16:00 - 16:15 Discussion 
Coffee Break 16:15 - 16:30 Coffee Break     

16:30 - 16:45 Endoscopic Assisted Microsurgical 
Techniques in Management of Posterior 
Fossa Pathologies A. Ayyad 

16:45 - 17:00 Intracranial (IC-IC) Anastomoses in the 
Treatment of Complex Cerebral Aneurysms A. Dubovoy 

17:00 - 17:15 Balloon Compression as a Treatment 
Option in Trigeminal Neuralgia M. Qureshi 

17:15 - 17:30 Pure Endoscopic Micro Vascular 
Decompression for Trigeminal Neuralgia Y. Uddin  

17:30 - 17:45 Trigeminal Neuralgia: The Spring 
Technique and a Rational, Long-term, non-
Destructive Approach S. Sanyal 

17:45 - 18:00 Management of Trigeminal 
Neuralgia:Percutaneous Procedures or 
Micro Vascular Decompression: What to 
Choose? A. El Ouahabi 

18:00 - 18:15 Microsurgery for Medulla Oblongata 
Hemangioblastoma I. Sbeih 

Contemporary 
MIN III 
(Hall A) 

16:30 - 18:30 

18:15 - 18:30 Neuro-Endoscopic Management of 
Multiloculated Hydocephalus W. Abouzeid 

A. Algheryani 
E. B. Elmalik 
A. El Ouahabi 

M. Qureshi 

Closing 
Ceremony 
(Hall A) 

18:30 - 18:45 

18:30 - 18:45 

Closing Ceremony 
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Abstracts 
 
V. Benes  
Posterior Fossa Meningiomas (Taxonomy)  
Posterior fossa meningimas (PFM) constitute some 10% 
of all meningiomas. PFM are both, the surgically easiest 
tumours and also the most challenging ones. Not that 
long ago petroclival meningiomas were deemed 
surgically untreatable and cp angle tumours as ones with 
morbidity/mortality (MM) rate unacceptably high. 
Recent neurosurgery, employing surgical microscope, 
ultrasound aspirator, neuromonitoring, intensive care 
and above all MR imaging, allows much safer treatment 
now. However, we still face several important and 
unsolved problems. We have rather high MM rate in 
tumours of petroclival (and not only petroclival) 
location. Another problem is taxonomy. We need 
simple, easy to understand and repeatable definition of 
various locations of PFM. We have reviewed our series 
of 186 PFM over the 15 years period (2001-2015). At 
first we have divided the PFM into 1.spehopetroclival 
and petroclival, 2.cerebellopontine angle (CPA), 
3.junction of transverse, petrosus superior and sigmoid, 
4.torcuar-rectus-pineal, 5.tentorium, 6.incisural edge 
and 7.CC junction. However, we felt this grouping 
unsatisfactory with many overlaps.  
We then dividend the tumors into the 2 groups only 
1.anterior to the cranial nerves and 2.posterior to the 
nerves. GOS 1-3 on the first group was 10,4%, GOS 4 
37,6% (n=77) while in group 2. GOS 1-3 was 1,8% and 
GOS 4 in 10% (n=109). The diference is statistically 
significant. Five of 8 bad outcome patients in group 1 
patients were operated with decreased GCS prior to 
surgery, this was also the case in one of two patiens in 
group 2. Simpson 1 and 2 resections were achieved in 
60% patients. Recent departmental policy is to divide 
PFM into the two groups only - 1. Anterior to the 
cranial nerves and 2.Dorsal to the nerves. In the group 
2. we aim at resection Simpson 1 or 2 in all surgical 
candidates. In the group 1. we also aim at Simpson 1 or 
2 but other options are carefully evaluated, both 
observation in asymptomatic patients and radiosurgery 
in symptomatic ones. During surgery in these patients 
whenever we encounter difficulties and dangers we 
restrict ourselves to maximum safe resection controlled 
by intraoperative MR. Remnants are than either 
observed or treated by gamma knife. Supported by MO 
1012NK and ACZ CZ 1532791A  

 
A. Basso  
Pituitary Adenomas  
During the last 45 years we have operated around 3300 
pituitary tumors. 90% of them through transphenoidal 
route. The surgical results have been improved today 
with the multimodal treatment that includes 
pharmacotherapy , radiotherapy and radiosurgery. The 

determination of the degree of aggressiveness in the 
invasive adenomas is still one the most challenging 
problems to solve. The modern endoscopical techniques 
is an important topic to evaluate. We will discuss also 
the global management of these patients and the future 
possibilities.  

 
Y. Kato  
Surgery for Cerebral AVM  
AVMs are abnormalities of the intracranial vessels that 
constitute a connection between the arterial and venous 
systems and lack an intervening capillary bed. AVM is 
associated with significant morbidity and mortality rate. 
The different management options available for AVMs 
such as medical management, microsurgical resection, 
stereotactic radiotherapy, and endovascular 
embolization. Cerebral AVMs may present with 
intracranial hemorrhage, seizures, headaches, and long-
term disability. However, the appropriate treatment 
modalities for unruptured AVMs present a challenging 
clinical dilemma because of a poorly defined natural 
history and the seemingly low annual hemorrhage rates 
so the treatment option was led to the development of 
ARUBA (a randomized trial of unruptured brain 
arteriovenous malformations) which aims to compare 
the natural history with modern multimodal therapy 
especially to evaluate surgical intervention versus 
medical management for unruptured cerebral AVMs. 
Invasive treatment modalities are the reasonable choice 
for ruptured cerebral AVMs due to the high rate of 
morbidity and mortality. The factors that dictate 
treatment options (which may include single or 
multimodal therapy) are operator skill, AVMs size and 
location, surgical or endovascular accessibility, venous 
drainage, and presence of high-risk features, such as a 
flow related or intranidal aneurysm. The Spetzler-
Martin Scale is used to estimate the risk of surgical 
resection of an AVMs with higher grades being 
associated with greater surgical morbidity and mortality. 
Microsurgical excision of the AVMs involves a 
craniotomy, careful dural opening with circumferential 
nidus dissection until complete AVMs resection is 
achieved. The surgical mortality and a permanent 
postoperative morbidity is associated with an increasing 
Spetzler-Martin grade. Furthermore, Stereotactic 
radiosurgery is the treatment option for AVMs smaller 
than 3.5 cm. The endovascular treatment of brain AVMs 
involves the delivery of liquid embolics, such as n-butyl 
cyanoacrylate and ethylene vinyl alcohol copolymer 
(Onyx) via superselective catheterization with flow-
guided microcatheters. Preoperative embolization can 
reduce the size of an AVMs for microsurgical excision. 
The advantages of endovascular therapy include a 
minimally invasive approach and possible immediate 
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occlusion but the disadvantages of endovascular therapy 
is usually incomplete embolization, intracranial 
hemorrhage, brain edema or hemorrhage. The 
increasing use of advance imaging techniques will 
increase the incidence of asymptomatic AVMs. At the 
present moment, we do not fully understand the natural 
history of AVMs to precisely predict which AVMs will 
likely bleed and what the most appropriate optimal 
treatment option will be, single or multimodal therapy. 

 
H. Jho  
Endoscopic Cervical Spine Surgery  
Anterior cervical foraminotomy was first reported by 
Dr. Jho in 1996 as an anterior cervical surgical 
technique that can eliminate pathology while preserving 
motion. Earlier experiences were reported previously. 
The optimal surgical treatment of degenerative cervical 
spine disease (involving radiculopathy and/or 
myelopathy) will be the direct surgical removal of 
compressive pathology while preserving segmental 
motion. Historically, current cervical spine surgical 
techniques were introduced more than a half century 
ago as anterior approach (anterior cervical discectomy) 
and posterior approach decompression procedures. 
Although anterior cervical discectomy directly targets 
the compressive pathology usually consisting of soft 
disc herniation or spondylotic stenosis, the approach 
also involves removing structural elements important 
for segmental motion (such as the anterior longitudinal 
ligament and non-herniated portions of the disc) for the 
sake of surgical exposure. In comparison, some 
posterior decompression techniques can preserve 
segmental motion but in many cases do not target the 
compressive pathology directly. To optimize the two 
surgical goals of directly removing compressive 
pathology while maximizing the preservation of 
segmental motion, anterior cervical foraminotomy 
techniques were developed and previously reported as 
the “Jho procedure”. In our original report, the approach 
to the nerve root was made through a surgical entry hole 
at the lateral portion of the uncovertebral juncture. 
Further variations on this technique evolved from the 
concept that the trajectory from the skin incision to the 
surgical target in the sagittal plane of the cervical spine 
directs where a bone opening should be made in order to 
access the target pathology efficiently and effectively. 
Thus, surgical technique became tailored depending on 
the trajectory, as determined by the nature of the 
pathology and cervical anatomy. The surgiologic result 
was the progressive development of the following 
variations: (1) Transuncal approach, (2) Upper-vertebral 
transcorporeal approach, (3) Lower-vertebral 
transcorporeal Approach, and (4) Anterior cervical 
foraminoplasty. In addition, the use of the operating 
microscope in anterior cervical microforaminotomy 

evolved into the utilization of a purely endoscopic 
technique in endoscopic anterior cervical foraminotomy. 
Originally, the anterior cervical foraminotomy was 
developed for nerve root decompression by removing 
either herniated soft disc material or spondylotic bone 
spurs. However, it naturally advanced to spinal cord 
decompression as well because compressive pathology 
often extends to the spinal cord canal in addition to 
nerve root compression even if patients have only 
radicular symptoms. These techniques can also be used 
for spinal tumor surgery, such as a meningioma located 
anterior to the spinal cord or a neurofibroma located 
intradurally and/or extradurally as a dumbbell-shaped 
tumor. Multilevel spinal cord decompression for the 
ossification of the posterior longitudinal ligament 
(OPLL) or severe spondylotic stenosis is also performed 
with these anterior foraminotomy techniques. Over 20 
years, more than 3000 cases have been operated on by 
the author with these techniques. Surgical techniques, 
outcomes and risks will be presented.  

 
F. Ikawa  
Minimal Invasive Surgery for Elderly 
Aneurysm and Meningioma  
Introduction: By OECD health data, Japan has best life 
expectancy and highest elderly rate in the world. Now, 
we investigated the feature, surgical strategy and pitfalls 
of elderly cerebral aneurysms and meningioma in Japan. 
Subjects, Methods and Results: From 1999 to 2015, we 
experienced totally 153 and 42 surgeries of cerebral 
aneurysms and meningiomas in elderly patients over 75 
year-old. The mean age was 79.3 and 78.8 year-old, 
respectively. The mean size of meningioma was 
43.5mm in maximum diameter. There were 6 cases post 
operative deterioration due to various reasons. 
Pathologically investigation revealed high incident rate 
(45.2%) of Grade II and III. Conclusions: We should 
take minimum surgical complication in elderly 
meningioma. It is important to decide the best surgical 
timing and method after close follow up. We will show 
the minimum invasive surgical skill in the elderly.  

 
K. Turel  
Microsurgical Internal Decompression of 
Lumbar Spinal Stenosis (MIDSS)  
Lumbar canal stenosis is narrowing of the spinal canal 
due to structural abnormality of variable extent (Sagittal 
diameter < 10 mm). Lumbar canal stenosis can be due 
to congenital causes (Idiopathic, Achondroplasia) or 
Acquired, which can be degenerative, combined 
congenital/degenerative stenosis, Spondylotic/ 
spondylolisthetic, Iatrogenic (post - Laminectomy, post 
– Fusion, post – Chemonucleosis), post Traumatic or 
metabolic (Pagets, Fluorosis). Disc herniation adds to 
the pre – existing stenosis precipitating severe 
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neurological events. MRI is the gold standard for 
diagnosis of Spinal Stenosis. MIDSS is an ideal 
procedure which treats spinal stenosis by decompressing 
cauda equina and roots exiting the spinal canal through 
an inter laminar fenster, and may obviate the need of 
instrumentation in grade-I spondylolisthesis by still 
maintaining architecture of the spine. MIDSS is based 
on the principle of internal decompression or widening 
the narrow canal, without laminectomy, and without 
disturbing the bony architecture / ligamentous supports 
of lumbar spine. Occasionally medial facetectomy may 
have to be added to trim a bulbous facet joint causing 
the root running alongside to the foramen to be 
compressed or overstreched. We have also frequently 
encountered distended extradural veins which may 
embarrass the nerve roots as they get congested on 
exertion, resulting in claudication. They too will thus 
get decompressed, and when crossing the root like a 
tight band, may need to be coagulated and cut, 
rendering the root free.  
The details of the procedure will be discussed in video 
format.  

 
A. Zohdi  
Colloid Cysts (Ongoing Rivalry)  
Introduction: The variations in the morbid anatomy of 
colloid cysts has its impact on the strategy of 
management and choice of the approach with all the 
debatable to date unsettled grounds of rivalry. Patients 
and Methods: This study was conducted on forty 
seven patients between 1996 and 2016. Eighteen 
consecutive patients were operated upon at the 
beginning through a single burr hole at Kocher’s point 
using a rigid endoscope with a single working channel. 
The twentynine following cases had endoscopic assisted 
microsurgical (EAM) resection through a tailored 
minicraniotomy based on the standard burr hole after 
endoscopic inspection. Results: There were no 
mortalities nor significant morbidities in this series. The 
operative duration, at the start, ranged from 90 to 240 
minutes and was by time significantly reduced to a 
mean of 110 minutes. Eight patients (17%) developed 
remediable postoperative chemical meningitis 
successfully controlled with steroids. Transient ongoing 
memory disturbance was observed in seven cases 
(14.9%) with improvement. Three patients (6.4%) had 
postoperative cerebrospinal fluid (CSF) leak treated 
conservatively. The follow-up period reached up to 18 
years with no radiological evidence of recurrence. 
Conclusion: Several solely endoscopic manoeuvers 
can be done, including aspiration of the colloid cyst 
content or piecemeal removal, combined balloon 
squeeze and aspiration, foraminoplasty, pellucidotomy, 
coagulation of the cyst’s capsule and endoscopic 
ventriculocysternostomy (ETV). Postoperative external 
ventricular drain (EVD) is another optional and 
questionable issue to monitor the intracranial pressure 

(ICP), avoid surprises and tide the patient over the 
critical unpredictable aftermaths of intraventricular 
surgery. Safety of the patients aiming at complete 
excision remains the ultimate goal. Solely endoscopic 
excision with resection of the capsule could be 
achieved, yet EAM is still minimally invasive and even 
more safe. ETV to be done as long as you are there is a 
decision dependent on the site, size and spillage of the 
contents of the colloid cyst with the floor of the third 
ventricle displayed and easily targetable. 

 
M. Beltagi  
Endoscopic Assisted Microsurgery in 
Pediatric Brain Tumours  
Objective: Debate exists regarding the optimal surgical 
strategy for management of different challenging 
pediatric brain tumors. The ideal surgical approach 
should give access to all tumor extensions to allow 
maximal and safe tumor excision. Methods: 
Medical records and operative data of 516 children 
operated for brain tumors at Children’s Cancer Hospital 
- Egypt (CCHE-57357) between January 2009 and 
January 2014 were reviewed. 52 patients had undergone 
endoscope-assisted microsurgery (EAMS) for excision 
of different supratentorial and infra-tentorial brain 
tumors. Age ranged from 1 to 16 years (mean age 7.5 
years). Male to female ratio was 1.7:1. Results: Tumor 
varieties were 23 craniopharyngiomas, 2 clival 
chordomas, 8 cerebello-pontine angle tumors (3 
epidermoids, 3 ependymomas and 2 vestibular 
schwannomas), 5 arachnoid cysts, 3 pineal region 
tumors, 6 lateral ventricular tumors and 5 fourth 
ventricular tumors. In all tumors, EAMS provided 
panoramic, flexible, safe and well-visualized working 
channels with improved tumor exposure and safer 
excision surgery. Even in situations when total excision 
was not possible, endoscopic assistance enabled leaving 
the smallest residual. In pineal and ventricular tumors, 
EAMS allowed easier early control of tumor vascular 
feeders and guided the microsurgical approach. EAMS 
was especially valuable in craniopharyngioma surgery 
where the under surface of the optic apparatus, pituitary 
stalk, perforators and hidden corners of the surgical 
field were easily evaluated. Conclusion: EAMS of 
pediatric brain tumors is a promising user-friendly 
surgical technique that complements microsurgery in 
the management of those complex lesions. EAMS 
enhance a safer and more confident total tumor 
excisions under panoramic view and excellent 
illumination  

 
A. Alias  
Key Hole Approaches to Ventricles  
The technological advancement and refinement of 
neuroendoscopic technique has resulted in safer and 
effective way of treating various intraventricular and 
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paraventricular pathologies. Endoscope is much 
superior to conventional microscope in visualizing and 
approaching deep seated tumors adjacent to the 
ventricles and the CSF spaces. It allows direct 
visualization of the surgical corridor, meticulous 
handling and assessment of intracranial spaces as well 
as its related critical structures through a keyhole entry 
point resulted in minimal tissue traumatization, 
preservation of functions, improved cosmesis and 
outcome. The key hole trans cortical routes provide a 
direct endoscopic access into the anterior frontal, 
temporal and occipital part of the lateral ventricles. 
Depending on the location of the target lesions, upper 
middle and posterior part of the third ventricle could be 
accessed through the transventricular trans foramina of 
Monroe approach, Interhemispheric transcallosal 
anterior and posterior approach or supracerebellar 
supratentorial or infratentorial approach. Various 
operative techniques of treating selected intraventricular 
and paraventricular pathologies using the rigid cranial 
endoscope will be presented.  

 
M. Mourad 
Endoscopic Assisted Skull Base Surgery  
Co-authors: H.Maati, F. Ebner, A. Zohdi 
and M. Tatagiba 
Objective: To perform a risk assessment of endoscope-
assisted microsurgery via transcranial approaches for 
different skullbase lesions. Methods: We evaluated 70 
patients who underwent endoscope-assisted surgery for 
various pathologies of the skull base via transcranial 
approaches from February 2010 till Mach 2015 at the 
Department of Neurosurgery, Eberhard Karls University 
Hospital, Tübingen, Germany. Retrospectively we 
analyzed the patient charts, operating reports, preand 
postoperative imaging, intraoperative video recordings, 
ICU charts and follow-up data. We focused in particular 
on morbidity and mortality due to the endoscopic 
procedure. All surgeries were performed combining 
microscope (Pentero OPMI, Karl Zeiss, Oberkochen) 
and rigid endoscope (0°, 30°, 45° optics, Karl Storz, 
Tuttlingen). The angled optics were introduced under 
direct microscopic control. Continuous intraoperative 
neuromonitoring is standard in our Department for 
procedures in the posterior fossa. Results: Mean age at 
surgery was 45 years (SD ± 14.8) (range 9-83y); 62% 
were male and 38% female with the male-tofemale ratio 
was 1.12:1 .The pathologies treated were: Vestibular 
Schwannoma (38), Epidermoid cyst (17), Posterior 
circulation aneurysms (6) , Trigeminal ganglion lesion 
(2 Patient) and Anterior circulation aneurysms (9). 
These cases had been managed by the following 
approaches: lateral suboccipital retrosegmoid (59 cases) 
and pterional (11 cases) Complications were in the form 
of; 17 cases of cranial nerve injury: 1 case of trochlear 

paralysis, 16 cases of facial palsy. All deficits were 
temporary post-operative and recovered in the follow-
up. Except the trochlear nerve injury and one case of 
facial palsy which needed sural graft. Further occurred 1 
case of postoperative infection, 4 cases of CSF fistula, 1 
postoperative bleeding, 1 pneumocephalus, 1 cases of 
vascular insult (PICA insult). The mortality rate was 
zero. Regarding the use of the endoscope, no thermal 
CN injury occurred. In one case the trochlear nerve was 
injured mechanically due to the endoscope. 
Conclusion: The endoscope was a helpful tool 
allowing exploration of the hidden areas of skull base 
minimizing drilling and retraction of neurovascular and 
brain structures. Using the endoscope as an assisting 
tool to the microscope enables a safer surgery for the 
different skull base lesions even with lesions not visible 
in a straight line with microscopic view. The risks due 
to insertion of the endoscope under microscopic 
guidance are low. The time of procedure is short. We 
expect that new advancement in the endoscopic 
instrument will enable more improvement in the 
endoscopic assisted surgery. 

 
S. Elkheshin  
Supraorbital Keyhole Microsurgical 
Fenestration of Symptomatic Temporal 
Arachnoid Cysts in Children,  
Outcome Analysis in 25 Consecutive Cases  
Background: Congenital arachnoid cysts are benign 
intracranial intra-arachnoidal fluid collections similar to 
cerebrospinal fluid with a wall composed of arachnoid 
cells. There is no previous retrospective study on 
outcome of surgery via Eyebrow Supra-Orbital Keyhole 
Microsurgical Fenestration. Objectives: To investigate 
the impact of endoscope assisted microsurgical 
fenestration of temporal arachnoid cysts, the advantages 
and limitations of the technique. Methods: 
Retrospective study including twenty five children of 
symptomatic temporal arachnoid cysts operated via 
Eyebrow Supra-Orbital Keyhole Microsurgical 
Fenestration targeting medial cyst wall, Preoperative 
MRI brain was done for all patients. Results: 
Preoperative, clinical presentation included headache 
(80%), nausea & vomiting (64%), drug resistant 
epilepsy (52%), macrocephaly (12%) papilledema 
(28%) motor weakness in the form of right sided 
hemiparesis (12%) and cranial nerve palsy. Post-
operative complete subsidence of headache was noted in 
50% while 20% remained unchanged. Drug resistant 
epilepsy improved in 69% of patients. Post-operative 
MRI showed initial decrease in cyst volume as early as 
3 month, only in a range of 5-12% volume reduction, 
the late follow up done at 6 and 18 months continued to 
show further reduction reported to be 
significant(P<0.001). Transient subgalial CSF collection 
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was the most common complication (20%). Only 1 
patient experienced CSF leak mandating cysto-
peritoneal shunting. Conclusion: Eyebrow Supra-
Orbital Keyhole Microsurgical Fenestration for 
temporal arachnoid cysts can be performed with a fairly 
low risk of complications and yields favorable 
improvement in clinical and neuroimaging outcomes.  

 
Y. Kato  
Cerebral Aneurysm Treatment  
Introduction: The treatment of unruptured cerebral 
aneurysm is still debate either surgical clipping or 
endovascular coiling. The largest randomized study 
preferred to perform coiling in ruptured case but 
equivocal in treatment options in unruptured aneurysm. 
According to the complication of endovascular 
procedure is more than clipping, the treatment for 
unruptured aneurysm is more popular for surgical 
procedure. Objective: To analyze the results of clipping 
and coiling of unruptured cerebral aneurysms and 
discuss about the advantages and disadvantages of both 
procedures. Material & Methods: We enrolled 383 
patients who were diagnosed unruptured cerebral 
aneurysm in Fujita Health UniversityHospital, Japan, 
between January 1999 and December 2002. All patients 
were detected the aneurysm by non-invasive imaging 
and underwent either surgical clipping or coiling. We 
assigned to analyze for the patient’s demographic data 
and aneurysmal characteristics in sex, age, 
symptomatic, location, size, shape and anatomical 
related perforating arteries. We compared the outcome 
and complication rates of both modalities of treatment. 
Results: The method of treatment (clip or coil) was 
chosen following the guideline that refers to the 
indication of the patient such as the posterior circulation 
aneurysms or complex aneurysm that located in the 
difficult to access, the endovascular coiling was used to 
treat in these patient. After we included the outcome of 
both groups after treatment, the patient of our series had 
morbidity and mortality rate of 1.6% and 0.52%, 
respectively. Conclusions: The morbidity after 
treatment of unruptured cerebral aneurysm is very low 
for the treatment with surgical clipping or endovascular 
coiling. The endovascular coiling is suitable in the cases 
who cannot or difficult to approach by direct clipping. 
However, the coiling also has some limitations, when 
the neck is wide, wall is thin or aneurysm too small. 
 
 
V. Beneš  
Repeated Procedures for Aneurysms 
(Choice of Treatment)  
The long-term follow up of ISAT patients shows the 
same results for both treatment arms. We have 
evaluated our series of 1204 aneurysm patients and the 
clinical results were identical for both treatment 

modalitis. Morbidity/Mortality (MM) rate in unruptured 
aneurysms was 3% and in SAH patients it was 30%. In 
764 endovascularly treated patients repeated (or 
additional) procedure was needed in 101 (13.2%) and in 
440 surgically treated patients redo treatment was 
necessary in 10 (2.3%). The difference is significantly 
different. The reasons for repeated treatment in 
endovascular group were 1. Early re-treatment either 
intended (n=7) or incomplete occlusion (n=27), 2. Late 
re-treatment after either „complete“ occlusion (n=11) or 
after residual filling after the first procedure (n=27) and 
3. Failed procedure (n=29). In surgical group the 
reasons were 1. Incomplete clipping (n=4), 2. Surgeons 
decision to abandon the clipping (n=4) or 3. Rupture 
during craniotomy (n=2). Re-hemorrhage after 
treatment occured in 7 patients (1,6%) of 
endovascularly treated patients and in none of surgical 
cases. Almost 50% of repeatedly endovascularly treated 
aneurysms showed some residual filling at last control 
compared to 0% of surgical cases. We conclude that 
failed procedure is mostly caused by initial incomplete 
occlusion. Endovascular treatment carries definite risk 
of bleeding. Technical superiority of surgical treatment 
is obvious and with the same clinical results of both 
modalities surgery can and should be favored in suitable 
patients. Supported by MO 1012NK and ACZ CZ 
1629148A 

 
F. Ikawa  
Unruptured Cerebral Aneurysm Japan 
Standard  
According to Conference board of Canada 2012, Japan 
selected as No.1 by considering various medical 
indicators. Japan take universal coverage system of 
employer-based health insurance with strong 
government financial control, however, the medical 
expenditure in Japan is low level by OECD record. 
According to OECD health data, Japan has most 
number of CT, MRI, hospitals and beds; best life 
expectancy and lowest infant mortality rate in the world. 
On the other hand, the annual rupture rate of unruptured 
cerebral aneurysm (UCA) in Japan is 0.98%/year by 
UCAS Japan, and three times easier to rupture than 
western countries due to PHASES score. Also, small 
unruptred cerebral aneurysm is too. One of the risk 
factor of rupture on UCA is over 70 years old, however, 
it’s under 50 years old among small UCA. From 2000 to 
2014, we experienced totally 721 ruptured cerebral 
aneurysm(RCA). RCA smaller than 5 mm account for 
187 (34.4%). According to the Japan Standard Stroke 
Registry Study, the poor outcome rates according to the 
ISAT criteria were 18.3% and 24.2% in the surgical 
clipping (SC) and coil embolization(CE) groups, 
respectively. These rates were superior to the ISAT data 
(36.4% for SC and 25.4% for EC). According to the 
survey of the Japan Neurosurgical Society from 2001 to 
2012, the prevalence of cerebral aneurysm cases treated 
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with clipping decreased from 88.2% in 2001 to 65.8% 
in 2014. Japanese neurosurgeons have less surgical 
cases than in other countries because too many over 
nine southland members, however, can take more time 
on safer operation and provide smooth treatment on the 
universal care system. The future of the Japanese 
healthcare system will revolve around caring for an 
aged population to include the high cost of treating 
chronic illness and adapting new systems to fill the gap 
caused by societal changes.  
 
M. Kassem  
Clipping Versus Endovascular in 
Management of Cerebral Aneurysm  
Considering Developing Countries  
Introduction: vascular neurosurgery is growing in 
developing countries, management of cerebral 
aneurysms still represent challenge ,in spite of 
advancement of endovascular all over the world still 
clipping has its role considering developing countries. 
Material and Methods: from 2011 to 2016 we operated 
250 cases of ruptured cerebral aneurysms (as a group of 
vascular neurosurgery) 200 cases for clipping and 50 
cases for coiling. Results: there was significant 
incidence of aneurysmal regrowth in cases of coiling. 
Financial and set up of coiling and assisted coiling is 
complex in developing countries. While clipping is not 
complex with low incidence of regrowth. Conclusion: 
endovascular management of cerebral aneurysms is a 
brilliant and advanced from time to time, and resolving 
complex vascular problems , while clipping considering 
developing countries is financially less and easily to be 
arranged  
 
 
H. El-Magraby  
Intra Operative Idocyanine Green 
Angiography & Microsurgical Resection of 
Spinal Dural Arteriovenous Fistulae  
Introduction: Spinal dural arteriovenous fistula 
(DAVF) is the most common vascular malformation of 
the spinal cord and cause progressive myelopathy. 
Preoperative digital subtraction spinal angiography is 
the investigation to identify and localize the feeder or 
feeders. Microsurgical disconnection with intraoperative 
indocyanine green (ICG) angiograph ensures complete 
obliteration of the fistulae especially with multiple 
feeders Methods: A retrospective review of 
prospective maintained database of 24 patients was 
included from April 2012 to April 2016. They were 
treated with microsurgical disconnection with 
intraoperative intravenous administration of ICG. Most 
fistulae were a slow– flow type -1 fistulae with single 
arterial feeder that had been disconnected and 

confirmed with intraoperative indocyanine green (ICG) 
angiography. In one case there was multiple feeders for 
the fistula which was only appreciated and identified 
with intra-operative ICG angiography and helped in 
complete surgical obliteration. Results: Preoperative 
digital subtraction spinal angiography identified and 
localized the feeder of Spinal DAVF in all but one had 
multiple feeders which was not appreciated or detected 
with the preoperative spinal angiogram. In all patients, 
ICG angiography ensured intraoperative direct 
visualization and the fistulous connection was identified 
and successfully treated surgically. In one case with 
multiple feeders intra-operative ICG angiography 
ensured complete disconnection and obliteration of the 
fistula. Conclusion: Intraoperative indocyanine green 
(ICG) angiography in the setting of surgical 
management of spinal DAVF is a simple and effective 
technique for intraoperative confirmation of the relevant 
lesions and detecting the multiple arterial feeders.  
 
V. Beneš  
Large and Giant Aneurysms  

The ISUIA study found the yearly risk of bleeding in 
aneurysms 13-24 mm in diameter to be 14,5% in 
anterior circulation and 18,4% in the posterior 
circulation. For anerysms larger than 25 mm in diameter 
the risk is 40% and 50% respectively.  Over the period 
of 15 years we have treated 216 aneurysms with the 
diameter larger than 13 mm. Total 162 aneurysms were 
in anterior and 54 in posterior circulation. Totally 169 
(78%) were saccular aneurysms and 47 (22%) were 
fusiform or dissecting, these being mostly in the 
posterior circulation. Majority of patients came with 
unruptured aneurysms (66%) and majority of patients 
were treated by endovascular techniques (70%). The 
clinical results were simmilar to the whole group of 
1474 aneurysms over the same time period in 
unruptured cases (Morbidity/Mortality rate 3,7%). In 
ruptured cases the MM rate was significantly higher 
than in the whole group (MM 44% compared to 30% of 
the whole group). In 24% of endovascularly treated 
patients we had to repeat the procedure as opposed to 
5% in surgical group. In conclusion all patients with 
large and giant aneurysms should be treated. High rate 
of repeated procedures in patients treated 
endovascularly is to be expected and the ratio of 2:1 
endovascular versus surgical procedures seems 
reasonable. In order to treat these patients specific 
techniques such as high flow bypass, flow diversion 
devices, etc are necessary. Thus, these patients should 
be concentrated into the high-volume, well equipped 
and complex centres. Supported by MO 1012NK and 
ACZ CZ 1629148A 
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H. Khayat  
Arteriovenous Malformation and 
Aneurysm Both Supplied by Anterior 
Inferior Cerebellar Artery (AICA): A 
Report of a Rare Incident Managed with a 
Novel Intervention.  
Introduction: The tendency of posterior fossa 
arteriovenous malformations (pAVM) to develop 
associated aneurysms (AA) is well-known. This 
association imposes more risk of rupture than either 
lesion alone. Most pAVM’s and AA’s develop in the 
territory of Posterior inferior cerebellar artery (PICA) 
while the involvement of Anterior inferior cerebellar 
artery (AICA) is extremely rare. Herein, we present an 
unusual case of a pAVM supplied by AICA with a 
“proximal” aneurysm on the same artery. This unique 
combination of vascular lesions was described only in 
four cases previously [1-3], with no clear 
recommendations available in the literature regarding 
therapeutic options. Method: Data were collected 
through chart review and patient encounter. Case 
presentation: A 59-year-old female presented with a 
compromised level of consciousness, headache and 
vomiting. CT angiography revealed an AVM located on 
the right cerebellar hemisphere (14×26 mm), draining 
superficially to transverse sinuse (Spetzler-Martin grade 
II). The arterial supplier was right AICA, with a 
proximal aneurysm measuring (7×3mm) that was 
ruptured. Considering the size, location and anatomical 
characteristics of the target lesions, endovascular 
approach was determined. The aneurysm was accessed 
with a wire-guided catheter inserted into the femoral 
artery and obliterated using platinum-made detachable 
coils. During the same session, the AVM was embolized 
using a liquid-based solution consisting of Ethylene-
Vinyl-Alcohol copolymers. Subsequent angiography 
confirmed the successful resolution of both lesions. The 
patient had no residual deficit at 4-month follow-up. 
Conclusion: To the best of our knowledge, this case is 
the first report in English literature describing a 
proximal AICA aneurysm and AVM treated by 
endovascular means. The outcome was highly 
promising, considering the technically demanding 
location and the complexity of the target lesions. In 
comparison, all previously reported cases with exactly 
similar lesions were managed surgically, with 
inconclusive outcomes. Though a previously published 
report did theoretically support our approach [4], a 
larger interventional study, with proper patient 
selection, is warranted. This can clearly delineate the 
utility of endovascular interventions for similar lesions 
and potentially influence future practice. References:  
1.Gonzalez LF, Alexander MJ, McDougall CG, Spetzler 
RF. Anteroinferior cerebellar artery aneurysms: surgical 
approaches and outcomes--a review of 34 cases. 
Neurosurgery;55(5):1025—35. 2004  2..Aky0z M, 

Tuncer R. Multiple anterior inferior cerebellar artery 
aneurysms associated with an arteriovenous 
malformation Case report. Surg Neurol. ;64(SUPPL. 
2):106—8. 2005. 3.Kikuch i, K., Kamisato, N., 
Sasanuma, J., Watanabe, K., & Kowada, M. Trigeminal 
neuralg ia associated with posterior fossa arteriovenous 
malformation and aneurysm fed by the same artery. case 
report. Neurologia Medico-Chirurgica, 30(11 Spec No), 
918, (1990). 4.Li X, Zhang D, Zhao J. Anterior inferior 
cerebellar artery aneurysms: Six cases and a review of 
the literature. Neurosurg Rev.  
 
 
R. Ibrahim  
Gamma Knife Radiosurgery for Glomus 
Jugulare Tumors: a Single-Center Series of 
75 Cases  
Objective: Glomus jugulare tumors are rare indolent 
tumors that frequently involve the lower cranial nerves 
(CNs). Complete resection can be difficult and 
associated with lower CN injury. Gamma Knife 
radiosurgery (GKRS) has established its role as a 
noninvasive alternative treatment option for these often 
formidable lesions. The authors aimed to review their 
experience at the National Centre for Stereotactic 
Radiosurgery, Sheffield, United Kingdom, specifically 
the long-term tumor control rate and complications of 
GKRS for these lesions. Methods: Clinical and 
radiological data were retrospectively reviewed for 
patients treated between March 1994 and December 
2010. Data were available for 75 patients harboring 76 
tumors. The tumors in 3 patients were treated in 2 
stages. Familial and/ or hereditary history was noted in 
12 patients, 2 of whom had catecholamine-secreting 
and/or active tumors. Gamma Knife radiosurgery was 
the primary treatment modality in 47 patients (63%). 
The median age at the time of treatment was 55 years. 
The median tumor volume was 7 cm3, and the median 
radiosurgical dose to the tumor margin was 18 Gy 
(range 12–25 Gy). The median duration of radiological 
follow-up was 51.5 months (range 12–230 months), and 
the median clinical follow-up was 38.5 months (range 
6–223 months). Results: The overall tumor control rate 
was 93.4% with low CN morbidity. Improvement of 
preexisting deficits was noted in 15 patients (20%). A 
stationary clinical course and no progression of 
symptoms were noted in 48 patients (64%). Twelve 
patients (16%) had new symptoms or progression of 
their preexisting symptoms. The Kaplan-Meier actuarial 
tumor control rate was 92.2% at 5 years and 86.3% at 
10 years. Conclusions: Gamma Knife radiosurgery 
offers a risk-versus-benefit treatment option with very 
low CN morbidity and stable long-term results 
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S. Bakhti  
Philosophy of Minimal Management in 
Chronic Subdural Hematomas  
Chronic subdural hematomas are frequent intracranial 
hemorrhages particularly in elderly. Their management 
is still discussed and there are many options. These 20 
late years we have adopted a strategy of minimal 
management with one burr hole, spontaneous 
evacuation and open drainage without prophylactic 
anticonvulsant therapy. Results were encouraging and 
we have then conducted a prospective study. The study 
was conducted from January 2009 to December 2011. 
189 patients were managed with the same surgical 
technique and postoperative care. Recurrence when 
occurred was treated by same technique. Results were 
compared with those of literature to assess safety and 
efficacy and with those of a retrospective study of 200 
cases operated by burr hole, irrigation and open 
drainage to assess necessity of irrigation. Potential 
factors of recurrence were also analyzed in the 
prospective study. Overall rate of complications was 
15.3%. Infections were seen in 1.58% of cases. Seizures 
were observed in 1.05% and recurrences occurred in 
14.28% of patients. The rate of mortality was 5.8%. 
Cure was obtained in 86.2 %. Results are in 
concordance with those of literature. Preoperative 
density of the hematoma was the most significant factor 
of recurrence. Comparison with the retrospective study 
showed that deep infections occurred more frequently in 
cases with irrigation 3% vs 1.5% but difference was not 
statistically significant (p =0.19). Compressive 
pneumocephalus was also more frequent in cases with 
irrigation 4.5 % vs 2.1% (difference was not statistically 
significant p =0.18). We believe that less is more in the 
field of management of chronic subdural hematoma and 
burr hole, spontaneous evacuation and open drainage 
without prophylactic anticonvulsant therapy is a safe 
and efficient option for treatment of chronic subdural 
hematoma in elderly. Indeed it is an efficient cost 
option.  
 
 

A.El-Sayed  
Efficacy of Antimicrobial-Impregnated 
External Ventricular Drain Catheters: A 
Prospective, Randomized, Controlled Trial  
Background: Insertion of external ventricular drain 
(EVD) is associated with considerable risk of 
cerebrospinal fluid (CSF) infection which is a life-
threatening complication. Infection occurs when 
microorganisms colonize along the catheter surface. 
Objectives: The objective of this study is to compare 
the safety and efficacy of EVD catheters impregnated 
with Clindamycin and rifampin with those of standard 
control catheters for the prevention of catheter-related 

infections. Patients and Methods: This prospective 
study was conducted on forty patients admitted to 
Sheikh Khalifa Medical City between April 2013 -
November 2014.Patients were randomly assigned to 
undergo placement of an EVD with a catheter 
impregnated with Clindamycin and rifampin or a 
standard non-impregnated catheter (control group). 
Each group included twenty patients. Standard silicone 
catheter was the EVD used in both cohorts. Patients 
diagnosed with a known or suspected CSF infection 
were excluded fromthis study. Initial cell counts and 
cultures were obtained from the CSF, repeated at 
intervals (72 hours) and at time of Catheter 
removal.CSF Infection rate and its Impact on the 
clinical outcome were evaluated in both groups. 
Results: Among this series of forty patients with 
EVDs, three had an EVD-associated CSF infection in 
the control group giving an infection rate within this 
group of 15% per patient .Only one case in the 
Antibiotics- impregnated Catheter (AIC) group had CSF 
infection. Positive CSF cultures were obtained on day 
10, 12 & 14 respectively. Organism isolated from CSF 
cultures was mainly gram-negative infection.AIC group 
showed a significant low infection rate compared to the 
uncoated one (P< 0.001). Conclusion: Catheters 
impregnated with the antibiotic combination of 
Clindamycin and rifampin appears to be safe and 
effective in reducing the risk of infectious complications 
associated with the placement of an EVD.  

 
K. Resch  
ICH Evacuation by MIN Techniques”(First 
Analysis of >200 Cases)  
Introduction: STICH I and II trials did not take notice of 
minimal invasive neurosurgery (MIN) strategies and 
techniques. EndoSTICH trial and MISTIE trial are 
studying two minimally invasive techniques 
(endoscopic evacuation and katheter-lysis) which 
however do not compete the needs of the majority of 
hemorrhages. We elaborated a MIN technique with high 
effectiveness and applied it up to  
now in over 200 cases. We present a retrospectively 
analysis of the 33 recent cases. Material and Method: 
This MIN concept combined several techniques to assist 
microsurgery: Highend neurosonography with small 
probes (burr-hole-probe/ALOKA/Hitachi) and mouth 
tracking of the microscope, both mandatory. 
Additionally we added endoscopy (Wolf, Aesculap, 
Storz) and LASER (Th-YAG Revolix). More than 200 
patients underwent this application within 10 years by 
the presenting author. The approaches varied from burr-
hole to 1€ or 2€ in size depending from the imaging 
findings and expected difficulties Results: In nearly all 
cases it was possible to evacuate the hematoma within 1 
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hour and the hematoma evacuation decreased the ICP to 
normal levels. Clinical results were excellent in lobar 
bleedings with isochoric before surgery. Large and 
deep-seated hemorrhages needed longer recovery time 
but in all cases postop CT showed fast reduction of 
perifocal edema and ICP. This technique can be applied 
also under so called “inoperable condition” likevery 
high age, bad blood coagulation conditions (Quick as 
low as 50 and PTT high until 40). Conclusion: 
Combination of ultrasound, mouth tracking, endoscopy 
and LASER enabled evacuation of all type of hematoma 
minimal invasively and very effectively in less than one 
hour. Ultrasound real-time control detected all types and 
locations of bleeding causes (aneurysms,angiomas, 
cavernomas, tumors). The evacuation amount and the 
reaction of the brain were under visual control. Mouth 
tracking enables free hands for fast acting if needed and 
safe operative control. 
  
H. Jho  
Endoscopic Thoracic and Lumbar Spine 
Surgery  
As a number of seniors grow progressively in 
population, the incidence of degenerative spine disease 
increases tremendously. As a result, the number of 
complex spinal fusion surgery cases has increased 
exponentially. In order to simplify the complexity of 
surgical treatments for degenerative spine diseases, the 
use of an endoscope was adopted. Rather than complex 
reconstructive surgery, simple neural decompression 
surgery was adopted. Endoscopic thoracic disc surgery 
was developed as an outpatient surgery. Endoscopic 
decompressive surgery was developed for lumbar 
stenosis with or without spondylolisthesis. A trocar, 11-
mm or 15-mm in diameter was used as a surgical 
conduit. The 4-mm rod lens was used for surgical 
visualization. The operation has been performed as an 
outpatient. Author’s experiences over thirty years on 
minimally invasive endoscopic thoracic and lumbar 
spine surgery will be presented.  
 
 

M. Mohi Eldin  
Mini-Open TLIF  
Background: the mini-open TLIF and other minimally 
invasive approaches introduced for treating lumbar 
degenerative disk disease and instability achieving high 
success rate and safety as the conventional approaches, 
with less soft tissue damage, minimal blood loss and 
less hospital stay. Material and method: a 
prospective study was conducted on 28 patients 
underwent Mini-open TLIF combined with trans-
pedicular screw fixation for spondylolisthesis and 
degenerative disk disease from 2012 to 2014. Two 
paramedian approaches 4 cm for each were done for 
insertion of the pedicular screws with unilateral TLIF 
cage insertion with autologous bone graft. 

Decompression was done either unilateral or bilateral 
according to the patient side of radiculopathy. Sixteen 
patients (57.2%) were degenerative spondylolisthesis, 7 
patients (25%) were diagnosed as isthmic type 
spondylolisthesis and 5 patients (17.8%) was 
diagnosedas degenerative disk disease, two of them 
(7.1%) had previous operation at the same level. Twenty 
patients (71.4%) were operated at the L4/5 level and 
eight patients (28.6%) at the L5/S1 level. Results: all 
patients were able to ambulate next day of surgery. The 
mean estimated blood loss was 251.79 cc. The average 
hospital stay was 4.14 days. The average follow up was 
9 months. The mean VAS at discharge was 1.86, 3 
months postoperative was 1.68 and after 6 months was 
1.38. The MacNab’scriteria after 6 months after the 
operation was good in 23 patients and excellent in 5 
patients. We had one case with transient weakness, 2 
cases of screw malposition without clinical 
manifestations, and one case of infection. Conclusion: 
the mini-open TLIF approach is an efficient and safe 
approach for treating instability and degenerative 
diseases of the lumbar spine. The clinical outcome was 
encouraging and it may be an operation of choice for 
lumbar spinal fusion in selected patients.  
 
 

O. Hammad  
The Pendular Shift to A Minimal Invasive 
Spine Surgery,16years Experience  
Objective: To evaluate the use of endoscopy as a 
minimally invasive surgery, in patients with lumbar 
spine radiculopathy Methods: From 1998 to 2014 , 
1000 patients with lumbar spine radiculopathy due to 
prolapsed lumbar disc (n=800) ,lateral recess stenosis 
(n= 50), recurrent disc (n=120) recurrent lateral recess 
stenosis (n=20) and spondylolithesis GI (n=10) , all 
patients underwent a total of 1350 spinal endoscopy 
procedures .The study included 660 males and 340 
females with age ranged between 17-81 years. All 
patients underwent preoperative plain films (A-P,lateral 
and dynamic views), and MRI . Follow up period 
ranged between 12 - 192 months. Results: 10 patients 
(1%) showed motor deficit,900 patients (90 %) reported 
successful outcome Small dural punctures occurred in 
100 patients(10%) with no postop CSF leak.Two 
patients (1,4%) recorded superficial wound infection, 2 
patients(0.2%) reported discitis ,and 5 patients (0.5%) 
showed recurrence. Conclusion: Spinal endonscopy is 
an effective Minimally invasive surgery .It is a real 
practice rather than imagination .It could be a good 
alternative to standard laminectomy . It offers less tissue 
destruction , It obviates the need of implants , less 
hospital stay,and early return to work . Complications 
are few and comparable for those occurred in standard 
surgery  
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H. El-Magraby  
Concepts of real time imaging, navigation & 
robotics in Minimal Invasive Spine Surgery  
Object: Intraoperative CT image-guided navigation 
(IGN) has been increasingly incorporated into 
minimally invasive spine surgery (MIS). The vast 
improvement in image resolution and virtual real-time 
images with CT-IGN has proven superiority over 
traditional fluoroscopic techniques. The authors 
describe their perioperative MIS technique using the O-
arm with navigation, and they report their postoperative 
experience, accuracy results, and technical aspects. 
Methods: A retrospective review of 48 consecutive 
adult patients undergoing minimally invasive 
percutaneous posterior spinal fusion with intraoperative 
CT-IGN between June 2015 and June 2016. Two 
surgeons assessed 290 screws in a blinded fashion on 
intraoperative O-arm images and postoperative CT 
scans for bony pedicle wall breach. Grade 1 breach was 
defined to be < 2 mm, Grade 2 breach to be between 2 
and 4 mm, and a Grade 3 breach to be > 4 mm. 
Additionally, anterior vertebral body breach was 
recorded. Results: Of 290 pedicle screws placed, 280 
(96.6%) were in an acceptable position without cortical 
wall or anterior breach. Of the 10 breaches (3.4%) 5 
were lateral (50%), 4 were medial, and 1 was anterior; 
90% of breaches were Grade 1-2 and all medial 
breaches were Grade 1. The one Grade 3 breach was 
lateral. No vascular or neurological complications were 
observed intraoperatively, and no significant 
postoperative complications were noted. The overall 
clinical outcomes, measured using the visual analog 
scale (back pain scores), were improved significantly 
postoperatively at 3 months compared with 
preoperatively (visual analog score 6.35 vs 3.57; p < 
0.0001). No revision surgery was performed for screw 
misplacement or neurological deterioration. 
Conclusions: New CT-IGN with the mobile O-arm 
scanner has increased the accuracy of pedicle 
screw/instrumentation placement using MIS techniques. 
The authors’ high (96.6%) accuracy rate in MIS 
compares favorably with historical published accuracy 
rates for fluoroscopy-based techniques. Additional 
advantages of CT-IGN over fluoroscopic imaging 
methods are lower occupational radiation exposure for 
the surgical team, reduced need for postoperative 
imaging, and decreased rates of revision surgery. For 
now, the authors simply conclude that use of 
intraoperative CT-IGN is safe and accurate.  
 
F. Ikawa  
Preoperative Simulation for Cerebral 
Aneurysm and Skull Base Tumo  
Introduction: Now intravascular coil embolization for 
cerebral aneurysm is increasing in number in all over 

the world. So surgical clipping cases decreased 
gradually. From educational viewpoint, it’s a serious 
problem. Nowadays, development of information 
technology is remarkable especially in imaging 
diagnosis modality. So, we investigated the usefulness 
and limitation of preoperative simulation for cerebral 
aneurysm and skull base tumor by 3D-MDCT, 3D-DSA 
and 3T MRI as the substitutional tool. Subjects, 
Methods and Results: From 2008 to 2015, we 
experienced totally 212 surgical clipping and 32 skull 
base tumor with preoperative simulation by CTA,DSA 
and MRI. 320 MDCT Aquilion ONE by TOSHIBA, 
DSA Allura XperFD20 by Phillips and 3T MRI 
MAGNETOM Skyra by SIEMENS were used. 3D 
Imaging server and PACKs server were same company 
of FUJIFILM. The software is SYNAPSE VINCENT. 
Immediately after CTA imaging, we can reconstruct and 
simulate preoperatively everywhere on PC medical 
recording system in same institute. By using CISS 
image, we can find the cranial nerve identification and 
fusion image with CTA or DSA was useful. In case of 
hypervascular tumor like large hemangioblastoma, 
fusion image CTA with 3D-DSA was useful for surgical 
strategy. Preoperative simulation by operator himself is 
most important, and imaging more uncomfortable 
situation is recommended. Preoperatively operator 
should be positive for surgery after all risk hedge. Some 
small vessels were not able to visible due to increased 
ICP or other reasons. Conclusions: We have evolved a 
strategy of surgery for difficult cerebral aneurysms and 
skull base tumor due to development of information 
technology, however, we should pay attention to several 
pitfalls and remained problems.  
 
 

K. Resch  
Ultrasound for MIN”(About 2000 Cases)  
The recent roots of the keyhole concept are highlighted 
in short. The most historical features are shown. The 
concept of Yasargils and the changes in the concept of 
Perneczky are analyzed. After discussing the weak 
points the recent evolution oft he concept is described. 
The focus is changed from the key-hole in MIN to the 
keys for MIN. The question is raised: „what are the keys 
of MIN in present and the near future. Finally education 
and training techniques are discussed.  
 
B. XU  
Individualized EC-IC Revascularization in 
the Treatment of Moyamoya Disease  
There are 1035 moyamoya cases treated in Huashan 
Hospital from 2005-2015 by combined surgery. The 
surgical strategy allow maximal use of the 3 branch 
arteries of ECA: STA (or PAA, OA) and DTA, MMA. 
This presentation introduce the individualized 
designation of scalp flap, bone flap and dura flap 
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according to the DSA results. The clinical results and 
hemodynamic changes after surgery will also be 
presented. 2,The techniques in anastomosing of the 
small vessels in moyamoya diseases. Abstract: The 
mean temporal clipping time of the recipient artery in 
anastomosing by Dr Bin Xu is 13.8 minutes. This 
presentation will introduce the personal experience in 
anastomosing using two or three curved micro temporal 
clips without rubber mat. The special technique notes in 
handling extremely thin vessel wall will be illustrated 
by video. 3, Combined treatment of cerebral AVM ----
experience of Huashan hospital. Abstract: The surgical 
and interventional treatment of AVM can be achieved 
by the same cerebral vascular team in Huashan 
hospitalThere are also gamma knife and cyber knife in 
the same hospital. This presentation will introduce the 
indications and results in combination of the three 
treatments.  
 
 

A.Alias  
Limitations of Endoscopic Endonasal 
Approach to Anterior Midline Skull Base 
Lesions  
Surgical access to the intracranial skull base lesions has 
undergone substantial development with the indications 
of endoscopic endonasal surgery constantly expanding 
from lesion confined to sellar to the anterior midline 
skull base cisterns, posterior fossa and even to 
craniocervical junction through various route such as 
transphenoidal, transtuberculum, transplanum and 
transclivus approaches. Despite it’s clear advantages, 
there are certain limitations in performing surgical 
procedure within this relatively restricted working space 
especially in case of hemorrhage, adherent tumor with 
lateral suprasellar and parasellar extension, 
hypothalamic pituitary axis invasion, limited range of 
maneuverability, lack of flexible instruments to deal 
with laterally located lesions and microsurgical 
techniques. The Sino nasal corridor must be expanded 
and optimized to have an adequate access to the skull 
base and facilitate the reconstruction of surgical defect 
in order to avoid Sino nasal complications, post 
operative CSF leakage and it’s associated morbidities 
which could lead to discomfort and prolonged 
postoperative recovery. Some of the important 
considerations for this approach include locations of the 
lesions, involvement of the intracranial neurovascular 
structures, diagnosis, nature of the pathology, patient’s 
age and medical comorbidities and surgeon factors 
including training, experience and expertise. The 
utilization of the computer – assisted imaging 
navigation is becoming an important adjunct tool 
especially in case of repeated surgery or when normal 
anatomical landmarks of the nasal cavity and endonasal 
skull base altered or destroyed by diseases or previous 
surgery. It is useful during the preoperative planning 
and guide to safe resection and preservation of the 

critical functions, therefore ensure patient’s safety and 
improve outcome. Various complicated cases of 
endoscopic endonasal surgery and it’s management 
strategies will be presented and discussed 
 
M.Qureshi  
The Role of AFNS Grade in Predicting 
Success of ETV in Childhood 
Hydrocephalus  
Successful ETV for childhood hydrocephalus remains a 
desired goal. However there remains uncertainty 
regarding its efficacy when childhood hydrocephalus is 
being treated in children below the age of 6 months. 
Conclusions have been drawn suggesting that ETV 
should not be considered in children below the age of 
six months. Materials and Methods: The presentation 
outlines the variations encountered in a series of 32 
children with hydrocephalus who underwent 
neuroendoscopic ventriculostomy. The varieties resulted 
in shorter operative times in children with no variant 
findings and prolonged times in children with variant 
endoscopic findings. This translated into increasing 
difficulties in successfully performing the 
ventriculostomy. Results: There is evidence that ETV 
is successful in children even below the age of six 
months. Given the variations encountered, a Grading 
system is proposed, referred to as the African 
Federation of Neurosurgical Societies (AFNS) Grading 
system graded between Grade 1 to Grade 5). There is a 
relationship between a lower Grade, shorter operating 
time and successful ETV, with higher Grades taking 
longer and more likely not to be successful. 
Conclusions: Age below 6 months may therefore not 
necessarily be a contraindication to treatment with ETV. 
The AFNS Grade of hydrocephalus, reflecting the 
worsening ventricular anatomical variations, is likely to 
determine success of ETV in childhood hydrocephalus.  
The presentation proposes a larger multi-centre study to 
determine the efficacy of the AFNS grading system 
predicting success of ETV in Childhood hydrocephalus  
 
A. Basso  
Acoustic Schwannomas  
We will discussed in this presentation our personal 
experience in 400 cases of Vestibular Schwannomas 
treated between 1985 and 2010, the surgical technique, 
the different therapeutic possibilities and results.  

 
Q. LAN  
Microsurgical Treatment of Posterior 
Cerebral Circulation Aneurysms Via 
Keyhole Approaches  
Objective: To explore the techniques of microsurgical 
treatment for posterior cerebral circulation aneurysms 



Volume 31 / No. 4 / October - December 2016 / Abstracts 

 

 

Egyptian Journal of Neurosurgery 

 
52 

via keyhole approaches and assess its feasibility. 
Methods: 27 patients with 28 posterior cerebral 
circulation aneurysms were surgically treated by 
keyhole approaches. 24 patients presented with 
subarachnoid hemorrhage (SAH), and 3 with headache. 
Of these 27 patients,15 patients were treated via the 
supraorbital keyhole approach, 6 via the retrosigmoid 
keyhole approach, 3 via the subtemporal keyhole 
approach, 2 via median suboccipital approach and 1 via 
the pterional keyhole approach. Results: Of the 28 
posterior cerebral circulation aneurysms, 24 aneurysms 
were clipped, 4 trapped. And 23 aneurysms clipped 
completely, 1 had residual aneurysm. Glasgow Outcome 
Score ( GOS ) at discharge showed 25 patients had good 
recovery; 1 patient was slightly disabled and 1 patient 
was severely disabled. Of 15 patients treated via the 
supraorbital keyhole approach, to make a wider 
operative space, drilling of anterior clinoid process( 2 
cases ) and posterior clinoid process ( 3 cases ) was 
performed; posterior communicating artery was cut off 
(1 case ). For 3 patients with multiple aneurysms, 
complete occlusion was achieved via the same approach 
at one-stage. Conclusions: Individualized keyhole 
approach for posterior cerebral circulation artery 
aneurysms is safe and effective. Anterior clinoid process 
or posterior clinoid process could be drilled to offer a 
wide operative space for clipping. Utilizing multiple 
working windows is very helpful for controlling the 
parent artery and clipping the aneurysm.  

 
H.Jho  
Endoscopic Cranial Surgery  
In order to make complex trans-cranial surgery simple, 
particularly skullbase surgery, an effort was made to 
make complex transcranial surgery easy and straight 
forward. Instead of complex surgical exposures, a direct 
short-cut access was made. Surgical visualization was 
achieved with the use of a rod-lens endoscope. Various 
surgical accesses are made such as a midline bilateral 
glabellar approach, unilateral glabellar approach, 
eyebrow approach, lateral eyebrow approach, temporal 
approach, retromastoid approach, lateral craniocervial 
approach, midline craniocervical approach, etc. When 
an endonasal approach is feasible, endoscopic endonasal 
approach was used for lesions at the sellar or parasellar 
area, anterior cranial fossa, cavernous sinus, clivus and 
midline anterior craniocervical junction. The patients 
were kept at the regular patient bed instead of an 
intensive care room. The author’s experiences over 30 
years will be presented. 
 
 
 
 
 

A. Alias  
Endoscopic Neurosurgery of the 
Intracranial Potential Spaces  
The refinement of neuroendoscopic technique resulted 
in safer and effective way of treating various lesions 
through the intracranial potential spaces which allows 
direct visualization of the surgical corridor, meticulous 
handling and assessment of floor of the cerebral 
ventricles and its related structures through a keyhole 
entry point.  
The intracranial potential spaces applicable to 
endoscopic Neurosurgical procedures can be divided 
into: Natural anatomical spaces: a)  Normal CSF spaces 
(e.g.. ventricles, cisterns);  b) Expanded by disease 
process (e.g.. Hydrocephalus, intraventricular; c) 
Hemorrhage, intra cerebral hemorrhages and penetrating 
injury) d)  Normal cavity (e.g. Thorax ) e) Hidden 
access; f) Natural Orifices (Nasal cavity)  
True Potential spaces. Pathological obstruction along 
CSF pathway in the brain gradually could results in 
hydrocephalus and dilatation of the potential spaces of 
CSF, particularly ventricles and makes it favorable as a 
medium for surgery. The concept of endoscopic 
Neurosurgery within intracranial potential spaces will 
be elaborated and demonstrated through various 
neuroendoscopic procedure from basic to advanced and 
navigation guided techniques.  
 

O. Hammad  
Minimal Invasive Procedures in 
Hydrocephelus  
Objective: To evaluate the long-term efficacy of the role 
of different endoscopic techniques in patients with 
hydrocephalus. Methods: Two hundred forty four 244 
patients were devided into two groups ;Group A : 200 
patients with hydrocephalus from 1998 to 2004 and 
Group B : 44 patients with hydrocephalus from 2013 to 
2016. All patients underwent different trans-ventricular 
endoscopic procedures : Endoscopic Third 
Ventriculostomy (ETV) , Endoscopic Aqueduct plasty 
(EAP) ,Endoscopic Shunt Implantation ( ESI) 
,Endoscopic Cystostomy ( EC) , Endoscopic Colloid 
Cyctectomy (ECC) and Endoscopic Biopsy( EB ). One 
hundered twinty (142) males and 102 females are 
included with age between 4 months to 45 years. 
Patients underwent a follow-up duration (6m -72 ms) . 
Results: Group A (n=200) :reported a success rate as 
40/100 (40%) in patients with 1ry aqueduct stenosis, 
10/50 (20%) in patients with obstructed shunt, 20/30 
(75%) in patients with intraventricular tumors, and 5/20 
(25%) in patients with encystedhydrocephalus .Total 
success rate was 75/200 (37.5%) . Group B (n=44) 
reported a success rate in patients with encysted 
hydrocephalus as 3/5(60%),in patients with 
intraventricular arachnoid cyst as 8/10 (80%),in patients 
with 1ry aqueduct stenosis as 18/20 (90%),in patients 
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with colloid cysts as 7/7(100%) and patients with 
posterior fossa tumors as 2/2 (100%) .Total success rate 
in group B reported 38/44 (86%). Conclusion: TVEPs 
reported a different success rate in 2 different eara due 
to the difference of instruments ,techniques, and 
different postoperative management especially the use 
of frequent lumbar puncture. TVEPs offer a better 
solution for patients with different types of 
hydrocephalus with low morbidity and mortality. 

 
  

S. Elkheshin  
The Role of Endoscopic Antegrade 
Aqueductoplasty with Stenting in 
Management of Trapped Fourth Ventricle  
Object: This retrospective study is evaluating the 
effectiveness of endoscopic aqueductoplasty, with stent 
placement in the aqueduct, in the treatment of trapped 
fourth ventricle in seven patients who had inadequately 
performing VP shunt. Method: Seven patents with 
symptomatic trapped fourth ventricle and short segment 
aqueduct stenosis underwent antegrade endoscopic 
aqueductoplasty with placement of a shunt tube stent in 
the aqueduct. The mean age of the patients at the time of 
surgery was 12 years. The mean duration of follow up 
was 3 years. In all patients a poorly functioning 
supratentorial shunt had been previously inserted. A 
precoronal approach was performed in all patients. 
Aqueductoplasty was performed in all patients. 
Placement of stent (shunt Tube) after refashioning by 
adding more ports to drain the lateral ventricle was also 
done in all cases. In five patients we could also perform 
ETV aiming for VP shunt independency with temporary 
Ligation of the distal catheter. Stent placement was 
successful in all cases, resulting in clinical and 
neuroimaging-confirmed improvements in both trapped 
fourth ventricle and supratentorial ventriculomegaly. 
ETV failed in all five cases where we removed the shunt 
ligation. Hydrocephalus was controlled by single shunt 
in all cases. Conclusion: Endoscopic antegrade 
aqueductal stenting is considered a mianimally invasive 
option for treatment of trapped fourth ventricle. Shunt 
tube refashioning gives the possibility to treat 
supratenetorial hydrocephalus at the same time using 
one shunt. This procedure is not suitable for isolated 
fourth ventricle with supratentorial normal or slit 
ventricles. 
 

 
M. Kassem  
Endoscopic Plan for Management of 
Foramen Monro Stenosis  
Introduction: foramen of Monro stenosis is not 
common problem, it can be suspected by MRI brain, 
and sure diagnosis will be established through 
endoscopic visualization of ventricles, also the etiology 

can be identified. Material and Methods: 12 cases 
were presented in this work during the period from 2010 
to 2015, all patients are males, age from 22-43years, and 
patients were presented with chronic headache, 
papilledema on fundus examination. MRI brain showed 
dilatation of both lateral ventricles, endoscopic cranial 
procedure was done exploring the pathology, ensuring 
the diagnosis and resolving the problem. Results: all 
patients were recovered well with regression of 
symptoms and resolving papilledema, with early 
resuming activities. Conclusion: endoscopic approach to 
the ventricular cavity is important to visualize foramen 
of Morno and diagnose its problems as well as to plan 
for resolving the problem during intraoperative 
procedure.  

 
S. Ramadan  
Endoscopic Assisted Suturectomy for 
Primary Craniosynostosis in Infancy  
Background: Multiple procedures have been used for 
the treatment of craniosynostosis, ranging from simple 
suturectomy to extensive calvarial vault remodeling. 
The optimal timing for surgery is still controversial. The 
goal of therapy is to provide adequate intracranial 
volume, in addition to an aesthetically almost normal 
skull shape. Endoscopic synostosis repair technique, 
described in 1998 by Jimenez and Baron, allows for a 
less invasive method that results in an excellent 
longstanding reconstruction of the cranial skeleton. It is 
a minimally invasive approach that has less morbidity 
compared with traditional reconstruction techniques. 
Aim of the Work: Evaluation of early endoscopic 
suturectomy and its impact on both neurological 
functions and cosmetic appearance of infants up to 6 
months of age suffering from primary craniosynostosis. 
Methodology: This is a prospective analytical study. 
From October 2011 to October 2015, 25 cases presented 
with primary craniosynostosis, either single or multiple 
sutures, up to sixth months of age. Evident skull shape 
deformity and or manifestations of increase intracranial 
pressure exist. They were managed by endoscopic 
assisted suturectomy (Jimenez and Baron approach), in 
Neurosurgery Department, Mansoura International 
Specialized Hospital. Clinical and radiological 
follow up for six months postoperatively. Result: 14 
patients are male and 11 are female. The age ranges 
from one and half months to sixth months. %68 of 
the cases presented with deformity alone. Other clinical 
presentations: manifestations of increased intracranial 
pressure, fits, and delayed milestones plus deformity 
exist in 20%, 8%, and 4% respectively. The mean blood 
loss was 56 cc, (range 30-100 cc, stander deviation ±18 
cc). The minimum hospital stay was one day and 
maximum was three days. There is significant change of 
head shape and head circumference postoperatively this 
observed by highly significant P value in head 
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circumference (< 0.001). Conclusion: Endoscopic 
assisted suturectomy is minimally invasive approach 
with a good outcome, narrow range of complications 
and limited need to blood transfusion. Short ICU and 
hospital stay also decrease the economic load.  
 
 
A. El-Badry  
Safety and Effectiveness of Microvascular 
Decompression for Treatment of Hemifacial 
Spasm through Mini-craniotomy  
Background: Hemifacial spasm is a condition that 
may severely alter patients’ quality of life and it caused 
by compression of the VII cranial nerve at its root exit 
zone from the brainstem. Microvascular decompression 
(MVD) is the only definitive management for cure of 
HFS. Objective: to describe the operative technique 
(pearls and common mistakes)., the efficacy and 
morbidity of microvascular decompression for 
hemifacial spasm through mini craniotomy, determine 
the prognostic factors affecting success rate of the 
surgery. Material & method: A retrospective and 
prospective study of 23 cases of hemifacial spasm 
treated by mini craniotomy retrosigmoid approach 
microvascular decompression at neurosurgery dept., 
Mansoura University Hospital and neurosurgery dept., 
Osaka university hospital in last 5 years was 
investigated. this include Epidemiological, clinical and 
imaging findings, treatment modalities and outcomes of 
patients. Results: complete resolving of symptoms was 
conducted in 19 cases 82.6% while reoperated in 2 cases 
with improvement in one case. facial palsy appeared 
post-operative in 6 cases 4 of them improved in 3 
months, transient hearing loss in 4 cases17.4% which 
improved later, cerebrospinal fluid leak appeared in 3 
cases 13% which managed conservatively. 
Conclusions: MVD relieves symptoms of HFS in 
about 80% of patients while recurrence still in low 
percentage. the study reported low permanent 
Complications and generally transient 
 
 
T. Hassan 
Full Endoscopic Approaches to Lumbar 
Spine Herniations  
Co- Author: W. Abouzeid, A. Azab, H. Abo 
Rahma  
Aim: The study was conducted to evaluate the efficacy 
of transforaminal and interlaminar endoscopic lumbar 
discectomy in the treatment of lumbar disc prolapse. 
Patients and Methods: Forty-two patients who had 
lumbar disc herniation not responding to medical 
treatment for 6 months were included and undergone 

Transforaminal or interlaminar endoscopic lumbar 
discectomy between February 2016 and February 2016. 
VAS score for pain and MacNab’s score were used to 
evaluate every patient pre-operative, post- operative and 
after 2 weeks of follow up. Results: All patients (100%) 
had significant improvement in VAS score. There was 
dramatic decrease in VAS of sciatica immediately after 
operation, from 11.20±0.813 pre-operative to 
1.566±1.572 immediately post-operative (p<0.001). 
Two weeks after operation, VAS decreased to 
0.33±1.143 (p <0.001). MacNab’s criteria 89% had 
excellent results, 11% had good giving about 90% 
satisfactory outcome and 10% unsatisfactory outcome. 
Conclusion: pure endoscopic discectomy is an effective 
surgical method for treatment of lumbar disc prolapse.  
 
 
H. Abdel Badeia  
Microsurgical Bilateral Decompression via 
Unilateral Approach for Lumber Canal 
Stenosis  
The incidence of lumber canal stenosis is 5 cases / 
100,000 individuals.By the age of 65 years, radiological 
evidence of LCS is present in 17-60%of adults & up to 
80% aged above 70 years. Surgery should reserved for 
cases with failed medical treatment and for those with 
progressive neurological deficit. Decompression alone 
is suggested for patients with leg predominant 
symptoms without instability. The advantages of 
minimally invasive surgery are adequate neural 
decompression with minimal tissue destruction & 
minimal scarring.In this study,bilateral microscopic 
decompression was done through a unilateral approach 
and the results were satisfactory.  
 
 
H. Moustafa  
MIN in Intramedullary Tumours  
Background: Intramedullary spinal cord tumors 
(IMSCT) represent only 2-4% of all central nervous 
system tumors, and due to the fragile nature of the 
spinal cord, total excision with minimal tissue injury 
remained a great challenge for neurosurgeons. 
Objective: To evaluate the feasibility of 
neurophysiologically monitored microsurgical strategy 
for gross total excision of IMSCT and its impact on 
clinical outcome, disease prognosis and the need for 
adjuvant therapy. Patients and Methods: The current 
prospective study was conducted on fourteen patients 
with median age of 9.5 years having IMSCT treated in 
Cairo University hospitals and Children’s Cancer 
Hospital Egypt (CCHE) from August 2010 to April 
2013. According to Modified McCormick classification; 
three patients (21.4%) clinically presented with G I, 
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seven patients (50%) with G II, three patients (21.4%) 
were G III while one patient (7.1%) was G IV. All 
patients were operated upon under guidance of 
intraoperative neurophysiological monitoring (IONM) 
aiming at gross total excision except one case of 
cervicodorsal GII astrocytoma was unresectable and just 
biopsied. Clinical and radiological follow up were 
performed throughout follow up period ranging from 
12-24 months. Results: Gross total excision was 
achieved in ten cases (71.4%), subtotal resection in 
three cases (21.4%) and tissue biopsy in one case 
(7.1%). Tumors were ten ependymomas (71.4%) and 
four astrocytomas (28.6%). Clinical improvement was 
achieved in four patients (30.8%) within the 1st 
postoperative week and in seven patients (53.8%) at 12 
months follow up, postoperative neurological 
deterioration was noted in two patients (15.4%) without 
significant improvement throughout follow up. None of 
the ten patients having gross total tumor resection 
needed adjuvant therapy, while the remaining four cases 
were candidates for radiotherapy and/or chemotherapy 
(one of these four patients had tumor recurrence 6 
months following subtotal resection). Postoperative CSF 
leak was encountered in three cases (21.4%) and 
conservatively ended except one of them needed 
surgical dural repair. Two patients (14.3%) had 
postoperative wound infection which resolved in 7-9 
days of antibiotic therapy. Conclusion: The primary 
goal of management of intramedullary spinal cord 
tumors should be aiming microsurgical gross total 
resection with wide myelotomy, minimal use of 
coagulation in addition to intraoperative monitoring 
(motor evoked potential (MEP) mainly) -which seems 
to be a crucial factor affecting the clinical outcome- 
achieving reasonable degree of neurological 
improvement (70%), better prognosis and decreasing 
the need for adjuvant therapy. 
 
A. El-Samman  
Extended EndoNasal Approaches to Skull 
Base. Initial Experience in Cairo University  
Skull base tumors represent a surgical challenge in both, 
the surgical corridor to reach the tumor and the 
resection of the tumor itself. The introduction of high 
definetion cameras, description of approaches through 
the paranasal sinuses to skull base specially for the 
midline lesions caused a paradigm shift towards the 
EndoNasal Surgrey. Materials and methods: In this 
study, the Cairo University experience is introduced 
explaining the learning curve, challenges and how far 
progress was achieved. Results: 287 cases of skull base 
tumors are presented including mostly pituitary 
adenomas, craniopharyngiomas, suprasellar 
meningioma, clival chordoma and nasal malignancies. 
The over all gross total resection was 71%. 
Endocrinological normalization was 65%. One 
operative related mortality and less than 1% CSF leak in 

pituitary tumors. Conclusion: Extended EndoNasal 
Approaches are safe, effective and promising for future 
extention of it’s limittion  

 
A. Ayoub  
Identification of Pituitary Gland During 
Endoscopic Trasphenoid Surgery  
Background: pituitary gland is referred to as the master 
gland because of it role of controlling other endocrinal 
glands. Identification of pituitary gland during surgery 
will leads to its preservation. This in term will lead to a 
better hormonal function. Methodology: Sixteen cases 
of pituitary adenoma were included in this study. The 
surgeon tried to predict the locations of pituitary gland 
preoperatively by thorough revision of MRI of the sella. 
During surgery the pituitary gland was identified in 
most cases. Its site and shape were noted. Results: The 
pituitary gland was mostly identified at the last steps of 
surgery. It was mainly pushed upwards except in one 
case where it was pushed downwards. Out of the 16 
cases, the pituitary could be identified in 12 (75%). 
Three glands were pushed to the right, three pushed 
anterior, two upward, two posteriorly, one to the left and 
the last one was pushed downwards. In four cases (25%) 
the pituitary gland could not be identified. The pituitary 
was always more yellow than the adenoma and firmer in 
consistency. In many cases it was adherent to the 
diaphragma sellae but could be dissected. It was worth 
noting that the only case with hormonal hypofunction, 
the pituitary was pushed downward and was identified 
early during surgery. Conclusion: Pituitary gland could 
be indentified in most cases of endoscpic trasphenoid 
surgery. The color and consistency was the most 
important factors to identify the gland that helped to 
preserve it and its function. 
 
 
K. Bagathsingh  
Endonasal Transsphenoidal Approach For 
Skull Base-Leisons  
Aim: There are wide variety of Anatomical 
Structures and its Pathology Occupied the 
Skullbase area. In this Modern Era of High 
resolution Radiological diagnostic aid we can 
able to reach the pathology with help of modern 
Navigation system using Endoscopic approach 
through the nose. Starting from CSF 
Rhinnorrhea repair to Biopsy of High grade 
malignant lesions are the spectrum of diseases. 
Share our experience of treating skullbase leisons by 
endoscopic endonasal approach.As for as the 
Transsphenoidal approach is concerned,sphenoidsinus is 
at the centre in all axis,from centre we can extend 
laterally,Cranioally as well as caudally to reasch and 
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remove the lesion. Materials method: Almost 190 
cases were operated irrespective of age & sex in the 
period between 2010 to 1014 which includes benign 
tumors of skull base like pituitary macroadenoma, 
planum sphenoidale meningioma, aneurysmal bone cyst 
of anterior clinoid process, craniopharyngioma, pituitary 
tuberculoma, clivus lesion, skull base secondaries,Csf 
Fistulas. In most of the cases total excision of tumor 
was done except in few cases of pituitary macradenoma 
in which suprasellar and para sellar extension was left 
behind as well craniopharyngioma with 
calcification.Some form of Malignant sarcomas we did 
only Bipsy for HPE. One paediatric Glioma involving 
the Optic apparatus was highly fibrotic,unable to 
remove the tumor in total.Before 2012,we operated in 
two hand technique after January 2012 all cases were 
operated by 4 hand surgical technique using rigid type 
endoscope. Team consist of Neurosurgeon and ENT 
Surgeon. We used Navigation system for Selected cases 
and all Repeated procedure cases.Repair of the bony & 
dural defect was done using nasal septal mucosal 
pedicle flap as well various techniques as per the defect 
and considering the Low or High flow leaks and nasal 
packing done in all cases. Results: Morbidity with this 
approach was less as compared to craniotomy. 1 patient 
of pituitary macroadenoma died because of 
intraoperative vascular (carotid) injury,2 patients with 
Cavernous sinus Injury we stopped the procedure with 
packings, and continued in the next consecutive days, 
all these happed during initial period of our practice. We 
noted complications like early postoperative csf 
rhinorrhoea in 12 patient which was treated by 
therapeutic LP, meningitis in 6 patients which recovered 
in all patients. There was 2 postoperative haemorrhage 
in surgical site,I is macroadenoma and another is 
craniopharyngioma. Both the patients died in post of 
period.For 95% of patients without any mortality or 
morbidity the pathology was removed. Patients were 
followed up from 3 months to 4 year period after 
surgery. Conclusion: Endoscopic approach anterior 
skull base approach using 4 hand surgical technique & 
Rigid Endoscope is safe and effective for skull base 
leison surgeries. Meticulous preoperative planning with 
Biochemical,radiological specially CT and MRI, and 
also Intraoperative Navigation made the surgery 
successful wit negligible percentage and 
complications.Dedicated Team work with Rhinologist 
and Neurosurgeon ware key to the success of this 
approach,inspite of a quite long learning curve.Due 
varied normal anatomy and extremely variable 
pathology,expect intraoperative as well as post 
operative complications,ready to take appropriate 
measures to avoid as well treatment them. 
 
 
 

K. Kenawy  
Endoscopic Transsphenoidal Surgery for 
Pituitary Adenoma: Outcome and 
Complications  
Co-authors: M. Toda, M. Abdelaal, T.L. 
Salem, K. Yoshida, R. Elkhayat 
Objective: The aim of this study was to report the 
results of a consecutive series of patients undergoing 
pituitary surgery using a pure endoscopic endonasal 
approach and to evaluate the efficacy and safety of this 
procedure. Patients And Methods: We reviewed 30 
consecutive patients during the period from January 
2014 to January 2016 with pituitary adenoma who 
underwent purely endoscopic transsphenoidal resection 
of their lesions , in keio university hospital, Keio 
university, Tokyo, Japan. The patients’ clinical 
outcomes, degrees of tumor removal, and complications 
were reported. Results: There were (24 primary and 6 
recurrent adenoma) (26 nonfunctioning and 4 
functioning adenoma - 1 prolactinoma and 3 GH 
secreting adenoma-) . The degree of gross total removal 
for tumors was 83.3%, C.S.F leak was 6.6%. , Post-
operative Diabetes insipidus was 10% , Post-operative 
sellar haemmorrhage was 3.3 % , Post-operative new 
cranial nerve deficit was (abducent nerve palsy ) 6.6% 
.There were no vascular injury, Sphenoiditis, septal 
perforation, epistaxis, post-operative deaths or general 
copmlication . Conclusion: A purely endoscopic 
approach for pituitary adenoma treatment is a safe and 
effective alternative to the traditional microscopic 
procedure.  
 
 
K. Kenawy  
Endoscopic Endonasal Approach for Clival 
Chordoma: Outcome and Complications  
Co-authors: M. Toda, M Abdelaal, T.L 
Salem, K. Yoshida, R. Elkhayat 
Introduction: Skull base chordomas are difficult 
lesions to treat. Transcranial approaches to clival 
chordomas provide a difficult route to the site of origin 
of the tumor often involving extensive bone drilling and 
brain retraction, which places critical neurovascular 
structures between the surgeon and pathology. The 
endoscopic endonasal approach (EEA) takes advantage 
of the natural sinus corridor and may provide a less 
invasive approach for these midline tumors. Patients 
And Methods: twelve patients with chordoma were 
treated by endoscopic endonasal surgery in the period 
between January 2014 and January 2016 were studied in 
keio university hospital, Keio university, Tokyo, Japan . 
The patients’ clinical outcomes, degrees of tumor 
removal, and complications were reported. Results: 



Volume 31 / No. 4 / October - December 2016 / Abstracts 

  

 
Egyptian Journal of Neurosurgery  57 

There were (3 primary and 9 recurrent chordoma). The 
mean age was 58 years. Gross total resection (GTR) was 
achieved in 5 patients (41.6 %), near total removal 
(more than 90%) was achieved 4 patients (33.3%) and 
subtotal removal was achieved in 3 patients (25%). 
Post-operative CSF leak occurred in one patient and 
endoscopic reexploration was done and leak point was 
packed by abdominal fat and pedicled nasoseptal flap 
was used for skull base reconstruction. Post-
operativetemporary Diabetes insipidus occurred in one 
patient and resolved within one week spontaneously. No 
deaths, vascular injury, Sphenoiditis, septal perforation, 
epistaxis or general complication. Conclusion: 
Endoscopic endonasal approach for clival chordoma 
treatment is a safe and effective alternative to the 
traditional microscopic procedure.  

 
 

H. Jalalod’din  
Endoscopic Transsphenoidal Surgery for 
Recurrent/Residual Pituitary Adenomas  
Background: Recurrent and/or residual pituitary 
adenomas constitute a surgical challenge. Over the last 
years, utilizing the pure endoscopic endonasal approach 
for managing these cases, especially in the hand of 
experienced surgeons, improved outcomes significantly. 
Materials and methods: Retrospective analysis of the 
patients records during the period from January 2011 till 
December 2015 reveled eleven consecutive cases with 
recurrent and/or residual pituitary adenomas that were 
operated utilizing the pure endoscopic endonasal 
approach. Results: There were six females and five 
males. The mean age was 41.72 year. There were 7 non-
functioning macroadenomas, 2 macro-prolactinomas, 1 
GH secreting macroadenoma and 1 ACTH secreting 
microadenoma. All of the cases were operated upon 
previously in other centers utilizing the microscopic 
transsphenoidal approach. The GH and ACTH secreting 
adenomas were true residuals. The remaining nine cases 
were residual/recurrent. Gross total excision has been 
achieved in all cases. Two cases developed post 
operative transient DI. There was no postoperative CSF 
rhinorrhea in all cases despite three intraoperative CSF 
leakages that were managed on the spot. Clinical and 
endocrinological cure has been achieved in all cases. 
Radiological follow up documented no residual and/or 
recurrence in all cases during the follow up period that 
ranged from 6 months to 5 years. Conclusion: The 
endoscopic endonasal transsphenoidal approach for 
recurrent and/or residual pituitary adenomas provides 
much more detailed anatomy and reasonable 
appreciation of the recurrent pathology. This is reflected 
on the patients by superior cure rates, lower incidence of 
residual tumor and /or recurrence, hand in hand with 
lower incidence of morbidity and mortality.  
 

A. Zohdi  
Image Guidance in Endoscopic Endonasal 
Approaches  
Introduction: Endonasal surgery, a true application of 
interdisciplinary integrative subspecialty and advanced 
technology, witnessed an evident paradigm shift in the 
last decade. Apart from defining the trajectory, image 
guidance is important for the inconsistency of the air 
cells, the setting of a safe boundary and surgical 
corridor to easily accomplish the mission and save time. 
With the aid of neuronavigation, the authors tailored a 
step by step technique to reduce the tedious learning 
curve remarkably and help young neurosurgeons gain 
the needed experience in a shorter duration. Patients 
and Methods: Since March 2008 sixty seven patients 
were operated upon using the neuronavigator with CT -
based data . The trainee was guided to determine the 
key points and anatomical landmarks during the 
sphenoid and sellar stage . Results: Pituitary adenoma 
(70.2%), recurrent (19.3%) and craniopharyngioma 
(10.5%) were operated upon during which all the 
trainees were instructed to follow the same steps in a 
pre-hand tailored approach . The overall results of this 
studied group with a shorter learning curve had even 
less complication rate with image guidance, better 
outcome in terms of endocrine control and most of all 
complete resection. At later stages these procedures 
were easily applicable for borderline anterior fossa 
meningiomas and clival lesions with acceptable 
outcome and complete precise surgical excision with 
utmost safety for the patients. Conclusion: Image 
guidance during endoscopic endonasal surgery helps as 
a source of reorientation especially in recurrent cases 
with distorted anatomy . The merging of high tech and 
anatomical knowledge practiced by a harmonious team 
of both neurosurgeons and ENT specialists is a 
visionary and futuristic concept serving the present 
needs for minimal invasiveness and will help produce a 
second and third line of experts in a field of excellence.  
 
 
M. Nabeeh  
The Supraorbital Keyhole Approach for 
Clipping of Anterior Circulation Ruptured 
Aneurysms  
Objective: We report our experience in clipping of 
anterior circulation ruptured aneurysms through the 
supraorbital keyhole approach. Methods: This is a 
retrospective review of patients who underwent clipping 
of anterior circulation aneurysms through the 
supraorbital keyhole approach at neurosurgery 
Department, Mansoura University between Jan 2014 
and May 2016. Results: Twenty five consecutive 
patients harboring aneurysm at anterior circulation 
underwent clipping through the supraorbital keyhole 
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approach, sixteen A-com artery aneurysms and nine 
cases of ICA aneurysms. All patients were presented 
with subarachnoid hemorrhage. Visualization and 
orientation of aneurysm neck was feasiblethrough 
minicraniotomy in all cases except one in whom early 
aneurysm rupture obscure the field and procedure 
aborted after bleeding control and reoperated later 
through inter-hemispheric approach. Follow-up ranged 
from 1 to 22 months with a mean of 7 months. One 
patient died after postoperative pneumonia, three 
patients showed post operative transient deficit which 
improved later. Conclusions: Surgical clipping of 
some selected aneurysms of anterior circulation can be 
operated through minimally invasive supraorbital 
keyhole approach which minimize the dissection and 
retraction of the brain, reduce operative time and blood 
loss with small incision and good cosmetic results.  
 
 
W. Abouzeid  
Efficacy and Safety of Coiling Versus 
Clipping for Ruptured Middle Cerebral 
Artery Aneurysms: Retrospective Study of 
Double Center Experience 
Co-Author: T. Hassan  
Introduction: Management strategies for ruptured 
MCA aneurysms have changed dramatically over the 
past decades. Middle cerebral artery (MCA) aneurysms 
often have an unfavorable aneurysm geometry that 
might limit endovascular therapy. Despite the fact that 
in ISAT middle cerebral artery (MCA) aneurysms were 
clearly underrepresented, the study is often used as an 
argument to favor coiling above surgery in MCA 
aneurysms.  
Taken into account that MCA aneurysms are very well 
accessible for surgery, a contemporary assessment of 
the benefits of a preferred surgical strategy for MCA 
aneurysms was performed in a tertiary neurovascular 
referral center. The decision to pursue endovascular 
treatment over microsurgical treatment is particularly 
appealing for patients as the procedures are safe, are less 
invasive, and do not affect the patient from a cosmetic 
point of view.  
Objectives: Our purpose was to analyze the feasibility, 
Safety, and efficacy of endovascular coil embolization 
versus microsurgical clipping of Ruptured MCA 
Aneurysm . Patient And Methods: A Retrospective 
study kept double centre database Of 104 MCA 
aneurysms seen at Neurosurgery Department , Sohag 
University hospital and Neurosurgery Department , 
Alexandra University hospital from January,2012 To 
December 2014 .  
54 patients harboring 58 ruptured MCA aneurysms were 
primarily selected. 37 male(68.5%), and 17 
female(31.5%). Age group was 25-62 years old . 33 

patients selected for surgical clipping and 21 for 
endovascular embolization4 aneurysms were followed 
without intervension(patient refuse). All patients 
presented by SAH and was subjected to clinical 
assessment (GCs), Conventional CT, 3D CT 
Angiography , DSA and Glascow outcome scale. SAH 
was classified according to Hunt and Hess grade: I (11), 
II (15), III (14), IV (7), and V (8).  Follow Up CT Angio 
every 3 months , DSA and Glascow outcome scale 
every 6 months were scheduled for all patients for 2 
years . Results: After a mean follow-up of 2 years, 22 
out of 33 surgically treated patients (67%) had a good 
outcome, 3 patient (9%) revaled moderate disability , 4 
patients (12%) revaled sever disability, and 4 patients 
(12%) revaled mortality. 15 out 21 endovascularly 
treated patient(71.5%) had a good outcome scale, 4 
patient (19%) revaled moderate disability , 1 patient 
(4%) revaled sever disability, and 1 patient (4%) revaled 
mortality. This is well not matched with the findings of 
the literature search that prove clip first policy is the 
most preferred approach for management of ruptured 
MCA Aneurysm and rise a great debate and competition 
with the endovascular approaches. Conclusion: - 
Microsurgical treatment is a well established strategy 
for definitive obliteration of ruptured middle cerebral 
artery (MCA) aneurysms. However, increasing reports 
on the feasibility, safety, efficacy and revolution of 
endovascular materials make both techniques competing 
in parallel manner . Risk of procedural complications 
and long-term clinical results were superiorly in those 
endovascularly treated . Endovascular coil embolization 
of Ruptured MCA aneurysms can be successfully 
performed without inducing neurologic deficits in 
carfully selected MCA Aneurysms .  

 
H. El-Magraby  
Minimally Invasive Resection of Gliomas: 
Concepts of Awake Craniotomies & 
Cortical Brain Mapping  
Background: Awake craniotomies ensured 
maximal resection of eloquent brain lesions with 
no or minimal morbidity. Image-guided 
neuronavigation improves intraoperative 
topographical orientation. Optical navigation 
necessitates rigid head fixation using Mayfield 
clamp to maintain no movement between the 
cranial reference arc and the target area, which 
may not be tolerable with awake craniotomies. 
Objective: The efficacy of frameless, pinless 
electromagnetic image-guided navigation in Awake 
craniotomies for brain tumour surgery was investigated. 
Design: A prospective study of 82 cases was collected 
from April 2012 to April 2016. Methods: Preoperative 
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MRI revealed eloquent-related brain lesions either to 
motor or speech areas. Preoperative stealth compatible 
MRI scans were performed. Frameless, pinless 
electromagnetic image-guided navigation using 
Medtronic Stealth AxiEM was used in Awake 
craniotomies for brain tumour surgery with brain 
mapping for maximal lesion resection. Outcome 
measures included measure of accuracy, histological 
yield, extent of tumour resection and navigation related 
complication rate. Results: There was no case of non- 
diagnosis consequent of a registration error and 
inaccurate trajectory. All cases yielded histological 
diagnosis. Gross tumour removal as assessed with post-
operative magnetic resonance imaging was possible in 
72 patients. There was no electromagnetic navigation 
related complication. No particular changes to the 
operating theatre set-up were required, and no 
significant interference from ferromagnetic instruments 
was experienced. Neuro-physiological monitoring was 
not affected, nor did it affect electromagnetic guidance. 
Conclusion: Frameless, pinless electromagnetic 
image-guided navigation in Awake craniotomies for 
brain tumour surgery allows freedom of head movement 
with constant navigation and avoids the need of rigid 
head.  

 
M. Qureshi  
The Role of Neuromodulation in Treatment 
of Chronic Pain Syndromes  
Chronic pain is defined as “Pain persisting beyond the 
point when the injury has healed, the time the illness has 
passed, or has no physical aetiology”.  It is a cause of 
extreme suffering for millions world-wide and is a 
leading cause for lost workdays, as well as significantly 
impacting on the patient’s quality of life 
Neuromodulation as a treatment option in chronic pain 
describes the treament that utilizes electrical impulses 
(neurostimulator) to alter the activity of nerves to 
achieve relief of pain. An improved understanding of 
neuroscience underlying chronic pain disorders has led 
to development of implantable “neuromodulatory” 
technologies to reduce afferent activity within the pain 
pathway by targeted electrical stimulation. The 
presentation describes types of electrical 
neurostimulation techniques such as Spinal Cord 
Stimulation (SCS), peripheral nerve stimulation, to 
achieve relief of pain and improve the quality of life in 
patients afflicted with this distressing disorders. For 
neuromodulation to expand in its application it must be 
shown, as well as perceived, to be effective if patients 
and their physicians are to accept its role in 
management of chronic pain disorders  
 
 

 
 

A. Dubovoy  
Extracranial-Intracranial STA-MCA 
Bypass Using Linear Mini Proach  
Background: the creation of extra-intracranial bypass 
(EC-IC bypass) between STA and MCA it is one of the 
effective methods of increasing cerebral perfusion in 
cases of ICA occlusion with hemodynamic 
insufficiency.  
Nowadays, with development of neuroimaging and new 
computer technologies it has become possible to 
perform neurosurgical interventions using mini 
approaches. The materials: since January 2014 to 
September 2016 in neurovascular department of Federal 
Neurosurgical Center of Novosibirsk mini approach was 
used in 77 patients (45 men, 32 women) with 
symptomatic occlusive lesions of ICA. Right side 
approach was performed in 41 cases; left side approach 
was performed in 36 cases. The patients’ age ranged 
from 36 to 69 years, mean age was 56.4 years. The 
technique of approach: mini approach was 
performed through a skin incision in the projection of 
the donor artery, length of skin incision varied from 3.5 
to 5.0 cm. Craniotomy size varied from 2.0 to 3.5 cm. 
Approach planning was performed on a PC using a CT-
angio DICOM data and special neurovisualization 
software. Using 3D image in 3D-cursor mode was 
determined a point on the donor artery which has the 
minimum distance to the optimum size and location 
recipient artery. From this point on the surface of the 
scalp was performed marking of the mini approach. In 
all cases was performed osteoplastic craniotomy. 
Cutting of the dura mater was performed cross-
sectional. As the recipient used the M4 segment of the 
middle cerebral artery; M3 segment is used less 
frequently (in our series in 8.5% of cases). In all cases 
the recipient artery was located within performed 
craniotomy. After creating the microanastomosis dura is 
sutured with the defect for donor artery passing. The 
bone defect was closed with autologous bone with a 
hole for the donor artery and was fixed on the titanium 
plates. Soft tissues sutured layer by layer. The mean 
operative time in our series was 3 hours 7 minutes. Next 
day after surgery we performed CT-angio to determine 
patency of bypass and MRI to exclude ischemic zones. 
Results: a clinically significant complication in early 
postoperative period was observed in 1 patient (1.3%): 
the second day after surgery was occurred a recipient 
artery thrombosis and lacunar ischemic stroke, which 
was manifested by monoparesis of the left wrist. Wound 
edge necrosis was not in any case. Conclusion: mini 
approach in EC-IC bypass surgery is a minimally 
invasive, reducing surgical traumatization and 
intraoperative blood loss, has a better cosmetic effect, 
eliminates the risk of the wound edge necrosis. When 
using preoperative planning based on CT-angio data 
significantly reduces operation time because it does not 
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require the use of neuronavigation and has high 
precision of determining a suitable recipient artery.  
 
K. Resch    
Neuroophthalmology triggered 
Neurosurgery: 
1. Craniopharygioma: Preservation of 
Vision in 4 Phases 
2. 40 y Shunt History: Preservation of 
Vision and Independency 
Co-author: S. Antal, Ophthalmology, 
LKHF/ Austria 
Case I: Large cystic craniopharyngiomas are 
challenging in ophthalmology as well as in 
neurosurgery. Even the best series in literature report 
15% overall mortality. Intense interaction and 
application of minimally invasive concepts and 
techniques preserved vision and visual field in each of 
the 4 phases of therapy in this case. The acute visual 
decrease of a 53-year-old female was diagnosed by 
ophthalmologist followed by emergency MR and 
immediate sending to neurosurgery. Visual acuity and 
perimetry as well as MR and endocrinological 
laboratory pre- and postop were analysed 
retrospectively in all 4 phases of therapy. Neurosurgical 
micro- and endosurgical operations assisted by 
neurosonography and LASER were applied according to 
minimal invasive concept. Immediate interaction 
between ophthalmology and neurosurgery prevented 
final visual loss in all four phases of therapy in this case 
of a large cystic craniopharyngioma of the third 
ventricle. Minimal invasive concept and staged therapy 
resulted in excellent outcome. Case II: Neurosurgical 
and ophthalmological leasons do interact 
pathophysiologically in special cases. The 41-year-old 
patient was shunted perinatal in a hydrocephalus by 
aqueductal stenosis. During many years he developed 
visual disabilitiy. During last shuntdysfunction he 
deterioriated ophthalmologically and 
neuropsychologically, loosing his last autonomy. An 
emergency ETV was necessary and resulted in visual, 
neuropsychological and social rehabilitation after 41 
history of being shunted. Even after long time shunting 
ETV can preserve vision and neuropsychological 
independency. Neurosurgery and Neuro-ophthalmology 
must work closely together and MIN concept needs to 
be applied. 

 
J. Dong  
Surgical Strategies and Therapeutic Effect 
Analysis on Minimally Invasive Keyhole 
Surgery on Thalamus Lesions  

Prepose：To pursue surgical strategies and relevant 
surgical techniques of minimally invasive keyhole 
surgery on thalamic focus, and the therapeutic effects 
were analyzed. Methods： Seven space-occupying 
lesions of the thalamus were removed with minimally 
invasive keyhole microsurgical or endoscopic 
techniques via transcortical, transventrical, transcallosal 
approaches under neuronavigation. The pathological 
diagnosis were glioma, meningioma, cavernous 
hemangioma, brain abscess, and hematoma, 
respectively. Results: 4 lesions were totally removed, 2 
were subtotally resected because of invasion of eloquent 
areas or nerve tracts. One brain abscess was cured 
through intrathecal injection of antibiotics and persistent 
lumber drainage. 3 patients suffered obvious 
hydrocephalus before surgery, and totally remitted after 
tumor resection. 1 patient accompanied with residual 
tumor bed hemorrhage 1 day post-operation, he received 
emergent clot removal, and recovered better 3 months 
later. Conclusions: Thalamus tumors were deep located, 
and seated closely with important neural structures and 
blood vessels, which were difficult for safe and 
complete resection. Application of concept and 
techniques of minimally-invasive keyhole microsurgery, 
increase the effective exposure to the limited surgical 
field via combination of neuroendoscope, intra-
operative lumber cistern drainage, together with various 
high efficient tumor-removing equipment, could help to 
achieve safer resection of thalamus lesions.  

 
A. Dubovoy  
Lateral mini orbitotomy in the treatment of 
intraorbital retroocular volume lesions  
Background: intraorbital volume lesions - a complex 
pathology, which often cannot be operated by 
ophthalmologists. However, in the natural course of the 
disease in most cases it causes the development of 
deterioration of visual acuity up to blindness, sometimes 
oculomotor disorders. Intraorbital volume lesions can be 
localized anywhere, but in our practice there were only 
retroocular volume processes. According to histological 
structure inside the orbit occur a dermoid cysts, 
hemangiomas, meningiomas, inflammatory granulomas, 
as well as metastases and gliomas of the optic nerve and 
other histological variants. The materials: since 
January 2014 to September 2016 in Federal 
Neurosurgical Center of Novosibirsk was surgically 
treated 7 patients with intraorbital retroocular volume 
lesions (5 men, 2 women). The patients’ age ranged 
from 6 to 49 years, mean age was 31 years(one patient 
is child). Left orbital lesions was 5, right orbital lesions 
was 2. According to the histological structure all 
intraorbital volume lesions divided as follows: 
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meningioma – 2 cases, hemangioma – 2 cases, dermoid 
cyst –1 case, inflammatory granuloma – 2 cases.  
Clinical symptoms were as follows: in 2 cases of 
meningiomas the patients complained of pain in the 
orbit and the feeling of a foreign body behind the eye; in 
one case of inflammatory granuloma the patient 
complained to pain in the orbit, second patient had 
ptosis of the upper eyelid; in one case of dermoid cyst 
patient had III nerve palsy; in 2 cases of hemangiomas 
the patients had visual disorders. The technique of 
lateral mini orbitotomy: mini approach was 
performed through the lateral orbital wall if the 
pathological process was located behind and laterally 
the eyeball; if the pathological process was located in 
the upper orbital part, was performed a mini approach 
through the lateral wall of the orbit with the partial 
resection of the orbital roof; in cases of infraocular 
lesion location we used mini approach through the 
lateral orbital wall. In all cases, the orbital fascia gently 
peeled from the walls of the orbit, then cut it using a 
scalpel and at the end of the operation is carefully 
sutured. The orbital muscles were dissected and take the 
taped. In the cases of small-sized volume lesions was 
performed economical resection trepanation of the 
lateral orbital wall no larger than 1x2 cm with 
preservation of the lateral edge of the orbit. At the end 
of the operation the bone defect was closed with 
titanium mesh plate. In cases of large orbital volume 
lesions we used the method of osteoplastic orbitotomy 
with resection of its lateral edge. At the end of the 
operation bone fragment of the orbit was fixed with 
titanium mini-plates.  
Next day after surgery we performed CT of the orbit 
and sometimes MRI. Within 3 days after surgery the 
patients underwent intraorbitally paraocular 
Dexamethasone injection 2 mg 3 times a day. Results: 
a clinically significant complication in the early 
postoperative period in our series was not. In all cases 
was significant increase the postoperative swelling of 
the orbital soft tissues until the closing of the eye slits, 
which regressed to 3-5 days. Conclusion: lateral mini 
orbititomy is useful and simple method of removal 
volume lesions of the posterior segment of the orbit. 
This method does not cause cosmetic disorders in the 
late postoperative period.  
 
S. Elkheshin  
Combined Endoscopic Third 
ventriculostomy and Tumor Biopsy, in 
Management of Pineal Region Tumors, 
Safety Considerations  
Background: Triventricular hydrocephalus due to 
Pineal region tumor is considered ideal indication for 
ETV, with success rate range of 63- 92%. The ultimate 
advantage is the ability to obtain tumor biopsy for 
histopathological diagnosis, and further treatment 

strategy plan design. Objectives: to investigate the 
safety considerations to minimize tumor biopsy related 
bleeding and establish a successful ETV procedure. 
Methods: Retrospective study including twenty five 
patients of Triventricular Hydrocephalus due to pineal 
region tumor. A single more anteriorly located (1.5-1.7 
cm) precoronal burr hole was adequate in 17 patients 
with wide both foramen of Monro and anterior third 
ventricle. With smaller Foramen and/or anterior third 
ventricle, an additional burr hole located more anteriorly 
(3-5 cm from coronal suture) was dedicated for biopsy 
(8 patients). Patients’ age ranged from 9 months to 65 
years with a mean age of 26.5 years. Preoperative MRI 
brain with coronal T2 and sagittal T1 weighted images 
were used to design trajectory. Results: No significant 
intraventricular bleeding reported. A diagnostic tumor 
biopsy yield was successful in 22 patients. One patient 
failed to improve and eventually required VP shunt. 
Conclusion: Combined ETV and tumor biopsy are 
relatively safe double benefit procedures. The biopsy 
obtained further aid management protocol.  
 
 
A. Dubovoy  
Intracranial (IC-IC) Anastomoses in the 
Treatment of Complex Cerebral Aneurysms  
Background: most complex aneurysms cannot be 
cured by using a technique of microsurgical clipping or 
endovascular embolization. To complex aneurysms 
includes multichamber aneurysms, aneurysms with 
branches extending from the body, aneurysms with 
calcified wall and neck, partially thrombosed 
aneurysms, difficult location aneurisms, giant 
aneurysms and previously surgically treated aneurysms. 
In most cases, microsurgical treatment of complex 
aneurysms using different methods of revascularization. 
Most commonly used method of creating EC-IC high-
flow or low-flow bypasses. However, in some cases, 
possible to use a method of intracranial (IC-IC) 
anastomoses. When performing EC-IC bypass in 
aneurysm surgery is necessary to make a large skin flap 
to the length of the donor artery was sufficient. In cases 
of intracranial (IC-IC) anastomoses, the size of the skin 
flap does not matter. The materials: since January 
2014 to September 2016 in neurovascular department of 
Federal Neurosurgical Center of Novosibirsk method of 
IC-IC anastomoses in cases of complex cerebral 
aneurysms used in 18 patients (8 men, 10 women). 
Aneurysm localization: in 2 cases in M1 segment of the 
MCA, in 4 cases MCA bifurcation aneurysms, in 4 
cases in M2 segment of the MCA, in 3 cases in M3 
segment of the MCA, in 3 cases in the ACom, in 2 cases 
in A2 segment of the ACA. The methods: there are 
several basic types of IC-IC anastomoses: 1- 
Reanastomosis – anastomosis end-to-end type within 
one segment; 2- Reimplantation – anastomosis end-to-
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side type, when cutted branch is implanted into another 
artery; 3- Anastomosis “in situ” – in cases of the two 
nearby arteries, when performing anastomosis side-to-
side type; 4- Anastomosis with short graft – can be 
made in cases of diastasis of the arteries. In all cases of 
ACom and A2 aneurysms we used method of creating 
anastomosis “in situ” between A2 segments in cases of 
the ACom aneurysms and between A3 segments in 
cases of the A2 aneurysms. Then we perform a trapping 
of A2 segment with aneurysm. In cases of M1, M2 and 
M3 aneurysms we used method of reanastomosis 
between the ends of the segment after removal of the 
aneurysm. In cases of MCA bifurcation aneurysms we 
used method of reimplantation with preservation of 
blood flow from M1 to one of the M2 segment; in these 
cases the second M2 segment was cut out and 
reimplanted to another M2 segment or to the temporal 
branch of the MCA. Method of creating anastomosis 
with short graft in our series was not. Next day after 
surgery we performed CT-angio to determine patency of 
created anastomoses and MRI to exclude ischemic 
zones. Results: a clinically significant complication in 
the early postoperative period was observed in 1 patient 
(5.5%): in case of creating M1-M1 end-to-end 
anastomosis after cutting short M1 fusiform aneurysm 
was occurred a lacunar ischemic stroke in lateral 
lenticulostriate arteries area, which was manifested by 
contralateral hemiparesis with partially recovery at 
discharge. Conclusion: use of the method of 
intracranial (IC-IC) anastomoses creation is an 
alternative way of revascularization in the treatment of 
complex cerebral aneurysms. The method prevents to 
making a large skin flaps compared with cases with 
extracranial (EC-IC) arteries anastomoses.  

 
M. Qureshi  
Balloon Compression as a Treatment 
Option in Trigeminal Neuralgia  
Balloon Compression is a minimal access, percutaneous 
approach to treatment of Trigeminal Neuralgia (aka Tic 
Douloureux, Spasme Cinique). It is a relatively simple 
and effective technique and is most helpful in patients 
with pain that has spread over multiple divisions. It is 
relatively easy to perform, once the underlying principle 
of the technique has been understood.  The presentation 
outlines the approach used at the authors institution in 
Nairobi, Kenya, and highlights the value of the 
technique when used in regions where scarce operating 
room facilities are under enormous strain to increase 
throughput. Other techniques used in management are 
presented to demonstrate the relative benefit of this 
technique.  

 

Y. Uddin  
Pure Endoscopic Micro Vascular 
Decompression for Trigeminal Neuralgia  
Methods: We reviewed 20 patients with trigeminal 
neuralgia treated by endoscopic microvascular 
decompression during the period January, 2013 to 
September 2015, including clinical presentation, 
operative findings, techniques, and outcomes. 
Neurovascular conflicts were divided into single 
contact, contact and indentation, single adhesion, 
adhesion and indentation, and trigeminal nerve atrophy. 
Operative outcomes were graded into immediate 
postoperative complete pain relief (excellent), 
delayedpostoperative complete pain relief (better), 
significant pain relief (good), and no response to 
microvascular decompression (poor).  
Results: We found endoscopic MVD a better 
procedure in terms of short time of surgery, less 
complications and short hospital stay and better 
visualization of the anatomy.  
 
 
W. Abouzeid  
Co-Author: K. Naser Fadl , A. K. Kassem  
Neuro-Endoscopic Management of 
Multiloculated Hydocephalus  
Introduction: Hydrocephalus represents one of the 
most frequent pathologic entities requiring 
neurosurgical intervention. Even in present times the 
treatment of hydrocephalus is a highly debated subject. 
Neuroendoscopy is one of the technique possibility. The 
term “multiloculated hydrocephalus” refers to the 
presence of an isolated CSF compartment or 
compartments within the ventricular system that may 
progressively enlarge despite a functioning shunt system 
. Multiloculated hydrocephalus has had many 
designations: multilocular hydrocephalus, multiseptate 
hydrocephalus, polycystic hydrocephalus, polycystic 
brain disease, ventricular compartmentalization, 
intraventricular septations, and multicompartmental 
hydrocephalus . Multiloculated hydrocephalus is a 
severe disease in which no single treatment has clearly 
been proven to be superior. Objective: Is to define the 
role of neuroendoscopy in the management of cases 
with multiloculated hydrocephalus. Methods: This 
study was carried out on 30 patients suffering from 
multiloculated hydrocephalus(12 males, 18 feamales), 
in sohage university hospital from 2012 to 2015. The 
patients’ ages were between 1 month and 18 months.19 
patients passed through the well-known popular 
scenario of shunts and their problems of infection, 
obstruction, revision hemorrhage and/or shunt removal, 
and 11 were denovo. The interventions was endoscopic 
septum pellucidum fenestration in 9, endoscopic 
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ventricular septal fenestration in 21, to connect as many 
cysts to single cyst harboring the fenestrated end of the 
shunt. Results: Two weeks post-operatively a CT scan 
follow up was done in all patients. We needed to re-do 
the procedure in 5 patients(15%) due to the presence of 
residual compartments not opened and not drained by 
the existing shunts. Of those 5 patients with two 
endoscopic trials, only 2 patients (6.6%) needed adding 
new shunt application as the endoscopic trials failed to 
unify allcompartments. Conclusion: 1. To restore 
communication between isolated intraventricular 

compartments with implantation of one intraventricular 
catheter, reduce the number of surgical procedures, and 
improving the quality of life of the patient, neuro-
endoscopy should be highly addressed. 2. Although the 
complexity of multiloculated hydrocephalus, each 
patient must be carefully studied with no clear 
procedure by the literature should be ruled out. 
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