
OLFACTORY GROOVE MENINGIOMA: DOES
ANOSMIA IMPROVE FOLLOWING SURGERY?
REPORT OF 20 SURGICALLY TREATED PATIENTS IN
DHAKA MEDICAL COLLEGE HOSPITAL, DHAKA
DAS S¹, ISLAM MM², RAHMAN MM³, RAHMAN MZ4 , ISLAM MR5, SUBHAN KI6

Abstract:

Objective: Olfactory Groove Meningioma(OGM) are rare benign tumour account for 8-13% of all

intracranial meningiomas and reported about 12 % of all basal meningiomas. Anosmia is thought

to be among the commonest symptoms, even though patients often present with headache,

visual problem and mental dysfunction.

Methods: Tweenty patients (male = 12 andfemale = 8) with olfactory groove meningioma were

examined. In all patients extensive pre operative and post operative olfactory testing was

performed using conventional soap and cotton soaked with perfume. In 14 cases, meningioma

was lateralized (8 –Left, 6 –Right), in 6 patients meningioma were extended in both sides. CT

and MRI scans were performed in all cases.

Results:In preoperative testing, 14 patients were found to be anosmic on the side of the

tumor, 2 were hyposmic and 4 were normosmic. Postoperative ipsilaterally all patients became

anosmic but contralaterally 14 patients were anosmic ,2 were hyposmic and 4 were normosmic.

Conclusion:The likelihood of normal post operative olfactory function preservation contra

lateral to the tumour was possible in too some extent in smaller size.However,preservation of

olfactory function ipsilateral to the tumor seems to be extremely difficult irrespective of tumor

size or surgical approach.
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Introduction:

OGM are rare benign intracranial tumors
account  for 8-13% of all intracranial
meningioma, represent  about 12 % of all basal

meningiomas. In histological series, they
represent 8-18% of all intracranial
meningioma.1-3 Meningioma originate from
arachnoid cap cells which are specialized cells
in arachnoid granulations.4,5 They are slowly
growing tumors and usually remain clinically

undetectable during the early stages.6

Therefore they are often considerable size
when present to the Neurosurgeon.7-8

Unilateral or bilateral olfactory dysfunction is
supposed to be the earliest symptoms only a
few patients are aware of olfactory loss. Most

patients present with headache and visual
disturbances, mental and intellectual
functions or memory disturbance.8,9 However
investigation of olfactory function in a large
group of patients are lacking so far. But in
present series of 20 cases with olfactory groove



meningioma who underwent surgery , we tried
to analyzepost operative surgical outcome.

Methods:

We examined 20 patients among them 12 men
and 8 women, with a mean age of 43 years
(range 20-62 years) who presented to
DhakaMedical College Hospital, Dhaka,
between 2009 and 2014. Tumor diagnosis was
performed in all patients by post contrast CT
scan and MRI scan of brain. All patients were
operated by bifrontal craniotomy in the
Neurosurgery department of Dhaka Medical
College Hospital, Dhaka.

Results:

The tumor was localized on the left side in 8,

on the right side in 6 and bilateral in rest 6

patients. Tumor size ranged from 2 to 5.5 cm

in diameter.

Removal ofmeningiomas were achieved

according to  impson grade II & III in all cases.

14 patients had unilateral tumors and 6 had

bilateral tumors.

According to olfactory function testing and

neuro image findings ,preoperatively 4 patients

were found to be normosmic  on both sides, 2

patients were hyposmic on both sidesand 14

patients had anosmia on ipsilateral side of the

tumor.

Contra lateral  pre op and post op olfactory

function

Fig.-1 : Preoperative postcontrast axial, sagital and coronal MRI scan of Olfactory Groove

Meningioma.

Fig.-2 Fig.-3
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Discussion:

About 8-13% of all intracranial meningiomas
are olfactory groove meningiomas1.
Meningiomas are originated from arachnoid
cap cells, which are specialized cells in the

arachnoid granulation. They are slow growing
tumours that usually remain undetectable
during the early stages and reach a very large
size of >4cm at before the diagnosis is made10.
Although anosmia is thought to be an early
symptom but surprisingly only a few patients

complain of olfactory dysfunction (60%). This
may be due the gradual decline in olfactory
function as it is maintained by the contralateral
side11. Thus lateralized anosmia is extremely
difficult to detect during routine clinical
examination in patients in whom It is the only

neurological symptom before the tumour
become large enough to affect other structures.
In our series we had four patients who were
bilaterally normosmic and on the remaining
patients either anosmic or hyposmic.

Size of OGM seems to be a major factor in post
operative olfactory function preservation in
contralateral side. Ipsilateral preservation of
olfactory function is very difficult irrespective
of size of tumour, duration of surgery and
surgical approaches.

On the side contralateral to the tumour,
preservation of the olfactory function was
possible in 6 patients in whom the tumour was
less than 3cm In diameter and preoperative
normosmia had been established on both sides.
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