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Subtemporal-extradural middle cranial fossa (MCF) surgical approach is used to access
pathologies involving anterior or posterior part of the petrous bone or its apex. A
reliable and precise identification of the important internal landmarks is key to a safe
surgery with decreased incidence of morbidity. The zygomatic root (ZR) serves as a
reliable reference guide for the surgeon when navigating through the MCF. The aim of
the study is to establish an association between the extent of the ZR to the key internal
foramina and bony prominences in lateral fossa of the MCF to help the neurosurgeon to
safely navigate through the maze of structures of the MCF. The study demonstrates
that the ZR is a reliable marker to estimate and predict the position of foramen ovale,
foramen spinosum, and trigeminal fossa but not for the position of hiatus of greater
petrosal nerve or the arcuate eminence. Successful localization of the foramen ovale,
spinosum, and trigeminal fossa would reduce intraoperative time, ensure lesser
retraction of brain, and hence reduce patient morbidity while performing surgeries
on lesions of/in the internal acoustic canal, petroclival junctions, cerebellopontine
angles, basilar artery, or transovale cannulation for the treatment of trigeminal
neuralgia.

cavernous lesions, an extradural-subtemporal middle
cranial fossa (MCF) approach to the skull base is often

To access pathologies around the petrous part of the executed. This involves, a temporal bone craniotomy,
temporal bone that include petrous and petroclival careful retraction of temporal lobe and dura to access the
tumors, internal auditory canal (IAC), and posterior petrous bone. The caudal most limit of this standard 4 x 5

(cm) craniotomy incision is the zygomatic arch (ZA)."? On
entry, the surgeon is guided to the target pathology by

* Presently working at University College of Medical Sciences, = navigating and using anatomical reference points like the

Delhi, India

middle meningeal artery that is housed in foramen spinosum
(FS), greater petrosal nerve (GPN), which enters the MCF
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through a hiatus in tegmen tympani; trigeminal ganglion or
its mandibular branch of trigeminal nerve, which exits
through the foramen ovale (FO); and arcuate eminence
(AE), which inconsistently overlies the superior
semicircular canal.>* The extension of the MCF approach,
also, allows access to the posterior cranial fossa to operate on
lesions of/in the internal acoustic canal, petroclival junctions,
cerebellopontine angles, basilar artery.! Thus, a thorough
knowledge of the geometry and location of the vital
structures present in the MCF is a must.”

The ZA is formed by the confluence of the zygomatic
process of the temporal bone with the temporal process of
the zygomatic bone. The inferior surface of the zygoma or the
ZA attaches to the squamous part of the temporal bone by the
zygomatic root (ZR) that has an anterior and posterior root
converging on the tubercle.* The ZR is an important external
landmark that comes in view once the skin is reflected for
temporal craniotomy. Routinely, the surgeon does not
sacrifice the ZA or its root when accessing the MCE. It
thus serves as a reliable reference guide for the surgeon
when navigating through the MCF or when locating frontalis
branch of facial nerve, inion, transverse sinus, temporal
horns of lateral ventricle, temporal tip, and the inferior
temporal gyrus.'-®

The newer intraoperative navigation systems have
facilitated the identification of the various internal
landmarks; however, errors do happen. The aim of the
study is to establish an association between the extent of
the ZR to the key internal foramina and bony prominences in
lateral fossa of the MCF to help the neurosurgeon to safely
navigate through the maze of structures of the MCF. The
hiatus of GPN, AE, FO, FS, and trigeminal fossa (TF) is laterally
projected on the ZR in dry adult skulls. Their linear distances
from ZR were measured in the dry skull as well as digital
images.

Materials and Methods

The study was performed on 47 dry skulls available in the
bone repository of Department of Anatomy, Maulana
Azad Medical College, New Delhi. Damaged and
chipped bones were excluded from the study. No age or
gender records of the bone were available for these skulls.
In each skull, initially, the ZR was drawn on the inner
table of the lateral skull wall using transillumination
technique (=Fig. 1). The skull was placed in the
anatomical position in such a way that the lower
margin of the orbit and porion (upper margin of
external auditory meatus) was in the same transverse
plane (Frankfurt’'s plane). All skulls were photographed
with tripod fixed camera (Sony Cybershot DSC- WX500)
positioned directly overhead on the same day to maintain
standard conditions. A cut piece of the ruler was placed
inside each skull to facilitate calibration of the images
(=Fig. 1). Measurements were performed using Image]
software available on the internet—https://image;j.
nih.gov/ij/. Pixel —measurement calibration was
performed on each image before commencing
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Fig. 1 Cranial view of the middle cranial fossa (MCF) in a dry skull
showing the measurements done. Zygomatic root (ZR) was drawn
using transillumination technique on the lateral (L) wall of the MCF.
Lateral straight-line projections were drawn and measured on the
digital image from the midpoint of foramen ovale (FO), foramen
spinosum (FS), trigeminal fossa (TF), hiatus of greater petrosal nerve
(GPN), and arcuate eminence (AE). The point of intersection of these
on the ZR was noted as a, b, ¢, d, and e, respectively. The distance of
these points (double sided arrows) from anterior root of ZR (aZR,”)
was measured along the ZR (solid white line and dashed line is the
linear continuation). pZR, posterior root of zygoma.

measurements. Each skull was also measured manually
with a digital vernier caliper by an independent observer.
An average numerical value of each parameter was
recorded.

The parameters measured were length of the ZR, lateral
straight-line projection of the midpoint of FO, FS, TF, hiatus of
GPN and AE on the inner table of the corresponding lateral
wall of the MCF, that is, temporal squama where ZR had been
marked. The linear distance of this point from the anterior
root of zygoma was also measured (=Fig. 1). Mean and range
of these parameters were calculated. The distribution
pattern of the data was tested using Shapiro-Wilk test.
The entire length of the ZR was divided into equal thirds
and the correlation of the lateral projections of the
landmarks to the anterior, middle, and posterior thirds of
the ZR was done. Student’s paired t-test and p-value were
calculated for left to right comparison. Statistical analysis
was done using SPSS version 25.0 (IBM, Armonk, New York,
United States).

Results

The length of the ZR was 19.4mm (standard
deviation +0.36). Shapiro-Wilk test and visual inspection
of histograms and box plots showed that the parameters
were approximately normally distributed for both left and
right sides of the skulls. Paired Student’s t-test (p > 0.05)
showed there was no statistically significant difference
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Table 1 Mean, range, and SD of lateral straight-line projection of various foramina on the length of the ZR in mm. p-Value is also

shown for left to right comparison

Parameter (mm) Range Mean + SD p-Value
(min-max)
Length of ZR 12.2-28.3 19.4+0.36 0.56
Distance between FO and ZR 12.7-35.1 24.2+0.49 0.56
Distance between FS and ZR 10.2-34.9 21.540.41 0.42
Distance between TF and ZR 13.7-44.1 32.5+0.47 0.54
Distance between hiatus of GPN and ZR 12.7-3.44 21.2+0.46 0.81
Distance between arcuate eminence (AE) and ZR 05.4-33.6 18.8£0.54 0.58

Abbreviations: AE, arcuate eminence; FO, foramen ovale; FS, foramen spinosum; GPN, greater petrosal nerve; SD, standard deviation; TF, trigeminal

fossa; ZR, zygomatic root.

between the parameters of left and right side (~Tables 1
and 2). The mean lengths and the range of the lateral
straight-line projection of the midpoint of FO, FS, TF,
hiatus of GPN and AE on the inner table of the lateral
wall of the MCF, that is, temporal squama, are shown
in =Table 1(data for all the skulls in =Table 2). The linear
distance of the lateral projection of the various internal
landmarks from the anterior root of ZR is depicted
in =Tables 3 and 4 and ~Fig. 2.

The center of FO was projected on the anterior two-third
of the length of ZR in 84 specimens (89%)
(=Table 5, =Fig. 2). In two specimens, FO was projected
to the anterior root and in two skull sides; the FO did not
coincide with the root of zygoma and was present posterior
to the posterior root. In contrast, the center of FS was
projected on the posterior two-third of the ZR in 79 sides
of skull (84%) (=Table 5, =Fig. 2). The lateral projection of
the hiatus of GPN was variable. In 64 specimens (68%), it did
not coincide with the ZR and was present posterior to it. It
coincided with the ZR in approximately one-third of the
total specimens (31%), while in 28 specimens, it coincided
with the posterior third of the root, in one specimen with
the anterior third, and in one with the middle third
(=Table 5, =Fig. 2). The TF coincided with the ZR in 75
out of 94 specimens and in 78.72% of these it correlated
with the posterior two-third of the ZR (=~Table 5, ~Fig. 2).
The AE did not coincide with the ZR in any specimen
(=Table 5, =Fig. 2).

Discussion

The results show that the while the ZR is a reliable marker to
estimate and predict the position of FO, FS, and TF but not for
the position of hiatus of GPN or the AE. In 89% of the
specimens, FO was projected onto the anterior two-third
of the ZR, and FS and TF were projected to the posterior two-
third of ZR in 84 and 78.27% specimens, respectively. The
hiatus of GPN coincided with the posterior third of the ZR in
every one out of three specimens. In none of the specimens
did the AE project onto the ZR.

Small structures/openings of MCF are not well visualized
by the neuronavigation systems accurately and it is

beneficial to use external landmarks like the external
auditory canal (EAC) and ZR to predict their locations.”*®
Quick and efficient identification of anatomical landmarks
helps to reduce the brain retraction time and the consequent
morbidity associated with it. Pathologies often distort the
internal anatomy thus necessitating external landmark as an
aid for identification.

In the MCF approach, the initial step of dissection requires
the surgeon to identify the middle meningeal artery as it
exits from the FS, surgeon ligates it and thereafter moves
further into the depth of the fossa. Krayenbiihl et al also tried
to define to localize the FS in 10 dry skulls using the EAC and
ZA, but their results were inconclusive due to large variation.
They found the mean distance between the FS- lateral
(external) aspect of the arch to be 28mm (23-33) and the
distance of this projection from the EAC was 13 mm (range:
10-21mm).° While the depth of the FS from the lateral aspect
of the MCF is comparable for Krayenbiihl et al, and Peris Celda
at al localized the FS at a depth of 28 and 25.6 mm,
respectively; we measured this distance to be 21.5mm.
Krayenbiihl et al were unable to localize the FS using the
ZR due to large variation, and Peris Celda at al concluded that
in 86% of cases, the FS was present within ZR width; we found
that FS was projected to posterior two-third of ZR in 84%
making the ZR a good external landmark to predict its
position.

The extradurally located GPN and its hiatus are of
utmost importance to the neurosurgeon, who uses it to
locate the geniculate ganglion, IAC, or facial nerve or form
boundaries of few of the triangles present around the
cavernous sinus—Kawase’s and Glasscock’s.'"® The
anatomical plane of GPN is such that its posterior part
is shallow in position compared with its anterior portion.
This difference in its depth makes it difficult to define its
optimum surgical plane. This, along with its small size,
predisposes it to traction injury during dural elevation or
bone drilling resulting in iatrogenic facial nerve palsy.'’
Several researchers, thus, have tried to locate the hiatus
of GPN using internal/external landmarks. Tubbs et al
found the midpoint of the hiatus was present at a
distance of 33 to 45mm from the lateral wall of the
MCF. Sennaroglu and Slattery measured this mean
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Table 3 Distance (mm) of the lateral projection of the internal
landmarks from the anterior root of ZR

Parameter (mm) Range Mean +SD
(min-max)

FO 00-24.1 07.7+0.43

FS 01.9-33.3 12.34+0.44

TF 07.3-27.2 15.7+0.39

Hiatus of GPN 11.6-34.2 22.14+0.39

AE 18.5-42.7 31.3+0.48

Abbreviations: AE, arcuate eminence; FO, foramen ovale; FS, foramen
spinosum; GPN, greater petrosal nerve; SD, standard deviation; TF,
trigeminal fossa; ZR, zygomatic root.

distance to be 21.5mm (range: 19.0-24.0mm) and
22.5mm (range: 15.0-26.5mm) in their computed
tomography data and anatomical dissections of 10
temporal bones.'? Their results also show that the
anatomic findings and CT images data are consistent.
While predicting the location of hiatus of GPN using
the ZR, in only one out of three specimens, the hiatus
of GPN coincided with the ZR and in these it coincided
with the posterior one-third. The hiatus was present at a
distance of 21.2mm (range: 11.6-34.2mm) from the
lateral wall of MCF. We used the posterior (proximal)
aspect as our point of measurement as this is closest to
the craniotomy incision and most surgeons prefer to
dissect the GPN from “posterior to anterior.”'’

Most of the studies on FO elucidate its morphology and
morphometry. Transovale cannulation for the treatment of
trigeminal  neuralgia via  percutaneous  balloon
compression, radiofrequency, rhizotomy, and glycerol
rhizotomy requires localization of the FO. Despite
advancements in technology and methodology, use of
navigation systems, fluoroscopy as well as computed
tomography localization of FO proves to be difficult in
5.17% of patients due to variations.>”'> Failure to
successfully cannulate the FO during surgeries results in
blindness, brain stem, or temporal hematomas and even
death."®'> Thus, localizing the FO is key to successful
treatment and management of trigeminal neuralgia. Our
observations revealed that in 89% of specimens the FO was
located in the anterior two-third of the ZR and was present
at a depth of 24 mm from the lateral skull wall. Peris Celda
et al found the depth of FO to be 30.1 mm and this lateral
projection was within the span of ZR in 86% of cases. This
information may further guide the interventional
neuroradiologist in localizing it.

On comparison with the western literature available, it is
evident that mean depths of the lateral projections are
smaller but the distances from the anterior root of the
lateral  projections are greater in our study.
Anthropometrically, the Indian skulls are predominantly
dolichocranic, that is, length is greater than the breath as
compared with the Caucasian skulls that are brachycranic,
that is, breath is greater than the length.'®'”

Table 4 Master chart of the distance (mm) of the lateral projection of the internal landmarks from the anterior root of ZR

Nl N ]Jo N o< nlmfeo]l—=]—= |[m
MmNl |lw|m olm|m|—|]o|[m|[m]|m =)
N|N[N|N]m |~ MmN N[~N N[N~ —
oln|n|n|o m | < I || M| | =
N|o|lo S|Vl JY|lolnN|w|lo|l|w|[m]| < =]
N|N[N|N]|m N MIN|N|[—] N[ ]| ™ ~N
ol ]|]o|xo|[m o | < S|~ le | =
—l~lo [N —=]|r~ N|O|l— ||| || = ©
N[~ | N[N~ — MmN~~~ —
miN|lo|la]w ~ | o N|ln|N|S | |
olwvw|lolNn|lo| W olwlofm|~|o|l—=]|O =)
N|N[N|N|TF |~ MmN N|[N[—=[—[mn]~ —
S =N m o |- ~N|le|laloly |0
D T S| =]~ njlolo|s|s|oo|o]w —
=]~~~ - N|l—=|—=|—|~|[—=|m]— —
nloalo|—|[m <) liTs) — oo~ =
0|0 |F | —|N|— S|low|low|—|—|ao|—=]c o))
=N~ ]~ Ml =~N|N|[ =]~ —
n|lmflfeolo|oa — |~ alaloa|x|m |~
N|lo | =~ ]| o oI~ lofofo]lm Te)
Ll e S Rl R N|l—|—|~N|[N|[—=[]~ ~N
alalNn]o|a o | ~N|leoflalNn N
o|l~Nmlolo|o ~Nlwnwlo|lS N[O =] — <
—|l—-|N[N]|m]|— N|—|—=|—| N[~ ~N
n|le|lwvwfm|lo|m nimjmw|lo|~|w|lw]|x o
NN N]m N MmN =—|N[N]|[m]~N 1)
(=N TN B Tl o) o | v —I~N[N]=]
Tloo|F (NS SN[l |nN|o]S N N
—_ ===~ N|l—|—=|~|~|~|~]— =)
o|lm|N|IN]© o |o |~ —=]|o|m |
mjlolm|la|m|o NI EE R N Rl B En B ~
—_l—|~N|=]—]- MmiN|—=N|N[N|[N ]~ —
o|l—|Y|—]|x — | — niNnf~Nfnleo |
N|mMm|o ||| — | —|N|~NIUO|IIT|OSD]OC |0
NN =]~ MmiNn|=N|N[N|[TF|N ~N
t|loe|lo|~]|o | m N[fo]oo|[~|[n |«
— O]l —|xx]|O| O MmO |—]—| | T ]|D]|D | —
RN =]m|X Nl =~N]=—|~]— ~
mlN|N|—]O o | e o|low|]w|x|x |m
o|lm|afw|w|— o|lm|o|lxw|w|la|—=]|~n ©
NN~ MmNl N[~ ~N
N|lmm|mn|o]| < ~ | olojo|la|lw |-
ol |wn]|o|— oo N|lOo|mm]|m|T | —
N[N |IN|TF|m JS|IN|jlo|N|[N[N|[n]~ ~N
nlin|fs]o|m o|m n|iNfol|~ |~
N|[—]xo]|o|w N | o | —|o|[w]ow [0
o |N|[~N|—=]m|— MmN |—|~|[—=[~]— —
N[~N]Jolo|x 0 | o Clajlo|Nn|l~N |o
Dl ||~ < | - S SN[ —= |
NN~ ]~ MmN~ N|[m ]~ —
o|l—=|N|[n]|w x| © olm|lo|laol«w |~
Mmoo ]|m|~N < |~ ololo|S|vw |—
OlN|[—]—]| ™|~ MmN |jO NN — ]| N ~
]| x 0 |~ alofN|IN|< |
Nn|N|lo|lw| o ~ | © OlN|—]|m|T |
nl—|NfN|[N|— N[~ N[N|[m ]~ ~N
~N|lo|loln|o < | m Nflfa]m|[~|[—= |~
n|— ool | 0 |~ S n~flo[S|o | x
| =N~ Nl—||—~|N[N]|m]|N —
a|lm[N]o| O © | © Mmfmleolol~N |1
Mmoo |~ |~ INE Rial t|o|lo~]wo |wv
MmNl =] =]~ N|l—|m|—~|R|[—=|~]~— —
SN[ ]| N — | < nl~ NN o
o~ |w N | m olN|]o|o|~N |
N[N —|~N]|— N|l—|~N|[R|~N|[—=[mA]— —
Wl o] |~ | |~ o|lm|lo|lo | |0
||~ = © | © ©|w|w || |00
— | N|=] ]| ™|~ N|l—|—=| == =] — —
zxgm ez | o zgmmz
NEINIERRIE NINNERE
nlw| .= Ll nlw|] = | W
Eu.|—.: <_:< Eu.|—.:<
clclec|lc c|c clelele |c
vl ol ol o | o v|lo|lo|lo |o
HHEHERHE HHEHERE
| =& &2 - Z|&=2| 2= &2 |2
N|lv|ov| oo v | w N|lov|lo|o|lo |o
vl |lo|lo|lolox]|2o]2 w|2ole|lo|lox|2
TISlelg|glen|elele|2eleeley|s
:f::::zccgﬁcccczc
Elo|s|m|s|sa|c|c o| || ”| | @
22|22 O] =& AR AR AR AR
o|lsleleleles|(2|2|G|S|2ele|le|les|2
x|la|lo|lo|jloloo|ajla]jla|la|o|jlao|la|laoo|Ao

Indian Journal of Neurosurgery

© 2022. Neurological Surgeons

* Society of India. All rights reserved.




'eSSOJ [eUIWabLIY 4] aAIau |esos3ad 193ealb ‘NdD ‘wnsoulds USWEI0) ‘S (9[BAO UILLIEIO) ‘04 (DUIUIWS 93BNIIE ‘Y :SUOIIBIARIQQY

Poonia et al.

¥6 0 0 L ¥6 L v

¥9 8¢ L L ¥9 0€ NdD 104 snjelH

61 LS LL L 61 SL 41

L 13 144 8 L L8 S

4 8 9 8¢ 4 6 04

ewobAz jo 3001 03 J0119350d pdiy3 101193504 pa1yl S|pPpPIN pd1y1 101Uy 9pIdul0d 10N ¥Z Yam apidulo) Jdewpue

ewobAz jo 3001 Jo pdiy3 Jold3sod pue ‘3|ppiw ‘10Ld3UE Y3 03 193dsas Yum Jy pue NdD 10j sniely ‘41 ‘S4 ‘04 JO uofezi|edo| Jo uoianquisip laquinN g ajqel

3001 J13eWO0bAZ ‘Y7 ‘essoy |euiwabiiy ‘4] f|eued Alojipne [eulalul ‘Jy| dAIaU [esoslad 193ealb ‘NdD ‘winsoulds USWEI0) ‘S (9]PAO USWIRIOS ‘04 $9DUSUIWS 91BNDIE ‘JY :SUOIIRIARIGQY

Predicting the Position of the Internal Landmarks of MCF Using the ZR

L'z i 09l L'Le §'ce €91 €0¢ ove 0LL oL L6l 6°¢ClL €LL L'oL 9'ce 6'8 8'8l 9LL 6'Lc 9've ve Lee 80l vl
6'¢cC 9°0¢ [ T4 Sve v've [ x4 9L 0LC gel 6'6lL €6l 8LL 8Ll JAVAD §9¢ 691 JAVA 98¢ (4 8°0¢ VLl €9¢ 6¢ClL 8'8lL
(843 6°6C 8'ce 8'ce L'8¢ se S'LE /A1 [B14 L'Le SLe 98¢ 6°'l¢E 9°0€ '9¢ L'8¢ 443 [433 0LE 0°0¥ (443 €0¢ L9¢C L'8¢
9z L'0¢ 6°¢C ee L'8¢C 6°€C Sve 0°9¢ 8¢l €9l 66l 7'alL §'0¢ AN 9¢C 9l L've 6LC §ee €9¢ L've 6'vC L'0¢ JAC
L°0€ 6°CC cLe §9¢ €le €Le 6°0€ ¥'6C 0°8L 6'8lL Lce 9l 6°¢C 6°0C 6°'LC L6l 9'S¢ 08l 00 0°6¢ L've 0've §'ce Lee
€91 6°0C S0z 0°0¢ 96l [ 74 0ce Sve 88l vee 6°slL L9l 0LL SLL 8L 891 €Ll 8 L'yl €8¢ S99l 6°Gl 6°LL 8’6l

Ly Eid 14 144 134 474 (A4 ov 6€ 8¢ LE 9¢€ 13 Ve €€ [43 LE o€ 6C 8¢ Le 9C T4 ¢4
S6l 9l ¥'8 0L L'sc 8¢el L've a4 cle L 8Ll 7'alL 08l sl 6°LL s9l 9'ee 'S 9'lLC 9'LT 8°0C (a4 L9l sel
] £6¢€ S'le 6°SC cLE 0°s€ S’y 7413 L'LE 0°0€ Lee vle 6°6€ 6°L€ L'y 0'ce 90§ §'ce L'6€ 9ty 414 L€e §ce €ce
6l 0LC 0LL 6°¢C L9C e L'Le 98l S'le €evl 6°Gl €Ll [axad 0°¢e L'8¢ €8l 0've 0el 8’6l [a:T4 691 €91 66l §'ee
9'ce L'LE 8'LC L'og 9ve €ve L9¢€ 6'0€ [ 23 €Le 0°0¢ 0'LE 8'¢ce Ve §'8¢ FR33 L'vy 6°¢C 8'LE € 6'v€ 0°LE ¥'6¢ 9vE
'L 474 L9l 0c 0°s¢ [ X4 6°SC vl [ar44 9l 98l 6l 9°¢C ERT4 0°Le Sve 6've €8l ve 80¢€ €6 9°0C 9'LC 9'¢ce
€ve 6°9¢ Lz Sve 08¢ 0°LC ¥'6¢ §'ce 9'1LC 6’6l S0z §'ce 6°6C 9'/C L'Le Lre L'6E 9°eC st 0°ce 6'8C [ 74 Sve ¥'8¢
S6l €Ll 891l L8l [ar4) 991 €ve L'le 66l 00evrL 67l 88l oLl €Ll 6°LL 8Ll 0'8L L'l ¥°0C EIT4 L6l 0°LL 0c L8l

Ly Ei4 14 124 134 474 (34 (114 6€ 8¢ LE 9¢€ 13 Ve 123 [43 LE 0€ 6C 8¢ Lz 9C 14 Ve

Indian Journal of Neurosurgery © 2022. Neurological Surgeons’ Society of India. All rights reserved.



Predicting the Position of the Internal Landmarks of MCF Using the ZR

Poonia et al.

Distance on ZR from its anterior root [mm]

% i
ri,
B

0.00 »
0.00 5 10 5

X Distance of FO on ZR from its anterior root

# Distance of HIATUS on ZR from anterior root

@ Distance of FS on ZR from its anterior root

0 25 0 35 40

Length of ZR [mm]

A Distance of TF on ZR from its anterior root

@ Distance of AE on ZR from its anterior root

Fig.2 Scatter plot displays the distribution of the various foramina and their correlation with the length of the zygomatic root (ZR) in mm. AE,
arcuate eminence; FO, foramen ovale; FS, foramen spinosum; TF, trigeminal fossa.

Limitation of This Study

Due to the small sample size and lack of gender data, we
were unable to study Ilaterality and sex differences
between the parameters. Also, the demographic data of
the skull was unavailable. Future studies with larger
sample size with skulls of known demography and
gender would be helpful.

Conclusion

The ZR is areliable landmark to predict the position of FO, FS,
and TF in approximately 80% of patients and the hiatus of
GPN in one out of three patients. Its use with the newer
neuronavigational systems would help the surgeon to
successfully localize the FS, FO, and TF and even hiatus of
GPN. This can potentially reduce intraoperative time, lesser
brain retraction and potentially can reduce patient operative
morbidity.
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