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Introduction

The incisural space is located between the brainstem and the
free edge of the tentorium. It is divided into three compart-
ments: anterior, middle, and posterior incisural space. The
divisions are established based on the external surface land-

marks of the brainstem.1 The roof of the anterior and middle
incisural space is formed by the optic chiasm and optic tract,
respectively. These spaces contain the basilar artery and its
branches and the oculomotor and trochlear nerves. Lesions
located within the incisural space can be classified as pri-
marily supra- or infratentorial based on their relationship to
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Abstract Introduction Surgical resection of lesions occupying the incisural space is challeng-
ing. In a comparative fashion, we aimed to describe the anatomy and surgical
approaches to the tentorial incisura and to the rostral brainstem via the intradural
subtemporal approach and its infratentorial extensions.
Methods Six fresh human head specimens (12 sides) were prepared for the micro-
scopic dissection of the tentorial incisura using the intradural subtemporal approach
and its infratentorial extensions. Endoscope was used to examine the anatomy of the
region inadequately exposed with the microscope. Image-guided navigation was used
to confirm bony structures visualized around the petrous apex.
Results Standard subtemporal approach provides surgical access to the supratento-
rial brainstem above the pontomesencephalic sulcus and to the lateral surface of the
cerebral peduncle. The linear or triangular tentorial divisions can provide access to the
infratentorial space below the pontomesencephalic sulcus. The triangular tentorial flap
in comparison with the linear incision obstructs the exposure of anterior incisural space
and of the prepontine cistern. Visualization of the brainstem below the trigeminal
nerve can be achieved by the anterior petrosectomy.
Conclusion Infratentorial extension of the intradural subtemporal approach is tech-
nically demanding due to critical neurovascular structures and a relatively narrow
corridor. In-depth anatomical knowledge is essential for the selection of the appropri-
ate operative approach and safe surgical resections of lesions.
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the free edge of the tentorium. Pathological lesions can
extend across supra- and infratentorial compartments using
incisura as the anatomical corridor.

Surgical approach to incisural lesions is challenging re-
quiring a thorough appreciation of the complex neurovas-
cular and skull base anatomy. The location of the cranial
nerves and vasculature is further distorted by lesions which
increases the complexity of these procedures. With the
lesion primarily in the ambient cistern and rostral to the
trigeminal nerve, the intradural subtemporal approach is the
primary operative route. With further caudal extension of
the lesion, operative options include division of the tento-
rium or performing an anterior petrosectomy.2–5 To obviate
the excessive temporal retraction needed in a basic temporal
craniotomy the extended middle fossa approach with ante-
rior petrosectomy and anterior clinoidectomy can be
performed.6

Although the anatomy of these approaches has been
previously described3,5,7–13 while approaching lesions like
brainstem cavernous malformations, basilar aneurysms,
meningiomas, this study aimed to clarify the indications,
anatomical and technical nuances pertinent to these
approaches in a comparative fashion using anatomical
dissections.

Materials and Methods

Six fresh human head specimens (12 sides) were prepared
for dissection at the Surgical Neuroanatomy Laboratory of
the Department of Neurological Surgery at University of
Pittsburgh School of Medicine. The research was approved
by the Committee for Oversight of Research Involving the
Dead (CORID) at the University of Pittsburgh. The common
carotid arteries, vertebral arteries, and internal jugular veins
were isolated, cannulated, and injected with red and blue
silicone. Specimens were positioned initially with the sagit-
tal suture parallel to thefloor and the vertex angled inferiorly
to provide maximal visualization along the tentorial surface
and tentorial incisura.

Open Microsurgical Visualization
A standard temporal craniotomy down to the level of the
middle fossa was performed (level with the posterior root
of the zygomatic arch) in all specimens initially. The
extensions of the subtemporal approach via use of the
linear tentorial incision and triangular tentorial flap as
well as combination of the tentorial incision with anterior
petrosectomy were examined in stepwise dissections. All
observations were recorded from a surgeon’s perspective.
Special attention was paid to the exposed anatomical
structures limiting visualization and working space in
each approach.

Endoscopic Visualization
Rod lens endoscopes (Karl Storz, 4mm, 18 cm, Hopkins II, 0
and 45degrees) attached to a high-definition camera and a
digital video recorder system were used to examine the
anatomy of the region that was inadequately exposed or

not exposed at all due to the limited view obtained with the
microscope.

Results

Standard Subtemporal Approach

Surgical Anatomy in General
A temporal craniotomy with bone drilled flush to the middle
cranial fossa is performed to obtain a basal and wide expo-
sure of the tentorial incisura while preserving the vein of the
Labbé (►Fig. 1A). The intradural subtemporal approach
provides exposure of the anterior incisural space and the
anterior part of the middle incisural space (►Fig. 1B). Ana-
tomical configuration of the vein of Labbé complex and the
parahippocampal gyrus is the main factor limiting the
exposure of the superior part of the arachnoid cisterns
within the tentorial incisura. The vein of Labbé is defined
as the largest vein connecting the superficial sylvian vein
with the transverse sinus. It arises in the middle of the
sylvian fissure and crosses the temporal lobe to empty into
the transverse sinus.14 The place of crossing is the main
factor limiting the exposure. The arachnoid around the vein
of Labbé and other temporobasal bridging veins can be
dissected free to extend the width of brain retraction
(►Fig. 1A).15 In rare cases with an anterior location of the
vein of Labbé, resection of a small part of the inferior
temporal gyrus around the vein of Labbé can avoid excessive
stretching of the vein.16 In cases with long interdural seg-
ment of the vein of Labbé, the dural flap enclosing the vein
can be dissected free from the skull base to also safely
maximize the exposure.17

Visualized Neurovascular Structures
The standard subtemporal approach provides visualization
and surgical access to the supratentorial brainstem above the
pontomesencephalic sulcus and to the lateral surface of the
cerebral peduncle. Visualization of the brainstem below the
tentorial incisura with this approach is very limited and to
achieve that onehas to consider the division of the tentorium
via techniques, as detailed later.

Cranial Nerves
The anterior incisural space is crossed by the infundibulum
of the pituitary gland on its way from the hypothalamus. The
optic nerve, the chiasm, and the optic tract form the superior
border of the midbrain and of the anterior and middle
incisural spaces. Within the anterior incisural space, the
cisternal segment of the oculomotor nerve is easily visual-
ized within its arachnoid layers prior to entrance into the
roof of the cavernous sinus (►Fig. 1C). Visualization of the
trochlear nerve always requires some arachnoid dissection
within the middle incisural space. The trochlear nerve
emerges in the posterior incisural space below and lateral
to the inferior colliculus and passes forward parallel to the
oculomotor nerve. From a subtemporal approach, visualiza-
tion of the origin of the trochlear nerve and its initial
cisternal segment is not feasible without an endoscope
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(►Fig. 1F). This segment of the trochlear nerve is the longest
of the five described segments with a mean length of
35mm.18 The precise starting point of the tentorial segment
is challenging due to arachnoidal adhesions around the
nerve. Trochlear nerve usually reaches the free margin of
the tentoriumat the level of the posterior edge of the cerebral
peduncle. Fromhere it passes along the inferior surface of the
tentorium within a groove prior to be finally encased within

the tentorial dural canal. Precise identification of the en-
trance of the trochlear nerve into the tentorial tunnel is
important from the point of view of performing an appro-
priately placed tentorial division. Tentorial segment is ap-
proximately 9mm and extends from the entrance of the
trochlear nerve into the tentorium up to its entrance into the
roof of the cavernous sinus.19 From an extracranial perspec-
tive the start of the tentorial segment can be found

Fig. 1 Subtemporal approach. (A) A temporal craniotomy was performed. Wide opening of the arachnoid spaces around tentorial incisura
exposes underlying structures. The arachnoid dissection around the vein of Labbé complex is performed to maximize safe retraction. (B) The
anterior and the anterior part of the middle incisural space is exposed. The anterior part of tentorial free edge starting at the anterior and
posterior clinoid process was visualized. The free edge of the tentorium was easily followed up to the lateral mesencephalic sulcus. The
pontomesencephalic sulcus was identified at the level of the tentorium. (C) Within the anterior incisural space the infundibulum from the
hypothalamus to the pituitary was visualized. The oculomotor nerve was easily seen within the arachnoid spaces between the posterior cerebral
artery (PCA) and superior cerebellar artery (SCA) and where it enters the cavernous sinus within the oculomotor triangle. (D) Extensive retraction
of the medial temporal lobe was required to visualize the basal vein of Rosenthal. (E) The basilar tip, P1, posterior communicating, P2, SCA were
exposed in all specimens. The origin and most of the cisternal segment of the anterior choroidal artery could also be exposed through the
subtemporal approach. In all specimens the lateral mesencephalic vein was visualized. (F) From a subtemporal view the origin of trochlear nerve
cannot be seen even with the use of endoscope. BA, basilar artery; CN, cranial nerve; ICA, internal carotid artery; PCA, posterior cerebral artery;
Pcom, posterior communicating artery; SCA, superior cerebellar artery.
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approximately 1.5 cm posterior to an imaginary line drawn
from external to the internal acoustic meatus. Both meatus
lie in the same coronal plane.20

Vascular Structures
The anterior part of the anterior incisural space involves the
supraclinoid internal carotid artery and its posterior
branches while the posterior part is occupied by the termi-
nation of the basilar artery (►Fig. 1C–E). Along and above the
free edge of the tentorium, the P2 segment of the posterior
cerebral artery can be identified. Extensive retraction of the

medial temporal lobe is required to visualize the basal vein of
Rosenthal (►Fig. 1D).

Surgical Techniques for Increasing the Caudal Access with
the Intradural Subtemporal Approach

Linear Technique for Tentorial Incision3

This technique was described by MacDonald et al, in 1998.
The trochlear nerve is initially identified and dissected free
form the arachnoid attachments (►Fig. 2B). Precise tentorial
entry point of the trochlear nerve is identified and the

Fig. 2 Linear technique. (A) The incision starts at the point just posterior to the tentorial entry point of the trochlear nerve. Incision runs parallel
to the superior petrosal sinus. (B) This incision allows for visualization of the brain stem below the pontomesencephalic sulcus. The lateral
surface of the pons can be visualized. Posteriorly the superomedial surface of the cerebellar hemisphere is also visualized. (C) The entry zone of
the trigeminal nerve as well as its whole length within the prepontine cistern on its way to Meckel’s cave is visualized. (D) Inferior to the
trigeminal nerve the abducens nerve was identified. (E) Further lateral extension of the incision allows visualization of the facial, cochlear and
vestibular nerves on their way to the internal acoustic meatus. More laterally retraction of cerebellum allows lower cranial nerves to be seen. (F)
This approach can be extended by second incision which is perpendicular to the first one. CN, cranial nerve; ICA, internal carotid artery; PCA,
posterior cerebral artery; SCA, superior cerebellar artery.
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incision starts just posterior to it (►Fig. 2B). Incision runs
posterolaterally in a trajectory parallel to the superior pe-
trosal sinus (►Fig. 2A, B). The incision can be extended
laterally to the confluence of the superior petrosal sinus
and the transverse sinus. This approach can be extended by
a second incision which is perpendicular to the first one and
runs lateral to the trigeminal nerve (►Fig. 2F). It transects the
superior petrosal sinus which is present within the lateral
margin of the tentorium and runs along the petrous ridge to
join the junction of the transverse and sigmoid sinuses.

Visualized Neuroanatomical Structures: Linear Technique
The linear tentorial incision provides visualization and sur-
gical access to the infratentorial space, especially to the
brainstem below the pontomesencephalic sulcus and to
the lateral surface of the pons around the trigeminal nerve
entry zone (►Fig. 2B, C). This approach provides excellent
approach to the intrinsic ventrolateral pathologies of the
brainstem through the epitrigeminal safe entry zone. Visu-
alization of the brainstem below the trigeminal nerve with
this approach is very limited and to achieve that one has to
consider the anterior petrosectomy.

Cranial Nerves
A standard subtemporal approach without tentorial divi-
sion does not expose the trigeminal and the abducens
nerve. This incision provides the visualization of the tri-
geminal nerve from its entry zone at the anterolateral
aspect of the pons up to the petrous apex where it enters
the Meckel’s cave (►Fig. 2E). Retraction of the cerebellar
hemisphere can help identify the abducens nerve within
the prepontine cistern and below the trigeminal nerve. The
abducens nerve emerges from the pontomedullary sulcus
and ascends in the prepontine cistern to reach the inferior
petrosal sinus where it enters below the petrosphenoidal
ligament (Gruber’s ligament) (►Fig. 2D). A further lateral
extension of the incision allows the visualization of the
facial, cochlear, and vestibular nerves on their way to the
internal acoustic meatus. More laterally, posterior retrac-
tion of the cerebellar hemisphere exposes the lower cranial
nerves (►Fig. 2E).

Vascular Structures
Tentorial incision and reflection allows for visualization of
the superior cerebellar artery and the part of the basilar
trunk located below it (►Fig. 2B). The superior cerebellar
artery arises from the basilar artery within the anterior
incisural space and courses laterally under the free edge of
the tentorium and parallel to the posterior cerebral artery.
The segment of the anterior inferior cerebellar artery within
the prepontine cistern is also visualized (►Fig. 2D). The
origin of the anterior inferior cerebellar artery from the
basilar artery is not seen. In none of the dissected specimens
tentorial-meningeal branches of the posterior cerebral ar-
tery and superior cerebellar arteries could be seen. These
branches have been reported to be identified in up to 25% of
all studied specimens and can cause bleeding with tentorial
reflection.21,22

Triangular Technique for Tentorial Division23

This incision starts from the free edge of the tentorium at the
level of posterior surface of the cerebral peduncle which is
located posterior to the tentorial entry point of fourth nerve
(►Fig. 3A). Theendpointof the incision is locatedat thepetrous
ridge and superior petrosal sinus. The incision line over the
tentorium should create an angle of approximately 45degrees
in relation to the petrous ridge (►Fig. 3B). This creates a
triangular tentorial flap which is everted over the superior
petrosal sinus (►Fig. 3C). A blunt hook is used to elevate the
tentoriumtoprotect infratentorial structures and to identify the
petrous ridge and the superior petrosal sinus (►Fig. 3B).

Triangular versus Linear Technique for Tentorial Division
In comparison with the linear incision technique, the trian-
gular tentorial flap (everted over the superior petrosal sinus)
obstructs the view of anterior incisural space and of the
prepontine cistern (►Fig. 3C). Further only a short proximal
segment of the facial and vestibulocochlear nerves is visual-
ized (►Fig. 3D). The lower cranial nerves are not seen with
this approach. With this technique to achieve maximal
anterolateral reflection of the tentorial flap, it is useful to
dissect the trochlear nerve free from its tentorial canal
stopping proximal to its entrance into the cavernous sinus.
This can be achieved by opening the medial wall and gentle
mobilization of the nerve from the tentorial canal
(►Fig. 3E).2 A working corridor is therefore, created above
and below the trochlear nerve (►Fig. 3F). The tentorial
triangular flap can also be resected by adding a cut parallel
to the superior petrosal sinus.

Anterior Petrosectomy4,5

Visualization of the brainstem below the trigeminal nerve
with a more ventral perspective can be achieved by the
anterior petrosectomy. Most commonly, the extradural an-
terior petrosectomy is performed. It starts with peeling of
the middle fossa dura in posterior to anterior direction to
expose the petrous part of the temporal bone and Kawase’s
triangle. Anatomical landmarks like greater superficial pe-
trosal nerve (GSPN, anterior border), arcuate eminence
(lateral border), petrous ridge (posterior border), and lateral
border of the mandibular nerve (medial border) are clearly
identified before drilling.

In case of inadequate exposure of the infratentorial struc-
tures after tentorial incision, intradural subtemporal ap-
proach can be extended by intradural modification of the
standard extradural anterior petrosectomy. The tentorial
incision has to be extended through the superior petrosal
sinus and is directed lateral to the mandibular nerve
(►Fig. 4B). Due to lack of anatomical landmarks from the
intradural perspective, the location of the mandibular nerve
is checked with a dissector. The use of image guidance with
this procedure is very helpful. The petrous apex is drilled
lateral to the mandibular nerve (►Fig. 4C). With a complete
anterior petrosectomy, the inferior petrosal sinus is identi-
fied at the inferior border (►Fig. 4D). The dura over the
posterior fossa is cut and supratentorial and infratentorial
exposure is achieved (►Fig. 4E, F).

Journal of Neurological Surgery—Part B Vol. 84 No. B1/2023 © 2022. Thieme. All rights reserved.

Subtemporal Approach and Infratentorial Extension Dziedzic et al. 93

T
hi

s 
do

cu
m

en
t w

as
 d

ow
nl

oa
de

d 
fo

r 
pe

rs
on

al
 u

se
 o

nl
y.

 U
na

ut
ho

riz
ed

 d
is

tr
ib

ut
io

n 
is

 s
tr

ic
tly

 p
ro

hi
bi

te
d.



Anterior Petrosectomy versus Tentorial Division in the
Standard Subtemporal Approach
Extension of the approach via anterior petrosectomy pro-
vides more ventral and caudal exposure of the infratentorial
brainstem. In particular, it provides a working corridor
between the trigeminal and the vestibulocochlear nerve
(►Fig. 4E, F). Additionally the whole course of the abducens
nerve from the pontomedullary sulcus up to the Gruber’s
ligament can be appreciated (►Fig. 4F). Visualized vascular
structures include the basilar trunk and the anterior inferior
cerebellar artery origin (►Fig. 4F).

Comparison of Intradural with Extradural Anterior
Petrosectomy5,24,25

With extradural anterior petrosectomy, the injury to the
temporal lobe, vein of Labbé, and temporal bridging veins is
minimal. On the other hand, dissection of the dura of the
middle fossa may cause traction on the GSPNwith the risk of
facial nerve palsy. Extradural petrosectomy is more difficult
to perform in a tailored fashion as the whole bony exposure
has to be performed before the dural opening. The main
advantage of the intradural approach is a chance to perform a
tailored approach for the size of the lesion. The main

Fig. 3 Triangular technique. (A) The subtemporal approach. (B) The incision starts from the edge of the tentorium at the level of posterior
surface of the cerebral peduncle. The end point of the incision is located at the petrous ridge and superior petrosal sinus. (C) This creates
triangular tentorial flap which is everted over the superior petrosal sinus. This part of the tentorium everted around the superior petrosal sinus
obstructed the view of the prepontine cistern. (D) Looking laterally only a small course of the facial/cochlear nerve was visualized within the
cerebellopontine angle. (E) To achieve maximal anterolateral reflection of the tentorial flap we dissected the trochlear nerve fully from its
tentorial canal as far as its entrance into the cavernous sinus. (F) View after releasing the trochlear nerve from its tentorial canal. CN, cranial
nerve; PCA, posterior cerebral artery; SPV, superior petrosal vein.
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disadvantages are related to the lack of bony anatomical
landmarks and spread of bone dust from drilling in the
intradural space in the posterior fossa.

Discussion

Subtemporal Approach and Preoperative
Considerations
The location of the lesion within the incisural space relative
to the tentorium dictates the choice of the surgical approach.
If the preoperative coronal MR images demonstrate a lesion
located within the anterior and middle incisural spaces
(primarily supratentorial), it can be approached via the

intradural subtemporal approach. Injury to the vein of Labbé
and other temporobasal bridging veins may lead to morbidi-
ty by causing venous infarction. The pattern of superficial
venous anatomy can be studied in the preoperative MR
venography in anticipation for surgery.

Anatomical Consideration Surrounding the
Infratentorial Extension
To protect the trochlear nerve, the tentorial incision is
located posterior to its tentorial entry point. The trochlear
nerve has the longest intracranial course and also the small-
est diameter among all intracranial nerves making it vulner-
able to intraoperative injury. Identification and protection of

Fig. 4 Intradural anterior petrosectomy. (A) The tentorium over the superior petrosal sinus has to be cut. (B) The dura over the petrous apex is
stripped away. (C) The petrous apex is drilled lateral to the mandibular nerve. (D) The inferior border of apical petrosectomy is marked by the
inferior petrosal sinus. (E) Anterior petrosectomy provides a more anterior and inferior exposure of the infratentorial structures. (F) The dura
over the posterior fossa is cut to create a single opening. AICA, anterior inferior cerebellar artery; BA, basilar artery; CN, cranial nerve; ICA,
internal carotid artery; PCA, posterior cerebral artery; SCA, superior cerebellar artery.
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the infratentorial structures and superior petrosal sinus
during tentorial incision can be achieved with the use of a
blunt hook which is used to elevate the tentorium. Intra-
operative superior petrosal vein (SPV)occlusion usually does
not cause venous infraction and edema but preservation of
the large caliber veins should be attempted whenever possi-
ble to decrease operative morbidity.26 Tanriover et al, pro-
posed a classification of the SPV in relation to the Meckel’s
Cave and the internal acoustic meatus.27 In the type 3 (the
SPV empties medially into the Meckel’s cave) and in type 2
(drainage located between the Meckel’s cave medially and
the internal acoustic canal laterally), the exposure of the
infratentorial structuresmay require the sacrifice of the vein.
Before sacrificing the superior petrosal sinus, preoperative
analysis of the venography should be done to exclude rare
cases of basal vein of Rosenthal draining into the petrosal
vein and then into the superior petrosal sinus.28

With respect to the blood supply of the tentorium, the
medial tentorial artery (arteryofBernasconi-Cassinari) arising
from meningohypophyseal trunk was the most constant ar-
tery. It is often seen on imaging in pathological lesions arising
around the tentorial incisura.29 Both posterior cerebral and
superiorcerebellar arteriesmayalso supplymedial areasof the
tentorium with branches from these arteries being found in
about one quarter of all patients.21,22 The tentorial branch of
the posterior cerebral artery, artery of Davidoff and Schechter,
runs under the free edge of the tentorium.22 The branch from
the superior cerebellar artery, artery of Wollschlaeger and
Wollschlaeger, arises from the lateral pontomesencephalic
segmentwith a small size of 1mmor lessmaking its cadaveric
dissectiondifficult.21Thesebranchesshouldbekept inmindas
troublesome bleeding can be encountered during eversion of
the tentorial flap. These branches can also be potentially
avulsed from the parent artery.

Extensions of the Subtemporal Approach
When the exposure of the upper incisural space is limited,
the subtemporal approach can be combined with the trans-
temporal transchoroidal approach.30

The exposure of the infratentorial part of the lesion is
limited by the tentorium. The optimal incision over the
tentorium should provide wide exposure of the posterior
fossa structures with minimal risk of injury to the neuro-
vascular structures. Simple retraction of the free edge of the
tentoriumwith the spatula or with a stichmay in some cases
be sufficient. This can be further extended by short (10mm)
cut running perpendicular to the tentorial free edge.31 As
described above, two main techniques of tentorial incision
are used. To achieve a more ventral and caudal exposure of
the brainstem, each tentorial incision technique can be
combined with the anterior petrosectomy. Intradural ante-
rior petrosectomy compared with the extradural petrosec-
tomy can provide an opportunity to perform a tailored
petrosectomy to address the lesion.

Indications for These Approaches
The subtemporal approach provides the shortest and the
most direct access to the posterior cerebral artery. This

approach, often without infratentorial extension can be
applied to treat the posterior cerebral artery aneurysms up
to the P3 segment of the artery.9Meningiomas located in the
middle incisural space and anterolateral to the brainstem are
commonly approached by some authors with the subtem-
poral approach10,32 especially when tumors are located
closer to the midline above and medial to internal acoustic
canal.8,33 Petroclival meningiomas can also be resected with
addition of the apical petrosectomy.5,25

Subtemporal transtentorial approach provides excellent
visualization of the trigeminal nerve entry zone including
the epitrigeminal safe entry zone to the ventrolateral pons.13

Recently Ogiwara et al, found it useful in cases of recurrent
trigeminal neuralgia who were operated on with the stan-
dard retrosigmoid approach or when the offending vessel
was distal to the root entry zone or on its anterolateral side.11

In trigeminal schwannomas extending from themiddle fossa
through the porus trigeminus into the posterior fossa, the
tumor medial to the internal acoustic canal can also be
approached.34

With respect to accessing the retroinfudibular/retro-
chiasmatic region, the location of the parasellar tumor in
relation to the optic chiasm and to the pituitary stalk has
to be taken into consideration during selection of the
surgical approach. Retroinfudibular/retrochiasmatic cra-
niopharyngiomas often are found to extend toward the
posterior fossa. Standard microscopic anterolateral
approaches have been used but often visualization of
retrochiasmatic space requires surgeon to work between
neurovascular structures in a deep and narrow operating
field. The subtemporal approach provides access to the
retroinfudibular/retrochiasmatic tumors using corridors
between the oculomotor nerve and the internal carotid
artery and also between the posterior cerebral and the
posterior communicating artery.35 Alternatively endo-
scopic endonasal transsphenoidal approach can also be
used to reach the tumor in the retrochiasmatic/retoroin-
fudibular space with the transposition of the pituitary
gland and posterior clinoidectomy.36

The tentorial incision also reveals the superior surface
of the cerebellum which provides direct approach with
short working distance to the tumors located within the
anteromedial and superior part of the cerebellar
hemisphere.37

Conclusion

The tentorial incisura is a complex area containing many
critical neurovascular structures. Infratentorial extension of
the intradural subtemporal approach is technically demand-
ing due to those structures and the long and narrow corridor.
In-depth anatomical knowledge is essential for safe and
successful operation in this areawith additional appreciation
of distortion of the neurovascular structures with patholog-
ical lesions in the incisural space.
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