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			Mini Review

			Simpson grade “I” resection, is the goal in convexity meningiomas surgery. After craniotomy, by using intraoperative ultrasound, neuronavigation and visual inspection, the junction of the dura with the tumor is defined in a circumferential direction. Dural incision is made at least in one centimeter distance from the tumor in a circumference manner around the tumor. Bipolar cautery is used to the dural attachment center after tumor encircling. This cause the cut margins to be turned outwardly and cause the arachnoid margin to be obviously visualized [1]. 

			To expose the intracranial surface of the tumor, the dural attachment may be removed. Then tumor separation along such arachnoid planes is done. To avoid cortical tissue direct manipulation and to maintain the dissected planes, cottonoid patties will be placed between the brain and the tumor, into the arachnoid cleft. Small tumors may be completely removed by using this method [2,3]. 

			Central debulking for large tumors will be done to achieve some goals: 

			
					It allows extracapsular differentiating between vessels of passage and feeding vessels, which would be of importance in removing the tumors which are located near the sylvian fissure, 

					It allows retraction on the tumor capsule into the tumor and 

					It allows minimal disruption of the underlying brain tissue by exact identification, cautery and transection of the pial collateral feeding vessels. Ultrasonic aspirator is used for central debulking. Loop cautery device can be used for central debulking of the fibrous and very much calcified tumors.  By using hemostatic agents like thrombin-soaked gelfoam, most of the intratumoral bleedings can be controlled.  By avoiding breaching the capsule during internal debulking process and making alternative internal debulking and then extracapsular dissecting, the tumor will be removed from its place [4].  
It is important for the neurosurgeon to have enough knowledge about the surgical technique to remove convexity meningiomas and pay careful attention to the details to reach the best surgical results with lowest possible complications. 
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