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PAT VAN DPE

Tai phinh dong mach canh trong doan trong so (PMCT DTS) la
tai phinh thugc PMCT duogc tinh tir ngay khi DM ra khoi xoang tinh
mach hang dén chd chia hai nhanh tan 1a DM ndo truéc va DM ndo
gitta. O vi tri nay tai phinh lién quan mat thiét véi cac thanh phan
quan trong & nén so, bi che khudt béi mom yén trudc gay kho khan
trong cong tac diéu tri phau thuat ciing nhu can thiép mach do doan
DMCT DTS ngin, di uén cong, ngoan ngheo.

Biéu hién cua tai phinh DPMCT DTS chua v& khong cé gi dic
trung, nguoi bénh dugc phat hién tinh cd qua tham kham hinh anh
ndo. Khi tii phinh v& thi c6 biéu hién dau diu dot ngot, dir doi, dau
hi€u kich thich mang ndo. Murc d0 nang s gay 16i loan tri giac, hon
mé va ¢ cac bién ching toan than ning né khac...

Diéu trj tai phinh DPMCT DTS v& van 1a mot thach véi cac bac
s 1am sang, trong d6 phau thuat loai bé hoan toan tai phinh khoi
vong tuan hoan ndo dong vai tro hét sirc quan trong nham giai quyét
nguyén nhén, tranh bién ching chay méu ti phat, dong thoi giai
quyét cac bién chimg cua v& tii phinh nhu chdng co thit mach nio,
gian ndo that, khéi mau tu trong ndo.... Tai nudc ta hién nay van
chua c6 mot nghién ciru chuyén su nao vé diéu trj vi phau thuat tai
phinh DPMCT DTS v&.

Muc tiéu nghién ctru

- Mé ti dic diém lam sang, chin dodn hinh dnh tii phinh
dong mach cdanh trong doan trong sg vo.

- Ddnh gid két qua diéu tri phdu thudt tii phinh dpng mach

cdnh trong dogn trong sg vo.
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NHUNG PONG GOP MOI CUA LUAN AN

+ Day la nghién ctru ¢6 tinh chat hé théng vé chin doan, diéu
tri v& tai phinh dong mach canh trong doan trong s¢ ¢ Viét Nam

+ Khing dinh qua trinh phuc hdi ciia bénh nhan v& tai phinh
DMCT DTS khong bi anh hudng béi thoi gian chi dinh phau thuat

+ GOp phan lam sang to vai tro cua cat 16p vi tinh mach méau
(CTA) 64 diy co thé thay thé phuong phap chup mach ndo sb hoa
x6a nén (DSA) trong chén doan vi tri tai phinh DPMCT DTS v& ciing
nhur gi tri ctia phuong phap nay trong chup kiém tra sau mo kep co
tui phinh BPMCT DTS.

+ Budc dau ap dung dudong md it xam lan (duong Keyhole)
trong diéu tri v& tii phinh BPMCT DTS, ¢6 so sanh két qua véi duong
md kinh dién Tran -Thai duong -Nén (dudng Yasargril)

BO CUC LUAN AN

Luan 4n bao gdbm 134 trang, trong d6 c6 45 bang, 22 hinh va 8
biéu dd. Phan dat van dé (2 trang); Chuong 1: Tong quan tai li¢u (42
trang); Chuong 2: dbi twong va phwong phap nghién ctru (15 trang);
Chuong 3: két qua nghién ciru (38 trang); Chuong 4: ban luan (36
trang); Két luan (2 trang); Danh muc cic cong trinh cong bd két qua
nghién ctru ciia dé tai luan 4n (1 trang); Tai liéu tham khao (159 tai
lidu gom tai liéu tiéng Viét, tai liéu tiéng Anh); Cac phu lyc.

Chuong 1. TONG QUAN
1.1. Tinh hinh nghién ctru tii phinh dong mach cédnh trong doan
trong so vo.
+ Trén Thé gii.

Nam 1775, Hunter d& mo ta ching phinh PMN va phinh dong
—tinh mach ndo. Tac gid Huntchinson da mo ta triéu chung cua tii
phinh PMN doan trong xoang hang gom dau dau dir doi kém theo
liét cac day TK so III, IV, VI va day V1 vao nam 1875. Dén nim
1927, Egas Moniz phat minh ra chup PMN, van dé chan doan va
diéu tri phiu thuat cac trudng hop phinh mach ndo méi dugc coi
trong va lién tuc duoc phat trién, ngdy cang hoan thién hon
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Nam 1885, Victor Horseley thuc hién thit DM canh cung bén dé
diéu tri tai phinh mach ndo khdng 16 nén so di dugc chan doan xéac
dinh trong md. Nam 1931, Norman Dott 1a ngudi du tién phau thuat
tiép can truc tiép tai phinh PMN, 6ng thuc hién goi co dé gia cd
thanh ti phinh DPMN ¢ vi tri Nga ba DPMCT. Ngay 23 thang 3 nam
1937, Walter Dandy thyc hién ding clip bac hinh chit V dé kep c6 tii
phinh, bao toan DM mang tui phinh tai vi tri DM thong sau. Sau do,
Dandy va Janetta di bao céo ky thuat thit dong mach canh trong va
ngoai so dé diéu tri chimg phinh dong mach canh gin xoang tinh
mach hang, déng thoi nbi tit DMCT ngoai-trong so dudi kinh hién vi
quuang hoc vao nam 1967. M4t budce tién méi cho phau thuét loai bo
tai phinh DMCT DTS khi tac gia Nutik trinh bay ky thuat cit mom
yén trude (1988) va k¥ thuat md vong mang cimg (vong Zin) nén so
ctia Kobeyashi (1989) dd mang lai hiéu qua rat cao trong viéc loai bo
hoan toan ti phinh PMCT DTS ra khoi vong tuan hoan, giam ti 1é tir
vong ciing nhur cac bién chimg ciia v tai phinh gay ra.

+ Tai Viét Nam

Hién tai co rat it cac cong trinh nghién ciru chuyén sau vé tai
phinh BPMCT DTS v&. Mot trong s6 d6 1a tac gia Nguyén Thé Hao
bao céo vi phiu diéu tri 4 ca v& tii phinh DM mit, Nguyén Minh
Anh véi nghién ciru tdi phinh n6i chung doan méu giudng trude cho
thdy két qua sau phau thuat rat t6t 84,1% trong do ti 1¢ tir vong do
nguyén nhan phiu thuat 1a 6,8% chu yéu xdy ra ¢ nhom tai phinh
DMN c6 rong, ti phinh khdng 16.

1.2. So lwge vé giai phiu déng mach cinh trong doan nén so va
rng dung trong vi phiu thuit

Trén 1am sang doan DPMCT DTS bét dau tir moém yén trude t6i
ngd ba PMCT, doan nay dong mach dai khoang 1,6 — 1,9 cm, kich
thudce 0,5 - 0,6 cm, PMCT DTS chay chéch ra ngoai va ra sau mot
goc 108- 110°, Iuu lwong méau qua 1a 300 ml/p va lan lugt cho cac
nhéanh bén va tan hét sau khi chia hai nhanh tan 1a DM ndo gilta va
DM nado trude. Tai vi tri nay, tui phinh PMCT DTS lién quan véi day
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TK s 11, day Tk sb III va dng thi giac, tuyén yén. Cac nhanh bén bao
gém: PM Mit, PM Yén trén, DM Thong sau, DM Mach mac truéc,
Nga ba DPMCT (vi tri DM chia hai nhanh tén)
1.3. Pic diém chung ciia tii phinh PMCT DTS
Tan suit mic bénh: Ti 1& mic tai phinh BPMCT DTS tir 30- 40%

trong tong s6 tii phinh PMN ndi so va ti 18 v& cta tii phinh DPMN
n6i chung 1a kha thip khoang 0,25% - 1,98 %/nam. Tudi trung binh
méc bénh tir 45-55 tudi. Nit mic nhiéu hon Nam. Pa s 1a tai phinh
hinh tii gdm cd, than va day tai. Tai phinh dugc gin véi PMCT DTS
boi ¢b tai- day ciing chinh 1a noi dat dung cu phau thuét (clip) dé loai
b6 hoan toan tai phinh ra khoi vong tudn hoan nio.
1.4.Céc yéu t6 nguy co gy v thi phinh PMCT DTS

+ Thoi quen hut thudc 14 va st dung rugu: 1a nhitng yéu tb
gdy suy yéu thanh mach mau do dé ting nguy co v& tai phinh
DMCT DTS

+ Bénh Ting huyét ap: Da c6 rat nhiéu cac nghién ciru va déu
nhan thdy bénh 1y ting huyét 4p khong phai 12 nguyén nhan giy v&
tai phin PMCT DTS ma 1a yéu té doc 1ap, tuy nhién day la yéu tb
anh huong dén két qua phuc hdi sau phiu thuat ciia BN.

+ Bénh déi thdo dudng va tang Cholestron mau thi nguoc lai
lam giam nguy co v& tii phinh DPMN.
1.5. Chén do4n v thi phinh PMCT DTS

Triéu chirng lim sang: Dién hinh 13 tridu chimg dau dau dot
ngot, dit doi v6i con dau dau sét danh, con dau déu khong thuyén
giam khi dung thudc giam dau thong thuong. R4t nhanh lién quan t6i
nén va budn noén, ddu hiéu kich thich mang ndo thuong gip & 57-
61% cac truong hop. Mét tri gidc ban dau c6 thé gip ngay khi déu
hiéu dau dau xéy ra, c6 thé c6 con dong kinh toan thé dot ngot lac thi
phinh PMCT DTS v& (12-13%). Tuy thudc vao vi tri tGi phinh
PMCT DTS v& ma c6 thé gap cac dau hiéu than kinh khu tra.

Chup cit I6p vi tinh (CLVT) khéng cin quang: 13 phuong phap
chan doan xac dinh bién ching ciia v& thi phinh PMCT DTS bang
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du hiéu chay mau du6i mang nhén (CMDMN). Mirc d6 chay méau
dugc phan loai theo bang phén loai cua Fisher dé du doan hitu hiéu
kha nang xuat hién co thit mach hay nhdi méu ndo sau v tii phinh
DMCT DTS. Xac dinh cac bién chimg cta v& tai phinh DMCT DTS
nhu: khdi mau ty trong nio, chay méau nio that, giin nio thét. ..

Chup mach nio CLVT 64 ddy: c6 do nhay dugc cong bd tir
67% dén 100% vé6i do chinh xac gan 99% tily timg trung tim chan
doan. Chup CTA 64 day thé hién tinh wu viét cao khi c6 thé thyc hién
dé dang trong cip ctru, hay can phai chup nhiéu lan, mit khac CTA
con cho phép xac dinh voi hoa, huyét khéi trong 1ong tai phinh gitp
dinh hudng rat tot trong mé. Gia tri coa phuong phap nay con nhiéu
vu diém khi chup kiém tra sau phau thuat voi d6 chinh xac cao va tai
bién thdp hon do déy 1a phuong phap chup it xAm l4n.

Chup DSA: day la tiéu chuan vang khi chan doan tai phinh
DMN néi. Tuy nhién dédy la phuong phap chan doan c6 x4m 14n nén
¢6 nhidu nguy co tai bién than kinh thoang qua va vinh vién. Ngay
nay phuong phap nay dan dugc thay thé boi cac phuong phap khéac
khi cac thé hé may chup CLVT ciing nhu cic may chup cong hudng
tir hat nhdn méi v6i d6 nhay va do dic hiéu rit cao kho chan doan tai
phinh PMCT DTS v&.

1.6. Piéu tri v thi phinh PMCT PTS.
1.6.1. Piéu tri néi khoa

Diéu tri giam dau, kiém soat tot ho hap, diéu tri cac bién ching
ctia v& tai phinh DPMCT DTS v& nhu rdi loan nude-dién giai, chdng
dong kinh, chéng phu ndo va dic biét 1a diéu tri du phong co that
mach ndo bang Nimotop, liéu phap Triple-H.

1.6.2. Piéu tri can thiép mach néio

Bing cac vt liéu can thiép vao long tai phinh gay tic dong chay
trong tai phinh hay cac vat liéu han ché dong mau vao tai phinh,
chuyén huéng dong chay ctia méau vao ti phinh. Phuong phéap nay co
nhiéu vu diém tuy nhién ciing c6 nhitng nhugc diém, han ché cua
phuong phap nhu vi tri cia PMCT DTS ngoan nghéo, udn cong giy
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khé khan trong viéc ludn dung cu vao tai phinh hay tai bién rach tai
phinh co thit mach, vét liéu can thiép di chuyén khi thyc hién thu
thuat. Dac biét nguy co tai thong dbi véi tai phinh DMCT DTS kha
cao lén té1 15% va nguy co tai phat tui phinh 1a 2,9% va nguy co
chay mau tai phat 1a 1,5%.
1.6.3. Piéu tri ngoai khoa

Phau thuat v& tai phinh DPMCT DTS duoc thyc hién dudi kinh
hién vi phau thuat. Muc dich 1y tuéng ciia phiu thuat 1a dit 1 clip qua
¢b tai phinh dé loai bo hoan toan tii phinh DPMCT DTS ra khoi vong
tuan hoan ndo, dam bao su toan ven ciia DPMCT, khong lam tic céac
mach mau va ton trong hé théng mach mau ndo.

DPuong mb: hién nay dai da sé van ap dung theo duong mé Tran-
Théi dwong-Nén (Yasargil), c6 thé md rong hét nén so dé giap boc 16
day ndo. Ap dung trong cac truong hop ndo phii, ¢ thé bo manh nip
so trong cac trudng hop co nguy co phi ndo sau md, va dic biét rat
thuan 1oi cho cac truong hop can phai boc 16 hoan toan mom yén
trude trong vi tri tai phinh PM Mit va DM Yén trén. Ngoai ra con
duong md it xam 1an (duong md Keyhole) ¢6 nhiéu wu diém vé mat
thAm my ciing nhu han ché bién chimg dau sau md, rit ngin thoi
gian nam vién.

Chuong 2. POI TUONG VA PHUONG PHAP NGHIEN CUU

2.1. Bi twong nghién ciru

Nghién ctru mé ta tién ctru, thoi gian thuc hién nghién ctu tir
thang 06/2014 dén thang 10/2017 tai khoa phau thuat Than kinh
Bénh vién Bach Mai Ha Noi.
2.1.1. Tiéu chén chon bénh nhén

+ BN dugc chan doan 14m sang x4c dinh tai phinh PMCT DTS v

+ Duoc phau thuat tai phinh PMCT DTS v& tai khoa phau thuat
TK Bénh vién Bach Mai.

+ Co déy du hd so tai phong Iuu trlr Bénh vién Bach Mai.

+ BN hodc ngudi nha dong ¥ tham gia vao nhém nghién ciru.



2.1.2. Tiéu chén loai trir

+ BN duoc chin doan tai phinh DMCT DTS v& nhung khong c6 chi
dinh mé

+ BN duoc chan doan ti phinh BPMCT DTS chua va.

+ BN duoc diéu tri bang phwong phép can thiép ndi mach nhung
that bai.

+ BN hodc gia dinh khong dong y tham gia vao nhom nghién ciru.
2.2. Phwong phap nghién ciru

2.2.1. Loai hinh nghién ctru

+ MO ta tién ctru, cét ngang.

2.2.2. C&¥ mhu

Px(1-p)

E2

Trong dé: n 1a s6 bénh nhan can thiét dua vao nhoém nghién ctru. Z:

=72 (1- a/2) x

hé sb tin cay & mirc 95%. P: ti 1¢ BN séng qua diéu tri. Céac tic gia
trén thé giéi déu cho théy ti 16 bénh nhan sdng s6t qua didu trj kep cb
tai phinh dong mach ndo va tir 88- 96%.Chung t6i dua theo ti 1€ bénh
nhan séng sau diéu tri kep ¢d tai phinh DMCT ctia De Jesus 14 96% (
p=96%), E: sai s6 udc tinh ti 1& song (5%).
Viy d6i twong nghién ctru 1a 55 BN. Chung t6i thyc hién nghién ctru
voi 72 BN (n=72) tir thang 06/2014 dén thang 10/2017
2.3. Noi dung nghién ciru
Muc tiéu 1.
2.3.1. Pic diém dbi twong nghién ciru

- Tudi, gi6i, tién sir ban than

- Thoi gian tir khi c6 triéu chimg 1am sang dén khi vao vién.

- Céch thurc khéi phat bénh
2.3.2. Nghién ctru dic diém IAm sang

- Triéu chimg 1am sang khi vao vién

- Panh gia mac do 1am sang khi vao vién/ trudc phau thuat dya
vao thang diém WFNS
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- Pénh gia mic d6 1am sang ngay sau phiu thuat bang thang diém
GOS (Glassgow outcome sacle) va danh gia két qua xa bang thang
diém Rankin sira d6i duoc chia lam 3 nhom:

v' Nhom l4m sang t6t: Rankin 1-2

v" Nhoém 1am sang trung binh: Rankin 3

v" Nhom 1am sang kém: Rankin 4-5
2.3.2. Pic diém hinh inh hoc tii phinh dong mach canh trong
doan trong so vo.

- Hinh danh chup cdt Iop vi tinh khong cdn quang: théng ké
thoi diém chup, danh gia mic 46 CMDMN theo Fisher, mdi lién
quan gitra mirc CMDMN vdi vi tri tii phinh DMCTDTS v&. thong ké
cac bién chimg ctia tai phinh v4.

- Chup mach nio cit I6p vi tinh 64 ddy: x4c dinh sb luong, vi
tri, kich thudc, hinh dang cia ti phinh DPMCT DTS v&, qua do xac
dinh do chinh x4c cia chup CTA 64 day so véi ting vi tri tai phinh v&
thuéc BPMCT DTS. Xac dinh cac di dang mach mau néo khac phéi hop.
Muc tiéu 2.

2.3.3. Panh gia két qua diéu tri phiu thuat

+ Nghién ctru chi dinh mé,

+ Thoi diém mé va mbi lién quan véi két qua sau phau thuat:

+ Nghién ctru dudng mé: dudong Tran- Thai duwong- Nén va
duong md it xam lan

+ Dénh gia trong md: xac dinh vi tri tii phinh v& theo cac
nhanh chia cia PMCT DTS. Liét ké cac yéu t6 kho khan trong md:
phii ndo, vi tri tai phinh kho, tinh trang ti phinh: xo vita ¢6 tai phinh,
mach xuyén ¢ tai...danh gia ti 1¢ tai v tii phinh trong md, phuong
phap xir Iy tai phinh va cac t6n thuong phdi hop

+ Péanh gia mirc d6 xr Iy ¢ thi phinh trong mo: kep hét ¢b tai,
con thira ¢6 i, con thira tai phinh trong phau thuét ciing nhu két qua
chup lai tai phinh bang CTA 64 diy

+ Bién ching sau phau thuat
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+ Két qua 1am sang khi ra vién, sau 1 thang, 3 thang, 6 thang,
12 thang: cai thién cac triéu ching 1am sang theo thang diém Rankin,
danh gia sy phuc hdi thi luc, cac thuong tén méi sau phau thuat.

+ Dénh gia cac yéu té anh huéng dén két qua phiu thuat

+ Ti 1& tir vong va tan tat ciia phuong phap diéu tri phau thuat
tii phinh BPMCT DTS v6&.

2.4. Xir 1y s liéu

Théng ké mé ta, gdm: cac bién sé dinh tinh (tin sd, ti 1& phan
trdam); bién s dinh luong (tinh gia tri 16n nhét, nho nhét, trung binh
va do léch chuén).

Théng ké phén tich: dung phép kiém ¥2 so sanh cac ti 1¢, ding
Fisher’s exact, 2 McNemar dé khao sat cac yéu t6 lién quan. Sir
dung phuong phap Kaplan-Meier dé udc tinh thoi gian séng thém va
so sanh su khéac biét bang Log-ranks test. Ngudng c¢6 y nghia thdng
ké dugc chon 1a p < 0,05.

Chuong 3. KET QUA NGHIEN CUU

3.1. Pic diém 1am sang va hinh inh hoc cia thi phinh dong mach
canh trong doan trong so vo.
3.1.1. Pic diém dich t& hoc ciia nhém nghién ciru.

+ Tubi va gi6i: Tudi trung binh 55,25 + 1,4 tudi (tir 20-82 tudi),
lira tubi hay méc bénh 1a 40-60 tudi (69,2%). Gidi: ti 16 Nam/nir 1a :
1/1,7 (nam: 36,1%; nit: 63,9%)

+ Tién sir va bénh 1y kém theo: THA chiém 50%, Dau dau
(12,5%), Dai thao dudng (4,2%), hat thude 1a (18%), ubng rugu (18%)

+ Céch thirc khoi phét bénh: Dot ngot (76,4%), cap tinh (4,2%),
tang dan (19,4%)

3.1.2. Triéu chirng 1am sang.

+ Khi khoi phat: thuong gap 1a triéu chimg dau dau 97,2%, non
56,9%, mat tri giac tam thoi 25%, dong kinh 8,3% ( Bang 3.4)

+ Khi vao vién: ndi bat 1a triéu ching dau dau 94,4%, du hiéu
mang ndo, gay cung chiém 88,9%. Giam thi luc, thi truong 19,4%.
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Diu hiéu TK khu tri nhu liét nira ngudi 13,9%, liét TK 1T 5,6%, liét
TK 11 16,7%, r6i loan ngdn ngir 13,9% (Béang 3.6)
+ Muc d6 1am sang khi vao vién

Lic nhép vién Liic phiu thujt
WFNS - . r
SoBN | Tilé% | SoBN | Tilé%

1 19 26,4 5 6,9

2 34 47,2 46 63,9

3 14 19,4 12 16,9

4 5 6,9 9 12,5
Tong 72 100 72 100

Phan 16n BN c¢6 d6 1am sang tt khi dén vién & mac WENS 1-2
chiém 53/72 BN chiém ti 1¢ 73,6%, c6 14/72 BN ¢6 do lam sang khi
nhdp vién & nhém trung binh WENS 3 chiém 19,5% va 5/72 BN c6
murc d6 1am sang nang WFNS 4 chiém 6,9%. Khi so sanh mirc dién
bién 1am sang lGc vao vién va trudc khi phiu thuat theo timg cap,
ching t6i ghi nhan ¢ c6 su chuyén bién nang 1én voi sy ting ning
mirc d6 1am sang khong c6 ¥ nghia théng ké véi y2= 60,639 va p >
0,05. Do d6 van dé loai bo nguyén nhan gay bénh 1a can thiét cho
bénh 1y v& tai phinh BPMCT DTS.

3.1.3. Pic diém hinh anh hoc ciia tii phinh PMCT DTS vé.
3.1.3.1. Hinh anh trén phim chup CLVT khéng cin quang.

+Mic d¢ chay mau duéi mang nhén

Fisher | SO BN | Tilé %
Do 1 8 11,1
Do 2 30 41,7
Do 3 7 9,7
Do 4 27 37,5
Tong 72 100
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+Ti 1& phat hién CMDMN tai cac thoi diém khac nhau

69,4%

N\
N\
\ 19,4%

5,6% 42%

e ()

—i—lzGaG— -
24h ngay thir4 ngay thtr 7 ngay thir 14 sau 15 ngay

Dau hiéu CMDMN phat hién cao nhit ¢ ngay dau tién 1a 69,4%
va giam dan trong cac ngay tiép theo con 1,4% sau 2 tuan

DM mach
Lung bM DM yén , | Ngaba N
mach DM mat Tong
Fisher | PMCT |thongsau| trén PMCT B
N trwée
n| % |n| % |n|l % n % |n| % |n| % [n| %
Do 1 5.6 3142 (1|14 |8 |11,
o2 | 1]14|19|264 4|56 1 |14 5] 69 30| 41,7
b3 (114|569 1114|797
bé4 [ 1]1,4|15/208|2 |28 3 421114 5] 69 |27 375
Tong | 3|42 (43|59.7|6 (83| 4 [56] 9 [12,5|7 |97 |72]100
¥2=19.568 p=0,184

Mtc d6 chay mau khoang dudi nhén so voi vi tri thi phinh
DMCT DTS vo

Mirc 36 CMDMN phén bd dong déu giira cac nhom vi tri tai
phinh DPMCT DTS v, su khac biét vé mirc 46 CMDMN véi vi tri tai
phinh v& khéng c¢6 ¥ nghia thong ké voi 2= 19,568 va p > 0,05.
Chung t6i ciing khong thiy mdi lién quan giita mirc d6 CMDMN véi
muc do 1am sang WENS luc vao vién voi y2= 8,294.
Khong c6 mbi lién hé né(’) khi ching t6i nghién ctru vé mic do
CMDMN véi mte d6 co that mach ndo voi p >0,05.
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3.1.3.2. Hinh dnh chup cit 16p vi tinh 64 diy.
+ Vitri tii phinh DPMCT DTS.

59,7%

12,5%

8,3% S 7%
4,2% 5.6%
- . e d |
Lung PM Mit BPM Mach BM Théng BPM Yén Ngi ba
BMCT mac trurdc sau trén PMCT

Vi tri v& tai phinh bén phai dugc ghi nhan 45/72 BN chiém 62,5%,
bén trai 27/72 BN (37,5%). Chiing t6i ciing nhan thay khong c6 mbi lién
quan gilta bén thi phinh v& voi vi tri thi phinh BPMCT DTS véi 42 =
3,798 vap> 0,05
+ Hinh anh trén phim chup CLVT 64 diy

Vi tri tui phinh| Lung DM DM | DMumach |- Neaba | o
Hinh dn DMCT | théng sau | yén trén | mac treéc | PMCT £
trér phim n| % n % | n| % n % |n| % |n| % | n %o
: .. 1 2128 | 27 |37T5] 456 3 |42 6 | 83| 6|83 | 48]66.7
SO T T [1a 1 (1942 28] 1 [14]3 [42 21292
P 3 1|28 1014342
Chidu dii < Smm 2128 [ 18 [254| 1 |14 4 |56 ]2 28] 5]70]32]4.
i phinh 6-10 1 [14]23 1324|5170 . 2128 335
! =10 1 14 1 14
Buongkin| < 4mm 2128 |39 |542| 6 | 83| 4 | 56| 4 |56]4)]56]|39]EL9
E:'mu]l]i =4mm 1114 4 3.6 5169|342 13181
Tisb =16 114 | 18 |250( 3 | 42 3 42| 3 [42] 2] 28| 30 |417
Adépect =16 2128 25 |347] 3] 42 1 146 |83 5|69 | 42383
chi sé =2 314231 4311 4]56] 4 |53 516945651708
NSR =2 12 1167 2 | 2.8 4 156314221299
Hmh |porkhéngdm| 2 | 28 | 30 [417] 1] 14 2 28 |1 | 14| 6| 83 | 472|383
ddng tii bo dku 6 83 3|42 4156 13 [ 18.1
P ainh o ) )
(1 hinh hmhdmgho 114 7 97|12 |28 2 | 28| 4 36| 11417236
thoi) et (cd mi)
Co that dsl 3 42 3 2
ach dg 2 2 28 1114 3| 42
Miu tu quanh tii
phinh 114 14 |194|3 | 42 1 141 ]14 20| 278
Phoi hop AMV 1 14 1] 14 2 28
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+ BN ¢6 1 tai phinh chiém 48/72 BN (66,6 %), BN da tai phinh
¢6 23/72 (33,4%). V& kich thudc tii phinh DMCT DTS v&: chiém da
s6 14 ti phinh ¢6 kich thuée trung binh 6-10mm chiém 53,5% (38/72
BN), tii phinh kich thudc nho chiém 45,1% (32/72 BN) va tii phinh
kich thude 16n > 10mm chiém 1,4%, khong gép truong hop nao vo
tai phinh khong 16 > 25mm.

+ Duong kinh ¢b tii phinh BMCT DTS v& gip phan 16n 1a tai
phinh ¢6 ¢6 < 4mm chiém 59/72 BN (81,9%), dudng kinh ¢b tai >
4mm c6 13/72 BN chiém 18,1 %. Da s thi phinh c6 ti 1& vom/cd
(NRS) > 2 chiém 70,8% va chi sb Aspect < 1,6 chiém 58,3%.

+ Hinh dang thi: tii phinh BMCT DTS khi v& c6 bd khong déu
42/72 BN (58,3%) va hinh dong hd cét (c6 mui, thity) chiém 13/72
BN chiém 23,6%.

Gia tridy | Gia tri du
Po nhay | Po dac | Po chinh
A doan dwong | doan am
(%) hiéu (%) | xac (%)
tinh (%) | tinh (%)
Ling DMCT 66.7 97.1 95.8 222 984
DM Thong sau 90.7 96.5 93.0 97.5 87.5
DM Yén trén 66.7 100 97.2 100 97,0
PM Mach mac trude 75,0 05.5 94 4 50,0 98.4
DM Mat 100 86.1 98.6 90.0 100
Ngd ba DMCT 100 984 98.6 87.5 100

+ Kha nang phat hién vi tri tii phinh PMCT DTS v& trén phim
chup CLVT 64 diy

+ Khi dbi chiéu giira timg vi tri tai phinh PMCT DTS nhén
dinh trén phim chup so véi ting vi tri xac dinh trong phau thuat
chiing t6i nhan thiy khong c6 su khac biét vai x2 = 198,04 va p <
0,001. Khong c6 sy khac biét vé mirc do 1am sang ciing nhu cac
déu hiéu than kinh khu tr( giita cic vi tri tai phinh PMCT DTS v&
voip > 0,05.
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3.2 Két qua diéu tri phiu thuét ti phinh PMCT DTS vo.
3.2.1. Dic diém trong phéu thugt tii v phinh PMCT DTS.

Trin-Thdi dwong-Nén it xdm lin Téng
n=>57 n=15 n=_§4
n % n % n %o

Mirc 1 5 8.8 3 200 | &8 | 113
Ficher Mirc 2 21 36,8 g 60,0 | 30 | 417

Mirc 3 6 10.5 1 6.7 7 9.7
' Mirc 4 25 439 2 133 | 27 | 373

b5 1 5 333 | 5 6.9

D52 37 64.9 g 60.0 | 46 | 63.9
WENS P53 11 193 1 6.7 12 | 16,7

Do 4 9 15.8 9 | 125
Téi v tii phinh trong mé 6 8.3 5 6.9 11 153
Tén Tu mau DMC 9 16.1 2 133 | 11 | 155
theong | Ddp nio 6 10.7 3 20,0 9 12.7
nio Thifu mdu nio 6 10.7 1 6.7 7 9.9
Do DNT 1 1.7 1 14
két qua|Tét 41 71.9 11 [ 734 ] 52 [ 122
lim Trung binh g 14.0 4 267 | 12 | 16.7
ising Xdu 8 14.1 g8 | 111
Két qua | Hét tii phinh 52 945 14 | 933 | 66 | 943
‘chyup Thira c6 tii phinh 3 5.5 3 43
CTA Tic mach mang 1 6.7 1 1.4
Théi gian phu thust 120 + 34.9 phiit 10?;1,5:45 10?};33

Chung t6i 4p dung hai duong md 1a duong Tran-Thai dwong-
Nén (dudong Yasargil) 57/72 BN va dudng md it xam lan (duong
Keyhole) 15/72 BN

+C6 11/72 BN (15,3%) bi tai bién v& tai phinh trong mé: véi
duong md Tran- Thai duong- Nén ching t6i gip 6/57 BN v thi
phinh trong mé chiém 10,5% va ¢ 5/15 BN (33,3%) c6 tai bién nay
khi 4p dung duong md it xAm lan.

+Ton thuong ndo sau md cd 2/15 BN (13,3%) co chay mau
DMC mirc d6 it khi 4p dung dudong mé it xam 14n va ti 1& dap ndo &
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duong md nay 1a 3/15 BN (20,0%). Thiéu méau ndo sau md & duong
md it xAm 14n ¢6 1/15 BN (6,7%), trong khi d6 dwdng md Tran- Thai
duong-Nén 14 6/57 BN (10,7%).

+Két qua 1an sang nhom tt khi xuét vién c6 41/57 BN (71,9%)
& mirc d6 1am sang tot khi st dung duong md Tran-Thai duong-Nén
va 11/15 BN (73,4%) khi 4p dung duong mé it xam lan. Ti 1& nhom
lam sang x4u sau md co 8/57 BN (14,1%) khi tién hanh mé theo
duong md Tran- Thai duong- Nén va khong c6 BN nao co mirc do
lam sang x4u thudc nhém ap dung dudng md it xam l1an. Két qua hoi
phuc 14m sang sau mo khong lién quan t6i viée ap dung dudng md
trong xir Iy tii phinh DPMCT DTS v& voi = 3,634 va p = 0,443,

+Chung t6i chup lai mach ndo kiém tra bing CLVT 64 day cho
70/72 BN (dat 97,2%), c¢6 2 BN qua niang khong thé chup mach duogc.
Két qua thu duge nhu sau: C6 52/55 BN (94,5%) hét ¢ tii phinh
PMCT DTS & duong md Tran- Thai duong nén va 14/15 BN
(93,3%) khi sir dung dwong mé it xdm 14n. Két qua thira cd tai phinh
chung t6i ¢6 3/ 72 BN chiém 4,3% va déu nim trong nhom dudng
md Tran —Thai duong — Nén. C6 1/72 truong hop chiing toi chup lai
¢6 biéu hién tic mach mang tai phinh chiém 1,4%. Két qua xir ly tai
phinh DMCT DTS v& giita hai duong md khong khac nhau vai y =
5,972 vap=0,54.

+Thoi gian md trung binh véi duong mb Tran-Thai duong-Nén
1a 120 + 34,93 phut (giao dong tir 75-195 phut) va duong md it xam
14n 1a 100 + 24,55 phut (giao dong tir 50-150 phut).
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3.2.2. Bién chirng sau phdu thugt

Cac loai bién chifrng sé BN Ti 1 %%

Ha Natri 11 153

R&i loan dién giai Ha Kali 14 11.4
Ha Natri & Kali 1 1.4

Pai nhat 1 1.4

R6i loan thin nhiét (sdt cao) 4 5.6

Liét nira ngurdri 7 o7

Liét day thin kinh IIT 1 1.4

Tén thwong day thian kinh II 3 4.2

D& DNT 1 1.4

3.2.3. Két qua lam sang sau phdu thudt

F— 1tha 6 thin 12 thin
Ry 1 n%r'h n g‘n n g%
.| Rankinl 55 | 809 6 | 940 62 | 940
Rt Rarki? 10 11871273 T a5 1223 | as | %
B Rankin 3 1 15 21 15 1 15
| Rankind 1 |15 ]..] 0] 0 0 | 0
el T s 120 o % 0 [ 0]°
Thiluc nhucd i 79 ) 29 2 30
Thi truong nhu cd 1 15 1 15 1 15
Lidtvan dong 3 88 ) 29 1 15
Liét day I 2 29 2 29 1 15
Liétday Tl 1 15 1 15 1 15
cTa |Hetcdtiiphinh | 64 941 65 970 64 970
Thiva c6 t0i phinh| 3 34 ) 30 ) 30
Tmachnang | | 15 0 0 0 0

+ Két qua danh gia theo GOS tai thoi diém ra vién: két qua t6t
72,2% va lam sang x4u 11,1%.

+ Tri€u chung thi lyc sau md cai thién dang ké chi con 8/72 BN
(11,1%) chua c6 déu hiéu phuc héi thi luc so véi trude mb 1a 14/72 BN
¢6 suy giam thi lyc. C6 2/72 BN (4,2%) chua c6 déu hiéu phuc héi thi
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trudng khi ra vién. Liét day than kinh II va III sau mé c6 cai thién rd chi
con 4,2% so voi lue vao vién 1a 5,6% va 16,7% (Bang 3.7).

+ Chup mach nio sau md: Thoi gian chup lai sau mé trung binh
la 4+1,2 ngay. Chung t6i thuc hién chup lai mach ndo CLVT 64 d?ly
va dat 70/72 BN (97,2%) do c6 2 BN qua ning sau phau thuat khong
thé chup mach nio CLVT duogc. Két qua hét ¢ tii phinh 94,3%; tic
mach ndo 1,4%; thira ¢b tai phinh 4,3%.

+ Saumd 1 thang (68/72 BN, tir vong 4/72 BN), 3 thang (67/72:
tir vong. 1/72 BN) va 6 thang (66/72 BN, tir vong 1 do nhdi mau co
tim). S6 BN ¢6 1am sang thudc nhom tSt va nhom trung binh ting 1én
tir 95,5% 1én 98,5% sau 6 thang va 12 thang diéu tri phau thuat kep
¢b tai phinh BPMCT DTS. Trong sb 2 BN nhém xiu tai thoi diém
kham sau 1 thang thi c6 1 BN tir vong do viém phdi, suy kiét kéo dai.

+ C6 1 BN phuc hdi thi luc sau mé 6 thang nhung sy phu hdi thi
truong rat cham, gan nhu khéng phuc hdi. Trén phim CTA chung toi
nhan thiy déu hiéu thira c¢6 tai phinh khi chup vao thang thir 1 ¢
3/68 BN chiém 4,4% va cac BN nay dugc theo ddi lién tuc trong nim
dAu va chung t6i nhan thay sau 6 thang chup lai 3 BN nay chi con 1
BN (1,9%) nhin thiy rd thira c6 tai trén phim chup va 6n dinh trong
nam dau khong c6 bién chig v lai hay to 1én theo thoi gian
3.2.4. Tir vong va tan tdt sau phdu thugt tiii phinh DMCT DTS vé.

Tinh trang bénh nhin .
Vi tri — Téng
Con song T vong
Luvng BPMCT 3(4.2) 30(4.2)
BM Théng san 41(56.9) 2(2.8) 43(59.7)
BPM Yén trén 6(8.3) 6(8.3)
BM Mach mac trwedc 3(4.2) 1(1.4) 4(5.6)
BM Mit 8(11.1) 1(1.4) 9(12.5)
WNgiba BDMCT 6(8.3) 1(1.4) T(9.7)
. 67(923.1) 5(6.9) 72(100)
Tong
#2=3865 p=0.541
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Chuong 4. BAN LUAN

4.1. Dac diém dich té hoc ciia nhém nghién ciru.
4.1.1. Tuéi, gidi.

Tudi trung binh 55,25 + 1,4 tudi, lira tudi hay mac bénh 1a 40-60
tudi chiém 69,2%. Giéi: ti 16 Nam/nit 1a : 1/1,7 ( Biéu db 3.1, Biéu d6
3.2). Nghién ctru cia ching t6i twong dwong véi két qua cua cac
nghién ciru khac cho r?"mg khong co sy khac biét vé ti 1& mic bénh
gifra nam va nir gioi.

4.1.2. Céc yéu t6 nguy co va bénh Iy man tinh di kém.

Tang huyét ap (50%), Pai thao duong va réi loan lipid mau
(4,2%). Thoi quen udng rugu va hit thude 14 chiém 18,1%. Pau diu
man tinh va dau ntra dau chiém 12,5% (Bang 3.1). Nghién ctru cua
chung t6i cling tuong tu céc tac gia Christopher L.T, Feigin va Gijn
Val ¢6 ti 16 mic bénh THA cao tir trudc tuy nhién chua khéng dinh
duogc 1a THA c6 phai nguy co gy v& tui phinh hay chi la bénh ly
ddng hanh. Ti 1& udng ruou va hut thudc 1a cta chung toi thdp hon
clia cac tac gia khac trén thé gidi c6 18 do ti 18 nit gidi trong nghién
ctru chiém da s6 69%, dong thoi thoi quen udng ruou, hut thude 14 &
Viét Nam it gap ¢ phu nit
4.2. Pic diém 1am sang ciia bénh nhan.

4.2.1. Cach thirc khaoi phdt bénh.

Biéu hién dot ngdt (76,4%) (Bang 3.3) véi cac tridu ching dau
dau dién hinh (97,2%), dong kinh (8,3%), mét tri giac (25,5%). Két
qua nay phu hop voi nhan xét cua cac tac gia khac nhu Gijn val
(2001), Iihara (2003), Mayer (2005), L& Van Thinh (2009).

4.2.2. Thoi gian mic bénh.

Thoi gian tir khi khoi phat dén khi BN dén vién 1a 4,6 £ 4,1 ngay
(5 gio - 21 ngay). Thoi gian BN duoc phau thuét trude 7 ngay chiém
45,8% va sau 7 ngay 1a 54,2%, Thoi gian tir khi c¢6 chan doan xac
dinh dén khi BN dugc phau thuat kha nhanh chi c6 2,31 ngay. Theo
Ross, thoi diém phiu thuat khong anh huong dén két qua diéu tri ma
phiu thudt sém co thé rat ngén thoi gian nam vién cua BN. Dya vao
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sinh 1y bénh cia CMDMN do v& tui phinh dgng mach ndo gay ra co
thiat mach ndo xdy ra ngay sau khi tai phinh mach ndo v& va dat dinh
1a 7-10 ngay do d6 viéc can thiét phai diéu tri ndi khoa chdng co thit
mach ndo trudc md ciing c6 thé giup két qua sau phiu thuat duoc cai
thién tét hon.

4.2.3. Triéu chirng lam sang.

+Hay gip nhat 1a dau dau 94,4%; non hodc budn non 48,6%, va
hoi chimg mang ndo 88,9%. Suy giam tri gidc 9,7%. Dau hiéu TK
kht tra: 1iét na nguoi 13,9%, liét TK II 5,6%, liét TK III 16,7%.
Dau hiéu than kinh khu tréi lién quan truc tiép dén vi tri khdi méau tu
ciing nhu tinh trang co thit mach do d6 ching t6i nhan thiy chu yéu
dau hiéu liét nira ngudi xuat hién tai vi tri DM Théng sau 6/10 BN
chiém ti 1¢ 60,0%. Liét day than kinh III chiém ti 1¢ cao & vi vi tri tui
phinh DM Thoéng sau véi 91,7%. Piéu nay c6 thé giai thich do vi tri
tai phinh DM Thong sau lién quan truc tiép dén duong di cua day
than kinh IIL.

+Phan d6 1am sang trudc phau thuat: Tai phinh DPMCT DTS vo
c¢6 mic d6 lam sang do 1-3 chiém 93,0% dua theo phén do cua
WENS (Béang 3.8 va 3.10), trong d6 chii yéu ¢ 1am sang muc do
WENS 2 chiém 47,2%. Mirc 46 WFNS 4 chang toi chi gip 6,9%.
Nghién ciru cua chiing t6i cling twong tu cac tac gia khac nhu Vil
Quynh Huong, Vii Minh Hai, Worrall. Chung t6i ciing khong nhan
thdy mbi lién quan gitra mirc do 1am sang véi vi tri tai phinh thudc
DMCT DTS vé.

4.3. Pic diém hinh anh hoc cia tii phinh PMCT DTS vé.
4.3.1. Hinh anh trén phim chup CLVT khong cdn quang.

Chan doan chinh xac 87,5% c6 diu hiéu CMDMN thé hién bing
hinh anh tang ti trong dang mau tai cac vi tri nhu chdy mau khe
Sylvien (70,8%), chiay mau & cac bé nén so (54,2%) va chay méau khe
1én ban cau (13,9%).

Mitc 46 CMDMN do tai phinh DMCT DTS v& cha yéu ¢ mirc
Fisher d6 2 chiém 41,7% . Két qua cua chiing t6i ciing tuong tu mot
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sO tac gia khic nhu Ping Hong Minh, Foroohar M. Muc dd
CMDMN phan bd dong déu giita cac vi tri tai phinh BPMCT DTS v&
(Bang 3.17). Khong c6 mdi lién quan giita mirc 40 CMDMN vdi tinh
trang co thit mach ndo sau khi tai phinh PMCT DTS v& vé6i p > 0,05
(Bang 3.12)

4.3.2. Hinh énh trén phim chup CLVT 64 ddy.

+ Vi tri tui phinh: Chung t61 nghién ctru 72 trudng hop vo tii
phinh PMCT DTS v& nhan thay ti 1¢ 1dn luot 1a: v tai phinh tai vi tri
géc DM Thong sau chiém 59,7%; vi tri DM Mt 12,5%; tai Ngé ba
DPMCT c6 tilé1a 9,7% va PM Yén trén 8,3%; DM Mach mach trudc
chiém ti 18 5,6% va vi tri Lung DPMCT chiém 4,2%.

Do chinh xac khi chan doan nguyén nhan CMDMN do v& thi
phinh DPMCT DTS noéi chung trén phim chyp CTA 64 diy céd d¢
chinh xac dat 67,8% voi p < 0,05, OR 95% Cl 0,08-0,87 (Bang
3.18 ). Cao hon cac tac gia Weisberg dat 66%, Chang L 22.2%. Do
chinh xac cua ching t6i cao hon cac tac gia khac 1a do chung toi chi
nghién ctru khu trd nhom tii phinh thuéc DPMCT DTS v4. So sanh
giita két qua chup CTA 64 day voi két qua trong phau thuat ching toi
nhan thiy CTA 64 day c6 thé thay thé phuong phép chup DSA trong
chan doan vi tri tai phinh PMCT DTS v4.

+ Kich thieée, s6 lwong tii phinh va hinh dang tii phinh: hay gip
nhat 1a BN mang 1 tti phinh (66,7%) véi cac dic diém: tai phinh co
kich thudc trung binh 53,5%, kich thudc nho 45,1%. Co tai phinh c6
kich thudc < 4mm (81,9%). Khi tii phinh PMCT DTS v thuong co
bo khong déu (58,3%) hodc co hinh dong hd cét, co thiy c6 mui
(23,6%).

4.4. Két qua Diéu tri phiu thuat tii phinh PMCT DTS vé.
4.4.1. Thoi diém phéu thut.

Thoi gian tir khi khoi phat bénh dén khi can thiép phiu thuat:
8,53 + 4,5 ngay, Thoi diém phiu thuat van con 1a van dé tranh luén
nhiéu tac gia, theo Miyaoka nhan thiy nhoém mé sém co6 ti 1& hdi
phuc cao hon, gidm nguy co tai vo tai phinh, tuy nhién Hunt va Hess
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cho ring mé sém ciing c6 thé lam ting guy co ning bénh do tinh
trang phti ndo co thé gay ra viéc tiép can san so va tiép can tai phinh
khé khan, kha ning v& tai phinh trong md cao. Chung t6i nhan thiy
qua nghién ctru nay c6 két qua 1am sang sau phau thudt diéu tri tui
phinh BMCT DTS v& khong phu thude vao thoi diém mé sém trude
7 ngay va sau 7 ngay véi p > 0,05.

4.4.2. Duong mé dwoc dp dung.

Qua nghién ctru ap dung cac duong md trong diéu tri bénh 1y tai
phinh BPMCT DTS v&, chung t6i két luan ring viée 4p dung duong
md it xdm l4n (duong Keyhole) c6 nhiéu wu diém hon dudng md
kinh dién Tran- Thai dwong- Nén (dudng Yasargil), thoi gian phau thuat
ngén, nhung thao tac xir Iy tai phinh ciing nhu két qua héi phuc 14m sang
sau phau thuat trong tw nhau. Ap dung duong md khong phu thudc vao
thoi gian chi dinh phau thuat ma phy thudc vao tinh trang 1am sang trudc
phau thuat, ciing nhu tinh trang phtl ndo, du doan tinh trang co thit mach
trén phim chup mach néo truéc phau thuat.

Két qua trong md: tai v& tai phinh trong mé chiém 15,3%. Kep
cb tai phinh cho 71/72 Bn dat 98,6% va nhan thdy két qua xtr 1y hét
¢ thi phinh dat 94,4%, thira 6 tii phinh 4,2%, hep PM mang 1,4%.
4.4.3. Bién chitng sau phéu thudgt.

Phu ndo 4,2%, ton thuong ndo thir phat do vén ndo 12,7%, thiéu
mau khu trt theo thuy 9,9%. Tu mau dudi mang cting 15,5% va dap
mg v6i diéu tri ndi khoa, khong truong hop nao phai phiu thuat lai.
Gian néo that 2,8%. Do dich ndo tiy chiém 1,4% va gip & duong md
Tran-Thai dwong-Nén.

Diau hiéu liét van dong: liét méi sau phau thuét chiém 7/72 BN
(9,7%) va phuc hdi sau 1 thang, nguyén nhan co thé do co that mach
ndo tam thoi khi chu dong kep PMCT doan ngoai so

Liét TK II c6 3 BN (4,2%), c6 1 truong hop phuc hoi nhanh sau
5 ngay. Theo Hoh B.L ton thuong day TK II 1a 3%, Jesus 4% va
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Thorton 3,3%. Nguyén nhan c6 thé do co thit DM Mit hodc trong
qua trinh mé rong 16 thi giac v tinh gay tén thwong TK thi
4.4.3. Két qua sau phéu thudt diéu tri tii phinh PMCT DTS vé.

Két qua 1am sang ngay khi xut vién dat két qua t6t dat 72,2%
va két qua nay ting 1én 98,5% tai thoi diém kham 12 thang

Két qua phuc hoi thi luc: 85,7% BN hoi phuc thi luc sau phiu
thuat so voi thoi diém nhdp vién. Qua nghién ciru ve thi phinh BPMCT
DTS v, ching toi nhan thiy rang khong phai tit ca ti phinh thudc
PMCT DTS v déu gy thay dbi vé thi lyc ma chi c6 nhimg ti phinh
to, hudng thi phét trién tryc tiép chén ép vao day than kinh II hodc tai
phinh khi v& xuat huyét truc tiép vao day than kinh thi, vi vay sau phiu
thuat sy hdi phuc t6t vé thi lyc va thi truong. Phuc hdi van dong chiém
64,8%, c6 thé ddu hiéu liét van dong 1a do tinh trang co thit mach ndo
sau khi tai phinh v& hodc c6 thé mét phan do nguyén dong tac kep dong
mach canh trong trong qua trinh md, hodc co thé do hinh thanh cyc mau
dong trong 1ong mach ndo.

Két qua chyp kiém tra mach ndo bang CLVT 64 diy: hét hoan
toan tai phinh 94,3%, kep khong hét b 4.3% biéu hién trén phim
chup 1a déu hiéu thira tai tho chiém ti. C6 1,4% tic mach mang tai
phinh biéu hién bang mat thudc toan bd dong mach nio giira sau khi
kep tai phinh Nga ba DPMCT v&. Khong c6 truong hop nao con du
mdt phan tai phinh.

4.4.5. Cic yéu t6 anh hwong dén két qua phuc héi lim sang

- Tubi: két qua phuc hdi 1am sang cham & ngudi > 60 tudi co y
nghia théng ké véi p < 0,05 (OR: 0.27, 95% CI: 0.08-0.8).

- Mirc d6 1am sang khi vao vién 1a yéu t4 tién lwong hitu ich
trong qué trinh diéu tri. Nguy co ting ning gap 5,8 lan & nhitng BN
c6 d6 WEFNS d6 IV vai p < 0,05 (OR: 4,43, 95% CI: 1,17-16,71). Tac
gia Hunt W.E nhén thiy BN dén vién ¢ mic d6 1an sang do 4 thi ti 16
tir vong chiém 45%.
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- Tang huyét ap: 1a yéu t& nguy co cho tién luong diéu tri.
Nhimng ngudi méc bénh THA c6 cai thién 1am sang cham hon so véi
nhitng nguoi khong mic THA véi p< 0,05. Theo Foroohar chimg
minh viéc giam huyét dp va duy tri huyét ap hé thong on dinh s& co
két qua sau phiu thuét t6t hon.

4.4.6. Ti I¢ tir vong va tan tdt sau phiu thugt

Ti I¢ tr vong chung do PMCT DTS vo 1a 6,9% . Trong do tir
vong lién quan tryc tiép dén phiu thuét c6 4/72 trudng hop chiém 5,5%,
tir vong lién quan dén bénh 1a 1,4%. Ti 18 tir vong cta bénh 1y tai phinh
PMCT DTS v& khong lién quan dén thoi gian chd md ciing nhu cach
thirc xir 1y tai phinh PMCT DTS khi phau thuat véi p > 0,05 Ti 1¢ tan tat
cta phiu thuat diéu tri tai phinh PMCT DTS v& chiém 1,5%. Day la
bénh nhan khong phuc hoi liét van dong sau 12 thang

KET LUAN
Qua nghién ctru 72 truong hop méc bénh tai phinh dong mach
canh trong doan trong so v, chung t6i dua ra cac két luan sau
1. Pic diém lam sang, chin doan hinh inh hoc tii phinh PMCT
DTS v&
1.1. Pic diém lim sing
Tai phinh DMCT DTS v thuong gip ¢ lta tudi 40-60, nit
chiém wu thé. Biéu hién bénh dot ngdt (76,4%) véi cac triéu ching
dau dau dir doi (94,4%). Hoi chimg mang ndo thuong gap khi tai
phinh v& (88,9%), hoi ching than kinh khu tra chu yéu 1a liét day
than kinh III 16,7%, liét nira nguoi 13,9%. Mitc d9 1am sang khi vao
vién chii yéu tap chung & d6 WENS I va II.
1.2. Bdc diém hinh dnh hoc
v Vi tri tai phinh PMCT DTS v&: tai gbc PM Théng sau
59,7%, vo tui phinh DM Mit 12,5%, v& tai phinh Nga ba PMCT
9,7%, tai PM Yén trén 8,3%, vi tri v& tui phinh Lung PMCT 4,2%
va vi tri v& tui phinh DM Mach mach truéc 5,6%.
v Phuong phap chup CTA 64 ddy trong chan doan timg vi tri tui
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phinh DPMCT DTS v hoan toan c6 thé thay thé phwong phap chup DSA

v' Tai phinh BPMCT DTS v& da phan 1a tai phinh don doc
(66.7%) va c6 hinh dang khong déu, co mui hodc hinh dong hd cat.
Tai phinh v& chiém da s 1a tii phinh nho < 10mm (98,6%), ¢6 tui
phinh <4 cm (81,9%)

2. Két qua diéu tri phiu thuat tii phinh PMCT DTS v

v Thoi diém chi dinh ph3u thuat khong anh huéng dén két qua
héi phuc 14m sang sau phiu thut.

v/ Khéng c6 su khac biét vé két qua sau phdu thuat giita hai
duong md Tran-Thai dwong-Nén va dudng md it xdm 1an. C6 thé ap
dung duong md it xdm 14m trong cac truong hop BN ¢c6 CMDMN &
d6 Fisher 4 va c6 tinh trang 1am sang truéc mo khong qué ning.

v/ Két qua 1am sang tot sau phau thuat cao 98,5% (sau 12 thang
theo ddi), 85,7% phuc hdi thi lyc sau phau thuat. Phuc hoi van dong
64,9%.

v’ Két qua chup mach niio sau phau thuat: 94,1% hét ¢6 hoan toan ¢b
thi phinh; 4,4% kep khong hoan toan va 1,5% tdc mach mang tai phinh.

v Bién chimg sau mé: dap ndo 12,7%; thiéu mau nio 9,9%, tran
dich nio that 2,8%, do dich ndo tay 1,4%.

v' Ti 1€ tir vong do tai phinh PMCT DTS v& 1a 6,9%, ti 1€ tan
tat 1,5%. Ti 18 tir vong khong lién quan dén thoi gian chd md
cling nhu cach thic xur 1y ti phinh v§.
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INTRODUCTION TO THESIS

Aneurysm on the intracranial segment of internal carotid
artery (ICA) is identified from the place that internal carotid
artery exits the cavernous sinus to the point of division into the
two branches of anterior cerebral artery and the middle cerebral
artery.

In this position, the aneurysm is closely related with the
important components in the skull base and obscured by the
anterior clinoid process, which makes it difficult to perform
surgical treatment as well as for cardiovascular interventions as
the ICA is short and winding.

Symptoms of unruptured aneurysm of ICA are not specific;
the patient was accidentally detected by brain imaging on
Computer tomography (CT) scanner or Magnetic resonance
imaging (MRI). When the aneurysm is ruptured, there are a
sudden, violent headache and signs of membranes irritability.
Severe symptoms include disorders of consciousness, coma and
other severe systemic complications.

Treatment of the ruptured ICA aneurysm is still a challenge
for clinicians, in which surgical removal of the aneurysm from
the cerebral circulation is crucial to address the cause, avoid
complications of rebleeding, and deal with the complications of
ruptured aneurysm, such as cerebral vasospasm, hydrocephalus
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and hematoma. In our country, there has been no intensive
study on microsurgery for ruptured ICA aneurysm.

Purpose of the study

- Description of clinical characteristics and imaging of
ruptured internal carotid artery aneurysm.

- Evaluate the results of surgical treatment of ruptured
internal carotid artery aneurysm.

THE CONTRIBUTION OF THE THESIS
- This is a new systematic study on the diagnosis and

treatment of ruptured ICA aneurysm in Vietnam.

- Assertion: The recovery of patients with ruptured ICA
aneurysm was not affected by the time of surgery.

- Contribute to clarify the role of Computed Tomographic
Angiography (CTA) 64-slice have more benefit than Digital
Subtraction Angiography (DSA) in the diagnosis of aneurysm
location as well as the value of this method in the postoperative
examination.

- Initially applied minimally invasive surgical approach
(Keyhole) in the treatment of ruptured ICA aneurysm in
comparison with the result of classic frontotemporosphenoidal
(Yasargril).

THESIS LAYOUT
The dissertation consists of 134 pages, of which there are
45 tables, 22 figures and 8 charts. Problem Set (2 pages);
Chapter 1: Documentation Overview (42 pages); Chapter 2:
Objectives and Methods (15 pages); Chapter 3: Research
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Results (38 pages); Chapter 4: Discussion (36 pages);
Conclusion (2 pages); List of research results published
dissertations (1 page); References (159 documents including
Vietnamese documents, English documents); Appendices

CHAPTER 1. OVERVIEW
1.1.Situation of research on internal carotid artery
aneurysm rupture
* Worldwide

In 1775, the arterial aneurysm and arteriovenous aneurysm
were described by Hunter for the first time. In 1875,
Huntchinson described the symptoms of the ICA aneurysm
arising in the cavernous sinus segment consisting of severe
headache, paralyzed cranial nerves III, IV, VI and V1. In 1927,
Egas Moniz invented cerebral angiography, the diagnosis and
surgical treatment of cerebral aneurysms was then considered
to be important and continuously developed more and more
complete.

In 1885, Victor Horseley performed a carotid artery
ligation on the same side for the treatment of a giant aneurysm
in skull base that had been diagnosed during surgery. In 1931,
Norman Dott was the first person who directly approach
cerebral artery aneurysm; he performed a muscle package to
strengthen the wall of the aneurysm at the ICA-bifuration. On
March 23, 1937, Walter Dandy used the silver V-clip to clamp
the aneurysm's neck to preserve the arteries carrying the
aneurysm at the posterior communicating artery. Then, Dandy
and Janetta reported on internal and external carotid artery
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ligation procedure to treat arterial aneurysm near the carvenous
sinus. At the same time, he also performced extra-intra cranial
bypass by microscopy in 1967.

A new step in the surgical treatment of the ICA aneurysm
was when Nutik presented the first anterior clinoidectomy
(1988) and dural skull base ring opening technique (Zin ring) of
Kobeyashi's (1989). It has been shown to be effective in
completely removing the intracranial segment ICA aneurysm
from the circulation, reducing the mortality and complications
of ruptured ICA aneurysm.

* In Vietnam

Currently, there have been a few intensive studies about
the rupture ICA aneurysm. One of the authors studied about it
is Nguyen The Hao, who reported on the surgical treatment of
four cases of ophthalmic artery aneurysm rupture. Nguyen
Minh Anh with a study of aneurysm of the clinoid segment
revealed that the postoperative outcome was very good at
84.1%, in which the death rate caused by surgery is 6.8%
mainly occurred in groups with a wide neck or giant
aneurysms.

1.2. Anatomy of intracranial internal carotid artery and
application in microsurgery

In clinical, intracranial segment of ICA starts from the
anterior clinoid process to the internal carotid artery bifuration;
this segment of the artery is 1.6 to 1.9 centimeters long and 0.5
to 0.6 centimeters in size with a blood flow of about 300ml/p. It
runs posteriorly and exteriorly at an angle of 108-110 degrees,
splits into the lateral branches and ends after dividing into the
two arteries: middle cerebral artery and anterior cerebral artery.
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At this location, the ICA aneurysm is related with nerve II, III,
optic canal and pituitary glands. Lateral branches include:
ophthalmic artery (Ophth.A), Superior Hypophyseal artery
(SupHyp.A), posterior communicating artery (PCom.A),
Anterior chonoidal artery (ACh.A) and internal carotid artery
bifuration (ICA — bifuration).

1.3.General characteristics of the internal carotid artery

aneurysm.

The incidence of ICA aneurysm is about 30-40% of total
intracranial aneurysms and the incidence of these aneurysms
ruptured are generally low about 0.25% to 1.98% per year. The
average age is 45-55 years, female more than male. Most
aneurysms are bag shaped including neck, body and bottom of
the bag. The aneurysm is attached to the ICA by the neck - this
is where the surgical instruments (clip) are located to
completely remove aneurysm from the brain circulation.

1.4. The risk factors

Smoking and alcohol habits use are factors that cause
weakness of blood vesselles, thereby increasing the risk of
rupture of the aneurysm.

Hypertension: There have been many studies which have
found that hypertension was not the cause of aneurysm rupture
and it is independent factor, but this was the factor that affects
the recovery of patients after surgery.

Diabetes mellitus and hypercholesterolemia reduce the risk
of rupture of the aneurysm.

1.5. Diagnosis

Clinical symptoms: Typically, sudden and severe headache
which is not relieved by conventional painkillers. They are
followed rapidly by nausea and vomiting, signs of membranes
irritability are common in 57-61% of cases. Early loss of

consciousness can occur immediately after signs of headache.
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There may be sudden onset epilepsy at the time aneurysm
rupture (12-13%) or focal neurologic deficit depending on the

location of the ruptured aneurysm.

Brain CT Scanner is a diagnostic tool that identifies
aneurysm rupture with a sign of subarachnoid hemorrhage. The
degree of bleeding is classified according to Fisher's
classification to predict the potential for vasospasm or cerebral
infarction after the rupture of the aneurysm. CT Scan also
identifies complications of aneurysm rupture such as:
intracerebral hematoma, intraventricular hemorrhage and
hydrocephalus.

CTA 64-slice has a reported sensitivity of 67% to 100%
with an accuracy of nearly 99% depending on the diagnostic
center. The CTA 64-slice demonstrates the superiority that can
be used easily in an emergency, or needs to be repeated, on the
other hand the CTA also detects calcification, thrombosis
within the aneurysm that helps to orient well in surgery. This
method has many benefit when taking a postoperative
examination with high accuracy and less complication because
it is less invasion.

DSA is the gold standard for the diagnosis of ICA
aneurysm rupture. However, this is an invasive diagnostic
method that is more likely to have transient or permanent
neurological complications. Today, this method is gradually
being replaced by other methods such as CT Scaner and new
nuclear MRI with very high sensitivity and specificity for the
diagnosis of ruptured ICA aneurysm.
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1.6. Treatment
1.6.1. Medical treatment

Analgesia, respiratory control, treatment of complications
of aneurysm ruptured such as water-electrolyte disturbances,
epilepsy, cerebral edema and especially prophylaxis of cerebral
vasopasm with Nimotop, Triple-H therapy.

1.6.2. Endovascular treatment

By interfering with the material into the aneurysm, it
blocks the flow in the aneurysm, restricts or diverts the blood
flow into the aneurysm. This method has many advantages but
also has limitations such as: anatomy of ICA twisting and
bending caused difficulties in inserting instruments into the
aneurysm, the interventional materials move when performing
the procedure. In particular, the risk of recirculation for ICA
aneurysms is up to 15%, the risk of residual aneurysm is 2.9%
and the risk of rebleeding is 1.5%.

1.6.3. Surgical treatment

Ruptured ICA aneurysm surgery is performed under a
surgical microscope. The ideal purpose of surgery is to place a
clip over the neck of the aneurysm to completely remove the
aneurysm from the brain circulation system, ensuring the
integrity of the artery without clogging the blood vessels and
respect the cerebral vascular system.

Approach: mainly use the Yasargril which can extend to
the entire base of the skull to help expose the bottom of the
brain. It is used in cases of cerebral edema, which can remove
the cranial bone flap if there is a risk of cerebral edema after
surgery, and is especially convenient for cases where a
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complete exposure of anterior clinoid process is required such
as aneurysm of OphthA or SupHypA . Other approach is
Keyhole which is less invasive and has many aesthetic
advantages as well as reduces postoperative pain and shortens
hospital stay.

CHAPTER I1. OBJECTIVES AND
RESEARCH METHODOLOGY

2.1. Research subjects

- Descriptive prospective study

-Timing: from 06/2014 to 10/2017 at the Neurosurgery
Department of Bach Mai Hospital Hanoi.
2.1.1. Inclusion criteria

e Patients diagnosed with ruptured ICA aneurysm

ePatients were treated by microsurgery at the
Neurosurgery Department of Bach Mai Hospital.

eHaving full records at Bach Mai Hospital's Storage

Room.

e Patients or family members agree to join the research

team.
2.1.2. Exclusion criteria

e Aneurysm does not arise in the segment of ICA, the
aneurysm of the posterior circulatory system.

e Patients diagnosed with unruptured aneurysm

e Patients were treated with intravascular intervention but
failed.

e Patient or family does not agree to join the research team.

2.2. Research Methods
2.2.1. Research design
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e Description prospective, cross-sectional.

e Assessing the results of microsurgery in the treatment of
rupture ICA aneurysm, in comparison with the world literature.

e Number of patients studied: 72 patients

2.2. Sample size
n=27?(1-a/2) x —sz(l_ p)

n: the number of patients needed to be included in the
study group.

Z: coefficient confidence at 95%

P: proportion of patients alive through treatment. Authors
worldwide show that the proportion of patients surviving due to
clipping the aneurysm's neck of the cerebral aneurysm is 88-
96%. We based on the survival rate of 96% (p = 96%) of De
Jesus for the ICA aneurysm.

E: error in survival estimates (5%).

So the estimated number of patient for research was 55. We
conducted the study with 72 patients (n = 72) from 06/2014 to
10/2017.

2.3. Research content
Objective 1
2.3.1. Characteristics of research subjects

- Age, gender, personal history

- The time from the onset of symptoms to the hospital
admission

- The way onset of the disease
2.3.2. Study clinical characteristics

- Clinical symptoms when hospitalized

- Clinical/preoperative assessment based on WFNS
(World Federation of Neurosurgical Societies) scale

- Assessment of postoperative clinical grade by Rankin
modifield scale (mRankin) was divided into 3 groups:

Good clinical outcome group: mRankin 1-2
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Average clinical outcome group: mRankin 3
Poor clinical outcome group: mRankin 4-5
2.3.3. Imaging studies of ruptured ICA aneurysm

- CT Scaner: Counting the time of shooting and
complications of aneurysm rupture, assessing the level of
subarachnoid hemorrhage according to Fisher, the relation
between the subarachnoid hemorrhage with location ruptured
ICA aneurysm.

- CTA 64-slice: determining the number, location, size and
shape of the aneurysm ruptured, thereby determining the
accuracy of the 64 CTA compared to each position of rupture.
Identify other cerebral arteriovenous malformations.

Object 2.
2.3.4. Evaluate the results of surgical treatment

+ Research on surgical indications

+ The timing of surgery and its relationship to
postoperative outcomes

+ Investigation of the surgical approach: the
Frontotemporosphenoidal (Yasargril) and the Keyhole
approach.

+ Evaluation in surgery: assessment of the location of the
aneurysm in the branches of the ICA. List of difficult factors in
the surgery: cerebral edema, abnormal positions, aneurysmal
status: sclerosis of the neck aneurysm, aneurysmal artery
perforation; Evaluation risk rebleeding of aneurysm in
operative, aneurysm and associated lesions.

+ Evaluating the treatment level of the aneurysm’s neck
during surgery: Totally clamping the neck, residual of the neck,
residual of the aneurysm in the operation as well as the result of
the CTA 64-slice.

+ Complications after surgery

+ Clinical results after outcome for 1 month, 3 months, 6
months and 12 months: improvement of clinical symptoms on
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the mRankin scale, assessment of vision restoration, new
lesions after surgery.

+ Assessing factors that affect the results of surgery

+ Mortality and disability of surgical treatment of ruptured
ICA aneurysms.

2.4. Data analyze.

Descriptive statistics, including: qualitative variables
(frequency, percentage); Quantitative variables (calculating
maximum, minimum, average, and standard deviation).

Statistical analysis: using the %2 test to compare scales, use
Fisher's exact, x2 McNemar to examine the relevant factors.
Use the Kaplan-Meier method to estimate extra living time and
compare differences by log-ranks test. Threshold of statistical
significance was chosen as p <0.05.

CHAPTER III. RESEARCH RESULTS
3.1. Clinical and imaging characteristics of ICA aneurysm
rupture.
3.1.1. The clinical characteristics of the study group

+ Age and sex: The mean age was 55.25 + 1.4 years (from
20-82 years), the common age was 40-60 years (69.2%). Sex:
male/female ratio: 1/1.7 (male: 36.1%; female: 63.9%)

+ History and coincident diseases: Hypertension (50%),
headache (12.5%), diabetes (4.2%), smoking (18%), alcohol
(18%)

+ Onset: Sudden (76.4%), acute (4.2%), progressive
(19.4%)

3.1.2. Clinical symptoms

+ At onset: Common symptoms were headache 97.2%,
vomiting 56.9%, temporary loss of consciousness 25%, epilepsy
8.3% (Table 3.4)

+ At the hospital: prominent symptom was headache 94.4%,
signs of membranes irritability 88.9%, loss of vision acuity and
vision field 19.4%, focal neurologic deficit such as paraplegia
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13.9%, paralysis of nerve II 5.6%, nerve I1I 16.7%, aphasia 13.9%

(Table 3.6)
+ Clinical condition of admission
At admission At surgery

WFNS n Ratio % n Ratio%
1 19 264 5 6.9
2 34 472 16 63.0
3 14 194 12 16,9
3 5 6.9 9 12.5

Total 72 100 72 100

The majority of patients were in good clinical condition at
admission with WFNS 1-2 accounted for 73.6% (53/72), with
WENS 3 accounted for 19,5% (14/72) and 5/72 patients with
severe clinical condition with WFNS 4 accounted for 6.9%.
When comparing the clinical course at onset and before surgery
in pairs, we noted that there was a significant improvement
with insignificantly clinical increase with ¥2 = 60,639 and p>
0.05. Thus eliminating the cause of the disease is necessary for
the ruptured ICA aneurysm.
3.1.3. The imaging features of the rupture internal carotid
artery aneurysm
3.1.3.1. Computed Tomography

+ The level of subarachnoid hemorrhage

Fisher n Ratio %
Level 1 8 11,1
Level 2 30 41.7
Level 3 7 9.7
Level 4 27 37.5
Total 72 100

+ Subarachnoid hemorrhage detection rate in different
times
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69,4%

14%

2h dth day Tth day Lith day A5hday
Signs of subarachnoid hemorrhage were highest in the first
day at 69.4% and decreased in the following days to 1.4% after
2 weeks.

Dorsal Suy ICA -
Fisher ICA P.Com.A H‘\':A AChA Ophth.A bifaeation Total
n| % | n| % |[n| % |n|%|n % | n % | n | %
1 0 0| 4356100 0|0 3 [42 1 [14] 8 [111
2 11141924 4|56 1 14] 5 69 | 0 0 | 30 [417
3 1114 5 69 | 0 0 0 0 0 0 1 1417197
4 111415208 2|28 3 |42 1 14 5 69 | 27 | 375
Total | 3| 42|43 [597| 6 | 83 | 4 |56 9 [125 7 |97 | 72 {100

12=19.568; p=0.184

+ The degree of subarachnoid hemorrhage compared to the
ICA aneurysm rupture position

+ The level of subarachnoid hemorrhage was evenly
distributed among the groups ICA aneurysm rupture, the
difference in subarachnoid hemorrhage level with the
aneurysm’s position was not statistically significant with 2 =
19.568 and p> 0.05. We also did not find a correlation between
subarachnoid hemorrhage level and clinical WEFNS level at
admission with y2 = 8.294.

There was no relationship between subarachnoid
hemorrhage levels with cerebral vasospasm with p> 0.05.
3.1.3.2. CTA 64-slice.
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+ Location of ICA aneurysm rupture

59, 7%
12,5%
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I\

Aneurysm ruptured was recorded in 45/72 patients at the
right (62.5%) and in 27/72 patients at the left (37.5%). We also
found no relationship between the side and the location where
the aneurysm arises in the ICA with 2 = 3.798 and p> 0.05

+ CTA 64-slice image
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+ There were 48/72 patients having solitary aneurysm
(66.6%), 23/72 patients having multiple aneurysms (33.4%). In
terms of size of aneurysm: the majority were in average size of
6-10mm, accounting for 53.5% (38/72 patients), small size
occupied 45.1% (32/72 patients) and large size (> 10 mm) was
1.4%, no case of giant aneurysm rupture > 25 mm.

+ Diameter of the necks of the aneurysms was mainly <4mm
in 59/72 BN (81.9%) and neck diameter> 4mm in 13/72
patients (18.1%). Most aneurysm had arch / neck (NRS)> 2,
accounting for 70.8% and Aspect score < 1.6 accounting for
58.3%.

+ Shape: irregular edges 42/72 patients (58.3%) and the
hourglass shape (citrus, lobe) accounted for 23.6% (13/72)
patients.
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Sensitivity (%) | Specificity (%) | Accuracy (%) I’usﬂ;:;uzr(e'i;ctiue Hsga::;‘?;:;cm
Dorsal ICA 66.7 914 958 22 %84
P.ComA 907 96.5 8 975 8715
Sup HypA 66.7 100 §1.2 100 i
AchA 75 955 944 50 984
Ophth.A 100 86.1 98.6 90 100
ICA-bifuration 100 984 98.6 815 100

+ The ability to detect the position rupture ICA aneurysm on
the CTA 64-slice

+ When comparing between the aneurysm location
identified on scans compared with each position identified in
the surgery we found no difference with 2 = 198.04 and p
<0.001.

There was no difference in clinical level as well as focal
neurologic deficits among the positions of rupture ICA
aneurysm with p> 0.05.

3.2 Results of surgical treatment
3.2.1. Characteristics in aneurysm surgery
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Frontotemporosphenoidal | Less Invasion Total
(n=57) (n=15) (n=84)

n % i % 1 %
1 5 88 3 20 8 113
Fisher 2 21 368 9 60 30 417
5 3 6 105 ] 67 7 97
4 25 439 1 133 27 375
1 5 333 5 69
. v} 37 649 9 60 46 63.9
WAL 3 11 193 1 6.7 12 16.7
4 9 158 9 12.5
Rupture aneurvsm intraoperation 6 83 5 69 11 153
Brain Subduralhe:mtf:ma 9 16.1 2 133 11 15.5
injury Cereh@! contusion 6 10.7 3 20 9 12.7
- Ischemia ] 10.7 1 6.7 99
Leak cerebrospinal fuid 1 17 1 14
Clinic Good 41 719 11 73 f 52 12 E
Gosiite Average 8 14 4 26.7 12 16.7
Poor 8 14.1 § 11.1
Complete obliteration 52 945 14 933 66 943
CTA Residual aneurysmi's neck 3 5.5 3 43
Obstruction of carried artery 1 6.7 1 14

Operative time 120£34 9mins 100£24.5mins 10943 .3mins

We used two approach of surgery including the Yasargil
57/72 patients and less invasive approach Keyhole 15/72
patients.

+There were 11 out of 72 patients (15.3%) had rupture of

aneurysm during surgery. With Yasagril approach, there were
6/57 patients having rupture during surgery accounted for
10.5% and 5/15 patients (33.3%) had this complication when
applying Keyhole approach.

+Postoperative brain injury: 2/15 patients (13.3%) had mild
subdural bleeding when using Keyhole approach and the
incidence of contusion in this approach was 3/15 patients
(20.0%). Postoperative cerebral ischemia in Keyhole approach
happened in 1/15 patients (6.7%), while the Yasargil approach
were 6/57 patients (10.7%).
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+In good clinical outcome at hospital discharge group: 41/57
patients (71.9%) were operated with Yasargil approach and
11/15 patients (73.4%) with Keyhole approach.

+In the group with poor clinical results after surgery, there
were 8/57 patients (14.1%) undergoing the surgery with
Yasargil approach and none of them with Keyhole approach.

+The postoperative clinical recovery was not associated with
the use of surgical approach with y = 3,634 and p = 0,443.

+We performed CTA 64 slice for 70/72 patients (reaching
97.2%) after surgery. There were 2 patients who were too
heavy to take a CTA. The results were as follows: in the group
using Yasargil approach, 52/55 patients (94.5%) had complete
obliteration of aneurysm neck. This incidence in the group
using Keyhole approach was 14/15 patients (93.3%). We had 3
out of 72 patients with remnant aneurysm neck, accounted for
4.3% and all of them were in the group using . 1/72 patients had
vascular obstruction of artery carrying aneurysm accounted for
1.4%. Results of handling the aneurysm rupture between two
approach were not different with y = 5.972 and p = 0.54.

+The mean operative time for the Yasargil approach was
120 + 34,93 minutes (ranging from 75-195 minutes) and for the
Keyhole approach was 100 + 24,55 minutes (50- 150 minutes).
3.2.2. Complications after surgery
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Complications n Ratio %
Hyponatremia 11 153
Electrolyte disorder | Hypokalemia 14 114
Hyponatremia and hypokalemia 1 14
Intraventricular effusion 2 28
Cerebral edema 3 4.2
Focal cerebralischemia 7 99
Brain injury due to twisting 9 127
Mild subdural bleeding 11 155
Diabetes insipidus 1 14
Thermoregulatory disorders (high fever) 4 5.6
Paraplegia 17 236
Paralysis of nerve Il 3 42
Paralysis of nerve Il 3 42
Cerebrospinal fluid (CSF) leak 1 14
3.2.3. Clinical results after surgery
Results 1 month 6 month 12 month
1 % 1 % n %
Good mRankin 1 55 | 809 63 94.0 62 | 940
mRankin 2 10 [147)955] 3 45| 985 | 3 | 45 [ 985
Average mRankin 3 1 13 1 15 1 15
Poor mRankin 4 1 15 0 0 0] 0
mRankin 5 1 151 30 0 0 0 0 0 0
No changing of Vision acuity 2 29 2 29 2 30
No changing of Vision field 1 15 1 15 1 13
Motor paralysis 6 88 2 29 1 15
Paralysis of nerve I1l 2 29 i 29 1 13
Lesion of nerve I 1 15 1 15 1 15
Complete obliteration 64 94.1 65 97.0 64 970
CTA | Residual aneurym’s neck 3 44 2 30 2 30
Obstructionof carnied artery | 1 15 0 0 0 0

+ mRankin evaluation results at discharge: good results
72.2% and bad results 11.1%.

+ The visual acuity after surgery improved significantly.
Only 8 out of 72 patients (11.1%) had no signs of visual
recovery compared with before surgery, 14/72 patients with
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vision loss. 2/72 patients (4.2%) have had signs of vision field
recovery at discharge yet. Postoperative lesion of nerve II and
III decreased significantly to 4.2% compared with 5.6% and
16.7% at admission (Table 3.7).

+ Postoperative CTA 64-slice: The mean postoperative
shooting time was 4 = 1.2 days. We performed CTA 64-slice
for 70/72 patients (97.2%). There were 2 severe patients after
surgery that could not take CTA. The results were: complete
obliteration 94.1%, residual neck of aneurysm 4.4%,
obstruction of carried artery 1.5%.

+ After surgery 1 month: 4 patients died; after 3 months: 1
patients died and after 6 months: 1 patient died. The number of
patients in the good and average clinical outcome groups
increased from 95.5% to 98.5% after 6 months and 12 months
of treatment. Of the 2 patients at the time of examination after 1
month, 1 patient died of pneumonia and asthenic. One patient
had vision acuity recovered after surgery 6 months but the vision
field recovery was very slow, almost no recovery. In the CTA-
64slice, we noticed the sign of residual neck of aneurysm during
the first month with 3/68 patients (4.4%) and these patients were
monitored continuously in the first year. We noticed that after 6
months, only in one patient (1.9%) was able to see the residual of
aneurysm neck on the film and stabilized in the first year without
complications of rupture or enlargement over time.
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3.2.4. Death and disability after ICA aneurysm rupture
surgery

Status of patient
Local Alive Died Total
Dorsal ICA 3(4.2) 3(4.2)
P.ComA 41(56.9) 2(238) 43(59.7)
SupHyp.A 6(8.3) 0 6(8.3)
ACh.A 3(42) 1(1.4) 4(5.6)
Ophth.A 8(11.1) 1(1.4) 9(12.5)
ICA-bifurcation 6(83) 1(1.4) 7(9.7)
67(93.1) 5(6.9) 72 (100)
i 12 =3.865.p=0541
CHAPTER 1V. DISCUSSION
4.1. General characteristics of the study group
4.1.1. Age, sex.

Mean age was 55.25 + 1.4 years, the age 40-60 years
accounted for 69.2%. Sex: male/female ratio: 1/1.7 (Figure 3.1,
Figure 3.2). Our research is equivalent to the results of other
studies suggesting that there is no difference in incidence
between males and females.

4.1.2. Risk factors and chronic diseases

Hypertension (50%), diabetes and dyslipidemia (4.2%),
alcohol and smoking habits accounted for 18.1%. Chronic
headaches and migraines accounted for 12.5% (Table 3.1). Our
study is similar to that of Christopher LT, Feigin, and Gijn Val,
which had high prevalence of hypertension but did not confirm
that hypertension was associated with the risk of aneurysm
rupture or only was accompanying disease. Our drinking and
smoking rates were lower than those of other authors in the
world, probably due to the fact that the percentage of women in
the study was 69%, and the drinking and smoking habits in
Vietnam is less common in women.

4.2. Clinical characteristics of the patients
4.2.1. Onset of the disease
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The way of onset included: sudden onset (76.4%), typical
headache symptoms (97.2%), epilepsy (8.3%), loss of
consciousness (25.5%) (Table 3.3). This result is consistent
with other authors' comments such as Gijn val (2001), lihara
(2003), Mayer (2005), Thinh Le Van (2009).

4.2.2. Duration of illness

The time from onset to admission was 4.6 + 4.1 days (5
hours - 21 days). Patients had surgery before 7 days accounted
for 45.8% and after 7 days was 54.2%. The time from the
diagnosis until the surgery was quite fast 2.31 days. According
to Ross, the timing of the surgery did not affect the outcome of
the treatment. Early surgery could shorten the patient's hospital
stay.

Based on the pathophysiology of subarachnoid
hemorrhage resulting from rupture of the cerebral aneurysm
which causes cerebral vasospasm immediately and peakes at 7-
10 days, the need for preoperative medical treatment of
vasopasm can also help improve postoperative outcomes.

4.2.3. Clinical symptoms

Most common were headache 94.4%; vomiting or nausea
48.6%, and meningeal syndrome 88.9%. Decreased
consciousness was 9.7%. Focal neurological deficit: hemiplegia
13.9%, lesion of nerve Il 5.6%, paralysis of nerve Il 16.7%.
They were directly related to hematoma location as well as
vasospasm, so we found that predominantly hemiplegia
occurred at the posterior communicating artery with the rate of
60.0%. Nerve III damage was highest when the aneurysm of
PCom.A with the rate of 91.7%. This may be explained by the
location of the aneurysm that was directly related to the
pathway of the nerve.

Clinical preoperative scale: ICA rupture degree 1-3
accounted for 93.0% based on WFNS (Table 3.8 and 3.10), in
which the prevalence of WFNS 2 accounted for 47.2%. The
level of WENS 4 was only 6.9%. Our research was similar to
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other authors such as Huong Vu Quynh, Hai Vu Minh, Worrall.
We also did not find a link between the clinical status and the
location of the rupture ICA aneurysm.

4.3. The imaging features of the rupture ICA aneurysm
4.3.1. Computer Tomography

An accurate diagnosis of 87.5% with subarachnoid
hemorrhagic signs which was shown by increased density at
sites such as aqueduct of Sylvius (70.8%), basal cisterns
(54.2%) and interhemispheric fissure bleeding (13.9%). The
degree of subarachnoid hemorrhage caused by the ruptured
ICA aneurysm was mostly at Fisher level 2 (41.7%). Our
results are similar to some other authors such as Hong Minh
Dang, Foroohar M. The degree of subarachnoid hemorrhage
evenly distributed among locations of ruptured ICA aneurysm
(Table 3.17). There is no correlation between the degrees of
subarachnoid hemorrhage and vasospasm after aneurysm
ruptured with p> 0.05 (Table 3.12)

4.3.2. Computed Tomographic Angiography 64-slice image

+ Location of ruptured ICA aneurysm: We studied 72 cases
and found that the rate was: rupture of the aneurysm at the
PCom.A 59.7%; the Ophth.A 12.5%; the ICA-bifurcation
9.7%; the Sup Hyp.A 8.3% ; the Ach.A 5.6% and the Dorsal
ICA 4.2%.

The accuracy of CTA 64-slice in diagnosis of subarachnoid
myocardial bleeding was 67.8% with p <0.05, OR 95% CI
0.08-0.87 (Table 3.18), higher than Weisberg authors 66% and
Chang L 22.2% . Our accuracy was higher than other authors
because we only focused on the ruptured ICA aneurysm group.
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Comparison of CTA 64-slice results with surgical results
showed that a CTA 64-slice could replace DSA imaging in
diagnosis of ruptured ICA aneurysm.

+ The size, number and shape of the aneurysm: the most
common was to have solitary aneurysm (66.7%) with the
following characteristics: 53.5% of medium size, 45% of small
size and the neck of aneurysm size <4mm (81.9%). When
aneurysms ruptured often have irregular edge (58.3%) or
hourglass-shaped, lobed (23.6%).

4.4. Results of surgical treatment for rupture ICA
aneurysm
4.4.1. The timing of surgery

Time from onset to surgical intervention: 8.53 + 4.5 days,
the timing of surgery is still a matter of debate among many
authors, according to Miyaoka, who found that the early
surgical group had a higher recovery rate and reduced the risk
of rebleeding from aneurysms ruptured. Hunt and Hess,
however, suggest that early surgery may also increase the risk
of severe brain edema, difficulty in approach the skull base and
approach the aneurysm and the possibility of aneurysm
ruptured in the surgery. We found that in this study, the clinical
outcome after surgery was not dependent on the time of surgery
before 7 days and after 7 days with p> 0.05.

4.4.2. Surgical approach.

Through the study of the surgical approach, we concluded
that the use of less invasive (Keyhole) approach has more
advantages than the classic Yasargil approach: short duration of
surgery but similar manipulation as well as the results of
clinical recovery. The surgical approach was not identified by
the time of surgery but depended on the preoperative clinical
condition, as well as cerebral edema, and predictive
vasoconstriction in preoperative angiography. Results in
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surgery: recurrence of the aneurysm rupture in operation
accounted for 15.3%, clamped the neck of aneurysm for 71/72
patients reached 98.6%, handling of the neck reached 94.4%,
residual of the aneurysm’s neck was 4.2%, the obstruction of
carried artery was 1.4%.

4.4.3. Complications after surgery

Cerebral edema was 4.2%, secondary cerebral lesions due
to twisting of the brain were 12.7%, and focal ischemia in lobes
was 9.9%. acute subdural hematoma was 15.5% and responded
to medical treatment. No case had to undergo surgery again.
Cerebrospinal fluid leak was 1.4% and often seen in Yasargril
approach.

Signs of motor paralysis: new paralysis after surgery
accounted for 7/72 patients (9.7%) and recovered after 1 month,
the cause may be due to temporary cerebral vasospasm while
actively clamped the extracranial segment ICA.

There were 3 cases lesion of nerve II (4.2%) with one case
of rapid recovery after 5 days. According to Hoh B.L, nerve III
paralysis was 3%, Jesus 4% and Thorton 3.3%. The cause may
be due to vasopasm of ophthalmic artery or inadvertently
hurting nerve II in the process of enlarging the optic canal.
4.4.3. Post-operative treatment results of ruptured ICA
aneurysm

Good clinical outcome at discharge (Rankin 1-2) was
72.2% and this result increased to 98.5% at 12 months. Results
of vision restoration: 85.7% of patients recovered post-
operative vision compared to the time of admission. In our
study, we found that not all aneurysm in the ICA had a change
in vision, but only enlarged aneurysm that developed directly
toward the ophthalmic nerve II or hemorrhage directly into the
nerve did. So after the surgery, vision acuity and vision field
recovery was very good.

The results of CTA scan showed that the complete
obliteration of aneurysm was 94.3%, the remnant of the neck
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was 4.3% with the “rabbit ear” sign. There wasl.4% of
obstruction of artery that carried aneurysm which was
manifested by total loss of the middle cerebral artery after
clamping of the aneurysm at ICA-bifurcation. There was no
case of left over a part of aneurysm.

4.4.5. Factors affecting the results of clinical recovery

- Age: Delayed clinical recovery in patients > 60,
statistically significant at p <0.05 (OR: 0.27, 95% CI: 0.08-0.8).

- Clinical condition of admission was a useful prognostic
factor in treatment. The risk was 5.8 times higher in patients
with grade IV WFNS with p <0.05 (OR: 4.43, 95% CI: 1.17-
16.71). Hunt W.E found that patients who were hospitalized at
the WENS IV had a 45% mortality rate.

- Hypertension: was a risk factor for treatment prognosis.
People with hypertension have a slower clinical improvement
than those without hypertension with p<0.05. Foroohar
demonstrated that lowering blood pressure and maintaining a
stable systemic blood pressure resulted in better postoperative
outcomes.

4.4.6. Mortality and disability after surgery

The overall mortality rate due to rupture ICA aneurysm
was 6.9%. Of those deaths directly related to surgery was 5.5%
and disease-related mortality was 1.6%. The mortality rate was
not related to the waiting time for operation as well as the
manner of surgery with p>0.05. The incidence of postoperative
disability accounted for 1.5%, including those who did not
recover from motor paralysis after 12 months.

CONCLUSION
Through a study of 72 cases of rupture ICA aneurysm, we
offer the following conclusions:
1. Clinical features, diagnostic imaging of rupture ICA
aneurysm.
1.1. Clinical characteristics
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Rupture ICA aneurysm were common in the 40-60 age
group, females were predominate. Sudden onset (76.4%) with
severe headache symptoms (94.4%). Meningococcal syndrome
was common when the aneurysm ruptured (88.9%).
Focal neurologic deficits were mainly paralysis of nerve III
(16.7%) and hemiplegia (13.9%). The clinical condition at
admission was predominantly at WFNS I and IL
1.2. Imaging characteristics

v'The location of the aneurysm: Root of PCom.A 59.7% ,

Ophth.A 12.5%, ICA-bifurcation 9.7%, Sup Hyp.A 8.3%,
Dorsal ICA 4.2% and Ach.A 5.6%.

v'The CTA 64-slice can completely replace the DSA in the
diagnosis position of ICA aneurysm.

v'Most aneurysm was solitary (66.7%) and has an irregular
edge, citrus or hourglass - shaped. Most of the ruptured
aneurysms were in small size < 10 mm (98.6%), neck of
aneurysms < 4 mm (81.9%)

v'The results of microsurgery treatment for ruptured ICA

aneurysm.

2.Treatment results
v'The timing of surgery did not affect clinical recovery

after surgery.

v'There was no difference in postoperative outcomes
between the two surgical approach. A minimally invasive
approach may be used in patients with subarachnoid
hemorrhage at Fisher grade 4 and not with severe clinical
preoperative conditions.

v'Good clinical outcome after surgery was 98.5% (after 12
months of follow-up), 85.7% recovered postoperative vision.
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v'Results of cerebral angiography after surgery: complete
obliteration 94.1%; 4.4% of residual neck of the aneurysm and
1.5% of obstruction of artery which carried the aneurysm.

v'The mortality rate due to ruptured ICA aneurysm was
6.9%, the disability rate was 1.5%. The mortality was not
related to the waiting time for surgery and the way the
aneurysm was treated.
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