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GIOI THIEU LUAN AN
1. Dit vén dé

U so hau (Craniopharyngiomas) 12 loai u biéu mo vay lanh tinh it gap, xép loai
d6 I (WHO grade 1), chiém 3 - 4% trong cac loai u ndi so, phat trién chdm, nim
phan 16n ¢ vang hd yén va trén yén, quanh tuyén yén va cudng tuyén yén. Mic du
lanh tinh nhung do t6 chirc u thuong dinh chat, xam 14n, len 16i vao cac ciu trac
quan trong xung quanh 1am cho phiu thuat cit bo triét dé khéi u, ngan ngira tai phat
tr& nén kho khian. Cho dén nay, phau thuat van 1a phuong phép diéu tri co ban dbi
v6i u so hau. Nhiéu duong md khac nhau di duoc 4p dung. Phau thuat ndi soi qua
duong miii xoang budm dugc ap dung trong nhitng nim gan day 1a duong mé it xam
14n, ¢ ty 1& thanh cong cao va bién chung thap.

Tai Viét Nam, phau thuat u so hau chi yéu dugc thuc hién tai mot sd trung
tdm phau thuat than kinh 16n, phan 16n bang dudong md nip so, st dung kinh vi
phau. Phiu thuit ndi soi qua dudng miii xoang buém trong phau thuit diéu tri u so
hau chwa duoc 4p dung nhiéu, chua c6 cic bao céo vé viée ap dung phuong phap
nay. Chinh vi thé, chung t6i thuc hién dé tai « Nghién citu phdu thudt ni soi qua
dwong miii xoang buwém trong diéu tri u so hdu > véi cac muc tiéu sau:

1. Nhan xet phd~u thudt noi soi qua miii xoang buom trong diéu tri u so hau.
2. Panh gid két qua diéu tri u so hdu bang phau thudt néi soi qua miii xoang budm.
2. Tinh cap thiét ciia dé tai

U so hau 1a mdt trong nhimg bénh 1y phirc tap nhat trong cac khéi u noi so.
Phuong phép diéu tri chinh van 1a phiu thuat nhung chon dudng mo, phuong phap
md tir trude dén nay van con duoc nhiéu ph?lu thuét vién than kinh ban bac va tranh
cdi. Phau thuat noi soi qua dudng miii xoang budém cung véi nhirng phau thuat it
xam lan khac trong diéu tri u so hau la nhiing tién bo va xu thé trong phau thuat than
kinh hién dai. Tai Viét Nam, phuong phap phau thuat noi soi 14y u so hau qua dudng
mili xoang buém chua dugc trién khai Gng dung nhiéu, chua dugce nghién ctu sau
va day du. Do d6, day 1a dé tai rat can thiét va co y nghia cho su phat trién cho
chuyén nganh.

3. Nhirng dong gop mdi ciia luan an.

Pay 1a nghién ctu chi tiét, diy du vé phuong phap phiu thuit ndi soi qua
duong mili xoang budm lay u so hau véi chi dinh rd rang cho cac khdi u so hau xép
loai Kassam I, II, I1I. V&i dudng mo qua xoang buém don thuan cho nhimg khdi u
nhoé nam khu tra hd yén va dudng xoang buém mé rong cho nhitng khédi u 16n hon,
xam 1an rong va 1én cao dén nio that I11.
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Nghién ctru ciing dwa ra phuwong phap déng nén so voi viée st dung vat vach
mii co cuéng mach nuodi, cung véi cac vat li¢u tu than dé tai tao nén so lam giam ty
1€ r0 dich ndo tuy khi md céac ton thuong nén so.

Lu4n an di néu duoc két qua phiu thuat u so hau bang phuong phap ndi soi
qua dudng miii xoang budm, nhiing tai bién va bién chimg gip phai trong qua trinh
phau thuat dé cac bac s§ ngay cang hoan thién hon, nang cao chat luong diéu tri cho
bénh nhan.

4. B6 cuc ciia ludin an
Luan an gom 122 trang, md dau 2 trang, tong quan tai liéu 38 trang, d6i tuong va
phuong phéap nghién ctiru 18 trang, két qua 27 trang, ban luan 35 trang, két luin 2
trang. Luan an c6 34 bang, 9 bicéu d6, 31 hinh va 135 tai liéu tham khdo.

Chuong 1: TONG QUAN TAI LIEU
1.1. Lich sir phdu thuit va diéu tri u so hau
1.1.1 Trén thé giéi

Nam 1857, Zenker 13 ngudi dau tién mo ta vé u so hau. Halstead (1909) 1a
ngudi dau tién phiu thuat thanh céng cit bo u so hau. Nam 1932, Harvey Cushing
thong bao md 92 ca u so hau, c6 14 ca qua dudng xoang budém. Phiu thuit qua
xoang budm duge phd bién rong rai tir ndm 1965 boi Gerrard Guiet va Jules Hardy.
Nam 1980. Laws thong biao md mot s luong 16n u so hiu qua dudng miii xoang
budm va xoang buém mé rong dudi kinh vi phau.

1.1.2 Tai Viét Nam

Phau thuat u so hau trudc day chu yéu qua duong mé so tai cac trung tim 1on
nhu Bénh vién Viét Ptc va Bénh vién Chg Ray. Phau thuat ndi soi qua duong miii
xoang budm duoc tng dung gan day cho cac khoi u tuyén yén. Mot sb truong hop
st dung noi soi dé mo thong u so hau dang nang vao miii.

1.1.3 Sy phit trién ctia phiu thuit ndi soi qua duwdong miii xoang buwém diéu tri
u so hau

Trudc nhitng nam 1990, phau thuit qua xoang budm sir dung kinh vi phau cho
cac khdi u tuyén yén va mot sé u ving hd yén. Nam 1987, Weiss da sir dung dudng
mo xoang budm mé rong dé phiu thuat cho cac khdi u ving yén va trén yén khac
nhu u mang ndo cu yén, u soQ hdu. Nam 1997 Jho, Carau va cong su tur Pittsburgh
(M¥) bao cdo nhitng trudong hop dau tién sir dung nodi soi hoan toan qua dudng mii
cho 50 bénh nhan u tuyén yén, trong d6 c6 1 bénh nhan u so hau ving hé yén. Tac
gia di néu ra nhitng vu diém thuin loi ctia phiu thuat ndi soi qua duong miii xoang
budm. Sau d6, nhiéu tac giai da bao cdo nhimg ca phiu thuat u so hau noi soi qua
duong miii xoang budm dau tién nhu: Amin Kasssam (2004), Giorgio Frank (2006),
de Divitis (2007). Kassam (2008) dua ra bang phan loai hiru ich cho ndi soi dua vao
vi tri twong ddi v6i phéu tuyén yén. Nhitng ndm gan day cé nhiéu bao cdo voi so
luong 16n u so hau nhu Koutousousiou (2013), Cavallo (2014)...d4 cho thay két qua
thanh cong cao, bién ching thap.



1.2. Ty 1é mic bénh

U so hau chiém 1 - 4 % u ndo ngudi 10n va 5 - 10% u ndo tré em tap trung
nhiéu ¢ lra tudi 5 - 14 tudi va 50 - 70 tudi. Ty 1& mac u so hau 1,34/ 1 triéu dan/nim.
Khéng c6 su khac biét vé ty 16 mac bénh theo gidi tinh va ching toc.

1.3. Giai phau vung hé yen Va cac cau tric lién quan

U so hau ¢o nguon gbc tir cac té bao di tlch cta tai Rathke, khéi u ¢ xu
huéng phat trién tir phan trén cia tuyén yen cubng tuyen yén Vao Vung hé yén va
canh yen la nhu’ng vung lién quan mat thiét véi tuyén yen cubng tuyen yén, vung
dudi ddi, than kinh thi giac va ndo that ba. Khdi u so hau thuong duoc cap mau boi
cac nhanh xién cia dong mach canh trong, dong mach thong trudc, thong sau va
dong mach ndo trudc. Bé thyc hién dugc phau thuat can nam rd dugc giai phiu va
cac cau trac lién quan phuic tap ¢ ving nén so trudc nay: bao gom giai phau ving
khoang miii, xoang buém, xuong buém va lién quan quanh xuong buém, giai phau
ving trén yén va ndo that ba
1.3.1. Vung miii xoang

Khoang mili dugc gidi han & trén boi hd so trude va gitta, phia ngoai boi 6
mat va xoang ham tren phia dudi bdi vom mleng cung. Thanh ngoai cua khoang
mili thudng cé ba cuén miii nhd vao trong: cudn miii trén, cudn mili giira va cudn
miii dudi, trong g vé1 ngdch mili trén, ngach miii gitra va ngadch miii dudi.

Ung dung tao vat vach miii c6 cudng mach nudi

Trong nhitng truong hop phau thuat nén so can méanh ghép dong nén so tranh
1o dich ndo tuy, sir dung manh ghép c6 cubng mach nudi, thuong 1a vat vach miii.
Manh ghép duoc thiét ké bang cudng mach 13 dong mach budém khau cai. Vat bat
dau ¢ trén san mii 0,5cm ngay séat 16 xoang budm, doc theo bo trén cudn mili trén
dén cach dia khiru Iem. Gidi han trudc cach 16 miii ngoai lcm va gi6i han dudi 1a
nén vach miii dén 16 miii ngoai.

1.3.2. Giai phiu ho yén — xoang buém.

Xoang budém nam & than xuong budm, kich thudc khac nhau, tuy thudc vao
tudi va timg ngudi. Xoang thuong co 1-3 vach chia xoang thanh nhiéu khoang nho,
hiém khi vach chia nam & chinh giira.

1.3.3. Lién quan ving hé yén

H6 yén 1a ving 16m trung tAm ctia xwong budm noi chira tuyén yén, dugc gidi han
boi phia trude 13 ca yén, phia sau 1a lung yén. Ci yén 1a phan g xuong nim lién két
gitta hd yén va phan ngang xwong budm, giira hai phan nay 14 ranh giao thoa thi giac noi
than kinh thi giac nam ngay phia sau. Hai bén h6 yén c6 ba moém yén 1a mom yén trudc,
gifta va sau. H6 yén lién quan mat thiét véi cac cau tric than kinh mach méu quan trong
viing xoang hang, da gidc Wilis va ving duéi doi, ndo that IIL.

1.4. Giai phiu bénh u s¢ hau

U so hau gom 2 thé 13 thé men bao va thé nhi. Pic diém ctia mdi thé co tinh

chat khac nhau va thé hién hinh anh trén phim chup ciing c6 nhiing dic trung riéng.
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U so hau thé men bao chiém ty 1€ 85 - 90% trong tat ca u so hau, trong khi d6 u so
hau thé nht chiém 11 - 14% hau nhu chi gap ¢ nguoi 16n. U so hau thé men bao
gip & ca ngudi 16n va tré em. O tré em em hau nhu chi gip thé men bao.

1.5. Phén loai u so hau theo vi tri gidi phiu

Céc tac gia di phan loai u so hau theo hudng phat trién va cac duong mod duoc
st dung, tat ca déu dua vao nguyén tic phan chia ton thuong doc theo chiéu dai xam
lan ctia khdi u & trén truc doc chinh, nhu lién quan dén giao thoa, hoanh yén, ndo
that ba, hay gan day nhat 1a phéu yén nhu phan loai cua Yasargil (1990), phan loai
ctuia Samii va Tatagiba (1997).

Kassam dé xuat mot phan loai hiru ich trong cach tiép can noi soi duong mili,
dua trén cic moi quan hé cua céac u sQ hau véi phéu yén. Loai 1: Khdi u nam trudc
phéu. Loai 2: Khdi u nam xuyén phéu. Loai 3: Khéi u ¢ sau phéu va ho gian cudng.
Loai 4: Khéi u chi ¢ ndo that ba hodc sau ngach giao thoa thi giac, khong thé tiép
can bang duong noi soi.

1.6. Chan do4n u so hau
1.6.1. Lam sang

Biéu hién 1am sang chinh cua u so hau 1a cdu dau hiéu rdi loan ndi tiét va cac
dau hién chén ép than kinh.

Céc tridu chimg chén ép than kinh bao gom nhu: giam thi lyc, khuyét thi
truong, phu gai thi, li¢t van nhan hodc cac triéu chung tang ap luc nodi s, dong kinh,
1i loan v thirc.

Céc triéu chimg r6i loan ndi tiét bao gom suy tuyén yén & cac muc do thiéu
hut hormone khac nhau.

1.6.2. Xét nghiém ndi tiét: suy tuyén yén dugc danh gia bang cac xét nghiém noi
tiét. Thiéu hut hormone & thoi diém chan doén bénh u so hau 1én t6i 70 - 85%.
1.6.3. Chan doan hinh dnh

Vé phuong dién chan doan hinh anh: u so hau thudng c6 hinh anh khong dong
nhat so voi bat ki ton thuong ndo ving trén yén. U so hau c6 thé gip thé nang, thé
ddc hay hon hop thé nang va dic, c¢6 voi hoa hay khong voi hoa. Chinh vi su da dang
t6 chirc nhu vay nén co thé thay dugc sy bién doi da dang ty trong trén phim chup
cit 16p vi tinh va thay d6i tin hiéu trén phim chup cong huong tir. U so hau nam & bé
dich ndo tuy trén yén trong khoang 75% bénh nhan; khoang 20% la trong hodc trén
yén; khoang 5% 1a hoan toan nam trong hd yén. Ton thuong don thuan & nio that ba
1a rat hiém, va cac khdi u so hau lac chd 1a cuc ki hiém.

1.6.4. Chan doan phin loai u so hu trén hinh dnh

Cac mo ta hinh anh c6 dién ciia u so hau thé men bao trén phim cat 16p vi tinh,
cong huong tir két hop ba dic diém chinh: u nang, voi hoa va bat thude can quang.
Su xuat hién dic trung nhét cua u so hau thé men bao trén phim cong hudng tur 1a su
khong dong nhat, chia thiy, hang loat nang va céc thanh phan ran, ciing nhu véi hoa.
U so hau thé nha thudng & hoan toan trén yén, va tuong ddi dong nhat. Cac tinh
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nang tiéu biéu trén phim CLVT, cong hudng tir bao gdm mot hinh cau, chu yéu 1a
dic, ndt sang khong déng nhat; ndt thuong 1a dong ty trong trén hinh anh CLVT,
hdn hop trong tin hiéu trén T1W, va da dang tin hi¢u hon trén T2W.

1.6.5. Chan doan phén biét u so hiu: Cac ton thuong ving yén va trén yén rat da
dang va phitrc tap, hay nham chan doan nhét véi cac bénh 1y ving yén va trén
yén nhu: u than kinh dém (glioma) cta chéo thi giac, u tuyén yén chay mau, u bi
vung hé yén, hay hiém gip hon nhu u mach thé hang, phinh dong mach nio
khong 16 ¢é canxi hoa.

1.7. Cac phuong phap diéu tri u so hau: Hién nay phau thuat dugc coi 14 sy lya
chon chinh, xa tri 1 phwong phap hd trg quan trong c6 thé anh huong dén két qua
ctia bénh nhan mac u so hau, diéu tri noi tiét dac biét 1a hormon thay thé déng vai tro
khong thé thiéu. Chinh vi thé dé diéu tri tot cho bénh nhan u so hau can phai cé su
phdi hop chit ché ciia nhiéu chuyén khoa.

1.7.1. Phiu thuit: Diéu tri phiu thuat u so hau nham 3 muc tiéu chinh 1a: khang dinh
chan dodn, cat bo khdi u tranh chén ép than kinh va du phong tai phat. No ung thuy va
16i loan noi tiét voi nguy co tir vong cao can dugc xur tri trudc hét. Nhiéu dudng mo
khac nhau dugc ap dung nhu: tran thai duong (pterional), dudi tran (subfrontal), trén
6 mat (supraorbital) va xuyén nio that (transventricular), phat trién qua nhiéu thap
ky trong nd luc dat duoc két qua tot hon véi ty 1é khoi bénh cao hon va ty 18 tir vong
thap hon. Mbi dudng mé dé c¢6 wu diém, nhuoc diém va nhitng gidi han ap dung tuy
thudc vao vi tri ctia khéi u. Mot sd k¥ thuat phau thuat khac cé thé dugc st dung cho
viéc diéu tri u so hau nhu: dan luu u dang nang, m¢d thong u nang vao khoang dich
nao tuy hodc véi cac ki thuat ndi soi qua ndo that cat bé phan nang trong nio that.
Nio ang thuy néu giy nguy hiém tinh mang bénh nhan can diéu trj truéc nhat.

1.7.2. Xa tri, xa phu: Xa tri 1a phuong phap diéu tri quan trong cé thé anh huéng
dén két qua cua bénh nhan mac u so hau. Xa tri ap cac truong hop loai bo khdi u
khéng hoan toan, tng hd xa tri phan doan nhu 1a diéu tri pht hop nhat cho khéi u so
hau. Xa phau 1a mot lya chon khac dé diéu tri u so hau, st dung cic may gia tbe
tuyén tinh hodc gamma knife, cyber knife. Thong qua viéc str dung mot khung dinh
vi, xa phau duoc phan phéi béng chum tép trung cua birc xa vdi do chinh x4c cao tir
nhiéu hudéng vao ton thuong. Tuong tu vai xa tri, xa ph?lu duogc dung dé diéu tri khéi
u sot lai hoac tai phat. Tém lai, mac cho nhitng cai tién trong phflu thuat, xa tr1 va xa
phau van 13 phuong phap diéu tri ¢ ¥ nghia, phai két hop nhiéu chuyén khoa dé
diéu tri bénh nhan véi u so hiu cét bo khong hoan toan va tai phat.

1.7.3. Picu tri ndi tiét: Dicu tri thay thé glucocorticoid 1a uu tién cao nhat trong roi
loan ndi tiét va phai ludn ludn duoc dung trude khi thay thé hormone tuyén giap dé
tranh suy thuong than cap tinh. Diéu tri ndi tiét luon 14 viéc diéu tri khong thé thiéu,
dai thao nhat va thiéu hut cdc hormone duoc diéu tri phu thudc vao murc do thiéu hut
tuy theo tung bénh nhan.
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Chuwong 2: POI TUQONG VA PHUONG PHAP NGHIEN CUU

2.1. Poi twong nghién ciru

Nhirng bénh nhan chan doan u so hau xép loai Kassam I, II, III duoc phflu
thuat ndi so1 qua duong miii xoang budm tai Bénh vién Viét D¢ trong thoi gian tu
thang 6/2013 dén thang12/2015. Bénh nhan khong phan biét tudi gidi, c6 day du hd
so bénh an, dugc kham 1am sang, chup phim CLVT, CHT, xét nghi¢ém nodi tiét, giai
ph?lu bénh. Bénh nhin duoc theo ddi sau md, kham dinh ki sau 1 thang, 3 thang, 6
thang va sau 12 thang.
Tiéu chuin lwa chon: U so hau xép loai Kassam I, Kassam II, Kassam III; U so hau
phau thuét 1an dau hodc u so hau tai phat, c6 giai phau bénh 1 u so hau thé nhu hoic
thé men ring.
Tiéu chudn logi triv: Bénh nhan khong c6 ddy di ho so bénh an theo mau thong
nhat, khong duoc phiu thuat ndi soi qua duong miii xoang budm, khéng duoc theo
ddi, kham lai sau mo.
2.2. Phwong phap nghién ciru
2.1.1 Thiét ké nghién ciru: Nghién ctru mo ta tién ctru, khong ddi chimg. Nghién
cuu sinh truc tiép tham gia ph?lu thuat, theo doi, danh gia bénh nhan sau md theo
mau bénh an thdng nhat.
2.1.2 C& miu: chon ¢& miu thuén tién, tt ca bénh nhan du tiéu chuan trong thoi
gian nghién ctru déu duge dua vao trong nghién ciru.
2.1.3 Thoi gian va dia diém: Nghién ctru dugc thuc hién tai Trung tdm Phau thuat
Than kinh - Bénh vién Viét Dirc trong thoi gian tir 6/2013 dén 12/2015.
2.1.4 Cac budc nghién ciru
Budc 1: Thong qua dé cuong, xdy dung bénh an mau
Budc 2: Kham, hoi chan lua chon bénh nhan u so hau c6 chi dinh phau thuat noi soi
qua dudng miii xoang buém. Thu thap so liéu trude phiu thuat.
Budc 3: Tién hanh phau thuat ndi soi lay u so hau qua dudng miii xoang budm theo
quy trinh da xay dung Thu thap s liéu trong phau thuat
Budce 4: Panh gia két qua phau thuat tai cac thoi dlem trong mo ngay sau mo, sau
mo | thang, 3 thang, 6 thang, 12 thang. Thu thap sb liéu sau mo.
Budc 5: xtr Iy s6 ligu va viét luan an
2.3. Chi dinh, chong chi dinh phau thuit u so hau ndi soi
Chi dinh phcfu thudt: U so hau xép loai Kassam I, II, III
Chéng chi dinh: U so hau xam lan chu yéu vao stmg tran, thuy thai duong, nio thét
bén, ndm hoan toan trong ndo that III. Bénh nhan c6 cac bénh 1y khong thé phiu
thuat nhu tim mach, rdi loan dong mau.
2.4. Phuong tién ph?tu thuat: hé théng ndi soi, dung cu phau thuat hang Karl Stoz
(btic), mdy dinh vi (Metronic S7, Brainlab), khoan mai qua mii (metronic); keo
sinh hoc, keo cAm mau.



2.5. K§ thuit mo:

Thi mii ph?lu thuat vién déy cubn miii ra ngoai hoac cat cudn miii, tao vat
vach mili ¢ cudng mach nuéi, cit mot phan sau vach. Thi xoang buém: cit bo
thanh trudc xoang budm, 14y vach ngin xoang budm. Thi nén so: mé thanh sau
xoang budm, md rong san yén, mai ci yén, mit ngang xuong buém. Thi 1y u: Mo
mang cung, phau tich boc 19, 1y dan khéi u dén khi hét u hodc dén khi khong thé
lay thém khoi u. Thi dong nén so: st dung phuong phap déng nhiéu 16p bang cac vat
li¢u tu than nhu m& bung, can dui va vat vach miii co cuéng mach nuoi
2.6. Cac chi tiéu nghién ctru

Céc chi tiéu nghién ciru cho muc tiéu 1 bao gom céc chi tiéu vé 1am sang, can
lam sang, hinh anh trudc phau thuat; cac chi tiéu trong phau thuat bao gom k¥ thuat
md, dic diém nhan th.‘fly trong md, tai bién xay ra, kho khan thuén lgi trong m.

Céc chi tiéu nghién ctru cho muc tiéu 2 bao gdom cac chi tiéu vé két qua lay u, bién
chimg xay ra sau phau thuat, cdc dién bién vé 1am sang, hinh anh sau phau thuat.

2.6.1. Cac chi tiéu nghién ciru trréc phiu thuit

Céc chi tiéu nghién ctru vé 1am sang, can 1am sang, hinh anh

CLVT, CHT trudc md. Xép loai Kassam theo phim CHT so ndo. Panh gia
tinh trang 1am sang trudc mo theo thang diém Karnofsky.

2.6.2. Cac chi tiéu nghién ciru lién quan dén phiu thuit

Céc chi tiéu nghién ctru lién quan dén phau thuat bao gdm duong mo, k¥ thuat
mé, dic diém trong md, khé khin, thuan loi, tai bién xdy ra. Panh gia muc do mo
nén so dya vao bang phan loai ciia Felice Esposito (2007). Ghi nhan mirc d6 lay u
trong mo: 1y toan bd, ldy gan toan bd (lay dugc trén 80%), ldy mot phan (1ay dudi
80%) kiém tra bang nhin truc tiép voi cac éng kinh 0 do, 30 d6, 70 dd va st dung hé
théng dinh vi trong mo. Kiém tra lai mc d6 iy u bang phim chup cong huodng tir,
CLVT sau mo.

2.6.3. Cac chi tiéu nghién ctru sau phiu thuat Bao gom giai phiu bénh, cac chi
tiéu vé 1am sang, can lam sang, hlIlh anh sau mo, so sanh véi tinh trang trudc mo.
2.7. Xir li s0 liéu: st dung phan mém SPSS 16.0 dé tao tap tin, nhdp va ma hoa s6
liéu. Phén tich s6 liéu théng ké, mo ta va phan tich méi lién quan giita cac bién sd
bang thuat toan théng ké y hoc.

2.8. Pao dirc nghién ciru: Dé cuong nghién ctru duoc thong qua bai hoi dong xét
duyét cua truong Pai hoc Y Ha No1 do B gido duc va dao tao quyét dinh. Nghién
ctru duoc Bénh vién Hitu nghi Viét DBuc chép thuan. Phau thuat dugc thuc hién boi
nhém phau thuat vién c6 kinh nghiém, dao tao cin ban. Thong tin bénh nhan duoc
gitru bi mat.
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Chwong 3: KET QUA NGHIEN CUU

3.1. Pic diém d6i twong nghién ciru
3.1.1 Pic diém vé tudi, giéi: Tudi trung binh cua bénh nhan 32 + 17,0 tudi, nhod
nhat 13 6 tudi, cao nhét 1a 65 tudi. Ty 1& nam/nit: 34/16 (2,125 1an). Phan bd do6 tudi
theo nhom tré em (< 16 tudi) chiém 22,0%, ngudi 16n (16 — 60 tudi) chiém 72,0%,
ngudi cao tudi (>60) chiém 6,0%.
3.1.2 Tién sir diéu tri u so hiu: Bénh nhan md 1an dau chiém 60%, bénh nhan da
timg mo u so hau trudc d6 chiém 40% (trong d6 md 1 1an: 28%, mo 2 lan: 10%, mod
> 2 lan: 2%). Bénh nhan c6 tién sir xa tri chiém 4%.
3.1.3 Ly do dén kham bénh: dau dau chiém 84,0%, mo mat chiém 80,0%, nguyén
nhén khac chiém 16,0%.
3.1.4 Triéu chirng vé mit: S6 bénh nhan c6 thi lyc mat binh thudng (26,0%), ty 1¢
c6 ton thuong thi luc 12 74,0%. C6 84,0% sb truong hop co khuyét thi truong. Chi 1
bénh nhan chiém 2% sb truong hop co liét day than kinh van nhan.
3.1.5 Triéu chirng 1Am sang réi loan néi tiét: S lvong 16n bénh nhan co suy tuyén
yén chiém 70%, dai nhat trudec mo chiém 32%, cham phat trién thé chat chiém 20%.
3.1.6 Cic triéu ching than kinh: c6 78% bénh nhén c6 ting ap luc nodi so va 16%
c6 r6i loan y thirc trude mo.
3.1.7 Pic diém vi tri, kich thwéc khoi u trén phim CHT

Bing 3.7: Vi tri, kich thwéc khéi u trén phim CHT

Pic diém S6 lwong Ty 18 (%)

Vitri

Kassam I (Khoi u nam truéc phéu) 5 10,0
Kassam II (Khdi u nam xuyén phéu) 20 40,0
Kassam III (Khoi u nam sau phéu) 25 50,0
Kich thwéc (do theo dwong kinh I6n nhit)

<2cm 3 6,0
2-4cm 27 54,0
>4 cm 20 40,0

3.1.8 Pic diém khdi u so hau trén hinh anh: U so hau dang nang hdn hop dic va
nang chiém ty 1¢ cao nhét (70,0%, tiép d6 dang nang don thuan (22%) va dang dic
chiém 8%. Voi hoa trong u so hau chiém 74%. Ty I¢ u so hau co gian nao that 1a
24%. Khdi u c6 chén ép giao thoa thi giac trén hinh anh chiém 94%, va 12% bénh
nhan c6 phu ndo. Cha yéu tin hiéu hdn hop trén T1, T2 (chiém 74%), 100% khéi u
c6 ngdm thudc ddi quang tir, trong d6 72% la kiéu ngdm thudc hinh nét va 28%
ngam thudc hinh vong.
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Pic diém hinh anh xoang budm trén hinh anh c6 72% dang 1 (Sellar), 26% dang
2 (presellar) va 2% dang khong c6 xoang budm (dang 3: conchar). Dau hiéu hé yén
gian rong, pha huy mat ranh giéi chiém 40%, va hd yén con nguyén ven chiém 60%.
3.1.10. Tinh trang ndi tiét treéc moé: Khdi u co bicu hién suy tuyén yén trude mo
chiém 70% va 30 % khong co suy tuyén yén trudc md.

3.2. Pic diém wng dung phiu thuit

3.2.1. Pic diém dwong vao phiu thuit: Cudn miii phi dai chiém 24,0%, khong phi
dai chiém 76,0%. Trong s6 do, phai cat cubn miii chiém 28,0%. S6 bénh nhan dugc
tao vat vach mili c6 cudng mach nudi chiém 72,0%.

Pic diém trong phiu thuat con cho thiy cd 66% bénh nhan thdy rd mdc 16i
dong mach canh, 54,0% théy dugc tinh mach lién xoang hang trudc trong md va
22,0% chay méu khi m¢é mang cting tur tinh mach lién xoang hang trude hoac tu
xoang hang.

3.2.2. Cach thirc tiép cin khdi u: Trong md st dung dudng md xoang budém don
thuan chiém 34% va xoang buém mo rong chiém 66,0%. Tinh chat khdi u dic, kho
lay chiém 64% va mém, dé lay chiém 36,0%.

3.2.3. Mirc @ mé nén so: mirc d6 mo nén so chi yéu 1a mé so rong do 2 (18%) va
do 3 (68%) (theo phan loai cua Felice Esposito 2007).

6,0%

8,0%

[¢

18,0%

"PDo0 =Po1 =Ho2 =bHo3

3.2.4. Cach thirc tai tao nén so

St dung manh ghép c6 cudng mach 68%, sir dung md va can ty than chiém
80%, str dung manh ghép xuong chiém 36%. Trong d6 chi yéu sir dung cac phuong
thirc nay & mirc do mo so rong do 3.

Str dung céac vat liéu nhan tao bao gém keo sinh hoc chiém 76%, st dung cac
miéng d& (merocel, xong fonley) chiém 84%. Dan luu dich ndo tuy thit lung sau mo
chiém 18%.

3.2.5. Tai bién bat thwong trong mo: co 1 trudng hop (2%) ton thuong mach méau
trong md gay chdy mau trén 1 lit phai mé nap so cam mau va 1 trudong hop (2%) lam
t6n thuong giao thoa thi giac trong mo.
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Thoi gian mo trung binh 136,7+35,8. Ca md ngdc nhat 60 phut va dai nhat 13
250 phut.
3.3. Két qua phiu thuat
3.3.1. Két qua giai phiu bénh
Bing 3.20: Két qud gidi phdu bénh

Giai phau Nguwdi 16m Tré em Tong so6
bénh S6 lugng | Ty 18(%) | S6 lugng | Ty 18(%) | S6 lugng | Ty 16(%)
Thé men ring 28 71,2 11 100 39 78,0
Thé nhu 11 28,8 0 0 11 22,0
Tong s6 39 100 11 100 50 100

Nhin xét: Két qua giai phau bénh cho thay c6 78% s6 trudng hop 1a u so hau thé
men riang, 22% thé nha. Trong d6 tit ca 11/11 tré em déu 1a u so hau thé men ring,
28/39 nguoi 16n 14 u so hau thé men ring va 11 /39 nguoi 16n 13 u so hau thé nhu.
Nhu vay 100% u so hau thé nhu gip ¢ ngudi 16n, khong gip ¢ tré em.

3.3.2. Két qua lay u: Ty 18 liy bo toan bd khdi u chiém 52%, lay gan hoan toan
chiém 38% va cat mot phan khéi u chiém 10%.

3.3.3. Mitrc d6 lay u theo tinh chat khéi u: Ty 1é cit dugc toan b khdi u cao nhét &
u nang (81,82%), tiép sau la u dic véi 50,0% va u hdn hop chiém ty 18 1ay toan bo u
thap nhat 14 42,86%. Khac biét khong co y nghia théng ké vai p >0,05.

3.3.4. Mirc d6 14y u theo gidi phAu bénh khéi u: Ty 1¢ 14y duoc toan bo khdi u &
bénh nhan c6 két qua giai phau bénh u thé nhi cao hon so véi thé men riang (81,82%
50 vGi 43,59%). Khong c6 bénh nhan nao co két qua thé nhi chi 1an dugc ban phan
(<20%) khéi u. Khac biét khong co ¥ nghia thong ké véi p >0,05.

3.3.5. Mitc @6 lay u theo vi tri khoi u: Ty 18 1y dugc toan bo u 1a thap nhat & bénh
nhan c6 u ¢ vi tri Kassam III, chiém 28% trong khi & vi tri Kassam I va Kassam II 13
80% va 75%. Ty 1€ chi l?iy duoc ban ph?m ddi v4i bénh nhan ¢ u & vi tri Kassam 111
lai cao nhat, chiém 16%. Khéc biét c¢6 ¥ nghia thong ké véi p = 0,02.

3.3.6. Mirc dd lay u theo kich thwéc: Khoi u c6 kich thude 16n hon 4 cm c6 ty 18
ldy dugc toan bd khédi u 13 thap nhat 25%; trong khi d6 ty 1& nay ¢ nhitng trudong hop
khéi u dudi 2cm va tir 2 t6i 4 cm 13 66,67% va 70,37%. Khac biét c6 y nghia thong
ké voi p = 0,03.

3.3.7. Mitkc dd ldy u theo lra tudi: Ty 18 1y duoc toan bd u & nguoi 16n cao hon so
v6i ¢ tré em va nguoi gia. Ty 18 nay 1an lugt ¢ cac dbi tuong trén 1a 58,33%:; 36,36%
va 33,33%. Khéc biét khong co ¥ nghia thong ké véi p >0,05

3.3.8. Mirc dj ldy u theo tién sir md u so hau: Ty 18 cit toan bo khdi u & nhom
phau thuat 1an dau 1a 63,3% cao hon so v&i nhom phau thuat lai (35%). Trong nhém
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mé lai, ty 1¢ cit gﬁn toan bo khdi u chiém 50%, va cit mot ph@in sinh thiét chiém
15%. Nhoém md 1an dau c6 ty 1é cat gan toan bo 1a 30% va cat mot phan sinh thiét
chiém 6,7%. Muc do cat u giita 2 nhom cé su khac biét khong co y nghia thong ké
voip =0,08

3.3.9. Két qua 1am sang sau 1 thang: Ty 1¢ cai thién triéu ching va mét chiém 82%,
khéng cai thién chiém 12% va kém hon chiém 6%. Triéu ching noi tiét c6 tinh trang
suy tuyén yén mdi chiém 36%, suy tuyén yén nhu cii chiém 56% va c6 cai thién
chiém 8%. Ty 1€ dai nhat sau mé chiém 60% so véi 32% trude md.

Bing 3.28: Piém Karnofsky sau mé

Piém __ Trwée mo Sau mé 3 thang | Sau mo 6 thang
Karnofsky |Solwong |Tyl€ (%) So lwgng Tylé  So lwong [Ty I€

50 1 2,0 1 2,08 2 4,17

60 1 2,0 2 4,17 1 2,08

70 5 10,0 4 8,33 4 8,33

80 27 54,0 23 47,92 19 39,58

90 13 26,0 16 33,33 13 27,09

100 3 6,0 2 4,17 9 18,75

Tong 50 100,0 48 100,0 48 100,0

3.3.10. Bién chirng phiu thuit
Bing 3.29: Bién chirng sau mé
Bién chirng S6 lwgng bénh nhan Ty 1€ (%)

R0 dich ndo tuy 3 6,0
Chay méu nio that 3 3,0
Maiu tu ngoai mang cung 1 2,0
Mat ngiri 2 4,0
Ha natri mau 4 8,0
Tang natri mau 6 12,0
Viém mang nao 5 10,0
Ton thuong dudi doi 1 2,0
Tu vong 2 4,0

Nhin xét: Bién ching ro dich ndo tuy c6 3/50 (6%) trudng hop phai mé lai va ro, tir
vong 2/50 truong hop (4%), viém mang ndo chiém ty 18 10%, rdi loan dién giai gdom
tang va ha Natri chiém 20%. Trong d6 c6 1 bénh nhdn mau tu ngoai mang clng sau
md duoc ph?lu thuat léy mau ty sau md.
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Sau md ¢ 2/50 bénh nhan tr vong chiém 4,0%. Hai bénh nhan tr vong gém
mot truong hop tir vong sau mo 3 tudn do viém mang ndo. Mot truong hop tir vong
do chay méu ndo thit sau mo gy gidn ndo that, bénh nhan dugc dan luu nio thit 6
bung nhung khong hiéu qua, bénh nhin tir vong sau 2 ngay phau thuat.

3.3.11. Theo déi sau mo: Triéu ching dai nhat giam tir 60% sau mo 1 thang xuéng
con 25% sau 6 thang. Ty 18 suy tuyén yén sau mo 1 thang va 6 thang 1a 75% va
77,08%. Ty 18 r6i loai tim than 1a 2,08%, 6,25% va 4,17% sau mo 1 thang, 3 thang
va trén 6 thang.

3.3.12. Theo déi sau 12 thang: Sau mo6 trén 12 thang, ty 1¢ bénh nhan cé u tai phat
13 10,42%, c6 8,33% sb bénh nhan phai ph?lu thuat lai. Co6 1 bénh nhan tir vong sau
20 thang do khéi u tai phat trd lai.

Chwong 4: BAN LUAN

4.1 Pic diém chung ciia ddi twong nghién ciru
4.1.1 Pic diém 1am sang

Tir thang 6 nam 2013 dén thang 12 nam 2015 c¢6 50 bénh nhan u so hau dugc
diéu tri ph?lu thuat ndi soi qua duong miii tai Bénh vién Viét Buc du tiéu chuin
nghién ctru. Trong d6, ty 1& nam/nit 1a 34/16 bénh nhan (2,125 1an). Nhém ngudi 16n
(16 - 60) pho bién nhét voi 72,0%, tré em (<16) chiém 22% va nguoi cao tudi chiém
6%. Theo bao cao cac tic gia Bunin (1998), Oskouian (2006), Phan Trung Dong
(2014) thi ty 1& mic u so hau khong c6 su khac biét vé gidi.

Trong nghién ctru ctia chung t61 c6 11/50 (22%) bénh nhén tré em, bénh nhan
nho tudi nhat 1 6 tudi cho thay phiu thuat ndi soi u so hau nhom tré em ciing chiém
ty 18 twong dbi cao va hoan toan c6 thé thuc hién ¢ nhimg tré rat nho. Theo cac tac
gia Zada (2010), Elliot (2010) thi nhiing tré nho thi ciing c6 thé phau thuat qua
duong miii nhung véi dung cu chuyén biét, tuy kho khin do phau thuong hep nhung
cling c6 nhiing thuan loi nhat dinh nhu xuong tré thuong mém nén dudng vao ciing
dé dang hon.

Ty 1¢ bénh nhan phiu thuat 1an dau chlem 60%. Nhom c6 tién st phau thuat u
s0 hau truéc d6 chiém 40%, trong do chu yéu 1a phiu thuat qua dudong mo nap SO,
chi ¢4 1 bénh nhan dugc md cii qua dudong mili xoang buém. Trong nhom md lai
thi c6 14/20 bénh nhan mo cii 1 1an, 5/20 bénh nhan mo cii 2 1an va 1 bénh nhan
md cii 4 1an. Nhom bénh nhan mo lai thuong la nhiing khdi u so hau tai phat hodc
phan u so hau con lai sau phiu thuat khong thé cat hét khdi u. Nghién ctru cia
Cavallo (2014) trén 103 bénh nhan dugc phiu thut u so hau qua dudng mili c6
28,2% bénh nhan da ting phau thuat u so hau trude do, trong do c6 2 bénh nhan
da ting phau thuat qua xoang budm. Nghién ctru ctia Koutourousiou (2013) phau
thuat 64 bénh nhan u so hau qua dudng miii c6 17/64 (26,6%) bénh nhan duogc
phau thuit u so hau trude do, ¢6 5 bénh nhan da duoc phau thuat cii qua dudng
mili xoang budm.

Nghién ctru ndy cho thay ty 1& co ton thuong thi luc 1a 74%. C6 84,0% sb
truong hop c6 khuyét thi truong. Chi 1 bénh nhan chiém 2% sé truong hop c6 liét
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day than kinh van nhén. Nhiing két qua nay ciing phu hop véi két qua nghién ctru
cia Yamada vdi 67,8% s0 bénh nhan c6 anh hudng thi lyc trudc mo. Nghién ctru
ctia Kim va cs (2011) c6 17/18 bénh nhan phau thuat qua duong mili xoang budm co
t6n thuong thi lyc.

Trong nghién ctru cd 70% s6 bénh nhén c6 roi loan ndi tiét. Ket qua nay phu
hop voi nhimg nhén dinh cia mot sO tac gia trén thé gidi khi cho rang réi loan noi
tiét 1a mot trong nhiing tridu ching 1am sang pho bién & bénh nhan u so hau. Nghién
ctru cing cho thay chi 10/50 (20%) sb bénh nhan c6 cham phat trién thé chat. O tré
em, thleu hut GH dan dén giam phat trién chiéu cao. Giam phat trién co bap va ting
phat trién xuwong ciing c6 thé xay ra.

Mac du khong phai 1a kha pho bién, d4i thao nhat cing 1a mot triéu ching biéu
hién thuong gap, xay ra 0 12% dén 32% bénh nhan. Két qua nghién clru cta chung
to1 cling cho thay triéu chtng nay gap & 32,0% sd bénh nhén trudc mo.

4.1.2 Pic diém hinh anh

Vi tri, kich thwéc khéi u: Dya trén hinh anh phim chup cit 16p vi tinh va cong
huong tir c6 thé danh gia duoc vi tri, do kich thudc va xac dinh méi lién quan véi
cac cau trac mach mau, than kinh va cac cdu tric quan trong khac xung quanh khéi
u so hau. Trong nghién ctru nay, dua vao hinh anh hoc, chiing t6i xac dinh vi tri khoi
u, sau do dya vao phan loai ciia Kassam (2008) dé Xép loai khéi u dwa theo truc doc
lién quan voi phéu tuyén yén trong d6 Kassam I chiém ty 18 10%, Kassam II 1a 40%
va Kassam III chiém 50%. Nhu vay, dbi tuong trong nghién ciru nay da s6 1a khéi u
& vi tri kho khan phau thuat 1a Kassam II, IIT chiém ti 90%. Kich thudc khéi u (do
theo dudng kinh 16n nhat) cho thay hau hét 1a khdi u c¢6 kich thude trén 2 cm chiém
94%, trong d6 khdi u trén 4 cm chiém toi 40%. Piéu nay cho thay nhém ddi twong
trong nghién ctru hau hét 1a nhimg khéi u 16n, phat hién mudn khi di co triéu ching
1am sang dién hinh nén viéc phau thuat cit bo khdi u déu c6 kho khin nhét dinh cho
phau thuat vién.

Nghién ctru ctia Cavallo va cong su (2014) phau thuat noi soi qua dudng mii
cho 103 bénh nhan u so hau c6 43,7% khoi u c6 kich thuéc nhé hon 3em va 56,3%
khéi u o kich thudc trén 3 cm; trong d6 ¢ 18,5% khéi u ving hd yén, 33% khdi u
vung trén yén nhung con dudi hoanh yén va 48,5% khdi u ving trén yén xam lan 1én
trén hoanh yén. Nghién ctru ctia Koutourousiou (2013) phau thuét noi soi cho 64
truong hop u so hau c¢é 60,1% khdi u nam trén yén va 32,8% khéi u trén yén co xam
lan vao nao that ba.

Nghién ctru ciia Yamada (2010) phau thuat 90 bénh nhan u so hau qua dudng
mili xoang budm cé 21,1% khéi u nhé hon 2 cm, 68,9% khéi u tir 2 — 4cm va 10%
khéi u co kich thudc trén 4 cm. Ciing trong nghién ctru nay c6 12,2% khéi u nam
trong ho yén, 25,6% khdi u nam trén yén nhung duéi hoanh yén va 62,2% khéi u
ving trén yén phat trién 1én trén hoanh yén.

Tinh chét khoi u: Trong nhom nghién ciru chung t6i gip tat ca cac dang hinh anh
cta khéi u, trong d6 hau hét khdi u hdn hop gdm ca phan dic va phan nang chiém ty
1 70%, khoi dang nang don thuan 22% va dang dac don thuan chi chiém 8%, tuong
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g cho thay dic diém tin hiéu trén phim cong hudng tir ca trén T1 va T2 déu c6 tin
hiéu hdn hop chiém 74%. Cung véi ty 1¢ ¢ canxi hod chiém t&i 74%. U so hau
thuong khong ¢ phi ndo quanh khdi u chiém 88% va 100% khéi u c6 ngdm thube
d6i quang tir dang hinh nét (72%) hodc hinh vong (14%).

Ty 18 gidn ndo that do khoi u so hau chén ép gay & dich chiém ty 18 24%. Pay 1a sd
bénh nhan can phai can thiép som, co thé phai phau thuat cap ctru dan luu ndo that
neu tinh trang tang ap luc ndi so gay nguy hiém tinh mang cho bénh nhan. Do vi tri
gan san ndo that ba, u so hau c6 xu hudng gay ra ndo ung thuy va tang ap lyc ndi so.
Néo ung thuy c6 thé xay ra nhu 1a két qua cua su tic ngh@n truc tiép boi khoi u. Ty
1¢ mac néo ung thuy trude mo theo Elliott (2011) tir 5,1% dén 41,7%. Komotar bao
cao ty I¢ tuong Ung mic ndo ung thay 1a 10,1% dén 15,8%, trong cac nhém nghién
clru ma tac gia tong hop. Tuy nhién sy khac biét nay khong c6 y nghia thong ké.

4.2 Ban luin vé phwong phap phiu thuit ndi soi qua dwong miii xoang buém
4.2.1 Ban luan vé duwong mo ndi soi

Puong mé duge ching toi 4p dung 13 ndi soi qua mili xoang budm, trong dd
mo xoang budm don thuan chiém 34% ap dung cho nhiing khdi u xam kich thuéc
vira va nho nam khu tri hd yén, dudi hoanh yén hoic nam dudi san hd yén, trong
xoang buém (Kassam I, IT) . Puong md xoang budém mé rong chiém 66% ap dung
cho nhiing khdi u so hau Kassam II, III véi kich thude 16n, xam 14n rong, lén cao
can mot dudng mé xuong rong rai mai co thé tiép can va co phau truong du dé phiu
tich cit bo khoi u.

Uu diém cua dudng mo ndi soi qua mili xoang buom la goc nhin rong, da
dang, can canh cho phép quan sat giai phau chinh xac hon. N6 cling cho phep tiép
can truc tlep dén khong gian sau tuyén yén, cuong tuyén yén va trong nao that ba
trong khi rat kho dé tiép can bing duong mo nap so. Trong thuc té, day la mot
phuong phap rat hiéu qua cho cac khdi u xam 14n vao ndo that ba vi c¢6 thé boc 16
hoan toan néo thét ba.

Sy d6ng thuan chung vé viéc st dung dudng md ndi soi qua miii xoang budm
tmg dung dbi v&i cac khéi u duong giita kich thudce vira phai, dic biét 1a xam lan
trong miii. Khdi u so hiu nam ¢ duong giita c6 kich thude 16n hon va c6 phan phat
trién 1én ving trén yén, ndo that ba van co thé duoc giai quyét thong qua mot cach
tiép can hoan toan bang ndi soi, nhung v4i nguy co cao hon vé ro dich nio tuy.

4.2.2 Ban luin vé ky thuit mé

Viéc dau tién trong dudng md qua mii 14 xac dinh cac cudn mii cé can tré
duong vao. Sau d6 xac dinh duoc 16 thong xoang budm 1a mbc giai phiu rat qua
trong dé tranh di lac duong. DPé boc 16 cac ngach budém sang, diéu quan trong 1a phai
mo rong khoang tréng bén trong miili. Py hodc di 1éch cac xodn miii dudi va gitta
sang hai bén, cai thién tiép can, quan sat, va khoang trong dé st dung dung cu bén
trong 6 miii. Gat cac cubén mii sang hai bén nén dugc thyc hién nhe nhang, duong
gdy cta cudn miii dudi cé thé mo rong dén éng mii 18 va 6 mat. Khi khoang tréng
duge tao ra, ndi soi c6 thé duoc dua vao va duoc dit gilra vach mii1 va cudn mii
giita cho phép quan sat rong rii ngach buém sang. C6 thé hitu ich trong mot sd
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truong hop viée cat bo cac cudn miii gitta va cubén mii trén, cit bo phan sau xuong
sang, néu c6 nhu cdu dé mé rong sang hai bén xuong budém va thanh bén cua 6 mat.
Trong nhiéu trudng hop dudng vao mui kho khan nhu 16 mili nhé (tré em), cubn mili
phi dai hodc nhiing kh01 u 16n can c6 khong gian dua dung cu cing nhu can goc nhin
rong thi c6 thé cat cudng miii mot bén hodc 2 bén. Trong s6 nhitng bénh nhan trong
nghién cua chiing t6i ¢6 14/50 (28%) bénh nhén phai cat cuon giira bén phai, trong d6
7/11 tré em va 7/39 nguoi 16n do cudn miii phi dai gay hep duong vao phau thuat.

U so hau thuong lién quan dén khong gian trén yén nén viéc cat bo thudng giy
ra r0 dich ndo tay trong md. Tai tao nén so voi mot vat vach miii c6 mach mau
thuong can thiét & ngan chin ro dich nio tiy hau phau va viém mang no. Trong
nghién ctiru ching t61 dé st dung (36/50) 72% s6 bénh nhan duoc tao vat vach mili
c6 cudng mach nudi dé dong nén so.

Kho khan thuong gip cua chung t6i khi méi bat dau thuc hién phau thuét noi
soi st dung dudng xoang buém mé rong 1a viéc xac dinh cac mdc giai phau: 16i
dong mach canh, 16i than kinh thi giac nén viéc ndm chic vi tri cac mdc giai phau 1a
cuc ky quan trong, cung voi su dung hé théng dinh vi gitip phau thuat vién tu tin va
dam bao tinh chic chan, an toan. Kho khin nita thuong gip khi md mang cung 1a do
chay mau tir xoang tinh mach lién xoang hang hodc tir xoang hang khi mai xuong.
Khi gap truong hop nay can binh tinh cam mau bing céac vat licu cdm mau nhu
surgical ep cho dén khi cam mau, t6t hon ¢6 thé dung keo cam mau (Floseal), xac
dinh chic chan vi tri xoang lién hang d6t cAm méu bang dao ludng cuc.

Trong s6 50 bénh nhan ching toi xac dinh rd mbc dong mach canh theo giai
phau 66%, con lai 34% khong chic chan phai dung hé thong dinh vi dé xac dinh.
Trong khi d6 xac dinh dugc xoang tinh mach lién hang 27/50 (54%), sé khong xac
dinh dugc do khéi u xan 14n gy tic xoang hoic giy chén ép khong nhin rd. Khi mé
mang ctng chay mau vi tri nay co6 11/50 (22%) chay mau phai dung dén vat liéu
cam mau (Floseal).

4.2.3 Khé khin trong mo ndi soi

Pau tién, phuong phap ndi soi c6 thé kho khan dé tién hanh & tré em véi cac
xoang xwong budm chua hinh thanh va hd yén nhé 1am cho viéc ludn dng ndi soi qua
xoang budm rat khé khin va han ché khong gian dé dung cac dung cu phiu thut.

Chay mau ciing 1a mot nhugc diém, c6 thé lam mat tim nhin cta phiu thuét
vién trong mot khong gian chat hep ma tinh co dong cua dung cu phau thuat khong
glong v6i md vi phau. Kha ning linh hoat cia phau thuat noi soi 1a mot van dé khi
dao ddt ludng cuc (bipolar) kho khan di chuyen dé cam mau & cac goc nho. Ngoai ra
vién di chuyen dung cu ciing dé lam ton thuong niém mac mii hon so voi mé vi
phau néu thuét vién chua co kinh nghiém phau thuat noi soi.

Mot nhuoc diém trong mo ndi soi qua mui la doi hoi hai bac si phau thuat
chuyén nghiép vé noi soi va nén so co thoi glan mo va lam viéc hop tac t6t voi nhau.
R0 dich ndo tuy van 1a mot trong nhirng han ché chinh cta mo ndi soi m& rong cho u
so hau; ty 1¢ 10 DNT trong nhiéu nghién ctru da dugc ghi nhan 1a 16n hon so véi md
nap so. Trong dudng mod xoang budm mé rong, khoang dudi nhén duge boc 16 qua
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16 mang cung rong, lam cho nguy co 10 dich néo tuy la cao hon cach tiép can qua
xoang budm thong thuong. Mot s6 nghién ctru héi ctru bao cao ty 1& ro ri dich ndo
tay tir 20% dén 30%, va mot sd di bao cdo ty 1é cao 58%.

Chung t61 st dung bang phan loai ro dich nado tuy, mirc do mo nén so dua theo
phan loai ctia Esposito (2007), chu yéu 1a mac do mo so do rong nhat (46 3: chiém
68%), va do 2 chiém 18%. Do khéi u so hau cha yéu nam ving trén yén nén dé tiép
can duoc khdi y hau hét phai mo rong nén so, m& man nhén qua hoanh yén moi cat
duge khoi u. Khi dong nén so st dung két hop nhiéu phuong tién, nhu sir dung vat
vach mili ¢6 cudng mach nudi (68%), st dung m& bung, can dui (80%), sitr dung
manh ghép xuong lay tir vach mili (36%), sir dung keo sinh hoc (76%).

K§ thuat tai tao nén so da duoc phat trién theo thoi gian dé giai quyét rdo DNT.
Lép niém mac hodc xuwong don gian di duogc thay thé bang tai tao phirc tap hon bao
gdm 16p can phu, xwong, vat vach mili, véi két qua ro DNT it hon trong cac nghién
ctru mé1 hon.

Trong cac bao cdo gan dy vé cat bo u so hau qua mil, ti 16 rd DNT chi & mic 0
dén 4% da dugc bao cio. Phau truong hep va thiéu quan sat ba chiéu da gay kho khin
cho viéc tao hinh mang ctimg bang can mac dui hogc vat liéu thay thé mang ctng.

Bén canh khong gian lam viéc chat choi va thiéu thiét bi thich hop, ty 1& 1o
DNT cao con lién quan mot sd yéu té khac, bao gdm dong chay dich néo tuy cao va
ham lugng protein trong dich cta u so hau, bénh nhan c6 thé di diéu trj bang xa tri
trude do, 16 mo _mang cung 16n, khéi u 16n, md bé day va nio that.

4.3 Ban luén vé két qua phiu thuat

4.3.1 Két qua lay u
Bing 4.1: Phdu thudt ngi soi cit u soi hau qua dwong miii ciia cdc nghién ciru
trén thé gidi.

Tac gia S6 lwong Cit toan Cit gin Cit mot

(Nam) bénh nhan bo toan b phan
Frank va cs (2006) 10 7 (70%) 2 (20%) 1 (10%)
De Divitiis va cs (2007) 10 7 (70%) 2 (20%) 1 (10%)
Gardner va cs (2008) 16 8 (50%) 4 (25%) 4 (25%)
Fetami va cs (2009) 18 11 (61,1%) 6 (33%) 1 (5,9%)
Jane va cs (2010) 12 10 (83,3%) | 2 (16,7%) 0
Leng va cs (2011) 23 17 (73,9%) | 6 (26,7%) 0
Koutourousiou (2013) 64 24 (37,5%) | 22 (34,4%) | 18(28,1%)
Cavallo va cs (2014) 103 71 (68,9%) | 26 (25,2%) 6 (5,8%)
Nghién ctru nay (2017) 50 26 (52%) 19 (38%) 5 (10%)
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Nghién ctru gan day véi sd luong bénh nhan 16n 13 ciia Koutourousiou (2013)
thi ty 18 cat bo toan bo khdi u chi chiém 37,5%, va cat gan toan bo chiém 34,4%, ty
1¢ chi cat dugc mot phan khéi u chiém 28,1%. Nghién ctru cé sé luong bénh nhan
16n nhat 13 cia Cavallo va cong sy (2014) v6i 103 bénh nhan cho thay ty 1¢ cat toan
bd khéi u chiém 68,9%, cit gan toan bdi khéi u chiém 25,2% va cit mot phan khdi u
chiém 5,8%.

Komotar va cdng sy da xem lai cac bao cdo da cong bd va so sanh cach tiép
can ndi soi xuyén xoang budm véi vi phau qua xoang budm va vi phau qua duong mo
nap so [4]. Tac gia da xac dinh dugc 88 nghién ciru v6i 3470 bénh nhan tir nim 1995
dén nam 2010 va thiy ring cac bénh nhan duoc diéu tri bang phuong phap ndi soi qua
xoang budm "cb ty 1& cat bo hoan toan” cao hon dang ké so véi phiu thuat qua duong
md nap so (66,9% so véi 48,3%, P <0,003. Mtic do cit bé khdi u phu thudc vao nhicu
yéu t6 nhu vj tri khéi u, kich thude khdi u, loai u so hau thé nhu hay thé men rang, muc
d6 xam l4n hay tinh chét cta khdi u, u so hiu mo lan dau hay tai phat.. .

Trong nghién ctru ching toi thay c6 su khac biét vé ty 18 cat bo khdi u giira
cac nhom khac nhau. Mic do cat bo khdi u c6 sy khac biét co y nghia thong ké
giita cac vi tri khéi u (p =0,02). Ty 1& cat bo thap nhat & nhoém khéi u nam tir
ving trén yén dén ndo that ba (Kassam III) chiém 28%. Trong khi d6 khdi u &
vung dé tiép can 1a ving xoang budém hd yén (Kassam I, II) ¢6 ty 18 cat bo toan
bo khdi u cao hon chiém ty 1¢ 1an luot 1a 80% va 75% (Bang 3.23).

Mic do cit bé khdi u con ¢6 sy khac biét gilta cac khdi u ¢o kich thude khéc
nhau (p = 0,03). Khéi u kich thuéc 16n hon 4 cm c6 ty 1& cat bo toan bd khoi u thap
nhat chi 25%, cat gan toan bo 13 55% va cit ban phan 1a 20%. Trong khi d6 khbi u
c6 kich thudc tir 2 - 4 cm ¢o ty 18 cat bo toan bd khdi u 70,4% va khdi u cé kich
thude nhé hon 2 cm c6 ty 18 cit bo toan bo khdi u chiém 66% (Bang 3.24).

Nghién ctru nay c6 ty 18 khdi u 16n ¢ vi tri kho 1a Kassam III chiém 50% va
kich thudc trén 4 cm chiém 40% v&i mitc d cat bo toan bo khéi u thap nén két qua
chung toan bd nghién ctru co ty 18 cat bo toan bo khdi u chi chiém 52%.

Khéi u so hau thé nha cé ty 1¢ cat bo khdi u cao chiém 81,8% so véi u so hau
thé men ring cat bo toan bdi khdi u 43,6%. Ty 1é nay khong co y nghia thong ké véi
p =0,07. Tuy nhién trong nghién ctru ty 1¢ u so hau thé nhu chi chiém ty 1& thap 22%
50 vOi 78% la u so hau thé men ring (bang 3.22).

Murc d6 cit bo khdi u khong phu thudc vao do tudi, tinh chét, hinh dang khéi u
dang nang, dang dic hay dang hon hop véi p > 0,05 (bang 3.21, 3.25)

Tuy nhién chung t6i nhan thdy véi nhimng khéi u dang nang thi ty 1¢ cat bo toan
b6 khdi u chiém ty 18 cao 9/11 bénh nhan (81,8%) do nhiing khéi u nay sau khi hat
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dich trong nang sé& c6 phiu truong rong rai va qua trinh phau tich tach phdi u khéi cac
cau trac xung quanh kha dé dang né viéc cit bo toan bd khdi u kha thuan loi.

4.3.2 Két qua 1am sang

Két qua vé thi giac: Trong nghién ctru ndy ty 1¢ cai thién thi giac chiém 82%,
khong cai thién chiém 12% va thi luc kém hon hodc mét thi luc sau phﬁu thuat
chiém 6%. Lién quan dén két qua thi lyc cho thay két qua cai thién tot hon trong cc
nhom phau thuat noi soi qua dudng mili so voi nhém phau thuat bang dudng mé nap
s0. Trong phan tich tong hop Komotar va cong su (2012) nhom phiu thuat u so hau
ndi soi qua dudng mili cho thay ty 1& twong (mg ciia cai thién thi giac 1a 56,2% va
suy giam 1a 1,7%. Theo Koutourousiou (2014), cac tai liéu duoc cong bd da cho
thay ring phau thuat mé nip so thudng co cai thién kém hon so véi phiu thuat
xuyén budm, trong d6 & nhoém phau thuat nodi soi qua dudng miii cé thi luc cai
thién ¢ 86,4%, chi v&1 mot truong hop bi ton thuong sau mb (1,5%).

Elliott va cs (2011) so sanh, phan tich vé loat phiu thuat ndi soi qua mii thdy su cai
thién tinh trang thi giac & 85,5% bénh nhan co ton thuong trudce md (106 /124), va
chi ¢4 2,3% s6 bénh nhan bi ton thuong méi vé thi luc hodc thi trudng sau khi diéu
tri (8 /352). Elliott ciing tng hd cach tiép can ndi soi qua xoang budém nhu la
phuong phap hiéu qua va an toan cho cac thuong ton gy suy giam thi lyc do chén
ép cac day than kinh thi giac va giao thoa thi giac.

Bing 4.2: So sdnh két qud thi gidc sau phdu thudt u so hiu qua dwong miii xoang

buwom

Tac gia S6 lwong | Cii thién Khong Kém hon

(Nim) bénh nhan | thi gidc thay doi (%)
Frank va cs (2006) 10 %5 55 0
De Divitiis va cs (2007) 10 71 29 0
Gardner va cs (2008) 16 93 7 0
Fetami va cs (2009) 18 61,1 38,9 0
Jane va cs (2010) 12 78 22 0
Leng va cs (2011) 23 77 18,7 4,3
Koutourousiou (2013) 64 86,4 12,1 1,5
Cavallo va cs (2014) 103 74,7 22,8 2,5
Nghién ctru nay (2017) 50 82,0 12,0 6,0
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Két qua ndi tiét: Két qua trong nhém nghién ctru chung toi thay ty 1é suy tuyén yén
moi sau md chiém 36%, ty 1¢ cai thién hon truéc mo chi chiém 8% va dai nhat vinh
vién sau mo chiém 60% so véi trudc mo chi cé 32% dai nhat. Chung t6i thay rang
ban chét cta khoi u so hau di gdy suy tuyén yén trudc mé téi 70% nén viée diéu tri
noi tiét véi u so hau 1a bit budc. Chi c6 8% s bénh nhan cai thién tridu ching noi
tiét khong phai dung hormone thay thé sau mo 14 con sb cho thay viéc can thiét phai
diéu tri ndi tiét voi tat ca bénh nhan u so hau.

Chon lya gitra cat bo khoi u va bao tdn chire nang noi tiét 1a thach thac dit ra
cho cac phau thuat vién. Céc tac gia cho rang nén cd gang cat bo hoan toan khdi u,
tham chi néu viéc cat bo toan b khdi u giy ra suy tuyén yén toan bd va phai thay
thé hormone nhung can xem xét co thé dé lai phan khéi u dd xAm nhap vao thanh
ctia ving dudi d6i khong thé boc tach.

Mot s tac gia cho réng, chia khoa dé xem xét mic do cit bé khdi u 1a tinh
trang bénh ndi tiét va vi tri caa cuéng tuyén yén. Nhin chung, ddi v4i bénh nhan
khong co roi loan ndi tiét trude ph?lu thuat hoac chi mot hormone tuyén yén va
cudng yén xac dinh rd trén cong hudng tir, can nén nd luc bao ton cudbng yén va cac
cau trac ha doi tuyén yén. Tuy nhién, & nhiing bénh nhan cé dai thao nhat trudc
phau thuét hodc co thém rdi loan chirc ning tuyén yén, ¢ ging toi da dé loai bo
khéi u c¢6 thé dugc xem la hop 1y vi nhiing r6i loan ndi tiét thuong s& khong thé
phuc hoi. Trong mét sb trudng hop, dé lai mot phan khéi u dinh doc theo cudng
tuyén yén dé bao vé chirc nang noi tiét va ving dudi d6i sau moé néu khong thé phiu
tich 1ay bo [111].

Céc bao cdo cho thiy rdi loan chirc ning méi cua tuyén yén trong khoang mot

phan ba sb bénh nhan. Tuy nhién, Komotar va cong su bao cdo ty 1¢ suy tuyén yén
moi tir phan tich tong hop 1a 48,1% trong nhém mo dudng mé nap so va 47,1%
trong nhom phau thuét nodi soi qua dudng miii. Suy giam hormone ndi tiét trude khi
mo 13 twong ddi phd bién, va phuc hdi ndi yén sau mé 13 twong ddi hiém.
Pai thao nhat: 13 mot trong nhitng bién ching thudng gip nhét sau phau thuat diéu
tri u so hau. Theo bao cdo clia mot sb loat nghién ctru thi ty 18 dai thao nhat sau phiu
thuat cao gan nhu 100% [112],[113]. Nghién ciru ctia ching t6i gip 30/50 (60%) sb
bénh nhan c6 di thao nhat sau mo so véi trude mo chi 1a 32% (bang 3.4, 3.27).

Bao cao ty 18 vé dai thao nhat sau md trong cac nghién ciru vé phau thuat u so
hau thay doi trong cac nghién ctiru khac nhau tir it gip dén phd bién gip.

Bao c4o cua Elliott (2011) cho thay ty 18 déi théo nhat thip hon & nhém phau thuat
qua duong miii xoang budm (36%) so voi phau thuat qua dudng mo nap so (69%) . Giai
thich cho két qua ndy c6 thé do su cai thién quan sat tuyén yén va cudng yén trong phau
thuat ndi soi qua dudng mili tot hon so voi dudng md nép so.
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Trong phan tich tong hop ctia Komotar va cong su cho thiy ty 1& dai nhat vinh vién 1a
54,8% trong loat xuyén so va 27,7% trong nhom phau thuat noi soi qua dudng miii [4].
4.3.3 Ban luan vé bién chirng: Trong nhém bénh nhan chiing t6i da gap hau hét cac
bién chung tir nhe dén nang nhu mat ngli (4%), ton thuong thi gidc (6%), ro dich
nao tuy (6%), viém mang nao (10%), mau tu ngoai mang cung(2%), chay mau nao
that (6%), tham chi tir vong lién quan dén phau thuat (4%) (bang 3.29).

Bién chirng mach mdu: Ching t6i gip 1 truong hop bién chimg mach mau trong
mo do ton thuong nhanh bén déng mach canh giy chay mau nhiéu trén 1 lit trong
mo khong thé cam duoc, do d6 chung toi da quyét dinh md so dé cAm mau va lay
mau tu. Trong nhém nghién ctu c6 3 trudng hop chay mau ndo thit sau md, 1
truong hop gy gidn ndo that duoc din luu ndo that ra ngoai nhung bénh nhan tir
vong sau 2 ngay. C6 2 truong hop chay mau ndo that III mirc do it chung tdi xéac
dinh ¢6 thé mau chay dong lai trong quéa trinh phﬁu thuat nén diéu tri ndi khoa on
dinh. Nhitng bién chirng mach méu trong phau thuét u so hau c6 thé bao gdm ton
thuong bat ky mach ndi so quan trong nao hodc cadc nhanh cta no, cu thé 1a cac dong
mach canh trong, ndo gitra va trudc, dong mach thong sau, dong mach nao sau, va
than nén. Vé&i xu hudng cta u s hau c6 thé boc léy hoac dinh vao cac mach 16n va
nho, do d6 xac dinh can than va boc tich khdi u ra khoi mach mau 13 mot trong
nhiing thach thirc chinh ciia phau thuét u so hau. Quand luc dé loai bo vo u tir cac mach
16n, hodc ton thuong v ¥ dén cac mach nho hon nhu dong yén trén, dong mach tudi
mau cho giao thoa va tuyén yén, c6 thé giy ra hau qua nghiém trong. Trong nhiéu truong
hop, voi khdi u dic dinh vao nhitng mach mau, phuong phap tét nhat thuong 1a chap
nhan cit bo khong hoan toan dé tranh ton thwong mach mau 16n.

Bién chirng thi giac: Trong nghién ctru c6 3 trudng hop (6%) ton thuong thi luc
kém hon sau phau thuat, trong d6 c6 1 truong hop xac dinh duge ton thuong giao
thoa thi gidc trong mo. Trong nghién ctru ciing gip 1 truong hop (2%) liét day III
gy sup mi sau md do khéi u 16n dinh vao day III nén khi phau tich co thé gy ton
thuong sau mo. Roi loan thi giac 1a nhitng biéu hién trong da sb cac trudng hop u so
hau & nguoi 10n, chiém t&i 80% cua céc tridu chimg xuat hién ban dau [117]. Do do,
mot trong nhitng muc tiéu chinh cta phau thuat 1a dé giai ép va bao vé cac cau tric
thi gidc. Trong khi cai thién cdc triéu ching thi luc trong phan 16n cac trudng hop,
mot s6 lugng dang ké bénh nhan bi suy giam thi luc nhu 13 hau qua cua su can thiép
phau thuat. Pay c6 thé 1a mot trong nhiing hau qua nghiém trong nhat, dic biét 1a
doi voi nhiing bénh nhan c6 thi lyc binh thudng truéc phau thuat. Giam thi luc co
thé phat sinh tir chan thuong truc tiép trong phau thuit, bao gdm ca luc kéo manh va
dbt, cling nhu tir thiéu mau cuc bd. Thiéu mau thudng xay ra khi cb ging boc tach
khéi u ra khoi giao thoa va thuong xuét hién ngay sau khi md. Mat thi giac chim
cling c6 thé xay ra va thuong 1a két qua ctia chén ép do mau tu sau phau thut nhung
cling c6 thé phat sinh tir co thit mach. Kinh nghiém ruat ra khi phau thuat u so hau
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bang noi soi qua miii thay khéi u chti yéu & vi tri sau giao thoa. Huéng phat trién
thudng xuyén cia u so hau diy giao thoa vao vi tri trudc cudng yén hodc 1én
trén tao ra mot hanh lang phiu thuit gitta giao thoa va tuyén yén ly tuéng cho
duong md nay.

Maic du tuong ddi hiém, liét van nhin cling co thé xdy ra nhu la mot bién

chting cua phau thuat cat bo khéi u qua xoang budm, dic biét 1a voi nhitng khdi u so
hau xam lan vao xoang hang hoic vao khong gian dudi nhén hai bén bé canh thi. Shi
va Wang bao cao mot ty 1€ 2,7% cua 1i€t van nhan méi & 303 bénh nhan trai qua
phau thuét u so hau bang dudng mo nip so, mic du chi cd6 mot trong s6 nay (1%) 1a
vinh vién. Nhin chung, ty 1¢ liét van nhan m&i trong loat u so hau 1 it hon mot phén
tram.
Bién chirng ndi tiét: Ching toi gap réi loan noi tiét xay ra hau hét ¢ bénh nhan sau
mb béng nhiéu hinh thirc nhu suy gidm hormone, r6i loan dién gidi, dai thao nhat.
Trong nghién ciru ¢6 70% bénh nhan cb suy tuyén yén trudéc mo, sau md ty 1é suy
tuyén yén mai chiém 36%, dai nhat chiém 60% so véi 32% c6 biéu hién trudec md
va cac r6i loan vé natri mau tam thoi chiém 20%. Mic du nhitng ton thuong thudng
xay ra tir nhitng thao tac phau thuat truc tiép, cling c6 thé phat sinh tir chiay mau sau
md hodc thiéu mau cuc bd. Mot sd tac gid cho rﬁng muc d6 rdi loan nodi tiét nén
duoc chap nhan nhu 1a mot di chung gan nhu pho bién dé diéu trji u so hau. Trong
giai doan hau phﬁu s6m, hai thiéu hut noi tiét td quan trong phai dugc theo doi can
than l1a dai thdo nhat va suy thugng than.

Nghién ciru xac dinh dugc mot truong hop ton thuong 1am sang dién hinh t6n
thuong vung dudi d6i sau phau thuat biéu hién béo phi véi ching an kho kiém soat.
Trong nghién ctru cua Elliott va cong su két luan réng vi tri khdi u tai thoi diém
chan doan 1a yéu té du bdo quan trong nhat vé nguy co ton thwong ving dudi
ddi ca trudce va sau khi phau thudt, tac giai cho rang ton thuong ving dudi doi 1a
hau qua cua su xam lan ctia khdi u voi céc thanh cta ndo that ba, chir khong bi
1¢ thudc vao cac phuong phap ph?lu thuat dugc lua chon. Qua nd luc dé loai bé
cac khoi u dinh vao ving dudi doi gy nguy co cao rdi loan chtic ning ving
dudi doi vinh vién. Pé lai vo cta khoi u doc theo ving dudi doi co thé 1a su
chon lya tot nhat dé tranh bién ching nghiém trong nay.

Ro dich ndo tuy: Trong nghién ctru c6 3 trudong hop (6%) ro dich ndo tuy, hai
truong hop mo lai v ro thanh céng, mot truong hop ro dich ndo tuy gy viém mang
nao bénh nhan tr vong do s6¢ nhiém khuan. Chung t61 nhan théy, st dung vat vach
mili ¢6 cubng mach nudi ciing véi dong nhiéu 16p, diéu tri khang sinh pho rong sau
md, dinh dudng tdt, tranh 1lam tang ap luc nd1 so sau ph?lu thuat, trong nhiéu truong
hop nén dit dan luu din luu dich ndo tuy thit lung 13 cac bién phap hiéu qua dé
giam bién ching ro dich ndo tuy. Trong mot phan tich tong hop Komotar bao cao ty
1€ cua 10 ri dich ndo tuy sau md u so hau 13 2,6% & duong mb mé nép s0, 9,0% o
duong mo qua xoang budm bang vi phdu va 18,4% cho phau thuat qua miii xoang
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budm bﬁng nodi soi. Bang cach so sanh, Elliott bao co ty 1é 1o ri dich ndo tiy 9,4%
sau phau thudt qua xoang buém bang noi soi. Trong mot 50 sanh tryc tlep ctia phau
thuat u so hau qua xoang buém bang ndi s01 va duong mo trén 6 mat, Fatemi bao
c40 mot ty 1& cao hon ro dich ndo tuy trong md ndi soi qua xoang budm (16% so voéi
0% qua 6 mat).

Tuy nhién, vdi su phat trién cua k¥ thuat, cac ph?lu thuat vién kinh nghiém da
c6 thanh cong dang ké, ca trong viéc giam ty 1& ro ri va diéu tri khi ro dich ndo tuy
xay ra bang cac k¥ thuat tai tao nhu dung xuwong va 16p can phit nén so dén cac ki
thuat dong nén so nhiéu 16p bang cac vat liéu tong hop, xwong, va xoay vat c6 cudng
mach nudi. Do d6, nhiéu bao cdo gan diy di bao cdo ty 1& ro DNT sau phau thuat
thép hon déng chi con tir 0-4%. Pac biét, sy ra do1 cua vat vach miii cé cuéng mach
nudi da 1a phuong phap quan trong trong viéc giam ty 18 ro ri dich ndo tay sau md.
Koutourousiou bao cdo rang ty 18 ro ri dich ndo tay sau mo giam tir 23,4% vdi cac
ky thuat tai tao ti€u chuan dén 10,6% véi vat cuéng vach miii. Eloy va cong su
chimg minh hiéu qua cua ky thuat st dung vat vach mili c¢6 cudng mach nuéi
trong viéc diéu trj ro dich ndo tuy sau ph?lu thuat, vo1 mot ty 1€ md lai 0%.

Viém mang nio: Trong nghién ctru chiing t6i gap 5 trudng hop (10%) cé biéu hién
viém mang ndo sau mo, trong d6 1 trudng hop tir vong dén vién trong tinh trang sdc
nhiém khuén, cac truong hop con lai diéu tri noi khoa khoi hoan toan. Kotomarbao
cao ty 1¢ viém mang nao do vi khuén 1a 2,3% cho nhom phﬁu thuat mo so va 5,1%
cho nhém phau thuat ndi soi qua dudng mili, nhung su khac biét khong c6 y nghia
thong ké [4]. Elliott bao cao mot ty 1¢ tong thé cua viém mang ndo 1a 2,9% trong
nhém phau thuat ndi soi qua dudng miii. Mot nghién ciru khac ctia Koutourousiou
cho thiy sau phau thuit u so hau ndi soi dudng mii ty 1& mic viém mang nio do vi
khuan cao dén 7,8%.

Tir vong lién quan dén phiu thuit: Trong nhém 50 bénh nhan dugc phiu thuat co
2 trudng hop tir vong lién qua dén phau thuat. Mot truong hop tir vong do sé¢ nhiém
khuan, mot trudng hop tir vong sau md do chay mau ndo that, bénh nhan dugc md
dan luu nio that nhung khong cai thién, bénh nhan tir vong sau 2 ngay.

Ty 16 tir vong lién quan dén phiu thuét u so hau di giam dang ké trong 50 nim
qua. Trong cac loat cic bao céo vé ty 18 tir vong ctia u so hau tir 1,7% dén 5,4%. Mot
s tac gia da bao cao nguy co tr vong thap hon trong phau thuit qua xoang budm so
voi du:ong mo mé nap so. Mot phan tich tong hop trén 2955 tré em duoc diéu tri
bang phau thuat qua duong mé so cho thay ty 18 tir vong phiu thuat 1a 0-12% voi
murc trung binh 2,6%. Bang cach so sanh, ciing bao céo nay cho thay ty 18 tir vong
chung 13 1,3% & nhiing bénh nhan phau thuit ndi soi qua xoang buém. Ty 1é tir vong
thuong do nguyén nhan nhiém trung, ton thuong ving duéi doi, ton thwong mach
mau .
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KET LUAN

1. Nhan xét phiu thuit ndi soi qua dwong miii xoang buém trong diéu tri u so hiu

° Pic diém chung ddi twong nghién ciu:

- PhAu thuat ndi soi diéu tri u so hau qua duong mii xoang buém trong nghién
ctru duoc tién hanh cho ca tré em va ngudi 16n tr 6 - 65 tudi, chi yéu 1a ngudi
truong thanh (72%), véi ty 16 nam/nir 1a 2,125. Phau thuat cling duoc thuc hién cho
nhitng bénh u so hau tai phat chiém 40%.

- Bénh nhén c6 ton thuong thi giac trudc mo 74%, suy tuyén yén trudc mod 70%
va dai thao nhat trudc mo 32%.

- Phau thuét nodi soi u so hau qua duong miii trong nghién ctru duogc chi dinh
cho khdi u xép loai Kassam L II, III véi ty 18 cao & nhat & nhom Kassam III (50%)
va Kassam II (40%). Chil yéu khéi u c6 kich thudc vira (2-4 cn) chiém 54% va kich
thudc 1én (>4cm) chiém 40%. Tinh chat khoi u dang hdn hop dic va nang chiém ty
1& cao nhét (70%). Bénh nhan gifn ndo that truéc mo chiém 24%.

° Pic diém phiu thuat

- Phu thuat ndi soi qua dudng miii duoc tién hanh véi 2 duong chinh 13 dudng
mo xoang budm mé rong ap dung cho nhimg khdi u ¢ kich thudc 16n xép loai
Kassam II, I1I v&i ty 18 66%, dudng md xoang budém don thuan ap dung cho nhiing
khéi u c6 kich thudc nhé, vi tri Kassam L, II, 11T véi ty 16 34%.

- Trong qua trinh phau thuat c6 28% bénh nhan phai cit cuén miii gitta, chay mau
khi m& mang cimg chiém 22%, tim dugc cudng tuyén yén trong mo chiém 42%.

- Mtrc d6 mé nén so 16n nhat do I chiém ty 1€ 68%, tuong trng phai st dung
cac vat liéu dong nén so 12 sir dung vat vach miii c6 cuéng mach nudi chiém 72%, st
dung vat li¢u ty than (m& bung, can dui) chiém 80%, st dung keo sinh hoc 76%, dan
luu dich nao tuy 18%.

- Chay mau trong mo kho cam do tai bién ton thuong mach mau phai mo so lay
mau tu cdm mau c6 1 bénh nhan (2%). Tai bién phau tich gdy ton thwong than kinh
thi giac trong mo6 c¢6 1 bénh nhan (2%)

- Thoi gian m6 trung binh 136,7 + 35,8 phut

2. Két qua phéu thuit u so hau biang phiu thuit ndi soi qua dwong miii xoang buém.
° Két qua giai phiu bénh: U so hau thé nha chiém 22%, chi gip ¢ ngudi 16n.
U s0 hau thé men bao chiém 78%, tat ca 11/11 tré em déu 1 u so hau thé men bao.
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o Két qua mire dj ldy u

- Phau thuat ndi soi qua dudng mili xoang budm diéu tri u so hau véi ty 18 13y toan
b6 khéi u chiém 52%, 14y gan toan bo chiém 38% va ldy mot phan chiém 10%. Mirc
d6 1ay hoan toan khéi u phy thudc vao vi tri va kich thudc khdi u. Mirc do 14y hoan
toan khdi u khong phu thudc vao tudi bénh nhan, tinh chat khdi u dang dac hay dang
nang, phan loai giai phau bénh khéi u. Khoi u tai phat co ty 1& lay bo toan bd khoi 1a
35% so voi khdi u so hau mo 1an dau dau c6 ty 1& 1ay bo toan bo khdi u 1a 63,3%.

° Két qua cai thién triéu chirng 1Am sang:

- Ty 1€ cai thién tri¢u ching thi giac chiém 82% nhung c6 6% bénh nhan thi luc
kém hon trude mo.

- Suy tuyén yén méi sau mo chiém 36%, chic nang noi tiét co cai thién hon
trudc mod chiém 8%. Pai thao nhat sau mo chiém 60% so vdi 32% c6 triéu ching dai
théo nhat trude mo.

e  Bién chirng sau mo

- Bién chimg sau mé gdp ro dich ndo tuy chiém 6%, viém mang ndo 10%, chay
mau ndo that 6%, mau tu ngodi mang cimg 2%, ton thuong dudi doi 2%, mat ngiri
vinh vién chiém 4%, ton thuong thi gidc 6%.

- T vong sau mo ¢6 2 bénh nhéan (4%): 1 bénh nhan do chay mau ndo that sau
mo va 1 bénh nhan s¢ nhiém tring do viém mang nio.

° Két qua sau 12 thang: theo doi tir 12 - 42 thang sau md: c6 5 trudng hop
(10,42) khéi u so hau tai phat, 4 truong hop (8,33%) phau thuat lai va 1 truong hop
tir vong méi do khéi u tai phat.
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INTRODUCTION

1. Statement

Craniopharyngiomas are rare, benign squamous epithelial tumors,
classified as grade I (WHO grade I), accounting for 3-4% of intracranial tumors,
which develop slowly, mostly in the hypophyseal fossa, suprasellar and
parasellar areas involving the pituitary gland and infundibulum. Although
defined as benign tumors, craniopharyngiomas often encroach and adhere to
the adjacent important structures, making complete resection and prevention
of tumor recurrance difficult. Up until now, surgery is the primary treatment
for craniopharyngiomas. Various approachs have been applied recently.
Endoscopic endonasal transsphenoidal surgery has been used in recent years
as a minimally invasive approach, has a high success and low complication rate.

In Vietnam, surgeries for craniopharyngiomas are mainly performed at a
few major neurosurgical centers, mostly by craniotomy, using microscopes.
Endoscopic  endonasal transsphenoidal surgery in treatment of
craniopharyngiomas has not been widely applied, and there are no report of
applying this method. Therefore, we conducted a study on " Endoscopic
endonasal transsphenoidal surgery in treatment of craniopharyngiomas " with
the following objectives:
1. Assessment of applying endoscopic endonasal transsphenoidal surgery in
treating craniopharyngiomas.
2. Evaluating the outcome of treating craniopharyngiomas by endoscopic
endonasal transsphenoidal approach.
2. Significance of the study

Craniopharyngioma is one of the most challenging intracranial tumors.
The main treatment for it is surgery but choosing approach and surgery
method has so far been discussed and still controversial. Endoscopic endonasal
transsphenoidal surgery and other minimally invasive surgeries in treating
craniopharyngioma is a progression and a new trend in modern neurosurgery.
In Vietnam, this method has not been applied widely, studied deeply and
completely. Therefore, a study of this topic is significant and meaningful for the
development for this speciality.
3. New contributions of the dissertation

This is a detailed and complete study of endoscopic endonasal
transsphenoidal surgery with clear indications for Kassam grade I, II, III
craniopharyngiomas. Simple transsphenoidal approach is for small tumors
located in the hypophyseal fossa and extended transsphenoidal approach is for
larger tumors, which have larger and higher invasion to the third ventricle.

The study also provided a method for cranial restructions with the use of
nasal wall pedical flaps, along with self-healing material, to reduce the
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incidence of cerebrospinal fluid leakage while operating tumors located in the
skull base. This dissertation showed outcomes of craniopharyngioma surgery
by using endoscopic endonasal transsphenoidal approach, accidents and
complications encountered during the surgery for surgeons to improve the
quality of treatment.
4. The structure of dissertation

The dissertation consists of 122 pages, opening 2 pages, document
overview 38 pages, object and method of research 18 page, result 27 page,
discussion 35 pages, conclusion 2 page. The dissertation has 34 tables, 9 charts,
31 figures and 135 references.

Chapter 1: DOCUMENTARY REVIEW

1.1 History of surgical treatment for craniopharyngiomas
1.1.1 In the world

In 1857, Zenker was the first to describe the craniopharyngioma .
Halstead (1909) was the first to remove a craniopharyngioma successful. In
1932, Harvey Cushing published his result with 92 craniopharyngeal tumor
cases, including 14 cases used transsphenoidal approach. Transsphenoidal
surgery has been widely applied since 1965 by Gerrard Guiet and Jules Hardy.
In 1980, Laws et al. reported a large series of resecting craniopharyngiomas
using endonasal transsphenoidal aprroach va extended transsphenoidal
approach with microscope.
1.1.2 In Vietnam

Previously, craniopharyngioma surgeries were performed mainly through
craniotomy at major centers such as Viet Duc Hospital and Cho Ray Hospital.
Endoscopic endonasal transsphenoidal surgery has been used recently for
pituitary tumors. In some cases, endoscope is used to reach the cystic
craniopharyngioma through nasal cavity.
1.1.3 Development of endoscopic endonasal transsphenoidal surgery in
treating craniopharyngiomas

Prior to the 1990s, transsphenoidal surgery utilized microscopes is used
for tumors of the pituitary gland and in hypophyseal fossa. In 1987, Weiss used
an enlarged transsphenoidal approach to perform surgery for other tumors
located in sellar and supraseller areas, such as meningiomas of the tuberculum
sellea and craniopharyngiomas . In 1997, Jho, Carau et al. from Pittsburgh
(USA) reported the first cases of utilizing a fully endoscopic transnasal
approach for 50 pituitary tumors, including one craniopharyngioma. They
pointed out the advantages of endoscopic surgery through the transnasal
transsphenoidal approach . Later, a lot of neurosurgeons have reported the first
craniopharyngeal tumors resections applied this approach, such as: Amin
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Kasssam (2004), Giorgio Frank (2006), de Divitis (2007). Kassam (2008)
provided an useful classification for endoscopic surgery based on the relative
position of the tumors to the infundibulum. In recent years, there have been
many reports of a large amount of craniopharyngiomas such as Koutousousiou
(2013), Cavallo (2014) ... have shown high success rates, low complications.

1.2 Incidence

Craniopharyngiomas account for 1 to 4% of brain tumors in adults and 5
to 10% of brain tumors children, concentrated in the 5 to 14 years old and 50
to 70 years old age groups. The prevalence of craniopharyngioma is about 1.34
/ 1 million people per year. There is no difference in incidence by sex and race.
1.3 Anatomy of the hypophyseal fossa and related structures

Craniopharyngiomas are derived from the relics of the Rathke pouch.
Tumors tend to develop from the superior part of the pituitary gland, the
pituitary stalk into the sellar and parasellar areas, which are closely related to
the pituitary gland,pituitary stalk, hypothalamus, optic nerves and the third
ventricle. Craniopharyngiomas are usually supplied blood from the perforating
branches of the internal carotid artery, anterior and posterior communicating
arteries, and anterior cerebral arteries. In order to perform the surgery, it is
important to have a thorough understanding of the anatomy and structures
which are complicated involved in this anterior skull base: the anatomy of the
nasal cavity, sphenoidal cavity , sphenoid bone and related structures,
suprasellar areas and the third ventricle.

1.3.1 Nasal cavity

The nasal cavity is located below the anterior and middle cranial fossa,
medial to the orbital cavity and maxillary sinuses, and above the hard palate.
The lateral wall of the nasal cavity usually has three turbinates: the superior,
middle and inferior nasal conchas, corresponding to the superior, middle and
inferior nasal meatus.

Application of pedicle nasal wall flaps

In cases the skull base required grafting to prevent cerebrospinal fluid
leakage, using pedicle flaps, usually the nasal wall flaps, is chosen. The flaps are
designed with the vascular pedicle from the sphenopalatine artery. The flat
incision starts at 0,5cm above the nasal floor, next to the sphenoidal ostium,
along the superior margin of the superior turbinate up to 1cm underneath the
cribriform plate.

The anterior margin of the flap is 1cm from the external nostrils and the
inferior margin is at the base of the medial nasal wall to the external nostrils.
1.3.2 Hypophyseal fossa and sphenoidal sinus anatomy

Sphenoidal sinuses are contained within the body of sphenoid bone, vary
in size, depending on age and individuals.It is usually divided into small cavities
by 1-3 split walls, these split walls rarely place in the middle of the cavity.



28

1.3.3 Related to the hypophyseal fossa

Hypophyseal fossa is the central depression of the sphenoidal bone where
the pituitary gland is located, which is anterior bounded by the tuberculum and
posterior bounded by the dorsum sellea. Tuberculum sellea is the slight bony
elevation linked hypophyseal fossa with the planum of sphenoid, between these
two structures is the chiasmatic groove where the optic nerve is located just
behind. Both lateral sides of the pituitary fossa have three clinoids: anterior,
midde and posterior clinoids. Hypophyseal fossa is closely related to the
important neurovascular structures in the cavernous sinus, Willis polygon,
hypothalamus, and the third ventricle.

1.4 Anapathology of craniopharyngiomas

Craniopharyngiomas consist of two subtypes: adamantinomatous and
papillary. The characteristics of each subtype are different and their radiologic
appearances are different, too. Adamantinomatous  craniopharyngioma
accounts for 85-90% of all craniopharyngeal tumors, while papillary
craniopharyngioma accounts for 11-14%, mostly found in adults.
Adamantinomatous craniopharyngioma occurs in both adults and children. In
children, almost cases are papillary subtype.

1.5 C(Classification of craniopharyngiomas according to anatomical
location

Authors of previous researches have classified craniopharyngeal tumors
according to the developmental directions and surgical approachs used, all
based on the principles of lesion classification along the invasion length of the
tumors on the primary vertical axis, as related to the chiasm, diaphragma
sellea,third ventricles or, more recently, to the infundibulum in the
classification of Yasargil (1990), Samii and Tatagiba (1997).

Kassam offerred an useful classification for the transnasal endoscopic
approach, based on the relationship of craniopharyngiomas to the pituitary
stalk. Type 1: Tumors are located anterior to the stalk. Type 2: Tumors pierced
the stalk Type 3: Tumors are posterior to the stalk and the interpeduncular
fossa. Type 4: Tumors are isolated in the third ventricle or posterior to the optic
chiasm, unable to access by endoscopic method.

1.6 Diagnosis of craniopharyngiomas
1.6.1 Clinical signs and symptoms

The primary clinical symptoms of craniopharyngiomas are endocrine
abnormalities and signs of intracranial compression.

Symptoms of cerebral compression including: vision loss, visual field
defects,papilloedema,oculomotor nerve palsy or symptoms of increased
intracranial pressure, epilepsy, unconciousness. Symptoms of endocrine
abnormalities include hypopituitarism at various levels of hormone deficiency.
1.6.2 Endocrine testing:
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Hypopituitarism is assessed by endocrine tests. Hormone deficiency
found at the time of craniopharyngioma diagnosis is up to 70-85%.
1.6.3 Diagnostic imaging

Diagnostic  imaging: The  craniopharyngiomas usually have
heterogeneous images in comparison to any other tumors of the suprasellar
region. Craniopharyngiomas may be cystic, solid, or mixed cystic-solid, with or
without calcification. Due to that such variety of
structures,craniopharyngiomas may present variable density on computer
tomography and signal in magnetic resonance imaging. The
craniopharyngiomas are located in the suprasellar fossa account for about 75%
; proximately 20% are in or above the sellar and 5% are completely in the
pituitary fossa. Isolated damage in the third ventricles is very rare, and
misplaced craniopharyngiomas are extremely rare.

1.6.4 Classification on radiologic imaging

The classic description of adamantinomatous craniopharyngiomas in
computerized tomography, magnetic resonance imaging combines three
primary characteristics: cystic, calcified, and contrast . The most characteristic
appearance of adamantinomatous craniopharyngiomas on magnetic resonance
imaging is heterogenous, lobulated, a combination of cyst and solid
components, and calcification. Papillary craniopharyngiomas are usually
located completely on the suprasellar areas, nearly homogeneous. Primary
characteristics on CT , MI imaging include a spherical, mainly solid,
heterogeneous nodules. These nodules are usually isointense on CT imaging,
mixed in T1W, and more heterogenous on T2-weighted images.

1.6.5 Differential diagnosis :

Lesions in the sellar and suprasellar areas are variable and complicated,
which are most often misdiagnosed with the sellar and suprasellar diseases
such as: glioma of the chiasm, hemorrhagic pituitary adenomas, dermoid cysts
in pituitary fossa, or rare cases such as cavernomas, giant calcified aneurysms.
1.7 Treatment for craniopharyngiomas

Surgery is currently the primary treatment, radiotherapy is an important
supportive treatment that can affect to the outcome of patients with
craniopharyngiomas , endocrine therapy, particularly hormones replacement
therapy plays an indispensable role. Therefore, in order to give best treatments
to patients with craniopharyngiomas, there should be a close cooperation of
many specialists.

1.7.1 Surgery:

Surgery for craniopharyngiomas has three main objectives: to confirm the
diagnosis, to remove the tumor ( in order to prevent cerebral compression )
and to prevent recurrence. Hydrocephalus and endocrine abnormalities with
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high mortality risk need to be managed in the first place. Various surgical
approachs have been applied such as pterional, subfrontal, supraorbital and
transventricular, which are developed over decades in attempt to achieve
better results with higher rate of recovery and lower mortality rate. Individual
approachs have their own advantages, disadvantages and limitations
depending on the location of the tumor. Other surgical techniques may be used
for treating craniopharyngiomas , such as cyst drainage, open cysts into the
cerebrospinal space, or intraventricular endoscopy for cystectomy . If
hydrocephalus is a life-threatening risk for patients, it is needed to be treated
firstly.

1.7.2 Radiotherapy, Radiosurgery

Radiotherapy is an important treatment that can affect to the outcome of
patients with craniopharyngiomas. Radiotherapy is applied in incomplete
tumor removal cases. In these cases, segmental radiotherapy is advocated as
the most suitable treatment for the tumors. Radiosurgery is another option for
treating craniopharyngeal tumors , using linear accelerators or gamma knife
and cyber knife. By using a positioning frame, many small beams of radiation
with high precision from multiple directions focuse on the tumors.

Similar to radiotherapy, radiosurgery is used to treat tumors which
remained or recurred. In conclusion, although there have been a lot of
improvements in surgery, radiotherapy and radiotherapy are still significant
therapies to combine in treatments for patients with incompletely resected or
recurred tumors.

1.7.3 Endocrine therapy:

Glucocorticoid substitution therapy is the highest priority in endocrine
disorders and always should be used before applying thyroid hormones
replacement therapy to avoid acute adrenal failure. Endocrine therapy is an
indispensable treatment, diabetes insipidus and hormone deficiency is treated
depending on the levels of deficiency on individual patient.

Chapter II: RESEACH SUBJECTS AND METHOD

2.1 Subjects

The subjects of this research are patients diagnosed with
craniopharyngiomas Kassam grade I, II, III; treated in Viet Duc Hospital by
transnasal transsphenoidal endoscopic method between June 2013 and
December 2015. Patients regardless of gender, have complete medical records,
clinical examinations, CT and MRI images, endocrine and pathological
examination. Patients are monitored after surgery, periodical examination after
1 month, 3 months, 6 months and after 12 months.
Selection criteria:
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Kassam grade I, II, III craniopharyngiomas which are first time operated
or recurred, pathology examination is papillary or adamantinomatous subtype.
Elimination criteria:

Patients do not have complete medical records, are not treated by
transnasal transsphenoidal endoscopic method, not monitored, re-examination
after surgery.

2.2 Research Methodology
2.2.1 Study Design:

- Descriptive and prospective studies method are applied in this
disseration.

- Post graduate student participates in surgery, following up and
evaluating postoperative outcomes of patients using only one sample medical
record.

2.2.2 Sample size:

Convenient sampling is chosen, all eligible patients during the study were
included in the study.
2.2.3 Time and place:

The study was conducted at the Center for Neurosurgery - Viet Duc
Hospital from 6 /2013 to 12/2015.

2.2.4 Research process

Step 1: Accepting the research protocol, formulating the sample medical record.
Step 2: Examinating and consulting in order to select patients for endonasal
transphenoidal endoscopic surgery. Collecting preoperative data.

Step 3: Performing endoscopic surgery to resect craniopharyngeal tumors
through the transnasal transphenoidal approach, following the constructed
process. Collecting intraoperative data.

Step 4: Evaluating surgical results intraoperative, immediately postoperative; 1
month, 3 months, 6 months and 12 months postoperative. Collecting postoperative
data.

Step 5: Processing data and writting the dissertation

2.3 Indications, contraindications for applying endoscopy in treating
craniopharyngiomas

Surgical indications: Kassam grade I, II, Il craniopharyngiomas.

Contraindications: Craniopharyngiomas which are invasive primarily to
the frontal horn, temporal lobe, lateral ventricle, isolated in the third ventricle.
Patients with non-surgical diseases such as cardiovascular disease, coagulation
disorders.

2.4 Surgical instruments:

Endoscopic systems, surgical instruments from Karl Stoz (Germany),
navigations (Metronic S7, Brainlab), transnasal drift (metronic); biological glue,
hemostatic glue.
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2.5 Surgical techniques:

Nasal stage: pushing the nasal turbinate out or cutting it off to create the
pedicle flap, resect a posterior part of the nasal wall.

Sphenoidal stage: cutting off anterior wall of sphenoid sinuses, removing
the partition wall of the sinuses.

Cranial base stage: opening the posterior wall of sphenoidal sinuses,
extending the floor of pituitary fossa, grinding the tuberculum sellea, planum of
the sphenoid.

Tumor resection stage: opening the dural, exposing the tumor, performing
piecemeal resection until the tumor is completely removed or unable for
further resection.

Cranial base reconstruction stage: using multilayer reconstructing
method by self-healing materials such as abdominal fat, femoral fascia and
pedicle nasal flaps.

2.6 Research indicators

Indicators for objective 1 include clinical, subclinical indicators,
preoperative images; intraoperative indications include surgical techniques,
characteristics found in surgery, occurred accidents , advantages and
disadvantages in surgery. Indicators for objective 2 include indicators of tumor
resection, postoperative complications, clinical process and postoperative
imaging.

2.6.1. Preoperative research indicators

Preoperative research indicators include clinical, subclinical indicators
and CT, MRI imaging before surgery. Kassam grade classified by CT images.
Preoperative clinical status is assessed by Karnofsky score.

2.6.2 Research indicators related to surgery

Indicators related to surgery include surgical approach, pathology,
surgical technique, characteristics, advantages, disadvantages and occurred
complications. Evaluating craniotomy based on Felice Esposito (2007)
classification. Recognition of tumor removal degree in surgery: removed
complete, removed almost completely (obtained over 80%), removed partially
(under 80%) is checked by direct vision with 0 degree, 30 degree, 70 degree
lens and by using navigation systems in surgery. Degree of tumor removal is
checked by postoperative MRI, CT imaging.

2.6.3 Post-operative research indicators:

Including anapathology, clinical, subclinical indicators, postoperative
images, compared with preoperative status.
2.7 Data processing:

Using SPSS 16.0 to create files, import and encode data, statistical
analysis, description and interrelation analysis of variables by medical
statistical algorithms.
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2.8 Research ethics:

The research protocol is approved by the review committee of Hanoi
Medical University, which is decided by the Ministry of Education and Training.
The study was approved by Viet Duc Hospital. Surgery is performed by a team
of experienced, basic trained surgeons. Patient information is confidential.

Chapter III: RESULTS

3.1 Characteristics of research subjects
3.1.1 Age, gender characteristics:

The mean age of patients was 32 + 17.0 years, the smallest was 6 years,
the highest was 65 years. The ratio of male / female: 34/16 (2,125 times). Age
distribution by children (<16 years old) accounted for 22.0%, adults (16-60
years) accounted for 72.0%, elderly (> 60) accounted for 6.0%.

3.1.2 History of treatment for craniopharyngioma:

Patients with first time surgery accounted for 60%, patients with
previously surgery for craniopharyngioma accounted for 40% (including
surgery once: 28%, surgery twice: 10% surgery more than twice: 2%). Patients
with history of radiotherapy accounted for 4%.

3.1.3 Chief complain:

Headache is 84.0%, blurred vision is found in 80.0%, other causes
accounted for 16.0%.

3.1.4 Visual symptoms:

The rates of patients with normal eyesight is 26.0%, and visual damage
was 74.0%. There are 84.0% of cases had visual field defects. Only one patient
accounted for 2% of cases presented with oculomotor paralysis.

3.1.5 Clinical endocrine disorders symptoms: A large number of patients
have hypopituitarism (70%), preoperative diabetes insipidus (32%), and
physical retardation (20%).

3.1.6 Neurological symptoms: 78% of patients had increased intracranial
pressure and 16% had pre-operative unconsciousness.

3.1.7 Location, tumor size on CT imaging
Table 3.7: Position, tumor size on CT imaging

Characteristics Amount I({;:)e
Location
Kassam I (Tumor placed anterior to the pituitary
5 10,0
stalk)
Kassam II (Tumors impaled the pituitary stalk) 20 40,0
Kassam IIl (Tumor placed posterior to the pituitary 25 50,0
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stalk) | |

Size (measured by the largest diameter)

<2cm 3 6,0
2-4cm 27 54,0
>4 cm 20 40,0

3.1.8 Characteristics of craniopharyngiomas on imaging:

Mixed cystic- solid craniopharyngiomas occuppied the highest proportion
(70.0%), followed by cystic (22%) and solid craniopharyngiomas(8%).
Calcification in craniopharyngeal tumors accounted for 74%. Tumors caused
enlarged ventricular accounted for 24%, tumors press agaist the chiasm (on
imaging) is found in 94%, and 12% with cerebral edema. Almost
craniopharyngiomas show heterogenous signal on T1, T2 (74%).

100% tumors absorb contrast agents, of which 72% are nodule shaped
and 28% are ring-shaped . The sphenoidal sinus on imaging is 72% in form 1
(Sellar), 26% in form 2 (presellar) and 2% in form 3:no sphenoidal sinus (
conchar). Signs of enlarged pituitary fossa, destruction area found in 40%, and
the fossa remains intergrity is 60%.

3.1.9 Preoperative endocrine status :

70% of the patients had hypopituitarism and 30% had no
hypopituitarism before surgery.

3.2 Characteristics of surgical applications
3.2.1Characteristics of surgical pathwayss:

Hypertrophic turbinates account for (24.0%), non hypertrophic is 76.0%.
In these cases, required turbinate cutting is 28.0%. The number of patients with
nasal pedicle flap is 72.0%.

Surgical characteristics also showed that 66% of patients had definite
internal carotid artery bulging, 54.0% had emissary vein of the cavernous
sinus seen pre and intraoperative, 22.0% bleeded when opening the dura at the
position of the emissary vein of the cavernous sinus or the cavernous sinus.
3.2.2 Tumor approach:

Using a single transsphenoidal approach is 34% and enlarged
transsphenoidal approach is 66.0%. Tumors which are solid and difficult to
resect account for 64% and soft, easy to resect is 36.0%.

3.2.3 Craniotomy level

Craniotomy is mainly used at level 2 (18%) and 3 (68%) according to

Felice Esposito 2007 classification.
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3.2.4 Cranial base reconstruction method

Using pedicle flaps accounts for 68%, fat and self-healing fascia is 80%
and bone flap is 36%. These methods are mainly used in craniotomy level 3.
Using artificial materials, includes biological glue (76%), merocel, sonde fonley(
84%) . Lumbar drainage of cerebrospinal fluid after surgery accounts for 18%.
3.2.5 Abnormal accidents in surgery:

One case with intraoperative vascular injury caused haemorrhage, lost
more than 1 liter of blood, needed to perform craniotomy to stop bleeding. One
with intraoperative injury of the chiasm(2%).

Average operative time was 136.7 + 35.8. The shortest operation is 60
minutes and the longest one is 250 minutes.

3.3 Surgical results
3.3.1 Anapathology results
Table 3.20: Results of anapathology

Anapathology Adults Children Total
Amount |Rate(%)|Amount|Rate(%)| Amount | Rate(%)
Adamantinomatous 28 71,2 11 100 39 78,0
Papillary 11 28,8 0 0 11 22,0
Total 39 100 11 100 50 100
Conclusion :

Surgical results showed that 78% cases were adamantinomatous, 22%
were papillary. 11/11 children cases were adamantinomatous, 28/39 adult
cases were adamantinomatous and 11/ 39 adults cases were papillary . Thus,
100% of adamantinomatous craniopharyngiomas occurred in adults, not in
children.

3.3.2 Results of tumor removal:

The completely tumor removal rate was 52%, nearly completely removal
was 38% and partial removal was 10%.
3.3.3 Degree of tumor removal classified by tumor characteristics:
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Compared in completely resection, the highest rate was cystic tumors
(81.82%), followed by solid tumors (50.0%) and the lowest one was for mixed
tumors( 42.86%).

Differences were not statistically significant with p> 0.05.

3.3.4 Degree of tumor removal classified by anapathology:

The rate of total removal in papillary craniopharyngiomas was higher
than that of adamantinomatous craniopharyngioma (81.82% vs 43,59%). None
of the patients with papillary tumor were resected partially (<20% of the
tumor). Differences were not statistically significant with p> 0.05.

3.3.5 Degree of tumor removal classified by tumor location :

The total tumor removal rate was lowest in patients with tumors graded
Kassam III, accounted for 28% while Kassam I and Kassam II were 80% and
75%. Only the highest percentage of partially removal was found in patients
with Kassam III (16%). The difference was statistically significant with p = 0.02.
3.3.6 Degree to remove tumor classified by tumor size:

Tumors greater than 4 cm have the lowest tumor total resection rate of
25%; whereas the percentage in tumors less than 2cm and 2 to 4cm is 66.67%
and 70.37% respectively. Difference was statistically significant with p = 0.03.
3.3.7 Degree of tumor removal relating to age-group:

The incidence of total tumors is higher in adults than in children and the
elderly( 58.33%, 36.36%, 33.33% respectively). Differences were not
statistically significant with p> 0.05
3.3.8 Degree of tumor removal relating to the history of previous
operation for craniopharyngiomas:

The total tumor excision rate in the first time operated group was 63.3%,
higher than in the reoperated group (35%). In this group, the incision rate for
the entire tumor was 50%, and the cut for biopsy was 15% while the first time
operated group had a nearly total incision rate of 30% and a partial incision for
biopsy of 6.7%. The difference between the two groups was not statistically
significant with p = 0.08 3.3.9 Clinical outcomes after 1 month:

The symptoms and eyes improvement were found in 82%, no
improvement was 12% and worse were 6%. Compared in endocrine symptoms,
36% had new occurred hypopituitarism, 56% of constant hypopituitarism and
8% improved. The percentage of postoperative diabete insipidus was 60% vs
32% before preoperative.
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3.3.10 Karnofsky scores after surgery

Preoperative 3 months 6 months

Karnofsky postoperative postoperative
scores Rate Rate Rate
Amount (%) Amount (%) Amount (%)

50 1 2,0 1 2,08 2 4,17
60 1 2,0 2 4,17 1 2,08
70 5 10,0 4 8,33 4 8,33
80 27 54,0 23 47,92 19 39,58
90 13 26,0 16 33,33 13 27,09
100 3 6,0 2 4,17 9 18,75
Total 50 100,0 48 100,0 48 100,0

3.3.11 Surgical complications
Table 3.29: Postoperative complications

Complication Amount Percentage
CSF leakage 3 6,0
Intraventricular bleeding 3 3,0
Epidural hematoma 1 2,0
Loss of smell 2 4,0
Hyponatremia 4 8,0
Hypernatremia 6 12,0
Cerebral meningitis 5 10,0
Hypothalamus damage 1 2,0
Die 2 4,0

Assessment: Cerebrospinal fluid leakage occurred in 3/50 patients (6%) needed
to reoperate, death 2/50 cases (4%), meningitis is 10%, electrolyte disorders
including hyponatremia and hypernatremia accounted for 20%. One patient with
postoperative epidural hematomea was operated to remove the hematoma.

Postoperative , 2/50 patients died, accounting for 4.0%. Two deaths
included one after 3 weeks of surgery due to meningitis. The other one was died
due to postoperative intraventricular haemorrhage leading to enlarged
intraventricular, ventriculoperitoneal shunting was performed but not effective,
patients died after 2 days of surgery.

3.3.12 Postoperative following up:

Diabetes insipidus had decreased from 60% after 1 month to 25% after 6
months. The rate of hypotuitarism after 1 month and 6 months was 75% and
77.08% respectively. The incidence of mental disorders was 2.08%, 6.25% and
4.17% after 1 month, 3 months and 6 months, respectively.

3.3.13 Following-up after 12 months:
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After 12 months, the incidence of recurrent tumors is 10.42%, with 8.33%
of patients underwent reoperation. One patient died after 20 months because

of recurred tumor.
Chapter IV: DISCUSSION

4.1 General characteristics of the research subjects
4.1.1 Clinical features

From June 2013 to December 2015, 50 patients with craniopharyngiomas
were treated by using transnasal endoscopic surgery at Viet Duc Hospital. In
these patients, male/female was 34/16 (2.125). The largest group (16-60) was
adults with 72.0%, children (16%) and elderly (6%). According to Bunin
(1998), Oskouian (2006), Phan Trung Dong (2014), the proportion of
craniopharyngiomas has no gender difference [1], [78], [17].

In our study, 11/50 (22%) of patients were pediatric, the youngest
patient was 6 years old, showed that the craniopharyngioma surgery for
pediatric patients was relatively high and it absolutely can be performed in
infants . According to Zada (2010), Elliot (2010), infants can also undergo
transnasal surgery, but with specialized equipments, although difficults due to
surgery zones often narrow but also have certain advantages such as softer
bones.

The rate of first-time surgical patients is 60%. The group has a history of
previous surgery for craniopharyngioma , accounted for 40% , of which the
major surgery is perform with craniotomy, only one case had had a transnasal
transsphenoidal surgery. In this group, there were 14/20 patients who were
previously operated once , 5/20 patients were operated twice and 1 patient
was operated 4 times. The reoperated group consists of patients with
craniopharyngiomas that recurred or remained which are unable for further
resection in the previous surgery. In Cavallo's study (2014), 103 patients
underwent transnasal surgery, 28.2% of these patients had had been operated
due to craniopharyngioma before, including two patients had undergone
surgery via sphenoidal sinuses . Koutourousiou study (2013) with 64 patients
operated by transnasal method had 17/64 (26.6%) of patients undergoing
previous craniopharyngioma surgery, including 5 had undergone previous
endonasal transsphenoidal surgery.

This study showed that the percentage of visual damage was 74%. There
are 84.0% of cases with visual field defect. Only one patient accounted for 2%
of cases with oculomotor paralysis. These results are consistent with Yamada's
results with 67.8% of patients had preoperative visual disorders. According to
Kim et al. (2011), 17/18 patients underwent endonasal transsphenoidal
surgery had visual impairment.

In this study, 70% of patients had endocrine disorders. This finding is
consistent with several reseachers in the world, published that endocrine
disorders were one of the most common clinical symptoms in
craniopharyngioma . The study also showed that only 10/50 (20%) of patients
had physical retardation. In children, GH deficiency leads to reduced height
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development. Reduced muscle growth and increased bone growth can also
occur.

Although not quite common, diabetes insipidus is also a common
symptom, occurring in 12% to 32% of patients. Our findings showed that
32.0% of patients was observed with preoperative diabetes insipidus.

4.1.2 Image characteristics

Location, tumor size: Based on computerized tomography and magnetic
resonance imaging, it is possible to evaluate the location, measure size and
determine the association with neurovascular and other important structures
around the tumor. In this study, based on imaging, we determined the location
of the tumor, and then based on Kassam's classification (2008) to classify the
tumors by their locations along the vertical axis associated with the pituitary
stalk, in which Kassam I accounting for 10%, Kassam Il was 40% and Kassam
IIT was 50%. Thus, the subjects in this study are mostly tumors in the difficult
position of surgery is Kassam II, III accounted for 90%. The size of the tumor
(measured in the largest diameter) showed that most tumors are more than 2
cm , accounting for 94%, in which tumors above 4 cm were 40%. This leads to a
conclusion that the subjects of this study are mostly large tumors, late detected
when clinical symptoms were typical, caused certain difficulties for the
surgeon.

Cavallo et al. (2014) repoted to perform transnasal endoscopy for 103
craniopharyngioma patients with 43.7% of tumors less than 3 cm in size and
56.3% are larger than 3 cm in size. In this reseach, 18.5% were tumors located
in the pituitary fossa, 33% in the suprasellar area but inferior to the
diaphragma sellea, 48.5% in the suprasellar area and invaded above the
diaphragma sellea.

Koutourousiou's study (2010) performed in 64 craniopharyngioma cases,
consisted of 60.1% tumors were superior to the pituitary and 32.8% were
superior to the pituitary and also invaded into the third ventricles.

Yamada's study (2010) operated 90 craniopharyngioma patients by
endonasal transsphenoidal approach. In these cases, 21.1% was less than 2 cm
in size, 68.9% was from 2-4 cm, and 10% was over 4 cm. Also in this study, 12.2
% tumors located in the pituitary fossa, 25,6% was in the suprasellar area but
inferior to the diaphragma sellea, 62.2% was in the suprasellar area and
invaded above the diaphragma sellea.

Tumor characteristics: In our study group we encountered all types of tumor
images, in which most of the tumors consisted of both solid and cystic parts
(accounting for 70%), cystic tumors is 22% and solid tumors accounted for
only 8%, respecte to the signal characteristics on both T1 and T2 resonance
signals: mixed signal accounted for 74%, along with the rate of calcification
accounted for 74%. Craniopharyngiomas usually do not have cerebral edema
surrounding the tumor, accounted for 88% and 100% of the tumors which
absorbed contrast agent in nodule (72%) or ring shaped (14%). The incidence
of ventricular dilatation due to craniopharyngioma press is 24%. This is the
group of patients needed early intervention, may require emergency
ventricular drainage if the increases intracranial pressure endangers the
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patients. Due to the location near the ventricle, craniopharyngiomas tend to
cause hydrocephalus and increased intracranial pressure. Hydrocephalus may
occur as a result of direct blockage fluid by the tumors. The incidence of
preoperative hydrocephalus by Elliott (2011) ranged from 5.1% to 41.7%.
Komotar reported a relative incidence of hydrocephalus was 10.1% to 15.8%,
in the study groups that the authors summarized. However, this difference is
not statistically significant.

4.2 Discussion of endoscopic endonasal transsphenoidal method

4.2.1 Discuss on the endoscopic approach

We applied the endoscopic endonasal transsphenoidal approach , in

which single transphenoidal approach was 34%, applied for small and medium
tumors located in the pituitary fossa or pituitary fossa floor, inferior to the
diaphagma sellea, or inside the sphenoidal sinuses (Kassam grade I, II). The
enlarged transphenoidal approach accounted for 66%, applied for large and
high-invasive tumors graded Kassam II, IIl which are required a wide approach
to reach the tumor and create a sufficient surgery zone for resection.
The advantages of endoscopic endonasal transsphenoidal surgery are wide,
varied, close-up eyes that allow a more accurate anatomical observation. It also
allows direct accessment to the pituitary gland, pituitary stalk and
intraventricular space while it is difficult to reach these structures by
craniotomy. In fact, this is a very effective method for tumors that invade the
third ventricles because they can completely expose the third ventricles.

The use of an endoscopic endonasal transsphenoidal approach applied for
moderately sized midline tumors, especially in cases of tumors invaded into the
third ventricles, is general consensual; Craniopharyngiomas are located in the
midline , with larger size and develop into the superior space of the pituitary,
into the third ventricles are still resected through a complete endoscopic
approach, but having a higher risk of cerebrospinal fluid leakage.

4.2.2 Discuss the surgical technique

The first step of a transnasal approach isidentifying if the nasal turbinates
are obstructed the entrance. Then determine the sphenoidal ostium is a very
important anatomical milestone to avoid going astray. In order to expose the
sphenoethmoidal recesses, it is important to widen the space within the nasal
cavity. Pushing out or moving the lower and middle nasal turbinate helps
improving accessment, sight, and space to use the device inside the nasal cavity.
Removing the nasal turbinates to the lateral sides should be done lightly, the
broken arch of the lower nasal can extend to the nasolacrimal ducts and the
orbits. When the space is created, the endoscope can be inserted and placed
between the nasal wall and the middle nasal turbinate, allowing widespread
observation of the sphenoethmoidal recess. Removing the middle and upper
nasal turbinates, posterior portion of ethmoid bone may be useful in cases of
needing to extend the sphenoid to the lateral sides and the lateral wall of the
orbit. In many cases which are difficult to approach by transnasal pathway,
such as small nostrils ( in children), hypertrophic nasal turbinates, or large
tumors that required a space to insert tools,and wide eyes,cutting off the nasal
turbinates one or both sides is considered. In our study, 14/50 (28%) patients
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had to cut of the right middle nasal turbinate,including 7/11 is in children and
7/39 in adults with hypertrophic nasal turbinate obstructed the approach .

Craniopharyngiomas are usually related to the space above the pituitary
gland, so removing them usually causes CSF leakage intra operation. Cranial
base reconstruction with a pedicle nasal wall flap is often needed to prevent
postoperative CSF and meningitis. In this study we used pedicle nasal wall flaps
in 36/50 patients (72%) to close the skull base.

Our common difficulty at the beginning of endoscopic endonasal
transsphenoidal surgery is identifying the anatomic milestones: carotid
protrusion, optic nerve protrusion, so mastering the knowlegdes of anatomical
position of these structures is very compulsory, combined with using of
neuronavigation systems to help surgeons confident and ensure the safety and
relidegree. Another difficulty often encountered during opening the dura is due
to bleeding from the cavernous communicating sinuses or from the cavernous
sinus when grinding bone. In this case, surgeons need to use hemostatic
materials such as surgicels pressed until it stops bleeding . Floseal can be used
for better bleeding control, and identifying the certain bleeding location of the
cavernous communicating sinus to burn by a bipolar.

In our 50 patients, 66% had the carotid arteries location identified, while the
34% remain uncertain , needed to use navigation system . 27/50 (54%) had
the cavernous communicating sinus identified, the rest were unidentified due
to the invasive tumor caused blockage inside the sinus or press on the sinus .
While opening the dura in this postion, 11/50 (22%) cases bleeded and need to
use Floseal.

4.2.3. Difficulties in endoscopy

First, the endoscopic procedure may be difficult to perform in children

with ungrown sphenoidal sinuses and small pituitary fossa that make it difficult
to insert the endoscope through the sphenoidal cavity and limited space to use
surgical tools.
Bleeding is also a disadvantages, which can deprive the surgeon's vision in a
confined space where the mobility of surgical instruments is not the same as
microscopic surgery. Flexibility of endoscopic surgery is a problem when the
bipolar is difficult in moving to stop bleeding at small angles. In addition, the
displacement of the device may also cause injury to the mucosal membranes
rather than microscopic surgery if the surgeon does not have much experiences
in endoscopic surgery.

An other disadvantage in transnasal endoscopic surgery is requires two
surgeon specialized of endoscopic surgery and cranial base,good cooperation.
Cerebrospinal fluid leakage remains one of the major limitations of enlarged
endoscopic surgery for craniopharyngiomas ; The incidence of CSF leakage in
many studies has been reported to be greater than in craniotomy surgeries. In
the expanded endoscopic endonasal transsphenoidal surgery , the subdural
space is exposed through the large dural foramen, increasing the risk of leaking
CSF higher than the normal transsphenoidal approach. Several retrospective
studies reported the percentage of 20% to 30% in cerebrospinal fluid leakage,
and some reported a high rate of 58%.
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We used the Cerebellar Leakage Classification classification, the degree of
craniotomy based on the Esposito classification (2007), primaly is the highest
degree of craniotomy (grade 3: 68%), and grade 2 (18%). Because the
craniopharyngiomas are mostly located in the upper areas of the pituitary
,thus,in order to reach the tumor,most of cases needed to widen the cranial
base, open the arachnoid through the diaphagma sellea to resect the tumor.
Cranial base closure requires using a variety of media, such as nasal pedicle flap
(68%), abdominal fat, femoral fascia (80%), using bone grafts from the nasal
wall (36 %), using biological glue (76%).

Cranial reconstruction techniques have been developed over time to manage

CSF leakage. Simple mucosal layer or bone had been replaced by more complex

resurfacing materials including fascias, bones, and nasal flaps, with less CSF

leakage resulted in newer studies. In recent reports ofcresecting

craniopharyngiomas by transnasal approach , CSF leakage rate of only 0 to 4%

has been reported.

Narrow field and lack of three-dimensional observation made it difficult to

reconstruct the dura by femoral fascia or replaced materials. In addition to the

narrow work space and the lack of proper equipments, the high CSF rates are

also associated with a number of other factors, including high CSF flow and high

protein contented in the fluid of the craniopharyngiomas ,patiens may have

been treated with radiation before, large opening foramen of the dura, large

tumors, open basal cistern and ventricles.

4.3 Discuss on the results of the surgery

4.3.1 Results of tumor removal

Table 4.1: Endoscopic endonasal transsphenoidal surgery results of other reports
in the world [6],[50],/96],[48],[107],[110],[52],]74].

Researcher Patient Total Nearly Patial
total

(Year) amount resected resected
resected

Frank et al. (2006) 10 7 (70%) 2 (20%) 1 (10%)

De Divitiis et al. (2007) 10 7 (70%) 2 (20%) 1 (10%)

Gardner et al. (2008) 16 8 (50%) 4 (25%) 4 (25%)

Fetami et al. (2009) 18 11 (61,1%)| 6 (33%) 1 (5,9%)

Jane et al. (2010) 12 10 (83,3%) | 2 (16,7%) 0

Leng et al. (2011) 23 17 (73,9%) | 6 (26,7%) 0

Koutourousiou (2013) 64 24 (37,5%) | 22 (34,4%) | 18 (28,1%)
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Cavallo et al. (2014) 103 71 (68,9%) | 26 (252%) | 6 (5,8%)
This study (2017) 50 26 (52%) | 19(38%) | 5(10%)

A recent study with a large number of patients of Koutourousiou (2013)
[52] found that the total tumor removal rate was only 37.5%, and the nearly
total removal was 34.4%, the partial removal was 28.1%. The study with the
largest patient amount of Cavallo et al. (2004) [103], with 103 patients showed
that the total tumor removal rate was 68.9%, nearly total was 25.2 % and
partial removal accounted for 5.8%. Komotar et al. reviewed the published
reports and compared the endoscopic transsphenoidal approach with the
microscopic transsphenoidal approach and the craniotomy approach [4]. They
identified 88 studies involving 3470 patients from 1995 to 2010 and found that
patients treated with endoscopic endonasal transsphenoidal approach had a
"completely cut off" rate significantly higher than in Craniotomy (66.9% versus
48.3%, P <.003). Degree of resecting tumor depended on many factors such as
tumor position, tumor size, papillary or adamantinomatous subtype, invasion
or tumor characteristic, first time operated or recurrence.

In our study, we found a difference in tumor excision rates between the
different groups. The degree of tumor excision was significantly different
between tumor locations (p = 0.02). The lowest ablation rates in the tumor
group which are located in the suprasellar areas to the third ventricle(28% )
(Kassam III). Whereas the tumors in the accessible area were the sphenoidal
sinus, pituitary fossa (Kassam I, II) have a higher excision rate of 80% and 75%,
respectively (Table 3.23). The degree of tumor excision was also different
between tumors of different sizes (p = 0.03). Tumors larger than 4 cm had the
lowest total removal rate of only 25%, nearly total is 55% and partial is 20%.
While tumors of 2-4 cm in size had a total removal rate of 70.4% and tumor
size less than 2 cm had the total removal rate was 66%. (Table 3.24).

This study had the percentage of tumors in the difficult position, including

tumors graded Kassam III were 50% and tumors larger than 4 cm is 40% with
low excision rate,decreased the entire tumor resection rate of this study at only
52%.
Papillary craniopharyngiomas had a high tumor resection rate of 81.8%
compared to 43.6% of total tumors. This rate was not statistically significant
with p = 0.07. However, in the study, the incidence of papillary
craniopharyngiomas was only 22%, compared to 78% for adamantinomatous
tumors (Table 3.22).

The extent of tumor excision was not dependent on age, characteristics,
tumor shape,whether it is cystic, solid or mixed , p> 0.05 (Table 3.21, 3.25).
However, we found that with the cystic tumors, the rate of total tumor removal
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was high ( 9/11 patients , accounted for 81.8%) because in cases of these
tumors, after aspirating the fluid in the cyst, surgeon would have a wider
surgery zone,splitting the tumors from the adjacent structures is relatively
easy, thus, resecting total tumors is quite convenient.

4.3.2 Clinical results

Visual outcomes:

In this study, postoperative visual improvement rates were 82%, 12% did
not improve, and 6% were worse or vision loss. The visual results showed
better improvement in transnasal endoscopic surgery group compared to the
ones with craniotomy. In the meta-analysis of Komotar et al. (2012) [4], the
group of endoscopic endonasal transsphenoidal surgery revealed a 56.2% rate
of improvement in visual outcomes and 1.7% rate of impairment . According to
Koutourousiou (2014), published reports had shown that craniotomy surgeries
are had less improvement rate than transsphenoidal endoscopic surgery group
[52], in which transnasal endoscopic surgery group had an improvement rate
of 86.4%, with only one case of postoperative damage (1.5%).

Elliott et al (2011) compared and analysised a series of transnasal
endoscopic surgeries showing improvement in visual status in 85.5% of
patients with preoperative damages (106/4), and only 2.3% of patients had
new vision or visual field problems after treatment (8 of 352). Elliott also
advocated transsphenoidal endoscopic approach as an effective and safe
method for impairment of vision due to optic nerve or chiasm compression
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Table 4.2: Comparison of visual outcomes after endoscopic endonasal

transsphenoidal surgery

Visual Visual
Reseacher Patient improveme Constant | impairmen
(year) amount rl:t (%) (%) t
’ (%)
Frank et al. (2006) 10 75 25 0
De Divitiis et al. (2007) 10 71 29 0
Gardner et al. (2008) 16 93 7 0
Fetami et al. (2009) 18 61,1 38,9 0
Jane et al. (2010) 12 78 22 0
Leng et al. (2011) 23 77 18,7 43
Koutourousiou (2013) 64 86,4 12,1 1,5
Cavallo et al. (2014) 103 74,7 22,8 2,5
This study (2017) 50 82,0 12,0 6,0

Endocrine outcomes: Results in the our group showed that the rate of new
postoperative hypopituitarism was 36%, improvement of preoperative
hypopituitarism was only 8% and perpetual diabetes insipidus was 60% in
compared with preoperative diabetes insipidus was only 32%. We found that
the characteristics of the craniopharyngiomas was associated with
preoperative pituitary failure in 70%, so applying endocrine treatment was
compulsory. Only 8% of patients who did not undergo a postoperative
hormone replacement therapy showed the need of endocrine therapy to all
patients with craniopharyngiomas.

Choosing between resecting the tumor and preserving endocrine function
is a challenge to the surgeons. The reseachers suggested that a complete
removal of the tumor should be made, even if the total removal causes
complete hypothyroidism and required hormone replacement but should
consider leaving the tumor invaded to the hypothalamus wall unable to be
peeled.

Some authors claimed that the key to considering the degree of tumor
excision is endocrine status and the location of the pituitary stalk. In general,
for patients with no preoperative endocrine imbalance or only one pituitary
hormone and the infundibulum was identified on MRI, efforts to preserve the
infundibulum and other structures in hypothalamus area should be made.
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However, in patients with pre-operative diabetes insipidus or additional
pituitary dysfunction, maximum effort to remove the tumor may be considered
reasonable because endocrine disorders are likely to be unable to rehabilitate.
In some cases, leaving a portion of the tumor sticking along the pituitary stalk is
choose to protect endocrine and hypothalamus function after surgery if these
part were unable to remove [111]. Reports showed new pituitary dysfunction
in about one third of patients. However, Komotar et al. reported a new
hypopituitarism rate of 48.1% in the craniotomy group and 47.1% in the
transnasal endoscopic group, after their meta-stasis.

Endocrine hormone decrease is relatively common, and postoperative

endocrine rehabilitation is relatively rare.
Diabetic insipidus is one of the most common complications after
craniopharyngioma surgery. According to some studies, the incidence of
postoperative diabetes insipidus is almost 100% [112], [113]. Our study found
that 30/50 (60%) of patients had postoperative diabetes insipidus, compared
with preoperative diabetes insipidus was only 32% (Table 3.4, 3.27).

Reporting about the incidence of postoperative diabetes insipidus in
studies of craniopharyngiomas varies in different studies from less commonly
to often encountered [48], [5], [4].

Elliott's (2011) report showed a lower incidence of diabetes insipidus in
the endoscopic endonasal transsphenoidal surgery group (36%) compared to
craniotomy (69%) surgery. Explaination for this result may be due to improved
pituitary and pituitary stalk observation in transnasal endoscopic surgeries
rather than in craniotomy. In the meta-analysis of Komotar et al., 54.8% of
craniotomy cases and 27.7% of patients in the endoscopic endonasal
transsphenoidal surgery group showed a permanent diabetes insipidus.

4.3.3 Discuss on complications: In the group of patients we encountered nearly
total complications: from mild to severe ones such as smell loss (4%), visual
impairment (6%), CSF leakage (6% meningitis (10%), epidural hematoma (2%),
intraventricular haemorrhage (6%), and even death related to surgery (4%) (Table
3.29).

Vascular complications: We encountered 1 case of vascular complications
intraoperative due to damaging the lateral branch of the carotid caused
bleeding more than 1 liter, unable to be hemostatic, so we decided to perform
craniotomy to manage bleeding and removing hematoma. In the study group,
there were 3 cases of postoperative intraventricular haemorrhage. One case of
ventricular dilatation was drained but died after 2 days. Two cases of third
ventricular hemorrhage at low degree; in these cases we determined that blood
may be deposited during surgery and internal medical treatment should be
choose. Vascular complications in craniofacial surgery may include any
significant intracranial venous injury or its branches, such as the internal
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carotid artery, the middle and frontal cerebral arteries, the posterior
communicating arteries, posterior cerebral arteries, and basilar artery. With
the tendency of tumors to cover or attach to the large and small vessels, careful
identification and removal of the tumor from the blood vessels is one of the
major challenges in craniopharyngioma surgery. Excessive effort to remove the
capsule of the tumor from large vessels, or accidental injury to smaller vessels
such as the superior hypophyseal arteries, arteries that supply blood for the
chiasm and the pituitary gland, can have serious consequences. In cases of solid
tumors attached to the blood vessels, the best method is incomplete excision to
avoid large blood vessel damage.

Visual complicatation: In our study, there were 3 cases (6%) of visual
impairment after surgery, in which one case identified with chiasm injury
intraoperative. In the study, we also encountered 1 case (2%) with nerves Il
paralysis due to large tumors attached to it caused postoperative injury. Visual
impairment is found in the majority of cases of adult craniopharyngiomas,
accounting for 80% of the initial symptoms [117]. Therefore, one of the main
goals of surgery is to depress and protect the visual structures. When the
majority of cases had visual improvement, a significant number of patients
suffer from visual impairment as a result of intraoperative intervention . This
can be one of the most serious consequences, especially for patients who have
normal vision before surgery. Vision loss can result from direct traumas during
surgery, including strong traction and burning, as well as ischemia. Anemia
usually occurs when trying to splot the tumor out of the chiasm and usually
occurs immediately after surgery. Visual loss may occur usually as a result of
postoperative hemorrhage pressed , but also may be resulted from vasospasm.
The experience gained during craniopharyngioma surgery by transnasal
endoscopy showed the tumor mainly located posterior to the chiasm. The
regular developmental tendency of the craniopharyngioma is pushing the
chiasm to the anterior side of the infundibulum or to the superior areas, this
created a ideal surgical corridor between the chiasm and the pituitary for
incision.

Although relatively rare, oculomotor nerves paralysis may also occur as a
complication of removing tumors through the sphenoidal sinus, especially in
cases of tumors that invaded to the cavernous sinuses or into the
subarachnoidal space in the lateral sides of the optico-carotid cisterns. Shi and
Wang reported a 2.7% incidence of new-onset oculomotor nerves paralysis in
303 patients undergoing craniotomy surgeries, although only one (1%) was
permanent. In general, the new-onset oculomotor nerves paralysis was less
than one percent.

Endocrine complications: We found endocrine disorders occurred in almost
patients after surgery in variable types such as hormone decrease, electrolyte
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disorders, diabetes insipidus. In this study, 70% of patients had preoperative
hypopituitarism, 36% postoperative hypopituitarism, 60% had postoperative
diabetes insipidus, compared with 32% preoperative diabetes insipidus and
temporary sodium disorders was 20%. Although injuries often occur due to
direct surgical procedures, it can also result from bleeding after surgery or
ischemia. Some reseachers claimed that endocrine disorders should be
accepted as a nearly popular sequelae resulted after treating craniopharyngeal
tumors. In the early postoperative period, two important hormone deficiencies
have to be carefully monitored are diabetes insipidus and adrenal failure.

The primary reason to consider the degrees of tumor resection is the
endocrine status and the location of the pituitary stalk. In general, for patients
with no preoperative endocrine imbalance or only one pituitary hormone and
the infundibulum was identified on MRI, efforts to preserve the infundibulum
and other structures in hypothalamus area should be made. However, in
patients with pre-operative diabetes insipidus or additional pituitary
dysfunction, maximum effort to remove the tumor may be considered
reasonable because endocrine disorders are likely to be unable to rehabilitate.
Resecting the tumor along the pituitary stalk in also important, and in some
cases, leaving a portion of the tumor sticking along the pituitary stalk is choose
to protect endocrine and hypothalamus function after surgery if these part
were unremovable.

The study identified a typical postoperative clinical injury of the
hypothalamus presented with obesity and binge eating behavior. In their study,
Elliott et al. concluded that the location of the tumor at the diagnosis time was
the most important predictor of the risk of both preoperative and
postoperative hypothalamic injuries, claiming that the damages of the
hypothalamus is the result of tumor invasion within the third ventricular walls,
rather than being dependent on the surgical methods chosen. Excessive efforts
to remove tumors that stick to the hypothalamus raised a high risk of
permanent hypothalamic disorders. Leaving the tumor's capsule along the
hypothalamus is probably the best option to avoid this serious complication.
Cerebrospinal fluid leakage: In this study, there were 3 cases (6%) of
cerebrospinal fluid leakage, including two successful repaired by reoperating,
the rest one with meningitis was dead due to sepsis . We found that a
combination of using nasal pedicle flap,reconstrcuting by multiple layers,
prescribing broad spectrum antibiotic in treatment after surgery, good
nutrition,avoiding increased intracranial pressure after surgery, performing
lumbar drainage in some certain cases are effective methods to reduce the
occurrence of CSF leakage. In a meta-analysis of Komotar, the incidence of
postoperative cerebrospinal fluid leakage was 2.6% in the craniotomy, 9.0% in
the microscopic transsphenoidal approach and 18, 4% for endoscopic
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transsphenoidal surgery. By comparison, Elliott reported a 9.4% CSF leakage
rate of endoscopic endonasal transsphenoidal surgery. In a direct comparison,
Fatemi reported a higher incidence of CSF leakage in endoscopic endonasal
transsphenoidal surgery than supraorbital approach applied for
craniopharyngiomas (16% vs. 0 %).

However, with the development of technology, experienced surgeons
have had considerable success, both in reducing the rate of leakage and in the
treatment of cerebrospinal fluid leakage by applying regenerative techniques
such as using bones and fascias to cover the cranial base, multi-layered closing
techniques with synthetic materials, bones, and rotated pedicle flaps.
Therefore, many reports have recently reported a significantly lower incidence
of CSF leakage after surgery [0], [0] and [4]. In particular, the birth of nasal
flaps with vasscular pedicels was an important method in reducing the rate of
CSF leakage after surgery. Koutourousiou reported that the incidence of
postoperative CSF leakage was reduced from 23.4% to 10.6% with standard
reconstruction techniques applied nasal pedicle flaps. Eloy et al. demonstrated
the efficacy of this technique in treating postoperative cerebrospinal fluid
leakage, with an incidence of 0% for reoperation.

Meningitis: In the study we encounted 5 cases (10%) showed postoperative
meningitis, one of them was dead due to septic shock, the remaining cases were
completely rehabilited after treated by internal medicine. Kotomar reported
2.3% of meningitis for craniotomy and 5.1% for transnasal endoscopic surgery,
but the difference was not statistically significant. Elliott reported a 2.9%
overall rate of meningitis in the nasal endoscopic surgical group. Another study
by Koutourousiou showed that after transnasal endoscopic surgery, the
incidence of bacterial meningitis was as high as 7.8% .

Surgical mortality: In 50 patients undergoing surgery, there were 2 deaths
associated with surgery. One due to sepsis, one due to postoperative
intraventricular haemorrhage, this patient underwent a ventricular drainage
but not improved, died after 2 days.

The mortality rate associated with craniopharyngiomas surrgery has
decreased significantly in the last 50 years. In series of reports, the mortality of
craniopharyngiomas ranges from 1.7% to 5.4%. Some reseachers reported
lower mortality rate in transsphenoidal approach y compared to the
craniotomy . A meta-analysis of 2955 pediatrics treated with craniotomy showed
a surgical mortality rate of 0-12% with an average of 2.6%. By comparison, this
report also shows that overall mortality was 1.3% in patients with endoscopic
transpenoidal surgery. Mortality is usually due to infection, hypothalamic injuries,
and vascular damages.

CONCLUSION
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1. Endoscopic endonasal transsphenoidal surgery in treating craniopharyngiomas
e General characteristics of the study subjects:

- Endoscopic endonasal transsphenoidal surgery for craniopharyngiomas
was performed for both children and adults aged 6 to 65 years, mostly in adults
(72%), with male / female is 2.125. Surgery is also used for recurred
craniopharyngiomas ,accounted for 40% of cases.

- Patients with preoperative visual impairment was 74%, preoperative
hypopituitarism was 70% and diabetes insipidus is 32%.

- Endoscopic endonasal transsphenoidal surgery in the study was

indicated to the Kassam grade I, II, IIl tumors with the highest rates in the
Kassam grade III group (50%) and Kassam grade II (40%). Almost tumors is in
medium size (2-4 cn) accounted for 54% and large size (> 4cm) accounted for
40%. Mixed cystic-solid tumor and solid tumors had the highest proportion
(70%). Patients with preoperative ventricular dilatation accounted for 24%.
e Characteristics of surgery - Endoscopic endonasal transsphenoidal surgery
was performed with two major approachs: the enlarged transsphenoidal
approach for the large tumors classified as Kassam II, III with the rate of 66%;
single transsphenoidal approach applied to small size tumors, graded Kassam 1,
I1, ITII with the rate of 34%.

- In the surgical process, 28% of patients had to cut te middle turbinate,
22% bleeded while opening the dura, 42% had a pituitary found in surgery.

- The highest degree of cranial base opening was 68%, corresponding to
the use of closing materials including nasal pedicle flaps acounted for 72%, self-
healing materials (abdominal fat, femoral fascia) accounted for 80%, biological
glue was 76%, Cerebrospinal fluid drainage was 18%

- Intraoperative bleeding which was difficult to manage due to vascular
injury, needed craniotomy for hemostasis in 1 patient (2%). Disorders of optic
nerves in surgery found in a single patient (2%).

- Mean time of operation was 136.7 + 35.8 minutes
2. Surgical results of craniopharyngioma surgeries by endoscopic
endonasal transsphenoidal approach
e Anapathology results:

Papillary subtypes was 22%, only in adults. Adamantinomatous subtypes
was 78%, all 11/11 children were adamantinomatous craniopharyngiomas .

e The degree of tumor resection

- Endoscopic endonasal transsphenoidal surgery for craniopharyngiomas
had the total removal rate of for 52%, nearly total was 38% and 10% was
partial removal. The degree of tumor removal depends on the location and size
of the tumor. The degree of total removal does not depend on the patient's age,
whether they were cystic or solid, and also not depend on tumor classification.
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Recurred tumors had the total removal rate of 35% compared with the first
time operated group with the total removal rate of 63.3%.
e Results of clinical improvement:

- The rate of visual improvement was 82%, but 6% had vision impairment
than preoperative .

- New-onset hypopituitarism accounted for 36%, endocrine function
improved accounted for 8%. Diabetes insipidus accounted for 60% of patients
compared with 32% preoperative symptomatic diabetes insipidus
e Postoperative complications

- Postoperative complications included 6% of cerebrospinal fluid leakage,
10% of meningitis, 6% of intraventricular hemorrhage, 2% of epidural
hematoma, 2% of hypothalamic injuries, 4% of permanent smell loss, 6% of
visual impairment.

- Postoperative mortality occurred in 2 patients (4%): 1 patient with
postoperative intraventricular haemorrhage and 1 patient with sepsis
e Results after 12 months: follow up from 12 to 42 months after surgery: 5
cases (10,42%) had tumors recurred, 4 cases (8.33%) reoperated and 1 dead
due to recurred tumor.



