PAT VAN PE

U ndo that bén 1a nhitng khéi u nam trong néo that bén hoac phét
trién tr té chic ndo xung quanh xam 1an vao ndo that bén. U chiém
khoang 0,8-1,6% u n&o, tré em gap nhiéu hon ngudi 16n. Cac loai hay
gap nhat trong u ndo thit bén 12 u mang ndo, u té bao than kinh trung
wong, u mang nio that. U da sb lanh tinh, tién trién cham va khong c6
triéu chung dac hiéu nén thuong duoc phat hién muon khi da to, chén
ép vao duong dan dich ndo-tiry gay tang ap luc noi so.

Véi sy phét trién caa cac phuong tién chan doan nhu chup cit 16p vi
tinh (CLVT), chup cong huéng tir (CHT), viéc chan doan u ndo that bén
kha d& dang va c6 do chinh xac cao. Tuy nhién, viéc lay u triét dé van con
la mot thach thae véi phiu thuat vién do tinh chét phic tap vé giai phau
cua khdi u viing nay. Vi phiu thuat 1a phuong phéap diéu tri duoc lya
chon dé Iy bo u, phuc hdi chire ning than kinh binh thuong.

Tir trudc dén nay, viéc nghién ciru vé 1am sang, chan doan va diéu
trj u ndo that bén da dugc dé cap dén trong rat nhidu nghién ctru, bao
C40 clia cac tac gia trén trén thé giéi. Tuy nhién, & Viét Nam, hau nhu
chua c6 nghién ciru mot cach hé thong vé van d& nay; hon nita, con
nhiéu quan diém chua théng nhét vé diéu tri nhu: chi sinh thiét va xa tri,
phau thuat 1dy u két hop xa tri, hay héa liéu phap chon loc...

Xuét phét tir thyc té trén, chling t6i tién hanh dé tai nghién cau nay
nham cac muc tiéu sau:

1. M0 td déc diém 1am sang va chan dodn hinh anh u ndo that bén.

2. Pdnh gid két qua diéu tri vi phdu thudt u ndo that bén.

3. Phan tich mét so yéu té lién quan dén két qua phau thudt.



Péng gop moi cua luan an: Pay 1a nghién ciu cb tinh chat hé
thdng vé chan doan, diéu tri vi phau thuat u ndo that bén & Viét Nam.

M@t sb6 déng gop méi caa luan an:

- Néu duoc céc dic diém dich t& hoc, 1am sang thudng gap cua u
n&o viing ndo that bén.

- Néu dugc dic diém va gia tri cua xét nghiém chan doan hinh anh
nhu CLVT, CHT trong chan doan va diéu tri u ndo that bén.

- Néu duoc két qua sau phau thuat (muac do Iy u, két qua gan, xa...)
va mot s yéu td lién quan dén két qua phau thuat voi thoi gian theo ddi
dai (5 nam).

Bo cuc cia luan an: luan an gdm 139 trang, trong d6 c6 42 bang,
55 hinh va 8 biéu d6. Phan dit van dé (2 trang); Chuong 1: tdng quan tai
liéu (44 trang); Chuong 2: dbi twong va phuwong phép nghién ctiu (20
trang); Chuong 3: két qua nghién ctru (32 trang); Chuong 4: ban luan (38
trang); Két luan (2 trang); Kién nghi (1 trang); danh myc céac cong trinh
cong bd két qua nghién ciru caa dé tai luan an (1 trang); Tai liéu tham
khao (145 tai liéu gém tai liéu tiéng Viét, tai liéu tiéng Anh); Cac phu luc.

CHUONG 1. TONG QUAN

1.1. Tinh hinh nghién ciru u ndo thit bén trén thé giéi va Viét Nam
1.1.1. Trén thé gici

Nam 1854, Shaw la tac gia dua ra mdt trong nhirng bao cao sém
nhit vé& u ndo thét bén (sau d6 dugc xac dinh la u mang ndo & ving nio
that bén bén trai). CAc nghién ciru déu cho rang phuong phéap lya chon
chinh trong diéu tri u nfo that bén 1a phiu thuat. Trong do, “vi phau” la
thuat ngir da dugc ding rat sém tir nim 1892. Céc cong bd vé két qua

phau thuat da cho théy co su cai thién dang ké vé ti 18 léy duoc toan bo



u (tr 38,4% vao nam 1998 tang 1én 86,13%) va ti I¢ tir vong (tir trong
nhiing nim gan day).
1.1.2. O'Viét Nam

Hién nay, c6 rat it dé tai nghién ctu riéng biét vé u ndo that bén ¢
Viét Nam. Mot trong sé d6 1a nghién ciu cua Nguyén Kim Chung va
CS, danh gia két qua phau thuat trén 31 bénh nhan u nfo that bén duoc
chan doan va diéu tri phau thuat tai Khoa Phau thuat than kinh, Bénh
vién Cho Ray tir thang 1/2015 dén thang 6/2016.

1.2. Giai phiu hoc viing nio thit bén
1.2.1. Céu triic ndo thit bén

C6 hai ndo thit bén ndm trong cic ban cau dai ndo. Mdi ndo that
bén gdm ndm phan, mdi phan déu c6 thanh trong, thanh ngoai, san va
tran. Ngoai ra; sing tran, simg thai duong va ngd ba ndo thit con co
thém thanh trudc.

Stng tran: nam phia trudc 16 Monro. Than no thit bén (phan
trung tdm): nam doc theo sung trén, chay ra sau tir 16 Monro dén tan
cing cua véach trong sudt. Nga ba ndo that bén: do than nio that loe
rong xuéng dudi, hoi ra ngoai va ra sau tao thanh. Stng cham (sirng
sau): la sirng bé nhat, cd thé khdng c6 ¢ mot bén. Sumg thai dwong
(stmg dudi): bt dau tir phan truée dudi cua ngd ba ndo that, chay ra
truée va hoi xubéng dudi qua phia truée cua doi thi, nim doc theo khe
Bichat.

1.2.2. Hé thong mach mdu

Hé théng dong mach: dong mach (PM) mach mac truéc, DM
mach mac sau ngoai va PM mach mac sau trong. Hé théng tinh mach
dugc chia thanh ba nhém: TM nhém ngoai, TM nhém trong va TM

nhém mach mac.



1.3. Pic diém chung ciia u nio thit bén

- Khai niém: 13 thuat ngir chi cac khdi u xuat phét tir cau tric bén
trong ndo thit bén, hodc u tir nhu Md ndo va cac cau tric than kinh 1an
can phat trién bén trong nio that bén.

- Tan suat: 0,8-1,6% tong s6 cac u ndo. Tudi gap trung binh 1a 29
(tir 8-67 tuoi), hay gap ¢ tré em hon nguoi ln.

- Céc loai u ndo that bén hay gap trong thuc té 1am sang: u mang
ndo, u mang ndo that, u té bao than kinh, u dam ri mach mac..., vai ti
1€ tur 5,3-19,3%.

1.4. Giai phau bénh u nio that bén

TCYTTG chia u ndo that bén lam 4 do tir | - IV, twong duong voi
d6 &c tinh trén lam sang, dua vao mic do biét hoa va giam biét hoa cia
té bao u. Phan loai méi nhit nam 2016 cua TCYTTG c6 bd sung cac
thong s6 vé phan tir hoc két hop véi md hoc trong phan loai u. Phan Ién
u ndo that bén Ia 1anh tinh hoic c6 do &c tinh thap.

1.5. Chén do4n u niio thit bén

Dya vao triéu ching 1am sang va chan doan hinh anh, trong d6
CLVT va CHT la cac phuwong phap co gia tri nhat trong chan doan xac
dinh u no thét bén.

- Triéu chang 1am sang: ndi bat 1a hoi chung TALNS (nhirc dau,
ndn/budn nén, ph gai thi), cac du hiéu than kinh khu tri: dong kinh,
rbi loan van dong hodc ngdn ngit,... va cac dau hiéu khac tuy vi tri khoi
u: rdi loan thang bang, giam tri nhd, thay di tinh cach...

- Chyp CLVT va CHT la cac phuong phap cé gia tri nhat dé chan
doan xac dinh u ndo that bén. CLVT cho biét vi tri, kich thuéc, hinh
dang u, mirc d6 phu ndo, choan chd cua khdi u, danh gia mirc do cap
mau caa u véi CLVT nhiéu 16p cit.

Chup CHT c6 wu diém hon CLVT trong viéc xac dinh hinh anh,
tinh chat, mat do, pham vi khdi u, mac do xam Ian, mic d6 phu no



quanh u. Pac biét, CHT c6 gia tri du doan u lanh tinh hay u ac tinh hoac
c6 thé gitp phat hién u & giai doan sém hoidc dam do thap.

1.6. Piéu tri u nio thit bén

1.6.1. Diéu tri gidn ndo thit

Mé dan luvu dich ndo-tay xudng 6 bung hoic ra ngoai truéc khi
phau thuat l1ay u cho nhitng bénh nhan bi gidn ndo that do khéi u chén
ép luu thong dich ndo tuay.

1.6.2. Vi phdu thudt ldy u

Muc tiéu: léy bd u, 1ap lai luu thong dich ndo-tuy, xac dinh md bénh
hoc khdi u. Néu khong thé 1dy toan bd u, can két hop xa tri va hoa tri.

Nguyén tic: som cat bo ngudn cip mau khéi u; boc 16 dan, lay u
ting manh nho; can nhéc ky gitra loi ich, mirc do nguy hiém khi phau
thuat 1y u.

Puong md, ky thuat md: ¢6 nhiéu duong tiép can vao ving nio
that bén dé ldy u da duoc nghién ciru va tng dung:

- Puong qua vo ndo: cac duong md phd bién 1a qua thay tran
(frontal transcortical), thuy dinh (parietal transcortical), thuy thai duong
(temporal transcortical) va thity cham (occipital transcortical).

- Puong qua thé chai lién ban ciu phia truéce: dp dung véi cac
truong hop khéng gidn ndo that, khéng c6 can tré trén duong luu
thong néo that hozc khdi u & ca hai bén néo that.

- Puong qua thé chai lién ban cau phia sau: Dandy thyc hién dau
tién ndm vao nam 1921, 1a dwdng md an toan dé lay u ¢ than va ngi ba
n&o that bén.

1.6.3. Céc phwong phdp diéu tri khdc

Phau thuat noi soi: chi dinh khi md sinh thiét, md 14y u c6 duong
kinh < 2 c¢m, it chdy mau; mé thong nhitng khéi u dang nang véo trong
ndo that. Phau thuat nay co thé ap dung trong trudng hop nio that
khong gian.



Xa phau (radiosurgery): h¢ thong xa phau Gamma Knife cho cac
truong hop u con lai sau m, hoic u tai phat; c6 mot u, duong kinh < 3
cm; diém Karnofski > 60. Hé thong robot xa phau thuat Cyber Knife: ¢6
thé diéu tri khdi u & bt ctr noi nao trén co thé c6 chi dinh xa tri, cac
khi u 16n khdng han ché kich thudc.

Céc phuong phéap diéu tri bo trg: gay tic mach truéc mo; tia Xa,
hoa chat sau mé dé tang hiéu qua caa phiu thuat hodc trong truong hop
U tai phat.

Chuong 2
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. P6i twong nghién ciru

Go6m nhitng bénh nhan dugc chan doan va vi phau thuat liy u ndo
that bén tai Khoa Phau thuat Than kinh - Bénh vién Viét Duc trong thoi
gian tir thang 01/2011 dén thang 12/2015.
2.2. Phwong phap nghién ciru
2.2.1. Thiét ké nghién ciru

Thiét ké nghién ctu: mo ta, tién ctu, khong déi ching.

S6 lugng bénh nhan nghién ctru: 57 bénh nhan.
2.2.2. Cé miu

Puoc tinh dua theo cong thuec:

Z%ay P(1-p)

n= d2

Trong d6: n 1a s6 bénh nhan can nghién ctu; Z: hé s6 tin cay &
muc Xac suit 95%:; p: ti 18 bénh nhan séng qua qua trinh diéu tri, can ctr
vao cac nghién ciru trude do trén thé gisi (ude luong 92%); d: sai sé khi
udc luogng ti 18 séng (0,08); o: mirc y nghia thong ké y hoc, thuong &p
dung o = 0,05, twong tng va&i do tin cay 95%.



S6 bénh nhan can nghién cau it nhat 12 45 bénh nhan. Ching t6i da
nghién ctru 57 bénh nhan trong thoi gian tir thang 01/2011 dén thang
12/2015.

2.3. N§i dung nghién ciru
Muc tiéu 1.
2.3.1. Diic diém déi twong nghién ciru

- Tubi, gigi, nghé nghiép, dia du.

- Ly do vao vién.

- Thoi gian tir khi ¢6 triéu ching 1am sang dén khi vao vién.

2.3.2. Diic diém lim sang ciia bénh nhin

* Panh gia tinh trang 1am sang khi vao vién: thong ké céc triéu
chang va hoi chang 1am sang, tién sir ca nhan va gia dinh.

Tri gi4c: danh gia theo thang diém Glasgow (3-15 diém). Tur
3-8 diém: hén mé, 9-12: lo mo, 13-15: bénh nhan tinh.

* Panh gia tinh trang 1am sang truéc va sau mé:

- Tinh trang tri giac truéc mo: theo thang diém Glasgow.

- Thé trang bénh nhan trudc va sau diéu tri: theo thang diém
Karnofsky (KPS), dugc chia lam 4 nhom:

+ Nhom 1: 80 - 100 diém
+ Nhom 2: 60 - 70 diém
+ Nhom 3: 40 - 50 diém
+ Nhom 4: 0 - 30 diém

- Két qua diéu tri sau md: duoc chia thanh 2 nhom:

+ Tot: nhém 1 va 2 (twong ung KPS 60 -100 diém).
+ Kém: nhom 3 va 4 (twong tng KPS 0 - 50 diém).
2.3.3. Péc diém hinh anh u trén phim chup CLVT, CHT

* Chup CLVT: vj tri, kich thuéc, ranh gidi u (rd hay khong ro),

tinh chét u (tang ti trong, dong ti trong, hdn hop ti trong, giam ti trong),



voi hoa, chay mau trong u, pht quanh u, tinh trang choan chd, xam lan,
muc d6 ngam thudc can quang, gian nio that.

* Chyp CHT:

- Truée khi tiém thude d6i quang tir: hinh dang, vj tri, kich thuéc,
tinh chat, bo khéi u; dac diém tin hiéu trén TIW, T2W; phi quanh u,
vOi hoa, dau hiéu tut ket ndo; gian ndo that; xdm lan cua u vao mach
mau, vung chirc nang quan trong xung quanh...

- Sau khi tiém thudc d6i quang tir: mirc d6 ngam thude ddi quang
tir (c6 ngam thude, khong ngdm thudc); hinh anh ngdm thude déu hay
khong déu; dau hiéu chay mau hoic hoai tir trong u. ..

Muc tiéu 2.
2.3.4. Pdnh gid két qud Vi phiu thudt

- Két qua diéu tri gidn ndo thit trude khi mo 1y u.

- Mirc d 14y u trong phiu thuat.

- Tai bién trong md - bién ching sau mo.

- Mtrc @6 hdi phuc 1am sang sau mo.

- Két qua mo bénh hoc.

* K&t qua 2 tuan sau md: su cai thién triéu chang 1am sang, cai
thién chirc ning than kinh theo thang diém Karnofsky: tir 60-100
diém: két qua tét; KPS tir 0-50 diém: két qua kém. Ghi nhan va danh
gia céc bién chirng. Chup CLVT va hoic CHT.

* Két qua xa 6 thang sau mo, 12 thang sau mo va sau d6 mdi nam
mot lan. DBéanh gia vé 1am sang: két qua phuc hdi thé trang, cai thién chat
lugng song theo Karnofsky; dién bién cac triéu chang, bién chimng.
Chup CLVT hodc CHT danh gia: u ton du, tai phat sau mo.

Muc tiéu 3

2.3.5. Phan tich cdc yéu t6 lién quan dén két qud phéu thudt
- Tudi bénh nhan, thoi gian méc bénh.
- Kich thudc, vi tri, phén loai u.



- Mitrc d¢ lay u trong phau thust.
- Két qua md bénh hoc.
2.4. Xir 1y 6 liéu

Théng ké md ta, gdbm: cac bién sb dinh tinh (tan sd, ti 1¢ phan tram);
bién sé dinh lugng (tinh gia tri 16n nhat, nho nhét, trung binh va do léch
chuan).

Théng ké phan tich: dung phép kiém y* so sanh cac ti 1¢, ding
Fisher’s exact, x> McNemar dé khao séat cac yéu té lién quan. St dung
phwong phap Kaplan-Meier dé uéc tinh thoi gian sbng thém va so sanh
su khéc biét bang Log-ranks test. Ngudng c6 y nghia thong ké duoc
chonlap <0,05.

Chuong 3. KET QUA NGHIEN CUU

3.1. Pic diém chung ciia bénh nhén nghién ciru
3.1.1. Tdn sudt mdc bénh

Tan suit u ndo that bén: 57 bénh nhan/5 nam.
3.1.2. Tudi va gidi

Tudi (Bang 3.1, Biéu d6 3.1): tudi trung binh 35,1+16,2, nhém tudi
20-29 chiém ti |é cao nhat (24,6%). Gidi: ti 16 nam/nir 12 0,8/1 (nam giéi
45,6%; nir 54,5%).
3.2. Cac dic diém chin do4n u nio thit bén
3.2.1. Pic diém lim sing

- Ly do vao vién: hay gap nhat la giam thi lyc 28,2%, nhirc dau
19,3%. C6 42% bénh nhan gap cac diu hiéu ning nhu: liétlyéu nia
ngudi 14,0%, réi loan thang bang 10,4%, dong kinh 5,3%, hon mé va lo
mo 7% ri loan tm than 3.5%, (Bang 3.4).

- Thoi gian tir khi c6 triéu chimg 1am sang dén khi chan doan bénh
thuong muon: 33,3% sau 12 thang, muon nhét sau 10 nam (1,8%).
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- Triéu chimg 1am sang (Bang 3.6) hay gap nhat Ia nhtc dau
(89,5%), ndn/budn non (73,7%), giam thi luc (63,6%). Rbi loan tam
than, mat tap trung, roi loan tri nhé it gap hon (19,3-29,9%). Cac triéu
chtng than kinh phdi hop: liét nira nguoi 21,1%, run chan tay 19,3%,
dong kinh 10,4%. Hoi chirng TALTS dién hinh 63,3%.

- Tri gidc bénh nhan truéc mo theo thang diém Glasgow (Bang
3.7): 93% bénh nhén tinh tdo, 7,0% hén mé hoac lo mo.

- Piém Karnofsky trudec md (Biéu dd 3.3): 13 bénh nhan nhom I
(22,8%), 07 bénh nhan nhoém II (12,3%), 33 bénh nhan nhom III
(57,9%) va 04 bénh nhan nhém 1V (7,0%).

3.2.2. Pic diém chin dodn hinh dnh

C6 31/57 bénh nhan (54,4%) duge chup CLVT, tit ca 57 bénh
nhan (100%) dugc chup CHT.

- Chyp CLVT (Bang 3.8. va 3.9): 68,8% u co kich thudc > 4 cm.
Hinh anh u trén phim CLVT: 100% c6 ciu trac dang dic va bat thudc
can quang, da sd 12 hdn hop ti trong (51,6%), voi héa 51,6%, gidn ndo
that 48,4%.

- Chup CHT (Bang 3.10 - 3.13): u chu yéu nam mét bén ndo that
(66,7%), trong d6 79% la & than va nga ba no that. U > 4 cm chiém
77,2%, trong d6 c6 01 treong hop u 9 cm, u <4 cm 22,8%.

U thuong c6 céau trac dac kém nang (63,1%), voi hoa trong u
31,5%, chay mau trong u 14%. Pa s u c6 ranh gidi rd (84,2%), bit
thubc manh (52,7%); tin hiéu hdn hop chiém 63,1%, gidn ndo that
57,8%. U it xam lan, véi 86% u khu tr trong khoang n&o that bén.

3.3. Panh gia két qua vi phiu thuat

Diéu tri gidn ndo that: 04/57 bénh nhan c6 tinh trang tri giac xau
da dugc mo cp ciu dan Ivu dich ndo-tay. Sau d6, ca 04 bénh nhan tri
giac tién trién tot, da dugc mé ké hoach lay u.
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3.3.1. Puong mé liy u

Béng 3.14: 96,5% duge md qua duong vo nio, trong d6 45,5% la
qua vé ndo thuy tran, 33,4% qua vd ndo thuy thai duong, 8,8% qua vo
ndo thuy dinh va 8,8% qua vo ndo thity cham. Chi 02 bénh nhan (3,5%)
duge md 14y u qua khe 1ién ban ciu thé chai phia trudc.

3.3.2. Thoi gian phéiu thugt

(Bang 3.15): thoi gian phau thuat kéo dai tir 2-4 gio & 31 bénh
nhan (54,4%), trén 4 gid 25 bénh nhan (43,8%).

3.3.3. Két qud liy u

Biéu do 3.4: liy toan bo u 63,1%; ldy gan hét u 36,9%:; khong bénh
nhan nao khdng liy duoc u hoic Ia chi sinh thiét.
3.4. Két qua mé bénh hoc

Bang 3.16: u mang ndo hay gap nhat (35%), chi yéu 1a do | (16 u),
04 u d¢ 11. U té bao than kinh trung wong: 19,3%, déu do 1. Céc khdi u
¢6 ngudn gdc tir thanh, duéi thanh, té chic trong ndo that chiém 21,8%;
U tir té bao than kinh dém 18%: 03 do I, 03 do II, 02 d¢ 111 va 02 u do
IV; u di can 02 trudng hop (3,5%); ¢6 01 trudng hop 1 u tir té bao hach
than kinh (1,8%).

Tinh chung, u ndo thit bén phan 16n (85,6%) la lanh tinh (do I)
hodc d6 4c tinh thip (1), chi 14,4% 1 u 4c tinh cao (d6 111 va V).

3.5. Bién chitng trong va sau mé

Trong md: 04 bénh nhan (7%) bi phti ndo khi dang dugc lay u: 02
mau tu ngoai mang ctrng, 02 mau tu dudi mang cing.

Trong vong 2 tuan sau md (Bang 3.18): chay mau 6 md/ndo
thét/hoac trong ndo 17,5%; liét ntra nguoi 28%; dong kinh 12,3%, gién
ndo that 5,3%. Cac bién chung khac it gap hon: nhiém tring sau md
8,8%, viém mang ndo 7%. Ti & tir vong la 12,3%.
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3.6. Panh gia két qua sau phiu thuat
3.6.1. Két qud sém (2 tudn sau phéu thugr)

Ti 1& séng 12 96,7%; tir vong 12,3% (Bang 3.18).

Hoi phuc than kinh: két qua tot 65%, két qua kém 35% (Bang
3.19). C6 38,6% bénh nhan tang diém Karnofski, 12,3% giam diém sau
mb (Bang 3.20).

3.6.2. Két qud khdm lai trong 6 thang

Khém lai cho 50/57 bénh nhén: tir vong 05 (10%), TALTS 12%,
dong kinh 20%, liét nira nguoi 8%.

Churc ning than kinh (Bang 3.22, Bang 3.23): 76% c6 két qua tét.
Chup CLVT hoac CHT (Bang 3.21): 64% khoi bénh, 18% tai phat u va
18% con s6t mot phan u.

M54 1an 2 cho 05 bénh nhan (10%), diéu tri két hop cho 09 bénh
nhan: 05 xa tri gia toc, hoa chat; 04 tia xa bang dao Gamma.

3.6.3. Két qud khdm lai sau 6 thang

* Tir 6-12 thang( kham lai cho 45/57 bénh nhan): tir vong 01/45
(2,2%), dong kinh 17,8%, liét nira nguoi 8,8%, TALNS 6,7% (Bang
3.24). Trén phim chup CHT: khong téi phat 64,4%, u tai phat 17,8%, u
ton du 17,8%. Su hdi phuc chie ning than kinh (Bang 3.25): két qua tot
88,9%, kém 11,1%. Bang 3.26: 60% bénh nhan c6 diém Karnofski ting
I&n rd rét, 20 bénh nhan c6 diém Karnofski kém truéc mé da hdi phuc
vé binh thuong.

* Sau 12 thang, kham lai cho 32 bénh nhan: tir vong thém 03 bénh
nhan (16/57 bénh nhan). C6 28 bénh nhan két qua tét (87,6%); 04 bénh
nhan két qua kém (12,5%) trong d6 03 bénh nhan tir vong.
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3.7. Phan tich mot s6 yéu td lién quan v6i két qua phiu thuit
3.7.1. Cic yéu té lién quan dén mirc dp liy u

Vi tri, kich thudc va d6 4c tinh caa khdi u ¢6 lién quan dén mirc do
ldy u trong phau thuat: ti 1& liy toan bo u cao hon khi u nam & mot bén
ndo thét (74,6%), u ¢6 kich thusc < 4 cm (92,3%), u do I (79,2%). CAc
khac biét déu c y nghia thong ké véi Fisher exact test (Bang 3.27- 3.29).
3.7.2. Cic yéu té lién quan dén bién chitng sau phiu thudt

Muc d6 lay u: nhom ldy toan bo u it bi bién ching hon nhom
khéng ldy dugc toan bo u (19,4% so véi 47,6%). Khac biét ¢ y nghia
thdng ké véi p=0,025 (Bang 3.31).

Puong md, kich thudc u va cac yéu td khac khong lién quan co y
nghia théng ké vai bién ching sau phau thuat (Bang 3.32 va 3.33).
3.7.3. Cdc yéu té lién quan vdi ti Ié séng/tir vong sau phéu thugt

Mirc d6 iy u c6 lién quan dén ti 18 tir vong: tir vong 2 tuin sau md
& nhom lay toan bo u thip hon 14 1an so v6i nhom khong 1y duoc hét u
(28,6% so véi 2,8%; Bang 3.34).

Lién quan nay van c6 y nghia thong k& néu tinh cho toan bo thoi gian
theo di, theo kiém dinh Log-ranks (Biéu d6 3.5).

3.7.4. Lién quan giita mé bénh hoc u va séng/tir vong sau phiu thuit

Do 4c tinh u: ti 16 séng 2 tuan sau md & u do 11a 100%; u do 11, 11,
IV 1a 78,8% (kiém dinh Fisher exact test cho p = 0,004). Lién quan nay
cling c6 y nghia thong ké cho toan bo thoi gian theo dai (Biéu db 3.7)
theo kiém dinh Log-ranks (p<0,001).

Két qua md bénh hoc u véi thoi gian séng thém (Biéu do 3.8):
trong 6 thang dau sau phau thuat, ti 1& tor vong v6i mot sé loai u kha
cao: u di can 100%, u mang ndo thit 37,5%, u té bao than kinh trung
wong 36,4%, va u nguyén bao than kinh dém 50%.
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Chuwong 4. BAN LUAN

4.1. Pic diém chung ciia bénh nhan nghién ciru
4.1.1. Tan sudt mdic bénh

Chung t6i gp 57 bénh nhan trong 5 nim, tin sudt nay cao hon so
v6i két qua mot sd tac giac khac, nhung van nam trong khoang 0,8-
1,6% theo y van.
4.1.2. Tuéi bénh nhén

Bang 3.1: hay gap nhat la nhém tudi < 40 (63,16%), trung binh
35+16,2 tudi. Céc tac gia khéac ciing cho biét u ndo that bén gap nhiéu
hon & nhém < 40 tudi.

4.1.3. Gioi

Co6 26 bénh nhan nam (45,6%) va 31 bénh nhan nir (54,5%), ti I&
nam/nix 1a 0,8/1 (Xem Bang 3.2, Biéu d6 3.1); twong duong vai két qua
ctia cac nghién cau khac cho rang khong cé su khac biét vé ti 16 méc
bénh gitra nam va nir giéi.

4.2. Pic diém 1am sang cia bénh nhan
4.2.1. Ly do vao vi¢n

Mo mit (28,2%), nhirc dau (19,3%) 1a Iy do hay gap nhat khién
bénh nhén di kham. Sau do la liét nira nguoi 14,0%; dong kinh 12,3%...
(Bang 3.4). Két qua nay phu hop véi nhan xét cua cac tac gia khac nhu
Golkap (1998), Ellenbogen (2001), Ibrahim (2008).

4.2.2. Théi gian mdc bénh

Thoi gian phat hién bénh thudng mudn (Biéu db 3.2): sau 12 thang
la cao nhit 33,3% (Bang 3.5). Theo Hamit Golkap (1998) Ia tir 4 ngay
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dén 8 nam, cua Majchrzan (2004) tir 6 thang dén 6 nim, cua Zuccaro
(1999) tir 1 ngay dén 4 nam. Thoi gian mac bénh khong lién quan véi
kich thudc u (Bang 3.5) do u ndo that bén thuong chi duoc phat hién khi
khdi u d to, c6 triéu ching 1am sang rd.

4.2.3. Triéu chirng lam sang

Hay gap nhat |a nhtrc ddu 89,5; ndn hoic budn ndn 73,7%, va giam
thi luc (63,3%). TALTS dién hinh (nhic dau, ndn/budn ndn, phu gai
thi) 1a mét hoi chitng ndi bat c6 goi y chan doan (63,3%).

R&i loan tdm than ciing chiém ti 1¢ kha cao (29,9%), sau d6 dén
cac dau hiéu than kinh khu tra: liét nira nguoi 21,1%; run chan tay
19,3%; rdi loan thiang bang 10,4%, dong kinh 10,4% do u d¢ ép 1én cac
ving than kinh chirc nang. C6 11,7% bi réi loan vé hd hap, tim mach,
day 1a cac triéu chieng do din bién bénh va hoi chitng TALTS xay ra tir
tir va kéo dai,.

Két qua nay phd hop voi nhan xét cua nhiéu tac gia khac nhu
Gokalp (1998), Pendl (1992), Danaila (2014), Zuccaro [1999].

4.2.4. Tinh trang tri gidc trwéc mo

Phan Ién bénh nhan (93%) tinh téo, tuy khéng nhanh nhen nhu
binh thuong do bi anh huéng bai tinh trang réi loan tdm than (29,9%),
réi loan tri nho (19,3%), réi loan tinh cach (5,3%) kéo dai. C6 04 bénh

nhan (7%) réi loan tri giac lo mo va hon mé.

Két qua nay ciing phii hop véi nhan dinh cua céc tac gia khac:
D’Angelo (2005); Danaila (2014), Ahmed Elsayed (2014).
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4.3. Pic diém chén doan hinh anh
4.3.1. Gid tri ctia cdc phwong phdp chin dodn hinh dnh

Chup X quang so qui wdc chi ¢ gia tri goi Y trong chan doan khdi
choan chd trong hop so. Chup mach ndo (angiographie) giup danh gia
nguoén cip mau, co gia tri trong phau thuat hoic xa tri.

CLVT va chup CHT ¢6 uu diém vuot troi gop vao chan doan sém
va didu tri triét d& bénh ly u ndo ndi chung va u ndo that bén nai riéng.
Tat ca 57 bénh nhan trong nghién ciru déu duoc chup CHT, ¢6 31 bénh
nhéan dugc chup CLVT.

4.3.2. Chup CLVT

Chup CLVT cho 31 bénh nhan thiy duoc céc tinh chat phd bién va
da dang vé hinh thai cta u ndo that bén: u > 4 cm chiém da s6 (68,8%)
do u tién trién cham, khdng c6 triéu ching dic hiéu; cau tric dang dic
100%, ting ti trong 51,6%, vdi hoa 51,6%, gidn ndo that 48,4%, chay
mau trong u 9,4%,... U c6 ranh giéi rd vi theo y van, u ndo that bén da
s6 1 lanh tinh (74,2%) (Shrivastava R., 2003; Al-Yamany M., 2000).

4.3.3. Chup cong huwong tir

Phim chup CHT cho biét chinh xac vi tri va méi lién quan cua khoi
u vai cau trac xung quanh, mirc d6 phu nfo, xam lin cua u vao cac
viing chirc ning quan trong. CHT con c6 gia tri goi y tinh chat md bénh
hoc, mirc d6 lanh tinh hay &c tinh cta u dé lua chon diéu tri.

Chup CHT cho tat ca 57 truong hop: hinh anh thuong 12 12 sy két
hop ciia cac loai tin hiéu theo tinh chat phuc tap cua giai phau bénh. Tin
hiéu u thuong 1a hdn hop, khong dong nhat: 63,1% co tang tin hidu trén
T2W, u c6 cu trac dic kém nang to nho (63,1%), 6 dic don thuin
36,9%, vOi hoa 31,5%, chay mau trong u 4%.
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Twong tng Véi két qua chyp CLVT, trén phim CHT u > 4 cm
chiém ti 1& cao nhat (77,2%), trong d6 36,8% c6 kich thudc > 6 cm; bat
thudc ddi quang 98,2%, gidn ndo that 57,8%. Phan 16n u khu tra trong
khoang ndo that bén (86%), day déu la nhiing u lanh tinh d6 md hoc
thap, c6 ranh gidi ro (84,2%).

Pic diém u trén phim chup CHT ciing c¢6 két qua tuong tu véi cac
tac gia khac (Majos C., 1999; Nagib M., 2000; Morita A., 1993).

* Khé khan: can chan doan phan biét cac loai u: u mang nio that, u
dudi mang ndo that, u t& bao than kinh dém it nhanh, u té bao than
kinh,... Cac loai u nay c6 hinh anh trén phim chuyp CLVT, CHT tuong
dbi gibng nhau. Mic du mot s6 cac tac gia nhu Gokalp (1998), Koos
(1993) Goergen (1992) cho biét c6 thé chan doan phan biét dya vao
tudi, vi tri khdi u va dic diém ting loai u, nhung do sb liéu chung toi
con it va u cha yéu nim & than ndo thit bén nén chua thdy c6 su khac
biét rd rét vé hinh anh gitra cac loai u hay gap.

4.4. Panh gia két qua vi phiu thuat
4.4.1. Piéu tri gidn ndo thit

Ca 04 bénh nhan (7,1%) tinh trang tri gi4c xau déu duoc mé din
lru ndo thit trude khi phiu thuat ldy u, sau do tri gi4c tién trién tdt,
dugc mb ké hoach lay u.

4.4.2. Phwong phdp phéu thudt ldy u

* Puong mé: 55/57 bénh nhan (96,5%) duoc md qua dudng vo
ndo vi: 1am sang c6 hoi chung TALTS rd (36 bénh nhén); tién luong
trong md pht ndo nhiéu; u c6 kich thude Ién (> 4 cm). Puong mé qua
khe lién ban cau thé chai phia truge cho 02 bénh nhan (3,5%) bi u dudi
mang néo that: u <3 cm, ranh gigi rd, ndo that khong gian.
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* Qué trinh phdu thugt: Véi duong mé qua thé chai: rach da
duong thang, ma volet xwong so hinh tam giac. Puong mé qua vé nao:
rach da hinh vong cung, mé volet xuong s¢ khoang 3-4 cm duong kinh.

4.4.3. Két qud liy u

M4 lay toan bo u cho 36 bénh nhan (63,1%), md lay gan hét u
hodc mot phan u 21 bénh nhan (36,9%), khdng bénh nhan nao chi sinh
thiét. Ti Ié iy toan bo u caa ching tdi thap hon trong nghién cau cua
Ellenbogen (2001) 79,3%; D’ Angelo (2005) 82%.

4.4.5. Bién chitng sau mé

Trong vong 2 tuan sau mo, tr vong 12,3% (Bang 3.18) do dién
bién niang: chay mau, hon mé sau, gian ndo that,... ti 1& tir vong cua
ching t6i cao hon so vai nghién cau cua Ellenbogen (2001), cua
D’ Angelo (2005); Radoi (2014) c6 thé 1a do kich thuéc u cua bénh
nhan trong nghién cau lén, ti & 14y toan bd u thip hon so véi céc tac
gia nay.

4.4.6. Két qud moé bénh hoc

U mang ndo hay gap nhit 35%, sau d6 dén u té bao than kinh
19,3%, u mang néo that 15,8%; u té bao than kinh dém it nhanh 18%
(Bang 3.16). U do 1 chiém 42,1%, do 11 43,8%, u do 111, IV 14,0%. Phu
hop vai nhan xét caa Pendl (1992), Danaila (2014), Jelinek (1990).
4.4.7. Ddanh gid két qud sau phiu thudt
4.4.7.1. Két qud gan (trong vong 2 tuan sau phau thugt)

Ti Ié sdng 87,7%, tr vong 12,3% (Bang 3.18). Két qua phuc hdi
than kinh (Bang 3.19), 65% c6 két qua tot, 35% két qua kém. Theo
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Danaila, két qua tét ldc ra vién 81,8%; ti I¢ tir vong 1,48%. Alam (2016):
khong co bénh nhén tir vong, Sherif Elwatidy (2016), tir vong 4,7%.
4.4.7.2. Két qud kham lai trong 6 thang

Ti 1€ tir vong 1a 10%. CO 12/16 bénh nhan (75%) yéu, liét ntra
nguoi da hdi phuc; 26/32 bénh nhan (75%) TALTS da duogc cai thién,
68% tro lai sinh hoat binh thudng khong can trg giup (Bang 3.23).

Chup CLVT/ CHT: 64% khoi bénh, u tai phat 18%, sot mot phﬁn u
(18%) (Bang 3.21).

Ti 18 tr vong va muc d6 hdi phuc cta bénh nhan la tuong duong
v6i nhan xét cta cac tac gia khac khi danh gia trong cung thoi diém
kham lai sau mé: Delfini (1991) 10,6%, Gokalp (1998) 7,1%,
Majchrzac (2004) la 10%.
4.4.7.3. Két qua sau 6 thang

Tu 6-12 thang: kham lai cho 45 bénh nhan (100%): ti 1€ tir vong
2,2%; tai phat u 17,8% (Bang 3.24); dong kinh 17,8%; két qua tot vé
chtre ning than kinh 88,9%.

Trén 12 thang: 72,7% bénh nhan duoc tai kham: két qua tot 87,6%,
liét ntra nguoi 9,37%, dong kinh 18,7%.

Céac két qua nay khong khac biét nhiéu so véi nghién ctu cua
Alam (2016): dong kinh 22,2%, két qua tot 77,8%; Danaila (2014): tir
vong 1,15%, tai phat u 12,13%; Ibrahim Secer (2008): tir vong 2,17%.
4.4.8. Phan tich cdc yéu té lién quan véi két qua phdu thudt
4.4.8.1. Cdc yéu 16 lién quan dén két qua lay u

V; tri u: (Bang 3.27): u nam ¢ mot bén néo that c6 ti Ié lay u cao
hon ¢6 y nghia thong ké so véi u nam & ca hai bén ndo that (74,6% so
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V6i 42,1%). Chua thiy lién quan giita cac vi tri cu thé cua u (sing tran,
I6 Monro, than ndo that, ngd ba ndo thit, sing cham hay sing théi
duong) véi mirc d6 lay u.

Kich thuée u: (Bang 3.28): u < 4 cm ¢0 ti 1é 1ay dugc toan bo u 1a
92,3%; u > 4 cm thi ti 1¢ nay 1a 54,5%. Khac biét co y nghia thong ké
véi p = 0,013 theo kiém dinh Fisher exact test (Radoi, 2014,
Timurkaynak E., 1986).

P de tinh ciia u: ¢6 lién quan co y nghia thng ké véi mirc do 1ay
u, voi p = 0,033 (Bang 3.29). Alam (2016) ciing cho rang néu u la &c
tinh chi thuc hién duoc Idy mot phan u.

4.4.8.2. C&c yéu to lién quan dén bién ching sau phau thudt

Mize d@é ldy u: nhém lay toan bo u c6 bién ching it hon so véi
nhém lay khong toan bo (19,4% so vai 47,6%). Khac biét c6 ¥ nghia
thdng ké véi p=0,025 (Bang 3.31). Danaila (2014) cho biét, ti ¢ tai phat
sau phau thuat mot nam 1a 12,13%, tat ca déu thuoc nhém khéng lay
duoc toan bo u.

Kich thuéc u: bién chitng sau mé gap nhiéu hon & nhém cé u > 4
cm (15 bénh nhan - 34,1%) so véi nhém c6 u < 4 cm (2 bénh nhan -
15,4%). Tuy nhién, khéc biét nay khong co y nghia théng ké voi
p=0,195 (Bang 3.32).

Duong mé: viéc str dung duong md nao khong co lién quan vaéi ti
1& bién chung sau mé (Bang 3.33). Theo cac tac gia, phau thudt vién nén
dung dudng md ndo ngin nhit, quen thudc nhét va an toan nhit dé 1iy u
(Radoi, 2014; Baroncini M., 2011; Alam, 2016).
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4.4.8.3. Cdc yéu 6 lién quan dén ti 1é song/ tir vong sau phdu thudt

- Mite d6 ldy u: ti 18 tir vong & nhom ldy toan bo u thap hon 14 lan
so v&i nhom khong léy dugc toan bd u (28,6% so voi 2,8%) vdi
OR=14,0 va 95% Cl=1,55-126,57; p=0,008 (Bang 3.34). Lién quan van
c¢6 y nghia théng ké cho toan thoi gian nghién cau véi p <0,001 (Biéu
d6 3.5) theo kiém dinh Log Rank (Mantel-Cox).

- Kich thwéc u: trong 6 thang dau tién, ti 1 tir vong & nhom c6 u <
4 cm 1a 15,4%, thip hon so voi nhém u > 4 cm (31,8%). Thoi gian séng
trung binh ctia nhdm u < 4 c¢m ciing cao hon so véi nhdom u >4 cm, (21
thang so véi 4,4 thang) (Biéu dod 3.6). Tuy nhién, test Mantel-Cox
khéng cho thay su khéc biét c6 ¥ nghia thong ké (p=0,221).

- D¢ &c tinh cua u va ti 1¢ séng thém: trong vong 2 tuan sau phiu
thuat, nhom u do I ¢6 ti 18 sdng thém 1a 100%; u do II, IIL, IV 1a 78,8%.
Sy khac biét c6 ¥ nghia thong ké v6i kiém dinh Fisher exact test
(p=0,004) (Bang 3.35).

Vai toan bo thoi gian nghién ciu: u lanh tinh hoac ¢6 @6 ac tinh
thap (d6 1 va 2) c6 ti Ié song twong tng 1a 87,1% va 69,7%. (Biéu do
3.7).V6i do u 3 va 4, can theo ddi thém song c6 thé thiy ti 18 tir vong
trong 6 thang cua ca hai nhom u kha cao 06/08 bénh nhan (chiém 75%),
Mot bénh nhan méi theo dai dugc 10 thang (chiém 12,5%), mot bénh
nhan di tir vong & thoi diém 30 thang (12,5%).

- Két qua md bénh hoc u véi thoi gian séng thém: (Biéu d6 3.8) u
mang n&o co ti 1é séng thém cao (95%), u té bao than kinh trung wong
va u mang ndo thét trén 60%, u té bao than kinh dém it nhanh 40%. Theo
Golkap 1998 ti I¢ song thém sau 8 nam cia u mang ndo la 100%; song
thém sau 4 nim cua u dudi mang nao that 80%, u mang néo that 1a 50%.
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KET LUAN

Nghién ctru dac diém 1am sang, hinh anh chup ct 16p vi tinh, cong
huong tir, didu tri phau thuat va theo ddi sau mé 57 bénh nhan u ndo
that bén, ching toi rat ra két luan:

1. Pic diém 1am sang va chan doan hinh anh

U ndo thit bén khong cé triéu chimg 1am sang dic hiéu: u gip &
moi ltra tudi, bénh nhan dudi 40 tudi c6 ti 1& cao nhat (66,7%). Bénh
thuong dién bién kéo dai, da s6 bénh nhan dugc phat hién bénh sau 12
thang: 19/57 truong hop (33,3%). Hoi chung ting ap luc nodi so dién
hinh (nhirc dau, ndn, phu gai thi) 1a cac triéu chiing chinh trong bénh
canh 1am sang u ndo that bén vai ti 1¢ cao, chiém 63,3% sd bénh nhan.

Chup cit 16p vi tinh hodc cong huong tir truéc va sau tiém thude
can quang c6 thé dé dang xac dinh dugc u nfo that bén. U trén > 4 cm la
phd bién nhét (77,2%) véi ddc diém chan doan hinh anh da dang. Ti lé u
bat thudc d6i quang tir rat cao (98,2%), tly mic do tir it dén vira va
manh. Phan 16n khu trd trong khoang ndo that bén (86%), la nhiing u
lanh tinh &6 md hoc thap, c6 ranh gidi rd (84,2%).

2. Két qua vi phiu thuat

Puong mé: téi 96,5% s bénh nhan dugc md qua duong vo néo vi:
Iam sang bénh nhan biéu hién hoi chimg ting ap luc trong so rd (32
bénh nhan), u thudng co kich thudc 16n (> 4 cm), qua dudng mo nay co
thé mao rong phau truong, dé lay u va khi xir tri bién chimg (phd néo,
chay méu) trong mé hon so véi duong qua thé chai.

Két qua lay u: ti 18 ldy toan bd u khé cao (63,1%), nhung van con
21 bénh nhan (36,9%) chi liy duoc gan hét u do khéi u Ién, nhiéu u
nam & ca hai bén nio that, khdng cé bénh nhan nao chi sinh thiét, khong
lay u.
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Bién chting va tir vong ngay sau phau thuat trong doi cao: lan luot
1a 29,8% va 12,3%. Ti & dong kinh 1a 12,3%, yéu/liét nia nguoi hoac
mot chi la 28%.

Két qua mo bénh hoc: phan 16n bénh nhén (85,6%) c6 u lanh tinh
(d6 1) hodc @6 &c tinh thap (d6 1), chi 14,4% bénh nhan c6 u d6 &c tinh
cao (do Il va IV).

Panh gia két qua sau phiu thuat:

+ Két qua lic ra vién (2 tuan sau md): tir vong 07 bénh nhan
(12,3%), két qua tdt twong ddi cao (65%), két qua kém 35%.

+ K&t qua gan (tr 2 tuan dén 6 thang sau md): ti 18 tir vong khéng
cao (10%) véi 05 bénh nhén. Trong 50 bénh nhan kham lai: 38 bénh
nhan (76%) cd sy cai thién chic ning than kinh véi diém Karnofski
tang 1én sau mo, 26/32 bénh nhan (81,25%) tang ap luc noi so da duoc
cai thién. Ti l& bénh nhan bi dong kinh trudc phau thuat khong dugc cai
thién nhiéu sau phau thuat.

+ Két qua xa: tir 6 dén 12 thang sau md, ti 1& kham lai 1a 100% véi
45 bénh nhan. Ti Ié tir vong khong cao: 01/45 bénh nhéan (2,2%). Céc
bién chiung khéac & mic binh thuong: tai phat u (08 bénh nhan); dong
kinh: 08/45 bénh nhéan (17,8%). Theo thang diém Karnofski, nhém cé
két qua t6t chiém ti 1& cao (88,9%).

3. Mt s6 yéu to c6 lien quan dén két qua phiu thuit

Vj tri, kich thude, d6 md hoc cua u la cac yéu td lién quan vai két
qua phau thuat u ndo that bén. U 16n, vi tri u hai bén ndo that lam giam
muc do Iy toan b u. U d6 1, kha ning 1iy duoc toan bd u cao hon, thoi
gian sdng thém dai hon so véi u dd 11, 111, 1V (79,2% so véi & 51,5%).
Céc lién quan nay déu c6 y nghia thng ké véi p<0,05.
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KIEN NGHI

U n&o that bén phan I6n 14 lanh tinh. U khdng ¢ triéu chuang 1am
sang dic hiéu, bénh nhan thuong dén vién muon khi biéu hién 1am sang
da rd rang, khdi u da 16n, gay ra hoi ching tang ap luc noi so dién hinh
v6i nhiéu bién chimg nguy hiém. Vi vay, dé phét hién bénh sém, diéu
tri kip thoi, nang cao ti 1¢ phuc hdi sau mo, nghién ciu sinh c6 mot sé
kién nghi sau:

- Trén lam sang, can nghi dén bénh canh u ndo that bén khi thay
bénh nhan tré < 40 tudi, vao vién vi nhirc ddu, nén/budn nén, nhin mo,
kham thay c6 phu gai thi (hdi ching ting ap luc ndi so dién hinh). Day
la cac triéu chung va dau hiéu chinh trong bénh canh 1am sang u ndo
that bén.

- Khi nghi ngo, can cho bénh nhan 1am chup cit 16p vi tinh hodc
cong huong tir mot cach hé thong dé c6 thé dé dang chan doan xac dinh.
Trén phim chup, can xac dinh chinh xac vj tri, ranh giéi u, mdi lién
quan cuia U véi CAc Cau tric xung quanh.

- Néu di xac dinh chan doan thi vi phau thuat dugc coi 1a lya chon
hang dau trong diéu tri u ndo that bén vi nhitng wu diém vuot troi cua
phuong phap nay. Can nghién ctu ky cac xét nghiém chan doan hinh
anh, 1én ké hoach mé dua vao vi tri, tinh chat u dé dat hiéu qua lay u
cao nhat va giam thiéu bién chiing sau mo.

- Ap dung Bang phan loai md hoc u n&o that bén mai nhat cua To
chuc Y té thé giéi nam 2016 dé co chién luge diéu tri bd tro va theo di
lau dai.



INTRODUCTION

Lateral ventricular tumors are tumors may arise from the
ventricular wall or from the surrounding structures and expand inside
the ventricle. Tumors of the lateral ventricle are uncommon lesions
they comprised 0.8 to 1.6% of brain neoplasms. Tumors that are most
likely to occur in the lateral ventricles are meningioma, astrocytoma,
ependymoma, etc. According to histopathological features, lateral
ventricle tumors are almost benign. They are generally slow growing,
and can become large before causing symptoms.

With advents of newer diagnostic procedures (computed
tomography, magnetic resonance imaging...), these lesions can be
easily diagnosed with a high accuracy. However, a complete tumor
removal is a challenge mission because of their deep locations and
complicated characteristics. Microsurgery is the first choice for tumor
removal through carefully planned surgical approaches.

Investigating of diagnose and treatment of lateral ventricles
has been mentioned in many medical documents all over the world.
However, there are not systematic reviews about the tumors in
Vietnam. Moreover, multimodal strategies, including stereotactic
biopsy, radiosurgery, adjuvant radiotherapy, and chemotherapy
further are controversial. The objectives of our study:

1. To describe the clinical, imaging diagnostic characteristics of
lateral ventricular tumors.

2. To evaluate the microsurgical results of the lateral ventricles.

3. To determine some factors influencing microsurgical results.



The new major scientific contribution of the thesis: There
was a fundamental study about diagnosis and micro-surgical
treatment for lateral ventricular tumors in Vietnam. The new major
scientific contribution of the thesis:

- Showing some etiology, commonly clinical characteristics of
the lateral ventricular tumors.

- Determining the value of diagnostic imaging methods, such as:
computed tomography, magnetic resonance imaging for diagnosing
and treating the tumors.

- Giving the significant relations between some factors and
surgical outcomes of the lateral ventricles.

Structure of the thesis: The thesis consists of 139 pages,
including 2 introduction pages, 44 pages for overview, 20 pages for
subjects and methods, 32 pages for results, 38 pages for discussion, 2
pages for conclusion, 1 pages for suggestion. There are 42 tables, 55
images, 8 charts, and 145 references including Vietnamese and
English references; index.

CHAPTER 1 - OVERVIEW
1.1. Researches of lateral ventricular tumors in the world and in
Vietnam
1.1.1. In the world

In 1854, Shaw provided one of the earliest reports of a patient
with a lateral ventricular tumor. This tumor had most likely been a
meningioma in the left lateral ventricle.

Most of researchers considered surgical method is the best
choice in treatment of the tumors. Among these, a term of
microsurgery has been mentioned very early, from the year of 1892,
The results of many studies showed that the complete resection rate



has been increasing significantly, from 38.4% in 1998 to 86.13%
recently.

1.1.1. In Vietham

Currently, there have been few research topics on lateral
ventricles. One of them was the study by Nguyen Kim Chung to
evaluate the surgical results on 31 patients with intraventricular
tumors to be diagnosed and treated surgically at the Department of
Neurosurgery, Cho Ray Hospital from Jan 2015 to June 2016.

1.2. Anatomy of the lateral ventricular brain

1.2.1. Anatomical structures

There are two lateral ventricles located in the cerebral
hemispheres. Each lateral ventricle has five parts: the frontal,
temporal, and occipital horns, the body, and the atrium. Each of these
five parts has medial and lateral walls, a roof, and a floor. In addition,
the frontal and temporal horns and the atrium have anterior walls.

The frontal horn locates in front of the foramen Monro. The
body is along with the frontal horn, running from the foramen Monro
to the end of septum pellucidum. The atrium is created by large,
slightly outward and backward of the body. The occipital horn is the
smallest part, probably not on one side. The temporal horn starts
from the lower part of the atrium then runs forward and slightly
downward through the front of the thalamus, along the Bichat slit.

1.2.2. Vascular system

Choroidal vascular system includes: anterior and posterior
choroidal arteris. The venous system is divided into three groups:
external, internal, and choroidal venous.



1.3. The general features of lateral ventricular tumors

- Definition: Neoplasms that originates in the ventricular wall
and it’s lining, and those that arises in the adjacent brain structures
but with more than two-thirds exophytic growth within the ventricle
(Pendl, 1992).

- Frequency: 0.8 t01.6% of brain neoplasms. Mean age is 29
years (from 8 to 67 year of age), is likely to be appeared more in
children than adults.

1.4. Histopathology

According to the classifications of WHO (2000, 2007, 2016),
lateral ventricular tumors were divided into four groups (grade | to
grade 1V) based on their cell differentiation and malignance.
Clinically, commonly seen types were meningioma, ependymoma,
astrocytoma...

1.5. Diagnosis of lateral ventricular tumors

The main clinical symptoms of lateral ventricular tumors are
headache, nausea/vomiting, and visual defects (hydrocephalus
syndrome), focal neurological signs such as seizures, movement or
language disorders, and other signs depend on tumor location such as
balance disorders, memory loses, personality changes.

Conventional radiography is only worth to suggest that the
cranial masses have been involved. Angiography helps to assess
blood supply, which is valuable in surgery or radiotherapy.

However, CT and MRI screening are the most valuable
methods for the definitive diagnosis of lateral ventricular tumors. The
CT scan indicates the location, size, shape of the tumors, cerebral
edema; and their blood supply by using multilayer computed
tomography.



MRI is superior to CT in determining the tumor’s nature,
density, invasion, and extent of cerebral edema around tumor. In
particular, MRI has the potential to predict benign or malignant
tumors or may help detect tumors at early stages.

1.6. Treatment for lateral ventricular tumors

Targets: removing tumor, restoring cerebrospinal fluid
circulation, and determining their histopathological patterns. If
completed resection is impossible, radiotherapy and chemotherapy
should be combined.

1.6.1. Treatment of hydrocephalus

Pre-operative cerebrospinal fluid drainage with the one-way
drainage system was performed for the patients suffered from
ventricular dilatation due to obstruction of the normal cerebrospinal
fluid (CSF) pathways.

1.6.2. Microsurgical treatment

Surgical approaches and techniques: there are many approaches
to the tumors but the transcortical and the transcallosal routes are most
commonly used.

- Transcortical approach: the common routes are transfrontal,
transparietal, transtemporal, and transoccipital approaches.

- The anterior transcallosal approach: for patients without
ventricular dilatation and cerebrospinal fluid obstruction or for the
tumors are located in both sides of the ventricle.

- The posterior transcallosal approach by Dandy (1921): be safely
used to excise lesions in the body, and atrium of lateral ventricles.



1.6.3. Combined treatments

Laparoscopic surgery: is used for biopsy surgery, tumors <2
cm in diameter, less bleeding, and cyst-tumors. This surgery can be
used in cases without hydrocephalus [127].

Radiosurgery: Gamma knife radiotherapy system is used for
postoperative residual or recurrent tumors; unique tumor with less
than 3 cm of diameter; Karnofski score > 60. Addition, there is Cyber
knife operating robotic system which can be used for all of tumors
which having radiotherapy indication, or large tumors at any sizes.

Adjuvant treatments such as radiotherapy, radiosurgery, and
chemotherapy can improve functional outcomes after surgery or in
cases of recurrent tumors.

CHAPTER 2 - SUBJECTS AND METHODS
2.1. Study subjects

Including patients who were diagnosed and microsurgically
treated in Department of Neurosurgery at Vietduc Hospital from
7/2010 to 8/2013.

2.2. Research methodology
2.2.1. Study design

This was a description, retrospective and uncontrolled study.
The number of patients was 57.

2.2.2. The sample size

The sample size was calculated as following:

Z%42)p(1-p)
d2




Of which, n: number of patients to study; Z: confident factor at
95% probability; p: survival rate through treatments, based on prior
studies in the world (estimated 92%); d: errors in survival estimation
(0.08); a: the level of statistical significance, often using a = 0.05
corresponding to the 95% confidence.

According to the formula, the minimum sample size was 45. In
fact, the number of the study was 57.

2.3. Study targets
The first target.

2.3.1. Some etiology characteristics
- Frequency of lateral ventricular tumors/intracranial tumors.
- Age, sex, rate M/F of the patients.
- Distribution by occupation, geography.
- Reason for admission to hospital: headache, vomiting, visual

field deficits, mental disturbances or psychiatric symptoms...

- The time between onset of clinical symptoms and admission.

2.3.2. Clinical characteristics

- To evaluate patient's clinical characteristics when they are
admitted to the hospital: the signs and symptoms, personal and

family history information were systematically reviewed.

- To evaluate preoperative and postoperative clinical situations:
The Glasgow scale (3-15 points) system was used to evaluate level of
consciousness at the patients” admission and preoperative time: 3-8

points (coma), 9-12 (drowsiness), 13-15 (consciousness).



Karnofsky scale was used to investigate pre- and postoperative
clinical recovery, in which the patients were divided into 4 groups: |
(80 t0100 points), 11 (60 to 70 points); 111 (40 to 50 points), and V (10
to 30 points). Treatment outcomes were considered good results
(group I + 1I: KPS 60-00 points); or bad results (group 111 + IV: KPS
10-50 points).

2.3.3. Image features of the tumors on CT scan and MRI

* On CT scan: proportion, size, and boundaries of the tumors,
hydrocephalus, intraventricular bleeding, morphological characteristics,
degree of contrast enhancement, calcification or cystic changes.

* On MRI: tumor’s features before and after intravenous

contrast injection:

- Non-contrast MRI: shape, location, size, nature of tumors,
signal characteristics on TIW/ T2W, edema, calcification, ventricular
dilatation, spreading into blood vessels and vital functional structures
around tumors.

- Contrast-enhancement MRI: level and nature of contrast-
enhancement, signs of bleeding or necrosis in the tumors, etc.
The second target.
2.3.4. Microsurgery treatment

Preoperative inner-medical treatment: anti-cerebral edema.
Preoperative surgical treatment of hydrocephalus.

Evaluating microsurgery results:
- Extent of tumor removal.



- Postoperative clinical recovery

- Postoperative complications.

- Histophathology results.

Evaluating postoperative surgical outcomes:

- Assessments at hospital discharge (2 weeks after surgery):
symptom improvement, mental function improvement according
to the Karnofsky performance status (60 tol00 points: good
recovery, 0 to 50 points: poor recovery), recording complications.
CT scan or MRI was performed for evaluation.

- Assessment after 6 months, 12 months after the surgery and
then once a vyear. Clinical evaluation: results of physical
rehabilitation, improvement of life’s quality based on
Karnofsky status; development of symptoms and complications. CT
scan or MRI was performed to assess residual or recurrence tumors
after surgery.

The second target.
Some factors related to microsurgical outcomes

- Size, location, classification of the tumors.

- Level of tumor removal in surgery.

- Histopathology results of the tumors.

2.4. Data analysis

Descriptive  statistics, including: qualitative variables
(frequency, percentage); quantitative variables (maximum/ minimum/
average/ values and standard deviation were calculated.

Statistical analysis: the data were statistically analyzed with
the %2 test. Fisher’s exact probability test was used when there were
fewer than five variables to examine the relevant factors. Log-ranks
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test was carried out for estimating survival time and comparing
differences. A p-value of 0.05 was considered significant.

CHAPTER 3 - RESULTS

3.1. General characteristics of study patients
3.1.1. Frequency

The frequency of the tumors was 57 patients/5 years.
3.1.2. Age and sex

Age (Table 3.1, Chart 3.1): the average age was 35.1+16.2, the
common ages were under 30 (56.7%). The group of 20-29 years had the
highest rate. Gender: male/female ratio is 0.8/1 (male 45.6%, female
54.5%).
3.2. Diagnostic features of lateral ventricular

3.2.1. Clinical features
- Reasons for hospitalization: the most common is visual

defects (28.2%), followed by headache (19.3%). The other signs:
paralysis in 14.0% of the patients, disorder of balance in 10.4%,
coma and drowsiness 7%, mental disorders 3.5%, epilepsy 5.3%,
(Table 3.4).

- The time between onset of clinical symptoms and their
admission (time to diagnosis) was often late: 33.3% after 12 months,
the latest case was after 10 years (1.8%).

- Clinical presentations: headache accounted for the highest
rate (89.5%), then nausea/vomiting/in 73.7%, Blurred vision in
63.6%. The other symptoms such as mental disorders, focal
neurological distubances were less common (Table 3.6).

- Preoperative perception based on Glasgow scale (Table 3.7):
93% of patients were conscious, 7.0% was comatose or unconscious.
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- Preoperative assessments of Karnofsky performance status
(Chart 3.3): group | was 22.8%, group Il 12.3%, group I11 57.9%, and
group 1V 7.0%.

3.2.2. Image features on CT scan and MRI

There were 31 out of 57 patients (54.4%) receiving CT scan
and all the 57 patients (100%) were examined by MRI.

- CT screening (Tables 3.8 and 3.9): 68.8% of the tumors had a
size > 4 cm in diameter. Images of CT scan: solid formation and
contrast enhancement were seen in 100% of tumors, calcification in
51.6%, and ventricular dilatation in 48.4%.

- MRI screening (Table 3.10 - 3.13): of 57 tumors, 14 (24.6%)
were located in the right lateral ventricle, 24 (42.1%) were left-sided,
and 19 (33.3%) were biventricular. At specific location, 78.9% of
tumors were observed in the body or atrium. Tumors > 4 cm of
diameter accounted for 77.2%, and <4 cm were 22.8%.

The tumors were usually solid with cystic structures 63.1%,
calcification in 31.5%, bleeding in 14%. Most of the tumors had clear
boundaries with the rate of 84.2%, contrast enhancement in 52.7%;
mixed signal in 63.1%, ventricular dilatation in 57.8%. They were
less invasive; the majority of the tumors (86%) were located within
the lateral ventricle.

3.3. Assessment of microsurgical results
3.3.1. Management of hydrocephalus before tumor resection

Treatment of hydrocephalus was performed in 04/57 poor
perception patients who have been operated for emergency

ventriculoperitoneal shunt.
3.3.1. Approaches for tumor resection

Table 3.14: 96.5% were operated via transcortical route, among
these 45.5% through the transfrontal, 33.4% the transtemporal, 8.8%
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the transparietal and 8% the transoccipital routes. Only two patients
(3.5%) were operated through the anterior transcallosal approach.
3.3.2. The time of operation

(Table 3.15): the surgery time lasted from 2-4 hours in 31
patients (54.4%), over 4 hours in 25 patients (43.8%).

3.3.3. The extent of tumor removal

Table: there was 63.1% of total removal, 26.4% was subtotal
removal, and 12.3% was partial removal; no patients had a tumor
biopsy only.

3.4. Histopathological results

Table 3.16: The most common types were meningioma (35%),
grade | was seen in 16 tumors, and grade Il in 4 tumors. Central
neurocytoma had the rate of 19.3%, all of them were grade II.

Tumors originating from the wall, under the wall, or structure
within the cerebral occupied 21.8%; glioblastoma in 18%; metastatic
cancer in 02 cases (3.5%); there was a case of tumors originated from
lymph nodes (1.8%).

Generally, most the tumors (85.6%) were benign (grade ) or
low malignant (11), only 14.4% were highly malignant (grade I11+1V).
3.5. Pre-and post-operative complications

In operation: 04 patients (7%) had cerebral edema while being
tumor removed: 02 epidural hematomas, 02 subdural hematomas.

Postoperative period (Table 3.18): 17.5% had bleeding in
ventricular/intraventricular brain; hemiplegia 28%; seizure 12.3%,
hydrocephalus 5.3%. Other complications were less common:
postoperative infection 8.8%, meningitis 7%. The mortality rate was
12.3% within 2 weeks of surgery.
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3.6. Assessment of results after the surgery
3.6.1. The results at 2 weeks postoperatively

Survival rate was 96.7%; death 12.3% (Table 3.18).
Neurological recovery after the surgery: good results 65%, poor
results 35% (Table 3.19). There were 38.6% of patients with the
increase of Karnofski score, 12.3% with the reduction (Table 3.20)
3.6.2. Examination results 6 months after surgery

Re-examination for 50/57 patients: deaths in 05 (10%) patients,
high intracranial pressure 12%, epilepsy 20%, hemiplegia 8%.

Neurological function (Table 3.22, Table 3.23): 76% had good
results. CT scan or MRI (Table 3.21) showed that: 64% complete
recovery, 18% recurrent tumors, and 18% residual tumor.

Re-operation for 05 patients (10%), combination therapy for 09
patients: 05 had radiation/chemical therapy done; 04 radiation by
Gamma knife surgery.

3.6.3. Examination results 12 months after surgery

Re-examination for 45/57 patients: deaths in 01 (2.2%)
patients, high intracranial pressure in 6.7%, epilepsy 17.8%,
hemiplegia 8.8% (Table 3.24).

On the MRI images: no recurrence in 64.4%, recurrence in
17.8%, residual tumor in 17.8%.

Neurological function (Table 3.25): good results 88.9%, bad
11.1%. Table 3.26: 60% had a significantly improved Karnofski
score; 20 patients with poor postoperative Karnofski score had
returned to the normal condition.

3.7. Analyzing some factors related to surgical results
3.7.1. A number of factors related to the tumor removal
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Location of tumor: the rate of total removal was higher when
tumors located on the one side of the lateral ventricles (74.6%), tumor
size was < 4 cm of diameter (92.3%), tumor with the grade 1 (79.2% ).
The differences were statistically significant with the Fisher exact test
(Table 3.27-3.29).

3.7.2. Factors related to the postoperative complications

Level of tumor removal: The total resection group had fewer
complications than group with no total resection (19.4% versus
47.6%). The difference was statistically significant with p = 0.025
(Table 3.31).

Surgical approach and tumor size were not statistically related to
complications (Table 3.32 and 3.33).

3.7.3. Factors related to mortality/survival rates after surgery

The level of tumor removal were associated with mortality
rate: the rate of mortality two weeks after surgery was 14 times lower
in totally removed patients compared to subtotally removed patients
(28.6% versus 2.8%; Table 3.34).

This association is statistically significant for the entire follow-
up period, according to Log-ranks (Figure 3.5).

3.7.4. Relations between tumor’s histopathology and mortality/
survival rates after surgery

The tumor’s grade: the survival rate 2 weeks postoperatively
was 100% in tumors of grade I, and 78.8% in the tumors of grade II,
I, 1V (Fisher exact test: p=0.004). This association was also
statistically significant for the entire follow-up period (Figure 3.7) by
Log-ranks test (p <0.001).

Histopathological results of tumor and survival rate (Figure
3.8): In the first 6 months after the surgery, mortality rates for some
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types of tumors were relatively high: 100% in metastases, 37.5% in
ependymomas, 36.4% in central neurocytoma, 50% in glioblastomas.

CHAPTER 4 - DISCUSSION

4.1. The common features of study patients
4.1.1. Frequency

We encountered 57 patients in 5 years, higher than some of the
other authors, but the frequency still remained in the range of 0.8-
1.6% according to the medical literature.
4.1.2. Patient’s age

Table 3.1: the most common age was < 40 (63.16%), mean age
35+16.2 years. The other authors also reported that the lateral
ventricular tumors were more common in the <40-year-old group.

4.1.3. Sex ratio

There were 26 male patients (45.6%) and 31 female patients
(54.5%), male/female ratio was 0.8/1 (see Table 3.2, Figure 3.1).
The ratio was suitable with the result of other studies.
4.2. Clinical features of the patients
4.2.1. The reasons for admission to hospital

Blurred vision (28.2%) headache (19.3%) are the most
common reasons for admission to hospital due to the long incubation,
increased intracranial pressure (36% of the patients had the
intracranial pressure syndrom. Subsequently, hemiparesis was
14.0%,; seizure 12.3% ... (Table 3.4). This result is consistent with the
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comments of other authors such as Golkap (1998), Ellenbogen
(2001), Ibrahim (2008).
4.2.2. Interval period

Table 3.3 showed that: 33.3% of patients having a long time
interval period (more than 12 months). The time was four to eight
years (Golkap, 1998), six months to six years (Majchrzan's, 2004)
from one day to four years (Zuccaro, 1999). The time was not
associated with tumor size (Table 3.5), as lateral ventricular tumors
were detected when the tumor are enlarged.

4.2.3. Clinical presentations

Headache (89.5%), nausea and vomiting (73.7%) decreased
vision (63.6%) were the most common presenting complaints (Table
3.6). Typical increased cranial pressure was observed in 63.3% of the
patients, this is a remarkable sign suggesting diagnose.

Focal neurological signs were less common: hemiplegia
21.1%; epilepsy 10.4%. There was the rate of 11.7% of the patients
suffered from respiratory and cardiovascular disorders, because the
increased cranial pressure had been occurring for long time period.

These results were similar to that of the other authors: Danaila
(2014), Pendl (1992), Zuccaro (1999).

4.2.4. Level of patient's consciousness before surgery

Table 3.7 showed that 93% of patients in normal physical state
but not completely normal because of mental disorders (29.9%),
memory disorders (19.3%), and personality changes (5.3%). The 04
patients (7%) were dizziness and coma. This result is consistent with
other writers: D'Angelo (2005), Danaila (2014), and Elsayed (2016).
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4.3. Image features of the tumors
4.3.1. The value of radiological methods

Conventional skull X-rays have only a suggested value in the
diagnosis of blockage in the skull. Angiography helps to assess blood
supply, which is valuable in surgery or radiotherapy.

CT scan and MRI have remarkable advantages that contribute
to the early diagnosis and thorough treatment of brain tumors in
general and lateral ventricular tumors in particular. All 57 patients in
the study were given MRI, 31 patients receiving CT scan.

4.3.2. CT scan

CT screening for 31 patients: the common morphologic and
polymorphic features of the intraventricular tumor were reported as
follows: large tumors >4 cm occupied the majority (68.8%) of the
tumors; solid structures in 51.6%, calcification in 51.6%, hydrocephalus
in 48.4%, bleeding in the tumor 9.4%,...clear borderline in 74.2%,
corresponding with some authors Shrivastava R (2003), Al-Yamany M
(2000).

4.3.3. MR imaging

The MRI images can reveal the exact location and relationship
of the tumor with surrounding structures, level of cerebral edema,
and the tumor’s invasion into vital functional areas. MRI can also
predict benign, or malignant properties of the tumors.

MRI was performed for all 57 cases: images showed the
combination of signal types according to the complex pathological
nature of the tumors. The tumors’ signs were usually mixed and
heterogeneous (63.1%), hyperintensity on T2-weighted images, solid
structure (63.1%), calcifications in 31.5%, bleeding in tumors (4%).
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Corresponding to the results of CT screening, MRI images
revealed the tumors more than 4 cm in diameter accounted for the
highest rate (77.2%), of which 36.8% were > 6 cm; the contrast
enhancement in 98.2%, ventricular dilatation in 57.8%. Most tumors
localized within the lateral ventricle (86%), they were benign tumors
with clear boundaries (84.2%).

The characteristics in MRI also had the similar that of the other
authors (Majos C., 1999; Nagib M., 2000; Morita A., 1993).

* Difficulties: it needs to have differential diagnosis between
different types of the tumors: ependymoma, subependymoma
glioblastoma, neuroblastoma, etc. Because they are relatively similar
on CT scan or MRI images. Some authors Gokalp (1998), Koos
(1993) Goergen (1992), said that it is possible to diagnose based on
patient’s age, tumor’s location, and tumor’s characteristics. But we
had not had data enough yet to confirm that.

4.4. Microsurgical treatment

4.4.1. Hydrocephalus treatment

Ventriculoperitoneal shunt (VP) preoperative was performed
on 04 patients (7.1%). All the patients had better progression of
clinical and neurological state after that, and then underwent
scheduled surgery for tumor removal surgery after 7-10 days.

4.4.2. Surgical approaches

Table 3.14: 96.5% was operated via the transcortical route, two
patients (3.5%) via the anterior transcallosal approach. The rates were
simililar to opinion of the other authors saying that they are the most
common routes for tumor removal.
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4.4.3. The removal results

Total resection was performed in 63.1% the patients, subtotal
removal in 24.6%, no patients had a biopsy only. The rate of
complete tumor resection was lower than that of authors: Ellenbogen
(2001) 79,3%; D’Angelo (2005) 82%, partially because of large
tumors and their location in the ventricles.
4.4.5. Postoperative complications

Within 2 weeks of surgery, (Table 3.18): 17.5% had bleeding
in ventricular/intraventricular brain; hemiplegia in 28%; seizure
12.3%, hydrocephalus 5.3%. Other complications were less common:
infection in 8.8%, meningitis in 7%. In our study, the complication
rate was similar but the mortality rate (12.3%) was higher than the
results of the authors Ellenbogen (2001), Radoi (2014).
4.4.6. Histopathological results

Table 3.16: meningiomas were seen in the majority of tumors
(35%), followed by central neurocytomas (19.3%), and
ependymomas (14%). The tumors in grade | accounted for 42.1%,
grade Il in 43.8%, grade (111+1V) in 14.0%. The results correspond to
the studies of Pendl (1992), Danaila (2014), and Jelinek (1990).

4.4.7. Postoperative outcomes

4.4.7.1. The results at 2 weeks postoperatively
At discharge from hospital, survival rate was 96.7%; death
12.3% (Table 3.18). Neurological recovery after the surgery: good
recovery in 65%, bad recovery in 35% of these patients (Table 3.19).
According to Danaila (2014), good results at discharge were
81.8%; mortality rate (1.48%); Alam (2016), no patients died; Sherif
(2016) mortality rate 4.7%.
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4.4.7.2. The results at 6 months after surgery

The mortality rate was 10%. Twelve out of 16 patients (75%)
had recovered from hemiplegia; 26 out of 32 patients (75%) of
increased intracranial pressure had improved, 68% returned to normal
activities without help (Table 3.23).

Imaging follow-up revealed completely recovery in 64%,
recurrence in 18%, residual tumor in 18% of the tumors (Table 3.21).

The results is equivalent to that of other authors: Delfini (1991)
10.6%, Gokalp (1998) 7.1%, and Majchrzac (2004) 10%.

4.4.7.3. The results at 12 months after the surgery

- Re-examination for 45 patients (100%): deaths in 2.2%;
recurrence in 17.8% (Table 3.24); epilepsy 17.8%; good results of
neurological function were 88.9%.

- Assessment at over 12 months postoperatively, 72.7% of
patients had follow-up visits: good results in 87.6%, hemiplegia
9.37%, epilepsy 18.7%.

The results were not significantly different from Alam (2016):
seizures 22.2%, good results 77.8%; Danaila (2014): deaths in 1.15%,
recurrence in 12.13%; and Ibrahim Secer (2008): deaths in 2.17%.

4.4.8. Some factors related to the surgical results
4.4.8.1. Related to tumor removal

Tumor location: (Table 3.27): the tumors which located in one
ventricle, had a significantly higher rate of total removal than that in
both ventricles (74.6% vs. 42.1%). There was no relationship
between specific location of the tumor (frontal, occipital or temporal
horns, foramen Monro, the body, and the atrium of lateral ventricles).
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Tumor size: (Table 3.28): the rate of total removal was 92.3%
in the tumors < 4 cm, and 54.5% for tumors > 4 cm. The difference
was statistically significant with p=0.013 by Fisher exact test; like the
results of Radoi (2014); Timurkaynak E (1986).

The tumor’s grade significantly related to the extent of tumor
removal with p=0.033 (Table 3.29). Alam (2016) also suggested that
if tumors were malignant, they should be taken partially.
4.4.8.2. Related to postoperative complications

Tumor removal: the patients of complete tumor removal had
fewer complications than the other groups (19.4% vs 47.6%). The
difference was statistically significant with p=0.025 (Table 3.31).
Danaila (2014) said the rate of recurrence after a year of follow-up
was 12.13%, all of which were not completely tumor removed.

Tumors size: postoperative complications were more common
in tumors > 4 cm (15 patients - 34.1%) than that in the < 4 cm group
(2 patients - 15.4%). However, this difference was not statistically
significant with p = 0.195 (Table 3.32).

Surgical approaches: were not associated with postoperative
complication rates (Table 3.33). According to many authors, the
surgeon should use the shortest, most familiar, and safest approach to
remove the tumor (Radoi, 2014; Baroncini M., 2011; Alam, 2016).
4.4.8.3. Related to postoperative survival/mortality after surgery

- The extent of tumor removal: the mortality rate at two weeks
after surgery was 14 times lower in total resection group compared
with subtotal resection group (28.6% versus 2.8%; Table 3.34). The
relation was statistically significant during entire follow-up period
with p <0.001 (Figure 3.5) by Mantel-Cox Log Rank.
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- The tumor size: in the first follow-up of 6 months after the
surgery, the mean survival time of the tumor group < 4 cm was
higher than the tumor group > 4 cm (21 months versus 4.4 months)
(Figure 3.6). However, the Mantel-Cox test showed no statistically
significant difference (p=0.221).

- The tumor grade and survival rate: for entire follow-up
period: benign or low malignant tumors (grade I and 1) had survival
rates of 87.1% and 69.7%, respectively (Figure 3.7). More follow-up
time is needed for tumors in grade Il or IV, but it can be observed
that the 6-month mortality rate for both groups was high: 06/08
patients (75%).

Histopathological results of tumors with survival (Figure 3.8),
there was the high survival rate: 95% in meningioma, over 60 for
both central neurocytoma and ependymoma. According to Golkap
(1998), the survival rate after 8 years of meningioma was 100%; of
ependymoma was 50% after 4 year follow-up.

CONCLUSION

1. Clinical and image-diagnostic features of the lateral
ventricular tumors

Lateral ventricular tumors had no specific clinical symptoms:
patients under 40 years of age occupied the highest rate (66.7%). The
disease usually lasted long; most patients were diagnosed after 12
months (33.3%). Typical increased intracranial pressure (headache,
vomiting, and papilledema) were the main symptoms (63.3%).

CT scan or MRI before and after contrast injection can easily
identify the tumors. The majority (77.2%) of tumors had more than 4
cm in diameter, with a variety of imaging features. Contrast
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enhancement accounted for the very high rate (98.2%). The tumors
prominently located within the lateral ventricles (86%). They were
commonly benign of low-grade, with clear boundaries (84.2%)
2. Microsurgical results
Surgical approaches: up to 96.5% of patients underwent
transcortical approach because of clinical manifestation of ICP (32
patients), and large tumors. This approach provided a long working
distance to reach tumors, easily to remove and treat complications.
Results of tumor resection: complete surgical resection
occupied the high rate (63.1%), but 36.9% had only acquired subtotal
removal because of large, and biventricular position of the tumors.
Histopathological results: the majority was benign or low-
grade tumors (85.6%), only 14.4% were with high-grade lesions.
Evaluation of results after surgery:

At the discharge (2 weeks postoperatively): deaths in 07
patients (12.3%), the good results were relatively high (65%).

Near results (6 months postoperatively): the mortality rate
was not high (10%). Of 50 re-examined patients: 38 (76%) had
neurological functions improved, 26/32 (81.25%) had a recovery
from their increased intracranial pressure syndrome. The rate of
preoperative epilepsy had not improved much after the surgery.

Long results: 12 months after surgery, the morbidity was
acceptable rate (2.2%). Other complications were not high: tumor
recurrence in 08 patients; seizures in 08/45 patients (17.8%). On the
Karnofski scale, the good recovery accounted for a high rate (88.9%).
3. Some factors are related to the results of surgery

The location, size, and histology grade of tumors were the
factors that associated with the surgical outcome of lateral ventricular
tumor. These associations were statistically significant at p <0.05
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RECOMMENDATION

The lateral ventricular tumors are mostly benign. The tumors
usually have no specific clinical symptoms, patients often admit to
hospital when the clinical manifestations are clear, the tumor has
grown large, causing typical ICP with many complications.
Therefore, for early detection and treatment of the disease, there are
some suggestions as following:

- Clinically, it is necessary to think of the lateral ventricular
tumors when the patients are under 40 years old, hospitalized due to
headache, nausea /vomiting, blurred vision, (typical ICP). These are
the major symptoms and signs of the ventricular adenomas.

When in doubt, it is necessary for the patients to have
computerized tomography or magnetic resonance imaging done. On
the films, it is important to determine exactly tumor location,
boundary, and relationship of the tumors to surrounding structures.

- If the diagnosis is confirmed, microsurgery is considered to
be the first choice in treating the intraventricular tumors because of
the superior advantages of this method. Diagnostic imaging tests
should be studied carefully; set-up surgical plans based tumor’s
location and characteristics so to obtain optimized tumor removal and
minimized postoperative complications.

- Applying the latest WHO classification 2016 for long-term
follow-up and complementary treatment strategies.





