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PAT VAN PE
Li do chon dé tai

U than kinh thinh giac 1a u lanh tinh cta day than kinh s6 VIIL
Do da s6 khéi u xuét phat tir day than kinh tién dinh, chi c6 mét ty 1& nho
(< 5%) tir ddy than kinh ¢ tai nén bénh con dugc goi 1a u t& bao
schwann day than kinh tién dinh. Day 1a loai u thudng gip nhat (> 80%)
clia viing goc cau tiéu ndo va chiém khoang 6-8% cac khéi u noi so.
Khdi u c6 thé & mot bén hodc ca hai bén trong hdi chimg u xo than
kinh loai 2. Khi khéi u to 1én s& chén ép cac day than kinh so & dng
tai trong va goc cAu tiéu ndo, than ndo, tiéu ndo, cudi cung dan dén
tang ap luc ndi s¢. Hién nay, voi tién bo trong linh vyc tham do chic
nang (thinh hoc, tién dinh) va chan doan hinh anh, dac biét la chup
cong hudng tir ma ngay cang nhiéu bénh nhan dugc phat hién c6 khbi
u than kinh thinh giac. Do biéu hién 14m sang da dang va khong dic
hiéu nén van d& chan doan som u than kinh thinh gidc con gip nhiéu
kho khan va thach thire.

Diéu tri u than kinh thinh giac bao gém: phiu thuat, tia xa va
theo doi dinh ky; trong d6 phau thuat la phuong phap quan trong va
hiéu qua. Phau thuat theo duong md dudi cham do cac nha Phiu
thuét than kinh thyc hién tir hon mot thé ki nay da giai quyét khéi u
va cuu séng nhiéu bénh nhan, tuy nhién van tdn tai mot sd nhuoc
diém 16n nhu dap ndo, khé ldy phan u ¢ dng tai trong, d& xay ra bién
chung liét mat ngoai bién, ro dich ndo tuy. Pau thap nién 60 cta thé
ki XX, House - mot nha Tai Mili Hong - da khéi xudng dudng md
xuyén mé nhi dé 1iy u. Két qua cho thiy dudng mé nay da lam ting
kha ning ldy u va giam cac bién ching. Cing véi do, viée sir dung
kinh hién vi, may theo dai va do day VII, hiit siéu 4m gitup phau thuat
hiéu qua va an toan hon. Chinh vi vdy, ngay nay phau thuat liy u
than kinh thinh giac theo duong mé xuyén mé nhi di tré nén phd
bién trén thé gisi. Sy két hop chit ch& giita chuyén khoa Tai Mii
Hong va Phau thuat than kinh da lam cho viéc chan doan va diéu tri u
than kinh thinh giac hiéu qua hon.
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Tai Viét Nam, u than kinh thinh giac thuong dugc phat hién &
nhiéu chuyén khoa khac nhau nhu Tai Miii Hong, Than kinh, Phau
thuat than kinh, nhiéu truong hop u da to giy ra bién ching. Diéu tri
bang phuong phap phau thuat trong nhimg nim qua déu duoc thuc
hién theo duong md dudi cham, tuy nhién két qua con mot sb han ché
nhu ty 1€ tr vong 4,2-21,4%, li¢t mat ngoai bién sau md 91-100%. Vi
thé, tién hanh nghién ciru cac diac diém 1am sang, can lam sang nham
rt kinh nghiém cho chin doan; dong thoi tng dung duong md xuyén
mé nhi dé nang cao chét luong diéu tri 12 viée 1am rét can thiét va co N
nghia thuc tién.

Xudt phat tir tinh cép thiét ciia cac van dé néu trén, dé tai “Nghién
ctru dic diém 1am sang, cin 1dm sang ciia u thin kinh thinh giac
va danh gia két qua phiu thuit theo duwong mé xuyén mé nhi”
Muc tiéu ciia dé tai
1. Mo ta dic diém 1am sang, thinh lyc, chic nang tién dinh va chin

doan hinh anh cta u than kinh thinh giac.

2. Péanh gia két qua phiu thuat u than kinh thinh giac theo duong md
xuyén mé nhi.

NHUNG PONG GOP MOI CUA LUAN AN

1. Pd mé ta dugc cac dic diém 1am sang, thinh lyc, chirc nang tién
dinh va chan doan hinh anh ciia u than kinh thinh giac

2. Pi xé4c dinh dugc mdi lién quan gira cac ddc diém 14m sang va
can 1am sang trong chan doan u TKTG.

3. i img dung c6 két qua duong md xuyén mé nhi trong phiu thuat

u TKTG.

CAU TRUC CUA LUAN AN

Luén 4n gém 115 trang: ddt van dé 2 trang, tong quan 31 trang, d6i
tuong va phuong phap nghién ciru 18 trang, két qua 21 trang, ban luan
40 trang, két luan 2 trang, kién nghi 1 trang. 28 bang, 6 biéu do, 28
hinh, 4 anh, 1 so dd. 3 phu luc (1 phu lyc anh minh hoa phiu thuat, 1
phu luc bénh an nghién ctru, 1 phu luc phiéu theo doi sau mé,). 190 tai
liéu tham khao gém 175 tiéng Anh, 9 tiéng Viét, 6 tiéng Phap.
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2. Results of surgery:
Tumor removal
- 24/50 patients (48%) had total tumor removal.
- The completeness of excision did not relate to the size, density
and extension to the IAC fundus of the tumor.
Improvement of symptoms
- All preoperative symptoms were alliviated.
- The best improvement was for dizziness and headache
+ Dizziness: from 70% (35/50 patients) before surgery to 8%
(4/50) after 6 months and 0% (0/44) after 12 months.
+ Headache: from 66% (33/50 patients) before surgery to 2%
(1/50) after 6 months and 2.3% (1/44) after 12 months.
Complications:
- No serious complications occurred such as death, meningitis,
cerebral hemorrhage, hemiplegia.
- Intraoperative complications: 2/50 patients (4%) had mild bleeding.
- Postoperative complications: PFP was most common
+ Immediate PFP: 26/50 patients (52%) including 10 patients had
mild paralysis and 16 patients had severe paralysis.
+ PFP was more common and more severe in total excision group.
+ Severe paralysis was recoverable: from 32% (16/50) after
surgery to 24% (12/50) after 6 months and 25% (11/44) after
12 months.

RECOMMENDATIONS
1. The vestibular evaluation should be carried out routinely in
examination and diagnosis of acoustic neuromas.
2. The translabyrinthine approach should be applied in acoustic
neuroma surgery.
3. It is recommended to coordinate the neurosurgeons and ENT
specialists to perform the translabyrinthine acoustic neuroma surgery.
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CONCLUSIONS

1. Clincial and paraclinical characteristics of acoustic neuroma:

The AN was most common in the age group of 41-60 years (58%),
followed by 21-40 years (28%). Women was more than men (ratio 1.63).
Symptoms: ear symptoms were prominent

- Hearing loss: most common (47/50: 94%), with earliest appearance.
91.5% (43/47) was progressive and 8.5% was sudden deafness.

- Dizziness: 70% (35/50), mostly mild degree.

- Tinnitus: 68% (34/50), equal rate of low-pitched and high-pitched.

Signs: vestibular syndrome and cranial nerve V, VII dysfunctions

- 100% of patients had vestibular syndrome, 38% was peripheral type.

- Hemifacial paresthesia (V dysfunction): 62% (31/50).

- Hitselberger sign (VII dysfunction): 58% (29/50).

MRI:

- The majority were unilateral (96%), only 4% was bilateral tumors.

- 78.8% were large and giant tumors, 61.5% was solid tumors,
80.8% of tumor had extended to the fundus of TAC.

-> valuable for the diagnosis and evaluation of tumor characteristics.
Hearing:

- Sensorineural hearing loss was 98.1% (51/52 ears). 82.7% was
moderate to severe hearing loss. The degree of hearing loss was
moderately correlated to the tumor diameter.

-> good for diagnosis and indication of translabyrinthine approach.
Caloric test:

- 94.2% of the ears with tumor did not respond to water 44°C and
88.5% to water 30°C. 88% of patients had unilateral weakness >
22%, regardless of tumor size.

-> indicated there were damages to the vestibule and vestibular nerve.
Temporal bone CT:

- IAC deformations: funnel-shaped (82.7%), widened > 8 mm
(57.7%), difference in shape of the IAC on both sides (90%).

- diagnosis and assessment of anatomy for translabyrinthine approach.

Chuong 1
TONG QUAN NGHIEN CUU

1.1. U thén kinh thinh giac
1.1.1. So lwgec lich st nghién ciru
L1.1.1. Thé gigi
Giai doan diu: tir nam 1777 dén cudi thé ki XIX

- Sandifort (1777) 14n dAu tién mé ta khdi u xudt phat tir day VIIL

- Charles Bell (1833): m6 ta dién bién 1am sang u day VIII.

- Annadales (1895): lan dau tién phau thut thanh cong u day VIIL

O giai doan nay, bénh dugc phat hién ¢ giai doan rat muon,

thiéu thudc va trang thiét bi nén bénh nhan thuong tir vong do tut ket
hanh nhan tiéu ndo hoic bién chtng ctia phau thuat.
Giai doan phiu thuit than kinh: khoang 60 nim dau cua thé ki XX

- Krause (1777): phuong phap mé theo dudng md dudi cham.

- Cushing (1917): chi nén lay u trong bao dé giam tai bién.

- Dandy (1925): nén lay hét u dé giam tai phat

Trong giai doan nay, chan doan u TKTG con mudn khi khéi u to

da gy TALNS. Phau thuét do cac nha Phau thuat than kinh thyc hién
theo duong md dudi chim, nham muc tiéu ciru sdng bénh nhan.
Giai doan tai than Kinh: tir sau nim 1960 dén nay

- House (1964): phuong phap phiu thuat theo duong xuyén mé
nhi va duong trén xuong da.
Leksell (1969): xa phiu u TKTG bang dao Gamma.
- Jewett va Williston (1971): do dap ung thinh giac than ndo (ABR).
- Delgado (1979): g dung may theo ddi va do day VII trong mé.

- Nam 1987: chyp cong hudng tir (CHT) so ndo c6 tiém gadolinium.

Tur giai doan nay, bénh thuong dugc phat hién sém hon khi c6
cac tridu ching nghe kém, chong mat hay U tai. Phau thuat c6 su phdi
hop chit ché cua chuyén khoa Tai Miii Hong va Phiu thuat thin
kinh, cho phép lay u hiéu qua ciing véi bao ton chirc nang day VII va
mdt sé truong hop bao tdn dugc stc nghe.



1.1.1.2. Viét Nam

- Nguyén Thuong Xuén (cudi nhimg nim 1970): bit dau mé u
TKTG theo dudng dudi chim.

- Luong S§ Can, Lé Thuong va Nguyén Tan Phong (1979): chup
bng tai trong can quang dé chin doan som u TKTG.

- Duong Pinh Chinh (2001): nghién ctru u TKTG trén phim XQ
so thuong va CLVT so nio.

- Nguyén Vin Sang (2007): nghién ctru cac dic diém u TKTG
trén phim CHT so nao.

- Nghién ctru vé phau thuat u TKTG theo duong mé dudi cua Vo
Vin Nho (2001), Pong Van Hé (2001), Ha Kim Trung (2007),
Nguyén Kim Chung (2014).

1.1.1. Bénh sinh

U té bao schwann lanh tinh, > 95% xuat phat tir cac day TK tién
dinh trén hodc tién dinh dudi, mot sb rat it tir diy TK c tai. Pa sb
khéi u hinh thanh & dng tai trong, sau d6 phat trién vao GCTN.

Su phat sinh khéi u ¢6 lién quan dén dot bién gen NF2 niam trén
nhanh dai & vi tri 12 cua nhidm séc thé sb 22 (22q12). Bét hoat gen
nay dan dén thiéu hut protein merlin, khién cac té bao schwann ting
truong khong kiém soat va hinh thanh khéi u TKTG.

BM tidu ndo trén _.'.__._
Cau ndo

Tiéu ndo ; f \

TK oc tai

LEu tidu nio — Mang ndo

—
TK tién dinh trén

B .
%‘- Mao ngang

"
= \’ TK tign dinh duéi
- BM dudi 16l cung
o “———— DM tiéu ndo trude dudi
\
DMrleunaosauder

Hinh 1.8, Luge dé hinh dnh 1(1101 u TKTG éﬁ’ng tai trong va GCTN.

Thuy nhéng

Bam réi mach mac
AN
DM tigu ndo trirdre dudl B—5
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- Preparation of the skin and musculo-periosteal flaps at the time
of skin incision to suture in two separate layers later.

- Fully occlusion of the ET and attic by periosteum and bone wax.

- Do not perform posterior tympanotomy.

- Reconstruct the meninge with fascia lata reinforcement.

- Obliteration of the mastoid cavity by fat.

- Use compression bandage for 3-5 days after surgery.

4.2.3. Effect of surgery on common symptoms

Dizziness was the most significant decrease, from 70% before
surgery to 8% at 6 months and 0% at 12 months. This was due to the
reduction of tumor compression on the cerebellum and brain stem,
posterior labyrinthectomy and stopped the abnormal neural impulses
from the vestibular nerves, allowing the balance system to be quickly
compensated under the control of the central nervous system.

Headache: decreased from 68% before surgery to 2% after 6
months and 2.3% after 12 months, due to decrease in tumor irritation
on the meninges and pression on the brain.

Hemifacial paresthesia: decreased from 66% before surgery to
30% after 6 months and 29.5% after 12 months, as the tumor was
removed or reduced in volume, resulting less compression of V nerve.

Tinnitus: decreased from 66% before surgery to 34% after 6
months and 34.1% after 12 months. May the labyrinthectomy help to
remove irregular nerve impulses from the inner hair cells.

4.2.4. Tumor recurrence and residual tumor regrowth

None of the 24 patients with complete tumor removal had
recurrence after a median of 12 months of follow-up (6-30 months).

In 26 patients with incomplete tumor removal, after a median of
24 months of follow-up (6-53 months), there were 4 cases of tumor

regrowth, accounting for 15.4%.
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(27%, with 15.8% mild paralysis and 11.2% severe paralysis), Ho was
40% with 22.9% mild paralysis and 17.1% severe paralysis.

In terms of tumor removal: PFP in the incomplete removal
group (38.5%: 11.5% mild and 26.9% severe paralysis) lower than
complete removal group (66.7%: 29.2% mild and 37.5% severe
paralysis). PFP was more common in the complete removal group
was due to the need for more manipulation, both direct during tumor
dissection (FN may be section, burn or twist) and indirectly in the
process of tumor removal (causing the FN to be twisted). So, the
widely accepted opinion is not to try to make a complete tumor
resection if the FN integrity is not secured.

In relation to tumor characteristics: PFP increased with tumor
size, higher in the mixed density group (60%: 40% was severe
paralysis) than the solid group (46.7%: 26.7% was severe paralysis),
higher in the group that tumors had extended to the IAC fundus (55%:
35% severe paralysis) than the non-extended group (40%: 20% severe
paralysis). However, these differences were not statistically significant.

Follow-up showed that all patients who did not have PFP
immediately after surgery did not paralyse after 6 and 12 months;
PFP decreased from 52% immediately after surgery to 42% after 6
months and 38.6% after 12 months; Severe paralysis reduced from
32% immediately after surgery to 24% after 6 months and 25% after
12 months. This finding was consistent with Ho's finding that
postoperative PFP at all grades can be improved over time.

Other cranial nerve paralysis: one patient had cranial nerve VI paralysis
and two patients suffered from pharyngeal paralysis due to trauma to the
cranial nerve [X-X. These paralysis fully recovered after 1 month.

Cerebrospinal fluid leakage: no patient suffered from this

complication. To minimize CSF leak, we need to do the following:

1.1.2. Chu tao va tién trién

U mau vang nhat hodc xam h(‘3ng, bé mit nhin, khong c6 vo thuc
su, mat do chic nhu cao su. U phat trién cham, duong kinh ting trung
binh 1,42 mm/nam, chi 2% phét trién nhanh (ting > 2 mm/nim).
Khoang 4-22% u tu thoai trién theo thoi gian.
1.1.3. Pic diém 1am sang
1.1.3.1. Co nang:

Pién hinh 1a nghe kém mot tai ting dén, mot s6 diée dot ngot.
Céc triéu ching it gap hon 13  tai, chong mat. Giai doan sau c¢6 thé
xudt hién triéu chirng té bi nira mat, dau dau, réi loan thang b?"mg.
1.1.3.2. Thuc thé:

- Réi loan churc nang cac day TK so: t& bi nra mat va mat cam
gi4c gidc mac (day V), giam/mét cam giac ving loa tai va thanh
sau Ong tai ngoai (day VII). R4t hiém gap liét mit ngoai bién.

- Pong mait ty phat: ngang hodc ding, khong thudng xuyén.

- Hoi chimg tién dinh ngoai bién (giai doan d4u) hodc trung wong
(giai doan u to da chén ép nhiéu 1én than ndo va tiéu ndo).

- Hoi chiing tang ap lyc ndi so.

- Hoi ching than ndo: ¢ giai doan rit mudn, bénh nhan mat phéan
xa hau hong, liét day thanh ciing bén hodc liét nira ngudi.

1.1.4. Pic diém can 1am sang
1.1.4.1. Thinh lyc:

- Thinh lyc don am: nghe kém tiép nhan mot bén hodc hai bén
khong can xtmg, mot s6 it c6 ngudng nghe binh thudng. Thinh
luc d6 dang di xudng hay gip nhét, cac dang khac co thé gap la
nam ngang, di 1én, hinh 1ong mang, hinh doi.

- Thinh lyc 15i: ting ngudng hiéu 10i, chénh léch > 10 dB so véi
ngudng nghe don am. Chi sb phan biét 10i khong dat duogc
100%. Thinh lyc d6 10i c6 dang hinh doi.

- Pép tmg thinh giac than ndo (ABR): nghén dan truyén than kinh
dic trung ton thuong sau bc tai.



1.1.4.2. Chikc ning tién dinh:

- Nghiém phap nhiét (nudc 4m 44°C va nude lanh 30°C hodc khi
4m 50°C va khi lanh 24°C): giam hodc khong dap ung, chi sd
giam dap ung tién dinh mot bén thuong > 22%.

- Po dién co do kich thich tién dinh: giam hodc mét bién d9 song
dién thé rc ché co co e don chiim.

1.1.4.3. CHT s ndo: “tiéu chuin vang” cho chan doén.
- Khéi u hinh ciu hodc qua 1& ¢ ving dng tai trong va GCTN,
ddng tin hiéu voi chat xam thi T1, ting tin hiéu thi T2, ngdm
thudc ddi quang tir manh.
1.1.4.4. CLVT xwong thdi dwong: md cira sb xuong thudng ¢ hinh
anh bién dang ng tai trong (gian rong, hinh phéu).
1.2. Phiu thuét u thin kinh thinh giac
1.2.1. Muc tiéu

Lay di toan b hodc mot phan khdi u nhiam giam chén ép ndi so.
1.2.2. Chi dinh:

- Puong kinh khéi u trong GCTN > 30 mm.

BN di nghe kém nhiu (PTA > 50dB, chi s6 phan biét 161 < 50%).

- U thé nang.

- U khéng dap tmg véi diéu tri tia xa.

- U hai bén trong hdi chiing NF2.

1.2.2. Cac dwong md lay u
- Puong mé dudi cham (sau xoang tinh mach xich ma).

- Pudng md xuyén mé nhi (trudc xoang tinh mach xich ma).
- Puong mé qua hé so giira.
1.2.3. Puong md xuyén mé nhi
e Chi dinh:
- Khéi u ¢ moi kich thudc dd giy nghe kém nhiéu (trung binh
ngudng nghe > 50dB, chi s6 phan biét 10i < 50%).
- Kich thudc khéi u trong GCTN > 20 mm (do kha ning bao ton
strc nghe rat thp).

20

4.2.2. Complications
4.2.2.1. Intraoperative complications

Only two cases (4%) had bleeding, including one due to jugular
bulb tear in the process of exposing the IAC, which was control by
gentle compression with Surgicel® and cottonoid; one due to a
rupture of a vein during excision the CPA, which was stopped by
vascular clip. This complication can be prevented by using large
diameter diamond drill that allowed us to remove the bone and to
leaves the periosteum, which provided better protection on the blood
vessel walls while allowing compression as needed to expand
surgical field; gentle manipulation during tumor dissection following
the plane of arachnoid membrane and we should not be aggressive if
the tumor was too adhered to the blood vessels.

We did not have any case of cranial nerve VII-IX-X-XI sectioned.
This was the advantage of translabyrithine approach because we found
the FN before tumor dissection and we did not need to compress the
cerebellar hemisphere as what we had to do with the suboccipital
approach, so we minimized traction on nerve IX-X-XI.
4.2.2.2. Post-operative complications

Severe complications: no mortality, no intracranial
haemorrhage, meningitis or hemiplegia. Those results were better
than the mortality rate for suboccipital approach of Dong Van He was
21.4%, Nguyen Kim Chung was 4.2%, Ha Kim Chung was 2.8% and
was in accordance with the literature that the mortality rate for
translabyrinthine approach was very low, ranging from 0-2%.

Peripheral facial paralysis: was the most common complication
(52%, including 20% mild paralysis and 32% severe paralysis). Our
postoperative PFP was lower than that of Lanman (61.4%, with 28% mild
paralysis and 33.4% severe paralysis) but higher than that of Brackmann
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IAC diameter: mean diameter of the IAC with tumor was
statistically significant higher than IAC without tumor on both
horizontal and vertical planes. The difference was most pronounced
in the horizontal plane with mean diameter of the IAC with tumor
was 9.9 + 3.96 mm (IAC without tumor was 5.2 £ 1.24 mm); the
diameter of the porus was 12.5 £+ 3.69 mm (IAC without tumor was
8.0 £ 2.01 mm). However, only 57.7% of the IAC with tumor had a
diameter > 8§ mm.

4.2. Evaluation the results of surgery

4.2.1. Tumor removal

The complete removal was 48% and incomplete removal was
52%. Our results are lower than that of other foreign authors such as
Mamikoglu was 95,1%, Sanna was 85,1%, Talfer was 79%.

The number of complete removal reduced with tumor size (60%
for medium and large tumors, 36% for giant tumors). The main
reason we had to leave a part of the tumor was because of adhesion
between the tumor and the facial nerve and the brainstem. The
complete removal in the solid density group was 40%, lower than the
mixed group was 60%; in the group without fundus extension was
60%, higher than the group with extension was 45%. However, these
differences are not statistically significant.

In our opinion, beside the aim of preserving the FN function, the
experience of neurosurgeons was the factor that affected to the results
of tumor removal. The change of surgical field from the familiar
suboccipital to translabyrinthine approach made them some
difficulties in the early stages of application (especially finding and
orientation of FN in the IAC and CPA). According to some studies,
the good results of AN surgery (high rate of complete tumor removal
and minimization of complications, especially PFP) were usually
achieved after 56-60 cases.

e Ki thuét: gdm céc budc chinh sau
- Khoét chiim mé rong.
- Khoét mé nhi sau (gdm ca 3 6ng ban khuyén va tién dinh).
- Boc 16 6ng tai trong va GCTN.
- Léy u.
Bit 14p hé md bang m& bung hodc can dui va md dui.

Oc tai

: 6ng tai trong
Khai u

Xoang TM
xich ma

Tiéu ndo
Hinh 1.20. Puong mé xuyén mé nhi.
e Nguyén tic phiu tich lay u:

- Ly rong dé lam khdi u xep lai, sau d6 méi phau tich bé mit
khdi u khéi cac cdu trac than kinh va mach mau xung quanh.

- Day VII duoc xac dinh dya vao cac méc ¢b dinh ¢ day 6ng tai
trong (trén mao ngang, trudc thanh Bill) va ¢ than ndo. St dung
dau do than kinh & nhitng chd nghi ngd trude khi 1dy u.

- Chi dong dién cac mach mau chay vao khéi u, bao ton tdi da cac
nhanh dong mach va tinh mach xung quanh dé tranh bién chimg
1én than nio, tiéu ndo.

e Uu diém chinh:

- Léy dugc u moi kich thude ¢ dng tai trong va GCTN.

- Tim thiy day VII trudc khi 1dy u, ting kha ning bao ton day VIL.

- Giam bién chiing 1én ndo, rd dich ndo tuy thap.

- Cho phép ndi day VII (néu durt) ngay trong mé.

¢ Nhuoe diém chinh:
- Hi sinh suc nghe con lai.
- Mt nhiéu thoi gian hon.



Chuong 2

POI TUQGNG VA PHUONG PHAP NGHIEN CUU
2.1. DPoi twong nghién ciru: 50 bénh nhan dugc chan doan u TKTG
va phau thuat theo duong mb xuyén mé nhi tai Bénh vién httu nghi
Viét Duc tir thang 9/2012 dén thang 5/2017.
2.1.1. Tiéu chuén lwa chon
- Pugc chin doan u TKTG qua chup CHT so ndo ¢6 tiém di quang tir.
- C6 chi dinh phau thudt.
- Pugc kham 1am sang va ndi soi TMH.
- Puoc danh gia chirc ning tién dinh bang nghiém phap nhiét.
- Panh gia chirc ning nghe bang do thinh lyc don am.
- Puoc chup CLVT xuong thai duong dung tiéu chun
- Pugc phiu thuét 1an diu tién, theo dudng md xuyén mé nhi: chi
dinh cho khéi u c6 dwong kinh > 11 mm va/hodc nghe kém véi
PTA >50dB.
- Két qua m6 bénh hoc sau mé xac nhan u té bao schwann.
- Puoc theo ddi va danh gia dinh ki sau md.
- Pong y tham gia nghién ciru.
2.1.2. Tiéu chuin loai trir
BN ¢6 u TKTG nhung:
- Khi u bén tai nghe duy nhit.
- Puodng kinh khéi u < 20 mm bén tai nghe tot hon.
- Pang bi nhiém tring & tai giita va miii hong.
- C6 bénh toan than chéng chi dinh phau thuat.
2.2. Phwong phap nghién ciru
2.2.1. Thiét ké nghién ciru: nghién ctru tién ciru, md ta loat ca bénh
¢6 can thi€p, khong nhom chuing.
2.2.2. Phuong phép chon miu: chon miu c6 cha dich gdm 50 bénh
nhan dap g cac tiéu chuén lya chon va loai trir.
2.2.3. Cac bwéc nghién ctru
- Budc 1: thong qua dé cwong nghién ciru, xdy dung bénh an mau.
- Budc 2: héi bénh, kham 1am sang, lam thdm do can 1am sang
nhim mo ta va khao sat mdi lién quan giita cac dic diém lam
sang, tién dinh, thinh luc, CLVT va CHT so ndo cua u TKTG.
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of blood vessels, spiral ligament, inner and outer hair cells, inner ear
fluid retention, decreased blood supply to the inner ear and
congestion due to tumor compression on the arteries and veins of
vestibular aqueduct and cochlear aqueduct. In general, there was no
audiogram typical for acoustic neuroma.

4.1.3.2. MRI findings

48 patients (96%) had unilateral tumor and 2 patients (4%) had
tumor on the two sides, in accordance with epidemiology of AN.

Size: giant tumors was 48.1%; followed by large tumors (30.8%)
and medium tumors (21.1%). Median diameter was 39.5 mm, which
was higher than that of foreign authors such as van Leeuwen was
26.5 mm, Merkus was 17 mm, Berrettini was 26 mm, Mangus was
23.8 mm. Patients in our study had been found the disease at
relatively late stage.

Density: the number of mixed tumors increased with tumor size,
(0% in the medium tumor group, 43.8% in the large group (26-40
mm) and 48% in the giant group.

Degree of tumor invasion to the IAC fundus: 80.8% of the
tumors had invaded to the fundus. Because the tumor usually
originates from the transition zone between the schwann cell and the
oligodendrocyte (Obersteiner-Redlich region) or in the vestibular
ganglions near the IAC fundus, so the tumor tends to extend to the
fundus sooner. This invasion did not relate to the size of tumors.
4.1.3.3. Temporal bone CT
IAC shape: 82.7% of the IAC with tumor had funnel shape, contrast
to IAC without tumor (only 4.5% was funnel-shaped). 90% of
patients had difference in shape of IAC in both sides, which only
occurred in about 11% normal people. The presence of the tumor had
caused the deformation of IAC into funnel shape by the pression on
the walls of the IAC, resulting in increased bone turnover especially
near the porus region.
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88% of patients had significant unilateral weakness value (UW >
22%), similar to results of Hulshof was 87%, Tringali was 86%, less
than that of Berrettini was 92,3%, higher than Kentala was 66%. The
UW index was quantitative, highlighting the difference between two
ears, particularly in cases the ear with tumor still responded to caloric
stimulation. However, UW < 22% were found in 6/50 patients (12%)
with 4/6 tumors on one side and 2/6 tumors on both sides, suggesting
that the index had diagnostic value if abnormal, but was hard to
conclude if UW < 22% (there may be no tumors, tumor on both
sides or one side with central compensation). Therefore, caloric
testing should combine both qualitative and quantitative evaluations.
4.1.3. Paraclinical presentations
4.1.3.1. Audiometry

Hearing levels: 98.1% of the ears with tumors was sensorineural
hearing loss, the most frequent was deafness (50%), followed by
moderate to severe hearing loss (32.7%), higher than Bento in
deafness (26.7%) and moderate to severe hearing loss (65.4%),
higher than those of Lee with deafness (13.8%) and moderate to
severe hearing loss (20.6%). The median PTA of the ear with tumors
was 84 dB, higher than that of Hulshof with a PTA of 60 dB. This
showed that our patients had more hearing impairment than those of
foreign authors.

Audiogram configurations: all types of patterns were
encountered, the most common of which were downward (34.6%)
and unspecified (36.5%). The variety of audiograms may be due to
the combination of many causes such as various levels of cochlear
nerve axonal conduction due to repeated myelin loss and regeneration
resulting in multiple layers of schwann cells interspersed with
collagen fibers; the biochemical disturbance resulted in a 5-15 fold
increase in protein concentration, leading to an increase in inner ear
viscosity, which resulted in cochlear damages such as degeneration

- Budc 3: phdu thuét 1y u theo duong mé xuyén mé nhi, danh gia
trong md vé két qua 1y u va cac yéu t6 anh huéng dén két qua
liy u, bién chimg trong md.

- Budc 4: dénh gia két qua phiu thuat tai cac thoi diém ngay dau
sau mo, 6 thang va 12 thang va thoi diém cudi ciing cta nghién
ctru vé triéu ching 1am sang, bién chimg sau md, u tai phat va u
tdn du phat trién tro lai.

- Budce 5: xu li s6 liéu va viét luan an.

BN chin doan u TKTG
(dya trén chup CHT so nao)

l

C6 chi dinh phau thuat |—b| Phau thuat dudng dudi cham l—

Khim lam sang * Co f> viém ¢ tai gilta, miii xoang
Lam nghiém phap nhiét —>{ * Khoi u & tai nghe duy nhat —
Do thinh luc » Khoi u <20 mm ¢ tai nghe tot hon
Chup CLVT xwong thai dwong

}

Phiu thuit dwong
xuyén mé nhi

l

| Mo bénh hoc |—#| Khéng phai u té bao schwann

l

| U té bao schwann |

}

| Theoddidinhkisaumb |

| POITUQONG NGHIEN CUU | | LOAI =

So' db 2.1. Cic bude tuyén chon bénh nhdn vao nghién ciru.
2.2.4. Tiéu chi danh gia chinh
- Co nang: ty 1€, thoi gian va mic do biéu hién triéu ching co nang
thuong gip (nghe kém, 1 tai, chong mit, té bi nira mat, dau dau).
- Thuec thé: dong mit ty phat, t€ bi nira mat, liét mat ngoai bién.
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- Kham tién dinh: hoi ching tién dinh (ngoai bién, trung wong).

- Lam nghiém phap nhiét véi nudc am 44°C va nudc lanh 30°C.
Co dap tng 1a co xuét hién dong mat, ghi nhén thoi gian tiém
tang tir lic bom nudc dén khi xuat hién dong mat va thoi gian
dong mit tir lac xuét hién dén khi hét dong mit. Dua trén thoi
gian dong mat dé tinh chi sb giam dap tng tién dinh mot bén
(UW: Unilateral Weakness) theo Jongkee:

_ (WR+CR)—(WL+CL)
Uw= WR+CR+WL+CL x 100

Phan loai UW theo Teggi: loai A < 25%, loai B: 25-50%, loai
C: 50-75%, loai D: > 75%.

- Thinh lyc d6 don am: phan loai stc nghe theo hudéng dan cia
Hiép hoi Loi n61 — Ngdn ngilt — Thinh hoc Hoa Ky dua trén PTA
la trung binh ngudng nghe duong khi ¢ 500-1000-2000-4000
Hz. Nghe binh thuong: 0-15 dB, nghe kém nhe 16-40 dB, vira
41-70dB, nang 71-90 dB, diéc > 90 dB. Phan loai hinh dang
thinh lyc d6: nam ngang, di 1én, di xudng, hinh doi, hinh long

mang, dang khong xac dinh.

- CHT so nio: cac dic diém khdi u (kich thude, mat do, muc do u
lan dén day 6ng tai trong).

- CLVT xuong thai duong: hinh dang, kich thudc 6ng tai trong.

- Két qua lay u: hét u, khong hét u.

- Bién chting trong va sau mo.

- Hiéu qua phau thuat ddi vai cac tridu chiing 1am sang.

U tai phat va u ton du phat trién tro lai.
2.2.5. Thoi gian nghién ciru: tir thang 9/2012 dén thang 5/2017.
2.2.6. Pia diém nghién ciru:

- Trung tam PTTK, bénh vién hitu nghi Viét Puc.

- Khoa TMH, bénh vién Bach Mai.

- Khoa TMH, bénh vién hitru nghi Viét Nam Cu Ba.
2.2.7. Phan tich s li¢u: phin mém SPSS 16.0, st dung cac thuat
toan thong ké phu hop.
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Tinnitus accounted for 68%, the rate of low-pitched and high-
pitched tinnitus was equivalent and had little impact on life.
Headache was 66%, located at occipital regions and did not
accompany by symptoms of increased ICP syndrome. The
mechanism may due to stimulation of tumor on the meninges, led
patients to taking analgesic with equivocal result.

Hemifacial paresthesia was 66%, which was higher than that of van
Leeuwen (22%), Lanman (30%). This symptom was significant for
tumor compression on the trigeminal nerve in the CPA.

4.1.2.2. Signs

Cranial nerve dysfunctions: the most common was trigeminal
nerve dysfunction (62 hemifacial paresthesia, 50% corneal sensation
loss) and FN (Hitselberger sign 58%). Only one patient (2%) had
PFP, which was consistent with the characteristics of the motor fibers
that can withstand to compression and twisting better than the
sensational fibers. No case of [X-X-XI paralysis.

Balance disorders: 30% of patients had spontaneous nystagmus,
meaning that the balance system had not been fully compensated.
100% of patients had vestibular syndrome, in which 38% was
peripheral type and 62% was central type, meaning the cerebella and
brainstem had been compressed by large tumors.
4.1.2.3. Caloric test

The majority of ears with tumors did not respond to warm water
stimulation at 44°C (94.2%) and cold water at 30°C (88.5%). This
was the result of one or more of the following mechanisms: (a) tumor
blocked the neural impulses from the superior vestibular nerve, (b)
compression on the blood vessels supplying the inner ear and
superior vestibular nerve, causing vestibular and horizontal
semicircular canal damage, (c) microinvasion of the tumor on the
axons of the superior vestibular nerve. The result was qualitative, its
value was to suggest lesions on the unresponsive ear.
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3.2.5. Recurrence tumors and residual tumors grow back

Table 3.28. Tumor recurrence and residual tumor regrowth (N =50).

Groups n %
Complete tumor removal (n = 24) 0 0.0
Incomplete tumor removal (n = 26) 4 154
Chapter 4
DISCUSSION
4.1. Clinical and paraclinical characteristics of acoustic neuroma:
4.1.1. Demography

AN was more common in women (female : male ratio = 1.63),
similar to Vo Van Nho (1.47), Teggi (1.94), Lee (1.48), Bento (1.3).
Some factors that may favor preponderance in females were
endocrine (hormone estrogen and progesterone), gender (generally
skull in women was smaller and can not bear the intracranial
compression as men), physiological (women had less physical
activities, so compensation to balanced disorders were slower).

The median age was 50, the most common age group was 41-60
years (58%). Because most tumors progressed slowly (at an average
of 1.42 mm in diameter per year), probably when the tumor was large
enough to expose clinical presentations.

4.1.2. Clinical presentations

4.1.2.1. Common symptoms

Hearing loss was the most common symptom (94%), with the
earliest manifestation in time. The majority was progressive hearing
loss by 91.5%, then sudden sensorineural hearing loss was 8.5%.
This was the consequence of both cochlear and retrocochlear lesions.
Dizziness occurred in 70%, about two thirds was mild that did not affect
to movement, consistent with the characteristics of slow progressive
tumors, so the central nervous system had been compensated.
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Chuong 3
KET QUA NGHIEN CUU

3.1. Pic diém 1Am sang va cin lim sang cia u TKTG
3.1.1. Pic diém chung:
- 50 bénh nhan (16-71 tudi). Ty 1 nit/nam = 1,63.
- Lura tudi hay gap: 41-60 (58%) va 20-40 (28%).
3.1.2. Pic diém lam sang:
3.1.2.1. Triéu chirng co ning thuwong gap:
Bdng 3.3. Triéu ching co nang thuong gap (N = 50).

Triéu chirng n %
Nghe kém 47 94,0
Chong mit 35 70,0
U tai 34 68,0
Pau dau 33 66,0
Té bi nira mat 33 66,0

3.1.2.2. Triéu chitng thuc thé:
Bdng 3.5. Triéu chitng thiee thé (N = 50).

Triéu chirng thye thé n %
Giam cam giac nira mét 31 62,0
Dau hiéu Hitselberger 29 58,0
Mét cam gic giac mac 25 50,0
Dong mét tu phat 15 30,0
Liét mat ngoai bién 1 2,0

3.1.2.3. Két qud nghiém phdp nhiét:
- Phan 16n tai c¢6 u khong dap ing véi nghiém phap nhiét: 94,2%
v6i nhiét 4m 44°C va 88,5% vdi nhiét lanh 30°C.
- 88% bénh nhan c6 chi s6 giam dap tng tién dinh mot bén co gia
tri chan doan (UW > 22%).
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3.1.3. Pic diém cin 1am sang
3.1.3.1. Thinh lyc don am:
- Phén loai strc nghe: 98,1% nghe kém tiép nhan. Ty 1é cao nhét 1a
diéc (50%), tiép theo 1a nghe kém vira dén ning (32,7%). 1 bénh
nhan (1,9%) c6 ngudng nghe binh thuong.

- Hinh dang thinh lyc dd: ‘
Badng 3.9. Hinh dang thinh lyc do (N = 52).
Phan loai n %

Pi xudng 18 34,6
Nim ngang 8 154
bi lén 4 7,7
Hinh long mang 2 3,8
Hinh dbi 1 1,9
Khoéng xac dinh 19 36,5

N 52 100,0

3.1.3.2. Két qud chup CHT:
- 48 bénh nhan u mot bén, 2 bénh nhéan u hai bén.
- Kich thuée: u vira 21,1%, u to 30,8%, u khong 15 (48,1%).
- Mat d6: 61,5% u dic, 38,5% u hon hop.
- 80,8% u d lan dén day 6ng tai trong.

ey 3

; : C D :
Anh 3.1. Hinh dnh khoi u trén phim CHT.
A. Khoi uvira, dic, chiea lan dén ddy ong tai trong phdi (SBA 16453).

B. Khéi u to, hon hop, di lan dén ddy ong tai trong trdi (SBA 22673).
C. Khoiu khong 16, hon hop, chira lan dén ddy ong tai trong phdi (SBA 32059).
D. Khéi u hai bén, ddc, da lan dén ddy ong tai trong (SBA 28823).
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3.2.2. Complications
Table 3.21. Intraoperative complications (N = 50).

Intraoperative complications n %
Bleeding 2 4.0
Section of cranial nerves 0 0.0
No complication 48 96.0
Total 50 100.0

3.2.3. Post-operative complications
Table 3.22. Post-operative complications (N = 50).

Post-operative complications n %
Peripheral facial paralysis 26 52.0
Pharyngoparalysis 2 4.0
Oculomotor paralysis 1 2.0
Wound infection 1 2.0
Mortality 0 0.0
Intracranial haemorrhage 0 0.0
Meningitis 0 0.0
Hemiplegia 0 0.0

3.2.4. Effects of surgery on clinical symptoms
Table 3.27. Effects of surgery on clinical symptoms.

Before After 6 After 12
surgery months months
Symptoms (N =50) (N =50) (N=44)
n % n % n %
Tinnitus 34 68.0 17 34.0 15 34.1
Facial paresthesia 33 66.0 15 30.0 13 29.5
Headache 33 66.0 1 2.0 1 2.3
Dizzy 35 70.0 4 8.0 0 0.0
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3.1.3.3. Temporal bone CT:
- 82.7% of the IAC with tumor was funnel-shaped.
- 90% of patients had IAC different in shape on both sides.
- 57.7% of IAC with tumor enlarged with diameter > 8mm.
3.2. Evaluation the results of surgery
3.2.1. Tumor removal:
Table 3.19. Results of tumor removal (N =50).
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3.1.3.3. Két qud chup CLVT xwong thdi duwong:
- 82,7% 0ng tai trong c6 khdi u bién dang hinh phéu.
- 90% bénh nhan c6 hinh dang 6ng tai trong hai bén khéc nhau.
- 57,7% 0ng tai trong c6 khoi u gian rong > 8mm.
3.2. Danh gia két qua phiu thuat theo duong md xuyén mé nhi
3.2.1. Két qua lay u
Bang 3.19. Két qua ldy u (N =50).

Két qua lay u n %
Hétu 24 48,0
Khéng hét u 26 52,0

Results of tumor removal n %
Complete 24 48.0
Incomplete 26 52.0
Total 50 100.0

Figure 3.2. Intraoperative photos (record 26567).
A. The pear shaped tumor in the IAC and CPA. B. Tumor was
completely removed with preservation of cranial nerve V, VI, VII, IX.

v7
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Figure 3.3. Complete tumor
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Figure 3.4. Incompletely tumor removal in MRI image (record 7960).

Anh minh hog trong phéu thudt (SBA 26567).
A. Khéi u hinh qud 16 nam ¢ ong tai trong va GCTN.
B. Ldy hét khéi u va bdo ton cdc day V, VI, VII, IX.

v

= . 4 B

Anh 3.3. Két qud ldy hét u trén hinh anh CHT (SBA 226

dwigl YV

Anh 3.4. Két qua ldy khong hét u trén hinh anh CHT (SBA 7960).
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3.2.2. Bién chirng trong mo
Bang 3.21. Cdc bién chitng trong mé (N = 50).

Bién chirng n %

Chay méau 2 4,0

Put cac day TK so 0 0,0
Khong bién chimg 48 96,0
N 50 100,0

3.2.3. Bién chirng sau mo
Bang 3.22. Cdc bién chitng sau mé (N = 50).

Bién chirng sau mo n %
Liét mat ngoai bién 26 52,0
Liét hong 2 4.0
Liét van nhan ngoai 1 2,0
Nhim tring vét mod 1 2,0
Tt vong 0 0,0
Chay mau ndi s 0 0,0
Viém mang nio 0 0,0
Liét ntra nguoi 0 0,0

3.2.4. Hi¢u qua phiu thuit véi cac tri¢u chimg IAm sang
Bdng 3.27. Hiéu qua ciia phdu thudt véi cdc triéu chieng lam sang.

Truéc md Sau 6 thang | Sau 12 thang
Triéu chirng (N =50) (N =50) (N = 44)

n % n % n %
U tai 34 68,0 17 34,0 15 34,1
T€ bi nira mat 33 66,0 15 30,0 13 29,5
Dau dau 33 | 66,0 1 2,0 1 2,3
Chéng mat 35 70,0 4 8,0 0 0,0
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3.1.3. Paraclinical findings:
3.1.3.1. Audiometry:

- 98.1% ears presented sensorineural hearing loss. The highest
rates were deafness (50%), followed by moderate to severe
hearing loss (32.7%). One patient (1.9%) had a normal hearing.

Table 3.9. Audiometry configuration (N = 52).

Configurations n %
Downward 18 34.6
Horizontal 8 154
Upward 4 7.7
Trough 2 3.8
Hill 1 1.9
Unclassified 19 36.5
Total 52 100.0

3.1.3.2. MRI:

- 48 patients had tumor on one side, two patients had on both
sides.

- Size: moderate 21.1%, large 30.8%, giant (48.1%).

- Density: 61.5% solid tumor, 38.5% mixed.

- 80.8% reached the fundus of the IAC.

Figure 3.1. Tumor photos in MRI images.
A. Medium, solid tumor that had not spread to the fundus (record 16453).
B. Large, mixed tumor that had spread to the fundus (record 22673).
C. Giant, mixed tumor that had reached the fundus (record 32059).
D. Bilateral tumors that had reached to the fundus (record 28823).
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Chapter 3
RESULTS
3.1. Clinical and paraclinical characteristics of acoustic neuroma
3.1.1. Demography:
- 50 patients (16-71 years old). Female : male ratio = 1,63.
- Most common age group: 41-60 (58%) and 20-40 (28%).
3.1.2. Clinical presentations:
3.1.2.1. Common symptoms:
Table 3.3. Common symptoms (N = 50).
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3.2.5. U tai phat va u ton dw phat trién tré lai
Bang 3.28. U tdi phdt va u ton duw phat trién tré lai (N =50).

Symptoms n %
Hearing loss 47 94.0
Dizzy 35 70.0
Tinnitus 34 68.0
Headache 33 66.0
Hemifacial paresthesia 33 66.0

3.1.2.2. Signs:
Table 3.5. Signs (N = 50).

Signs n %
Hemifacial paresthesia 31 62.0
Hitselberger 29 58.0
Loss of corneal sensation 25 50.0
Spontaneous nystagmus 15 30.0
Peripheral facial paralysis 1 2.0

3.1.2.3. Caloric test:

- Most of the ear with tumor was not responding to caloric test:

94.2% with water 44°C and 88.5% with water 30°C.
- 88% of patients had unilateral weakness index > 22%.

Nhém bénh nhan n %
Lay hét khdi u (n = 24) 0 0,0
Khong 1ay hét khéi u (n = 26) 4 15,4
Chuong 4
BAN LUAN

4.1. Pic dién} 1Am sang va cin lAm sang cia u TKTG
4.1.1. Pac diém chung .

Bénh gap nhiéu hon & nit (ty 1€ nit/nam = 1,63) twong dong voi
tac gid trong nudc nhu VO Van Nho (1,47), ngoai nudc nhu Teggi
(1,94), Lee (1,48), Bento (1,3). Mot sé yéu té co thé anh huong wu
thé gi6i nir 1a noi tiét (hormon oestrogen va progesteron), giai phau
(thé tich hop so & nit nho hon nén chiu chén ép kém hon), sinh 1i (n{t
it van dong thé chat hon nén rdi loan thing béng cham bu trir hon).

Tudi trung vi 1a 50, bénh hay gip nhat & ltra tudi 41-60 (58%).
C6 thé do phan 16n khdi u tién trién cham (tbc d6 trung binh 1,42
mm/nim) nén chi khi khéi u da dat kich thudc di 16n méi bat dau c6
biéu hién 1am sang.

4.1.2. Pic diém 1am sang
4.1.2.1. Triéu chirng co ndang thuwong gdap

Nghe kém 12 tridu ching hay gip nhat (ty 1¢ 94%), c6 thoi gian
biéu hién sém nhit véi trung vi 20 thang; da s6 1a nghe kém ting dan
chiém 91,5%, diéc dot ngot chiém 8,5%. Pay 1a hau qua cia ca ton
thuwong tai dc tai va sau dc tai do khdi u chén ép.

Choéng mat gap 6 70%, khoang 2/3 1a chong mat mac d¢ nhe
khong anh hudéng van dong, phu hop véi dic diém u tién trién cham
nén rdi loan chirc ning thing bang dugc than kinh trung wong b trir.
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U tai chiém 68%, ty 18 u tiéng tram va tiéng cao twong duong, it
anh hudng dén cudc sbng.

Pau diu co ty 1& 66%, khu tri ving chdm, khong kém theo cac
biéu hién cua hoi ching ting ap luc ndi so. Co ché do khdi u kich
thich 1én mang ndo, vi vdy bénh nhan udng thudc giam dau co lic
giam luc khong.

Té bi nira mat 1a 66% cao hon cac tac gid khac nhu van
Leeuwen 22%, Lanman 30%. Triéu chimg nay dic trung cho khdi u
da phat trién vao GCTN gy chén ép day V.
4.1.2.2. Triéu chirng thuwe thé

R6i loan chire ning cac day TK so: thudng gip nhit 1a réi loan
cam giac day V (té bi nira mat 62%, mét cam giac giac mac 50%) va
day VII (ddu hiéu Hitselberger 58%). Chi gip 1 bénh nhan (2%) bi
liét mat ngoai bién d¢ II, phu hgp dac tinh cta cac s¢gi TK van dong
chiu dung v6i chén ép va xodn vin t6t hon cac soi TK cam gidc.
Khong gép truong hop nao liét cac day IX-X-XI.

R6i loan chire ning thing bang: 30% bénh nhan c6 dong mit
ti phat chimg t6 mét cin bing cta hé thong thing bang chwa dwoc bu
trir hoan toan. 100% bénh nhan ¢6 hoi ching tién dinh, trong d6 38%
1a hoi chimg tién dinh ngoai bién va 62% la hoi ching tién dinh trung
wong, chung té nhidu truong hop khdi u to chén ép nhiéu 1én than
ndo va tiéu ndo.
4.1.2.3. Két qud nghiém phdp nhiét

Phan 16n tai c6 khdi u khong dap tmg voi kich thich nude 4m
44°C (94,2%) va nudc lanh 30°C (88,5%). Pay la hdu qua cua mét
hay mot sb co ché: (a) khéi u chén ép lam nghén dan truyén xung
dong than kinh cta day TK tién dinh trén, (b) khdi u chén ép PM tai
trong va cac mach mau nudi day TK tién dinh trén dan dén ton
thuong tién dinh va OBK ngoai, (c) vi xAm l4n ctia khdi u 1én soi truc
cta day TK tién dinh trén. Két qua mang tinh dinh tinh, gia tri goi y
¢6 ton thuong bén tai khong dép tng.

10

- Vestibular examination: may show peripheral or central
vestibular syndrome.

- Caloric test with warm water 44°C and cold water 30°C. The
evaluation of induced nystagmus included the latency (time
from the irrigation of water to the beginning of nystagmus) and
the duration of nystagmus (time from the appearance to the end
of nystagmus). We calculated the Unilateral Weakness (UW)

index according to Jongkee
_ (WR+CR)—(WL+CL)
UW = Rscrewirer, X 100
Classification of UW according to Teggi: Class A <25%, Class

B: 25-50%, Class C: 50-75%, Class D:> 75%.

- Pure tone audiometry: based on the pure tone average (PTA) as
an average of hearing thresholds (decibels) at 500-1000-2000-
4000 Hz, we classified hearing as normal hearing: 0-15 dB, mild
hearing loss 16-40 dB, moderate 41-70dB, severe 71-90 dB,
deafness > 90 dB. Classification of audiograms: horizontal,
upward, downward, hill, trough, unspecified.

- MRI: tumor characteristics (size, density, extent to the fundus of
the internal auditory canal).

- Temporal bone CT: shape, size of the IAC.

- Tumor removal: complete or incomplete.

- Complications: intraoperative, post-operative.
- Effect of surgery on clinical symptoms.
- Tumor recurrence and regrowth of residual tumors.
2.2.5. Studying time: from September 2012 to May 2017.
2.2.6. Studying location:
- Neurosurgery center, Vietnam German Friendship Hospital.
- ENT department, Bach Mai Hospital.
- ENT department, Vietnam Cuba Friendship Hospital.
2.2.7. Data analysis: SPSS 16.0 software with appropriate statistical
algorithms.



- Step 3: surgery through translabyrinthine approach, intra-
operative evaluation on the tumor removal and factors affecting
to the tumor removal and complications.

- Step 4: evaluation of the results of surgery at the first day, 6 months
and 12 months and at the end of the study on clinical symptoms,
complications, tumor recurrence and residual tumor regrowth.

- Step 5: data process and thesis writing.

Acoustic neuroma patients
(Gadolinium-enhanced MRI)

|

‘ Indication for surgery }—-{ Suboccipital approach I—
Clinical examination » Middle ear and rhinosinus infection
Caloric testing — * Tumor on the only hearing ear N
Pure tone audiometry * Tumor < 20 mm on better hearing ear
‘ Temporal bone CT ‘

‘ Translabyrinthine approach ‘

‘ Histopathology H Not schwann cell tumor

‘ Schwann cell tumor ‘

|

‘ Periodical evaluation

|

‘ Patients recruited into study ‘ | Excluded l::

Diagram 2.1. Steps to recruit patients into the study.
2.2.4. Criteria for evaluation
- Symptoms: frequency, time and grade of common symptoms
(hearing loss, tinnitus, dizziness, facial numbness, headache).
- Signs: nystagmus, loss of facial sensation, PFP.
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88% bénh nhan c6 giam dap Ung tién dinh mot bén (UW >
22%), twong dong véi ty 16 giam dap ung tién dinh mot bén trong
nghién ciru cta Hulshof 1a 87%, Tringali 1a 86%, thap hon
Berrettini 13 92,3%, cao hon Kentala 12 66%. Chi s6 giam dap ng
tién dinh mot bén co tinh dinh luong, lam ndi bat dugc su khac biét
giita hai tai, dic biét cho nhing truong hop bén tai ¢6 khdi u van con
dap ung. Tuy nhién, UW < 22% gip ¢ 6/50 bénh nhan (12%) gém
4/6 u mot bén va 2/6 u hai bén, chimg to chi sb nay rat c6 gia tri khi
bat thuong, con néu UW < 22% thi khong két luan dugc (do co thé 1a
khong c6 u, u hai bén hodc u mdt bén nhung da cé bu trur trung
wong). Vi vdy danh gia nghiém phap nhiét can phdi hop ca dinh tinh
va dinh lugng.

4.1.3. Pic diém cdn 1am sang
4.1.3.1. Péc diém thinh luc

Dic diém sirc nghe: 98,1% tai co khi u thé hién nghe kém tiép
nhén, trong d6 nhidu nhét 1a diéc (50%), tiép theo 1a nghe kém vira -
ning (32,7%), cao hon Bento vé ty 1& diéc (26,7%) va thap hon vé
nghe kém vira - ning (65,4%), cao hon cua Lee v6i diée 13,8% va
20,6% nghe kém vira - ndng. Trung vi ngudng nghe (PTA) cua tai co
khdi u trong nghién ciru 1a 84 dB cao hon ctia Hulshof ¢6 PTA 14 60
dB. Piéu nay cho thiy cac BN ciia chung t6i nghe kém mirc d6 ning
hon so vdi céc tac gia nudc ngoai.

Hinh dang thinh lwe do: tat ca cac dang thinh luc do déu gip,
trong d6 hay gip nhat 1a dang di xudng (34,6%) va khong xac dinh
(36,5%). Su da dang vé hinh thai thinh Iyc d0 c6 thé do su phdi hop
clia cic nguyén nhan v6i nhau nhu nghén dan truyén soi truc TK b¢
tai & nhiéu mirc d6 do qua trinh mét va tai tao myelin xay ra lién tuc
tao ra nhiéu 16p té bao schwann xen k& véi céc soi collagen; r6i loan
sinh hoa 1am luong protein ting gap 5-15 1dn binh thuong dan dén
tang d6 nhét dich tai trong gdy ra cac tén thuong tai ¢ tai nhu thodi
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hod ciia mang mach, ddy ching xoan dc, té bao 1ong trong va long
ngoai, siing nudc mé nhi, giam cip mau tai trong va i tré tuan hoan
do khdi u chén ép PM mé nhi va ciac TM ciia cdng tién dinh, cong dc
tai. N6i chung, khong ¢ dang thinh lyc d6 dic trung cho u TKTG.
4.1.3.2. Két qud chup cong hwong tr

48 BN u mot bén chiém ty 18 96% va 2 BN (4%) u hai bén, phu
hop véi dich t& hoc u TKTG chi yéu gip & mot bén.

Kich thuéc: u khong 16 gap nhiéu nhét chiém 48,1%; tiép theo la
u to 30,8% va u vira 21,1%. Trung vi duong kinh khéi u 12 39,5 mm
cao hon cac tac gia ngoai nudc nhu van Leeuwen la 26,5 mm,
Merkus 1a 17 mm, Berrettini 1a 26 mm, Mangus 1a 23,8 mm. No6i
chung bénh nhan trong nghién ciru dugc phat hién khéi u & giai doan
tuong d6i mudn.

Mit dd: ty 1& u hdn hop ting theo kich thudc khdi u, do hién
tuong thoai hoa va/hodc chdy mau trong u (0% & nhom u vira, 43,8%
& nhom u to (dudng kinh 26-40 mm) va 48% & nhém u khéng 19.

Miirc d9 u lan dén day Ong tai trong: 80,8% khdi u da lan dén
day ong tai trong. Do khéi u thuong xuat phat tir ving chuyén tiép
gitta t& bao schwann va té bao than kinh dém it nhanh (ving
Obersteiner-Redlich) hodc ¢ hach tién dinh gan day dng tai trong, vi
vay khdi u c¢6 xu huéng som phat trién vé diy ma khong phu thudc
vao kich thudc.
4.1.3.3. Két qua chup cit I6p vi tinh xwong thdi dwong

Hinh dang 0ng tai trong: 82,7% 0ng tai trong hinh phéu khi ¢
khdi u (ngudi binh thudong chi co 4,5% hinh phéu), 90% BN c6 éng
tai trong hai bén khac nhau vé hinh dang (ngudi binh thudng chi
khoang 11%). Su c¢6 mit ctia khdi u da khién cho dng tai trong &
nhiéu truong hop bi bién dang thanh hinh phéu do ap luc 1én trén cac
thanh dng tai trong gdy ra ting hoat dong tiéu xuwong dic biét & gan 15
dng tai trong.

Chapter 2

PATIENTS AND METHODS
2.1. Patients: 50 patients who were diagnosed with AN and
underwent surgery via translabyrinthine approach at the VietDuc
Hospital from September 2012 to May 2017.
2.1.1. Selection criteria

- Patients were diagnosed with AN by mean of gadolinium-
enhanced MRI.

- Indicated for surgery.

- Underwent clinical examination, caloric test, puretone
audiometry and temporal bone CT scan.

- Had surgery for the first time, via translabyrinthine approach:
indicated for tumor with diameter > 11mm and/or hearing loss
with PTA > 50 dB.

- Post-op histopathological findings confirmed schwann cell tumor.

- Had been monitored and periodically evaluated after surgery.

- Agreed to participate in research.

2.1.2. Exclusion criteria

Acoustic neuroma patients but:

- Tumor on the only hearing ear.

- Tumor diameter < 20 mm on the better hearing ear.

- Active infection in the middle ear and nose.

- Diseases that were contraindicated to surgery.

2.2. Methods

2.2.1. Research design: prospective study, case series with
intervention without comparison group.

2.2.2. Sampling: purposive sampling of 50 patients who met the
selection and exclusion criteria.

2.2.3. Research steps

- Step 1: research approval, preparation of medical records.

- Step 2: clinical examination and paraclinical tests to describe
and examine the relationship between the clinical, vestibular,
audiometrical, CT and MRI characteristics of AN.



e Technique:
- Extended mastoidectomy.
- Posterior labyrinthectomy (remove all three CSCs and vestibule).
- Exposure of IAC and CPA.

Tumor excision.

Closure with fat and fascia lata.

Figure 1.20. Translabyrinthine approach.

e Priciples of tumor excision:

- Begin with intracapsular reduction, then dissect the tumor surface
from the surrounding neural structures and blood vessels.

- The facial nerve (FN) is located at the consistent landmark at the
IAC fundus (above the transverse crest, in front of the Bill’s
bar) and at the brainstem. Use the FN probe while dissecting.

- Cauterize only the blood vessels that run into the tumor,
preserve the surrounding arteries and veins to avoid
complications on the brainstem and cerebella.

o Advantages:

- Can be applied for tumors of any size in the IAC and CPA.

- Allow FN be found before tumor excision.

- Less brain complications, low CSF leakage incidence.

- Intra-operative FN reconstruction (in case the FN was sectioned).

e Disadvantages:
- Residual hearing sacrifice.
- More operation time is needed.
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Puong kinh dng tai trong: trung binh dudng kinh 6ng tai trong
khi c6 u déu cao hon c6 y nghia thong ké khi khong co u trén ca hai
mit phing nim ngang va dung ngang. Su khac biét thé hién 15 rét
nhéit trén mit phing nim ngang véi trung binh duong kinh dng tai
trong khi ¢6 khdi u 12 9,9 + 3,96 mm so v6i khong c6 u 1a 5,2 £ 1,24
mm; duong kinh 18 ng tai trong khi ¢6 u 1a 12,5 + 3,69 mm so véi
khong c¢6 u 1a 8,0 + 2,01 mm. Tuy nhién chi 57,7% &ng tai trong c6
khdi u c6 duong kinh > 8 mm.

4.2. Panh gia két qua ciia phiu thuit theo dudng mé xuyén mé nhi
4.2.1. Két qua lay u

Ty 1& 1y hét u 1a 48% va khong hét u 1a 52%. Két qua lay hét u
cia ching t6i thdp hon cac tac gia khac trén thé giéi nhu cua
Mamikoglu 1a 95,1%, Sanna la 85,1%, Talfer 1a 79%.

Ty 1¢ ldy hét u giam khi kich thudc khdi u tang (60% d6i voi u vira
va u to, 36% dbi v6i u khong 16). Li do chinh chung t6i phai dé lai mot
phén khéi u 1a do u qua dinh vao day VII va than ndo. Nhom u dic co
ty 18 1dy hét u 1a 40% thap hon nhém u hdn hop 1a 60%. Ty 18 1y hét
khéi u & nhom chua lan dén day 6ng tai trong 1a 60% cao hon nhom
da lan dén d4y 6ng tai trong 1a 45%. Tuy nhién, nhimg sur khac biét
trén déu khong c6 y nghia thong ke.

Theo chung t6i, bén canh muc ti€u bao tdn chuce nang TK mat
thi kinh nghiém cua phau thuat vién 1a yéu t6 anh huong dén két qua
lay u. Sy thay déi vé phau truong cia duong mé xuyén mé nhi so véi
duong mo dudi chdm quen thude khién cho cac phau thuat vién phau
thuat than kinh gap mot s6 kho khan & giai doan moi trién khai (dic
biét 1 viéc xac dinh va dinh huéng phiu tich day VII ¢ 6ng tai trong
va GCTN) nén it nhiéu anh hudng dén quyét dinh lay hét khéi u.
Theo mét s6 nghién ctru, két qua md u TKTG t6t (Idy hét khdi u cao
va giam t6i da bién chung, didc biét liét mat ngoai bién) thudng chi
dat duge dbi voi phau thuat vién sau 56-60 ca.
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4.2.2. Bién chimng
4.2.2.1. Bién chiing trong mé

Chi gap hai truong hop déu 1 chay mau chiém ty 1& 4% gdm 1
do rach vinh TM canh trong qua trinh boc 16 thanh dudi ong tai
trong, dugc cam lai bang cach ép chd rach vai surgicel va bong; 1 do
dut mot nhanh TM trong qué trinh phiu tich trong GCTN, duoc cam
lai bang kep mach mau. Giam nguy co bién ching nay bang cach st
dung khoan kim cwong duong kinh 16n iy di phan xwong va dé lai
mang xuong, ting kha nang bao vé thanh mach dong thoi van cé thé
ép xoang TM xich ma xudng khi can thiét dé mé rong phiu truong;
trong qua trinh 14y u can phiu tich nhe nhang, ti mi theo binh dién
mang nhén va khong nén cb iy néu khdi u qua dinh vao cac mach
mau ¢ day.

Khéng gip trudng hop nao dut diy VII, IX-X-XI khi phiu thuat.
Day 1a lgi diém ciia phau thudt theo dudong mé xuyén mé nhi vi tim
thdy day VII trude khi ldy u va khong can vén ban ciu tiéu ndo nhu
dudong mo dudi chim nén han ché tdi da co kéo 1én day IX-X-XI.
4.2.2.2. Bién chirng sau mé

Bién chirng niing: khong bénh nhan nio tir vong, chiay mau giy
tu mau ndi so, viém mang ndo hodc 1iét nira nguoi. Két qua nay tdt
hon so véi ty 18 tir vong ddi voi phiu thuat 1dy u theo duong dudi
chdm cua mot s6 tac gia trong nudc nhu Df”)ng Van Hé la 21,4%,
Nguyén Kim Chung 1a 4,2%, Ha Kim Chung 1a 2,8% va tuong dong
voi y van cho thdy hién nay ty 18 tir vong cuia phau thuat theo dudng
md xuyén mé nhi rat thip, ndm trong khoang 0-2%.

Liét mit ngoai bién: 12 bién ching hay gip nhat chiém ty 1¢
52% gdm c6 20% liét nhe (d6 II-IIT) va 32% liét nang (d6 IV-V-VI).
Ty 1é liét mat ngoai bién ngay sau mo cua chung toi thap hon cua
Lanman 1a 61,4% trong d6 1iét nhe 1a 28% va liét nang 1a 33,4%

1.1.4.2. Vestibular manifestations:
- Caloric test (water 44°C and 30°C or air 50°C and 24°C): reduced
or no response, Unilateral Weakness (UW) index > 22%.
- Vestibular evoked myogenic potential: decrease myogenic
potential responding to loud click stimuli to the ipsilateral ear.
1.1.4.3. MRI: “gold standard” for diagnosis
- Spherical or pear shaped tumors in the IAC and CPA, isointense
to gray matter in T1, hyperintense in T2, intense contrast
enhancement but may heterogenous in large tumors.
1.1.4.4. Temporal bone CT: erosion and widening of the IAC
(trumpeted shape) in bony window.
1.2. Surgery
1.2.1. Objective
Remove the tumor to reduce intracranial compression.
1.2.2. Indications:
- Greatest tumor diameter in the CPA > 30 mm.
- Significant hearing loss (PTA > 50dB, WDS < 50%).
- Cystic tumors.
- No response to radiation therapy.
- Bilateral tumor in NF2.
1.2.2. Approaches
- Suboccipital approach (retrosigmoid).
- Translabyrinthine approach (presigmoid).
- Middle cranial approach.
1.2.3. Translabyrinthine approach
e Indications:
- Tumors of any size with unserviceable hearing (PTA > 50 dB,
WSD < 50%).
- Tumor diameter in the CPA > 20 mm (because the chance of

hearing preservation is very low).



1.1.2. Structure and progress

AN appearance is pale yellow or pinkish gray, smooth surface,
no real capsule, as firm as rubber. Most of tumors grow slowly with
the average diameter increase by 1.42 mm/yr, only 2% of tumor are
fast growing (> 2 mm/yr). About 4-22% are self-degraded over time.
1.1.3. Clinical presentations
1.1.3.1. Symptoms:

Typically, most patients complain unilateral, progressive hearing
loss, a small number has sudden sensorineural hearing loss. The less
frequent symptoms are tinnitus, dizziness. In the later stage, symptoms
such as facial numbness, headache, balance disorders may present.
1.1.3.2. Signs:

- Cranial nerve dysfunction: facial numbness, loss of corneal
sensation, Ramsay Hunt sign. Peripheral facial paralysis is rare.

- Spontaneous nystagmus may occur: horizontal or vertical.

- Peripheral vestibular syndrome (early stage) or central vestibular
syndrome (late stage).

- Increased ICP syndrome.

- Brainstem syndrome: in the very late stage, hemiparalysis, lower
cranial nerve paralysis.

1.1.4. Paraclinical characteristics
1.1.4.1. Audiometry:

- Pure tone audiometry: unilateral perception or bilateral and
asymmetrical hearing loss. Some patients may have normal hearing
threshold. The most common configuration is down-sloping, less
frequent patterns are flat, up-slopping, trough and inverted-trough.

- Speech audiometry: threshold increase > 10 dB in comparison
with pure tone threshold. Word discrimination score < 100%.
Speech audiogram is rollover pattern.

- Auditory brainstem response (ABR): conduction block, typical
for retrocochlear lesion.
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nhung cao hon Brackmann 1a 27% gém 15,8% liét nhe va 11,2% liét
nang, Ho 1a 40% trong d6 22,9% liét nhe va 17,1% liét nang.

Lién quan két qua ldy u: liét mat ngoai bién & nhom khong iy
hét u chiém 38,5% (g0m 11,5% liét nhe va 26,9% liét ning) thap hon
so voi nhom 1ay hét u 1 66,7% (gém 29,2% liét nhe va 37,5% liét
nang). Li do lié¢t mat hay gap hon & nhém ldy hét u 1a vi can nhiéu
thao tac hon, ca tryc tiép trong qua trinh phau tich khdi u khoi day
VII (c6 thé lam dut, dung dap hay bong nhiét) va gian tiép trong qua
trinh boc 16 va lay u (khién cho day VII bi co kéo, xodn vin). Vi véy,
quan diém hién nay 1a khong nén ¢ ging lay hét u néu khong thé
bao ton duge day VIL

Lién quan cic dic diém khéi u: ty 1& liét mat ngoai bién ting
theo kich thudc khéi u, cao hon ¢ nhém u hdn hop (60% gdém 40%
liét ndng) so vadi u dac (46,7% trong do 26,7% liét nang), cao hon &
nhém u da lan dén day 6ng tai trong (55% gom 35% liét ning) so voi
u chua lan dén (40% gf‘)m 20% liét nang). Tuy nhién cac sy khac biét
nay déu khong c6 y nghia théng ké.

Theo di cho thdy tit ca cac BN khéng liét mat ngay sau md déu
khong liét sau 6 va 12 thang; ty 1¢ liét mat giam tir 52% ngay sau mo
xubng 42% sau 6 thang va 38,6% sau 12 thang; muc do liét nang giam
tr 32% ngay sau md xuéng 24% sau 6 thang va 25% sau 12 thang. Két
qua nay tuong dong voi Ho nhan thiy liét mét ngoai bién ngay sau mé &
tat ca cac mirc do déu co thé dugc cai thién theo thoi gian.

Liét cac day TK s¢ khac: 1 bénh nhan bi 1i€t van nhan ngoai do
tén thuong day VI va 2 bénh nhan bi liét hong do tén thuong day 1X-
X, déu hdi phuc sau 1 thang.

Ro dich ndo tuy: khong truong hop nao bi bién ching nay. Dé
han ché duoc t6i da ro DNT theo chung toi can phai lam tét nhiing

viéc sau day:
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Tao vat da va cAn mang xwong so le nhau ngay tir khi rach da dé
c6 thé dong kin vét md theo 2 16p riéng biét.

- Bit l4p t6i da voi nhi va thuong nhi bang can co va sap xuong.

- Khong mé hom nhi 16i sau.

Khau doéng mang ndo ciing c6 taing cuong manh can dui.

Bit 1ip hé md bang m& dui hodc md bung.

- Bing ép vét md trong khoang 3-5 ngay dau sau mo.
4.2.3. Hi¢u qua ciia phiu thuit véi cac triéu chirg co ning

Chéng mit: giam 5 rét nhat, tir 70% trudc mb xudng 8% sau 6
thang va 0% sau 12 thang, do giam dugc chén ép 1én tiéu ndo va than
ndo, khoét mé nhi sau va cét dut cac xung dong TK bét thuong tir cac
day TK tién dinh giup cho hé thdng thing bang co thé bu trir nhanh
duéi sy diéu hoa ciia TK trung wong

Pau dau: giam 15 tir 68% trudc md xubng 2% sau 6 thang va
2,3% sau 12 thang, do lam giam/mat kich thich ctia khéi u 1én mang
ndo va chén ép 1én nao.

Té bi nira mit: giam tir 66% trudc md xudng 30% sau 6 thang
va 29,5% sau 12 thang, do khdi u duge 1ay bé hodc thu nho lam giam
chén ép 1én day V.

U tai: giam tir 66% trudc md xudng 34% sau 6 thang va 34,1%
sau 12 thang. Co thé phau thuat khoét mé nhi da giup loai bo xung
than kinh kich thich bat thuong tir cac té bao 16ng trong.

4.2.4. U tai phat va ton dw phat trién tro lai

Khong truong hop nao trong sb 24 bénh nhén ldy dwoc hét u tai
phat trong thoi gian theo ddi cé trung vi 12 thang (6-30 thang).

D6i v6i 26 bénh nhan khong 1dy hét u, sau thoi gian theo doi
trung vi 24 thang (6-53 thang) c6 4 trudng hop u ton du phat trién tro
lai chiém ty 18 15,4%.

1.1.1.2. Vietnam

- Nguyen Thuong Xuan (late 1970s): suboccipital AN surgery.

- Luong Sy Can, Le Thuong and Nguyen Tan Phong (1979):
imaging of the IAC with contrast injection for early AN detection.

- Duong Dinh Chinh (2001): study of AN characteristics in
conventional skull X-Ray and brain CT scan.

- Nguyen Van Sang (2007): MRI characteristics of AN.

- Vo Van Nho (2001), Dong Van He (2001), Ha Kim Trung

(2007), Nguyen Kim Chung (2014): suboccipital AN surgery.
1.1.1. Pathogenesis

AN is a benign schwann cell tumor. More than 95% of AN
originate from the vestibular nerves or vestibular ganglion, only a
small percentage of tumor is derived from the cochlear nerve. Most
tumors appear in the IAC, then develop into CPA.

The pathogenesis of AN relate to the NF2 gene mutation, which
is located on the long arm of chromosome 22 (22q12). Inactivation of
both alens of this gene leads to a deficiency in the merlin protein. The
lack of this protein leads to uncontrolled schwann cell growth and
tumor formation.
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Chapter 1
OVERVIEW

1.1. Acoustic neuroma
1.1.1. History
1.1.1.1. Overseas
Early period: from 1777 to the end of XIX century

- Sandifort (1777) first described the tumor derived from the

eighth nerve.

- Charles Bell (1833): description of clinical of the tumor.

- Annadales (1895): first successful tumor excision.

In this period, the disease was diagnosed at a very late stage,
with the lack of medication and equipments, so patients often died of
brain herniation or surgical complications.

Neurosurgery period: to the early 1960s
- Krause (1777): suboccipital approach.
- Cushing (1917): intracapsular excision to reduce complications.
- Dandy (1925): total tumor removal to prevent recurrence.

During this period, the diagnosis of AN was often delayed when the
tumor had caused increased ICP. Surgery was performed by
neurosurgeons by suboccipital approach, aimed at saving patient life.
Neurotology period: after 1960

- House (1964): surgery by TLA and middle cranial approach.
Leksell (1969): radiosurgery by Gamma Knife.
Jewett and Williston (1971): auditory brainstem response (ABR).
Delgado (1979): intraoperative facial nerve monitoring.
1987: gadolinium-enhanced MRI.
From this stage, the disease has been more likely to be

diagnosed sooner if patients present with hearing loss, dizziness or
tinnitus. The combination of otologists and neurosurgeons is well-
suited for effective tumor removal, along with preservation of the
facial nerve (FN) function and preservation of hearing.
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KET LUAN
1. Pic diém 1Am sang va cin 1am sang ciia u TKTG:
Bénh gip nhiéu nhét & ltra tudi 41-60 tudi (58%), sau d6 1a 21-40
tudi (28%). Nit gip nhiéu hon nam (ty 18 1,63).
Co ning: chu yéu la cac tri€éu chung vé tai
- Nghe kém hay gip nhit (47/50 BN: 94%), xuat hién sém nhat.
- 91,5% (43/47 BN) nghe kém ting dan; 8,5% diéc dot ngot.
- Choéng mit 70% (35/50 BN), phan 16n mirc d6 nhe.
- U tai 68% (34/50 BN), ty 1¢ 11 tiéng trdm va tiéng cao twong dwong,
Thure thé: thuong gip hoi chimg tién dinh va rdi loan cam giac day V, VII
- 100% BN c6 hoi chimg tién dinh, 38% 14 kiéu ngoai bién.
- Giam cam giac nira mat (tén thuong day V): 62% (31/50 BN).
- Déu hiéu Hitselberger (t6n thuong day VII): 58% (29/50 BN).
CHT so nao:
- 96% (50/52 khéi u) 1a u mot bén, chi 4% u hai bén.
- 78,8% la u to va u khdng 16, mat do u dic chiém 61,5% nhiéu hon
u hdn hop, 80,8% u di lan dén day 6ng tai trong.
> rit gia tri dé chan doan xéc dinh va danh gia cac dac diém khdi u.
Thinh luec:
- Nghe kém tiép nhan: 98,1% (51/52 tai).
- Mttic d9 nghe kém tuong quan thuan trung binh véi duong kinh
khi u.
- gié tri chan doan va xem xét chi dinh mé dudng xuyén mé nhi.
Nghiém phap nhiét:
- 94,2% tai c6 u khong dap tmg véi nude 44°C va 88,5% vai nude 30°C.
- 88% BN c6 chi s6 UW > 22%, khéng phu thudc kich thude khdi u.
- ¢6 gié tri goi ¥ ¢6 ton thuong tién dinh va day TK tién dinh.
CLVT xuwong thai duong:
- Bién dang 6ng tai trong: hinh phéu (82,7%), gidn rong > 8 mm
(57,7%), hinh dang dng tai trong hai bén khac nhau (90%).
- ¢6 gia tri goi ¥ chan doan u TKTG va danh gia cac cdu tric giai
phau lién quan dén dudng méd xuyén mé nh.
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2. Panh gia két qua phiu thuit theo dwdmg méd xuyén mé nhi:
Kha néang lz”'ly u
- 24/50 BN (48%) lay duoc hét khbi u.
- Kha ning ldy hét u khong phu thudc kich thude, mat do, mirc do u
lan dén day 6ng tai trong.
Cai thién triéu ching
- Ty 1é céc triéu chimg té bi nira mét, dau dau, U tai, chong mat déu giam.
- Cai thién 13 nhét d6i véi tridu ching chong mat va dau dau
+ Chong mat: giam tir 70% (35/50 BN) trudéc mod xudng 8%
(4/50 BN) sau 6 thang va 0% (0/44 BN) sau 12 thang.
+ Pau dau: giam tir 66% (33/50 BN) trudc md xudng 2% (1/50
BN) sau 6 thang va 2,3% (1/44 BN) sau 12 thang.
Bién chirng:
- Khong gip bién ching ning nhu tir vong, viém mang ndo, chay
mau nio, liét nira nguoi.
- Bién chimg trong md: 2/50 BN (4%) déu la chay mau nhe.
- Bién chung sau mo: 1iét mat ngoai bién hay gap nhat
+ Liét ngay sau md: 26/50 BN (52%) gdm 10 BN liét nhe va 16
BN liét nang.
+ Ty 1& va muc d6 1iét mat cao hon & nhém 14y hét u.
+ Liét mat nang van c6 kha ning hdi phuc: 32% (16/50 BN) sau
md xubng 24% (12/50 BN) sau 6 thang va 25% (11/44 BN)
sau 12 thang.

KIEN NGHI
1. Cac nghiém phap kham tién dinh can duoc thuc hién thudng quy
trong tham kham, chan doan u TKTG.
2. Can tmg dung dudng md xuyén mé nhi trong phau thuat u TKTG.
3. Nén phbi hop giita 2 chuyén khoa PTTK va TMH dé thuc hién
phiu thuat theo duong mé nay.

In Vietnam, AN is often detected in different specialties such as
Neurology, Neurosurgery, ENT when the tumor has reached
considerable size. Tumor excision has been done by the suboccipital
approach, but limitations still exist such as death rate of 4.2-21.4%,
peripheral facial nerve paralysis (PFP) is 91-100%. Tumor removal
through the TLA has not yet deployed. Therefore, studies of clinical
and paraclinical characteristics, and the linkage between them to
draw experience in the diagnosis and application of translabyrinthine
AN excision should be carried out. Based on the urgency of the
above issues, we conducted a study entitled "Study of clinical,
paraclinical characteristics of acoustic neuromas and outcomes
of surgery via translabyrinthine appoach".

Aims of study
1. To describe the clinical characteristics, audiogram, vestibular
function and imaging of the acoustic neuroma.
2. To assess the outcomes of translabyrinthine acoustic neuroma
surgery
NEW CONTRIBUTIONS OF THE THESIS
1. Description of the clinical, auditory, vestibular and imaging
features of acoustic neuromas.
2. Identification of the relationship between clinical and subclinical
characteristics in diagnosis of acoustic neuromas.
3. Effective application of the translabyrinthine approach in acoustic
neuroma surgery.
STRUCTURE OF THE THESIS
The thesis consists of 115 pages, introduction 2 pages, overview 31
pages, patients and methods 18 pages, results 21 pages, discussion 40
pages, conclusions 2 pages, recommendation 1 page. 28 tables, 6
charts, 28 figures, 4 photos, 1 diagram. 3 annexes (1 annex illustrated
surgery, 1 annexed medical records, 1 post-operative follow-up paper).
190 references including 175 english, 9 vietnamese, 6 french ones.



INTRODUCTION

Reasons for choosing this topic

Acoustic Neuroma (AN) is a benign neoplasm of the eighth nerve.
Because of the majority of tumors originates from the vestibular
nerve, only a small percentage (<5%) from the cochlear nerve, this
disease is also known as Vestibular Schwannoma (VS). This is the
most common type of tumors (> 80%) in the cerebellopontine angle
(CPA) and accounts for about 6-8% of all intracranial tumors. The
tumor can be either unilaterally or bilaterally in type 2
neurofibromatosis (NF2). When the tumor enlarges, it compresses the
cranial nerves in the internal auditory canal (IAC) and the CPA, the
brainstem, the cerebellum, eventually leading to increased
intracranial pressure (ICP). Due to its broad clinical manifestations
and its lack of specificity, early diagnosis of AN remains a subject
with great challenges.

Treatment for AN includes: surgery to remove the tumor,
radiation to stop the tumor growth and periodic monitoring by MRI.
Tumor removal via the occipital approach by neurosurgeons, which
has been performed for more than a century, has saved many lives,
but some disadvantages still exist with this approach such as
postoperative brain edema, difficult to remove the tumor out of the
IAC, cerebrospinal fluid (CSF) leakage. In the early 1960s, House —
an ENT doctor — had initiated the translabyrinthine approach (TLA),
which brought a huge change in the outcome of the tumor removal as
well as a significant reduction of complications. The use of
microscopes, VII nerve monitoring, ultrasonic suction makes surgery
safer and more effective. Therefore, TLA for AN surgery has widely
applied in the world. The combination of the two specialities — ENT
and Neurosurgery — has made the diagnosis and treatment of AN
more effective.
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