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GIOI THIEU LUAN AN

1. Pit van dé

Pau day than kinh s V (dau day V, trigeminal neuralgia) duoc dinh nghia 1a
tinh trang dau xay ra & mot hay nhiéu ving chi phéi cam giac caa day than kinh sé V.
Pau c6 tinh chat con dot ngot, thuong mot bén, dau dir doi, ngan, cam giac dau nhoi
nhu dién giat, hay tai phét timg dot. Mot s tac gia goi tén khéc 1a ““Tic douloureux”’
hay “Fothergill’’. Ty 1& mac bénh 4 dén 5 nguoi/ 100000 dan/nam.

Con dau lam anh huéng nghiém trong dén cudc sdng va cong viéc cua bénh
nhan. Viéc diéu tri ciing dat ra cap bach. Hién tai co nhiéu phuong phap diéu tri con
ton tai. Trong d6 phuong phap vi phau thuat giai ép than kinh ¢ hiéu qua giam dau
rat cao.

Hién nay, ¢ nudc ta viéc ap dung phuong phap nay mai dung ¢ cac trung tam
l6n, két qua ban dau duoc bao cdo tap chung vao ty 18 giam dau sém. Chua c6 cong
trinh ndo nghién ctu day du vé quy trinh k¥ thuat,chi dinh, nhiing thuan lgi va kho
khan ciing nhu két qua tai Viét Nam.

Vi vdy, chlng t6i da tién hanh thuc hién dé tai: ‘““Nghién ctu wng dung vi
phau thuat giai ép than kinh trong diéu tri dau day V*’. Nhim muc tiéu:

1. Xay dwng quy trinh vi phdu thudt gidi ép than kinh trong diéu tri dau day V.
2. Panh gida két qud vi phau thugt gidgi ép than kinh trong diéu tri dau day V.
2. Tinh cap thiét caa dé tai

Pau day V c6 nhiéu phuong phap diéu tri. Ngoai mé giai ép con ¢ cac phuong
phap can thiép nhu pha hay (diét hach Gasser biang song cao tan, mo cat day than
kinh ngoai vi..). Cac phuong phap d6 c6 tinh pha hay, nhiéu di chang té mat nhiéu,
dac biét ¢ thé mi mat do loét giac mac. M6 giai ép mang lai két qua giam dau cao,
di chtng té mat thap. Ngay nay phuong phap duoc chitng minh ¢6 hiéu qua cao, nhat
la cho bénh nhan tré tudi. Qua d6 ting thém co hoi lva chon phuong phap diéu tri
bénh cho bénh nhan mot cach phu hop, mang lai hiéu qua cao nhét.

Phuong phap mo giai ép con méi ¢ nudc ta, vi vay viéc xay dung quy trinh 1a
can thiét.bac biét quy trinh mo giai ép mang tinh thuc hanh, dé ang dung. Tir d6 can
nhic viéc c6 nén dung trén pham vi rong trén ca nudc hay khong.

Tir nghién ciu ap dung quy trinh mé trén bénh nhan dé tim dugc cac chi dinh
phl hop, danh gia két qua, cac yéu té tién luong cho nguoi bénh dé lya chon va chi
dinh diéu trj cho bénh nhan tét hon.



3. Nhirng déng gop moi dé tai

Xay dung, dé xuat quy trinh phau thuat giai ép than kinh chi tiét, dé &p dung,
khong doi hoi qua nhiéu trang thiét bi. Vat liéu giai ép 1a miéng mang cang nhan tao
Neuro-patch uu diém sin c6, dé st dung, kinh té.
Xac dinh duoc yéu td tién luong tot 1a con dau dién hinh va mtc do chén ép cao
trong mo dé lya chon bénh nhan tét hon.
4. Bo cuc luan an

Luan &n c6 130 trang bao gém: Pat van dé (2 trang), chuong 1:Téng quan (35
trang), chuong 2: Pdi twong va phuong phap nghién ciu (18 trang), chuong 3: Két
qua nghién ctu (21 trang), chuong 4: Ban luan (51 trang), két luan (2 trang), kién
nghi. Tai liéu tham khao 141 tai liéu, trong dé co6 4 tiéng Viét, 134 tiéng Anh, 3 tiéng
Phap. Phu luc gdm: bénh an nghién cau, dé xuéat quy trinh mé giai ép dau day V,
danh sach bai bao cong b, danh sach bénh nhan.

CHUONG 1
TONG QUAN

1.1. Céc kién thirc tong quat vé bénh dau day than kinh sé V

1.1.1. Khai ni¢m: Bau day V (Trigeminal neuralgia, Tic douloreux) la tinh trang dau
xay ra & mot hay nhiéu viing chi phéi cua nhanh cam giac day than kinh V ving dau-
mat. Luan &n ndi vé dau day V nguyén phat (khong do cac khdi u, di dang, nang bi..).
1.1.2. Djch té hoc: Ty 1& 4-5 /100.000 dan mac méi mdi nam. Tudi hay gap tir 50 dén
70 tudi. S6 bénh nhan nix xap xi gap hai lan sé nam. Vi tri dau bén phai hay gap hon
bén trai.

1.1.3. CAc yéu té nguy co. bao gom: tudi, gidi, tién str gia dinh, bénh xo cung rai réc,
sau tudi 50. C6 khoang 5% bénh nhan c6 yéu té gia dinh lién quan dén di truyén.
Nhitng bénh nhan xo ctng rai rac cd khoang 3-5% bi mic dau day V.

1.2. Co ché sinh bénh hoc dau diy V:co ché cua bénh thuc sy chua duoc rd rang,
nhung gia thiét duoc nhiéu nguoi thira nhan 1a: Xung dét mach mau- than kinh, duoc
coi la nguyén nhan cta 90% cac dau day V nguyén phat.

1.3. Giai phiu day than kinh sé V va lién quan véi ving goc ciu-tiéu ndo

1.3.1. Gidi phdu dai thé day than kinh sé V:Day than kinh V chtic niang hdn
hop,cam giéc 1a chinh, chia thanh ba nhanh. Nhanh mat (V1) cam giac da vung tran,
mang cang tang trudc nén so; Nhanh ham trén (V2) cam giac da ving ham trén, mii;
Nhanh ham duéi (V3) cam giac da mat ham dudi, lgi cam.
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1.3.2. Gidi phdu vi thé than kinh V va lién quan viing gdc cdu-tiéu n&o
1.3.2.1. Lién quan dén déng mach: Tan suit xung dot mach mau-than kinh ¢ nguoi
binh thuong khoang 17,5%, khi mé cac bénh Iy hé sau 1a 30,7%. Trén bénh nhan dau
day V 1a trén 90%, trong d6 da sd 1a dong mach tiéu ndo trén (74%).
1.3.2.2. Lién quan dén tinh mach:Tiép xtc tinh mach gap ty 1é it hon dong mach, ty 18 tiép
xuc don thuan 13 13%, phdi hop 1a 56%. Hay gap & ngudi tré va tinh mach Dandy.
1.4. Chan doan bénh dau diy V
1.4.1. Trigu chieng 1am sang: Pau con,ddt ngot, con ngin vai gidy dén vai chuc giay,
c6 chu ky. Tinh chat dau nhu cit, dao dam, hay nhu dién giat. Ngoai con dau bénh
nhan nhu binh thuong. Truong hop dién hinh bénh nhan c6 nhitng ving khoi phat,
thudng nam trong ma ving miéng goi 1a “‘co sung’’, hay ving kich hoat (trigger
point or zone).
1.4.2. Pdc diém chdn dodn hinh anh
Chup céng hwong tir (CHT): C6 thé phét hién duoc xung dot mach mau-than Kinh,
thuong dung cong huong tir c6 dd phan giai cao (trén 1.5 Tesla) véi cac xung dac biét
nhu: dung mach mau ndo (MRA), xung cat mong trén T2 (T2 CISS), ki thuat cung
cap chinh xé4c (SPGR), hay dung mach 3 chiéu .
1.4.3. Chén dodn xdc dinh

Chan doan dua vao hudng dan phan loai caa Hoi Nhac dau Quéc té (IHS)
2004 bao gom:

- Con dau kéo dai téi thiéu trén 2 phat trén mét hay nhiéu vung chi phéi cua
day than kinh s V.

- Con dau c6 toi thiéu mot trong céc triéu ching sau:

+ Pau dir doi, nhu dao cit, trén da bé mat.
+ C6 thé c6 ving khai phat.

- Céc con dau co thé khac nhau tiy bénh nhan.

- Khéng c6 réi loan cam giac hay cac thiéu sot than kinh.

- Con dau khong giam khi ding céc loai thuéc giam dau.

Thir nghiém cho bénh (nghiém phap chan doan): co dap ang véi thude chéng
dong kinh,
1.4.4. Chén dodn phdn biét

Pau day V triéu chiing (do u, di dang mach..), cac bénh 1y ring ham mat, dau
mat co, co that mat, dau day IX.
1.5. Cac phwong phap diéu tri dau day V

Muc tiéu diéu tri: 1.Kiém sodt triéu chirng dau. 2.Diéu tri nguyén nhan.



1.5.1. Diéu tri bang thuéc

Thudc 1a lya chon dau tay. Thube diéu tri bénh 14 Carbamazepin (Tegretol).
Giam dau cho khoang 70-90% bénh nhan. Puoc FDA (1974) cdng nhan 1a thudc
chita dau day V. Khoang 20% bénh nhan khong dap ung hay khdng dung nap véi
thudc. Ty 1& di tng thude kha cao ¢ khi dén 30-50% véi ching ngudi chau A
1.5.2. Cac can thiép pha hay (destructive procedures)
1.5.2.1. Can thi¢p hach qua da
Nguyén ly: St dung nhiét do hay cac chat hoa hoc, hay luc co hoc pha huay hach
Gasser chon loc hay hoan toan.
Ky thugt: Str dung kim ¢ nong, ki thuat Hartel dua kim vao 16 bau duc.C6 thé duing cac
phuong phap: Diét hach bang huyét thanh ndng; Phong bé hach bang ning lugng séng cao
tan; Phong bé hach Gasser bang Glycerol; Diét hach Gasser bang &p huc bong.
Chi dinh: Bénh nhan that bai diéu tri véi thudc; Bénh nhan c6 tudi, hay cac bénh noi
khoa man tinh ma sic khoe khong dam bao gay mé; Bénh nhan dau lai sau phau
thuat; Lam lai nhiéu lan trén mot phuong phéap; Trang thiét bi sin c6 tai co so va giai
thich tu van cho bénh nhan.
Uu diém: La thu thuat it xam hai, d6 an toan cao; Ap dung rong cho nguoi ¢6 tudi, hay
sic khoe khdng mé duoc; Ty 18 giam dau sau can thiép tuong dbi cao; C6 thé 1am lai
duoc nhiéu 1an; C6 thé &p dung nhiéu dia diém véi trang thiét bi khdng qua dat.
Han ché: Ty Ié dau tai phat cao; Té mat, hay mat cam giac mat: khoang hon 50% céc
truong hop. mat; Mat xuc giac dau (anesthesia dolorosa): 13 bién ching nang; Té giac
mac, kha cao, trén 4% bénh nhan, 1a nguyén nhan dan dén mu loa.
1.5.2.2. Can thiép hach bang tia xa
Nguyén ly: Muc tiéu dung tia xa tap chung vao vung day V,dung tia gamma va
LINAC. Ch/ dinh: twong tu can thiép hach qua da. Ty 18 giam dau thap hon can thiép
hach qua da, nhung d¢ an toan cao hon. Ty I¢ tai dau cao.
1.5.2.3. Cat than kinh ngogi vi
Nguyén ly: K thuat nham cat bo cac nhanh cam giac tan cing day V chi phéi ¢ da va
niém mac.
Ky thudt: gay té va cit nhanh trén 6 mét caa V1, hay nhanh ham trén (V2)
Ch/ dinh: Bénh nhan diéu tri thudc that bai;Bénh nhan khong du diéu kién mo, tir
chbi mé; Thuong cho cac noi ¢o diéu kién co sé y té khé khin, ngudi dan khong co
diéu kién.
Uu diém: La thu thuat chi can gay té tai chd, don gian. Két qua giam dau ngay sau
tha thuat khoang 97%, sau hai nim 1a 48% va sau nim nim 1a 17%; It chi phi; Dung
cu don gian, ap dung rong rai.
Han ché: Bénh nhan phai chiu mat cam giac mat, té bi mat, yéu co nhai hoac di cam
da vung mat vai ty 1€ cao.
1.5.2.4. Phdu thudt cdt ddy V qua dwong ho s giiza (PT Spiller- Frazier)
Ngay nay khdng dung do nhiéu bién ching d& chay méu, di chang.
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1.5.2.5. Phau thudt cdt ré cam gidc qua dwong hé so sau (PT Dandy)

Duwa trén nguyén Iy cit nhanh cam gidc mot phan hay toan bo day V. Ngay nay doi
khi 4p dung cho mét s6 nho céc truong hop khong tim duoc nguyén nhan.

1.5.3. Can thigp khdng pha hsiy (non-destructive procedures)

Cac can thiép khong pha hay bao géom:Phau thuat giai ép than kinh vi phau (PT
Jannetta);Phau thuat giai ép than kinh vi phau noi soi hd trg:Phiu thuat giai ép than
kinh ndi soi.

1.6. M giai ép than kinh vi phau (phiu thuat Jannetta)

1.6.1. Lich si¢ phwong phdp mé gidi ép.

Nguyén ly: dat miéng vat liéu ngin cach mach mau va than kinh vé co ban déu bao
ton dugc cau trdc giai phau.

Ky thudt: Buong méd theo dudng sau xoang sigma (retrosigmoid). Dung kinh vi phau
boc 16 ving goc cau- tiéu ndo,xudng day V, tim nguyén nhan tiép xdc mach méu-
than kinh va dit miéng ngan cach chung.Céc vat lidu giai ép than kinh: can co ty than
va vat liéu nhan tao.

Chi d@inh: Bénh nhan khong dung nap voi thubc; Bénh nhan c6 con dau dién hinh;

Bénh nhan thét bai vai cac can thiép khac; Pau lai sau mé giai ép; Trén phim chup
CHT c6 xung dot mach mau- than kinh; Bénh nhén c6 du suc khoe dé gay mé; Bénh
nhan déng y mo.

Uu diém

La phwong phdp khéng phd hiy, khdng cat hay gay ton thuong than kinh ciing
nhu mach mau, ty 1€ giam dau cao 90-95%.
Ty 16 gidm dau ban dau cao: Trén 1185 bénh nhan cua Barker va Jannetta (1996), két
qua sém sau mo 12 98%. Apfelbaum, 406 bénh nhan (2002), giam dau 97%. Marc
Sindou, 362 bénh nhan (2007), giam dau 91% sau 1 nam. Trong nudc, V6 Van Nho
nam 2013 coéng bd hon 100 bénh nhan, két qua giam dau ban dau 96,3%. Cta Bong
Vin Hé 12 91% (96 bénh nhan).
Ty 1é gidm dau ldu dai cao: Barker va Jannetta (1996): céng b 1185 bénh nhan
nghién ctru trong 20 nam, sau mod 84%. Muoi nam sau giam dau 68%. Apfelbaum
R.I: giam dau 81% (thoi gian trung binh theo doi 13,9 nam). Marc Sindou :giam dau
73,38% sau 15 nam.
Ty ¢ tai phat thap: ty 18 tai phat 1%/ nam.

Di chizng ching thap: Cac di chiing bao gom té bi mat, giam cam giac gap ty 1é it
hon so v&i cac can thiép khéc.

Han ché: c6 cac ty Ié tai bién cia cudc mo: cac bién chiing nang gom tir vong 0,14-
0,2%,Nndi méu than ndo 0,1%, cd 1% bi diéc cung bén. Theo Apfelbaum R.I gap céac
bién chiing ning 1%, diéc 2%. Khong 4p dung dugc bénh nhan 6 nguy co cao: gia yéu,
bénh man tinh nang.

CAc k¥ thuat cai tién caa phiu thuat Jannetta: Noi soi hd tro, noi soi toan bo. Két
qua duoc Ky vong cao, con dang trong thoi gian nghién cuau.
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CHUONG 2
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. Péi twong nghién cieu

2.1.1 Tiéu chuan lwa chen bénh nhan: Bénh nhan chan doan xéac dinh dau day V.
Phim cong huong tir khéng c6 u ving hé sau. Puogc diéu tri bang vi phau thuat giai
ép tai Bénh vién Viét-bac. Pay du xét nghiém, cong huong tir chan doan ving goc
cau- tiéu ndo. C4c bénh nhan duoc kham lai tdi thiéu trén 6 thang. Bénh nhan dong y
tham gia nghién cuu.

2.1.2. Tiéu chudn logi trie: Bénh nhan c6 bénh man tinh nang, khéng ¢ kha ning
mo. Trong mo phat hién c6 u hay di dang mach chén ép. Bénh nhan khong dong y
hop tac tham gia nghién cau. Khong cé du théng tin hd so nghién ctu.

2.1.3. Pgo duc nghién ciru: Nghién ctu cho muc dich khoa hoc. Cac bénh nhén
duoc giai thich, tu nguyén ky két tham gia nghién cau. Bénh nhan khdng tham gia
nghién ctu khéng bi dbi xir phan biét trong qua trinh md va diéu tri. Bénh nhan c6
thé yéu cau nging tham gia nghién ctu tai moi thoi diém diéu tri.

2.1.4. Thoi gian va dia diém Thoi gian: Trong ba nam: tir 01/01/2011 dén
31/12/2013.Tong két s6 lidu thang 06/2014, dé dam bao tat ca cac bénh nhan dugc
theo ddi téi thiéu 06 thang. Pia diém: Bénh nhan dugc khdm, chan doan, md va diéu
tri tai Khoa Phau thuat Than kinh, Bénh vién Viét-Bac, Ha Noi.

2.1.5. Cé#@ mdu nghién crru

Cd& mau nghién ciru dugc tinh theo cong thirc sau:
o )

N=2Z%,, M
Trong dé:n: C& mau nghién ctu. o : Mtc ¥ nghia théng Ké. Zy.., : Gia tri Z
duoc tra tir bang ung voi gia tri a duoc chon. p: Ty I& phau thuat thanh cong. E: Muc
sai léch twong ddi mong muén. Chon € =0,1va o = 0,05 > Z;,» = 1,96, p = 0,
chung t6i thu thap dugc 93 truong hop mé.
2.2. Cac budéc thiét ké trong nghién ciru
Cac budc thiét ké trong nghién ctiu bao géom: 1.Xay dung quy trinh vi phau thuat giai
ép than kinh2. Ap dung quy trinh (trén 93 bénh nhan) 3. Panh gia két qua ap dung.4.
Hoan thién quy trinh va dé xuat
2.2.1 Xay dwng quy trinh vi phau thuat giai ép than kinh
2.2.1.1 Chudn bj triéc mé
*Lam hd so bénh an. Kham gay mé, dam bao bénh nhan c6 du diéu kién gay mé.
*Ky thudt mo
> Buéc 1:Tw thé bénh nhan:Tu thé dau va than nghiéng 90°.X4c dinh mdc truong
mo: Xx0ang ngang va xoang sigma.
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=Buéc 2: Rach da:Rach da sau tai 3-5cm, dudng rach thang, theo hudng song song

truc co thé.

= Buwoc 3: Mo xwong: Mo xuong duong sau xoang sigma (Retrosigmoid), duong kinh
khoang 2cm.Md& mang cing.

= Buwéc 4: Béc 1§ ving goc cdu- tieu ndo. Dung kinh vi phau. Hat dich ndo- tay.
Xac dinh phic hop than kinh VII, VIIL.X4c dinh 1u tiéu ndo. Xac dinh tinh mach
da trén (tinh mach Dandy). Xac dinh day V.

= Bwoéc 5: Gidi ép than kinh. Xac dinh nguyén nhan. Panh gid mic do chén ép.
Xéc dinh vi tri chén ép. Xac dinh s lugng nguyén nhan. Tién hanh giai ép than
kinh: miéng giai ép (Neuro-patch) ngin cach mach mau véi than kinh s V.

SBuéc 6: Péng vét mé. Kiém tra cdm mau trudng mo. Pong kin mang cing. Dit lai

bot xwong. Pong kin vét mo.

C4c bién chirng trong mo va xir ly:

Chdy méu trong mo: c6 thé ¢ hai giai doan, giai doan mo xuwong lam ton thuong rach

xoang ngang hay xoang sigma. Ton thuong tinh mach da trén (vein Dandy) khi thao

tac vling goc cau-tiéu ndo.Xur tri: ding khoan mai mé xuwong phia mang cung phia

xoang tinh mach mang cang. Khi rach nho, ding Surgicel caim mau, to hon dung chi

nho khau, phéi hop voi ting cuong vat liéu cam mau (surgicel, cin co). Ton thuong

tinh mach Dandy thi khé thao tac hon vi trudng mé chat hep, ding Surgicel ép cam

méu khoang 10-15 phut, can thiét nang cao dau,khong duoc thi dot bo.

Réi logn nhip tim: Nhip tim nhanh va huyét ap tang, do kich thich phan xa than néo.

X tri bang loai bo nguyén nhan, ding thao tac kich thich, 1ay bo miéng giai ép. Céc

thudc giam dau sau dé Gc ché phan xa co thé dugc dung (Fentanyl, Sufentanyl,

Remifentanil). Ngoai ra thém céac thudc tc ché Beta 2.

Nh;p tim chdm: it gap hon nhip tim nhanh rat nhiéu, co ché duoc cho 1a sy da kich

d6t ngdt vai phan xa than ndo. Xt tri: néu nhip tim cham can theo ddi va cho thuéc

Atropin. Néu ngirng tim thi nhanh chong lay bo miéng giai ép. Pa s6 lay bo kich

thich 1a nhip tr& vé binh thuong. Sau d6 can tinh toan lai thao tac dwa miéng giai ép

lai. Truong hop khong dugc c6 thé phai dung phac d6 cap ctu ngung tuan hoan

(Adrenalin, nor-adrenalin).

Tén thuong phirc hop day VII- VIII: Pé phong: Vi tén thuong khong thay ngay trong

md, do d6 can ti mi phau tich va cit mang nhén vén nhe nhang xudng dudi, diéu do

lam giam &p luc ty d¢ 1én day tién dinh 6c tai.

Bién chitng gdy mé: chi yéu lién quan dén liéu thudc, bénh nhan cé thé tinh hoic cac

bién chimg lién quan dén huyét ap, bdo hoa oxy mau. X tri: viéc phoi hop giira bac

s phau thuat va gay mé can nhip nhang, chinh xac.

Céc bién chieng sau mé va xi ly

Chdy méau sau mo:
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MA&u tu duwréi mang cizng hay ngodi mang cing ban cau Bénh nhan sau mé xuat hién
triéu chuang than kinh khu trd, hodc tri giac xau di sau theo ddi. C6 thé bénh nhan lau
tinh khi cai may, hay tri giac tri tré kich thich.Xur tri: lwogng mau tu du I6n thi ¢ chi
dinh can thiép lay mau tu.

Ddp ndo:Chan doan:sau mé bénh nhan nhtc dau nhiéu hoic tri giac giam.Chup cit
16p vi tinh kiém tra xac dinh. Xir tri: da s6 diéu tri noi trudng hop dap ndo nho, khong
gay gidn ndo that. Truong hop cd gidn ndo that, dan luu ndo thét ra ngoai qua hé
thdng kin, dé khoang 5-7 ngay.

Nhiém khudn: Nhiém khudn vét thirong.Chan doan: it khi ngay sau mo, bénh nhan vé
nha sau khi cit chi vét mé khong lién, chay dich duc, ma qua vét mé, truong hop
nang co thé viém ndo- mang ndo. Xir tri: vé sinh, xir Iy gidng nhu viém xuong, can
thiét mo nao viém, cay bénh pham vi sinh, khang sinh d6 va diéu tri khang sinh.

Viém xwong: Chan doan: Thuong sau khi lién vét thuong, sau d6 pha mi qua vét
thuong, chay dich duc, ma qua vét mo, vét mo khong lién. X tri: truong hop nhe ¢6
thé thay bang, vé sinh vét md hang ngay. Nang c6 thé phai mé 1y bo xuong viém.
Viém mang n&o. Chan doan: Viém mang nio hoa hoc, chiém da sé (11%) trong cac
nghién ctru nuéc ngodi, sau md bénh nhan co st cao 38-39°C, ¢6 hoi ching mang
ndo, thuong do phan tng hay viém mang néo hoa hoc, xét nghiém dich ndo tay bach
cau c6 thé cao nhung dudng va dién giai binh thuong.

Viém mang no vi khuan: truong hop viém ndo mang ndo hay xay ra sau khi cat chi,
sau 1 tuan. Bénh nhan sét cao rét run, gay cang, bach cau tang. Can ciy dich ndo-tay
xét nghiém bach cau, duong, vi khuan. Xt tri: Viém mang ndo hoda hoc: bénh cai
thién khi diéu tri véi corticoid 3-5 ngy: triéu chiing rat nhanh chéng, bénh nhan hoi
phuc tét.

RO dich ndo- tiy qua vét thirong.Chan doan: Sau cit chi, c6 diém chay dich ndo- tay
qua vét thuong. Xt tri: Kiém tra 1am sang vét mo va chup cat 1op vi tinh so kiém tra,
truong hop khong co6 gidn ndo that, khau ting cuong vét mo, dung khang sinh. Pat
day dan luu dich ndo- tiy qua lung 5- 7ngay.

Chdy dich ndo- tiy qua miii. X\ tri: Truong hop nay can dan luu dich ndo tay that
lung, kém diéu tri khang sinh chéng nhiém khuan khoang 7 ngay. Bénh nhan nam
dau cao tranh di lai. Phong ngira bang céch va kin mang cung, ding sap xuong hay
keo sinh hoc lap day I6 hong cua xuong chiim.

Gi&in ndo that:Chan doan: Ngay sau mo bénh nhan khong tinh lai hoan toan sau thoat
mé, hoac tri giac tri tré chup CLVT xéc dinh. Truong hop trong mé c¢6 chay mau, sau
mo nghi ngd nén chyup sém. X tri: gidn ndo that som hay do nguyén nhan chay mau
dap ndo hé sau, thuong dugc din luu ra ngoai diéu tri cing nguyén nhan 5-7 ngay.
Gidn ndo that mudn hon thudng do chay mau mang nhén cii, xtr tri bang dat van dan
Iy ndo that 6 bung.

*Chim séc sau md
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Giai doan héi tinh. Chu yéu theo dbi mach, nhiét @6, huyét ap, cac bién chung cua
gay mé. Vi bénh nhan con thuéc mé nén theo ddi dong tir va cac phan xa la quan
trong.

Giai dogn trong buéng bénh. Ngay tht nhat va tha hai sau mé: Bénh nhan khuyén
khich ndm dau bang. Tranh huyét &p cao (trén 160mmHg).

2.2.2 Ap dung quy trinh vi phdu thugt gidgi ép than kinh

Chi dinh sau:1. Biéu trj thubc, noi khoa that bai: thudc khong c6 tac dung, giam tac
dung véi liéu cao.2. That bai véi can thiép trudc do: bénh nhan dau lai hoic van dau
sau cé4c can thiép diét hach, pha huy Gasser bang s6ng cao tan, xa gamma.3. Dau lai
sau mo giai ép: bénh nhan dau lai sau mé lan thir nhat, c6 khoang thoi gian giam
dau.4. Phim cong huang tir ¢o xung dot mach méu- than kinh (mach méu tiép xdc véi
than kinh).5. Bénh nhan bi di tng véi thude diéu tri, hoac tac dung phu nang do thudc.6.
Bénh nhan mong mudn phau thuat, khong diéu tri cac phuong phap khac. Céc chi dinh
trén c6 thé don doc hoac phdi hop véi nhau.

2.2.3 Pdnh gid két qua

2.2.3.1 Pdc diém chung nhém bénh nhan nghién cizu: Bac diém tudi, gigi; Thoi gian
khoi phat; Tién sir diéu tri bénh; Vi tri dau va ving dau; Diac diém phim CHT; bac
diém trong mo.

2.2.3.1 Pdnh gid két qua: Két qua giam dau; CAc yéu té tién luong; Cac bién ching
va di ching.

2.2.4 Hoan thign quy trinh

2.3. Cac phuong tién chinh phuc va nghién ciu: Kinh vi phau. Dung cu vi phau
thuat. Miéng giai ép Neuro-patch.

2.4. Phwong phap nghién ctru

2.4.1. Phwong phdp nghién ciru: Nghién ciru mo ta tién cau.

2.4.2. CAc bién sé va cac chi sé chinh cia nghién ciu.

Thoi gian bi bénh. Tién st diéu tri bénh. Vi tri dau. Ving dau. Mot ving. Nhiéu
ving. Phan loai kiéu dau (theo Burchiel): Pau dién hinh. Pau khéng dién hinh. Pau
kiéu hon hop; Pdc diém phim chup céng hweng tir: Kndng miéu td, Két qua dwong
tinh (+), Két qua am tinh (-); Mizc dé dau

Nguyén nhan chén ép trong mé: la cac tiép xtc gitta mach méau va than kinh V:
dong mach, tinh mach; Sé lweng cac nguyén nhan: c6 thé cd duy nhat hoic trén hai
nguyén nhan mach mau; Khong c6 nguyén nhan mach méau: day than kinh V khéng
c6 dong mach hay tinh mach tiép xtc. C6 thé c6 day dinh mang nhén; Mizc dé chén
ép mach mau- than kinh (mtc do xung dot)- theo Sindou (Pwgc ddinh gid trong
mé):Pé | (Grade 1): mach méu tiép xuc voi than kinh, khéng gay bién dang than
kinh.Dé 11 (Grade 11): mach mau tiép x(c lam thay dbi vi tri, duong di cua than
kinh.D¢ 111 (Grade 111): mach mau tiép xtc gay thay doi vi tri dudng di va cac vét
han (16m) trén than kinh.
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Két qud gidgm dau sau mé theo thang diém R.1 Apfelbaum : Gidm dau (thanh cong):
Al1+A2; Khong gidm dau (khdng thanh cong): A3+A4. Trong d6 Al: Rat tét, hét dau
hay t6i thiéu 98%, khong ding thubc.A2: Tét, hét dau dugc 75% hay giam co ban va
phu thudc thudc liéu thap, khéng cé tac dung phu thuéc.A3: Kém, khi giam 25% mic
d6 dau, thém thudc diéu tri hay cac phuong phap khéc, c6 thé chiu tdc dung phu cua
thudc.Ad: Thét bai, dau nhu ban dau.
2.5 Quan ly, xir Iy va phan tich sé liéu

Lam dﬁy bénh 4n nghién ciru: sau phau thuat, bénh nhan tinh c6 thé danh gia
duoc két qua giam dau ngay. Bénh an nghién ctru mau dugc lam day. Mdi bénh nhan
duoc quan 1y bang mot bénh an nghién ctru. Kham theo thoi gian ngay sau mo, sau
mo 1 thang, sau 6 thang, sau 1 nim va sau 2 nam..

S6 liéu sau khi duoc thu thap s& dugc lam sach va nhap bang phan mém
Epidata 3.1. Phin mém thong ké Stata 11 s& duogc sir dung trong phan tich s6 liéu.

CHUONG 3
KET QUA NGHIEN CUU
3.1 Pac diérrj chung caa nhom nghién ciu
3.1.1 Pac diem tuoi va gidi ) )
Bdng 3.1. Pac diem tuoi va gidi

Nhém Nam Nir Tong
tudi | S8 lwong | TV 16 % | S6 lwong | Ty 1& % S(‘r’] lj"g‘z‘)g T 16 %
<30 0 0 1 1,1 1 1,1
31-40 2 2,1 8 8,6 10 10,7
41-50 5 5,4 10 10,8 15 16,2
51-60 13 14,0 11 118 24 25,8
61-70 13 14,0 19 20,4 32 34,4
>70 5 5,4 6 6,4 11 11,8
Tong 38 40,9 55 59,1 93 100
TB +SD 59,1+9,8 56,1 +12,1 573+113
Nhan xét:nit 59,1%, nam gigi 40,9%.Tudi trung binh 57,3 + 11,3 tudi
Bdang 3.2. Pdc diém két qud Ciia nguoi cao tudi
Khong giam dau Giam dau Tong
Tudi S Ty 18 S T 18 S6 T 18 P
lwgng % lwgng % lwgng %
<65 7 9,6 66 90,4 73 100
> 65 1 53 18 94,7 20 100 | >0,05
Tong 8 8,7 84 91,3 92 100

(p=0,047, Fisher’exact test;n=92,trtr 1 bénh nhan tur vong)
Nhan xét:giam dau sau mo cia nhém bénh nhan dudi 65 tudi va trén 65 tudi 1a giéng
nhau, khdng c6 su khéc biét (p>0,05).
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3.1.2 Thei gian khgi phat ]
Bdng 3.3. Thoi gian dau truwéc mo

Thoi gian khéi phat So lwong Ty 1é % | Ty 1é cong don %
< 6 thang 2 2,2 100
6 — 12 thang 2 2,2 97,8
1-2nam 8 8,6 95,6
2 —3 nam 19 20,4 87,0
3—4 nam 10 10,7 66,6
4 — 5 nam 16 17,2 55,9
5—10 nam 28 30,1 38,7
> 10 nam 8 8,6 8,6
Tong 93 100 0

Nhan xét:Nhom bénh nhan dau duéi nim nim chiém 61,3%, trén nim nim chiém
38,7%.
3.1.3 Tién sir diéu tri bénh

Bdng 3.4. Tién si diéu tri bénh bang cdc phwong phdp

S6 luong S6 lwong Ty 18 %
Tién sir
Diéu tri noi 83 89,3
Can_ thiép Ca-t than ’ 21
kinh ngoai vi
M5 giai ép than
8 8,6
kinh
Tong 93 100%

Nhan xét: tién sir dicu trj noi khoa chiém 89,9%.Co 8 truong hop ¢6 tien s mo giai
ép chiem 8,6%. Pa cat than kinh ngoai vi la 2,1%.
Bdng 3.5. Tiéen sw diéu tri bénh bang cdc phwong phdap khdc

A S6 lugng -
Diéu tri truwdce do Ty 1€ %
(n=93)
Nho rang, diét tay 47 50,5
Cham cuu Bong y 48 51,6

Nhan xét:Mét nira trong sé cac bénh nhan mé co tién s da diéu tri rang trudc do
(nho rang, boc rang, diét tay...), chiem 50,5%.Déng y chiém den 51,6%.
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Vi tri dau

Biéu d6 3.1. Vi tri dau
Nhan xét: Ty 1¢ bénh nhan dau & vi tri bén phai (56,5%) 16n hon ty 1¢ bénh nhan co
con dau xuét hién bén tréi (43,5%).

Bdng 3.6. Ving dau

Vung dau S6 lwong Ty 18 %
Motving | V1 1 1,1
V2 22 47 23,7 50,5
V3 24 25,7
Nhiéu ving | V1 va V2 12 12,9
V2 va V3 27 46 29,1 49,5
CaVl, V2va V3 7 75
Tong 93 100

Nhan xét: Gap dau hai nhanh V2 va V3 (29,1%). C6 50,5% bénh nhan xuat hién con

dau tai mot ving. C6 49,5% bénh nhan xuét hién con dau ¢ nhiéu ving.
3.1.5 Dic diém trén phim céng hwéng tir
Bdng 3.7. Miéu td xung dét trén céng huwong tir

Cong hudng tir S6 lwong Ty 1€ %
Khong miéu ta 53 57
Comiéuta | Xung dot mach (+) 26 28
_dayV Xung dot mach (-) 14 15
Tong 93 100

Nhan xét: C6 57% bénh nhan khong c6 miéu ta vé xung dot trén hinh anh CHT; 43%
miéu ta vé xung dot mach mau- than kinh, trong d6: 28 % bénh nhan c6 xung dot

mach (+) va 15% bénh nhan c¢6 xung dot mach (-).
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Bdng 3.8. ¥ nghia ciia chup céng hwéng tir trong chdn dodn

ét qua trong mé
Chén doan Co6 xung ot | Khong xung dot Tong
trén CHT
Co xung dot (+) 26 0 26
Khong xung dot (-) 13 1 14
Tong 39 1 40

Nhan xét: D6 nhay (Sensitivity): 66,7%. D6 dac hiéu (Specificity): 100%. Gia tri du
doan duong tinh (PV+): 100% (95% khoang tin cay = 86,8% - 100%). Gia tri du
doan am tinh (PV-): 7,14% (95% khoang tin cay = 0,18% - 33,9%).

3.1.6 Dgc diém trong mé
Bdng 3.9. Sé lweng nguyén nhan mach mau chén ép

Nguyén nhan chén ép S6 hrot Ty 18 % (n=93)

Do dong mach tiéu no trén (SCA) 67 |67 72

Pong mach tiéu ndo trude-dudi (AICA) 4 |55 4,3

Pong mach tiéu nio sau-dudi (PICA) 2 2,2

Pong mach than nén (Basilar) 1 1,1

Do tinh mach 24 26

Do dong mach khong xac dinh 24 26
Nguyén nhan khac 0 0

Tong 122

Nhén xét:Nguyén nhan dong mach tiéu ndo trén chiém 72%, dong mach khong xac
dinh chiém 26%, tinh mach chiém 26%, dong mach than nén chiem 1,1%.

Bdng 3.10. Sé lwpt chén ép mach mau trén méi bénh nhan

S6 chén ép S6 bénh nhén Ty 1é % p
Giam dau Khong Giam dau | Khong giam
giam dau dau
1 chén ép 60 67,4 >0,05
55 5 91,7 8,3
2 chen ép 26 29,2
24 2 92,3 7,7
3 chén ép 3 3,4
3 0 100 0
Tong 89 100
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Nhan xét: Pa sb cac bénh nhan c6 mot nguy@n nhan chén ép (67,4%). Tong sd
nguyén nhan (mach chén ép) 1a 122, do d6 trung binh mdi bénh nhan ¢é 1,3 nguyén
nhan. Ty 1& giam dau ctia mot hay nhiéu chén ép khéng khéc nhau voi (p>0,05,
Fisher’s exact test).

Vi tri cheén ép
Vi tri chen ép
41.6%
21.3% 21.3%
12.4%
7.9% 7.9% 7.9%
2.2%
Trudce Trudc Trudce Sau Sau trén Sau duéiGan than Hach
trén dudi nao Gasser

Biéu d6 3.2. Vi tri chén ép mach
Nhan xét:Vi tri hay gap nhat la viing goc than kinh gan than néo, chiém 41,6%.
Bdng 3.11. Mizc dp chén ép mach mau than kinh.

Murc do xung dot S6 lwong Ty 1€ % Ty 1é cong don
Mtrc 1 34 37,8 37,8
Mirc 2 37 41,1 78,9
Mt 3 19 21,1 100
Tong 90 100

Nhan xét: Ty 1é bénh nhan c6 chén ép & muc 2 chiém ty 1& cao nhat 41,1%; muc 1
chiém 37,8%; murc 3 chiém ty 1¢ it nhat 21,1%.

3.2 Két qua cia ap dung ky thuat giai ép than kinh
3.2.1 Kha néng béc 1¢ viing gdc cdu tiéu ndo
Bdang 3.12. Khd ndng béc 16 ving goc cau tiéu néo

Kha o2 Ket qua Thanh cong Khong thanh cbng 6 1An mé

a nan o 1A > 1A

icly (t§ 1& %) (t§ 1& %)

Goc cau-tiéu ndo 93 (100%) 0 (0%) 93
Day V 92 (98,93%) 1 (1,07%) 93

Nhan xét: Boc 16 viing goc cau-tiéu ndo: thuc hién trén tat ca 93 1an mo
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3.2.2 Thei gian mé
Bdng 3.13. Theéi gian mé

Thoi gian phau thuit S6 lwong Ty 1€ %
<2 gio 82 88,0
> 2 gi0 11 12,0
Tong 93 100

Nhan xét: Thoi gian md duéi 2 gio chiém 88%, con lai thoi gian trén 2 gio nhung
khong vuot qua 2 gio 45 phut.
3.2.3 Theoi gian nam vign

Bdng 3.14. Théi gian nam vién

Thoi gian nim vién S6 lwong Ty 1€ %
<7 ngay 92 98,9
> 7 ngay 1 1,1
Tong 93 100

Nhan xét: Tuyét dai da s6 bénh nhan nam vién trude 7 ngay.
3.2.4 Céc thugn lgi trong mé

3.2.4.1 Kha nang dp dung: Trén 92/93 (99%)

3.2.4.2 Tim nguyén nhan trong mé

Nguyén nhan chén ép
3,3%

Khong
96,7% Co chel

Biéu @6 3.3. Kha niing phat hién nguyén nhan trong mo

Nhan xét: Trong s6 93 1an mé ¢ 96,7% c6 nguy@n nhan chén ép

3.2.4.3 Miéng gidi ép si dung trong maé: 14 miéng va mang cang nhan tao polyester
(Neuro-Patch).

3.2.5 Cdc khé khan trong mé: Mot truong hop bi chay mau trong budc 4 (boe 16 goc
cau), nhung ciing cam duoc va khong phai truyen mau sau mo. Mot truong hop mo
xuong ué cao, trén xoang ngang, vé phia ban cau dai ndo, do tiéu ndo rat hep va déc.
Bién chting trong mo:
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Bdng 3.15. Céc bién chitng trong mé

Bién chirng trong phiu thuit S6 1an mo (n = 93) Ty 1€ %0
Chay mau 1 1,1
Bién chimg khac 0 0

Nhan xét: Trong 93 cudc mo, ¢ 1 truong hop chay mau nhiéu trong mo, chiém 1,1%.
3.3 Két qua diéu tri
3.3.1 Két qudn gidm dau
3.3.1.1 Két qud gidm dau sém
Bdng 3.16. Két qud gidm dau sém sau mé

Giam dau Khoéng giam dau 2
Tong
Al A2 A3 Ad
S6 lwong 80 4 7 1 92
Ty 1é % 87 4,3 7,6 1,1 100
Tong 91,3% 8,7% 100
Nhén xét: Két qua giam dau (A1+A2) ngay sau mo la 91,3%.
3.3.1.2 Ket qua giam dau theo thoi gian
Bdng 3.17. Ty I¢ gidm dau theo thai gian
Giam dau Khong giam dau Téng
Al A2 A3 A4
Sau 1 S6 lwong 78 3 8 2 91
thang Ty 18 % 85,7 3,3 8,8 2,2 100
89 11
Sau 6 S6 lrong 72 6 7 4 89
thang Ty 16 % 80,9 6,7 7,9 4,5 100
87,6 12.4
Sau 1 S6 hrong 53 6 7 5 71
nam Ty 1é % 74,7 8,5 9,8 7 100
83,2 16,8
Sau 2 S6 lwong 19 8 1 5 33
nam Ty 16 % 57,6 24,2 3 15,2 100
81.8 18.2

Nhan xét: Ty I¢ giam dau twong ng vaéi thoi gian mét thang, sau thang, mot nam,
hai nam la 89%, 87,6%0, 83,2% va 81,8%.
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3.3.2 CAc yéu té anh hwéng dén két qud gidam dau sau mo (yéu té tién luong)

Nghién ctu tim duoc hai yéu té anh hudng dén két qua cudc mé 1a con dau dién hinh
OR=8,26; KTC (95%) 1,43-47,62; p=0,018 va muc d6 xung d6t mach mau-than kinh
trén 2 do véi OR=8,07; KTC(95%) 0,86-75,29: p=0,007 véi md hinh logistic.

3.3.3 Cé4c bién chieng va di ching

3.3.3.1 Bién chuing tir vong: C6 1 bénh nhan tir vong chiém 1%.

3.3.3.2 Céc bién chizng khac

2.5

1.5
} I
0

Chay méau trong m6 Viém mang ndo Viém xuong Ro dich ndo-tay
Biéu d@d 3.4. Cac bién chirng khac
Nhan xét: Trong mé gap 1 bién chang chay mau chiém 1,07%. Cac bién ching sau
mo6 gom: viém mang ndo 2,14%, Viém xuong 2,14%, va 1o dich ndo- tuy 2,14%.
3.3.3.3 Cac di chung

N

=

12
10

8

Té mat Liét mat U tai

Biéu dd 3.5. C4c di chieng
Nhan xét: té mat (10,8%), cac truong hop té mic d6 nhe, khong coé truong hop té
nang.Liét mit c6 3,2%, mic do nhe va trung binh.U tai ¢6 2 bénh nhan chiém 2,14%.
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CHUONG 4
BAN LUAN
4.1 Xay dwng quy trinh vi phiu thuat giai ép than kinh
4.1.1 Cdc bwéc co ban trong mé
2Bwoéc 1: Chudn bi twr thé :Tu thé tét s& 1am truong mé 1 rang, ting kha
nang tiép can goc cau-tiéu ndo va day V.

=

= ﬁ:J

= f

¢
Hinh 4.1. Tw thé bénh nhan
=Bwéc 2: Rach da:rach da sau tai dai 3 dén 5cm doc theo truc co thé,
ra sau 0,5cm so Vi duong chan téc. Rach da vira da dé giam thiéu xam hai va du
khoang rong cho anh sang kinh vi phau vao treong mo.

Hinh 4.2. Buong rach da
2Bwoc 3: Mo xwong. Mo xuong phai boc 16 sat mép xoang ngang va xoang
sigma, 1am khoang céch tiép can goc cau-tiéu ndo gan nhat.

Hinh 4.3. Buong mo xuwong
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Buwéc 4: Bic |4 ving goc cau-tiéu ndo.La thi chira nhiéu nguy co nhét, ciing
la thi quan trong nhat, can dugc thuc hién rat than trong.Thi nay bat buoc ding kinh
vi phiu, bao gém céac budc:HGt dich ndo- tay, xac dinh 1&u tiéu ndo, tinh mach da
trén, phac hop day VI, VIII. C6 thé gap tai bién khi 1am ton thuong cac than kinh so
hay chay mau do rach tinh mach da trén.

Hinh 4.4. Béc 16 nguyén nhdn xung dét mach méu-than kinh

=Buwéc 5: Gidgi ép than kinh:Xdc dinh nguyén nhan: Sau khi tim duoc day V,

xac dinh nguy@n nhan mach mau chén ép. Vi tri hay gip la phia than ndo. Bién ching
lién quan dén buéc 5:chay méau, dap ndo, phil ndo, tén thuong cac day than kinh so

Hinh 4.5. Than kinh dwoc gidi ép bang miéng ngdn cdch.
> Buiéc 6: Péng vét mo: Kiém tra cam mau: Ludn ludn cam mau ky trong mo va sau
khi dat xong miéng giai ép.Pong kin mang cing, dat lai bot xuong, dong kin vét mo.
Bién chitng lién quan dén buéc 6:r0 dich ndo-tay do mang ciung dong khong kin.
Ngoai ra cé thé gap ro dich ndo-tay qua té bao xoang chiim khi m& xuong qua vao
xoang chiim. Trong nghién ctu cua chung toi déu gdp hai truong hop bién ching
nay, mdi bién chang gap trén mot bénh nhan.
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Hinh 4.6. Béng mang cing.

4.1.2 Céac thudn lgi va khé khan trong mé

4.1.2.1 Cac thuagn loi

Kha néng phdt hién nguyén nhan: phat hién trén 96,7% cac truong hop (90/93) chiém

dai da s6.Trén cac théng ké cua nhiéu tac gia cho két qua tuong tu: V& Vin Nho ¢

98,4% (197 bénh nhéan), Jacques Daniel Born gap 97% (102 bénh nhan).

Phau tich, béc 16 viing goc cau-tiéu ndo: Trong nghién ciu caa ching toi, tat ca cac

truong hop déu bo 16 duoc ving goc cau-tiéu ndo. Dé bac 16 duoc ving goc cau-tieu

n&o thuan loi, theo Jannetta tir budc chuan bi tu thé (bude 1) dén mé xwong (budc 3)

can thao tac chinh xac. Budc 1, ké tu thé phai x4c dinh duoc rd cac moc mé xuong

bao gém xoang ngang, xoang sigma. Tranh dé tiéu ndo qua dbc vé phia cd, trudng md

tranh qua d6 vé phia truéc (qua sap) hay qua do phia sau (qué ngira). Vai bénh nhan

can duoc kéo bang dai néu can thiét dé truong mo rong rai hon. Viéc lya chon dudng

Va0 sau xoang sigma la duong vao ngan nhat va truc tiép vao phac hop nay nhit.

Khéng nhitng vay, cac u vung phuc hop phia gitra nhu u day VIII, duong sau xoang

sigma ndy ciing 1a mot lya chon tot

Phau tich, béc 16 day V: sb cac truong hop (92/93) tiép can dugc day V, ¢6 1 truong

hop khong tiép can duge do truong mé qué dinh, bénh nhan mé 1an thi hai.

4.1.2.2 Cac kho khan

C6 1 truong hop mé xwong bi qué l1én ban cau ndo (budc 2). Bénh nhan c6 dic
diém giai phau la tiéu n&o rat hep va déc. Sau khi m¢ mang ciing phat hién duoc phai
ma& thap xudng dudi. Véi tinh hudng trén, Jannetta da luu ¥ trong budc chuan bi tu
thé (budc 1) can xac dinh tét cac moc giai phau (xoang ngang, xoang sigma).

Han ché vé truong mé: Cac bude 1, budc 2 1a nguyén nhan cé thé gay han ché
truong mo. Budce 1 tu thé hay mac phai 1a doc qué vé phia tiéu ndo (cti khong di).
Buéc 2 hay gip kho khi co gay qua day sé can tro duong vao anh sang kinh vi phau.
Khic phuc bang diéu chinh duong rach da vao trong hon va dai hon dé tach rong co
gay. Truong hop qua khé khin do tu thé khong du dbc (cai dau), cé khi phai ding
cudc mo dé ké dau lai, mac dau viéc nay it khi gap trong thuc té.
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Viing goc cdu- tiéu ndo hep: han ché cac thao tac va dé gy ton thuong bat cir
thanh phan nao. Hay giap nhat 1a chay méau do rach tinh mach Dandy, dap ndo tiéu
ndo, dung dap day V, VII, VIII, vén manh than ndo.

Chdy méu kho kiém soat:Cam mau tinh mach bang dbt dién ciing khong dé,
kém voi trudng md chat hep 1am thao tdc cAm méu khé khin. Khi ép bong va surgicel
nguy co ton thuong than kinh so. Khi vén nhiéu gay dap ndo c6 thé 1am phi nio,
khong tiép can duoc day V s& 1am that bai cuoc mo. Trong nghién ctu, ching tdi c6
gap mot trudng hop chay mau trong khi phau tich goc cau-tiéu ndo (budc 4). Truong
hop nay chay mau tinh mach Dandy, khong thé d6t dugc, mat mau kha nhiéu, ép
surgicel doi mot thoi gian méi cam duoc.

4.1.3 Ap dung chi dinh

Tién sir diéu tri ngi khoa thdt bai: Pa s6 bénh nhan caa ching tdi co tién s
diéu tri noi khoa trude d6 89,3%. Diéu trj noi khoa thuc chat 1a diéu tri thudc. La chi
dinh thuong gap nhét.

Tién si cat than kinh ngogi vi: chung toi ¢6 2 trudong hop c6 tién st cat nhanh
than kinh ngoai vi (nhanh ham duéi) diéu tri dau dy V, sau do tai phat dau va quyét
dinh mé giai ép. Két qua c6 mot bénh nhan giam dau (50%). Két qua nay thap hon so
véi két qua giam dau chung (91%).

Pau tdi phdt sau mé gidi ép: ¢d 8 bénh nhan mo lai chiém 8,6%, theo Barker ty
1& mo lai 11,1%. C6 mot trudong hop phét hién dugc miéng ghép cii di tri nam gan do,
con lai cac trudng hop khong thay miéng ghép cii. Khac véi nhiéu tac gia, nguyén
nhan hay gap do miéng ghép duoc md hat bao vay tao thanh u hat (granuloma) (Liao
1997, Cabell 2010) gay chén ép va gay dau trd lai.Cung chung nhan dinh Barker cho
thy trén 132 bénh nhan md lai, nguyén nhan da sb cdc mach va tinh mach nho.

Trén phim CHT c¢6 xung dgt magch mau-than kinh: muyc tiéu chinh cia CHT
trong nghién ciu ching toi 1a loai trir u, khoi chodn chd hé sau. Néu tim dugc xung
d6t mach mau-than kinh 12 rat cé gia tri, nhung khéng nhiéu phim c6 dugc.

4.1.4 Cac phwong tién va trang thiét bj chinh

4.1.4.1 Kinh vi phau:anh sang rd nét, c6 thé diéu chinh duoc, d6 phong dai 1én tir 8-
20 lan.

4.1.4.2 Cac phuong tién khac

Vat ligu gidi ép (Neuro-patch):miéng mang cang nhan tao (Neuro-patch/ mot loai
polyester) duoc cat nho tao hinh cho phu hop.

Cdc phwong tién khac: kéo vi phau, cac dung cu phau tich (spatula) nho, nhiéu
huéng, van vén ndo nho, dng hat nho

4.2 Két qua ap dung k¥ thuét vi phau giai ép than kinh

4.2.1 Péc diém chung ciza nhém nghién cizu

4.2.1.1 Bdc diém tuéi va gisi: Ty 1& nix 59,1% gap wu thé hon nam 40,9% ciing phu
hop v&i nhiéu nghién ctu, Apfelbaum trén 406 bénh nhan, gip nit 64%, nam 36%.
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4.2.1.2 Thoi gian khsi phat: Trong nhém nghién ctu, ching toi gap nhiéu nhat
(30,1%) la s6 bénh nhan chu ky dau tir 5 dén 10 nam.

4.2.1.3 Vi tri va ving dau: Vi tri thudng gap ¢ bén phai 56,5%, giéng da s Cac
nghién cau, Apfelbaum cd 60% bén phai, 40% bén trai. Theo mot sé tac gia, dau ving
V2, V3 hay lién quan dén nhanh cua dong mach tiéu ndo trén, dau nhanh V1 don
thuan hay gap & phinh cac dong mach @6t song, than nén.

4.2.1.4 Bdc diém trén phim céng hueng tir: Miéu ta duong tinh (+) 28% (26/93), két
qua Am tinh (-) 15% (14/93), khong miéu ta la 57% (53/93).

4.2.1.5 Pdc diém trong mé

Nguyén nhan chén ép: Hay gap nhat la dong mach tiéu ndo trén, tan suat Ia
72%,Barker trén 1204 trudng hop gap dong mach tiéu ndo trén 1a 75%, Apfelbaum 1
80%, Vo Van Nho la 73,52%. Cac nguyén nhan dong mach dugc mong cho hon cac
nguyén nhan khac va thuong c6 két qua tét hon sau mo.

S6 It cac nguyén nhan chén ép: Pa sé ching tdi gap mot nguyén nhan, nhung ciing
c6 ty 16 kha cao trong nghién ciru gap trén hai nguyén nhan, dén 32,6%. Tong s6 93
cudc mé cd 122 nguy@n nhan, trung binh mdi bénh nhan cé 1,3 nguyén nhan, ty 18
nay cua tac gia Barker la 2,6 (3117/1204).

Vi tri chén ép: Hay gap nhat trong nghién cau caa ching tdi 1a vi tri gan than néo
41,6%. Piéu nay duoc giai thich do cdc mach méu, thuong 13 dong mach tiéu ndo
trén (SCA). Mac Sindou gip vi tri gan than ndo 1a 52,3% (190/362 bénh nhan), va
nhiéu tac gia ciing nhan dinh day 1a vi tri khd nhin (goc khuat) cua kinh vi phau. Do
vay, c0 tac gia dé xuat can dua noi soi hd trg trong mo dé khac phuc (Teo, Jarrahy).
Mizc dé chén ép: muc 2 chiém ty 18 cao nhat 40,5%; mirc 1 chiém 38,2%; muc 3
chiém ty 1¢ it nhat 21,4%. Sindou trén 362 truong hop, c6 mic do 1 chiém 13,8%, do
2 ¢652,6%, d6 3 la 33,6%.

4.2.2 Thei gian mé: hau hét bénh nhan mé dudi 2 gio chiém 88%, c6 12% bénh
nhan vuot qua 2 gio.

4.2.3 Thei gian nam vign:Thoi gian nam vién trong da sb cac truong hop cia nghién
ctru cha chiing toi déu trudce 7 ngay (1 tuan).

4.2.4 Két qud gidam dau.

4.2.4.1 Két qud giam dau sém: Thang diém Roland Apfelbaum, giam dau chiém
91,3% (6 thang diém Al 87%, muc do A2 1a 4,3%). Ty & giam dau cta céc tac gia
thong bao no6i chung déu chiém trén 90% ban dau. Barker va Jannetta trén 1.204 cuoc
mo ty & giam dau dén 98% (82%+16%), Apfelbaum 1a 97% trén 406 bénh nhan.
Tuong tu C4c tac gia khéc, Jacques Daniel Born 98% (105 bénh nhan), Pong Van Hé
91% (89 bénh nhan), V5 Vin Nho dat 96,3% (197 bénh nhan). Sindou tong két trén
nhiéu tac gia, két luan ty 1é giam dau ban dau 90-95%.Ty Ié giam dau ban dau cd y
nghia danh gia tién luong lau dai cusc mé.
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4.2.4.2 Két qua giam dau theo thoi gian: Ty 1& giam dau twong tng véi thoi gian mot
thang, sau thang, mot nam, hai nam 1a 89%, 87,6%, 83,2% va 81,8%. Tan suat xuit
hién truong hop dau lai trong mdt thang 1a 0,52%, trong mot nam 1a 6,19%. Két qua
giam dau sém cua nghién ctru chung t6i trong duong véi Cac tac gia khac nhung ty 1€
tai dau cao hon. Nghién cuu Barker va Jannetta sau mot nam giam dau con 88%, sau
mudi nam con 74%, ty 1€ tai dau la khoang 1%/nam, R Apfelbaum giam dau con
81% sau hai nim theo ddi (406 BN). Tac gia Sindou véi con sb 4n twong 12 giam dau
91% sau 1 nam, sau 15 nam con 73,38%.

4.2.5 CAc yéu té tién lwong: Phan tich da bién cac yéu tb lién quan dén két qua sau
phau thuat (hdi quy logistic) cho thay cé hai yéu t6 tién luong 1 kiéu dau dién hinh
Va Mire dé chén ép do II, do 111, Cung chung quan diém trén nhiéu tac gia c6 diém
chung nay (Zhang. H, Szapiro J).

4.2.6 C4c bién chigng va di chiing

4.2.6.1 Bién ching tiz vong: Trong nghién ctru, c6 mot bénh nhan tir vong sém sau mo
chiém 1%.

4.2.6.2 Bién chiing khac: Chdy mau trong mé:mét bién ching chay mau trong mo,
chiém 1,07%. Viém mang ndo: C6 2 bénh nhan bi viém mang ndo, mot trudng hop
diéu tri 6n dinh & vién, trudng hop con lai duoc diéu tri ¢ bénh vién tinh.Viém
xuong, nhiém khuan vét mo co 2 truong hop, dugc diéu tri khoi sau do.

RO dich ndo-tuy:gap 2 trudng hop (2,1%), dugc xir tri khau vét mo va choc lung.
4.2.6.3 Cac di chi#ng: Té mat: t€ mat nhe gap 10,9%, Liét mat:co 3 bénh nhan
(3,2%);U tai: C6 2 trudong hop U tai sau mo chiém 2,14%.

KET LUAN

1. Xay dwng vi phau thuét giai ép than kinh trong diéu tri dau day V.

Dua trén ky thuat mé giai ép than kinh cua Jannetta, ching ti xay dung quy
trinh  ky thuat md gébm: Bwéc 1: Tu thé bénh nhan nam nghiéng 90°, dau cb dinh
khung Mayfield.Bwéc 2: Rach da: sau tai 3-5cm. Bwéc 3: Mo xuong: sau xoang
sigma. Buwéc 4: Dung kinh vi phau: boc 16 viing gdc cau-tiéu ndo, xac dinh day than
kinh V va nguyén nhan. Bwéc 5: Giai ép than kinh: dat miéng mang ciing nhan tao
ngan cach mach mau-than kinh. Buéc 6: Pong vét mo.

2. Panh gia két qua vi phiu thuat giai ép than kinh trong diéu trj dau day V.

Kha nang béc 16 dwoc ving goc cau-tiéu ndo trén tat ca cac bénh nhan 93/93
bénh nhan. Béc 1§ duwoc day than kinh V chiém ty 18 cao 98,93% (92/93).Nguyén
nhdn xung dot mach mau-than kinh: da sb 1a déng mach tiéu ndo trén chiém tan suat
72%.Thoi gian nam vién ngdan da sb trude 7 ngay, chiém 98,9%.Thoi gian ma: dudi 2
gior 12 88% (82/93).
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Két qud gidm dau ngay sau mé 1a 91,3% (92 bénh nhan), sau mét thang 1a
89%, sau sau thang la 87,6%, sau mdt nam 1a 83,2%, sau hai nam 1a 81,8%.
C6 hai yéu té tién lwong tot sau mé 1a dau dién hinh va mac d6 chén ép > 2 muc (Véi
OR>1, p<0,05, hoi quy logistic).
Bién chizng tiz vong co 1 trudng hop (1,07%). Chay mau trong mé cé 1 truong hop
(1,07%). Viém mang ndo, viém xuong, o dich ndo-tay mdi truong hop cd 2 bénh
nhéan (2,14%).Di ching, ¢ mizc do nhe va trung binh: té mat 10 bénh nhan (10,9%);
liét mat 3 bénh nhan (4,3%), U tai 2 bénh nhan (2,14%).

KIEN NGHI

1. Pua quy trinh vi phau thuat giai ép than kinh diéu tri dau day V dé& xuat Hoi dong
khoa hoc danh gia dé &p dung rong rii cho cac Pon vi phau thuat than kinh co
kinh vi phau.

2. Tiép tuc theo ddi, danh gia két qua diéu tri sau mo thoi gian dai hon: ndm nam,
muol nam.



1
INTRODUCTION TO THE THESIS

1. Introduction

Trigeminal neuralgia (TN) is defined as the pain occurring in one or more
sensation dominating areas of cranial nerve V. The pain nature is in sudden spasm,
usually on one side, severe and short pain, throbbing pain sensation like the electric
shock, or recurrence in stages. The incidence rate is about 4-5/100000 people/ year.

The pain is severe, has a great influence on the patients’s life and work. The
treatment is also urgent. Currently, there are many existing treatments. Among those,
the effectiveness of microvascular decompression (MVD) is very good in relieving
the pain.

Presently, the application of this method is just stopped in major centers, the
initial reported results are focused on the rate of early relieve the pain. There are not
any specific surgical procedures, the difficulties, favorableness as well as results
applied in the patientss in our country.

Therefore, we have carried out the theme:  “Researching to apply
microvascular decompression for trigeminal neuralgia”. For purpose of:

1. Establish the MVD for TN.

2. Assessing results of MVD for TN.

2. Urgency of the theme:

There are many treatments for trigeminal neuralgia. In addition to the
decompression operation, there also has the method of destructive intervention such as
removal of Gasser ganglion by radiofrequency, surgery and cutting of peripheral
nerve. The destructive method leaves many sequela facial insensibleness, especially it
may cause blindness due to corneal ulcer. The decompression operation brings the
high result of relieving the pain, the low rate of sequela facial insensibleness.
Presently, this method is proved to have high result, especially for th young people.
Thereby it increases chances of selecting treatment method for the patients
appropriately and brings the highest efficiency.

Method of decompression operation is still new in our country, it had better to get
to know the characteristics and results as practically applicable to the patients in our
country, based on our available facilities. Since then it may recommend for large-scale
use in the country or not.

Through these result characteristics, the prognostic factors may supplement
indication or recommend surgery for the patients with clinical features to bring the
high result of relieving the pain.

3. New contributions of the thesis:

Establishing the detailed process for decompression operation of microsurgical
nerve, undertandable and easily-applicable steps. It may occur the complications such
as nhu bleeding, cerebral contusion, CSF leakage.., and methods for prevention and
treatment of complication.

Possibly determining two prognostic factors for result of relieving the pain as the
clinical typical pain, high level compression in pulse (conflict) in surgery. Thereby the
patients may be advised accordingly.
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Using material of decompression as Neuro-patch piece with its advantage is
lightweight, easy to use, available and cheap.
4. Thesis lay-out.

The thesis has 130 pages, included: Introduction (2 pages), Chapter 1: Overview
(35 pages), Chapter 2: Objective and researching methods (18 pages), Chapter 3:
Result (21 pages), Chapter 4: Discussion (51 pages), Conclusion (2 pages),
Recommendation (1 page). In the thesis, there has: 26 tables, 8 diagrams, 25 figures.
The thesis also has 141 references, in which there has 4 Vietnamese editions, 134
English editions, 3 French editions.

Chapter 1
OVERVIEW

1.1. General knowledge on trigeminal neuralgia.
1.1.1. Definition

Trigeminal neuralgia (Tic douloreux) is the pain occurring in one or more
sensation dominating areas of cranial nerve V of limb in the head face.
The theme on primary TN is occupied more than 90%, secondary TN is in specific
reason (tumor, dermoid cyst...).
1.1.2 Epidemiology

The rate is 4-5 /100.000 new sufferers each year. The age is from 50-70 years
old, gradually increasing in longevity. Thought it may cause in the patients under 50
years old, rarely in people under 30 years old, about 1% of the patients under 20 years
old. The female the patients is approximately twice than the male the patients. The
pain in the right area is more usual than the left.
1.1.3 Risk factors

The risk factors of TN included: age, sex, family history, multiple sclerosis,
usually getting the disease after 50 years old. The female is in disease risk about 1,5
time than the male. About 5% of the patients with family factors related to the
generation. On the multiple-sclerosis the patients, there has about 3-5% getting pain in
trigeminal nerve.
1.2 Biological mechanism of TN

Conflict of nerves and blood vessels: the continuous compression of blood
vessels into the nerve root shell, together with the impact of the heartbeat will be
amplified, resulting in causing the rubbing a scratch time and again, demyelination,
Increasing irritation and discharge and become out of control and when irritated by the
pulse of the blood vessels will cause the onset of pain. Such is primary reason of 90%
the pain in cranial nerve V.
1.3. Anatomy of cranial nerve V and related to the cerebellopontine Angle (CPA)
1.3.1. The sensory distribution of CN V

The trigeminal nerve (CN V) divided into 3 main sensation branches for the
facial head area, front dura mater of skull base. The ophtalmic branch (V1) dominates
the feeling of the forehead, front dura mater of skull base, maxillary branch (V2) for
feeling of upper maxilla, nose, mandibular branch (V3) for feeling of lower jaw skin,
gums, chin.



1.3.2 Microanatomy and related to the CPA
1.3.2.1 In relation to the artery

Frequency of artery exposure in the normal person is 17,5%, got as surgery of
the posterior fossa disease about 30,7%. On the patients with pain in cranial nerve V,
the compression rate is over 90%, most due to the upper cerebellar artery up to 74%.
1.3.2.2 In relation to the vein

Relating to the vein lesser than the artery. In the patients with pain in cranial
nerve V, it s merely about 13%, cooperatively about 56%.
1.4. Diagnosis on the TN
1.4.1 Clinical symptom
Pain attack, one side, intense and sudden pain like being stabbed by knife,
electrocuted, apart from normal attacks in the patients. Typically, the pain rising
points (trigger zone). The stimulation of the face such as eating, speaking, chewing,
swallowing, facw washing, etc. may raise the pain. The trend of increasing pain in
intensity and shortening the cycle, prolonging the pain.
1.4.2 Image diagnosis characteristics
The most importance is the magnetic resonance. Usually used by magnetic resonance
with high resolution (over 1.5 Tesla) with special pulses such as: magnetic resonance
angiogram (MRA), pulse T2 CISS thin tomography, technique of precise supply
(SPGR), or 3D vessel. The aim is to exclude a mass occupied posterior cranial fossa, if
it detects a vascular collision on the film, it shall be more valuable for treatment
prognosis.
1.4.3 Definitive diagnosis
Base on the primary clinical, according to international headache Society (IHS) in
2004.
- Pain lasts minimum over 2 minutes on one or more dominant region cranial nerve V.
- The pain with at least one of symptoms as follow:
+ Sharp pains, such as cut by knife, on the skin surface.
+ Possibly having starting zone
- The pain can vary depending on the patients.
- No sensory disturbances or neurological deficiencies.
- The pain is not reduced with the use of drugs of relieving the pain.
Testing for disease (diagnosis test): respond to antiepileptic drugs
1.4.4 Differential Diagnosis
The pain in cranial nerve V has reason of tumor, vascular malformations. The diseases
of the ear, jaw, facial head inflammation. Mandibular joint inflammation, headache.
1.5. Treatment methods for TN
Objective: 1, Syptom control; 2, Reason treatment
1.5.1. Drug Therapy
As first-line treatment. Drug treatment is carbamazepine (Tegretol). There's also a
group of anti-epileptic, muscle relaxants, tranquilizers. Initial results are 70-90%
controlling the pain, but after that, the rate of resistance ascending 30-50%,
particularly high rate with Asian races.



1.5.2. Destructive procedure

1.5.2.1. Percutaneous rhizotomy

Principle: Using temperature or chemicals, or mechanical forces for destroying
ganglion Gasser selectively or absolutely.

Methods: Removal of ganglion by hot water; radiofrequency; Glycerol rhizotomy;
percutaneous Ballon compression.

Indication: The patients fails to treat with drugs; The old patients or chronic medical
conditions that health is not guaranteed shall be in anesthesia; The patients pain back
after surgery; Redoing many times on a method; Available facilities in the presmise
and explain and consult for the patients.

Result: As minimally invasive procedures, high safety; popularly applying for the old
people, or with people with health in impossible surgery; the rate of relieving the pain
after intervention in range of depending on the research, about 80-90%, after 3 years
by 54-64%; possibly repeated; possibly applying in many locations with not very
expensive facilities, possibly implemented in specialist diagnostic imaging,
neurosurgeons ... with minor surgery room or operating room.

Limitation: high rate of pain back; Facial insensibleness, insensitiveness in face,
corneal ulcer can lead to blindness.

1.5.2.2. Radiosurgical treatment.

Using Gamma or LINAC. Dose 70-90 Gy. The indication and result are the same as
ganglion intervention via skin. Some differences: Safer, lower rate of relieving the
pain (88%) and it takes several weeks, not relieving immediately. High rate of
returning by 12%l/year.

1.5.2.3 Cutting the peripheral nerves

Principle: Technique to cut the ending feeling branches of nerve V dominating in the
skin and mucosa.

Indication: The patients fail with drug treatment; The patients is not conditional for
surgery, refusing the surgery; usually applicable for difficult medical premises, the
people are not in good condition.

Advantage: As the in-place and simple skill of anesthesia. Result of relieving the pain
right after the skill about 97%, after 2 years by 48% and after 5 years by 17%; Less
cost; Simple tools, widely applied.

Limitation: The Patients suffer the loss-feeling on face, face numbness, chew muscle
weakness or paresthesia of skin surface areas with high rates.

1.5.2.4 Spiller-Frazier’s operation

Today, this method is rarely used due to many complications, bleeding.

1.5.2.5. Surgery of cutting the cranial nerve V via middle cranial fossa and cutting the
cranial nerve V via posterior cranial fossa (PT Dandy).

It is not used presently, because of many complications of bleeding and sequelas.

1.6. MVD (Jannetta’s operation)

1.6.1 History

Principle: Conflict of nerves and blood vessels found most in the patients with pain in
cranial nerve V in surgery, this process over the time shall loss the myelin
(demyelination), irritating the nerve. The irrigation created abnormal electrical
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discharges and caused the pain. As the non-destructive intervention method: putting
the piece of material separated from the blood vessels and nerves basically preserved
anatomical structure.

Technique: The surgery line should be by the line after retrosigmoid. Bone-opening
diameter from 1,5-2cm. Using a microscope for exposure of cerebellar spherical angle
zone by draining CSF, arachnoid dissection, go down the cranial nerve V, finding
reason of nerval blood vessel contact and putting the separation piece between them.
Indication: The patients in intolerance to drugs; The patients with typical pain; The
patients fail to the previous interventions: ganglion removal...; Pain back after
surgery: the patients shall have time of painlessness after surgery at the first time
and/or radiograph IMR with nerval blood vessel conflict; On the radiograph IMR with
nerval blood vessel conflict; The patients are healthy enough for anesthesia; The
patients shall agree with the surgery.

Advantage

As the non-destructive method, not cutting or damaging the nerves and blood vessels.
High rate of relieving the pain by 90-95%.

Initial rate of relieving the pain is high:

+ On 1185pts of Barker and Jannetta published in 1996, the early result after surgery
was 98% (82 % relieving the pain absolutely, partially by 16%).

+ Apfelbaum, 406pts (2002), relieving the pain 97% (91% absolutely, and 6%
partially)

+ Marc Sindou, 362pts (2007), relieving the pain by 91% after a year.

+ In our country, the researching work of Mr. Vo Van Nho in 2013 published in over
100 patients, result of initially relieving the pain by 96,3%. Of Mr. Dong Van He by
91% (96 patients).

Long-term rate of relieving the pain is high:

+ Barker and Jannetta (1996): published 1185 researched patiensts in 20 years,
relieving the pain for a year after surgery by 84% (75% relieving the pain absolutely
and 9% semi-patially). Ten years later, 64% relieving the pain absolutely, 4%
relieving partially.

+ Apfelbaum R.I: Relieving the pain 81% (average monitored time 13,9 years).

+ Marc Sindou: Relieving the pain 73,38% after 15 years.

Low rate of pain back:

+ Research of Jannetta: The rate of pain back by 1%/ year.

Low sequela:

+ The sequelas comprise of facial insensibleness, reducing feeling is lesser than other
interventions.

Limitation

As the surgery, it has calamity of the surgery, according to Jannetta: the serous
complications included of mortality, (0,2%), 0,1% the patients brainstem infarction,
by 1% deaf on the same side. The author Apfelbaum R.I met the serious complications
by 1%, deaf by 2%.

Not applicable for the patients with the high risks: old, severe chronic disease.
Relatively costly in terms of finance.
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Improvements on method of mental decompression operation: endoscopic
assissted, fully endoscopy absolute, bringing back higher result than microscope
surgery. Still in research and required expensive facilities.

Chapter 2
OBJECTIVE AND RESEARCHING METHOD
2.1. Objective
2.1.1 Standard of selecting patients: The patients in diagnosis of determining the TN;
Magnetic resonance image without tumor in the posterior cranial fossa; Treated by
microsurgery decompression in Viet Duc hospital; full testing, diagnostic magnetic
resonance of CPA,; the patients shall be reexamed at least over 6 months; the patients
agree to take part in the research.
2.1.2. Exclusion standards: The patients cé severe chronic disease, possibly conduct
the surgery; In the surgery, detecting the tumor or vascular compression
malformations; The patients do not agree to cooperate to take part in the research;
Not fully having information on research records.
2.1.3. Researching ethics: Researching for scientific purpose; the patients are
explained, voluntarily signed to participate in the research; The patients not
participating in the research shall not in discrimination in surgery and treatment
process; The patients may request to cancel participation in the research at any time of
treatment.
2.1.4. Time and location: In 03 years: from 01/01/2011 to 31/12/2013. Summarize
the data in 06/2014 to assure of all patients to be followed at least for 06 months.
Location: The patients are carried out examination, diagnosis, surgery and treatment
in the Neurosurgery Department, Viet Duc Hospital, Hanoi.
2.1.5. Size of research model
The size of research model shall be calculated under the following formula:

o]l - ';I_i'."ll

N=2Z%14

n: size of research model; o : statistical significance level; Z,.,: Z value is
looked up from the table corresponding to the selected a value; p: Rate of successful
surgery; E: desired relative deviation; Selecting € = 0,1 and o = 0,05 2> Z; o =
1,96, p = 0,91 (Rate of successful surgery under research of Dong Van He in 2009 in
Viet Duc Hospital). The result n=38. Practically, in 03 of 93 cases of surgery.
2.2. Designing steps in research

1. Building up MVD for TN ->2. Process application (on 93 the patients) = 3.
Applicable assessment result —>4. Completing the process and making
recommendation.
2.2.1 Building up procedure of MVD .Basing on Jannetta’s technique applicable in
1967 and improved in 1990, and the experiences applied in Neurosurgery Department
in Viet Duc Hospital. We proposed to build up the process, included the steps:
preparation for surgery, surgery technique, controlling of tackling complication after
surgery.
2.2.1.1 Pre-surgery preparation
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Making medical records: Conducting basic testing, blood formula, biochemistry, lung
X-rays. Pre-surgery preparation: Anesthetic examination, ensuring the patients to be
qualified for anesthesia; Date of pre-surgery: the patients shall be shampooed, not hair
shaving, then snack for dinner and then abstain from food or drink. In-surgery
preparation: Preparation in the operating room: The Patients are executed
endotracheal anesthesia. The zone behind the ear shall be little shaved 5x5 cm.
Preparation of transmission lines and and urinating sode; preparation of surgery tools:
microsurgery Kits, microsurgery glass, materials of nerve vascular decompression.
2.2.1.2 Surgery technique

—> Step 1: Positioning the Patient: lateral decubitis position ( 90 degrees)

- Step 2: Operative Incision: after the ear 3-5cm.

- Step 3: Bone removal: the line after retrosigmoid, diameter about 2cm.

- Step 4: Exposure CPA: finding out the cranial nerve V

- Step 5: Nerve decompression: Putting the Neuro-patch piece separating the vessel
and nerve.

->Step 6: Operative closure: Closing dura mater and incision.

2.2.1.3 Caring and controlling, handling the complications

The complications in the surgery and handling:

Bleeding in the surgery: possibly injure or tear the horizontal sinus or sigmoid sinus,
vein Dandy; Tackling: prevention in the surgery is required to determine the correct
operating point, manipulation of drilling and opening bones softly. In case of small
incision, using Surgicel stop bleeding, using small ectomy to stitch for the larger
incision, coordinating with enhancing material to stop bleeding (surgicel, balance).
Injury of vein Dandy using Surgicel to press to stop bleeding about 10-15 minutes,
burning it in case of impossibility.

Arrhythmia: Rapid heartbeat and blood pressure increase, by stimulating the brain
stem reflexes. Tackling by removing reason, stop manipulating stimulus, taking out
the decompression piece. The drugs to relieve the pain deeply for reflex inhibition can
be used (Fentanyl, Sufentanyl, Remifentanil). Also adding the inhibitors Beta 2; Slow
heartbeat: Lesser than tachycardia, mechanism is considered as the sudden lash with
brainstem reflexes. Tackling: in case of slow heartbeat, it is required to follow and
give Atropin. In case of cardiac arrest, quickly remove the decompression piece. Most
of the removed stimulus is back to the normal heartbeat.

Nerve injury VII- VIII: Prevention: good CSF, limitation in using brain-pulling valve,
carefully conducting dissection and gently cutting the layer. Limitation of
electrosurgery, stop bleeding and assure of steps.

Anesthesia complication: primarily related to the dose, the Patients may be of sound
mind or the complications related to blood pressure, blood oxygen saturation;
Tackling: the coordination between the surgeons and anesthetist must be harmonious
and correct. In case of occurring anesthesia complication, the surgery manipulation
must be stopped and waited for complete anesthesia for continueing.

Complications after surgery and handling

Bleeding after surgery: Subdural or epidural hematoma of hemisphere. Diagnosis:
after surgery appearing many localized neurological symptoms, or worsening
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perception after following. It is possible that the patients take longer time as giving up
machine, or in perceptually-stimuli stagnation. The abnormal cases should be
immediately computerized tomography for diagnosis; Tackling: carrying out surgery
in case of large hematoma.

Cerebral contusion: Diagnosis: after surgery the patients are in severe headache or
decreased consciousness. Implementing the computerized tomography to check and
determine; Tackling: Most of internal treatment for cases of small cerebral contusion,
cases with ventricular dilatation, intraventricular drain out through closed system,
leaving about 5-7 days. There are few cases required the surgery to deal with cerebral
contusion congestion.

Infection: Wound infection. Diagnosis: after taking out stitches, the incision is not
sealed, flowing cloudy fluid and pus through the incision, the severe cases may be
meningoencephalitis; Tackling: cleaning, handling the same as osteitis, searifying the
inflammation in case of necessity; Osteitis, flowing cloudy fluid and pus through the
incision, unsealed incision; Tackling: for the unsevere cases, it may replace the
bandage and clean the incision daily. For the severe cases, carrying out surgery to take
out the inflammatory bone.

Meningitis: Diagnosis: after surgery, the patients may have high fever to 38-39°C,
chills, stiff neck, leukocyte increased. Required to culture marrow for testing
leukocyte, sugar, bacteria; Tackling: Chemical meningitis: the disease may be
Improved as treating with corticoid 3-5 days: the symptom is fast reduced, the patients
shall be well-recovered.

CSF leakage through the injury: After taking out stitches, there’s a position flowing
CSF through the injury; Tackling: Clinically checking the incision and taking cranium
computerized tomography for checking, for cases without ventricular dilatation,
enhancing stitching for incision, using antibiotics. Placing the drainage line of CSF
through the back for 5 — 7 days.

CSF flows through the nose: There are few cases of flowing CFS through the nose,
because the CSF flows through the mastoid bone into Eustache to the nasopharyngeal;
Tackling: For these cases, required to drain waist CSF, along with treatment by
antibiotics against the infection. Prevention by closely sealing the dura mater, using
bone wax or biological glue to fill the loophole of mastoid bone.

Hydrocephalus: Right after surgery, the patients do not restore consciousness
absolutely after getting out of unconsciousness, or sluggish perception, taking
computerized tomography to determine; Tackling: premature ventricular dilatation or
due to reason of bleeding cerebral contusion of posterior cranial fossa, drainaging out
and having treatment for 5-7 days. Later ventricular dilatation is usually due to
bleeding old arachnitis, tackling by placing the intraventricular drain valve located in
the abdomen.

*Postoperative nursing

Concious stage: It is important to control the vessel, temperature, blood pressure,
complications of anesthesia, the pupil and reflection. The post-operative time is about
2-4 hours, after that, the patients may be taken to the ward, breathing with mild dose
oxygen in the first postoperative night; Stage in the ward: the first day and the second
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day after surgery: The patients is encouraged to lie in location-off. Avoid high blood
pressure (over 160mmHg).

Drugs used after surgery included antibiotics, physiological transmission fluid
Nariclorua 9%. and reliever as paracetamol. Have a light meal, eating porridge, soup
.., ON request.

The 3" days onwards: The Patients are encouraged to lightly exercise, sit up, walk
slowly. Replace the bandage and caring the incision every two days, about 7 days
taking out stitches after surgery.

2.2.2 . Applying the process of MVD for TN

Above proposed technique is applied for 93 cases, including the following indications:
1. Failure in treatment with drugs and internal medicine: the drug is ineffective, reduce
the effects at high dose; 2. Failure with previous interventions: the patients pain back
or still pain after interventions by ganglion removal, Gasser destruction by
radiofrequency, gamma radiation; 3. Pain back after decompression operation: the
patients pain back after the first operation, with time to relieve the pain; 4. Magnetic
resonance image with nervous vascular conflict (contact blood vessel with nerve); 5.
The patients are in allergy to medications, or have severe side effects caused by
medications; 6. The patients wish the operation, not treatment by other methods.
Above indication may be single or cooperated each other.

2.2.3 Results

2.2.3.1. General characteristics of the patients research: Characteristics on age and
sex; starting time; treatment history; pain zone and location; characteristics on
magnetic resonance image; characteristics in the surgery.

2.1.3.2. Assessment result: Result of relieving the pain; prognostic factors;
complications and sequelas.

2.2.4 Completing the process and making recommendation (in part of Discussion)
2.3. Main facilities for research

2.3.1 Microscope: There are two kinds of microscope of Karl Zeiss: NC 04 and
Vario S700 made in German that possibly recording image in the surgery.

2.3.2 Microsurgerical tools: Microsurgery Scissors: the long and short types;
bipolaire in long and small head type; spatulas: Curved, straight; brain opening valve,
small-size type.

2.3.3 Decompression piece Neuro-patch: The material of decompression by artificial
meningitis piece Neuro-Patch, a kind of polyester, small cutting to shape accordingly.
2.4. Researching method

2.4.1. Researching method: Prospective study.

2.4.2. Main variables and indicators of research.

Classification of pains (according to Burchiel)

Typical pain: Pain attack, in short time about 2 minutes, the pain like electrocuted,
being stabbed by knife, occupying over 50% of painful time; Atypical pain:
continuous pain, not in attack, between the attacks to relieve the pain, its nature is like
in burning, like fire, occupying over 50% of the pain characteristics; Combined pain:
included two above properties.

Painful level: According to VAS (from 0 to 10 marks): 0 mark is no pain, 10 mark is
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unbearable pain. The patients whose decision of surgery is painful over 8 mark (severe
pain)

Reason of compression in the surgery: as the contact between blood vessels and
cranial nerve V: Quantity of reasons: may be single or over two reasons of blood
vessels.

No reason of blood vessels: The cranial nerve V has no artery or vein contacts.
Possibly as sticky arachnitis.

Nervous vascular compression (conflict level) - according to Sindou (as assessment
in the surgery)

Grade I: contact of blood vessel and nerve, not disfiguring nerve.

Grade Il: contact of blood vessel changes the position and way of nerve.

Grade IlI: contact of blood vessel changes the position and way and the imprint
(concave) over the nerves.

Result of relieving the pain after surgery according to the score scale R.I
Apfelbaum: Relieve the pain (successful): A1+A2; Not relieving the pain
(unsuccessful): A3+A4

Al: Very good, not or minimal pain 98%, without drugs.

A2: Good, no pain by 75% or basically relieving and depending on low-dose drugs,
with no side effects.

A3: Not good, as reliving 25% of painful level, supplementing drugs for treatment or
other methods, possibly bearing the drug side effects.

A4: Failure, painful as initially.

2.5 Management, handling and analysis of data

Filling medical researching records: Each patient is managed by a medical
researching. Examining over the time right after the surgery, after the surgery 1
months, after 6 months, after a year and after 2 years. Assessment result after surgery
according to Roland | Apfelbaum.

The collected data shall be made clean and entered by software Epidata 3.1. The
statistical software Stata 11 is used to analyze the data. Descriptive statistics: The rate
used to describe the qualitative variables, using the average value, median, maximum
value, minimum value to describe the quantitative variables. Inferential statistics:
Compare to find the difference between the rate, using the squared test (x°) the
expected frequency in all cells in the table larger than 5, otherwise use the Fisher’s exact
test. In comparison to find differences between the mean values, using paired T test in case
of standard data distribution, otherwise use a non-parametric test Wilcoxon. Using
different rate OR rechecked by Mantel-Haenszel test; P: if p>0,05 and confidence interval
(KTC) contains 1 then OR no statistical significance (the relation between the surveyed
factors and surgery result has no statistical significance). If OR<1 then the surveyed factors
reduced the success of surgery. The factors related to after-surgery result shall be
considered and selected for analysis in logistic regression models, testing the multivariate
correlation, from that determining corrected OR in multivariate correlation of factors
associated with after-surgery results.

Chapter 3
RESULTS



3.1 General characteristics of the researching group

3.1.1 Age and sex

11

Table 3.1. Characteristics in age and sex

Male Female Total
Age Quantity | Rate % | Quantity | Rate % c(grl:in;'g Rate %
<30 0 0 1 1,1 1 1,1
31-40 2 2,1 8 8,6 10 10,7
41-50 5 5,4 10 10,8 15 16,2
51-60 13 14,0 11 11,8 24 25,8
61-70 13 14,0 19 20,4 32 34,4
>70 5 5,4 6 6,4 11 11,8
Total 38 40,9 55 59,1 93 100
TB + SD 59,1+9,8 56,1 +12,1 57,3+11,3

Remarks:Female: 59,1%;Male 40,9%. Average age 57,3 £ 11,3;in range of 30 to 77.
Table 3.2. Result characteristics of the elder people

Not relieving the pain | Relieving the pain Total
Age Quantity Rate |Quantity | Rate |Quantity | Rate P
% % %
<65 7 9,6 66 90,4 73 100
> 65 1 5,3 18 94,7 20 100 >0,05
Total 8 8,7 84 91,3 92 100

(p=0,047, Fisher’exact test; =92, except for 1 deceased the patients)

Remarks: The patients under 65 years old occupying 78,5%. Result of relieving the
pain after surgery of the group of the patients under 65 years old and over 65 years old
are the same, having no any difference (p>0,05).

3.1.2 Starting time

Table 3.3. Time of pain in pre-surgery

Starting time Quantity Rate Cumulative rate %
< 6 months 2 2,2 100
6 — 12 months 2 2,2 97,8
1— 2 years 8 8,6 95,6
2 — 3 years 19 20,4 87
3 —4 years 10 10,7 66,6
4 — 5 years 16 17,2 55,9
510 years 28 30,1 38,7
> 10 years 8 8,6 8,6
Total 93 100 0

Remarks: The patients pains 5 — 10 years occupying the highest rate by 30,1%. The
group of patients pains under 5 years occupying by 61,3%, over 5 years occupying by

38,7%.
3.1.3 Treatment history
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Table 3.4. Treatment history by methods

Quantity Quantity Rate %
History
Medical treatment 83 89,3%
Cutting peripheral nerve 2 2,1%
MVD 8 8,6%
Total 93 100%

Remarks: Almost the case has the medical treatment history occupying by 89,9%;
There had 8 (8,6%) cases with history decompression operation previously. As the
result, there was 6/8 cases (75%) relieving the pain; there was 2,1% cases with history
of cutting peripheral nerve surgery previously. After surgery there had 1 cases
relieving the pain, 1 cases still pain (50%).

Table 3.5. Treatment history by other methods

Previous treatment Quantlty Rate %
(n=93)
Teeth extraction, marrow removal 47 50,5
Oriental Medicine Acupuncture 48 51,6

Remarks: History of the patients with dental treatment is approximately equal to the
ones with oriental medicine (50%)
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3.1.4 Painful position and pain area

Painful location

Right
Left
Diagram 3.1. Pain position
Remarks: The right (56,5%) is larger than the left (43,5%)
Table 3.6. Painful area
Painful area Quantity Rate %
Single area | V1 1 1,1
V2 22 47 23,7 50,5
V3 24 25,7
Multiple V1and V2 12 12,9
area V2 and V3 27 46 29,1 49,5
Both V1, V2 and V3 7 7,5
Total 93 100

Remarks: Upper maxilla branch V2 (23,7%) is nearly the same as lower maxilla
branch V3 (25,7%) and appropriately the two branches V2+V3 (29,1%). Single zone

by 50,5% , multiple zone by 49,5%.

3.1.5 Characteristics on magnetic resonance image
Table 3.7. Description on magnetic resonance conflict

Magnetic resonance (MRI) Quantity Rate %
No description 53 57%
- Conflict (+) 26 28%
Description of
cranial nerve V .
Conflict (-) 14 15%
Total 93 100

Remarks: The result shows that 57% the patients without conflict description on the
magnetic resonance image; 43% the patients with description on conflicts of nerves



and blood vessels, of which: 28% the patients with pulse conflict (+) and 15% the
patients with pulse conflict (-).
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Table 3.8. Significance of magnetic resonance image in diagnosis

esult in surgery
: . With conflict | Without conflict Total
Diagnosis
over MRI
Conflict (+) 26 0 26
Conflict (-) 13 1 14
Total 39 1 40

Remarks: Sensitivity: 66,7%; Specificity: 100%; Positive predictive value (PV+):
100% (95% confidence interval = 86,8% - 100%); Negative predictive value (PV-):

7,14% (95% confidence interval = 0,18% - 33,9%).
3.1.6 Characteristics in the surgery

Table 3.9. Summaryof anatomical fingings

Compression

reason numbers Rate (n=93)
Due to SCA 67 67 2%
Due to AICA 4 4,3%
Due to PICA 2 2.2%
Due to Basilar 1 1,1%
Due to the 24 26%
veln vein 55
Due to the
unidentified 24 26%
artery
Others

0 0

Total 122

Remarks: Reason due to superior cerebellar artery - SCA occupied by 72%; artery
(Basilar) in one case (1,1%). Due to the vein, there are 24 patients (26%), unidentified

artery in 24 patients (26%).




Table 3.10. Number of vascular compression turn on each patient
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Number of Patient Rate % p
compression Relieving Not Relieving Not
the pain relieving | the pain relieving
the pain the pain
1 compression 60 67,4 >0,05
55 5 91,7 8,3
2 compressions 26 29,2
24 2 92,3 7,7
3 compressions 3 3,4
3 0 100 0
Total 89 100

Remarks: 1 compression reason (67,4%), there are 2 reason and more (32,6%). Of
which, there are 2 reasons by 29,2%, 3 reasons with 3 cases occupying by 3.4%;

averagely, each patient has 1,3 reason; 3 patients not finding any reason

Compression position
Compression position
41.6%
21.3% 21.3%
12.4%
7.9% 79% 7.9%
2.2%
Front Upper Lower Behind Upper Lower REZ GASSER
front front behind behind root

Diagram 3.2. Vascular compression position
Remarks: The most common position is the REZ occupying by 41,6%.

Table 3.11. Level of nerve vascular compression (assessment in the surgery).

Degree of Quantity Rate % Cummulative
compression rate
Level 1 34 37,8 37,8
Level 2 37 41,1 78,9
Level 3 19 21,1 100
Total 90 100




16

Nhan xét: The rate of patients with compression at level 2 occupied by the highest
rate by 41,1%; the level 1 occupied by 37,8%; level 3 occupied by the least rate by
21,1%.
3.2 Results of application of nerve decompression technique
3.2.1 Possible exposure of cerebellar spherical angle zone

Table 3.12. Possible exposure of cerebellar spherical angle zone

EXposur Result successful Unsuccessful Number of
possibility (pct %6) (pct %0) surgery
CPA 93 (100%) 0 (0%) 93
Cranial nerve V 92 (98,93%) 1 (1,07%) 93

Remarks: Exposure of spherical angle zone:

implemented on total 93 surgeries

(100%); Cases of exposure of the cranial nerve V is 98,93 % assessable to the cranial
nerve V.
3.2.2 Time of surgery

Table 3.13. Time of surgery

Time of surgery Quantity Rate %
<2 hours 82 88,0
> 2 hours 11 12,0
Total 93 100

Remarks: Most of cases have time of surgery is under 2 hours occupying by 88%.
3.2.3 Hospitalization time

Table 3.14. Hospitalization time

Hospitalization time Quantity Rate
<7 days 92 98,9

> 7 days 1 11

Total 93 100

Remarks: Most of patients must be hospitalized before 7 days.

3.2.4 Advantages in the surgery

3.2.4.1 Applicablility

- All patients 92/93 (99%) have been successfully applied the surgery process. There
Is 1 case inaccessible to the cranial nerve V due to stickiness.



3.2.4.2 Reason in the surgery

96.7%

.
37

3%

17

Compression reason

Compressed

Not compressed

Diagram 3.3. Detectability of reason in the surgery

Remarks: In 93 times of surgery there had 96,7% with compression reason
3.2.4.3 Decompression piece used in the surgery

(Neuro-Patch), with the following features: Insoluble, waterproof; Moderate thickness
avoiding compression of foreign materials; Lightweight, possibly cutting a variety of

shapes, sizes, easy to use and manipulation; Low price.

3.2.5 Difficulties in the surgery: A case with bleeding in step 4 (spherical angle
exposure), but possibly stop bleeding and not required for blood transfusion after
surgery. A case with opening bones too high, on the horizontal sinus, toward the

cerebral hemispheres, due to a very narrow and steep cerebellum.

Table 3.15. Complications in the surgery

Complication in surgery (n=93) Rate %
Bleeding 1 1,1
Others 0 0

Remarks: In 93 surgeries, there was 1 case of much bleeding in the surgery,

occupying by 1,1%.
3.3 Treatment result
3.3.1 Result of relieving the pain

3.3.1.1 Result of fast relieving the pain:

Table 3.16.Result of fast relieving the pain after surgery

Relieving the pain Not relieving the pain Total
Al A2 A3 A4
Quantity 80 4 7 1 92
Rate (%) 87% 4,3% 7,6% 1,1% 100
Total 91,3% 8,7% 100

Remarks: Relieving the pain right after surgery 91,3% (92 BN)




3.3.1.2 Result of relieving the pain over the time

18

Table 3.17. Rate of relieving the pain over the time

Relieving the pain Ee(x)itn relieving  the Total
Al A2 A3 A4
After a| Quantity 78 3 8 2 91
month Rate (%) 85,7% 3,3% 8,8% 2,2% 100
89 11
After 6| Quantity 72 6 7 4 89
months | Rate (%) 80,9 6,7 7,9 45 100
87,6 12,4
After a| Quantity 53 6 7 5 71
year Rate (%) 74,7 8,5 9,8 7 100
83,2 16,8
After 2| Quantity 19 8 1 5 33
years Rate (%) 57,6 24,2 3 15,2 100
81,8 18,2
Remarks: Relieving the pain after a month 89%(91BN); after 6 months 87,6%

(89BN); after a year 83,2% (71BN); after 2 years 81,8% (33BN).

3.3.2 Factors affecting the result of relieving the pain after surgery (prognostic
factors): there were two factors as typical pain OR=8,26; KTC (95%)1,43-47,62;
p=0,018 and conflict level over 2 degrees OR=8,07; KTC(95%) 0,86-75,29; p=0,007

with model logistic.
3.3.3 Complication and sequela
3.3.3.1 Mortal complication: There is 1 deceased the patients occupying by 1%.
3.3.3.2 Other complications

2.5%

2.0%

1.5%

1.0%

0.5%

0.0%

I I I E -

Bleeding

Meningitis

Osteitis

CSF leakage

Diagram 3.4. Other complications
Remarks: In the surgery it met 1 complication of bleeding occupying by 1,07%.The
after-surgery complications included: meningitis 2,14%, Osteitis 2,14%, and CSF
leakage 2,14%.
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3.3.3.3 Sequelas

12.0%

10.0% |

8.0% |

6.0% -

4.0% -~

2.0% -~

0.0% |

Facial insensibleness  Facial paralysis Tinnitus

Diagram 3.5. Sequelas
Remarks: The frequent sequelas are facial insensibleness (10,8%), the cases of light
insensibleness, not any serious insensibleness. Facial paralysis: 3,2%, light and
average classified under Housman. Tinnitus: 2 patients occupying by 2,14%.

Chapter 4
DISSCUSSION

4.1 Establish the MVD for TN.

4.1.1 Steps in surgery
—> Step 1: Positioning the Patient: lateral decubitis position ( 90 degrees)
Good position will make large surgical field, increasing accessibility CPA and CN V

s
Figure 4.1: Position
- Step 2: Operative Incision: after the ear 3-5cm.
An incision behind the ear long 3 to 5 cm along the body axis, behind 0.5cm than
hairline. Skin incision just enough to minimize the spread of invasive and enough light
into the surgical microscope.

Figure 4.2: Incision
- Step 3: Bone removal: the line after retrosigmoid, diameter about 2cm.
Open to the bone next to transve sinus and sigma sinus, as distance approaches the
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corner nearest the CPA.

Figure 4.3 Bone openning
- Step 4: Exposure CPA: finding out the cranial nerve V
As it contains the most at risk, as well as the most important, should be taken very
careful this trong.Thi mandatory use microscope, comprising the steps of: CSF
evacuation, determine tent cerebellum, Dandy vein, complex VII, VIIl. May
experience complications when hurt the cranial nerve or bleeding on the Dandy vein.

Figure 4.4 Finding nerve-vessel’s conflict
- Step 5: Nerve decompression: Putting the Neuro-patch piece separating the vessel

and nerve.
Determining the cause: After finding CN V, determine the cause of vascular

compression. Common location is the REZ. Complications related to the step 5:
bleeding, put the brain, cerebral edema, damage to the cranial nerves

Figure 4.5 Nerve-vascular’s decompression by the patch
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->Step 6: Operative closure: Closing dura mater and incision.

Control bleeding: Always thoroughly hemostasis during surgery and after all set
pieces of Neuro-patch. The dura closed, resetting the bone powder, closed incisions.
Complications related to step 6: cerebrospinal fluid leakage from the dural does not
close. Also can meet CSF leakage through the mastoid sinus cells in the sinus opening
the mastoid bone. In our study are experiencing this complication either case, each
experiencing complications in one patient.

| } | i(‘ —

Figure 4.6 Dural close

4.1.2 Advantages and difficulties

4.1.2.1 Advantages: Possibly early discovering the reason. The probability of detecting
reason is very high, over 96,7% for cases (90/93). The statistics of many authors showed
the same result: Vo Van Nho 98,4% (197 the patients), Jacques Daniel Born 97% (102 the
patients). The high rate of finding reason shall lead to the high rate of relieving the pain
after surgery, therefore the assumption of Jannetta has been accepted by many people.
However, not any cases of compression can cause the pain.

Using decompression materials (Neuro-patch): as inexpensive, available, suitable
with the physiology of the brain (essentially the piece and sclera).

4.1.2.2 Difficulties

Limitation on operation field: as the general difficulties of surgery in the posterior
cranial fossa zone, surgery line after sigmoid irrigated insignificantly, about 2-2,5cm
in diameter; narrow spherical angle area: the cerebellar spherical angle is the narrow
zone, there had many important nervous vascular structures and brainstem; difficult to
control bleeding: the most worried complication is the bleeding in the surgery, by
reason of possibly breaking the Daddy vein or break small artery.

4.1.3 Indications

Resistance medication

Pain after Cutting peripheral nerve

Recurrence after MVD

Vessel-nerve conflict on MRI

4.1.4 Equiprments

4.1.4.1 Microscope

4.1.2 Others equiprment: Neuro-patch, microscissor,microspatula..

4.2 Results

4.2.1 General characteristics of the researching group

4.2.1.1 Characteristics on age and sex
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The rate of female by 59,1% is more advantageous than the male by 40,9%
suitable for many researches, Apfelbaum over 406 the patients with females by 64%,
male by 36%. The youngest is 30 years old, the oldest is 77 years old. The average age
for male is 59,1 years old female is 55,9 years old. The epidemiological researches are
commonly in age of 50-60. The rate of relieving the pain after surgery in male and
female is not very different (p>0,05; Fisher’exact test).

Characteristics in results of the old people: comparing result of relieving the
pain in two groups from 65 years old and below and over 65, it find no any difference
between the two groups (p>0,05 ,Fisher’s exact test). The view of many authors and
of ours is the old age to relatively be contraindicated. Ferroli surgery 117/476 BN over
65 with result of relieving the pain is not different from the younger, even Sekula had
36 the patients over 73 years old or Pollock B.E surgery with 67 patients over 70 years
old in 10 years also offering the conclusion as safe and effective.

For the youngers under 30 years old, the result is not expected by many authors.
The main reason is due to vein, rate of relieving the pain right after surgery and pain
back is still high. Bahgat D surgery 7 BN under 25 years old, all due to reason of vein,
results of 4 patients not to be possibly treated. In the research, we find a patient 30
years old, good result after surgery, not any the patients under 30 years old.
4.2.1.2 Duration of symptom before surgery: the most (30,1%) is the number of
patients with pain cycle from 5-10 years. Sindou met 51% the patients with pain from
2-6 years, Barker found the average pain period is 6 years (1185 the patients). Many
researches proved that the pain time may affect the result; long pain period, result of
relieving the pain is not good (Puca A,1993), the good result is as the pain under 8
year (Barker). The same opinion, Charlie Teo recommended the surgery under 7
years.
4.2.1.3 Topography

The normal position is on the right 56,5%, the same as almost researches. Our
research is not very different in terms of the rate of relieving the pain between the
right and the left, between one or more positions (p>0,05; Fisher’exact test).
However, there are some authors showing the differences, pain in zone 1 singly (V1)
the result is worse, or may be due to basilar artery.
4.2.1.4 Characteristics on magnetic resonance image

The main purpose is to exclude the compression mass in posterior cranial fossa
zone to cause pain (tumor, cerebral vascular malformations, dermoid cyst..). By our
research, on the on magnetic resonance image, it may remove the mass occupying by
the posterior cranial fossa zone for all patients (100%). However, the ability to find
out vessel conflict on image is not high (Paolo Roberto research on 40 patients
reached 95%).
4.2.1.5 Characteristics in the surgery

Reason for compression: The most popular is due to cerebellar artery by 72%.
Next, it may find out the undefined small vessels by 26% and 26% included PICA,
AICA, basilar. the same opinion, there had researches, Barker on 1204 cases with
cerebellar artery over by 75%, Apfelbaum by 80% , Vo Van Nho by 73,52%. Suitable
with the opinion that the artery causes the typical pain attacks. By the reason from
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vein, we found out 26%, Vo Van Nho by 19,7% . In the large-scale researches of
Barker on 1204 patients, the frequency of vein to 68% (single 13%, combined 56%).
In case of meeting vein reason merely, the result is not the same as artery.

Number of compression reason turns: Most of us met one at least reason, but the rate
was rather high in researches with two or more reasons, to 32,6%.

Compression position: the position near the brain stem (REZ) by 41%, Mac Sindou
met the position REZ by 52,3% . This position is difficult to observe, therefore, it is
suggested by an author to put the endoscopic in support of surgery to overcome (Teo,
Jarrahy), the 30-degree lens with broad vision will observe this hidden position.

4.2.2 Operation time: Most of patients were operated under 2 hours occupying by by
88%, there had 12% of the patients exceeded 2 hours. This research is not focused on
surgery time, the most important is the safety and convenient operation. However,
time is also contributed to the assessment of this surgery, and with the correct
operation, the shorter the time is, the risk of surgery reduces in both anesthesia and
operation.

4.2.3 Hospitalization time

The hospitalization time of almost cases of research is lesser than 7 days (1 week).
The longer time is related to the calamity.

4.2.4 Pain relief’s results

4.2.4.1 Result of painrelief early: occupying by 91,3% (at score scale Al 87%, level
A2 by 4,3%). Rate of relieving the pain notified by the authors occupied by over 90%
compared to initially. Barker and Jannetta on 1204 surgeries, the rate of relieving the
pain to 98% (82%+16%), Apfelbaum by 97% (91%+6%) over 406 BN. The same as
the other authors, Jacques Daniel Born 98% (105 BN) , Dong Van He 91% (89
BN),Vo Van Nho obtained by 96,3% (197 BN) . Sindou summarized on many
authors, Conclusion rate of relieving the pain initially by 90-95%.

4.2.4.2 Result of relieving the pain with long-term: corresponding to the time for 1 months,
6 months, 1 year, 2 years by 89%, 87,6%, 83,2% and 81,8%: Research of Barker and
Jannetta after a year, rate of relieving the pain by 88%, after 10 years by 74%, rate of pain
back by 1%/year, R Apfelbaum, relieving the pain by 81% after 2 years of following (406
BN). The author Sindou with the impressive figure in relieving the pain by 91% after a
year, after 15 years by 73,38% (362 followed for 18 years).

4.2.5 Prognostic factors: there are two factors as typical pain OR=8,26; KTC
(95%)1,43-47,62; p=0,018 and conflict level over 2 degree OR=8,07; KTC(95%)
0,86-75,29; p=0,007 with model logistic. The prognostic factors may vary subject to
the research, in many researches it finds factors as pain under 8 years, carrying out
IMR in pre-surgery with vascular — nervous conflict.

4.2.6 Complications and sequelas

4.2.6.1 Mortal complication: There is only one dead after surgery occupying by 1%.
The other researches had the rate of mortality by 0-1,4% due to the brainstem lesions.
4.2.6.2 Other complication: Bleeding in the surgery: occupying by 1,07% ;
Meningitis: 2,1%; CSF leakage: 2,1%, the same rate as of Mark R.Mc by 1,85%
(more than 4000 the patients decompression).

4.2.6.3 Sequelas
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Facial insensibleness: 10,9% at the light and average level, higher than other the authors
(<7%); Facial paralysis: there had 3 patients (3,2); Tinnitus:: occupying by 2,14%.

CONCLUSION

1. Establish the MVD for TN.

Basing on nervous surgical decompression technique of Jannetta, we built up
the process of surgical technique including: Pre-surgery preparation: medical record
preparation, magnetic resonance, pre-surgery testing; In-surgery preparation: surgery
technique according to 6 steps; Caring and control after surgery.

The surgery technique is included the steps: Step 1(Positioning): the patients
lied and tilted 90 degrees using head appliance Mayfield; Identifying the point of
surgery: transverse sinus and Retrosigmoid; Step 2(Incision): After the ear 3-5cm;
Step 3(Bone removal) on line after Retrosigmoid with diameter 2cm; Opening dura
mater. Step 4: (Exporling CPA)Exposure of spherical angle area (Using microscope);
Absorbing CSF; Identifying the complex of nerve VII, VIII; Identifying the
cerebellum tent; Identifying the vein (Dandy vein); ldentifying the cranial nerve V;
Step 5(Nerve decompression) ldentifying the reason; Assessment of compression
level; Identifying the compression position; ldentifying the quantity of compression
reasons; carrying out nerve decompression; Step 6(Operative closure): Incision suture;
Closely sealing the dura mater. Resetting bone dust; Closed incision suture.

2. Assessment result of MVD for TN

Exposure of CPA and the cranial nerve V: Exposure of cerebellar spherical angle
zone: all cases (100%). The surgery line after sigmoid is the most favorable for angle
access according to many authors; Exposure of the cranial nerve V: Almost cases
(92/93) assessable to the cranial nerve V. The most causes is SCA (72%). Short time
hospitalisation, operation’s time before 2 hours.

Result of pain free after surgery by 91,3% (92 the patients), after a month by 89% ,
after 6 months by 87,6%, after 01 year by 83,2% , after 02 year by 81,8%.

Both prognostic factors are good and relieving the pain by typical pain and degree of
compression > 2 levels (with OR>1, p<0,05, logistic regression).

One case of mortal complication (1,07%). One case of bleeding in the surgery
(1,07%). Meningitis, osteitis, CSF leakage, each case with 2 patients (2,14%).
Sequela, at the light and average level: facial numbness in 10 the patients (10,9%);
facial paralysis: 3 the patients (4,3%), tinnitus: 2 the patients (2,14%).

RECOMMENDATION

1. Putting the MVD for TN and recommended the scientific council to make
assessment to broadly apply for the neurosurgery unit with microscope.

2. Continuing to monitor and evaluate the after-surgery treatment results in longer
periods: 5 years, 10 years.



