AL R AR R 2T R R 21 8¢ 2010. 12. P37~42

Central neurocytomad i % i %

DA, R, B, RJIDER, hHE2
HORTRCEIRRE AR SR IS & > & — . ARE R G A R T e e

Management of Central Neurocytoma

Department of Neurosurgery, Brain Tumor Center, Nakamura Memorial Hospital, and Hokkaido Brain Research
Foundation, Sapporo, Japan

Tamio ITO, M.D., Yoshimaru OZAKI, M.D., Ken-ichi SATO, M.D., Mitsuteru OIKAWA, M.D.,
and Hirohiko NAKAMURA, M.D.

Abstract

[Purpose] Central neurocytoma (CN) is a rare neuronal tumor of the lateral ventricle and occurs usually in young
adults. We report the long-term outcome of seven patients with CNs and reviewed the literatures about surgical
approach and adjuvant radiotherapy.

[Methods] Seven patients with lateral ventricle CNs were treated four men and three women, with a mean age of
31.1 years (range; 24-42 years). Anterior transcallosal approach (TCA) was selected in six cases, and anterior
transcortical approach (TCO) was selected in one case which tumor was growing into widely horizontal and upward
direction. Three patients with subtotal removal received postoperative radiotherapy (RT), conventional RT (cRT) in
two and Gamma knife radiosurgery (GKRS) in one. One case with smaller recurrence underwent GKRS 5 years and
1 month after surgery.

[Results] 1. Resectability: total removal in 4 and subtotal in 3. 2. Surgical complications: venous infarction in the
right frontal lobe in 1 and postoperative chronic subdural hematoma in 1. 3. MIB-1 labeling index was mean 3.1%
(1.0-7.5%). 4. The tumor volumes were decreased in 3 (75%) of 4 patients treated with RT. 5. Recurrence occurred
in 1, but tumor size shrank by GKRS. 6. Last follow-up (F/U) Karnofsky Performance Status (KPS) was 100 in all
patients (mean F/U periods; 7 years and 1 month (range; 2-185 months)).

[Conclusion] Our treatment strategy for CNs is as follows: 1. In general, TCA should be selected for CNs, but TCO
reserved for tumors widely situated, lateralized and upward direction. 2. Re-operation should be considered if the
procedure can be safely performed. 3. In cases of a subtotal resection and high proliferative potential, adjuvant cRT
can be added, because CN is radiosensitive. 4. Smaller residual or recurrent tumor can be treated with GKRS.
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Table 1 Our treatment strategy for CNs
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Table 2 Case summary of 7 CNs
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Pre-cRT

Post-cRT
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Fig. 1 After STR, cRT was administered with total 57Gy.

Fifteen years and five months later, tumor shrank
and no recurrence occurred.
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After STR, GKRS was performed with maximum dose 34

Gy and peripheral dose 17 Gy. Six years and nine months
later, tumor shrank and no recurrence occurred.

Fig. 3 TCA was selected and TR was accomplished.
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TCA was selected, and STR was performed. Residual
tumor was showed in contra-lateral, left postero-superior
side. After STR, cRT was administered with total 50Gy,
taking into account high proliferative index. Four years and
eight months later, tumor shrank and no recurrence
occurred.
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Fig. 5 TCA was selected and TR was accomplished.
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tricles, TCO was selected, and TR was accom-

plished.
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