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The Operative Treatment of Supratentorial Gliomas

Leczenie operacyjne glejak6w nadnamiotowych mézgu

OrepannonHOe JieYeHyue TiIU0M CyNpaTeHTOPANBHOTO MO3ra

The operative treatment of gliomas has a centennial tradition. The first brain
fumor in medical history, probably a glioma, was removed by Rickman Godlee in
November of 1884. Progress in the previously unsatisfactory treatment of gliomas
depends upon a continual improvement of diagnostic and operative procedures.

A prerequisite for success in operative treatment of these tumors, emphasized
by the majority of authors, is the completeness of extirpation (2). Others indicate
the value of extent of resection (7, 11). Assumptions of a surgeon are often reduced
to his intraoperative possibilities, limited by many clinical features, both on the
patient’s part and the tumor.

MATERIAL AND METHOD

The material comprises 71 operated patients out of 75 patients with cerebral
gliomas treated in the Neurosurgical Department in Lublin between 1973—1975.
The group of operated patients also contains three cases of needle biopsy which,
apart from the diagnostic aspect, had also a therapeutical target: evacuation of
tumoral cyst.

Operative procedures were analyzed from the viewpoint of macroscopic com-
pleteness of resection (total or partial) and the extent of resection (extensive or
narrow). Statistical significance was estimated on the basis of ¥ and t-Student
tests.

RESULTS

71 patients (94.7%) out of 75 were operated. Partial extirpations of
gliomas were more then twice as frequent as the total (p<<0.01). Extensive
resections of gliomas in most cases with intermal decompression were as
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frequent as narrow ones. Complete and extent resections were compared
with some clinical features (preoperative clinical state, localization of
gliomas, histopathological sort, age and duration of symptoms), Table 1.

Table 1. Completeness and extent of resection amd their dependence on some
clinical features
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Good and average clinical state had no significant effect upon the
complete resection of gliomas. Only in the cases of severe clinical state
partial resections were significantly frequent (p<<0.05). There was no
significant correlation between the extent of extirpation and preoperative
clinical state. Superficial gliomas were significantly frequently removed
totally (p<<0.025) and extensively (p<<0.01) but profound ones were signi-
ficantly frequently resected partially (p<<0.001) and narrow (p<<0.05).
Glioblastomas were significantly frequently extirpated partially (p<<0.01).
A histopathological sort had no significant effect upon extensive resection.
Age of patients and duration of symptoms had no significant effect upon
the completeness and extent of resection.

DISCUSSION

Percentage of patients operated upon brain gliomas amounts 80—95%
in the estimation of many authors (5, 7, 8, 12, 15). In this paper operative
treatment was performed in 94.7% of cases.

A prerequisite for an effective surgical treatment of gliomas is the
completeness of resection (2). Completeness in the estimation of many
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authors has basic influence upon duration and quality of survival (2, 4,
9). Previous articles and routine neurosurgical practice suggest that total
resection of gliomas is very difficult. The main obstacle is the infiltration
by glioma of vital structures and a lack of methods allowing an infallible
estimmate of the border of infiltration.

The applied methods prove deceptive. The impregnation of tumor
with radioactive phosphorus and democration with the help of a specially
constructed Geiger’s gauge proposed by Selverstone (10) and
Sweet (14), demonstration of gliomas with Evans blue (14) or Fluo-
resceine (9) finally, the intraoperative, histopathological evaluation of
the borders of the tumor applied by Maxwell (6), Kunicki (5)
and other authors, did not give, in outlying analysis, better results than
the macroscopic estimation of completeness. Most authors use the criterion
of macroscopic completeness (2, 7, 8, 15).

Some surgeons discern the illusoriness of macroscopically complete
resection and emphasize the value of the extent of resection of gliomas
(6, 11). They take the view that extensive resection prolongs postoperative
survival (3, 4, 5). It eliminates macroscopically invisible neoplastic in-
filtration, and by internal decompression it prevenis a rapid increase of
intracranial pressure during recidivation (4). Hoping for a complete re-
section of gliomas, Maxwell (6) performed extensive lobectomies and
hemispherectomies. Nevertheless, he found incomplete resection in 75%
of cases: obduction showed infiltration of corpus callosum (6). Extensive
neoplasmic infiltration was found by other authors too (13).

The majority of authors performed, within their reach, extent and
complete resections in patients in good and average clinical condition (2,
4, 5, 6, 11). Among patients in grave clinical condition, often with
symptoms of intracranial herniation, Mazurowski et al. (7) and
other authors often performed trepanopunction or bone decompression
with biopsy.

Localization of gliomas seems to have fundamental significance for
the kind of performed operation. Szapiro et al. (15) performed ma-
croscopically total resection in 79% of superficial gliomas (I and II group)
and 35% of profound giiomas (III, IV and V group). Poles of fromtal,
temporal and occipital lobes (8) are particularly useful sites for total re-
section by lobectomy. Stowik et al. (12) performed total extirpations
in 42% of frontal lobe gliomas, 24% in temporal, and 20% cases of multi-
lobar tumors. In multilobar and profound gliomas narrow resections were
mostly performed (3, 8). Less extensive resections were performed in the
dominant hemisphere.

Most authors point out to a similar frequency of completeness in
histopathologically different kinds of gliomas (7, 8), Mazurowski et
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al. (7) performed just as many total resections in astrocytomas and glio-
blastomas i.e. in 25%. Bromowicz et al. (1) performed extensive
resections in gliomas, and in malignant gliomas confirmed by intraope-
rative histopathological examination they performed extensive decom-
pression and removed bone flap. Bucy (3) performed internal decom-
pression in such cases.

Conclusions

1. Macroscopically partial extirpations of gliomas were more than
twice as frequent as total ones.

2. Partial resections were performed significantly more frequently in
the cases in grave clinical condition.

3. Superficial gliomas were significantly removed totally and exten-
sively while profound gliomas were removed partially and narrow.

4. Glioblastomas were significantly more frequently extirpated
partially.

5. Age of patients and duration of symptoms had no significant in-
fluence upon the completeness and extent of resection.
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STRESZCZENIE

Wykonane resekcje glejakéw nadnamiotowych moézgu zestawiono pod katem ich
makroskopowej doszczetnodci i rozleglosei. Stwierdzono, ze resekcje doszczetne byly
mozliwe do przeprowadzenia ponad dwukrotnie rzadziej niz czesSciowe. Resekcje
rozlegle wykonywano roéwnie czesto jak oszczedne. W glejakach powierzchownych
istotnie czesciej przeprowadzano resekcje calkowite i rozlegie, natomiast w glebo-
kich — cze$ciowe i oszczedne. Resekcje czefciowe wykonywano istotnie czesciej
u chorych w ciezkim stanie klinicznym i w glejakach wielopostaciowych.

PE3IOME

TIpoBejeHo pe3eKUMM TAMOM CYNPaTeHTOPAJbIOTO MO3ra, yuuTbiBasg MX MakKpo-
CKONMYECKY PaaMKaJIbHOCTb M NPOTAXKHOCTL. IT0OKa3aHO, 4YTO0 TOTAJNBLHBIE pPe3eKLU
MOXKHO NPOBOAMTL IIOYTM B JBa pasa pexe, YeM YacTUu4Hble. IIpOTAXKHbIE pEe3eKLuUu
MPOBOAMAMCH TaK HYacTO, KaK M YaCTHuYHBLIE, B CJayuae ITOBEDXHOCTHBIX IJIMOM IIDO-
BOAMIMCEL NOJIHBIE M MPOTSXKHbIE PE3eKUMM, a B riAyOMHHBIX 4YAaCTUYHBIE U CKYIILIE.
YacTUYHBIE MCCEYEHMSA MNPOBOIMIMCH ualle y GONbHBIX HAXONAIIMXCA B TANKEIOM
KIAMHUYECKOM COCTOAHUM U B CAYYAAX MHOTOBMAHBIX I'JIMOM.






