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BlesEe mtracra"l-tumours is used to refer
“neo: asmsarsIng S framethessskully s
es, blood, blood vessels, pituitary and
t.m-*rl glands, cranial nerves, brain tissue, or
gngenital rests, as well as metastatic tumours.

== I\ ﬂwough either benign or malignant, almost

— aII prain_tumours are malignant in the sense

~ that they may lead eventually to death if not
treated.
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BpIgemiaiogy.
O Bleeti umosponsiblq for 2% of

2l mr' geamns.

SRuzerincidence varies with age.

SiVietas atic brain tumour is the most
= —_.ﬂ&e! nmon Intracranial neoplasm
~ comprising about 15-20% of them.
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on ofbrain tumours:
——

SHles clas a3|f|cat’3r15'of bram tumours IS

-

deermned py e cell ororiar

€ wa'a are neuroepithelial in origin,
~metastat|c 15% meningioma and
—= f" p|tU|tary tumours.

_-The World Health Organization (WHO)
classification of brain tumours is outlined
In the next slide.
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A @) E@lassification.af brain tumours:
,_}, ——
A. N uroeplthelia'lémmours

-

B. _N,-wyvyy SR UIMGUIEACOU

euroma
@F Me mgeal Tumours: Meningioma
). 1) |tary Tumours

8- Germ cell tumours: e.g. Germinoma,
2 53': «Teratoma

= ’F Lymphomas
G. Tumour-like malformations:
H. Metastatic Tumours
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J\rw'mm | alial T'umours

1)

e

liomas: — A
o AStrocytomas
o 'Iigodendrogliomas
Ependymoma
= _Choroid plexus tumour
1—:-7" ‘2) Pineal Tumours
3) Neuronal Tumours

4) Medulloblastoma
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ACUoIogV ol BrainsiiumoursS...
e . J-&'

BaNGtclearly understood. -
SNGHroMmosomeanormalities have beennoted s
imany: CNS tunours (e.g. von
HREecklinghausen's).

SBlmmunosuppression :primary CNS
= [ymphoma.
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= -fj&:/l‘utation In the p53 tumour suppressor gene Is
~the-most common gene alteration and is found
In both astrocytoma and meningioma.



olir 2gatures ofsBrain Tumaurs
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Buzissanillsscesultssframane o a
gambination of:

Ji@rganic mental changes

= 7)) Raised intracranial pressure

=5\ -

~ 3) Seizures, and

- 4) Focal neurological sign
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Glinical eatures of*Brain Tu wy‘s‘f .
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pyReeEneral impairment of the cerebral functions such
ds @ m* a, irritability, confusion, or dementia.

GEvidence of increased intracranial pressure as
-ache vomiting, and blurring of vision.

_'_; JJY* *iZ’Ures
Q/Focal neurological signs
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iineuraological signsaf*Brain Tiumaurs™
seontralateral” signs  :post — ntal”  area
(nator), or anterior parietal (sensary) loke.
sUiimonrs i the dominant nemisphere = problems
With language (aphasia) and in the non-dominant
hemisphere apraxia.
= =7 optic pathway : various visual symptoms,
e ‘_ sually a contralateral homonymous hemianopia.
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= —-——

= -Temporal lobe lesions : focal seizures with auras

S el

= andvisual field defects.

*Tumours in the frontal lobes : altered cognitive
functioning and subtle personality changes.
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tzacalinedrological signs'ef:Brain Tiumaeurs'

poubirontal lesions s alfactory nerves (anosmia).

Sellarand parasellartumours : visual field and acuity
ICEIIIETIST O U™ IO COMPIrESSION™C ool

m,)i utarlsm and’ aversecretion syndromes such as
Cl Usning's disease and acromegaly.

J f’dﬂ&db ~In relation to the ventricular system
yarecephalus, compounding raised ICP.

;u?murs of the brainstem and cerebellopontine angle:
cramal nerve palsies, long tract signs and secondary
~ hydrocephalus.

e [umours involving the cerebellar vermis cause trunca
ataxia, whereas tumours In the hemispheres produce
appendicular signs such as Incoordination anc
nystagmus
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Behavior Changes... ™
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Headache .
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lavesugauoens offBrain Tiumaours—
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un puted Tomography (CT-
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4. Anglography



Lnvestigations of Bfain Tumoaurs™
I.F am Skull x—iﬁ'?‘
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2. Ma }r rshow changes due to raised
LG _nlal pressure

PG Liacal changes may occur with specific
maurs: like
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:c ~ 1. Suprasellar calcification in
craniopharyngiomas

2. Hyperostosis and skull thickening In
meningioma.



Lnvestigations of Brain Tumoeurs™
- J’

>,

puted Tm‘?ﬂ'@r_phv (CT scan):

E‘wg

undarles of the tumour.

J ere Is surrounding oedema or not.
’Shlft of the midline structures by the

‘Tmass.

- Assoclated hydrocephalus.

Bony changes.

Nature of the tumour (solid, cystic,
necrotic or calcified), and so Its
pathology.



Nanagementot intracranial tumaeurs™

__ -
IBlEUIETpatient snowsssigns of Cdmm::- or

LGUSEC mtracranlal pressure, treat this as
e fJ" A (] - mmE_——_——-

palfsan mracranlal tumour Is assoclated with
JL'WJM cephalus, the hydrocephalus is dealt
MALtest by a ventriculoperitoneal shunt
lefare surgery.

" CTor MRI guided stereotactic surgery :
*'tumour IS deeply seated in the brain.

4. In cases of malignant brain tumours or
metastases : adjunctive therapy :
Radiotherapy and/or Chemotherapy are
supplementary to surgical excision.



ereotactic Neu rosurgery.




z\_ stastatic Brain llumourse
1}, —
peeenstitute 15% of mt@g,anlal tu

SNecommanestsitesiofotiginate the lunc (20%) .

(e

apadareast (20%), inaddition to melanoma, Kidney
anel el G)n

fn V‘*‘*’ Cases, a primary source Is never found.

T they only show well with intravenous
rast
—

== ;Stermds may help reduce peritumour oedema.

——
-—

e Surgery may be appropriate for an isolated
metastasis.

» Radiotherapy can be used for multiple metastases.
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erieysare derived fromecells of glial origin.

o Trey areb!&f commaenesafaprmanACNSE
NEGINESITS.

WUEYarm 50% of adult intracranial tumours.

SEYRArE of four types: astrocytoma,
s=oligodenadroglioma, ependymoma and choroid

—nlexus papilloma. The most common of which is

—

~_astracytoma.
-« Survival is closely associated with grading.

» [reatment involves surgery and radiotherapy
and/or chemotherapy.













Astrocytoma
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J‘\ié’ TOHOIMAS -

SNlese account fmzsl,,% of i anial

AEQElasmSyandiatestiaesmast.commaen
E.r:-frdigﬁ neaplasm.
2 liney gceur more frequently in women
r_r., ‘in'men, and their incidence peaks in
ddle age.

-The tumour arises from the arachnoid
villi.
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IVIEIMCIOMEAS - -
- - . . : , 'b
sliey classically arise from a ase along
L.rh'u UL ‘a--- — . —
SRUE Ml INVade bane:

SRrey derive their blood supply from the
CXLET] nal‘caratid circulation.

.lgnant menlnglomas ale relatlvely rare.

'ﬂ‘ ’e symptoms and signs are related to those of
~intracranial mass lesions or seizures.

~+ CT scan accurately diagnoses the lesions.

» Complete surgical removal usually results in
cure.
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MENINGIOMA ...
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Meningioma -

bonednvolvement
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,tionih pituitary
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~ e Functlonlng pituitary
- adenomas



NorEtunctening pituitary adenamass

- - ' , i —
IACCouUnts for about:30% of murs.

yabey
gecaces oflife.

“_—

P) -

ERBEcause they are non-functioning, they are
pnatgenerally diagnosed until they are very

Slarge.
- %2._')

o

=0 Their presentation is by optic chiasm

| ——
—
—

"t = — -

- _compression that cause visual field defect
(bitemporal hemianopia).

5. The usual treatment is microscopic trans-
sphenoidal or trans-cranial excision.

e\, ale. UILELL SEELL h e fourtih and ﬂﬂ..h_.q



FUneUontne p|tU|tary adenomas

—

USSRituitary. adenom'as*are cIaSS|f|ed accordmg
[@riieNermenesitineyssecreteineyincludes
I Iactin Secreting adenomas.

i (m N° hormone secreting adenomas that
Bpraduce acromegaly or gigantism.

_ i 'Glycoproteln secreting adenomas that produce
== ’« excess amount of TSH, LH, or FSH.

?3~-=,|v ACTH secreting adenomas that produce
& Cushing's disease.

V. Some of these secrete more than one hormone,
e.g. prolactin-growth  hormone secreting
adenomas.
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J pituitary adenomas™
— e —
2 denomas may befurther divid

( according
[@atheisizessintasVlicroadenomassthat-are.
[ESs than 1 cm in diameter, and
Macroadenomas that have a larger size.

S F=une tioning adenomas are diagnosed by:
_:;:E: inical changes.

i’%ﬁi;l—iormone assessment. And

{ii. Radiology by using MRI and CT scan.
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FRUNCUONING pitultary adenomas: =
—
St m!;:! inomas repre@ni_40% of all pituitary

Adenemas. hey.cause: amenorrhoea galactorrhoea,

arﬂrgj'ﬂu"'v i WOMENTWATIE cl cY CAUSE
i .'.wf ACE 0 may e asymptomatic.

b ramacriptin (antiprolactin drug) has virtually
w,ﬂ* sed'surgery as the treatment of choice for
iJG actinomas.

=6- Surgical excision can preferably done by using the

——

— -trns -sphenoidal route, whether sublabial or
‘transnasal, although transcranial approach can also
be used.

[. In case of an invasive tumour with incomplete
excision, radiotherapy Is required



Ilie most significant findings pointing to

cip ‘r icacranialitume: ironphysical
gxamination are the presence of

aapn [loedema and signs of focal

amage to the nervous system.

E?If a cerebral tumour is suspected,
-~ LUMBAR PUNCTURE IS
CONTRAINDICATED as it may
precipitate a fatal coning of the brain
stem through the foramen magnum.

DOINOTMORGET: j -
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