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SHieHlifes; reduce blood loss, ' reduce surgery duration,
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= AP I ra’uvel pain relief, cranial nerve dysfunction
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ATherapeutlm epistaxis; intra arterial chemotherapy
(lymphoma)



e practice of ‘embolization before surgery varies in
JJrrsr-Jnt u titutes:

23 J 0) 3| rgery after.embolization seems variable.
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=G Q ( Frres/reported results; outcome measures variable

: " k here a way to image result of embolisation non -
S mvaswely?
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KPIOWYJ] ny,)ér vaseulars

IEER uu:t(, fumours (skuII pPase tumour, intraventricular
'rurnour) Nt Zdifficulties-in early surgical access of the
flelipiSe mg Vessels.

—
]-—' .....

= YPE -'vascular tumours of calvarium and scalp; because
— :@iSlgnlflcant bleeding just getting to the tumour

ce—

Aa history of excessive bleeding from previous surgery ?
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e JJJJ.JTJMS - A Compared to presurgical embaolization of
1(4[ 32 g encytgmas extra-z_ixia_l brain 'tumourg, pregurgical
embolization of /nfra-axialbrain tumours
IS less common due to technical difficulties
SSah and safety concerns - embolization of
analiomas hemangioblastomas was the most
commonly reported in many studies
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| :—'_. angloflbroma

a3 haemanglab/asz‘omas

A endolymphatic sac tumours
A esthesioneuroblastomas
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= ~ Volume CT with thin slice 3 plane reformats CT

MRIT 3mm STIR or T2 fat saturation, T1 gadolinium enhanced with fat saturation, axial
coronal

MRA / CTA



MENINGIOMA ™ A —

ey are a non-glial neoplasm that originates from the meningocytes or
p cells of the meninges and are located anywhere that meninges are found, and
s where only rest cells are presumed to be located.

asily agnosed and typically benign with a low rate of recurrence following surgery,
Jarge number of histological variants with variable imaging features and, in some
stan ;more aggressive biological behaviour.

A= M lore CB’mmon In women, with a ratio of 2:1 intracranially and 4:1 in the spine.
— -K»Su’ ratentorial: 85- 90% ; parasagittal, convexities: 45%
—A Occasmnally trans osseous or intraosseous involvement with prominent hyperostosis

- A Dural venous sinus invasion and occlusion does occur, it usually occurs very gradually; often
asymptomatic as collateral veins have had time to enlarge.
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(C.f C ffslgn which Is not specific for meningioma, but helps
: ablish the mass to be extra-axial
____,,,._ on skino cortex
: Tte matter buckling

= o bony hyperostosis/invasion
A can be difficult!






ense to normal brain, the

seen particularly in
uld make one

“E.

e

S —— :
—‘.:-...\-,rg; at y'and homogeneously contrast

—;—"jﬁ%nc_e._, o
| A”rﬁahgnan’t or cystic variants demonstrate more
~ heterogeneity/less intense enhancement
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A ‘numerous flow—-

voids in and
around the tumor
representing
hypervascular
tumor
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a has an aggressive cIinicam;DJstigguishing atypical fro enign

eratively could affect surgical planning and improve treatment outcomes.

A0 o[ Was tumour volume
Alx and convexity

,.: _s predictive of a higher -grade meningioma.
n an ‘- eorosus are all positive predictors of higher -grade meningioma.

ngioma WIfh alow ADC at a high b -value might imply a high  -grade meningioma.
atyf '.;’:'*‘%-— m ahgnant subtypes may show greater than expected restricted diffusion

41~

- ,_,;’;;,,_J,Z_;.. recent work suggests that this is not useful in prospectively predicting
‘-ﬁ'siQTﬂglcm grade ?
= l& frregGl-aHumour margins,

A Adjacent bone destruction occurred significantly more often in atypical/malignant than in
benign meningiomas.

A CSF cleft sign, which is not specific for meningioma, but helps establish the mass to be
extra -axial; loss of this can be seen in grade Il and grade 11l which may suggest brain
parenchyma invasion
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(e.g. breast cancer) Dural metastases may mimic
: d_may have an enhancing dural tail; however, they are

yper f"c-e_nse in the T2-weighted sequence
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- Spec irclacatlon differentials include: acoustic schwannoma; pituitary
,_,‘ --—:ma'creadenoma skull basei sclerotic metastases; fibrous dysplasia and
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A haemangiopericytoma
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Haamai SYTC\ -
piEClitElgIopericyloma J-""
emangloperlcyto'rﬁ%mr

e tumours of the
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ti ng as a large and locally aggressive dural mass,
e _»mg through the skull vault.

f. at an earlier age, are more aggressive, tend to recur
' taS|se extracranially

ﬁe’ﬂ in contour. They are highly vascular and have a tendency
=== ta'erode adjacent bone.

'/3\ Another common location is the posterior fossa in the posterior
occipital region.

A Surgery with pre operative embolisation recommended; may need
adjuvant RXT
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ntense to gr ey matter
+ ( Gd);vivio | enhancement; heterogeneous ; may have a narrow base of dural
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’T |s<-)Lr;ftense to grey matter
A multiple flow voids on MRI adjacent brain oedema frequently present












Juvenile a_ Opharyngeal Angiofioro
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Ary alangiofibromas occur almﬂmales and usually in adol (~15 years). They account for
head and neck tumours 2 but are the most common of the benign nasopharyngeal neoplasms.

o —

)Icall \ (1 OD

e symptoms, epistaxis, and chronic otomastoiditis due to obstructior of the Eustachian

Ié;-tﬁmSUié. They may be locally aggressive.
1 -'?‘;s Eta_rit role in diagnosis, as biopsies should be avoided due to the risk of brisk haemorrhage, as well as
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e .., sses are thought to arise from the region of the sphenopalatine foramen, they are usually
at diag gnosis, frequently with extension medially into the nasopharynx, laterally into the pterygopalatine
a i yve'r:_tlme beyond, into the orbit, paranasal sinuses, intracranial cavity and infratemporal fossa.
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“is paﬁicularly useful at delineating bony changes. Findings are similar to those described above. Typically a
-—-""“ —= -
= = = I'GbUTated non-encapsulated soft tissue mass is demonstrated centred on the sphenopalatine foramen (which is
— often ‘widened) and usually bowing the posterior wall of the maxillary antrum anteriorly. There is marked contrast
enhancement following administration of contrast, reflecting the prominent vascularity.
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A Extensive bony destruction is usually not a feature, but rather bone is remodelled or resorbed. This feature may be
helpful is differentiating from other more aggressive lesions. Intracranial extension can however occur.
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7',;—-—,3( ;F;I:ﬁl-’( Gd): shows prominent enhancement
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A ‘The presence of prominent flow voids lead to a salt and pepper appearance on most
seguences and are characteristic
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A FISCH CLASSIFICATION 1 -4 INDICATES PRONOSIS AND AGGRESSION; DEPENDANT ON
EXTENT; 4 = INTRACRANIAL EXTENSION
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a (head énd neck)
al carci '9 ma (NPC)
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: N3 QIOITIEL nO contrast enhancement
— —,Eneed'ralecoele no contrast enhancement
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