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1. Introduction 

Vestibular schwannomas are slow-growing, benign tumours. Microsurgery has been the 
standard treatment for vestibular schwannoma over the past 30 years. Following the 
introduction of stereotactic radiosurgery for the treatment of vestibular schwannoma in 
1969, its increasing use worldwide had led to its acceptance by many as a safe and efficient 
alternative to microsurgery. The primary advantages of stereotactic radiosurgery are its 
safety in terms of morbidity and its high tumour control rate. 

Because the cerebello-pontine angle is composed of many important cranial nerves and 
vessels, planning quality is expressed as various indices such as conformity or homogeneity 
that are regarded as being related to the development of complications. Improved 
technology and the development of the new gamma knife radiosurgery units—such as the 
automatic positioning system and the fusion technique in the gamma plan—increase the 
planning accuracy of the irradiated target area. However, the relationship with the course of 
the response of the tumour and the complication rate remains poorly understood. In this 
chapter, we will review how the high conformity indices contribute to the post-radiosurgery 
course of the disease by analysing the literature.  

With regard to the complications of stereotactic radiosurgery (despite the many benefits that 
allow it replace microsurgery as a primary treatment modality), additional research is 
needed to reduce the complications that are associated with stereotactic radiosurgery in 
order to improve patient quality of life. Complications that are associated with stereotactic 
radiosurgery for vestibular schwannoma include hearing deficits, facial palsy, 
hydrocephalus, and brain stem damage, although the incidence of some of these conditions 
is much lower than with microscopic open surgery. We reviewed complications and their 
risk factors (with a particular emphasis on hydrocephalus) from our experience of gamma 
knife radiosurgery for the treatment of vestibular schwannoma.  

Regarding hydrocephalus, this complication can occur at various stages during the natural 
course of a vestibular schwannoma. The reported incidence ranges from 3.7% to 15% of cases 
(Atlas et al., 1996; Litvack et al., 2003). Large vestibular schwannomas sometimes cause 
obstructive hydrocephalus; however, CSF malabsorption may be the cause of communicating- 
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type hydrocephalus. The hydrocephalus can develop as a complication of treatment using 
either gamma knife radiosurgery or microsurgery. However, the incidence, aetiological 
factors, mechanisms, and management of hydrocephalus following stereotactic radiosurgery 
and microsurgery are not well understood. We present a review of the incidence, 
characteristics and management experience of hydrocephalus in patients with vestibular 
schwannoma who were treated using gamma knife radiosurgery and compare these 
findings with those of patients who received microsurgery as the primary treatment. 

2. Technical consideration of gamma knife radiosurgery for treating 
vestibular schwannoma 

2.1 Conformity 

Vestibular schwannomas are located in the cerebello-pontine angle, and in most cases, they 
extend into the internal acoustic foramen. Many functionally important structures such as 
the trigeminal, facial and acoustic nerves, arteries, and the brainstem are located around the 
tumour. Many of the hazards of microsurgery for vestibular schwannoma are related to the 
tumour’s location. Damaging these structures during microsurgery is the most common 
cause of morbidity and mortality. Gamma knife radiosurgery should also take these 
structures into consideration. The principle underlying gamma knife radiosurgery is the 
concentration of high energy into the localised area of the lesion while sparing surrounding 
functional structures. Accumulated data have justified the use of gamma knife radiosurgery 
as the primary treatment of vestibular schwannoma without causing significant 
complications related to the damage of the important surrounding structures. Historically, 
many experts in this field have reduced the radiation dose without compromising the 
tumour control rate. A marginal dose of 12 or 13Gy is now accepted as the standard dose for 
controlling a tumour using gamma knife radiosurgery. However, although the intended 
marginal dose is similar, the planned radiation field can differ in its conformity and 
distribution of radiation. Several parameters have been proposed to describe the quality of 
the radiation plan. Aside from these parameters, one should consider that some specific 
structures are more vulnerable to even relatively low doses of radiation. Special somatic 
sensation fibres are regarded to be more vulnerable to external damage, including radiation, 
than are other cranial nerves. In this regard, hearing loss is a high concern when using 
gamma knife radiosurgery for treating a vestibular schwannoma. 

To achieve maximum effectiveness, radiosurgery should deliver the highest permissible 
radiation to the target whilst reducing the surrounding radiation dose as rapidly as possible. 
To quantify this quality of planning, various conformity and sensitivity indices are used. 
Advances in the gamma knife radiosurgery unit—including the automatic positioning 
system, gamma plan, and (more recently) the new Perfexion system—provide higher 
accuracy and improved patient convenience and comfort. Hayashi et al. (Hayashi et al., 
2006) introduced the concept of robotic micro-radiosurgery and demonstrated high accuracy 
in the planning of gamma knife radiosurgery. 

A dose-volume histogram of the gamma plan that represents the three-dimensional dose 
distribution provides a measure of the quality of planning. The neurosurgeon or radiation 
oncologist who is responsible for the radiosurgery uses this dose-volume histogram to 
compare the conformity of the dose plan to concentrate the radiation dose at the target. 
However, there are no established standard parameters, and even the role for such  
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parameters in the control of the disease with gamma knife radiosurgery has not been 
clarified. The most commonly used parameter to quantify the dose distribution of the 
tumour and normal tissue is conformity.  Various conformity indices have been proposed by 
many authors. The Radiation Therapy Oncology Group proposed several routine evaluation 
parameters for stereotactic radiotherapy plans, including the quality of coverage, the 
homogeneity index, and the conformity index (Feuvret et al., 2006; Nedzi et al., 1993). 
Paddick (Paddick, 2000) proposed an index based on the dose-volume histogram and 
volume analysis tools of the GammaPlan criticizing existing indices. Figure 1 shows the 
basic concept of the planning during radiosurgery, and Figue 2 typical dose-volume 
histogram with volume measurement in the GammaPlan. Here, we present several 
examples of parameters that are used in gamma knife radiosurgery in Table 1.  

The role of these quality parameters in the complication and tumour control rates is not 
clear and may differ based on the disease. With regard to metastatic tumours, Woo et al. 
(Woo et al., 2010) reported that a high conformity dose plan was related with a poor tumour 
control rate. Nakamura et al. (Nakamura et al., 2001) studied 1,338 available artriovenous 
malformation patients who were treated with gamma knife radiosurgery and found that the 
conformity index was higher than in the linac surgery series, and the complication rate was 
not related to the conformity index. Beegle et al. (Beegle et al., 2007) studied 390 patients 
with regard to the issue of conformity and dose gradient in treating vestibular schwannoma 
and found no significant effect of these dosimetric parameters on cranial neuropathy. These 
authors found that tumour volume and dose were associated with an increased risk of facial 
weakness and facial sensory change (Beegle, et al., 2007). These disparate findings indicate 
that a standard index does not exist (Feuvret, et al., 2006). 

It is interesting to note that the gradient index (which represents radiation dispersion 
outside of the target) is not related with the adverse radiation effect (Hayhurst et al., 2011). It 
is assumed that a marginal radiosurgery dose for treating vestibular schwannoma is 
sufficiently low to spare the surrounding cranial nerve and brain stem. The tumour control 
rate and hearing outcome are not significantly related to conformity indices of dose 
distribution within and surrounding the target volume (Massager et al., 2011). The outcome 
seems to be influenced more by the local radiation dose that is delivered to specific 
structures or volumes than by the global dose gradient (Massager, et al., 2011). 

Although the complication rate is related to tumour size (but not to the conformity index), 
the relationship between the tumour control rate and the conformity index is not known. 
This is due to several factors. First, tumour size decreases during the prolonged times 
following gamma knife radiation therapy, and the response of a vestibular schwannoma 
following gamma knife radiosurgery in terms of genetic and pathological alterations is 
poorly understood. Secondly, most responsible neurosurgeons and radiation oncologists 
always apply the maximum effort to achieve a higher available conformity. Planning 
priority could differ according to various indications. Dose planning for treating vestibular 
schwannoma places high priority on the dose conformity whilst sparing the neighbouring 
facial nerves and brain stem, despite a slightly reduced coverage of the tumour. On the 
other hand, with regard to metastatic tumours, target coverage receives the highest priority 
(Lomax & Scheib, 2003). Lamax and Scheib (Lomax & Scheib, 2003) reported a median 
conformity index for vestibular schwannoma of 0.85 and a median target coverage of 92%, 
whereas for metastasis, these values were 0.67 and 100%, respectively. 
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25% isodose line

50% isodose line

target volume (tumor) 

prescription 50% isodose volume 

prescription isodose volume 
included in the target volume 

Thus, it is difficult to evaluate the role of conformity in radiosurgery for treating vestibular 
schwannoma. Accumulated data from long-term follow-up studies are clearly needed. The 
effect regarding small vascular injuries due to radiosurgery remains poorly understood. 
There is general agreement that the size of the tumour is related to complications that are 
associated with the treatment. Hayhurst et al. (Hayhurst, et al., 2011) reported that adverse 
radiation effects were increased with target volumes that were greater than 2.1 cc; in 
addition, they reported a second peak at 5 cc. However, several authors reported positive 
treatment results even for large tumours (Iwai et al., 2003; Rowe et al., 2003a). In selecting a 
candidate for radiosurgery, tumour size should be a primary consideration. To prevent 
complications (in particular, facial nerve palsy), some authors recommend using a partial or 
subtotal microsurgical removal approach while applying special care to preserve the facial 
nerve, and this should then be followed by a secondary gamma knife radiosurgery (Fuentes 
et al., 2008; C. K. Park et al., 2006). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Fig. 1. Schematic drawing of planning of gamma knife radiosurgery of the tumour. 

 

 
 

CIRTOG: conformity index of Radiation Treatment Oncology Group 
TV: target volume 
PIV: prescription isodose volume 
TVPIV: prescription isodose volume included in the target volume 
PIV25%: prescription 25% isodose volume 
PIV50%: prescription 50% isodose volume 

Table 1. Examples of quality indices of radiosurgery. 

Conformity index of Paddick (Paddick, 2000): 
ሺ୘୚ ౌ౅౒ሻమ୘୚ ୶ ୔୍୚   

CIRTOG (Shaw et al., 1993) = PIV/TV 

Gradient index (Paddick & Lippitz, 2006) = 
୔୍୚మఱ%୔୍୚ఱబ% 
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Fig. 2. Typical plan of gamma knife radiosurgery for treating vestibular schwannoma and 
the dose-volume curve. The prescription 50% isodose is 12 Gy. In this 53-year-old female 
patient, the target volume (tumour volume) was 2.9 cc, and 95% of this volume received 
more than 12 Gy. The total volume that received more than 12 Gy in the brain was 3.1 cc. 
The volume outside of the target area that received more than 12 Gy was 0.2 cc. 

2.2 Hearing preservation 

Hearing preservation is another important issue to consider in the treatment of vestibular 
schwannoma with either microsurgery or radiosurgery. The hearing preservation rate 
following microsurgery was reported to be 40-70% in patients with serviceable hearing 
(Betchen et al., 2005; Briggs et al., 2000; Samii et al., 2008; Samii & Matthies, 1997a, 1997b; 
Samii et al., 1997; Staecker et al., 2000). Hearing preservation is an important issue in gamma 
knife radiosurgery as well. As the experience with gamma knife radiosurgery has grown, 
the radiation dose has decreased. Currently, a marginal dose of 12 or 13 Gy is the standard 
dose for treating vestibular schwannoma. Regis et al. (Regis et al., 2008) reported a 60% 
hearing preservation rate in patients in a large study with a mean follow-up of 7 (minimum 
3) years. These authors also mentioned that patients who were not treated using gamma 
knife radiosurgery lost an average of 9-39 dB compared with an average loss of 2 dB at 3 
years following radiosurgery, which corresponds with a preservation of hearing 
functionality of 60-75%. Tamura et al. (Tamura et al., 2009) reported a 78.4% hearing 
preservation rate in Gardner-Robertson Class 1 patients. The probability of preserving 
functional hearing was higher in patients who had initial symptoms that were other than a 
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decrease in hearing, in patients who were younger than 50 years, and in those patients 
whose cochlea received a dose of less than 4 Gy during treatment. (Tamura, et al., 2009).  

The mechanism that underlies hearing deterioration following gamma knife radiosurgery is 
not fully understood. Some of the mechanisms that have been proposed include a 
temporary expansion of the tumour in the canal, vascular insufficiency of the auditory 
system, the toxic dispersion of free radicals, among others (Chang et al., 1998; Regis, et al., 
2008; Timmer et al., 2009; Wackym et al., 2010).  

A tolerable dose for the cochlea has not been clearly established. However, several studies 
have proposed a threshold of 4 Gy for radiosurgery (Anker & Shrieve, 2009; Regis, et al., 
2008; Timmer, et al., 2009; Wackym, et al., 2010). Keeping the cochlear dose below this 
threshold is therefore recommended. Combined imaging using a CT scan and MRI is helpful 
for identifying the intracanalicular boundary between the tumour and the cochlear 
structure. Plugging or sector occlusion strategies provide the steep drop out of the radiation 
dose that is applied to these structures. The potential for improved hearing following 
radiosurgery has also been reported. Narajan et al. (Niranjan et al., 1999) reported improved 
hearing in 21 of 487 consecutive radiosurgery patients. Although this may not represent the 
actual potential for hearing improvement, it provides evidence that hearing improvement is 
at least possible following radiosurgery (Niranjan, et al., 1999). 

2.3 Non-auditory complications 

Hayhurst et al. (Hayhurst, et al., 2011) reviewed the non-auditory complications that were 
associated with gamma knife radiosurgery in 80 patients who were followed for more than 2 
years. Twenty-seven (33.8%) of their patients developed non-auditory adverse radiation 
effects, and patients with a target volume that exceeded a threshold of 5 cc were more likely 
to develop complications. Treatment plan dosimetric characteristics are not associated with 
adverse radiation effects. Applying the maximum dose to the 5th cranial nerve is a reliable 
predictor of trigeminal dysfunction with a threshold of 9 Gy. However, the dose that is 
tolerated by the cranial nerves is not clear, and reports vary among authors. Anker and 
Shrieve (Anker & Shrieve, 2009) reviewed the literature and reported the recommended 
normal structure dose constraints in which one could avoid complications when using a 
single fraction. According to their study, the maximum doses for sparing trigeminal and 
facial function are below than 12.5-13 and 12.5-15 Gy, respectively. 

3. Hydrocephalus as a complication of gamma knife radiosurgery and risk 
factors  

3.1 Hydrocephalus and gamma knife radiosurgery  

Hydrocephalus can occur at various stages during the natural course of a vestibular 
schwannoma (K. Park et al., 2009), and the reported incidence ranges from 3.7 to 15% of 
cases (Atlas, et al., 1996; Pirouzmand et al., 2001; Rogg et al., 2005). Occasionally, a large 
vestibular schwannoma can cause obstructive hydrocephalus, and CSF mal-absorption may 
be the cause of the communicating hydrocephalus (Gardner et al., 1954; Prasad, 2001; Rogg, 
et al., 2005). It has been proposed that protein molecules clog the pores of the semi-
permeable membrane that forms the barrier in the arachnoid granulations, thereby leading 
to impaired absorption of CSF. Among 157 patients who were reported by Rogg et al. (Rogg, 
et al., 2005), 28 (18%) had a pre-existing hydrocephalus before receiving treatment; 39% of 
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these patients had a non-communicating hydrocephalus, and 61% had a communicating 
type, and no significant association with tumour size was observed. 

We reviewed experiences of hydrocephalus in patients with vestibular schwannomas who 
were treated in our institute using gamma knife radiosurgery and compared these findings 
with those patients who received microsurgery as the primary treatment. 

3.2 Materials and methods 

We conducted a retrospective review of 51 patients who were treated with gamma knife 
radiosurgery for a vestibular schwannoma (group 1) from January 2005 through December 
2010 and 19 consecutive patients who were treated with microsurgery as the primary 
treatment (group 2) from January 2003 through May 2008. The diagnoses of vestibular 
schwannoma and hydrocephalus and the measurement of the tumour size were based on 
the results of the CT scan and MRI results. Hydrocephalus was diagnosed using the age-
adjusted bicaudate index (van der Jagt et al., 2009). The size of tumour was calculated on the 
basis of the largest diameter of the tumour on the MRI scan. 

Radiosurgery was performed using a Leksell Gamma Knife Model C (Elekta Instrument AB, 
Stockholm, Sweden) with Gamma Plan ver. 5.34 (Elekta Instrument). The marginal doses 
were 12 and 13 Gy in 39 and 12, respectively; the maximum doses were 24 and 26 Gy. 
Microsurgeries were performed with the retrosigmoid or translabyrinthine approach 
according to the preference of the surgeon preferences and the hearing status of the patient. 
The CSF diversion procedure that was used for the hydrocephalus was either an endoscopic 
third ventriculostomy or a ventriculo-peritoneal shunt.  

Before and after the radiosurgery or microsurgery, the development of hydrocephalus with 
regard to the patient’s age, tumour size, and radiation dose were evaluated, and the 
management of hydrocephalus was discussed. The statistical analysis was performed using 
the chi-square or Fisher’s exact test. Differences with a p-value of less than 0.05 were 
considered to be statistically significant. 

3.3 Results 

In group 1, all of the patients were followed for more than 6 months, and the mean follow-up 
duration was 37.9 months (range, 7-76 months). The mean age of the patients was 54.7 years 
(range, 13-74 years). The mean maximum tumour diameter was 1.6 cm (range, 0.4 - 3.7 cm). In 
group 2, nineteen patients were followed for more than 6 months, and the mean follow-up 
was 21.2 months (range, 6 - 54 months). The mean age of the patients was 50 years (range, 23 - 
67 years). The mean maximum tumour diameter was 3.1 cm (range, 1 - 5.5 cm) (Table 2). 

In group 1, five patients had hydrocephalus before undergoing gamma knife radiosurgery. 
None of the patients with a tumour diameter of less than 1 cm had hydrocephalus. Three 
patients had a tumour that was between 1- 3 cm, and two had a tumour that was larger than 
3 cm. The hydrocephalus in the one out of three patients with a tumour diameter of less 
than 3 cm was improved progressively following gamma knife radiosurgery. After gamma 
knife radiosurgery, a newly developed (de novo) hydrocephalus was noted in six of the 
patients. In two of the patients with pre-gamma knife radiosurgery hydrocephalus and with 
a tumour that was larger than 3 cm, the hydrocephalus was worse following treatment. 
Among the 46 patients with a tumour diameter less than 3 cm, three developed de novo  
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hydrocephalus after gamma knife radiosurgery. Three of the five patients with the tumour 

size larger than 3 cm developed hydrocephalus after gamma knife radiosurgery. The size of 

the tumour was significantly related with the de novo development of hydrocephalus 

(p<0.05). The patient characteristics are presented in Table 3 and 4. A marginal dose of 

radiosurgery and patient age were not significantly associated with hydrocephalus.  

 

 
Group 1(n=51) 

(GKRS) 
Group 2 (n=19) 
(Microsurgery) 

Mean age, years (range) 54.7 (13-74) 50 (23-67) 

Sex (M:F) 15:36 3:16 

Mean follow-up, months (range) 37.9 (7-76) 21.2 (6-54) 

Mean tumour diameter, cm (range) 1.6(0.4-3.7) 3.2 (1-5.5) 

MaximumTumour diameter, cm 
<1 
1-3 
≥3 

 
5 

41 
5 

 
0 
7 
12 

Table 2. Demographic and clinical parameters of the patients who underwent gamma knife 
radiosurgery (GKRS) or microsurgery. 

 

 Total 
Patients 
(n=51) 

Hydrocephalus 
before GKRS 
(n=5) 

Hydrocephalus 
after GKRS 
(n=11) 

p-value 

Age 
<50 years 
≥50 years 

 
14 
37 

 
2 
3 

 
1 
10 

NS 

Maximum tumour diameter, cm
(see Table 4 for detailed data) 

<1 
1-3 
≥3 

 
 
5 

41 
5 

 
 
0 
3 
2 

total (de novo) 
 

0 (0) 
6 (3) 
5 (3) 

See 
Table 3 

Prescription dose (50%) 
12 Gy 
13 Gy 

 
39 
12 

 
5 
0 

 
7 
4 

NS 

NS: not significant 

Table 3. Characteristics of the patients who underwent gamma knife radiosurgery (GKRS). 

Among the 11 patients who were diagnosed with hydrocephalus, three underwent a CSF 

diversion procedure due to clinical deterioration or increasing ventricle size. Two of these 

patients initially underwent an endoscopic third ventriculostomy because their 

hydrocephalus was radiologically considered to be an obstructive type (such as a poorly 

visualised aqueduct of Sylvius and a small fourth ventricle). However, these two patients 

ultimately needed to receive a ventriculo-peritoneal shunt due to endoscopic third 

ventriculostomy failure. One patient underwent a ventriculo-peritoneal shunt as the 

primary treatment for hydrocephalus. The protein levels in the CSF of the patients with 

hydrocephalus were not routinely evaluated. However, two of the three patients who  
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Size of tumour Number of patients
Pre-GKRS hydrocephalus Post-GKRS hydrocephalus 

No Yes total number de novo 

<1 5 5 0 0 0 

1-3 41 38* 3 6 3* 

≥3 5 3§ 2 5 3§ 

1. GKRS: gamma knife radiosurgery 
2. * and §: The p-value was less than 0.05, representing de novo development of post-gamma knife 
radiosurgery and was significantly related to the tumour size. 

Table 4. Development of hydrocephalus according to tumour size. 

underwent a CSF shunting procedure had elevated ventricular CSF protein levels of 147 and 
150 mg/dl. Three of the five patients who developed hydrocephalus with a tumour that was 
larger than 3 cm underwent surgery using the translabyrinthine approach due to persistent 
symptoms or an enlarged tumour. 

In group 2, seven of the patients had hydrocephalus before microsurgery, and all of these 
patients had a maximum tumour diameter that was larger than 3 cm. After microsurgery, all 
of the cases of hydrocephalus improved (Table 5). Tumour size, patient age, and surgical 
procedure were not significantly related to hydrocephalus and microsurgery. 

 

 Total
Patients 
(n=19) 

Hydrocephalus before 
microsurgery 

(n=7) 

Hydrocephalus after 
microsurgery 

(n=0) 
p-value 

Age 
<50 years 
≥50 years 

8 
11 

 
2 
5 

0 
0 

NS 

Maximum tumour 
diameter, cm 

1-3 
≥3 

 
7 
12 

 
 

0 
7 

 
0 
0 

NS 

Surgical approach   

Retrosigmoid 
Translabyrinthine  

15
4 

3
4 

0
0 

NS 

NS: Not significant (p>0.05) 

Table 5. Characteristics of the patients who underwent microsurgery. 

3.4 Discussion regarding the development of hydrocephalus in patients with 
vestibular schwannoma and their management 

It has been reported that both gamma knife radiosurgery and microsurgery can contribute 
to the development or aggravation of hydrocephalus (Fukuda et al., 2007; Roche et al., 2008). 
However, the mechanism that is associated with the development of hydrocephalus 
following gamma knife radiosurgery is not known. Obstructive cases are not common, 
particularly if care is taken to avoid treating large tumours with a significant mass effect 
(Roche, et al., 2008). Sawamura et al. (Sawamura et al., 2003) studied a group of patients 
who underwent stereotactic radiation therapy and suggested that radiation-induced 
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modifications of the tumour resulted in an accumulation of cellular and protein-laden 
material from the degradation and necrosis of the tumour. Although we did not analysed 
the CSF protein content in all patients, two of the patients who underwent a CSF shunting 
procedure had elevated ventricular CSF protein levels of 147 and 150 mg/dl. A systematic 
analysis of the biochemical components in the CSF in vestibular schwannoma has not been 
reported. In addition, the mechanism of hydrocephalus that is associated with microsurgery 
remains to be clarified. One likely explanation is that after microsurgery, the local 
inflammatory processes might impair circulation. Following the direct manipulation of the 
tumour capsule, the delivery of intracisternal haemoglobin and protein-laden material have 
been observed (Nassar & Correll, 1968; Samii & Matthies, 1997b). In our series, however, we 
found no de novo development or aggravation of hydrocephalus following microsurgery. 

The incidence of hydrocephalus—including non-obstructive hydrocephalus—was higher in 
patients with larger tumours, and 3 cm is typically considered to be the maximum size for 
gamma knife radiosurgery. Four of the five patients with a tumour diameter that was larger 
than 3 cm had hydrocephalus that was believed to be the obstructive type radiologically due 
to a narrowing of the aqueduct of Sylvius and a normal or collapsed 4th ventricle, despite 
having enlarged lateral and third ventricles. Therefore, we initially performed an 
endoscopic third ventriculostomy in two of these patients. However, the patients’ symptoms 
and ventricle size did not improve, and a ventriculo-peritoneal shunt was ultimately placed. 
In our cases, there was a weak correlation between the size of the tumour and obstructive 
type hydrocephalus. Hayhurst et al. (Hayhurst et al., 2006) reported a role of endoscopic 
third ventriculostomy in hydrocephalus after treating vestibular schwannomas. When 
successful, endoscopic third ventriculostomy has several benefits over placing a ventriculo-
peritoneal shunt. We therefore recommend carefully selecting patients for the indication of 
undergoing an endoscopic third ventriculostomy. 

Several authors have reported treatment strategies for hydrocephalus before microsurgery 
or gamma knife radiosurgery (Atlas, et al., 1996; Fukuda, et al., 2007; Roche, et al., 2008). 
With respect to microsurgery, several investigators preferred a wait-and-see-approach and 
therefore focused only on the surgery for the tumour. In most cases, the hydrocephalus 
resolved, and there was no need for additional shunt surgery. Atlas et al. (Atlas, et al., 1996) 
reported 14 patients with hydrocephalus in a series of 104 consecutive cases of vestibular 
schwannoma. In nine of these cases, the treatment consisted only of tumour removal, and 
there were no cases that required ventricular drainage or a shunting procedure following 
microsurgery. In a larger series of 1,000 cases of vestibular schwannoma, Samii and Matthies 
(Samii & Matthies, 1997b) reported that pre-existing hydrocephalus required CSF shunt 
insertion in nine of the cases (1%) before removal of the tumour. 

The decision of whether to perform a shunt procedure for hydrocephalus before gamma 
knife radiosurgery remains challenging. Noren (Noren, 1998) reported that treatment-
related peritumour reactions were sufficient to block CSF circulation and required shunt 
insertion in 1.4% of vestibular schwannoma cases that were treated using gamma knife 
radiosurgery. According to other reported studies of gamma knife radiosurgery, shunt 
surgery was needed in 0 to 3% of cases (Chopra et al., 2007; Pollock et al., 1995). In our series, 
1 out of 46 (2.1%) patients with a tumour diameter that was less than 3 cm required a 
shunting procedure, whereas two out of five patients with a large tumour underwent a 
shunting procedure (and another two patients underwent microsurgery after gamma knife 
radiosurgery). Two of the patients with pre-gamma knife radiosurgery hydrocephalus and  
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a tumour diameter that was larger than 3 cm worsened during the initial follow-up after 
gamma knife radiosurgery. In addition, two of the patients with pre-gamma knife 
radiosurgery hydrocephalus and a tumour diameter that was less than 3 cm improved after 
gamma knife radiosurgery. These findings support a wait-and see-policy when pre-gamma 
knife radiosurgery hydrocephalus or newly developed hydrocephalus occurs in patients 
with a small or medium size vestibular schwannoma. The progression of hydrocephalus 
must be followed closely, and patients with a large vestibular schwannoma must be 
monitored more intensely.  

4. Conclusions  

The vestibular schwannomas are located in the cerebello-pontine angle, in which many 
functionally important structures are included. Radiosurgery has become a reliable alternative 
treatment to the microsurgery for vestibular schwannoma. High conformity and sensitivity in 
the planning of radiosurgery are required to prevent the complication. However, most of the 
reports emphasize that the tumour size is the most important factor to reduce the 
complication. Keeping the cochlear dose below 4Gy is recommended for hearing preservation. 

The development or worsening of hydrocephalus is a major complication of both gamma 
knife radiosurgery and microsurgery. In our experience, it can be assumed that in some 
patients, gamma knife radiosurgery plays a direct role in the occurrence of hydrocephalus 
but has no relationship to tumour growth or treatment failure. The presence of a large 
tumour was a significant factor that was associated with the development of both 
communicating and non-communicating hydrocephalus. The course and symptoms of 
hydrocephalus that develops following gamma knife radiosurgery differ from those in 
patients who are treated with microsurgery. Most microsurgery patients can be managed 
conservatively; however, many of the hydrocephalus patients who were treated with 
gamma knife radiosurgery required shunt surgery. Patients should be closely monitored for 
the development of hydrocephalus following gamma knife radiosurgery. Endoscopic third 
ventriculostomy was not effective in the management of hydrocephalus.  

5. Acknowledgments 

As the senior author (SKH), I sincerely appreciate the commitment of the entire medical and 
technical staff, in particular Byung Mok Kim M.S., medical physicist, and Ms. Ji Yeon Kim of 
the Gamma Knife Centre of Kyungpook National University Hospital. I would like to 
express that this manuscript could not have been completed without the great help of Eun 
Young Kang, M.S., and our secretary, Miss Mi Jin Kim, to whom I am grateful. I would like 
to dedicate this manuscript to my late son, Jong Won Hwang, M.D., who passed away 
leaving me a bitter grief. 

6. References 

Anker, C. J., & Shrieve, D. C. (2009). Basic principles of radiobiology applied to radiosurgery 
and radiotherapy of benign skull base tumors. Otolaryngol Clin North Am, 42(4), 
601-621 

Atlas, M. D., Perez de Tagle, J. R., Cook, J. A., Sheehy, J. P., & Fagan, P. A. (1996). Evolution 
of the management of hydrocephalus associated with acoustic neuroma. 
Laryngoscope, 106(2 Pt 1), 204-206 

www.intechopen.com



 
Gamma Knife Radiosurgery 70

Beegle, R. D., Friedman, W. A., & Bova, F. J. (2007). Effect of treatment plan quality on 
outcomes after radiosurgery for vestibular schwannoma. J Neurosurg, 107(5), 913-
916 

Betchen, S. A., Walsh, J., & Post, K. D. (2005). Long-term hearing preservation after surgery 
for vestibular schwannoma. J Neurosurg, 102(1), 6-9 

Briggs, R. J., Fabinyi, G., & Kaye, A. H. (2000). Current management of acoustic neuromas: 
review of surgical approaches and outcomes. J Clin Neurosci, 7(6), 521-526 

Chang, S. D., Poen, J., Hancock, S. L., Martin, D. P., & Adler, J. R., Jr. (1998). Acute hearing 
loss following fractionated stereotactic radiosurgery for acoustic neuroma. Report 
of two cases. J Neurosurg, 89(2), 321-325 

Chopra, R., Kondziolka, D., Niranjan, A., Lunsford, L. D., & Flickinger, J. C. (2007). Long-
term follow-up of acoustic schwannoma radiosurgery with marginal tumor doses 
of 12 to 13 Gy. Int J Radiat Oncol Biol Phys, 68(3), 845-851 

Feuvret, L., Noel, G., Mazeron, J. J., & Bey, P. (2006). Conformity index: a review. Int J Radiat 
Oncol Biol Phys, 64(2), 333-342 

Fuentes, S., Arkha, Y., Pech-Gourg, G., Grisoli, F., Dufour, H., & Regis, J. (2008). 
Management of large vestibular schwannomas by combined surgical resection and 
gamma knife radiosurgery. Prog Neurol Surg, 21, 79-82 

Fukuda, M., Oishi, M., Kawaguchi, T., Watanabe, M., Takao, T., Tanaka, R., & Fujii, Y. 
(2007). Etiopathological factors related to hydrocephalus associated with vestibular 
schwannoma. Neurosurgery, 61(6), 1186-1192; discussion 1192-1183 

Gardner, W. J., Spitler, D. K., & Whitten, C. (1954). Increased intracranial pressure caused by 
increased protein content in the cerebrospinal fluid; an explanation of papilledema 
in certain cases of small intracranial and intraspinal tumors, and in the Guillain-
Barre syndrome. N Engl J Med, 250(22), 932-936 

Hasegawa, T., Fujitani, S., Katsumata, S., Kida, Y., Yoshimoto, M., & Koike, J. (2005). 
Stereotactic radiosurgery for vestibular schwannomas: analysis of 317 patients 
followed more than 5 years. [Clinical Trial Comparative Study]. Neurosurgery, 57(2), 
257-265; discussion 257-265 

Hayashi, M., Ochiai, T., Nakaya, K., Chernov, M., Tamura, N., Maruyama, T., Yomo, S., 
Izawa, M., Hori, T., Takakura, K., & Regis, J. (2006). Current treatment strategy for 
vestibular schwannoma: image-guided robotic microradiosurgery. J Neurosurg, 105 
Suppl, 5-11 

Hayhurst, C., Javadpour, M., O'Brien, D. F., & Mallucci, C. L. (2006). The role of endoscopic 
third ventriculostomy in the management of hydrocephalus associated with 
cerebellopontine angle tumours. Acta Neurochir (Wien), 148(11), 1147-1150; 
discussion 1150 

Hayhurst, C., Monsalves, E., Bernstein, M., Gentili, F., Heydarian, M., Tsao, M., Schwartz, 
M., van Prooijen, M., Millar, B. A., Menard, C., Kulkarni, A. V., Laperriere, N., & 
Zadeh, G. (2011). Predicting Nonauditory Adverse Radiation Effects Following 
Radiosurgery for Vestibular Schwannoma: A Volume and Dosimetric Analysis. Int 
J Radiat Oncol Biol Phys 2011 April 28 [Epub ahead of print] 

Iwai, Y., Yamanaka, K., & Ishiguro, T. (2003). Surgery combined with radiosurgery of large 
acoustic neuromas. Surg Neurol, 59(4), 283-289; discussion 289-291 

Litvack, Z. N., Noren, G., Chougule, P. B., & Zheng, Z. (2003). Preservation of functional 
hearing after gamma knife surgery for vestibular schwannoma. Neurosurgical focus, 
14(5), e3 

www.intechopen.com



Gamma Knife Radiosurgery for the Vestibular Schwannomas,  
Technical Considerations and Hydrocephalus as a Complication 71 

Lomax, N. J., & Scheib, S. G. (2003). Quantifying the degree of conformity in radiosurgery 
treatment planning. Int J Radiat Oncol Biol Phys, 55(5), 1409-1419 

Massager, N., Lonneville, S., Delbrouck, C., Benmebarek, N., Desmedt, F., & Devriendt, D. 
(2011). Dosimetric and Clinical Analysis of Spatial Distribution of the Radiation 
Dose in Gamma Knife Radiosurgery for Vestibular Schwannoma. Int J Radiat Oncol 
Biol Phys 2011 May 27 [Epub ahead of print] 

Nakamura, J. L., Verhey, L. J., Smith, V., Petti, P. L., Lamborn, K. R., Larson, D. A., Wara, W. 
M., McDermott, M. W., & Sneed, P. K. (2001). Dose conformity of gamma knife 
radiosurgery and risk factors for complications. Int J Radiat Oncol Biol Phys, 51(5), 
1313-1319 

Nassar, S. I., & Correll, J. W. (1968). Subarachnoid hemorrhage due to spinal cord tumors. 
Neurology, 18(1 Pt 1), 87-94 

Nedzi, L. A., Kooy, H. M., Alexander, E., 3rd, Svensson, G. K., & Loeffler, J. S. (1993). 
Dynamic field shaping for stereotactic radiosurgery: a modeling study. Int J Radiat 
Oncol Biol Phys, 25(5), 859-869 

Niranjan, A., Lunsford, L. D., Flickinger, J. C., Maitz, A., & Kondziolka, D. (1999). Can 
hearing improve after acoustic tumor radiosurgery? Neurosurg Clin N Am, 10(2), 
305-315 

Noren, G. (1998). Long-term complications following gamma knife radiosurgery of 
vestibular schwannomas. Stereotact Funct Neurosurg, 70 Suppl 1, 65-73 

Paddick, I. (2000). A simple scoring ratio to index the conformity of radiosurgical treatment 
plans. Technical note. Journal of neurosurgery, 93 Suppl 3, 219-222 

Paddick, I., & Lippitz, B. (2006). A simple dose gradient measurement tool to complement 
the conformity index. J Neurosurg, 105 Suppl, 194-201 

Park, C. K., Jung, H. W., Kim, J. E., Son, Y. J., Paek, S. H., & Kim, D. G. (2006). Therapeutic 
strategy for large vestibular schwannomas. J Neurooncol, 77(2), 167-171 

Park, K., Hwang, S. K., Park, S. H., Park, J., Hwang, J. H., & Park, Y. M. (2009). Changes of 
hydrocephalus after gamma knife radiosurgery in patients with vestibular 
schwannoma: A comparison with microsurgery. J Korean Brain Tumor Soc, 8(2), 126-
130 

Pirouzmand, F., Tator, C. H., & Rutka, J. (2001). Management of hydrocephalus associated 
with vestibular schwannoma and other cerebellopontine angle tumors. 
Neurosurgery, 48(6), 1246-1253; discussion 1253-1244 

Pollock, B. E., Lunsford, L. D., Kondziolka, D., Flickinger, J. C., Bissonette, D. J., Kelsey, S. F., 
& Jannetta, P. J. (1995). Outcome analysis of acoustic neuroma management: a 
comparison of microsurgery and stereotactic radiosurgery. Neurosurgery, 36(1), 215-
224; discussion 224-219 

Prasad, D. (2001). Vestibular schwannomas: radiosurgery. J Neurosurg, 94(1), 141-142 
Regis, J., Tamura, M., Delsanti, C., Roche, P. H., Pellet, W., & Thomassin, J. M. (2008). 

Hearing preservation in patients with unilateral vestibular schwannoma after 
gamma knife surgery. Prog Neurol Surg, 21, 142-151 

Roche, P. H., Khalil, M., Soumare, O., & Regis, J. (2008). Hydrocephalus and vestibular 
schwannomas: considerations about the impact of gamma knife radiosurgery. Prog 
Neurol Surg, 21, 200-206 

Rogg, J. M., Ahn, S. H., Tung, G. A., Reinert, S. E., & Noren, G. (2005). Prevalence of 
hydrocephalus in 157 patients with vestibular schwannoma. Neuroradiology, 47(5), 
344-351 

www.intechopen.com



 
Gamma Knife Radiosurgery 72

Rowe, J. G., Radatz, M. W., Walton, L., Hampshire, A., Seaman, S., & Kemeny, A. A. (2003a). 
Gamma knife stereotactic radiosurgery for unilateral acoustic neuromas. J Neurol 
Neurosurg Psychiatry, 74(11), 1536-1542 

Rowe, J. G., Radatz, M. W., Walton, L., Hampshire, A., Seaman, S., & Kemeny, A. A. (2003b). 
Gamma knife stereotactic radiosurgery for unilateral acoustic neuromas. Journal of 
neurology, neurosurgery, and psychiatry, 74(11), 1536-1542 

Samii, M., Gerganov, V., & Samii, A. (2008). Hearing preservation after complete 
microsurgical removal in vestibular schwannomas. Prog Neurol Surg, 21, 136-141 

Samii, M., & Matthies, C. (1997a). Management of 1000 vestibular schwannomas (acoustic 
neuromas): hearing function in 1000 tumor resections. Neurosurgery, 40(2), 248-260; 
discussion 260-242 

Samii, M., & Matthies, C. (1997b). Management of 1000 vestibular schwannomas (acoustic 
neuromas): surgical management and results with an emphasis on complications 
and how to avoid them. Neurosurgery, 40(1), 11-21; discussion 21-13 

Samii, M., Matthies, C., & Tatagiba, M. (1997). Management of vestibular schwannomas 
(acoustic neuromas): auditory and facial nerve function after resection of 120 
vestibular schwannomas in patients with neurofibromatosis 2. Neurosurgery, 40(4), 
696-705; discussion 705-696 

Sawamura, Y., Shirato, H., Sakamoto, T., Aoyama, H., Suzuki, K., Onimaru, R., Isu, T., 
Fukuda, S., & Miyasaka, K. (2003). Management of vestibular schwannoma by 
fractionated stereotactic radiotherapy and associated cerebrospinal fluid 
malabsorption. J Neurosurg, 99(4), 685-692 

Shaw, E., Kline, R., Gillin, M., Souhami, L., Hirschfeld, A., Dinapoli, R., & Martin, L. (1993). 
Radiation Therapy Oncology Group: radiosurgery quality assurance guidelines. Int 
J Radiat Oncol Biol Phys, 27(5), 1231-1239 

Staecker, H., Nadol, J. B., Jr., Ojeman, R., Ronner, S., & McKenna, M. J. (2000). Hearing 
preservation in acoustic neuroma surgery: middle fossa versus retrosigmoid 
approach. Am J Otol, 21(3), 399-404 

Tamura, M., Carron, R., Yomo, S., Arkha, Y., Muraciolle, X., Porcheron, D., Thomassin, J. M., 
Roche, P. H., & Regis, J. (2009). Hearing preservation after gamma knife 
radiosurgery for vestibular schwannomas presenting with high-level hearing. 
Neurosurgery, 64(2), 289-296; discussion 296 

Timmer, F. C., Hanssens, P. E., van Haren, A. E., Mulder, J. J., Cremers, C. W., Beynon, A. J., 
van Overbeeke, J. J., & Graamans, K. (2009). Gamma knife radiosurgery for 
vestibular schwannomas: results of hearing preservation in relation to the cochlear 
radiation dose. Laryngoscope, 119(6), 1076-1081 

van der Jagt, M., Hasan, D., Dippel, D. W., van Dijk, E. J., Avezaat, C. J., & Koudstaal, P. J. 
(2009). Impact of early surgery after aneurysmal subarachnoid haemorrhage. Acta 
Neurol Scand, 119(2), 100-106 

Wackym, P. A., Runge-Samuelson, C. L., Nash, J. J., Poetker, D. M., Albano, K., Bovi, J., 
Michel, M. A., Friedland, D. R., Zhu, Y. R., & Hannley, M. T. (2010). Gamma knife 
surgery of vestibular schwannomas: volumetric dosimetry correlations to hearing 
loss suggest stria vascularis devascularization as the mechanism of early hearing 
loss. Otol Neurotol, 31(9), 1480-1487 

Woo, H. J., Hwang, S. K., Park, S. H., Hwang, J. H., & Hamm, I. S. (2010). Factors related to 
the local treatment failure of gamma knife surgery for metastatic brain tumors. Acta 
neurochirurgica, 152(11), 1909-1914 

www.intechopen.com



Gamma Knife Radiosurgery

Edited by Dr. David Mathieu

ISBN 978-953-307-888-5

Hard cover, 180 pages

Publisher InTech

Published online 16, December, 2011

Published in print edition December, 2011

InTech Europe

University Campus STeP Ri 

Slavka Krautzeka 83/A 

51000 Rijeka, Croatia 

Phone: +385 (51) 770 447 

Fax: +385 (51) 686 166

www.intechopen.com

InTech China

Unit 405, Office Block, Hotel Equatorial Shanghai 

No.65, Yan An Road (West), Shanghai, 200040, China 

Phone: +86-21-62489820 

Fax: +86-21-62489821

Gamma knife radiosurgery is a minimally-invasive treatment alternative for intracranial disorders, including

tumors, vascular malformations, facial pain and epilepsy. This book will allow the reader to learn when gamma

knife radiosurgery is appropriate and what to expect as treatment results.

How to reference

In order to correctly reference this scholarly work, feel free to copy and paste the following:

Sung Kyoo Hwang, Kisoo Park, Dong Hyun Lee, Seong Hyun Park, Jaechan Park and Jeong Hyun Hwang

(2011). Gamma Knife Radiosurgery for the Vestibular Schwannomas, Technical Considerations and

Hydrocephalus as a Complication, Gamma Knife Radiosurgery, Dr. David Mathieu (Ed.), ISBN: 978-953-307-

888-5, InTech, Available from: http://www.intechopen.com/books/gamma-knife-radiosurgery/gamma-knife-

radiosurgery-for-the-vestibular-schwannomas-technical-considerations-and-hydrocephalus-a



© 2011 The Author(s). Licensee IntechOpen. This is an open access article

distributed under the terms of the Creative Commons Attribution 3.0

License, which permits unrestricted use, distribution, and reproduction in

any medium, provided the original work is properly cited.


