Journal of

%

Clinical Medicine

Article

The Ratio of Baseline Ventricle Volume to Total Brain Volume
Predicts Postoperative Ventriculo-Peritoneal Shunt Dependency
after Sporadic Vestibular Schwannoma Surgery

Lisa Haddad "%*, Franziska Glieme 2, Martin Vychopen -2, Felix Arlt 1>(J, Alim Emre Basaran 1/,
Erdem Giiresir '2(2 and Johannes Wach 12

check for
updates

Citation: Haddad, L.; Glieme, E,;
Vychopen, M.; Arlt, F; Basaran, A.E.;
Giiresir, E.; Wach, J. The Ratio of
Baseline Ventricle Volume to Total
Brain Volume Predicts Postoperative
Ventriculo-Peritoneal Shunt
Dependency after Sporadic Vestibular
Schwannoma Surgery. J. Clin. Med.
2024, 13, 5789. https://doi.org/
10.3390/jcm13195789

Academic Editor: Christof Roosli

Received: 15 August 2024
Revised: 22 September 2024
Accepted: 23 September 2024
Published: 28 September 2024

Copyright: © 2024 by the authors.
Licensee MDPI, Basel, Switzerland.
This article is an open access article
distributed under the terms and
conditions of the Creative Commons
Attribution (CC BY) license (https://
creativecommons.org/licenses /by /
4.0/).

1
2

Department of Neurosurgery, University Hospital Leipzig, 04275 Leipzig, Germany
Comprehensive Cancer Center Central Germany, Partner Site Leipzig, 04103 Leipzig, Germany
*  Correspondence: lisa.haddad@medizin.uni-leipzig.de; Tel.: +49-3419717500

Abstract: Background/Objectives: Obstructive hydrocephalus associated with vestibular schwan-
noma (VS) is the most common in giant VS. Despite tumor removal, some patients may require
ongoing ventriculo-peritoneal (VP) surgery. This investigation explores the factors contributing to
the requirement for VP surgery following VS surgery in instances of persistent hydrocephalus (HCP).
Methods: Volumetric MRI analyses of pre- and postoperative tumor volumes, cerebellum, cerebrum,
ventricle system, fourth ventricle, brainstem, and peritumoral edema were conducted using Brainlab
Smartbrush and 3D Slicer. The total brain volume was defined as the sum of the cerebrum, cerebel-
lum, and brainstem. ROC analyses were performed to identify the optimum cut-off values of the
volumetric data. Results: Permanent cerebrospinal fluid (CSF) diversion after surgery was indicated
in 12 patients (12/71; 16.9%). The ratio of baseline volume fraction of brain ventricles to total brain
ventricle volume (VTB ratio) was found to predict postoperative VP shunt dependency. The AUC
was 0.71 (95% CI: 0.51-0.91), and the optimum threshold value (</>0.449) yielded a sensitivity and
specificity of 67% and 81%, respectively. Multivariable logistic regression analyses of imaging data
(pre- and postoperative VS volume, VTB ratio, and extent of resection (%) (EoR)) and patient-specific
factors revealed that an increased VIB ratio (>0.049, OR: 6.2, 95% CI: 1.0-38.0, p = 0.047) and an
EoR < 96.4% (OR: 9.1, 95% CI: 1.2-69.3, p = 0.032) were independently associated with postoperative
VP shunt dependency. Conclusions: Primary tumor removal remains the best treatment to reduce
the risk of postoperative persistent hydrocephalus. However, patients with an increased preoperative
VTB ratio are prone to needing postoperative VP shunt surgery and may benefit from perioperative
EVD placement.

Keywords: vestibular schwannoma; brain volumetrics; postoperative hydrocephalus; ventriculo-
peritoneal shunt dependency

1. Introduction

Vestibular schwannoma (VS) is a benign tumor of the vestibular branch of cranial
nerve VIII with an incidence of approximately 1-2/100.000 per year, accounting for 6-7%
of all intracranial tumors [1].

Diagnosis is made through a magnetic resonance imaging (MRI) scan. This typically
reveals a mostly homogeneous intrameatal tumor with contrast enhancement, which may
extend into the cerebellopontine angle.

In addition to typical clinical signs such as unilateral hearing loss and tinnitus, large
VS can compress the fourth ventricle, brainstem, and cerebellum [2,3]. Consequently,
obstructive hydrocephalus is more commonly associated with large VS [4].

Symptomatic hydrocephalus occurs in 3.7-42% of these cases [5-11]. Previous studies
have already investigated the potential factors predicting the persistence of hydrocephalus
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after VS surgery. Suggested risk factors include age [8], tumor size [11,12], a long course
of disease [13], irregular tumor surface [4], the presence of severe hydrocephalus (HCP)
before surgery [10], the presence of a postoperative hematoma volume > 10 cc [14], and a
higher protein concentration in CSF [11].

Despite tumor removal being the optimal therapy for preventing hydrocephalus [10,
15,16], a proportion of patients still develop hydrocephalus postoperatively, even after near
or gross total resection.

The volume of the ventricles, VS, and brain structures being compressed by VS have
not been considered as possible predictors for the occurrence of postoperative hydro-
cephalus so far. Nevertheless, volumetric measurements have previously been used to
predict regression in patients with residual tumor [17] or to predict hearing preservation
after surgery [18].

This study examines the potential of volumetric imaging parameters along with
patient-, disease-, and treatment-specific factors as predictors of postoperative hydro-
cephalus following VS surgery in a semi-sitting position via the retrosigmoid approach.
The aim is to identify those patients who might benefit from temporary perioperative
external ventricular drain (EVD) placement in order to prevent persistent hydrocephalus.

2. Materials and Methods
2.1. Study Design and Patient Characteristics

One hundred and twenty patients with sporadic VS who underwent consecutive
surgery between 2012 and 2022 were screened for inclusion in this retrospective study.
Inclusion criteria were defined as follows: (1) histopathologically confirmed VS, (2) patients
older than 18 years, and (3) Koos grades 1-4.

Patients with missing pre- or postoperative gadolinium-enhanced T1-weighted MRI
data (n = 36), hemorrhage (n = 7), or meningitis (n = 6) were excluded. Patients with known
neurofibromatosis type II were not included due to their different neuropathology [19].

Further analyses were performed on 71 patients, including patient data, pre- and
postoperative volumetric MRI analysis, and clinical and histopathological data.

2.2. Clinical Data Recording

Furthermore, data were collected regarding the occurrence of hydrocephalus with VP
shunt placement in cases without postoperative hematoma or meningitis, Koos grade, and
Molecular Immunology Borstel I (MIB-I) Index (%) [20].

Clinical data of the patients were also obtained: age, sex, comorbidities, body mass
index (BMI), surgical position, and pre- and postoperative cranial nerve function of nerves
V, VII, VIII, and IX. For the facial nerve, data were gathered during the clinical stay and
after 3 months, 12 months, and 24 months (using the House-Brackmann scale). Only
patients who underwent VP-Shunt surgery within 30 days after VS surgery were included
in this study.

2.3. Image Analyses

The segmentation to assess volumetric parameters was performed using Brainlab
Smartbrush (BrainLAB AG, Feldkirchen, Germany), and surface area was assessed using
3D Slicer (Version 5.2.1, Surgical Planning Laboratory, Harvard University, Cambridge, MA,
USA). The volumetric data of the cerebrum, cerebellum, ventricle system, and brainstem
were created with the help of preset selection and were controlled manually for wrong
identification (n = 0). The cerebrum was defined as the cerebral cortex and the subcortical
structures including the hippocampus, basal ganglia, and amygdala. The cerebellum
comprised the cerebellar hemispheres and vermis.

The ventricle system encompassed the inner cerebrospinal fluid space with the lateral
ventricles, third ventricle, and fourth ventricle, but not the outer cerebrospinal fluid space.

Total brain volume was defined as the sum of the cerebrum, cerebellum, and brainstem.
Tumor volume was not included in the measurement of total brain volume. The fourth
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ventricle, tumor, and edema were selected and measured manually for each patient. The
fourth ventricle included the space between the pons and medulla oblongata, cerebellar
peduncles, and inferior and superior medullary velum, but not the cerebral aqueduct. The
extent of resection in % (EoR) was volumetrically determined by segmentation of the tumor
volumes in pre- and postoperative 1.5 or 3.0 Tesla Gd-enhanced T1-weighted MR images.
For exemplary data of the segmentation, see Figure 1. The Evans index was measured
manually to assess potential differences between shunt-requiring and non-shunt-requiring
patients. A ratio of baseline volume fraction of the brain ventricles to total brain volume
(VTB ratio) was calculated [21].

ventricle system volume (cm® )
total brain volume (cm3)

VTB ratio =

Brainstem

Cerebellum

Tumor

Total Ventricle
System

Figure 1. (upper row) Segmentation data of a patient with low VTB-ratio; (lower row) Segmentation
data of a patient with high VTB-ratio.

2.4. Surgical Procedure and Follow-Up Regime

Neuronavigation-guided resection (Brainlab Curve, BrainLAB AG, Feldkirchen, Ger-
many) was performed under general anesthesia via the retrosigmoid approach in the
semi-sitting position. Microscopic resection was performed using an operating microscope
(Pentero, Carl Zeiss, Jena, Germany).

Clinical and imaging follow-up appointments included an MRI taken at 3 months
after VS surgery. Earlier examinations were scheduled in cases of new or worsening
neurological deficits or neuroradiological signs of VS progression. Follow-up MR images
were interpreted by independent radiologists. Treatment decisions were made in an
interdisciplinary neuro-oncological board.
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2.5. Immunohistochemistry

Hematoxylin and eosin coloring was performed on the tissue samples. Then, immuno-
histochemical analysis was followed using antibodies like MIB-I (Dako, Glastrop, Denmark)
for the detection of the Ki67 antigen and antibodies to S-100 (Dako, Glastrop, Denmark).
The MIB-I Index offers the possibility of making a prediction about the proliferation of
neoplastic cells by estimating the percentage of colored nuclei among all visible nuclei per
high-energy field [20] and was also evaluated.

2.6. Statistics of Institutional Data

Data were dichotomized for the volume of VS, ventricle system, and cerebellum by
using receiver operating characteristic (ROC) curve analysis. Fisher’s exact tests (two-sided)
were utilized to compare categorical data, while Student’s ¢-test was employed for metric
variables across the investigated patient groups (postoperative VP shunt dependency
or not). Optimal cut-off values for metric variables in the prediction of postoperative
VP shunt dependency were analyzed using ROC curve analysis. Multivariable binary
logistic regression analysis of predictors for VP shunt surgery was performed. Univariable
and multivariable tests were performed in SPSS (version 29 for Windows, IBM Corp.,
Armonk, New York, NY, USA). Graphs were created using Python 3.0. in the Jupyter
Notebook application.

3. Results
3.1. Patient Characteristics

The data from 71 patients who suited the inclusion requirements were examined. The
patient population had a predominance of women (56.3% women vs. 43.7% men), with a
median age (+/—SD) of 56.9 years (+/—15.5 years).

The VS had a mean volume of 3.54 +/— 12.39 cm?® (+/—SD). Four patients (5.6%)
suffered preoperatively from hydrocephalus; none of them underwent preoperative VP
shunting. Thirty-four cases (47.9%) had peritumoral brain edema, with a mean (+/—5SD)
edema volume of 0.25 cm3. One patient (1.4%) had Koos grade 1; thirteen patients (18.3%)
had Koos grade 2; seventeen patients (23.9%) had Koos grade 3; and forty patients (56.3%)
had Koos grade 4. The mean (+/—SD) MIB-I Index (%) was 3.0 +/— 1.24. Preoperative
dysfunctions of the cranial nerves were noted; 14 patients (19.7%) had preoperative dys-
function of the V cranial nerve and 14 patients (19.7%) had preoperative dysfunction of the
VII cranial nerve. Preoperative dysfunction of cranial nerve VIII was observed in 71 cases
(100%), hypacusis in 59 cases (83.1%), and anacusis in 12 cases (16.9%). In four patients
(5.6%), dysphagia (IX cranial nerve) was found. Further details are provided in Table 1.

Table 1. Baseline patients” characteristics.

Characteristics n="71
Age (mean +/— SD) 59 years (+/—15.5 years)
Sex 56.3% women vs. 43.7% men
VS volume (mean +/— SD) 3.54 +/— 12.39 cm’
Preoperative hydrocephalus 4 (5.6%)
Peritumoral brain edema (mean +/— SD) 0+/—127 cm®
Koos grade 1 1(1.4%)
Koos grade 2 13 (18.3%)
Koos grade 3 17 (23.9%)
Koos grade 4 40 (56.3%)
MIB-I Index (%) 30+/—1.24
Preoperative V cranial nerve dysfunction 14 (19.7%)
Preoperative VII cranial nerve dysfunction 14 (19.7%)
Preoperative VIII cranial nerve dysfunction 71 (100%)

Preoperative hypacusis 59 (83.1%)
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Table 1. Cont.

Characteristics n=71
Preoperative anacusis 12 (16.9%)
Preoperative IX cranial nerve dysfunction 4 (5.6%)

Abbreviations: VS: vestibular schwannoma; MIB-I: Molecular Immunology Borstel 1.

3.2. Patient Characteristics in VP-Shunt-Dependent and Non-Dependent Patients

A total of 12 patients (16.9%), of which 25% were men, required postoperative VP-
shunt insertion. Patients with shunt dependency had an EoR of 81.49% +/— 28.344
(p = 0.146). Patients with larger ventricle systems (>52.15 cm®) accounted for 66.7% (p < 0.05)
of those requiring shunting. No significant differences in the Evans index were observed
between shunt-requiring and non-shunt-requiring patients (p > 0.05).

The descriptive statistics for the volumetric data of the measured structures are listed

in Table 2.

Table 2. Patient characteristics and univariate analysis for shunt-dependency and no-shunt-

dependency groups using Fisher’s exact test (two-sided), Spearman correlation, and independent

t-test.
Characteristics Shunt (n = 12) No Shunt (n = 59) p-Value
Median age (years +/— SD) 575+/—114 56.8 +/—17.3 0.445
Male sex 3 (25%) 28 (47.5%) 0.208
Median volume of VS, cm?
<3.78 4 (36.4%) 32 (54.2%) 0.336
>3.78 7 (63.6%) 27 (45.8%) 0.336
Ventricle system, cm3

<52.15 4 (33.3%) 48 (81.4%) 0.002

>52.15 8 (66.7%) 11 (18.6%)

Cerebellum, cm?®

<1105 9 (75%) 12 (20.3%) <0.001

>110 3 (25%) 47 (79.7%)
Peritumoral edema (+/—SD), cm® 0.0+/—0.0 031 +/— 142 0.251
Brainstem (+/—SD), cm? 28.81+/—29 29.76 +/— 4.03 0.366
Fourth ventricle (+/—SD), cm® 1.11+/-1.10 0.9+/—0.54 0.366
Cerebrum (+/ —SD), cm? 879.5 +/— 51.67 893.21 +/—96.16 0.066
EoR (%) (+/—SD) 81.49 +/— 28.344 81.22 +/—17.60 0.146
VTB ratio (+/—SD), cm? 0.05 +/—0.025 0.04 +/— 0.015 <0.001
Evans index (+/—SD) 0.29 +/— 0.54 0.27 +/—0.03 0.129
Surface area (mean + SD), mm? 2398.69 +/— 1949.18  2180.011 +/— 2242.89 0.946
BMI 2444 +/—3.71 26.56 +/— 4.24 0.821
Serum CRP preoperative (mg/L) 220+/—-1.3 2.75+/—3.5 0.145

Koos grade
1 0 (0%) 1(1.7%) 0.191
2 0 (0%) 13 (22%)
3 5 (41.7%) 12 (20.3%)
4 7 (58.3%) 33 (55.9%)

Abbreviations: VS: vestibular schwannoma; EoR: extent of resection; VTB ratio: ventricle—total brain ratio; BMI:

body mass index; CRP: c-reactive protein.

The VTB ratio showed significant correlations with the shunt dependency (p < 0.001);
the results are visualized for the two groups of shunt-dependent and non-dependent

patients (see Figure 2 for boxplots).
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Figure 2. Violin plot of the VTB ratio for patients with and without shunt dependency.

3.3. Volumetrics and Association with Ventriculo-Peritoneal (VP) Shunt Dependency

ROC curve analyses were used to identify the optimum cut-off values for the volumes
of the cerebrum, cerebellum, brain stem, ventricle system, fourth ventricle, edema, tumor,
and tumor residue in mm (axial), as well as the VIB ratio, in predicting VP-shunt-dependent
postoperative hydrocephalus.

The area under the curve (AUC) for the volume of the cerebrum in predicting VP
shunt placement was 0.57 (95% CI: 0.42-0.72, p = 0.44), and, for the volume of the brainstem,
it was 0.60 (95% CI: 0.44-0.77, p = 0.26).

The AUC for the volume of the ventricle system and for the fourth ventricle in pre-
dicting VP shunt placement were 0.68 (95% CI: 0.486-0.892, p = 0.068) and 0.53 (95% CI:
0.30-0.76, p = 0.75). The optimum cut-off value of ventricle volume was >52.15 cm?®, with
a sensitivity and specificity of 66.7% and 81.4%, respectively. For the cerebellum, the op-
timum cut-off value was at <110.5 with a sensitivity of 66.7% and a specificity of 81.4%.
The AUC for the volume of the peritumoral edema in predicting VP shunt placement was
0.54 (95% CI: 0.30-0.77, p = 0.77). For the tumor volume, the AUC was 0.572 (95% CI:
0.385-0.760, p = 0.44); for the residual tumor volume, it was 0.518 (95% CI: 0.305-0.731,
p = 0.87); and for the EoR (%), it was 0.614 (95% CI: 0.40-0.83, p = 0.30).

The area under the curve (AUC) for the VTB ratio in predicting VP shunt placement
was 0.712 (95% CI: 0.51-0.91, p = 0.036). The optimal cut-off was >0.449, with a sensitivity
of 67% and a specificity of 81%. For the ROC analyses of the VTB ratio and the occurrence
of hydrocephalus, see Figure 3.
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Variables

Presence of preoperative hydrocephalus

residual tumor volume =0.35cm3

Preoperative tumor volume =3.782 cm3 -

EOR <96.4% -

VTB-ratio =0.449

Ventricle-to-total brain volume ratio

S o
o |
o
© ]
o
=z Ventricle-to-total brain volume ratio
2 Optimum-cut-off-value: 20.449
é Sensitivity: 67%
@ : Specificity: 81%
s Youden's Index: 0.48
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o | E
o ' — AUC=0.72 (95% CI:0.52-0.92)

T * T T
1.0 05 0.0
Specificity

Figure 3. ROC analysis: ventricle to total brain ratio and VP shunt dependencies.

3.4. Multivariable Analysis of Risk Factors for Persistent Hydrocephalus

A multivariable analysis was conducted for the variables VIB ratio, EoR (%), pre-
operative tumor volume, residual tumor volume, and the occurrence of preoperative
hydrocephalus to identify the risk factors for persistent hydrocephalus. Figure 4 shows
forest plots summarizing the results of the multivariate binary logistic regression analysis.

Forest Plot

OR: 1.73
Cl: (0.27, 11.30)
P-value: 0.565

OR: 2.00
Cl: (0.21, 18.79)
P-value: 0.543

OR: 1.19
Cl: (0.13, 11.03)
P-value: 0.878

OR: 9.14
Cl: (1.21, 69.25)
P-value: 0.032

OR: 6.24
Cl: (1.02, 38.04)
P-value: 0.047

10° 161 162
Odds Ratio (log scale)
Figure 4. Forest plots from multivariable binary logistic regression analysis: VIB ratio and EoR (%)
are independent predictors of persistent HCP in VS.

An increased VTB ratio (>0.049, OR: 6.2, 95% CI: 1.0-38.0, p = 0.047) and an EoR <
96.4% (OR: 9.1, 95% CI: 1.2-69.3, p = 0.032) were identified as independent predictors of
postoperative VP shunt dependency.
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4. Discussion

This study examined the preoperative factors potentially predicting the need for VP
surgery after VS surgery in the presence of persistent hydrocephalus.

The results show that the ratio of the volume of the total brain and the ventricle system
is a quick and useful measure that facilitates the identification of patients with persistent
hydrocephalus. Postoperative deterioration due to hydrocephalus could be prevented by
temporary cerebrospinal fluid drainage with an EVD system perioperatively or by selecting
at-risk patients for early VP surgery.

A total of 12 patients (12/169; 16.9%) were indicated for permanent CSF diversion
following surgery. Of these, four had preoperative HCP. Although there are studies
reporting similar frequencies of postoperative HCP [16], the range largely varies between
3.7 and 42% [5-9] depending on the timing of the evaluation for HCP and the potential
under-reporting of HCP cases in the literature focusing on the surgical outcomes and
complications of VS surgery.

In a systematic review, Russo et al. [16] demonstrated that tumor size and CSF are
predictors of persistent hydrocephalus after VS surgery. Smaller tumors are more likely
to be found in shunt-dependent patients [4,16]. Gerganov et al. [10] outlined a higher
rate of HCP resolution in patients with smaller VS (3.4 cm vs. 4.3 cm), although this find-
ing lacked statistical significance. Our study could not confirm those findings, although
volumetric data collection is less prone to incorrect measurements than diameter measure-
ments [17]. However, more large-scale cohorts with volumetric data are needed to show
exact correlations.

In this study, ROC analyses of the VTB ratio 0.712 (95% CI: 0.51-0.91, p = 0.036) showed
significant results in predicting persistent HCP. The VTB ratio had an optimal cut-off of
>0.449 with a sensitivity of 67%, a specificity of 81%, and a Youden 's Index of 0.48. ROC
analysis for the ventricle system did not show significant results, with an AUC of 0.689
(95% CI: 0.486-0.892, p = 0.068). A comparison with other studies was not possible, as no
other study had used volumetric data, except for tumor volume, as possible predictors of
persistent HCP. The implications of a higher specificity versus a lower sensitivity, partic-
ularly in a clinical setting, should be discussed in terms of minimizing unnecessary VP
procedures. A high specificity ensures that most patients identified as not needing VP
surgery are correctly diagnosed, reducing the risk of over-treatment by using the VTB ratio.
The limitation of lower sensitivity implies that certain patients who may benefit from early
VP shunt placement could remain unidentified, leading to a delay in necessary interven-
tions. Clinicians are required to balance the risks associated with false positives and false
negatives. In scenarios where the implications of untreated hydrocephalus are particularly
severe, a lower specificity might be considered acceptable to ensure that high-risk patients
receive prompt treatment. Therefore, employing a multifactorial approach that integrates
the VTB ratio with additional diagnostic markers could potentially refine clinical decision
making and improve patient outcomes.

Multivariable logistic regression analyses of imaging data (pre- and postoperative VS
volume, VTB ratio, EoR (%), and patient-specific factors (preoperative hydrocephalus))
revealed that an increased VTB ratio (>0.049, OR: 6.2, 95% CI: 1.0-38.0, p = 0.047) and a low
EoR % (<96.4%, OR: 9.1, 95% CI: 1.2-69.3, p = 0.032) were independently associated with
postoperative VP shunt dependency.

Removing the primary tumor remains the best treatment to reduce the risk of post-
operative persistent hydrocephalus, achieving a resolution in more than 85% of cases [16].
However, a high preoperative VTB ratio is an independent predictor for the requirement
for postoperative VP shunt surgery, and patients may therefore benefit from perioperative
EVD placement. Since VS-associated hydrocephalus is theoretically reversible, the latter
option should be considered before VP surgery [10].

This study presents several considerations that warrant acknowledging. A potential
limitation of this study is its retrospective design, which means that it is not possible to
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completely rule out bias, incomplete data, or inconsistent and limited follow-up time.
Additionally, a larger sample size would provide more robust statistical analyses.

It should be noted that this study applied highly selective inclusion criteria, such
as homogeneous treatment via the retrosigmoid approach in the semi-sitting positioning,
and sporadic VSs only. Vychopen et al. showed, in a meta-analysis with 736 patients,
that the semi-sitting position has no effect on the development of hydrocephalus in VS
compared to the park-bench position [22]. Other studies have demonstrated that volumetric
measurement is superior to two-dimensional measurement of VS in terms of accuracy
and reliability of outcome assessments [20]. Furthermore, the evaluation of VP shunt
dependency is limited by the absence of CSF protein data because perioperative EVD
insertion for VS surgery is not performed [16] in the routine at the present institution.

To the best of our knowledge, the present study is the first to investigate hydrocephalus
after VS surgery with volumetric MRI data.

5. Conclusions

The VTB ratio is an independent predictor for identifying VP-shunt-dependent pa-
tients after VS surgery and might be a future quick-to-use clinical tool for preoperative
planning for VS surgery. The VTB ratio may serve as a preoperative indicator for neuro-
surgeons during preoperative assessment to determine the necessity of perioperative EVD
placement.

Author Contributions: Conceptualization, ].W. and L.H.; methodology, ].W. and L.H.; formal anal-
ysis, L.H.; investigation, ].W. and L.H.; data curation, F.G., ] W., and L.H.; writing—original draft
preparation, J.W. and L.H.; writing—review and editing, E.G., M.V,, FA,, AEB,, LH,, and JW,
visualization, L.H.; supervision, ].W. and L.H. All authors have read and agreed to the published
version of the manuscript.

Funding: The authors acknowledge support from the German Research Foundation (DFG) and
University of Leipzig within the Open Access Publishing program.

Institutional Review Board Statement: This study was performed in line with the principles of the
Declaration of Helsinki. Approval was granted by the Ethics Committee of the University of Leipzig
(protocol code: 352/23-ek and date of approval: 21 November 2023).

Informed Consent Statement: For this type of study, formal consent is not required.
Data Availability Statement: Research data will not be shared.

Acknowledgments: All graphical representations were created with Python 3.0 and R statistics 4.4.1
in the Jupyter notebook application.

Conflicts of Interest: The authors declare no conflicts of interest.

References

1. Rosahl, S.; Bohr, C.; Lell, M.; Hamm, K ; Iro, H. Diagnosis and Management of Vestibular Schwannomas—An Interdisciplinary
Challenge. Laryngorhinootologie 2017, 96, S152-5182. [CrossRef] [PubMed]

2. Gupta, VK,; Thakker, A.; Gupta, K.K. Vestibular Schwannoma: What We Know and Where We are Heading. Head Neck Pathol.
2020, 14, 1058-1066. [CrossRef]

3. Harati, A.; Scheufler, K.M.; Schultheiss, R.; Tonkal, A.; Harati, K.; Oni, P.; Deitmer, T. Clinical features, microsurgical treatment,
and outcome of vestibular schwannoma with brainstem compression. Surg. Neurol. Int. 2017, 8, 45. [CrossRef] [PubMed]

4. Fairhead, R.; Harris, L.; Shoakazemi, A.; Pollock, J. Hydrocephalus in patients with vestibular schwannoma. Acta Neurochir. 2023,
165, 4169-4174. [CrossRef] [PubMed]

5. Bloch, J.; Vernet, O.; Aubé, M.; Villemure, J.G. Non-obstructive hydrocephalus associated with intracranial schwannomas:
Hyperproteinorrhachia as an etiopathological factor? Acta Neurochir. 2003, 145, 73-78. [CrossRef]

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

7. Rogg, ]M.; Ahn, SH.; Tung, G.A.; Reinert, S.E.; Norén, G. Prevalence of hydrocephalus in 157 patients with vestibular
schwannoma. Neuroradiology 2005, 47, 344-351. [CrossRef]

8.  Tanaka, Y.; Kobayashi, S.; Hongo, K.; Tada, T.; Sato, A.; Takasuna, H. Clinical and neuroimaging characteristics of hydrocephalus

associated with vestibular schwannoma. J. Neurosurg. 2003, 98, 1188-1193. [CrossRef]


https://doi.org/10.1055/s-0042-122386
https://www.ncbi.nlm.nih.gov/pubmed/29036751
https://doi.org/10.1007/s12105-020-01155-x
https://doi.org/10.4103/sni.sni_129_16
https://www.ncbi.nlm.nih.gov/pubmed/28480107
https://doi.org/10.1007/s00701-023-05866-2
https://www.ncbi.nlm.nih.gov/pubmed/37935949
https://doi.org/10.1007/s00701-002-1021-7
https://doi.org/10.1097/00006123-200106000-00010
https://doi.org/10.1007/s00234-005-1363-y
https://doi.org/10.3171/jns.2003.98.6.1188

J. Clin. Med. 2024, 13, 5789 10 of 10

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Wada, K.; Nawashiro, H.; Shimizu, A.; Shima, K. MRI analysis of hydrocephalus associated with acoustic neurinoma. Acta
Neurochir. Suppl. 2003, 86, 549-551. [CrossRef]

Gerganov, V.M,; Pirayesh, A.; Nouri, M.; Hore, N.; Luedemann, W.O.; Oi, S.; Samii, A.; Samii, M. Hydrocephalus associated with
vestibular schwannomas: Management options and factors predicting the outcome. J. Neurosurg. 2011, 114, 1209-1215. [CrossRef]
Fukuda, M.; Oishi, M.; Kawaguchi, T.; Watanabe, M.; Takao, T.; Tanaka, R.; Fujii, Y. Etiopathological factors related to hy-
drocephalus associated with vestibular schwannoma. Neurosurgery 2007, 61, 1186-1192; discussion 1183-1192. [CrossRef]
[PubMed]

Al Hinai, Q.; Zeitouni, A.; Sirhan, D.; Sinclair, D.; Melancon, D.; Richardson, ]J.; Leblanc, R. Communicating hydrocephalus and
vestibular schwannomas: Etiology, treatment, and long-term follow-up. . Neurol. Surg. B Skull Base 2013, 74, 68-74. [CrossRef]
Miyakoshi, A.; Kohno, M.; Nagata, O.; Sora, S.; Sato, H. Hydrocephalus associated with vestibular schwannomas: Perioperative
changes in cerebrospinal fluid. Acta Neurochir. 2013, 155, 1271-1276. [CrossRef]

Prabhuraj, A.R; Sadashiva, N.; Kumar, S.; Shukla, D.; Bhat, D.; Devi, B.I.; Somanna, S. Hydrocephalus Associated with Large
Vestibular Schwannoma: Management Options and Factors Predicting Requirement of Cerebrospinal Fluid Diversion after
Primary Surgery. J. Neurosci. Rural Pract. 2017, 8, 527-532. [CrossRef]

Kanayama, S.; Kohno, M.; Okamura, K.; Yoshino, M.; Segawa, H.; Saito, I.; Sano, K. [Case of hydrocephalus associated with
vestibular schwannoma, treated by tumor removal]. No Shinkei Geka 2006, 34, 391-395. [PubMed]

di Russo, P; Fava, A.; Vandenbulcke, A.; Miyakoshi, A.; Kohno, M.; Evins, A.L; Esposito, V.; Morace, R. Characteristics and
management of hydrocephalus associated with vestibular schwannomas: A systematic review. Neurosurg. Rev. 2021, 44, 687—-698.
[CrossRef]

Vakilian, S.; Souhami, L.; Melangon, D.; Zeitouni, A. Volumetric measurement of vestibular schwannoma tumour growth
following partial resection: Predictors for recurrence. J. Neurol. Surg. B Skull Base 2012, 73, 117-120. [CrossRef] [PubMed]
Gjuric, M.; Mitrecic, M.Z.; Greess, H.; Berg, M. Vestibular schwannoma volume as a predictor of hearing outcome after surgery.
Otol. Neurotol. 2007, 28, 822-827. [CrossRef]

Yao, L.; Alahmari, M.; Temel, Y.; Hovinga, K. Therapy of Sporadic and NF2-Related Vestibular Schwannoma. Cancers 2020, 12,
835. [CrossRef]

Prueter, J.; Norvell, D.; Backous, D. Ki-67 index as a predictor of vestibular schwannoma regrowth or recurrence. J. Laryngol. Otol.
2019, 133, 205-207. [CrossRef]

Blatter, D.D.; Bigler, E.D.; Gale, S.D.; Johnson, S.C.; Anderson, C.V.; Burnett, B.M.; Ryser, D.; Macnamara, S.E.; Bailey, B.J.
MR-based brain and cerebrospinal fluid measurement after traumatic brain injury: Correlation with neuropsychological outcome.
AJNR Am |. Neuroradiol. 1997, 18, 1-10. [PubMed] [PubMed Central]

Vychopen, M.; Arlt, E; Gtiresir, E.; Wach, ]. How to position the patient? A meta-analysis of positioning in vestibular schwannoma
surgery via the retrosigmoid approach. Front. Oncol. 2023, 13, 1106819. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.


https://doi.org/10.1007/978-3-7091-0651-8_112
https://doi.org/10.3171/2010.10.JNS1029
https://doi.org/10.1227/01.neu.0000306096.61012.22
https://www.ncbi.nlm.nih.gov/pubmed/18162897
https://doi.org/10.1055/s-0033-1333621
https://doi.org/10.1007/s00701-013-1742-9
https://doi.org/10.4103/jnrp.jnrp_264_17
https://www.ncbi.nlm.nih.gov/pubmed/16613220
https://doi.org/10.1007/s10143-020-01287-2
https://doi.org/10.1055/s-0032-1301395
https://www.ncbi.nlm.nih.gov/pubmed/23542125
https://doi.org/10.1097/MAO.0b013e318068b2b0
https://doi.org/10.3390/cancers12040835
https://doi.org/10.1017/S0022215119000549
https://www.ncbi.nlm.nih.gov/pubmed/9010514
https://www.ncbi.nlm.nih.gov/pmc/PMC8337869
https://doi.org/10.3389/fonc.2023.1106819
https://www.ncbi.nlm.nih.gov/pubmed/36816965

	Introduction 
	Materials and Methods 
	Study Design and Patient Characteristics 
	Clinical Data Recording 
	Image Analyses 
	Surgical Procedure and Follow-Up Regime 
	Immunohistochemistry 
	Statistics of Institutional Data 

	Results 
	Patient Characteristics 
	Patient Characteristics in VP-Shunt-Dependent and Non-Dependent Patients 
	Volumetrics and Association with Ventriculo-Peritoneal (VP) Shunt Dependency 
	Multivariable Analysis of Risk Factors for Persistent Hydrocephalus 

	Discussion 
	Conclusions 
	References

