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PAT VAN PE

Ung thu dai truc trang (trong d6 gan mot phan ba 1a ung thu tryc
trang) la bénh pho bién trén thé gidi va co xu hudng gia tang, ding
thir ba vé ty 1& méc va ding thir tu vé ty 18 tir vong do ung thu.

Trong ung thu truc trang (UTTT), hach viing gitp cung cap théng
tin quan trong d6i véi viéc didu tri hoa xa tri bo tro. Nhiéu nghién
ctru chi ra rang, hach bach huyét 1a mét bién doc lap trong tién luong
UTTT. S6 luong hach ving vét duoc phu thugc nhiéu vao ki thuat
vét hach. Hién nay, cit bo mac treo truc trang (Total mesorectal
excision - TME) cling mach mau tai t6i tan gc mét cach co hé théng
trg thanh tiéu chuan trong diéu tri phiu thuat UTTT. N6 gidp lay bo
duoc toan bo to chic xung quanh khdi u va c6 kha ning tim thay
hach bach huyét nhidu hon. Ngoai sé lwong hach ving vét duoc, xét
nghiém chinh xac hach ving c6 di can hay khong di can c6 vai tro
quan trong. Xét nghiém hoa md mién dich cho nhiing bénh nhan
nguy co cao ma trén cac ky thuat mé hoc théng thuong khong phat
hién di can da duoc mot s6 nghién ctru khuyén céo.

Tai Viét Nam, nghién ciru vé hach viing, cac yéu té lién quan dén
di can hach ving, két qua diéu tri phau thuét cat truc trang va mac
treo tryuc trang trong UTTT da dugc thuc hién. Tuy nhién chua co
nhiéu nghién ciru dugc céng bd. Xuit phat tir nhirng vin dé néu trén
ching t6i thuc hién dé tai:“Nghién ciru ddc diém di cin hach va két
qua diéu tri phau thuat ung thw truc trang tai Bénh vién K”
nham 2 muc tiéu sau:

1. Phan tich ddc diém di cin hach va mét so yéu té nguy co cua
nhoém bénh nhdn ung thw truc trang dwoc phau thugt triés cdan tai
Bénh vién K.

2. Pdnh gid két qua diéu tri ciia nhém bénh nhan nghién ciu.

CAU TRUC LUAN AN
Luan an dai 131 trang, gom: dat van dé 2 trang, tong quan 36
trang, doi tuong va phuong phap nghién cuu 18 trang, ket qua nghién
cau 30 trang, ban luan 42 trang, két luan 2 trang va kién nghi 1 trang.
~Luan an c6 43 bang, 11 biéu dd, 11 hinh anh, 182 tai ligu tham khao
tiéng Viét va tieng Anh.



Chuong 1: TONG QUAN TAI LIEU
1.1. Giai phau truc trang

Tryc trang 1a doan tiép theo cua dai trang xich ma di tir ddt séng
cuing ba téi hau mon, gom hai phan: Phan trén phinh ra dé chaa phan
goi la bong truc trang, dai 12 - 15 cm, nam trong chau hong bé. Phan
dudi hep di dé giir va thao phan dai 2 - 3 cm goi 1a 5ng hau mon.

- Mac treo tryc trang (MTTT): 1a t6 chirc xo md gidi han gitra co
thanh tryc trang va la tang cta can day chau hay con goi la can truc
trang, bao phu 3/4 chu vi truc trang mit sau bén, duéi phic mac. Mat
trugc truc trang dudi phic mac ciing 1a to chie xo ma. Khéi u truc
trang xam lan hét chiéu sau cua thanh tryc trang phat trién vao MTTT
vuot qua cn truc trang vao thanh chau, xam lan vao té chac quanh
tryc trang. Nhitng nghién ctu md bénh hoc UTTT cho thay té bao
ung thu lan theo hé bach huyét trong MTTT xudng dudi khdi u 4cm
va trén 98% - 99% dién cit theo thanh truc trang dudi phiic mac 5cm
la khdng con té bao ung thu. D6 1a Iy do vé mit ung thu hoc ddi voi
phau thuat UTTT phai cit bd MTTT duéi khéi u tdi thiéu 1a 5cm.
Vi khdi u truc trang thap cat toan bo MTTT la bat budc va dién cét
thanh truc trang dudi khéi u tdi thiéu 1a 2cm dé dam bao nguyén tic
phau thuat ung thur.

- Bach huyét cua tryc trang:

Bach huyét cia MTTT: day la duong bach huyét chinh cua truc
trang di doc theo mach mau trong MTTT. Cac hach canh truc trang
dan bach huyét vé hach trung gian nam & chd chia caa dong mach
truc trang trén (hach Mondor); sau d6 tiép tuc di 1én theo bo mach
mac treo trang dudi d6 vé& hach canh dong mach chi noi xudt phat
dong mach mac treo trang dudi; roi qua mot sé chang hach phia trén
nhu hach sau tuy, hach géc dong mach mac treo trang trén, hach tinh
mach ctra vacudi cung d6 vé éng nguc.

Ngoai ra, bach huyét cua truc trang con bao gém: hach bach huyét
dudi can 14 thanh truc trang, bach huyét hd ngdi tryuc trang.

1.2. Giai phiu bénh ung thw truc trang

Ung thu biéu mo tuyén chiém 90 - 95% trong téng sb cac ung thu
cua tryc trang.

- Phan loai md bénh hoc (theo T chirc Y té thé gidi 2010): ung thu
biéu md tuyén duoc phan loai bao gdm: ung thu biéu mé tuyén trimg



ca dang sang, ung thu biéu mo tuy, ung thu vi nhd, ung thu biéu mo
dang keo, ung thu biéu mé tuyén ring cua va ung thu té bao nhan.

- Do biét hda té bao (theo Dukes): biét hod cao, biét hod vira va biét hoa kém.

- Phén loai TNM (theo AJCC 2010):

T (U nguyén phat): Ti: Ung thu tai chd, chua pha v mang day, khu
trd & niém mac; T,: U xam lan 16p dudi niém; T,: U xam lan 16p co;
T5: Khéi u xam 1an qua 16p co t6i sét thanh mac; T4.: U tham nhidm
bé mat thanh mac; T4, :U xam lan vao t6 chirc xung quanh tryc trang.

N (Hach vung): No: Chua di cdn hach vang; Ni: Di can 1-3 hach
vung; Nia: Di can 1 hach vung; Ny,: Di c¢dn 2-3 hach vang; Ny.: Di
cin nhén vé tinh dudi thanh mac, mac treo rudt, to chirc xung quanh
truc trang; N,: Di can 4 hach vung tré 1€n; N,,: Di can 4-6 hach vung;
Noy: Di cidn 7 hach vung tro 1én.

M (Di can xa): Mg: Chua di can; My: C6 di cdn xa; My, C6 di can
mot co quan, vi tri, hach xa; Mypy: C6 di cin nhiéu co quan, phic mac.
1.3. Chan do4n

- Triéu ching 18m sang:

+ Triéu ching co nang: Chay mau tryc trang; rdi loan luu thong
rudt; thay déi khudn phan; dau ha vi, dau tang sinh mdn, budn di
ngoai, cam giac di ngoai khong hét phan...

+ Tham tryc trang: 1a phuong phép kinh dién, gitip chan doan bénh.
Tham tryc trang cho phép xac dinh hinh dang u, kich thudc khdi u so
véi chu vi tryc trang, vi tri u cach ria hau mon va mirc xam lan ung
thu, day 1a mot thong tin quan trong trong chién lugc diéu tri UTTT.

- Triéu chlrng can 1am sang:

+ S0i tryc trang: 13 phuong phap quan trong dé chian doan UTTT.
Qua soi ¢6 thé biét vi tri, kich thudc, hinh dang u, dong thoi co thé
gidp sinh thiét dé chan doan giai phau bénh hoic gitip dat dau do siéu
am dé danh gia muc xam lan, di can hach ving cta ung thur.

+ Chuyp cit 16p vi tinh va cong hudng tir: cho phép xac dinh chinh
xéac khéi u, kich thudc u, mirc d6 xam lan caa u. N6 con cho phép
phét hién nhitng hach di can tiéu khung ma thim kham bang tay
khong thé so thay.

+ Siéu am noi tryc trang: cho phép danh gia mic xam lan cua ung
thu, dac biét n6 c6 thé phét hién cac tén thuong di cin hach tiéu
khung véi d6 nhay, d6 dac hiéu va @6 chinh xac cao.



+ Chup PET-CT, xét nghiém CEA: phat hién sém tai phat sau mo
va di cin xa.
1.4. Piéu tri

- Phiu thuat: 12 phuong phap quan trong nhat. Phiu thuat cit toan
bd MTTT ddi v6i UTTT giita va UTTT thap, cit MTTT dudi khdi u
t6i thiéu Scm dbi voi UTTT cao 1a chi dinh tiéu chudn trong diéu tri
phﬁu thuat UTTT. Thuc hién ph?au thuét cit bo toan bd mac treo truc
trang mot cach co hé thong s& gitp 1y bo duge toan bo t6 chirc xung
quanh khdi u va c6 kha ning tim thay hach bach huyét nhiéu hon.

- Xa tri: 1am giam kich thuéc khdi u va di can hach ving truéc khi
phau thuat; lam giam ty I¢ tai phat va di can tai chau hong.

- Hoa tri: gip tiéu diét cac 6 di can vi thé, lam giam nguy co tai phat.

Chuong 2: POI TUQONG VA PHUONG PHAP NGHIEN CUU

2.1. Péi twgng nghién ciru: bao gom 116 bénh nhan ung thu
truc trang dugc chan doan, dicu tri tai Bénh vién K Trung uong,
tir thang 01/2012 dén thang 12/2015.

2.1.1. Tiéu chudn lwa chon

- Bénh nhén dugc chan doan xac dinh 1a ung thu biéu mo tuyén,
chua c¢6 di cédn xa);

- Bénh nhan duoc phiu thuat triét cin, cat truc trang va mac treo;

- C6 day da ho so bénh an va duoc theo ddi dinh ky trong thoi
gian nghién ctru.

2.1.2. Tiéu chudn logi triv

- Ung thu tryc trang tai phét hodc ung thu tir noi khac di can tdi tryc trang;

- Bénh nhan c6 ung thu khac phdi hop.

2.2. Phuong phap nghién ctiru

2.2.1. Phwong phdp: nghién ciru mo ta tién ciru.
2.2.2. Cé mdu

C& mau duoc tinh theo cong thuc:

pxq
(ex p)?

Thay vao cong thirc ta c6 n = 73. Nhu vy, ¢& mau tdi thiéu can
cho nghién ctru la: 73 bénh nhan.

N=2Za1-a2)%



2.?.3. Phwong phdp tién ﬂdnh: bﬁ:nh nhan duoc le‘}m bénh an theo
mau bénh an nghién ctru thong nhat, thu thap cac bién s6 nghién ciru
v€ cac mat sau.

2.2.3.1. Bdc diém di can hach va mét sé yéu té nguy co:

* Pac diém di can hach qua lam sang:

- Thoi gian méc bénh: dudi 3 thang, tir 3 d&én 6 thang, tir 7 dén 12
thang va trén 12 thang.

- Triéu ching co nang: thay ddi thoi quen dai tién, di ngoai phan
c6 mau, di ngoai phan c6 nhay, di ngoai phan tao, di ngoai phan long,
di ngoai ngay nhiéu lan, dau ha vi, tang sinh mén, budn di ngoai, cam
giac di ngoai khong hét phén, di ngoai kho, bién ddi khuén phan.

- Tham kham tryc trang:

+ Xac dinh mac xam 1an cua u;

+ Panh gia so bo: vi tri u, hinh dang u, kich thudc khdi u.

* Pac diém di can hach qua can lam sang:

- Xét nghiém CEA truéc md: CEA < 5 ng/ml, CEA 5-10 ng/ml,
CEA > 10 ng/ml

- Soi tryc trang:

+ Xac dinh vi tri u;

+ Sinh thiét u, chan doan xac dinh UTTT bang xét nghiém mo
bénh hoc;

+ Két hop vé6i xét nghiém giai phiu bénh xac dinh hinh dang u, kich
thude u.

- Xét nghiém giai phau bénh:

+ DPai thé:

. B6i v6i doan truc trang: hinh dang u, kich thudc khéi u;

. B6i véi hach vung: vi tri hach, kich thudc hach.

+ Vi thé:

. Vi thé thuong quy: loai mo6 hoc, d6 mo6 hoc, xam 14n cta khoi u.

. Xét nghiém hoa md mién dich (HMMD): nhitng bénh nhan ma
hach ving dugc xét nghiém vi thé thuong quy khdng phat hién thay
di can ung thu dugc lua chon lam )gét nghiém dé phét hién vi di can
hach bang nhugm HMMD v¢i c&c dau an CK va CK20.



* Xdc dinh mét s6 yéu 16 nguy co téi di cin hach: Déi chiéu gitra
di cin hach véi cac yéu t6 nguy co: thoi gian méc bénh, vi tri u, hinh
thai u, kich thuge u, xam lan u, sb lwong hach vét dugc, kich thuge
hach, d0 m6 hoc, nong d6 CEA trudc md, mot sd yeu t6 khac. Phan
tich hoi quy da bién gitra di can hach v&i mot sé yéu td nguy co.
2.2.3.2. Pdnh gid két qua diéu tri ciia nhém bénh nhan nghién
cuu:

* K7 thugt phau thugt cat truc trang va mac treo tryec trang.
* Két qua sém:

- Phuong phép diéu tri.

- Phuong phép phau thuat:

- Thoi gian phau thuat.

- Ghi nhan céc tai bién, bién ching va tir vong:

- Két qua nao vét hach ving:

+ Két qua hach nao vét duoc: téng sb hach vét duoc, sd hach vét
dugc trung binh/1 bénh nhan, sb hach vét duge nhiéu nhat/l bénh
nhan, s6 hach vét dugc it nhat/1 benh nhan.

+ Viéc thyuc hién vét ti thiéu 12 hach/1 bénh nhan: s6 luong va ty
1€ bénh nhan co ) lugng hach vét dugc > 12 hach; sb lugng va ty 1€
bénh nhan c6 sb lugng hach vét duoc <12 hach.

+ Két qua hach di can nao vét duogc: téng sb hach di can vét duoc,
s6 hach di can vét duoc trung binh/1 bénh nhéan, s6 hach di can vét
dugc nhidu nhat/1 bénh nhan, s6 hach di can vét dugc it nhit/1 bénh
nhan.

* Két qua xa:

- Thoi gian song thém toan bo.

- Phan tich t6i thoi gian song thém sau mo theo cac yéu té lién
quan: hinh dang u, kich thirc u, mic do xam lan u, kich thuéc hach,
tinh trang hach vung, phan loai hach vung, loai mé hoc, CEA trudc
mo, giai doan bénh, mot sé yéu té khéc.

2.3. Xir Iy s6 ligu: So liéu duoc thu thap theo mau bénh an thing
nhat, dugc ma hoa va xir Iy bang phan mén SPSS 20.0.

2.4. Pao dirc nghién ctru: Nghién ciru nay khong lam thay doi quy
trinh chan doén, diéu tri va theo ddi ctia bénh nhan. Céc thong tin vé
bénh nhan duoc luu trir, ma hoa va bao mat.



Chuong 3: KET QUA NGHIEN CUU
3.2. Piac dién} di ciin hach va mgt sb yéu t6 nguy co
3.2.1. Dac diém di cin hach
3.2.1.2.Triéu chitng co nang
Bang 3.4. Tri¢u ching co nang

. Khéng di
P , Di cin 9 Chun
Triéu chikng hach n (%) cann(l(}/z,;;:h n (%)g
Thay doi thoi quen dai tién 30(83,3) | 58(72,5) | 88(75,9)
bi ngoai phan ¢6 mau 33(91,7) | 75(93,8) | 108 (93,1)
Di ngoai phan c6 nhay 33(91,7) | 62(775) | 95(81,9)
i ngoai phan tao 17 (47,2) | 31(38,8) | 48(41,4)
Di ngoai phan 16ng 18 (50,0) | 34 (42,5) | 52 (44,8)
Di ngoai ngay nhiéu lan 24 (66,7) | 58 (72,5) | 82(70,7)
Pau ha vi, tang sinh mon 14 (38,9) | 35(43,8) | 49(42,2)
Budn di ngoai 10(27,8) | 21(26,3) | 31(26,7)
Cam giac di ngoai khong hét phan | 18 (50,5) | 45 (56,3) | 63 (54,3)
Di ngoai kho 31(86,1) | 65(81,3) | 96(82,8)
Bién doi khubn phan 31(86,1) | 70(87,5) | 101(87,1)

Nhdn xét: CAc triéu chig thuong gap nhat 1a: di ngoai phan c6 mau
(93,1%), bién ddi khudn phan (87,1%), di ngoai kho (82,8%), di
ngoai phan c6 nhay (81,9%), thay d6i théi quen dai tién (75,9%).
Nh6m bénh nhén ¢6 di can hach: 5 triéu ching thuong gap nhat 1a: di
ngoai phan c6 mau (91,7%), di ngoai phan c6 nhay (91,7%), di ngoai
kho (86,1%), bién ddi khudn phan (86,1%), thay ddi thoi quen dai
tién (83,3%).

3.2.1.4. Xét nghiém CEA truéc mo

Bang 3.7. Xét nghiém CEA triréc mo

Di can hach

Khong di can

Chung

CEA (ng/ml) n (%) hach n (%) n (%)
<5 ng/mi 16 (44,4) 46 (575) | 62 (53.4)
5 - 10 ng/ml 9 (25,0) 24 (30,0) 33(28,5)
>10 ng/ml 11 (30,6) 10125 | 21(18,1)

Tong 36 (100,0) | 80 (100,0) | 116 (100,0)
0=0,065




Nhén xét: Nong do CEA > 5 ng/ml chiém ty 18 46,6%. Ty I¢ bénh
nhén c6 nong d6 CEA >5 ng/ml ctia nhém di can hach (55,6%) cao
hon nhom khong di can hach (42,5%).

3.2.1.6. Xét nghiém gidi phau bénh

< Do mb hoc

Bdng 3.13. Do mb hoc

D6 mé hoc Di can hach | Khéng di cin Chung
: : n (%) hach n (%) n (%)
Biét hoa cao 4(11,1) 12 (15,0) 16 (13,8)
Biét hoa vira 30 (83,3) 68 (85,0) 98 (84,5)
Biét hoa kém 2 (5,6) 0(0) 2 (1,7)
Téng 36(100,0) | 80(100,0) | 116 (100,0)
p=0,094

Nhdn xét: Phan 16n (84,5%) la biét hoa vira, chi co ty 18 nhé (13,8%)
Ia biét hoa cao va biét hoa kém (1,7%). Nhom bénh nhén di can hach:
biét héa vira chiém ty 1& cao nhat: 83,3,%; biét hda cao va biét hoa
kém chi chiém ty 1¢ nho twong tng lan luot 12 11,1% va 5,6%. Ty 1&
biét hoa kém cua nhoém di can hach 1a 5,6%. Trong khi, nhom khong
di can hach khong c6 bénh nhan nao biét hoa kém (p>0,05).

< Xam lan u (theo AJCC 2010)
Bang 3.14. Xam ldn u

Xam lanu Di can hach g:.éﬂgc(ﬂ Chung

n (%) n (%) n (%)

pT1 0(0) 3(3,8) 3(2,6)
pT2 3(8,3) 21 (26,3) 24 (20,7)
pT3 10 (27,8) 23 (28,8) 33(28,5)
0T4a + pT4b 23 (63,9) 33 (41,3) 56 (48,2)
Téng 36 (100,0) | 80(100,0) | 116 (100)




p=0,049 |

Nhan xét: Ty 1€ pT4 cua nhdm bénh nhan c6 di cén hach (63,9%) cao
hon nhém bénh nhan khéng di can hach (41,3%) (p<0,05).

¢ Hach ving (theo phan logi AJCC 2010)
Bang 3.15.Hach vung

Di cin hach Bénh nhén Ty 1€ %
NO 80 69,0
Nla 13 11,2
N1b 16 13,8
Nic 1 0,9
N2a 3 2,6
N2b 3 2,6

Tong 116 100,0

Nhdn xét: Bénh nhén di can hach 1a 36 chiém ty 1€ 31%; bénh nhan khong
di can hach 1a 80 chiém ty 1€ 69%. Ty 1€ bénh nhan c6 phan giai doan
hach viing NO, N1 va N2 tuong (mg 1an Iuot 14 69%, 25.9% va 5,2%.
% Xét nghiém hda md mién dich tim vi di can

Bang 3.16. Xét nghiém héa md mién dich

Xét nghiém héa mé miéndich | Bénhnhan | Tyl %
Co6 vi di cidn hach 19 23,8%
Khong vi di can hach 61 76,2%

Tong 80 100,0%

Nhén xét: 80 bénh nhan ma hach ving duoc xét nghiém vi thé
thuong quy khong phat hién thiy di cin ung thu dugc xét nghiém
phat hién cac vi di cin hach bang nhuém HMMD cho két qua:19/80
bénh nhén chiém ty 1& 23,8% co ton thuong vi di can.

3.2.2. M{t s6 yéu té nguy co di cin hach
%  Doi chiéu gitra di can hach véi vi tri u (so vdi ria hdu moén)
Bdang 3.18. Doi chiéu giita di can hach vai vi triu

i ciin hach Co Khoéng Téng

Vitriu n (%) n (%) n (%)
>7 cm 28 (41.8) | 39(58.2) | 67 (100)
<7cm 8(163) | 41(83,7) | 49 (100)
Téng 36 (31,0) | 80(69,0) | 116 (100)

OR = 3,6; 95% [1,5 - 9,01]; p = 0,003
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Nhdn xét: Nguy co di can hach & nhdm bénh nhan ung thu tryc trang

cao va trung binh cao gap 3,6 lan so v6i nhdm bénh nhan ung thu

tryc trang thap vai 95% [1,5 - 9,01] (p<0,05).

% Doi chiéu giika di cin hach voi kich thude u (so véi chu vi triee rrang)
Bdng 3.20. Poi chiéu di giita cin hach Vi kich thuréc u

i_cin hach Co Khéng Téng
Kich thwoc n (%) n (%) n (%)
>1/2 chu vi 26(39,4) | 40(60,6) | 66 (100)
<12 chuvi 10 (20,0) | 40(80,0) | 50 (100)
Tong 36(3L0) | 80(69,0) | 116 (100)
OR =2,6; CI95% [1,04 - 6,82]; p = 0,025

Nhdn xét: Nguy co di can hach & nhém bénh nhan u chi’ém >1/2 chu vi
truc trang cao gap 2,6lan so véi nhém bénh nhén u chiém < 1/2 chu vi

vei C195% [1,04 - 6,82] (p<0,05).
% Poi chiéu giita di can hach véi xdam lan u

Bang 3.21. Poi chiéu giita di cdn hach véi xam lan u

Bi_ciin hach Co Khéng Téng
Xam lan u n (%) n (%) n (%)
pT4 23(41,1) | 33(58,9) | 56(100)
DT 1+pT2+pT3 13(2L,7) | 47(783) | 60 (100)
Téng 36 (3L,0) | 80(69,0) | 116 (100)
OR =2,52; CI95% [1,12 - 5,68]; p = 0,024

Nhgn xét: Nguy co di can hach & nhdm bénh nhéan cé xam lan u pT4
cao gip 2,52 lan so véi nhém bénh nhan coxam Ian upT1+pT2+pT3
voi C195% [1,12 - 5,68] (p<0,05).
% Doi chiéu gitta di can hach voi kich thuoc hach

Bang 3.23. Doi chiéu gitra di cin hach véi véi kich thiréc hach

i ciin hach Co Khéng Téng
Kich thuéc n (%) n (%) n (%)
>10 mm 34 (94.4) 6(75 | 40 (100)
<10 mm 2 (5.6) 74(92,5) | 76 (100)
Téng 36(31,0) | 80(69,0) | 116 (100)
OR =209,7; C195% [40,2 - 1093]; p = 0,000
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Nhdn xét: Nguy co di can hach & nhdm bénh nhan co kich thudc hach
>10 mm cao gap 209,7 lan so véi nhém bénh nhan cé kich thudc
hach <10mm hach véi 95% [40,2 - 1093] (p<0,001).
% Poi chiéugiita di can hach véi nong do CEA trude mé

Bang 3.25. Poi chiéu giita di cin hach véi nong do CEA trudc mé

i cin hach Co Khong Tong
Néng d9 CE n (%) n (%) n (%)
> 10ng/ml 11 (52,4) | 10(47,6) | 21(100)
< 10ng/ml 25(26,3) | 70(73,7) | 95(100)
Téng 36 (31,00 | 80(69,00 | 116 (100)
OR = 3,08; C195% [1,17 - 8,13]; p = 0,019

Nhén xét: Nguy co di can hach ¢ nhém bénh nhan nong do CEA
>10ng/ml cao gap 3,08 lan so vai nhdm bénh nhan nong do CEA
<10ng/ml v&i C195% [1,17 - 8,13] (p<0,05).

% Phan tich hoi quy da bién giita di can hach véi mot 6 yéq to””nguy co
Being 3.26. Phan tich hoi quy da bién gidia di can hath véi mét so yeuto nguy co

Céc yéu td OR Cl 95% p
Vi tri u S 7em 141 | 025811 | 0,698
>7cm
Hinhdangu | YONMIBKEC [ o5 | 0 83.836 | 0,071
Thé sui loét
. , < 1/2 chuvi
Kiehthacu | 57500 069 | 0,1-467 | 0,708
ran a Chua qua
:\f'“" doxam |y nhmacQua | 1,87 | 0,33-10,61 | 0,477
an u
thanh mac
S6 lugng hach | <12 hach ]
Vet duoe ~ 12 hach 239 | 04142 | 0336
Kich thuoc hach | = }8 m 5034 | 44357026 | 0,000
CEA trusc m | = 10 ng/ml 255 | 025263 | 043
> 10 ng/ml
p=; R*=70%
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Nhdn xét:Nguy co di can hach & nhdm bénh nhéan co kich thuéc hach
> 10 mm cao gap 503,4 1an so véi nhdm bénh nhan kich thudc hach
<10 mm. Sy khéc biét c6 y nghia thdng ké (p< 0,001).

3.3. Két qua diéu tri

3.3.1. Két qud sém

3.3.1.2. Phuong phdp phdu thudt

®PT bao tén co tron  WPT pha huy co tron = Phiu thuft mé mo = Phiu thudt ni soi

Biéu do 3.1: Cac phuwrong phdp phdu thudt cdt tryc trang
Nhdn xet: Co trén 2/3 (69%) bénh nhan dugc phéu thuat bao ton co
tron hau mon; chi c6 gan 1/3 (31,0%) bénh nhan phau thuat cat cut
tryc trang pha hiy co tron hau mon. C6 74,1% bénh nhan duoc phau
thuat mé mé; 25,9% bénh nhan dugc ph?lu thuat noi soi.
3.3.1.4. Cdc tai bién, bién ching
Bang 3.29. CAc tai bién, bién chiing

Tai bién, bién chirng Bénh nhén Ty 1€ %
Chay mau 4 3,4
Tai bién tiét niéu 1 0,9
RO miéng noi 1/54* 1,8
Nhim tring vét mo 11 9,5
Tai bién, bién ching khac 5 4,3

Tong 22 19,9%

(*54/116 bénh nhan c6 miéng néi)
Nhan xét: C6 22 (19,9%) bénh nhan bi tai bién, bién ching. C6 1
(0,9%) bénh nhan tir vong do sé¢ nhidm triing, nhidm doc, viém phic
mac/buc miéng miéng ndi ngay thir 8.
3.3.1.5. Két qud nao vét hach ving
% Két qua hach nao vét duwoc

Bang 3.30. Két qud hach ngo vét duroc

Nhém1 | Nhém 2 | Nhém 3 Tén
(n=116) | (n=112) | (n=77) g
Tong s6 hach 879 398 172 1449

Hach vung
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S hach trung binh 76+27 [ 36+12 [22+07]125+3,6
S6 hach nhiéu nhat’l BN 16 6 4 24
S4 hach it nhat/1 BN 3 1 0 4

Nhgn xét: Tong s6 hach vét du’oq 1a 1449; s6 hach vét dugc trung
binh/1 bénh nhan la 12,5 £ 3,6; s0 hach vét dugc nhi€u nhat/1 bénh
nhan la 24; so6 hach vét duogc it nhat/1 bénh nhén 1a 4.

3.3.2. Két qud xa

3.3.2.1. Song thém 3 namtoan bé

e reers
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Thei gian séng thém (thang)

Biéu d6 3.2: Song thém 3 nam toan bo
Nhan xét: Ty 1& song thém 3 ndm toan bocua nhom bénh nhan nghién
cau la 91,7%; thoi gian song trung binh 1a 48,9 thang.
3.3.2.2. Song thém 3 namtoan bo theo mét sé yéu to lién quan
% Song thém theo kich thuréc hach
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Biéu d6 3.6: Song thém theo kich thuéc hach
Nhdn xét: Ty Ié song thém 3 nam toan bo caa nhém bénh nhan cé
kich thudc hach <10 mm (96,7%) cao hon so vgi nhdm bénh nhén co
kich thuéc hach >10 mm (78,4%). Su khac biét c6 y nghia thong ké
Véi p<0,05.
% Song thém theo phan logi hach viing (theo AJCC 2010)
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Biéu d6 3.8: Séng thém theo phan loai hach viing
Nhdn xét: Ty 1¢ song thém 3 ndm toan bd cua cac nhém bénh nhan c6
phan loai hach vung pNO, pN1, pN2 giam dan lan lugt twong ung la
97,1%; 71,9% va 50,0%. Su khac biét c6 y nghia thong ké vai
p<0,01.
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% Song thém theo giai doan bénh
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Theéi gian séng thém (thang)
Biéu d6 3.11: Séng thém theo giai doan bénh
Nhdn xét: Ty 1& séng thém 3 nim toan bd cua nhdm bénh nhan giai
doan I-II (97,1%) cao hon so v6i nhdm bénh nhén giai doan IlI
(71,6%). Su kh&c biét co y nghia thong ké vai p<0,001.
% Phan tich hoi quy da biéngiira song thém véi mét sé yéu té lién quan
Being 3.43. Phan tich hoi quy da biéh giita song them véi mat s6 yéu t lién quan

Céc yéu td OR | Cl 9% p
, . < 3/4 chuvi
Kich thudc u > 3/4 chu vi 21,3 |1,19-381,4| 0,037
l\{luc d6 xam | Chua qua thanh mac 587 | 047-72.2 | 0,168
lan u Qua thanh mac
L K biéu mo6 tuyén

Loai md hoc K biéu mé tuyén nhay 2,54 | 0,00-5,54 | 0,943
CEA truéc < 5ng/ml

mé > 5 ng/ml 3,05 | 0,31-29,9 | 0,337

Nhén xét: Séng thém 3 ndm toan b¢ ctia nhém bénh nhan ¢6 u chiém
< 3/4 chu vi cao gap 21,3 lan so Vi nhom bénh nhan c6 u chiem >3/4
chu vi. Sy khac biét c6 y nghia thong ké (p<0,05).

Chwong 4: BAN LUAN
4.2. Pic diém di cin hach va mét s6 yéu td nguy co
4.2.1. Dic diém di can hach qua lim sang, cdn lim sang
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4.2.1.2. Triéu chirng co nang

D4i voi nhém bénh nhén c6 di can hach, cac triéu chimg thuong gap
nhat 1a: di ngoai phan c6 mau: 91,7%:; di ngoai khé: 86,1%; bién doi
khuon phan: 86,1%; thay doi thoi quen dai tién: 83,3% (xem Bang 3.4).

Két qua nghién ctru cua chung toi twong ddi phii hop véi két qua
ciia mot s6 nghién ciru da thuoc hién trude day. Theo To6 chirc Ung
thu Hoa Ky cac tri¢u chung thuong gap bao gom: di ngoai phan c6
mau, thay doi thoi quen dai tién, bién d6i khudn phan, cam giac di
ngoai khong hét phan. Theo Ewing M. va cong su (cs), nam triéu
ching c6 lién quan véi UTDTT trude khi chan doan 1a: chay méu,
thiéu mau, thay ddi trong thoi quen dai tién, dau bung va giam can.
Nghién ciu cho thay chay mau két hop véi mot trong hai triéu trimg
ctia thay ddi thoi quen dai tién (ia phan long, tdo bén) hodc dau bung
1a yéu t dir b4o manh mé nhat cia UTDTT.

Qua két qua nghién cau trén cho thay: khi cd céc triéu chung di
ngoai phan c6 nhay mau, thay d6i thoi quen dai tién, di ngoai ngay
nhiéu lan, dic biét 1a diu hiéu di ngoai ra mau can luu ¥ kham, xét
nghiém dé c6 chan doan xéac dinh, tranh bo sét bénh.
4.2.1.3. Xét nghiém CEA truéc mo

Xét nghiém CEA trudc mé cho thiy: ty 18 bénh nhan c6 nong do
CEA > 5 ng/ml chiém ty Ié 46,6%. So sanh nhom bénh nhan di cin
hach va khong di cin hach cho thay: nong do CEA> 5 ng/ml cua
nhom bénh nhan di can hach (55,6%) cao hon nhom bénh nhéan
khong di can hach (42,5%) (xem Bang 3.7).

Két qua cua nhiéu nghién ciru khac nhau cho thiy su tuong dong
vai két qua cua ching tdi. Carpelan-Holmstrém M. va cs nghién ciu
trén 259 bénh nhan UTDTT cho thdy, bénh nhan c6 nong do CEA
trugc md >5 ng/ml 12 112 chiém ty 18 43,2%. Theo Chen C.C. va cs,
ndng d6 CEA trung binh/1 bénh nhan 1a 11,5 ng/ml, ty & bénh nhan
nong d6 CEA trudc mé >5ng/ml 1a 42,3% CAc nghién ciu khac ciing
cho két qua ty I¢ nong &6 CEA >5 ng/ml twong duong: Louhimo J.va
cs la 44%; Zhong W. va cs la 48,0%.

4.2.1.5. Xét nghiém gidi phdu bénh
- D6 mb hoc


https://www-ncbi-nlm-nih-gov.gate2.inist.fr/pubmed/?term=Ewing%20M%5BAuthor%5D&cauthor=true&cauthor_uid=27821670
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Phan loai mé hoc cho thay: phan 16n (84,5%) 1a biét hoa vira, chi cd
ty 1€ nho (13,8%) Ia biét hoa cao va biét hda kém (1,7%). Phéan tich
nhom bénh nhén di cin hach va khéng di cin hach thiy c6 sy khac
biét vé murc d6 biét hoa kém giira hai nhdm; nhém bénh nhan di cin
hach ty 1€ biét hoa kém la 5,6%, trong khi nhém bénh nhan khong di
can hach khéng c6 bénh nhan c6 mie d6 biét hda kém (Bang 3.13).

Két qua nghién cau caa chang tdi pht hop véi cac nghién ciu
khac. lachetta F. va cs nghién citu 657 bénh nhan UTDTT cho thay,
ty 18 biét hoa cao, biét hoa vira, biét hoa kém tuong ung lan luot 1a
9%, 74%, 17%. Huang B.va cs nghién cau 12036 bénh nhén
UTTT, biét hoa cao va biét hoa vira chiém ty 1¢ 86,6%, biét hoa
kém la 13,4%. Theo ElferinkM.A.G.va cs, nhdom bénh nhan di can
hach, ty 1é bénh nhan c6 do mé hoc biét hda kém la 19%; nhém
bénh nhan khong di can hach, ty I¢ bénh nhan c6 d6 md hoc biét
hoa kém chi 1a 10%.

- Xam ldn u (theo AJCC 2010)

Xa&m 1an u cho thay: chiém ty Ié nhiéu nhat 1a pT4 (48,2%), tiép
theo 1a pT3 (28,5%) va pT2 (20,7%), chiém ty 18 nho 1a pT1 (2,6%).
Trong d6, nhém bénh nhan c6 di can hach: khdi u xdm Ian qua thanh
mac (T4) chiém t6i 63,9%; tiép theo la T3: 27,8%:; T2: 8,3%; khong
cé treong hop nao la pT1 (xem Bang 3.14).

Nghién ciu cua ching t6i phu hop véi két qua cac nghién ctu
khac. Theo PriolliD.G. va cs, nhém bénh nhan c6 mac do xam lan u
T1 chiém ty 1& 4,4%, T2 chiém ty 1& 10,6%, T3 chiém ty 1& 56,6%
va T4 chiém ty Ié 28,3%. Theo Park Y.H. va cs, phan Ién la T3
(69,4%), tiép theo 1a T4 (18,3%), chiém ty I& nho 1a T1(3,8%) va
T2 (8,6%). Theo Peng J. va cs, bénh nhan ¢ mirc do xam lan u T1
chiém ty 1& 1,9%, T2 chiém ty 1& 18,6%, T3 chiém ty 1& 39,6% va
T4 chiém ty I& 39,9%.

Khi xem xét riéng khdi u c6 mirc d6 xam lan T4 cho thay: nhom
bénh nhan di can hach cé ty I¢ u T4 (63,9%) cao hon nhém bénh
nhan khong di can hach (41,3%) (p<0,05). Nhu vay, khéi u xam
tham nhidm bé mat thanh mac hoic xam lan vao to chic xung
quanh truc trang (T4) thi tang nguy co di can hach ving cao hon so
véi khdi u xam chwa nhim bé mat thanh mac.

- Hach vung



18

Vé phan hach viing (theo AJCC 2010): ty 18 bénh nhan c6 phan
giai doan hach viing NO, N1 va N2 tuong ¢ng lan luot 1a 69%, 25,9%
va 5,2%.

Két qua nay ph hop véi céc sb liu ciia mot s nghién ciru khac.
Manilich E.A. va cs nghién cau 2430 bénh nhanUTTT duoc phau
thuat triét can, s bénh nhan c6 phan giai doan hach viing NO 1a 1530
chiém ty 18 63,0%, N1 1a 612 chiém ty I¢ 25,2% va N2 la 288 chiém
ty 16 11,8%. Theo Zedan A. va cs, ti 1é bénh nhan phéan loai hach
vung NO, N1, N2 tuwong tng lan luot 1a 57,4%, 31,7% va 10,9%.
Theo Priolli D.G. va cs, 55,8% bénh nhancé phan loai hach vung la
NO, 23,9% bénh nhan cé phéan loai la N1 va 20,4% bénh nhan co
phan loai la N2.

- Xét nghiém hoa mo mién dich

Trong nghién ctu nay, 80 bénh nhan ma hach vung duoc xét
nghiém vi thé thuong quy khdng phat hién thdy di cin ung thu duoc
xét nghiém phat hién cac vi di can hach bang nhuém héa mé mién
dich, ching t6i tim thay 19/80 bénh nhanchiém ty I& 23,8% c6 ton
thuong vi di cn cua ung thu biéu md tryc trang.

Két qua nghién ciru cua ching toi pht hop véi két qua ciia mot sb
nghién ctru da cong bd trong thoi gian gan day. Trong mot nghién cau
cua Bilchik va cs (2007) v& vi di can UTDTT d4 phat hién 29,6%
tredng hop c6 vi di can. Trong mot phan tich gop tir nhiéu nghién ctu
VGi tong s6 4087 bénh nhan UTDTT, Rahbari N.N. va cs (2012) phat
hién thay céc té bao u don doc trong cac hach viing la tir 25% dén 50%
trudng hop ma khi phén tich trén céc tiéu ban nhuém HE cho két qua
am tinh. Trong mot nghién cau khac duoc cong bd gan diy cua
Yamamoto H. va cs (2016) vai 419 truong hop UTDTT da dugc dang
ky trugc mé, trong s6 d6 ¢ 315 cac truong hop bénh giai doan 11 va
sinh thiét hach khong thiy di can. Sau do, 304 truong hop UTDTT
dugc phén tich vé CEA mRNA ddi vsi cc hach. Két qua: duong tinh
dugc phat hién trong 73 (24,0%) truong hop. Phan tich hdi quy da bién
Cox cho thay s6 lwong vi di can cao la mot yéu tb tién luong doc lap
Vé ty I¢ song thém 5 nim khong bénh va song thém toan b thap.

4.2.2. Mjt s6 yéu to nguy co di cin hach
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- Péi chiéu giita di can hach véi xam lan u

Nguy co di cin hach & nhém bénh nhan u xam l4an qua thanh
mac (pT4) cao gap 2,52 lan so v&i nhém bénh nhan u chwa xam 14n
gua thanh mac (pT1+pT2+pT3) (p<0,05).

Nghién cuu cua ching toi phu hop véi cac nghién cau khac.
Shen S.S. va cs nhan thay, c6 méi lién quan manh mé gitra s6 hach di
can vét duoc/1 bénh nhan véi mac do xam lan caa khéi u, bénh nhan
ma mutrc d6 xam lan u T1, T2, T3 va T4 c6 s6 hach di cin vét duge/l
bénh nhan ting twong tng lan luot 14 0,240,6, 0,6+1,6, 2,9+5,1 va
4,8+6,4 (p< 0,001). Sugimoto K. va cs tién hanh nghién ctu 102
bénh nhan UTTT tir nam 1999 - 2012, phan tich da bién cho thay
xam lan cua u voi d6 sau dudi niém >2700 micron 1 yéu té tién
luong doc lap cua di can hach (p = 0,04, C195%: 1,06-16,40).

- Déi chiéu gitta di can hach voi kich thuoc hach

Nguy co di can hach & nhdm bénh nhéan c6 kich thudc hach > 10
mm cao gap 209,7 lan so v6i nhém bénh nhéan c6 kich thudc hach
<10 mm hach (p<0,001). Phan tich da bién clng cho thay nguy co di
cin hach & nhém bénh nhan c6 kich thuéc hach > 10 mm cao gap
503,4 1an so v4i nhém bénh nhan kich thuéc hach < 10 mm
(p<0,001). Nhu vay, kich thudc hach > 10 mm c¢6 lién quan chét ché
vai tinh trang hach ¢6 di can.

Nghién ctu cia ching tdi phd hop voi mot sb nghién cuu.
Yamaoka Y. va cs nghién ctru 408 bénh nhan UTDTT, v6i 13750 hach
vét dugc, ty 1€ di can ctia nhom hach co kich thude > 15 mm 1a 48,0%
cao hon nhém hach ¢6 kich thude < 3mm chi la 1,1%. Markl B. va cs
nghién ctu trén bénh nhan UTDT cho thiy di cin hach bach huyét
<1mm hiém gap (chi gip 2 trong tong cong 413 hach bach huyét). Ty
1& hach di can ting 1én véi dudng kinh hach ting (49,5% tim thay di
can hach ¢ bénh nhéan cé duong kinh hach < 5 mm). Sloothaak D.A.M.
va cs, khong tim thay di cin trong s6 95 hach vét dugc c6 kich thude
<1 mm. T4c gia thiy rang, nhom c6 kich thudc hach 10,0-14,9 mm va
nhém c6 kich thudc hach > 15 mm ¢6 nguy co di cin hach cao gip
3,59 va 6,73 lan so véi nhém chi 6 kich thudc hach 3,0-5,9 mm. Kich
thudc trung binh cua nhom hach di can la 5,0 mm 16n hon so véi kich
thudce trung binh caa nhom hach khéng di can 1a 3,8 mm (p<0,001).
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- Boi chiéu gitta di can hach véi vi tri u, kich thuoc u, néng do CEA
trieée mo

Nguy co di can hach ctia cdc nhom bénh nhan ung thu tryc trang
cao va trung binh, nhom bénh nhén u chiém >1/2 chu vi tryc trang,
nhom bénh nhan néng d6 CEA > 10ng/ml cao twong tng gip 3,6 lan,
2,6 1an, 3,08 1an so v6i cac nhom bénh nhan ung thu truc trang thap,
nhém bénh nhan u chiém < 1/2 chu vi, nhém bénh nhan néng do
CEA < 10ng/ml (p<0,05).

Qua két qua trén cho thy: ung thu tryc trang cao va trung binh, u
chiém > 1/2 chu vi tryc trang vanong d6 CEA >10ng/ml c6 nguy co
di can hach vung cao hon so v&i nhém bénh nhéan con lai.

4.3. Két qua diéu tri va mot s6 yéu té tién lwong
4.3.1. Két qua sém
4.3.1.1. Phurong phdp diéu tri

C6 69% bénh nhan duogc ph?lu thuét bao tdn co tron hdu mon; chi
¢6 31,0% bénh nhan ph?lu thuat cit cut truc trang pha hiy co tron hdu
mon. Co6 25,9% bénh nhan dugc phau thuat ndi soi; 74,1% bénh nhan
duoc phﬁu thuat mo mé.

Nghién cuu ctaa ching t6i phu hop véi céc nghién cau khac. theo
Mai Dinh Diéu, ty 1¢ bénh nhan phau thuat bao ton co tron hau mon
1a 56,8%, ty 1& bénh nhan phiu thuit cit cut tryc trang pha huy co
tron hau moén 1a 43,2%. Theo Nguyén Vin Hiéu, ty 1& bénh nhan
phau thuat bao tdn co tron hau mén & nhém bénh nhan tién cau la
49,6% va nhom héi ciru 12 41,0%.
4.3.1.2. Cdc tai bién, bién chung

Trong nghién ctru cua chung t61 ¢6 22 bénh nhan bi tai bién, bién
chung, chiém ty 18 19,9%; c6 1 bénh nhan, chiém 0,9% tir vong do
so¢ nhiém tring, nhiém doc, viém phiic mac/ buc miéng miéng noi.

Nghién ctru cua chung t6i phu hop véi két qua cac nghién ctru
khac. Theo Nguyén Minh An va cs, tai bién trong md 1 9,7% va
bién ching sdm sau md chiém 10,9%, khong cé tir vong trong phiu
thuét. Theo Leonard D. va cs, bién chimg sau phau thuat 1a 19,9%,
ro miéng ndi 1a 6,8% va tir vong 1a 0,6%. Dent O.F. va cs nghién
ctru 5217 bénh nhan UTDTT dugc phdu thuit triét cin trong
khoang thoi gian 1971-2013 tai Australia cho thay: 22,5% bénh
nhan trai qua mot bién ching y té, bién chimg c6 xu huéng xudng
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giam dan hang nam, trung binh 35,5% giai doan 1976-1979 xudng
22,6% giai doan 2010-2013.

Nhu vy phuong phap phiu thuat cat truc trang va toan by mac
treo c6 ty I¢ tai bién va bién chiing & muc nhe, kiém soat duoc.
4.3.1.3. Két qud nao vét hach ving
- Két qua hach nao vét duroc

Tong sé hach vét duoc 12 1449; s6 hach vét duoc trung binh/1
bénh nhan 1a 12,5 + 3,6; s6 hach vét duoc nhiéu nhat/l bénh nhan la
24: s6 hach vét duoc it nhit/1 bénh nhan 13 4.

S6 lugng hach vét duoc trung binh/1 bénh nhan trong nghién ctru
cua ching t6i phu hop voi cac dit li€u ctuia cac nghién ctru khac.
Dejardin O. va cs nghién ctru 4197 bénh nhan UTDTT tir ndm 1997
dén nam 2004 tai Phap, ) lugng hach vét dugc trung binh/1 bénh
nhéan 1a 12,00 (11,75-12,24 hach). Choi H.K. va cs nghién ctru 664
bénh nhan UTDTT giai doan II da dugc ph?lu thuat, sb lugng trung
binh hach bach huyét dugc kiém tra 1a 12 (1-58 hach). Li Q. va cs
nghién ctru 2256 bénh nhan UTDTT giai doan III, s6 hach vét dugc
trung binh/1 bénh nhan la 15,0 (12-19 hach).

S6 lugng hach vét duge lién quan véi mot s6 yéu to nhu: thoi
gian nghién ciru, tudi mic bénh, mirc d6 xam khéi u, mirc d6 biét hoa
khéi u, di can hach, giai doan bénh, trinh d6 va kinh nghiém ctia phau
thuéat vién...

4.3.2. Két qud xa
4.3.2.1.S6ng thém 3 namtoan bé

Séng thém 3 nam toan bo cho thay: ty 18 séng thém 3 nam toan
b6 cia nhdm bénh nhan nghién ciru caa ching toi la 91,7%; thoi gian
sbng trung binh 12 48,9 thang (Bang 3.33).

Két qua sdng thém 3 nam toan bd trong nghién ctiru cua ching toi
cao hon so véi mot sb nghién ctu khéc. Hassan M.R. va cs nghién
ctru 1214 bénh nhan UTDTT tir nim 2008- 2009 cho thay ty 18 séng
toan bo 3 nam la 59,1%. Mehrkhani F. va cs nghién ctu 1090 bénh
nhan UTDTT duoc phau thuat trong khoang thoi gian nam 1999-
2002, thoi gian song trung binh cho tt ca cac bénh nhan la 42,8
thang. Ty 1& sbng toan bo 3 nam 14 54%.

Ty 1& Song 3 nam toan b¢ trong nghién ctiu ctia chung ti cao hon
so voi két qua caa mot sé nghién ctu trén, c6 thé do ddi twong
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nghién ctu cia ching tdi bao gom cac bénh nhan UTTT duoc phiu
thuat triét can (khong bao gdm cac bénh nhan giai doan muon), trong
khi tugng nghién cau cta cac nghién cuu trén la toan bo cac bénh
nhan UTTT (bao gom ca giai doan mudn, khong cé kha ning phau
thuat tri¢t can).

4.3.2.2.56ng thém theo mot sé yéu to lién quan

- Song thém theo kich thwéc hach

Ty Ié song thém 3 nam toan bd caa nhdm bénh nhan co kich thudc
hach <10mm (96,7%) cao hon so v&i nhdm bénh nhan c6 kich thudc
hach >10mm(78,4%) (p<0,05).

Nghién ciru cua ching tdi phu hop véi két qua caa mot s6 nghién
ctu khac. Theo nghién ciu cua Dhar D.K.va cs, ty 1¢ song 5 nim
toan bo cua nhém bénh nhan hach di can co6 kich thuéc hach < 9 mm
va nhom c6 kich thuéc hach >10 mm tuwong ng lan luot 12 63,5% va
42,5% (p<0,001). Komori va cs nghién ciu hach di can, méi hach
bach huyét duoc cat 14t trung tam va do bang kinh hién vi dé co dugc
dién tich I4t cit 16n nhét, cac hach duoc chia thanh cac nhdm co duoc
dién tich lat tang dan: Na (dién tich <4 mm?), Nb (dién tich 4-25
mm?), Nc (dién tich 25-100 mm?) va Nd (dién tich > 100 mm?). Tac
gia nhan thay ty 1¢ séng 5 nim giam dan khi hach c6 dién tich lat
tang dan; ty & song 5 nam Na 13 77,8%, Nb 1a 63,9%, Nc 1a 18,8%
va Nd la 12,8%.

Nhu vy, kich thudc hach c6 lién quan déng ké vai ty 1& sbng
thém ddi véi bénh nhan ung thu tryc trang.Kich thudc hach >10mm
co ty 1& song thém 3 nam toan bo thap hon kich thuéc hach <10mm
(p<0,05).

- Song thém theo phan logi hach viing (N) ciia AJCC 2010

Trong nghién ciru ciia chung toi, ty 18 séng thém 3 nim toan bd
ctia cac nhom bénh nhan khéng di can hach viung (pN0), di can 1-3
hach ving (pN1) va di cin 4 hach ving trd 1én (pN2) giam dan lan
luot 1a 97,1%; 71,9% va 50,0% (p<0,001). Nghién ciru cta ching toi
phu hop voi dit liéu cta cac nghién ctru khac.

Theo Balta A.Z. c6 mot mbi quan hé dang ké giira ty 18 song
thém vai phan loai hach vung (p<0.001). Theo HassanM.R. va cs,
ty 1& séng toan bo 3 nam cua cac nhém bé&nh nhén c6 phan loai hach
ving NO, N1 va N2 tuong rng lan luot 1a 77,4%, 58,4% va 36,2%
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(p<0,001). Gunderson L.L. va cs phan tich gop boi 3 nghién ctu
voi 2551 bénh nhan UTTT cho thay ty 1& sébng giam dan khi sb
luong hach di cin ting dan; ty 1& song 5 nim toan bd nhom bénh
nhan phan giai doan NO, N1, N2 twong Gng giam lan luot 1a 73%,
65%, 52% (p<0,001).

Nhu vay, hach viing c6 lién quan chat chg véi ty 18 séng thém 3
nam toan bo bénh nhan UTTT. Ty Ié séng thém 3 nim cta cua bénh
nhan UTTT giam rd rét khi ¢6 di can hach ving, khi s6 lwong di cin
hach ving tang va nguoc lai (p<0,001).

- Song thém theo giai doan bénh

Ty 1¢ séng thém 3 nam toan bo cua nhém bénh nhan giai doan |-
I1 (97,1%) cao hon so véi nhdm bénh nhan giai doan 1 (71,6%)
(p<0,001). Nghién ctru ciia ching ti phu hop véi két qua cac nghién
cuu khéc.

Gatta G. va cs nghién ctu 2720 bénh nhan UTDTT tai 11 trung
tam ung thu khap Chau Au cho thay thoi gian song thém lién qua
chat ché voi giai doan bénh Iic chan doan. Két qua nghién ctu cua
O’Connell J.B. cho thiy giai doan I 14 93,3%, giai doan Il 1 82,5%,
giai doan III 1a 59,5% va giai doan IV 1a 8,1%. Hassan M.R. va cs, ty
I&¢ song 3 nim toan bo cua nhom bénh nhin phan giai doan | la
77,0%; giai doan II 1a 78,0%; giai doan III 1a 54,6%; giai doan IV la
33,9% (p<0,001).

Két qua nghién ctiu trén cua chdng toi cho thy, séng thém 3 nim
toan bo lién quan chat ché vai giai doan bénh, giai doan bénh cang
tang thi ty 1 sng thém cang giam va nguoc lai (p<0,001).

- Phan tich hoi quy da bién giia séng thém véi mét sé yéu té nguy co

Phan tich hdi quy da bién cho thdy: séng thém 3 ndm toan bo cua
nhém bénh nhan ¢ u chiém < 3/4 chu vi cao gap 21,3 lan so V6i
nhom bénh nhan c6 u chiém > 3/4 chu vi (p< 0,05). Nhu vay, khdi u
chiém > 3/4 chu vi 14 yéu t6 tién lugng dong lap, co lién quan voi két
qua song con cua bénh nhan UTTT.

KET LUAN
1. Pic diém di cin hach va mdt sb yéu to nguy co
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- Céc triéu chung thuong gap nhat la: di ngoai phan c6 mau:
91,7%; di ngoai kho: 86,1%; bién doi khudén phan: 86,1%: thay doi
théi quen dai tién: 83,3%.

- Nong @6 CEA > 5 ng/ml trudc mo chiém ty 18 55,6%.

- M6 bénh hoc: biét hoa vira chiém ty ¢ cao nhat: 83,3,%; biét
hoa cao va biét hda kém chi chiém ty I¢ nho tuong ung lan luot la
11,1% va 5,6%.

- Khéi u xam lan qua thanh mac (T4) chiém ty 1¢ cao nhat: 63,9%;
tiép theo 1a T3: 27,8%:; T2: 8,3%; khong c6 trudng hop nao la pT1.

- Ty 1€ di cé@n hach 1a 31%; trong d6 N1 1a 25,9%; N2 1a 5,2%.

- Xét nghiém vi di can hach bang nhuém héa mé mién dich phat
hién 23,8% c6 ton thuwong vi di cin.

- UTTT cao va trung binh c6 nguy co di cin hach cao gap 3,6 lan
s0 v6i UTTT thap. Kich thudc u chiém > 1/2 chu vi ¢6 nguy co di cin
hach cao gap 2,6 lan so véi kich thudc u < 1/2 chu vi. U x4m 1an qua
thanh mac c6 nguy co di cin hach cao gap 2,52 1an so véi u chwa xam
lan qua thanh mac. Nong do CEA > 10ng/ml ¢ nguy co di cin hach
cao gap 3,08 lan so vai nong d6 CEA < 10ng/ml. Kich thuéc hach > 10
mm ¢6 nguy co di cin hach cao gip 209,7 lan so véi kich thudc hach
<10 mm hach. Phan tich hdi quy da bién cho thy kich thudc hach > 10
mm 12 yéu t6 tién lugng doc 1ap, ¢6 lién quan véi di can hach.

2. Két qua diéu tri ciia nhém bénh nhan nghién ciru

- Két qua sém

+ Phuong phap phau thuat cha yéu 1a mé mo: 74,1%; phau thuat
ndi soi chiém 25,9%. Phau thuat bao tén co tron chiém 69,0%; hy
sinh co tron chiém 31%. Cac phuong phap phau thuat khéng anh
hudng dén két qua vét hach.

+ Tong sb hach vét dugc 1a 1449; sb hach vét duoc trung binh/1
bénh nhan la 12,5 + 3,6.

+ Phuong phap nao vét hach tuong ddi an toan, véi ty I8¢ tai bién
va bién ching 12 19,9% & muc nhe, kiém soét dugc.

- Két qua xa

+ Ty 16 sbng thém 3 nam toan bo: 91,7%.

+ Két qua séng thém 3 nam toan bo cua nhém bénh nhan cé di
can hach: 71,6%; thép hon so v&i nhém bénh nhan khong di can
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hach: 97,1%. Trong d6, nhém N1 dat 71,9%, trong khi nhém N2 chi
la 50,0%.

+ Két qua song thém 3 nim toan bo cua nhém bénh nhan cé kich
thudce hach < 10 mm: 96,7%; cao hon so v&i nhém bénh nhan cé kich
thudc hach >10 mm: 78,4%.

+ Két qua song thém 3 nam toan bd nhém bénh nhan giai doan I-
I1: 97,1%; cao hon so vai nhdm bénh nhéan giai doan I11: 71,6%.

+ Phan tich hdi quy da bién: u > 3/4 chu vi chu vi 14 yéu t6 tién
luong doc 1ap ¢ lién quan két qua séng 3 nam toan bo.

KIEN NGHI

1. Phau thuat nao vét hach chuan (cit toan bo mac treo truc trang)
dong vai tro quan trong trong viéc xac dinh chinh x&c hach vung cé
di can hay khong, gitip quyét dinh chién lugc diéu tri hda xa tri bd
trg, nang cao hiéu qua diéu tri.

2. Nén xét nghiém hdéa mé mién dich tim vi di cin cho nhiing
bénh nhan ma hach ving duoc xét nghiém vi thé thuong quy khdng
phét hién thay di can ung thu.
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INTRODUCTION

Colorectal cancer (with nearly one-third of rectal cancer) is the most
common disease in the world and tends to increase. The disease takes the
third and fourth positions in morbidity and mortality, respectively.

For rectal cancer, the regional lymph functions to provide important
information for the treatment of supplementary radiotherapy. Many
studies have shown that lymph node is an independent variable in rectal
cancer prognosis. The number of the dissected region lymph nodes is
significantly dependent on lymphadenectomacy technique. Currently,
the total mesorectal excision (TME) and blood vessels in an absolute
and sysmetic manner has become the standard in surgical treatment of
rectal cancer. This technique removes the entire organs around the
tumor and accordingly, it is more likely to find lymph nodes. In addition
to the number of dissected lymph nodes, it’s important to accurately test
whether the regional lymph node is metastatic or non-metastatic. The
immunohistochemistry test for high-risk patients that can’t be detected
by normal histologic techniques has been recommended by some
studies.

In Vietnam, despite the studies of regional lymph node, the factors
related to regional lymph node metastasis and the results of treatment
for mesorectal and rectal excision in rectal cancer have been
implemented. However, few studies have been published. Starting
from the above issues, we carry out the topic:* Study on the features
of lymph node metastasis and results of rectal cancer surgery at K
Hospital” for the following two objectives:

1. Analysis of the features of lymph node metastasis and risk
factors of rectal cancer patients who underwent radical surgery at K
Hospital.

2. Assessment of treatment results of the group of studied patients

STRUCTURE OF THE THESIS

The thesis has 131 pages, including: Introduction: 2 pages; Overview:
36 pages, Objective and methodology: 18 pages; findings: 30 pages;
discussion: 42 pages, conclusion: 2 pages and recommendations: 1 page.

The thesis has 43 tables, 11 figures, 11 images, 184 references in
Vietnamese and English.
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Chapter 1: OVERVIEW

1.1. Rectal surgery

The rectum is the next segment of sigmoid colon moving from the
third sacral vertebrae to the anus, consisting of two parts: the upper
part bulged to contain faeces is called rectal ball with the length of 12-
15 c¢cm in the pelvis. The lower narrow part of the 2-3 cm length that
functions to hold and remove faeces is called anal canal.

- Mesorectum: is a fibrous organ limited by the rectum wall’s
muscles and the parietal layer of perineum muscles or rectum muscles,
which covers the third-fourth of rectum perimeter at the back side,
below peritoneum. The front side of the rectum below peritoneum is
also a fibrous organ. The rectal tumor invades the whole depth of the
rectum wall, develops into the mesorectum and passes through the
rectum muscles into the pelvis and then invades the organs surrounding
the rectum. Histopathologic studies of rectal cancer show that tumor
cells spread along the lymph nodes in the mesorectum at the 4-cm
distance below the tumor and over 98% to 99% of the parts that are
resected along the peritoneal wall at 5 cm distance below the peritoneum
have no cancer cells. That is the reason why for cancerology, it’s
important to resect the side of mesorectum at least at the 5-cm distance
below the tumor. For a lower rectal tumor, it’s compulsory to resect the
entire mesorectum at the distance of at least 2cm below the tumor in
accordance with the principle of cancer surgery.

- Lymph of the rectum:

Lymph of mesorectum: This is the main lymph line of the rectum
moving along the blood vessels in the mesorectum. The lymph nodes
near the rectum leads the lymph to the medial nodes located in the
separtion location of the superior rectal artery (Mondor lymph nodes);
then continues to go up the pulse bundle of lower mesorectum to the
lymph near the aorta where low mesorectum originates; and then goes
through some of the upper lymph nodes, such as the lymph nodes
behind pancreas, the upper original lymph nodes of mesorectum,
lymph nodes of portal vein and finally moves to the thoracic duct.

In addition, the lymph of the rectum includes: lymph nodes under
fascia propria, lymph of ischiorectal parts.

1.2. Surgery for rectal cancer
Adeno carcinoma accounts for 90-95% of all rectal cancers.



- Histopathological classification (according to World Health
Organization 2010): Adeno carcinoma is classified to include: clinical
squamous cell carcinoma, marrow cell carcinoma, epithelial tissue
carcinoma, saw-toothed adenocarcinoma, and ring cell carcinoma.

- Cellular differentiation (According to Dukes): high differentiation,
moderate differentiation, and poor differentiation.

- TNM classification (according to AJCC 2010):

T (primary tumor): Tis: local cancer that doesn’t destroy bottom
membrane and exists in mucosa; T1l: U invades the layer below
mucosa; T2: U invades the musclar layer; T3: Tumor invades the
musclar layer to get close to the serosa; T4a: Tumor infects the surface
of serosa; T4b: U invades the organs around the rectum.

N (regional lymph node): NO: no regional lymph node metastasis;
N1: metastasis of 1-3 regional lymph nodes; Nla: metastasis of 2-3
regional nodes; N1c: Venous metastasis in the serosa, intestinal mucosa,
organs surrounding the rectum; N2: metastasis of four or more than four
regional lymph nodes; N2a: Metastasis of 4-6 regional lymph nodes;
N2b: Metastasis of 7 or more than 7 regional lymph nodes.

M (distant metastasis): M0: no metastasis; M1: distant metastasis;
M1la: metastasis of an organ, position, distant lymph node; M1b:
Metastasis of many organs, peritoneum.

1.3. Diagnosis

- Clinical symptoms:

+ Functional symptoms: Rectal bleeding; intestinal disorders;
changes in faeces shape; hypogastrium pain, perineum, always
wanting to go to stool, faeces not taken out completely, etc.

+ Toucher rectal: This is a classic method to diagnose the disease.
Toucher rectal helps us to determine tumor size, tumor size versus rectal
perimeter, position of tumor from anal margin and cancer invasion level,
which is an important information in the strategy of rectal cancer treatment.

- Paraclinical symptoms:

+ Rectal colonoscopy: This is an important method to diagnose
rectal cancer. By this method, it is possible to identify the location,
size and shape of the tumor, and take a biopsy to diagnose the anatomy
or put a ultrasound transducer to assess the invasion and regional
lymth node metastasis of tumor.

+ Computed tomography and magnetic resonance imaging: allows
accurate determination of location, size and invasion of tumor. In
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addition, this method allows the detection of subcapsular metastatic
lymph nodes that can not be examined by hand touching.

+ Intra-rectal ultrasonography allows the assessment of invasion level of
cancer, especially, this method helps to detect metastatic lesions of
subcapsular lymph nodes with high sensitivity, specificity and accuracy.

+ PET-CT imaging, CEA testing: To take an early detection of
post-surgery recurrence and distant metastasis.

1.4. Treatment

- Surgery: is the most important method. A surgency to resect the
entire mesorectum for the middle and low rectal cancer and mesorectal
excision at the 5-cm distance from the high rectal cancer tumor are the
standard designation for rectal cancer surgency treatment. Making a
surgency for the total mesorectal excision in sysmatic manner will help
the complete resection of organs surrounding the tumor and bring more
possibilities to find out lymph nodes.

- Radiation therapy: reducing tumor size and regional lymth node
metastasis before surgery; Reducing the rate of recurrence and
metastasis in the pelvis.

- Chemotherapy: helping to kill the microsomal metastasis and reduce
the risk of recurrence.

Chapter 2: OBJECT AND METHODOLOGY

2.1. Study object: including 116 rectal cancer patients diagnosed and
treated at the Central Hospital from January 2012 to December 2015.
2.1.1. Selection standards

- The patients have been diagnosed to get adeno carcinoma with no
distant metastasis);

- The patients have underwent radical surgery with removed rectum
and esorectum;

- The patients have full medical records and are periodically
monitored during the research period.
2.1.2. Exclusion criteria

- Recurring rectal cancer or cancer from other places metastasized
to the rectum;

- Patients with other cancers
2.2. Methodology
2.2.1. Methods: Prospective descriptive study.
2.2.2. Sample size



The sample size is calculated according to the following formula:
pxq

(ex p)?

Taking values in the formula, we come to n = 73. As such, the
minimal sample size for the study is 73 patients.

2.2.3. Implementation method: Implement the collection of the
following research variables and indicators:

2.2.3.1. Features of lymth node metastasis and risk factors

* Features of lymth node metastasis on clinical base:

- Duration of disease: less than 3 months, from 3 to 6 months, 7-12
months and over 12 months.

- Functional symptoms: changes in bowel habits, bloody faeces,
mucous faeces, hard faeces, watery faeces, going to stool for many
times per day, changes in faeces shape; hypogastrium pain, perineum,
always wanting to go to stool, faeces not taken out completely, feeling
hard to go to stool, changes in faeces shape; etc.

- Toucher rectal:

+ Determination of invasion level of tumor;

+ Preliminary assessment: Position, shape and size of tumor.

* Features of lymth node metastasis on paraclinical base:

- Testing CEA before surgency: CEA < 5 ng/ml, CEA 5-10 ng/ml,
CEA > 10 ng/ml.

- Rectal colonoscopy:

+ Determining the tumor position;

+ Taking a tumor biopsy, making a diagnosis and determination of
rectal cancer by histopathological examination.

+ Combining with anatomical diagnostic tests to determine tumor
shape and size.

- Histopathological examination:

+ Macroscopic structure:

. For rectal segment: shape of tumor, size of tumor;

. For regional lymth node: shape of lymth node, size of lymth node.

+ Microscopic structure:

. Regular microscopic structure: kind of histology, degree of
histology, invasion of tumor.

. Immunohistochemical test: The patients who has no detected
cancer metastasis after having been tested for regular microscopic

N=Za-az)x



structure are selected for testing for lymph node micro-metastasis by
immunohistochemistry with CK and CK20 markers.

* |dentification of risk factors for lymph node metastasis: Make a
comparison of lymph node metastases with risk factors: duration of disease,
tumor position, tumor shape, tumor size, tumor invasion, number of
dissected lymph nodes, lymph node size, histology, Pre-operative CEA
concentration and some other factors. Make a multivariate regression
analysis of lymph node metastases with risk factors.

2.2.3.2. Assessment of treatment results of the groups of studied
patients:

* Surgical technique of rectum resection and total mesorectal excision.
* Early outcomes:

-Treatment method.

- Surgency method:

- Surgery duration.

- Recording accidents, complications and deaths:

- Results of regional lymth node removal

+ Results of removed lymth nodes: total number of removed lymth
nodes, average humber of lymph nodes/ one patient, maximum number of
lymph nodes/ one patient, minimal number of lymph nodes/one patient.

+ Implementation of minimum dissection of 12 lymph nodes per
patient: the number and proportion of patients who have >12 resected
lymph node; The number and proportion of patients who have <12
resected lymph node.

+ Results of removed metastatic lymth node: total number of resected
metastatic lymth node, average number of resected metastatic lymth node per
patient, maximum number of resected metastatic lymth node per patient,
minimal number of resected metastatic lymth node per patient.

* Deeper results:

- Entire time for longer survival.

- Analysis of post-surgency survival duration based on related
factors: tumor shape, tumor size, invasion level, node size, regional
lymph node status, regional lymph node classification, type of
histology, pre-operative CEA, period of illness and other factors.

2.3. Data processing: Data are collected according to the unified
patient records, encrypted and processed by SPSS software 20.0.

2.4. Research ethics: This study does not change the procedures of
diagnosis, treatment and follow-up of patients. Patient information is



saved, encrypted and secured.
Chapter 3: RESULTS
3.2. Features of lymth node metastasis and risk factors
3.2.1. Features of lymth node metastasis
3.2.1.2. Functional symptoms

Table 3.4. Functional symptoms

Lymth | Nometastasis
Symptoms node of lymth C?/r;?eon
metastasis node n (%)
n (%) n (%)
Changes in bowel habits 30(83,3) | 58 (72,5 | 88 (75,9
Bloody faeces 33(91,7) | 75(93,8) | 108(93,1)
Mucous faeces 33(91,7) | 62 (77,5 | 95(81,9)
Hard faeces 17 (47,2) | 31(38,8) | 48(41,4)
Watery faeces 18 (50,0) | 34(42,5) | 52 (44,8)
Goingto stool for many timesperday | 24 (66,7) | 58 (72,5) | 82 (70,7)
E'e""r‘i’r'l’;%rﬂa'” Inhypogastrium & | 14 3g9) | 35(438) | 49 (42,2)
Always wanting to go to stool 10(27,8) | 21(26,3) | 31(26,7)
Faeces not taken out completely| 18 (50,5) | 45(56,3) | 63 (54,3)
Feeling hard to go to stool 31(86,1) | 65(81,3) | 96(82,8)
Changes in faeces shape 31(86,1) | 70(87,5 | 101(87,1)

Comments: The most popular symptoms are: Bloody faeces (93,1%),
Changes in faeces shape (87,1%), Feeling hard to go to stool (82,8%),
Mucous faeces (81,9%), Changes in bowel habits (75,9%). The group
of patients with metastatic lymth node: the five most popular
symptoms: Bloody faeces (91,7%), Mucous faeces (91,7%), Feeling
hard to go to stool (86,1%), Changes in faeces shape (86,1%), Changes
in bowel habits (83,3%).

3.2.1.4. Pre-operative CEA test

Table 3.7. Pre-operative CEA test

Lymth node Nonloy dn;th Common
CEA (ng/ml) metastasis n . value
(%) metastasis n n (%)
(%0)
<5 ng/ml 16 (44,4) 46 (57,5) 62 (53,4)
5 - 10 ng/ml 9 (25,0 24 (30,0) 33(28,5)
> 10 ng/ml 11 (30,6) 10 (12,5) 21 (18,1)
Total 36 (100,0) 80 (100,0) 116 (100,0)
p=0,065
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Comment: The CEA concentration > 5 ng/ml accounts for the
proportion of 46,6%. The percentage of patients with CEA >5 ng/ml in
the group of patients with metastatic lymth nodes (55,6%) is higher than
that of the group with non- metastatic lymth nodes (42,5%).

3.2.1.6. Anatomical examination

¢ Histology
Table 3.13. Histology

Lymth node |No lymth node| Common

Histology metastasis n | metastasis n value

(%) (%) n (%)
High differentiation 4(11,1) 12 (15,0) 16 (13,8)
Moderate differentiation | 30 (83,3,) 68 (85,0) 98 (84,5)
Poor differentiation 2 (5,6) 0(0) 2(1,7)
Total 36 (100,0) 80 (100,0) 116 (100,0)

p=0,094
Comments: The majority of patients (84.5%) are moderately

differentiated, only low percentage (13.8%) are highly differentiated and
poorly differentiated (1.7%). In the group of patients with metastatic
lymth nodes, moderate differentiation accounts for the highest proportion:
83.3%; High and poor differentiation account for 11.1% and 5.6%,
respectively. The percentage of the group of patient of poor lymph node
metastasis is 5.6%. Whereas, in the group of patients with non-metastatic
lymth node, no patient has poor differentiation (p> 0.05).

¢+ Tumor invasion (according to AJCC 2010)
Table 3.14. Tumor invasion

Lymth node Nonloy dn;th Common

Tumor invasion metastasis metastasis value

n (%) n (%) n (%)

pT1 0 (0) 3(3,8) 3(2,6)
pT2 3(8,3) 21 (26,3) 24 (20,7)
pT3 10 (27,8) 23 (28,8) 33 (28,5)
pT4a + pT4b 23 (63,9) 33 (41,3) 56 (48,2)
Total 36 (100,0) 80 (100,0) 116 (100)

p=0,049
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Comments: The pT4 percentage of patients with the metastatic lymth nodes
(63.9%) is higher than that of non-metastatic patients (41.3%) (p <0.05).

¢ Regional lymth node (According to the classification of AJCC 2010)
Table 3.15.Regional lymth node

Lymth node metastasis Patients Percentage %

NO 80 69,0

Nla 13 11,2

N1b 16 13,8

Nlc 1 0,9

N2a 3 2,6

N2b 3 2,6
Total 116 100,0

Comments: The number of patients with lymth node metastasis accounts for
36% of the total; The number of patients with non-metastatic lymth node is
80, accounting for 69%. The percentage of patients classified with lymth
node stages NO, N1 and N2 has 69%, 25.9% and 5.2%, respectively.
< Immunohistochemistry testing for metastatic disease

Table 3.16. Immunohistochemistry testing

Immunohistochemistry testing Patients | Percentage %
With lymth node micro-metastasis 19 23,8%
Without lymth node micro-metastasis 61 76,2%

Total 80 100,0%

Comments: 80 patients who has no detected cancer metastasis after
having been tested for regular microscopic structure, are tested for
detection of lymph node micro-metastasis by immunohistochemistry
and the result shows that: 19/80 patients, accounting for 23.8% has the
micro-metastasis wounds.
3.2.2. Risk factors for lymph node metastasis
%+ Comparison between lymph node metastasis with tumor position
(In comparison with anal margin)
Table 3.18. Comparison between lymph node metastasis with tumor position

h node metastasis With Without Total

Tumor position n (%) n (%) n (%)
>7 cm 28 (41,8) | 39(58,2) | 67 (100)
<7cm 8 (16,3) 41 (83,7) | 49 (100)
Total 36 (31,0) | 80(69,0) |116 (100)

OR = 3,6; 95% [1,5 - 9,01]; p = 0,003
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Comments: The risk of lymph node metastasis in the group of patients
with rectal cancer is high and it is on average 3.6 times higher than the
risk of lymph node metastasis in the group of patients with low
percentage of rectal cancer at 95% [1,5 - 9,01] (p<0,05).
¢+ Comparision of lymph node metastasis with tumor size

Table 3.20. Comparision of lymph node metastasis with tumor size

node metastasis With Without Total
Tumor size n (%) n (%) n (%)
>1/2 perimeter 26 (39,4) | 40(60,6) | 66 (100)
< 1/2 perimeter 10 (20,0) | 40(80,0) | 50 (100)
Total 36 (31,0) | 80(69,0) | 116 (100)
OR =2,6; C195% [1,04 - 6,82]; p = 0,025

Comments: The risk of lymph node metastasis in the group of patients whose
tumor covers an area> 1/2 of rectal perimeter is 2.6 times higher than the risk
of lymph node metastasis in the group of patients whose tumor covers an area

< 1/2 of rectal perimeter at C195% [1,04 - 6,82] (p<0,05).
% Comparison of lymph node metastasis with tumor invasion
Table 3.21. Comparison of lymph node metastasis with tumor invasion

node metastasis With Without Total
Tumor invasion n (%) n (%) n (%)
pT4 23 (41,1) | 33(58,9) | 56 (100)
pT1+pT2+pT3 13(21,7) | 47(78,3) | 60 (100)
Total 36 (31,0) | 80(69,0) | 116 (100)
OR =2,52; CI95% [1,12 - 5,68]; p = 0,024

Comments: The risk of lymph node metastasis in the group of patients
with tumor invasion pT4 is 2,52 times higher than the risk of lymph
node metastasis in the group of patients with tumor invasion

T1+pT2+pT3 at C195% [1,12 - 5,68] (p<0,05).
% Comparison of lymph node metastasis with lymph node size
Table 3.23. Comparison of lymph node metastasis with lymph node size

hnodemetastasis |  With Without Tong
Lymph node size n (%) n (%) n (%)
> 10 mm 34 (94,4 6 (7,5 40 (100)
<10 mm 2 (5,6) 74 (92,5) | 76 (100)
Total 36 (31,0) | 80(69,0) | 116 (100)
OR =209,7; CI195% [40,2 - 1093]; p = 0,000
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Comments: The risk of lymph node metastasis in the group of patients

with lymph node size >10 mm is 209,7 times higher than the risk of

lymph node metastasis in the group of patients with lymph node size

<10mm at 95% [40,2 - 1093] (p<0,001).

s+ Comparison of lymph node metastasis with Pre-operative CEA concentration

Table 3.25. Comparison of lymph node metastasis with Pre-operative
CEA concentration

h node metastasis With Without Total

CEA concentration n (%) n (%) n (%)
> 10ng/ml 11 (52,4) | 10(47,6) | 21(100)
< 10ng/ml 25(26,3) | 70(73,7) | 95 (100)
Tong 36 (31,0) | 80(69,0) | 116 (100)

OR =3,08; CI95% [1,17 - 8,13]; p = 0,019

Comments: The risk of lymph node metastasis in the group of patients
with the CEA concentration >10ng/ml is 3,08 times higher than the
risk of lymph node metastasis in the group of patients with the CEA
<10ng/ml at C195% [1,17 - 8,13] (p<0,05).
+¢  Multivariate regression analysis of lymph node metastasis with risk factors

Table 3.26. Multivariate regression analysis of lymph node metastasis with risk factors

Factors OR Cl 95% p

Tumor <7cm
position > 7 em 1,41 | 0,25-8,11 | 0,698
Tumor shape | T rAedMEESeE | g 35 | 083836 | 0,071

. < 1/2 perimeter
Tumor size > 1/2 perimeter 0,69 0,1-4,67 | 0,708
Tumor Not going through serosa )
invasion Going through serosa 1,87 10331061 | 0,477
resectod sizlymphnodes | 539 | 04-142 | 0,336
lymph nodes | = "4 'YMP
Lymph <10 mm |
node size > 10 mm 503,4 | 44,3-5702,6 | 0,000
Pre-operative | < 10 ng/ml i
CEA > 10 ng/ml 2,55 | 0,25-26,3 | 0,43
p=;R*=70%

Comments: The risk of lymph node metastasis in the group of patients
with the lymph node size > 10 mm is 503,4 times higher than the risk of
lymph node metastasis in the group of patients with the lymph node size
<10 mm. Such difference makes statistical meaning (p< 0,001).
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3.3. Treatment results
3.3.1. Early result
3.3.1.2. Surgical methods

Surgency under anal Surgency under anal

sphincterotomy protection sphincterotomy destructi Open surgency Laparoscopic surgery
on

Diagram 3.1: Surgical methods for rectum resection
Comments: More than two-thirds (69%) of patients undergo the
surgency for anal sphincterotomy protection; Only nearly one-third
(31.0%) of patients undergo the surgency for rectum resection, which
destroys anal sphincterotomy. 74.1% of patients undergo open surgery;
25.9% of patients undergo laparoscopic surgery.
3.3.1.4. Accidents and complications

Table 3.29. Accidents and complications

Accidents and complications Patients | Percentage (%)
Bleeding 4 ,
Urinary accident 1 0,9
Anastomotic leakage 1/54* 18
Surgical site infection 11 9,5
Other accidents and complications 5 4,3

Total 22 19,9%

(*54/116 patients have anastomosis)
Comments: There are 22 (19.9%) patients with accidents and
complications. There is 1 (0.9%) patient who died of septic shock,
toxic shock, peritonitis/anastomotic Dehiscence on the 8™ day.
3.3.1.5. Results of regional lymph node dissection
¢ Results of dissected regional lymph node
Table 3.30. Results of dissected regional lymph node

Regional lymph Group 1 | Group 2 |Group 3
node (n=116) | (n=112) | (n=rp) | Towl

Total number of lymph nodes 879 398 172 1449

An average number of
lymph nodes 76+27 [36+12(22+0,7|125%3,6

Maximum number of Tymph
nodes /1 patient 16 6 4 24
Minimum  number  of 3 1 0 4

lymph nodes /1 patient
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Comments: The total number of dissected lymph nodes is 1449;
Average number of dissected lymph nodes per patient is 12.5 + 3.6;
The maximum number of lymph nodes per patient is 24; The
minimum number of lymph nodes per patient is 4.

3.3.2. Deeper results
3.3.2.1. Overall survival in 3 years

| W ~ M
o]

Euntire 05
survival

1) 1000 2000 30,00 4000 5000 60 00
Survival time (month)

Diagram 3.2: Overall survival in 3 years

Comments: The rate of studied patients with the three-year overall
survival is 91,7%; the average survival time is 48.9 months.

3.3.2.2. Three-year overall survival based on related factors
Survival based on the lymph node size

1.0
0.8

2000 ‘o0 4000
Survival time (mounth)

Diagram 3.6: Survival based on the lymph node size

Comments: The three-year overall survival rate of the patients with the
lymph node size <10 mm (96,7%) is higher than that of the patients
with the lymph node size >10 mm (78,4%). The difference makes a
statistical meaning with p < 0,05.

++ Survival based on the regional lymph node classification (AJCC 2010)
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Diagram 3.8: Survival based on the regional lymph node classification

Comments: The three-year overall survival rate of the patients with the
regional lymph nodes pNO, pN1, pN2 decreased 97.1%; 71.9% and 50.0%,
respectively. The difference makes a statistical meaning (p <0.01).

<+ Survival at disease stages
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Diagram 3.11: Survival at disease stages
Comments: The three-year overall survival rate of the patients in the
stages I-11 (97,1%) is higher than that of the patients in the stage IlI
(71,6%). The difference makes a statistical meaning when p is <0,001.
+¢  Multivariate regression analysis of survival with risk factors
Table 3.43. Multivariate regression analysis of survival with risk factors

Factc/)rs OR Cl1 95% p
; < 3/4 perimeter
Tumor size > 3/4 perILmetei]r 21,3 |1,19-381,4| 0,037
Tumor Not going through serosa ]
invasion Going through serosa 587 | 047-722 | 0,168
T ) No Ia}?dular
pe o epithellum )
hl)étology No mucous gland 2,54 | 000554 | 0,943
epithellum
Pre-operative | < 5ng/ml
CEA > 5 ng/ml 3,05 | 0,31-29,9 | 0,337
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Comments: The three-year overall survival rate of the patients whose
tumor covers the area < 3/4 its perimeter is 21,3 times higher than the
group of patients whose tumor covers the area >3/4 its perimeter. The
difference makes a statistical meaning (p<0,05).

Chapter 4: DISCUSSION

4.2. Features of lymph node metastasis and risk factors
4.2.1. Features of lymph node metastasis on clinical and paraclinical base
4.2.1.2. Functional symptoms

For patients with lymph node metastasis, the most common symptoms
are: bloody faeces: 91.7%; feeling hard to go to stool: 86.1%; changed faeces
shape: 86.1%; changes in bowel habits: 83.3% (see Table 3.4).

Our study results are relatively consistent with the results of
previous studies. According to the American Cancer Society, the
common symptoms include: bloody faeces, changes in bowel habits,
changed faeces shape, and faeces not taken out completely. According
to Ewing M. et al. (Cs), five symptoms are related to colorectal cancer
before diagnosis: bleeding, anemia, changes in bowel habits,
stomachache, and weight loss. The study shows that the bleeding
combined with one of two symptoms: changes in bowel habits (watery
faeces, constipation) or stomachache is the most predictive factor of
colorectal cancer.

According to the results of the study, it’s important to take health
examination for accurate diagnosis and disease obmission prevention
when the symptoms of mucosal bloody faeces, changes in bowel habits,
and going to stool many times per day, especially bloody faeces happen.
4.2.1.3. Pre-operative CEA test

Preoperative CEA tests show that the proportion of patients with CEA
concentration > 5 ng/ml is 46.6%. Comparison of the groups of patients
with metastatic lymph node and non-metastatic lymph node status shows
that: The CEA concentration> 5 ng/ml of the groups of patients with
metastatic lymph node (55.6%) is higher than that of the groups of patients
with non-metastatic lymph node (42.5% %) (see Table 3.7).

The results of other studies shows a similarity with our results.
According to the results of the study on 259 patients with colorectal
cancer by Carpelan-Holmstrém M. et.al, the number of patients with
preoperative CEA concentration> 5 ng/ml is 112, accounting for 43,2%.
According to Chen C.C. et.al, the average CEA concentration/ 1 patient
is 11,5 ng/ml; the proportion of patients with the previous CEA
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concentration > 5 ng/ml is 42,3%. The other studies also show similar
CEA concentrations at >5 ng/ ml: According to Louhimo J. etal, it’s
44%:; According to Zhong W. et.al, it’s 48,0%.

4.2.1.5. Anatomical examination

- Histology

Histological classification shows that: The majority (84.5%) are
moderately differentiated, only low percentage (13.8%) are highly
differentiated and poorly differentiated (1.7%). The analysis of group
of patients with metastatic and non-metastatic lymth nodes shows the
difference in poor differentiation between two groups: the group of
patients with metastatic lymth nodes has poor differentiation ratio of
5.6% while none in the group of patients with non-metastatic lymth
nodes has poor differentiation ratio (see Table 3.13).

Our study result is consistent with that of other studies. lachetta
F. et.al made a study on 657 patients with colorectal cancer and the
result showed that the proportion of high differentiation, moderate
differentiation and poor differentiation is 9%, 74%, 17%,
respectively. Huang B. et al. made a study on 12036 patients with
rectal cancer and the result showed that high and moderate
differentiation, accounted for 86.6% and poor differentiation accounts
for 13.4%. According to ElferinkM.A.G. et.al, in the group of
patients with metastatic lymph nodes, the proportion of patients with
poorly differentiated histology is 19%; In the group of non-
metastatic patients, the proportion of patients with poorly
differentiated histology is only 10%.
- Tumor invasion (According to AJCC 2010)

The tumor invasion shows that: pT4 accounts for the highest
proportion (48.2%); pT3 accounts for the second highest proportion
(28.5%) and pT2 accounts for the lowest proportion (20.7%),
accounting for a small proportion of pT1 (2.6%). Of which, in the
group of patients with metastatic lymph node: tumor invading through
the serosa (T4) accounts for 63.9%; T3 accounts for 27.8%; T2
accounts for 8.3%; There is no case of pT1 (see Table 3.14).

Our study result is consistent with that of other studies. According
to PriolliD.G et.al, the group of patients with T1 tumor invasion
accounts for 4.4%; T2 accounts for 10.6%; T3 accounts for 56.6% and
T4 accountd for 28.3%. According to Park Y.H. and et.al, T3 accounts
for the highest proportion (69.4%); T4 accounts for the second highest
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proportion (18.3%); and followed by T1 (3.8%) and T2(8.6%).
According to Peng J. and et.al, the patients have tumor invasion T1 at
1.9%, T2 at 18.6%, T3 at 39.6% and T4 at 39.9%.

When considering the tumor with invasion T4, it can be seen that
the group of patients with metastatic lymph node has the higher
proportion of tumor T4 (63.9%) than the group of non-metastatic
patients (41.3%) (p < 0,05). As such, the tumors invading and
infecting the serosal surface or invading the organs surrounding
rectum (T4) increase the risk of regional lymph node metastasis more
than the tumors invading but not infecting the serosal surface.

- Regional lymph nodes

Regarding on the regional lymph node staging (according to AJCC
2010): the proportion of patients with regional lymph node stages NO,
N1 and N2 is 69%, 25.9% and 5.2%, respectively.

This result is consistent with data of other studies. Manilich E.A. and
et.al made a study on 2430 rectal-cancer patients who underwent radical
surgery, in which, the number of patients with regional lymph node
classified at NO, N1, N2 is 1530 (63%), 612 (25.2%) and 288 (11.8%),
respectively. According to Zedan A. et al, the proportion of patients with
the regional lymph nodes classified at NO, N1, N2 is 57.4%, 31.7% and
10.9%, respectivelyThe study results by Priolli D.G. and et.al showed that
55.8% of patients have the regional lymph node classified at NO; 23.9% of
patients have the regional lymph node classified at N1 and 20.4% have the
regional lymph node classified at N2.

- Immunohistochemical testing

In this study, 80 patients who has no detected cancer metastasis
after having been tested for regular microscopic structure, are tested for
detection of lymph node micro-metastasis by immunohistochemistry
and the result shows that: 19/80 patients, accounting for 23.8% has the
micro-metastasis wounds of rectal cell carcinoma.

Our study result is consistent with the result of the recently
published studies. In the study of Bilchik et al on the colorectal cancer
micro-metastasis, 29.6% of the cases have been detected to get micro-
metastasis. In the combined analysis of many studies with a total of
4087 colorectal-cancer patients, Rahbari N.N. and et.al found that the
single tumor cells in the regional lymph nodes are from 25% to 50% of
cases that showed negative results when being analyzed on the HE
stained specimens. In the another recently published study by
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Yamamoto H. et al., 419 cases of colorectal-cancer have been registered
before surgery, of which, 315 cases are in disease stage Il and they have
no metastasis after undergoing lymph node biopsy. Subsequently, 304
cases of colorectal-cancer have CEA mRNA analyzed for lymph nodes.
Results: 73 (24.0%) cases are detected to be positive. Cox multivariate
regression analysis show that the high number of micro- metastasis
cases is an independent predictor of the ratio of survival in five years
without disease and low ratio of entire survival.

4.2.2. Risk factors for lymph node metastasis

- Comparison of lymph node metastasis with tumor invasion

The risk of lymph node metastasis in the group of patients with
tumor invading through the serosa (pT4) is 2.52 times higher than
that of patients whose tumor hasn’t invaded through serosa
(pT1+pT2+pT3) (p<0,05).

Our study result is consistent with that of other studies. Shen S.S. et.al
found that there is a strong correlation between the number of dissected
metastatic lymph nodes/ one patient with the invasivion of the tumor and
the number of dissected metastatic lymph nodes of the patients with the
tumor invasion levels T1, T2, T3 and T4 increased by 0.2 £ 0.6, 0.6 £ 1.6,
2.9 £ 5.1 and 4.8 + 6.4, respectively (p<0.001). Sugimoto K. et al carried
out a study of 102 rectal-cancer patients in the 1999-2012 period and the
multivariate analysis showed that the invasion of tumors with a
subcutaneous depth > 2700 microns is independent predictor of lymph
node metastasis (p=0.04, C195%: 1.06-16.40).

- Comparision of lymph node metastasis with lymph node size

The lymph node metastasis risk of the group of patients with
lymph node size >10 mm is 209.7 times higher than that of the group
of patients with the lymph node size <10 mm (p <0.001). Multivariate
analysis also showed that the risk of lymph node metastasis of the
group of patients with lymph node size >10 mm is 503.4 times higher
than that of patients with node size <10 mm (p <0.001). As such, the
lymph node size > 10 mm is closely related to the status of lymph
node metastasis.

The study result is consistent with that of some studies. Yamaoka Y.
et.al made a study of 408 colorectal-cancer patients, with 13750
dissected lymph nodes. The result showed that the metastasis ratio of
the group of lymph node with the size > 15 mm is 48,0%, which is 1.1%
higher cao than that of the group of lymph node with the size < 3mm.
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According the study of colorectal-cancer patients by Mérkl B. et.al, the
metastasis of lymph with the size <lmm is rare (only 2 cases among
413 lymph nodes). The ratio of metastatic lymph nodes increases when
lymph node diameter increases (49.5% found nodal metastasis in
patients with lymph node diameter < 5 mm). Sloothaak D.A.M. et.al, no
metastases is found among 95 dissected lymph nodes with the size <1
mm. The authors found that the group of patients with the lymph node
size of 10.0-14.9 mm and > 15 mm has a higher risk of lymph node
metastasis by 3.59 and 6.73 times, respectively than that of the group of
patients with lymph node of 3,0-59 mm size. The mean size of the
metastatic lymph nodes is 5.0 mm , which is 3.8mm greater than the
mean size of the non-metastatic nodes (p <0.001).

- Comparison of lymph node metastasis with tumor position, tumor
size, preoperative CEA concentration

The risk of lymph node metastasis of the group of patients with
high and average rectal cancer, the group of patients with tumor
covering the area >1/2 rectum perimeter, the group of patients with
CEA concentration> 10 ng/ml is 3.6 times, 2.6 times, 3.08 times
(respectively) higher than that of the group of patients with low
rectal cancer, e group of patients with tumor covering the area <1/2
rectum perimeter, the group of patients with CEA concentration
<10ng/ml (p<0,05).

The study result shows that: the patients with high and medium
rectal cancer, tumor covering the area> 1/2 rectum perimeter and CEA
concentration> 10 ng/ml face a higher risk of lymph node metastasis
than other patients.

4.3. Treatment results and some predictors
4.3.1. Early results
4.3.1.1. Treatment method

69% of patients underwent the surgency for anal sphincterotomy
protection; Only 31.0% of patients underwent the surgency for rectum
resection, which destroys anal sphincterotomy. 25.9% of patients undergo
laparoscopic surgery and 74.1% of patients underwent open surgery.

Our study result is consistent with that of other studies. According
to Mai Dinh Dieu, the proportion of patients who underwent the
surgency for anal sphincterotomy protection is 56.8%; the proportion of
patients who underwent the surgency for rectum resection, which
destroys anal sphincterotomy is 43.2%. According to Nguyen Van
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Hieu, the proportion of patients who underwent the surgency for anal
sphincterotomy protection in the prospective and restrospective studies
is 49.6% and 41.0%, respectively.

4.3.1.2. Accidents and complications

In our study, there are 22 (19.9%) patients with accidents and
complications, accounting for 19.9%; There is 1 (0.9%) patient who
died of septic shock, toxic shock, peritonitis/anastomotic Dehiscence.

Our study result is consistent with the results of other studies.
According to Nguyen Minh An et al, the surgical accidents and
complications is 9.7% and 10.9%, respectively and there is no
mortality in the surgery. According to Leonard D. et al, postoperative
complications is 19.9%, anastomotic dehiscence of 6.8% and
mortality of 0.6%. The study of Dent O.F. et.al on 5217 colorectal-
cancer patients who underwent radical surgery during 1971-2013
period in Australia showed that 22.5% of patients underwent a
medical complication, which tended to gradually decrease year by
year, at an average level of 35.5% in the 1976-1979 period to 22.6%
in the 2010-2013 period.

Such as, surgical method for resection of rectum and entire mesorectum
has a mild and manageable ratio of accidents and complications.
4.3.1.3. Results of regional lymph node dissection
- Results of dissected lymph node

The total number of dissected lymph nodes is 1449; Average
number of dissected lymph nodes per patient is 12.5 + 3.6; The
maximum number of lymph nodes per patient is 24; The minimum
number of lymph nodes per patient is 4.

The average number of lymph nodes per patient in our study is
consistent with that of other studies. According to the study of
Dejardin O. et al on 4197 colorectal-cancer patients in the 1997-2004
period in France, the average number of dissected lymph nodes per
patient is 12.00 (12.75-12.24 lymph nodes). According to the study of
Choi H.K. et. al on 664 colorectal-cancer patients of stage Il, who
underwent the surgery, the average number of examined lymph nodes
is 12 (1-58). According to the study of Li Q., et al., on 2256 colorectal-
cancer patients of stage Ill, the average number of dissected lymph
nodes per patient is 15.0 (12-19).

The number of lymph nodes is related to a number of factors such
as: the study duration, the age of the disease, the level of tumor
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invasion, the degree of tumor differentiation, lymph node metastasis,
stage of disease, level and experience of surgeon.
4.3.2. Deeper results

4.3.2.1. Overall survival in 3 years

Regarding on overall survival in 3 years, it can be seen that the
proportion of patients who underwent overall survival in 3 years in our
study is 91.7%; The average survival time is 48.9 months (Table 3.33).

The overall survival in 3 years of the patients in our study is higher
than that of other studies. The study of Hassan M.R. and et al on 1214
colorectal-cancer patients in 2008-2009 period showed that the owverall
survival in 3 years is 59.1%. Mehrkhani F. et al. made the study on 1090
colorectal-cancer patients who underwent surgery in 1999-2002 period,
the average survival duration of all patients is 42.8 months. The
proportion of patients who underwent entire survival in 3 years is 54%.

The proportion of patients who underwent overall survival in 3
years in our study is higher than the results of some above studies. The
reason may be that our study subjects included rectal-cancer patients
who have undergone radical surgery (excluded the patients with late-
stage disease). Patients in the late stage) while the objects of the above
studies are all rectal-cancer patients (included patients with late-stage
disease, who can’t attend radical surgency).

- Longer survival based on the lymph node size

The three-year overall survival rate of the patients with the lymph
node size <10 mm (96,7%) is higher than that of the patients with the
lymph node size >10 mm (78,4%) (p<0,05)

Our study result is consistent with those of other studies.
According to Dhar DK et al, the proportion of entire survival in 5
years in the groups of patients with metastatic lymph node in the
size<9 mm and >10 mm, is 63.5% and 42.5%, respectively (p <0.001).
Komori et al. made a study of the metastatic lymph nodes, in which
each lymph node is centrally sliced and microscopically measured to
obtain the largest slice area and the lymph nodes are divided into
groups with the gradually increasing slice area: Na (area <4mm2), Nb
(area of 4-25 mm2), Nc (area of 25-100 mm2) and Nd (area> 100
mm2). Such researchers found that the 5-year survival rate gradually
decreased when slice area of lymph nodes increased gradually; The 5-
year survival rate of Na, Nb, Nc, Nd is 77.8%, 63.9%, 18.8% and
12.8%, respectively.
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Thus, the size of lymph nodes is significantly associated with
survival rate of rectal-cancer patients. The proportion of entire survival
in 3 years of the patients with the lymph node size >10 mm is lower than
that of the patients with the lymph node size <10 mm (p <0,05).

- Longer survival based on the regional lymph node classification
((according to AJCC 2010)

In our study, the rate of overall survival in 3 years of the patients
with no metastasis of regional lymph node (pNO), metastasis of 1-3
regional lymph node (pN1), metastasis of >= 4 regional lymph node
(pPN2) gradually decreased to 97.1%; 71.9% and 50.0%, respectively.
Our study result is consistent with the data of other studies.

According to Balta A.Z, there is a significant relationship
between survival rate and regional lymph node classification

(p<0.001). According to HassanM.R. et.al, the 3-year Overall
survival rate of the patients with the stages of regional lymph nodes
NO, N1, and N2 77.4%, 58.4% and 36.2%, respectively (p <0.001).
Accoring to the combined analysis of 3 studies, including 2008
rectal-cancer patients by Gunderson L.L. et.al, the survival rate
gradually decreased when the number of metastatic lymph nodes
gradually increased; The 5-year survival rate of the patients with the
stages of regional lymph nodes NO, N1, N2 group is 73%, 65%, 52%
(p <0.001), respectively.

Thus, the regional lymph node is closely related to the 3-year
survival rate of all rectal-cance patients. The 3-year survival rate of all
rectal-cance patients significantly reduced when regional lymph node
metastasis happens and when the number of regional lymph node
metastasis increased, and vice versa (p <0.001).

- Longer survival in disease stages

The three-year overall survival rate of the patients in the disease
stages I-11 (97,1%) is higher than that of the patients in the disease
stage Il (71,6%) (p is <0,001). Our study result is consistent with
those of other studies.

According to the study on 2720 colorectal-cancer patients at 11
cancer centers throughout Europe by Gatta G. et.al, the survival duration
is closely related to the disease stage at diagnosis. The study results by

O'Connell J.B. showed that the survival duration in stage I, I1, 1l and IV
is 93.3%, 82.5%, 59.5% and 8.1%, respectively. Hassan M.R. and et.al,
the three-year entire survival rate of the patients in stage I, Il, Il and IV is

77.0%, 78.0%, 54.6%, 33.9%, respectively (p <0.001).
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The results of our study showed that the three-year survival rate is
closely correlated with the disease stages. The later the disease stage
is, the lower the survival rate is and vice versa (p <0.001).

- Multivarite regression analysis of survival and risk factors

The multivariate regression analysis showed that the three-year
survival rate of the patients with the tumor size <3/4 its perimeter is
21.3 times than that of patients with the tumor size > 3/4 its perimeter
(P<0.05). As such, the tumor covering the area > 3/4 its perimeter is an
independent predictor related the survival of patients..

CONCLUSION
1. Features of lymph node metastasis and risk factors

- The most popular symptoms are: Bloody faeces: 91.7%, Feeling
hard to go to stool: 86,1%; Changes in faeces shape: 86,1%, Changing
bowel habits: 75,9%.

- The preoperative CEA concentration > 5 ng/ml accounteed for 55,6%.

- Histopathology: Modreate differentiation accounted for the
highest proportion: 83.3%; Highly and poor differentiation accounted
for minor proportion of 11.1% and 5.6%, respectively.

- Tumors invading through serosa (T4) accounted for the highest
rate: 63.9%; and followed by T3: 27.8%; T2: 8.3%; No case is pT1.

- The rate of lymph node metastasis is 31%; of which, N1 is
25.9%; N2 is 5.2%.

- By testing the Ilymph node micro-metastasis through
immunohistochemistry, 23.8% is found to have suffered from micro-
metastatic lesions.

- The risk of lymph node metastasis of high and medium rectal
cancer is 3.6 times higher than that of low rectal cancer. The risk of
lymph node metastasis of the tumor covering the area> 1/2 its perimeter
causes is 2.6 times higher than that of the tumor covering the area < 1/2
its perimeter. The CEA concentration >10 ng/ml causes the higher risk
of lymph node metastasis by 3.08 times than the CEA concentration <
10 ng/ml. The risk of lymph node metastasis of the patients with lymph
node in the size > 10 mm is 209.7 times higher than that of the patients
with lymph node in the size <10 mm. The multivariate regression
analysis showed that the lymph node size > 10 mm is an independent
predictor related to lymph node metastasis.
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2. Treatment results of the studied group of patients

- Early results

+ The Open surgical method is mainly used: 74.1%; laparoscopic
surgery accounted for 25.9%. the surgency for anal sphincterotomy
protection accounted for 69.0%; the surgency under anal
sphincterotomy destruction accounted for 31%. Surgical methods do
not affect the results of lymph node dissection.

+ Total dissected lymph nodes are 1449; the average number of
dissected lymph nodes/one patient is 12,5 + 3,6.

+ The method of lymph node dissection is relatively safe, with the rate
of accidents and complications at 19.9% - a mild and controllable level.

- Deeper results

+ The rate of entire survival in 3 years: 91,7%.

+ The rate of overall survival in 3 years of the group of patients
with the metastatic lymph node is: 71.6%; It is lower than that of the
group of patients with non-metastatic lymph node: 97.1%. Of which,
group N1 reached 71.9% while group N2 reached only 50.0%.

+ The rate of overall survival in 3 years of the group of patients
with lymph node in the size <10 mm: 96.7%; It is higher than the
group of patients with lymph node in the size >10 mm: 78.4%.

+ The rate of overall survival in 3 years of the group of patients in
disease stages I-1l: 97.1%; It’s higher than in the patients in disease
stage I11: 71.6%.

+ The multivariate regression analysis: u > 3/4 of its perimeter is
the independent predictor related to the entire survival in 3 years.

RECOMMENDATIONS

1. The standard lymph node dissection surgency (total mesorectal
excision) plays an important role to exactly determine whether the
regional lymph node is metastatic or non-metastatic, which helps to
decide the strategy for supplementary radiotherapy for increased
treatment efficiency.

2. Immunohistochemistry should be implemented to find out the
micro- metastasis for the patients whose regional lymph nodes shows
no cancer metastasis after regular microscopic structure test.
overall survival (OS)

disease-free survival (DFS)
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