PAT VAN BE )

Ung thu than 12 m§t nhém bénh c6 md bénh hoc khac nhau, bat
thuong vé di truyén hoc té bao, sinh hoc phan tir, tién lugng va dap tmg diéu
tri, 1 mot trong nhirg bénh nguy hiém cta ung thu hé tiét niéu & nguoi 1on
va trong d6 ung thu té bao than chiém 90%. Ung thu than chiém khoang 2-
3% céc khdi u 4c tinh, ty 1¢ ting trung binh mdi nam 1a 2%. Ung thu than
duoc chin doan som va diéu tri kip thoi s& lam ting déng ké thoi gian séng
thém toan bd. Cac phuong tién chin doan hinh anh phat trién manh da lam
thay dbi sau sic bénh hoc tu nhién, g?m 50% UTT duoc phat hién tinh co
khi chwa c6 trigu ching 1dm sang. Cic phuong tién chan doan hinh anh va
dac biét 1a chup cit 16p vi tinh (CLVT) da day khong chi cho phép phat
hién, chin doan UTT ma con xép giai doan bénh chinh xac trudc didu tri.
Tuy nhién, hinh anh khong dién hinh ciia UTT trén CLVT da day luon la
thach thac 16n, nhit 1a phan biét voi u lanh hodc u di can. Trong khi sinh
thiét kim (STK) qua da chin doan UTT di va dang dwoc nghién ciru, cho
phép phan biét u than lanh hay 4c tinh, chin doan chinh x4c tip MBH, xép
dd mé hoc, tién luong bénh, lam thay d6i thai do didu tri va doi khi tranh
dugc phiu thuat khong can thiét. Sinh thiét qua da dudi hudng dan chén
doan hinh anh (CPDHA) va st dung kim déng truc da 1am han ché ti da céc tai
bién, ¢6 bién chimg nang thap. Nhimg tiép can méi trong chan doan UTT la co
s& phat trién cac phuong phap phau thuit bao ton, didu tri cit u béng nhiét, déc
biét 14 u & than duy nhat, & 2 bén than hoc u trén than ghép.v.v.

Chung t6i nghién ctru dé tai voi 2 muyc tiéu:

1. M6 ta ddc diém hinh anh va gla tri ciia cdt lop vi tinh da déy trong chdn
dodn ung thu than c6 doi chiéu v6i mé bénh hoc ¢ nguoi Ion.
2. Danh gia gid tri cua sinh thiét kim qua da diwdi hiomg din cdt I6p vi tinh
trong chan doan ung thu thdn ¢ nguoi lon.
1. Tinh cap thlet ciia dé tai .

Quy md chén doan va didu trj UTT & Viét Nam ngay mot ting dang
d3t ra vin dé cép thiét cin c6 mot nghién ctru phu hop vdi tinh hinh bénh
dugc phat hién ¢ giai doan som. Chup CLVT da day hién nay duogc coi 1a
phuong phap khong xam nhép glup chin doan UTT hiru hiéu nhim dép tng
yéu cau thyc té dit ra. Nhung ton tai cia CLVT da day cling doi hoi mot
nghién ctru (ng dung sinh thiét kim qua da nhdm chin doan mé bénh hoc,
Iya chon phuong phap didu tri bénh thich hop, tién lugng va xac dinh ty 1¢
tai bién. Khi (mg dung ddng bd chup CLVT da diy va sinh thiét kim qua da
& céc truong hop co chi dinh s& dam bao chén doan sém va diéu tri kip thoi
cho hau hét cac truong hgp UTT
2. Nhirng dong gop méi ciia ludn an
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- X4c dinh céc dic diém hinh anh cé gia tri chin doan ung thu than trén
phim CLVT da day, déac biét u than nho, dugc phat hién tinh co.

- Phan tich rd wu nhuoc diém cua tung phuong phap, chi dinh hop 1y duoc
4p dung cho cac loai u than, két qua thu dwogc rat ¥ nghia va ty 18 tai bién cua
sinh thiét kim qua da thip, khong nguy hai.

- Dé tai phan tich sau vé cach lua chon ¢& kim va sb lugng mau mo dam bao
chinh xdc, an toan s¢€ 1a co s¢ 4p dung thuong quy tai Viét Nam

3. B6 cuc luén 4n: luan 4n dai 118 trang (chua ké tai liéu tham khao va phy
luc) gdbm 4 chwong: dit vin dé (2 trang), tong quan tai lidu (39 trang), dbi
twong va phuong phap nghién ctru (14 trang), két qua nghién ciru (25 trang), ban
luan (35 trang), két ludn (2 trang), kién nghi (1 trang), v&i 34 bang, 9 biéu dd,
33 danh myc hinh minh hoa, 116 tai liéu tham khao (9 tai li¢u tiéng Viét va
107 tai lidu tiéng Anh, tiéng Phap).

Chuong 1. TONG QUAN TAI LIEU
1. Chup cit 16p vi tinh da déy: La phuong phap co gia tri trong phat hién, tiép
can chin doan UTT, dat duoc tinh én dinh, phé bién va c6 do tin cdy cao.

- Ung thw thdn dién hinh: trén CLVT da day u kich thudc > 4cm, bét
thudc s6m va manh (106 HU +48). U than bét thudc trén 84HU & thi DM, chan
doan UTT c6 d6 nhay 74%, d6 dic hiéu 100%. Dau hi¢u hoai tir thdy rd & thi
sau tiém. Yéu t6 dic trung cua UTT nhung khéng thudng xuyén 1a co voi hoa
khong déu va ¢6 xam 14n TM than, TM cht dudi. Chi hai diu hiéu dic trung
ndy ctia mot u than s& duge chin doan UTT ma khong can dic diém bét thubc.

- U thdn khéng dién hinh: trén CLVT da diy la nhimg u ¢6 ddu hiéu
chan doan khéng rd rang, co ciu trac dong nhit va kich thuéc nho, khong
tang sinh mach va trong d6 UTT chiém khoang 85%. Dong thoi phai chan
doan phan biét v6i u than lanh thudng gip nhu u té bao wa acid, u co m&
mach nghéo m& va mot sb ton thwong than lanh tinh khac it gap khac.

2. Sinh thiét u thin

Sinh thiét cho phép xac dinh u than lanh hay u 4c tinh, dinh tip MBH
va xép PMH. Chéin doan phan tip MBH 1a co s6 lya chon cac phuong phap
diéu trj thich hop, d6i khi tranh dugc nhimng phau thuat khong can thiét.

- Sinh thiét tirc thi trong phau thuat chdn doan UTT c¢6 nhiéu nhuoc
diém nhu 1a strc ép vé thoi gian, chét lwong tiéu ban, khong dam bao nguyén
tic phiu thut ung thuw, nguy co phét tan t& bao u cao.

- Sinh thiét kim qua da dudi huéng din CPHA dugc tmg dung nhim
khic phuc nhitng han ché cua sinh thiét mo, sir dung kim déng truc kiéu



3

“tru-cut” dé chin doan MBH. C6 2 loai phuong tién dinh vi sinh thiét cha
yéu 1a CLVT va siéu am. Trong d6 dinh vi bing CLVT gitip nhan dinh téng
thé cac tang 1an can, mach mau 16n, chon dudng sinh thiét hidu qua hon siéu
am. Pong thoi CLVT dinh vi sinh thiét cho phép danh gia cac bién chung,
d& nhan biét mau ty. Trai lai, siéu Am han ché xac dinh tai bién mau ty, nhit
la nhidu anh do bong khi sau sinh thiét bang kim ddng truc va thuong tng
dung chin doan bénh 1y nhu mo6 than hoac u than déc kich thude 16n.

3. Tinh hinh nghién ctru chup CLVT da déy chin doan UTT

3.1. Thé gidi: Cac tic gia tap trung khai thac hinh thai va ddu hiéu dic trung
¢6 tinh chic chin nhu muc do bt thude, khi sir dung mot gia tri ngudng
84HU 6 thi nhu mo dé chan doan, do nhay va d¢ dic higu chan doan UTBM
té bao sang véi cic tip MBH khac tuong tng 1a 74% va 100%. Tac gia
Crouzet S. va cs, phan tich 182 ca u than dac kich thudc nho duge chyp CLVT
da diy danh gia trudc phiu thuat, do chinh x4c trong chén doan UTT 1a 76%, do
nhay 93% va d6 dac hiéu 36%. Cac tac gia thira nhan chuyp CLVT da day la
dang tin cdy trong chén doan u than da 8, di can hach vung hoac di can xa,
chan doan huyét khéi tinh mach va xam lan tuyén thugng than cing bén
trong bénh canh UTT

3.2. Vigt Nam: Sau nim 1980, mét vai tic gia di cong bd nghién ctru chin
doan UTT, nhung bénh thuong ¢ giai doan mudn, chi yéu la nghién ctru hdi ci,
chua dua ra dugc ddu hiéu dic trung trén CLVT chin doan UTT va chi dung lai &
mb ta dic diém u xam l4n tai chd vung.

4. Nghién ciru sinh thiét kim qua da chin doan ung thw than

4.1. Vigt nam: Sau nam 1980 co6 mét vai nghién ctru cong bd két qua cua
STK qua da chin doan, phan loai cac bénh 1y nhu mo thén, quyét dinh liéu
trinh didu trj va tién luong bénh. Trai lai, chua c6 nghién ctru nao dugc cong
b két qua chan doan UTT va ty 1& bién chung cua STK qua da.

4.2. Thé gidi: Céac cong trinh nghién ciru vé STK qua da chin doan UTT da
duogc cong bd cho thdy, do chinh xac ciia STK dat tir 78% dén 100%, do
nhay va d¢ dédc hiéu twong trng 1a 86%-100% va 100%, mot vai chén doan
sai trén mau sinh thiét ddy di 1a rét hiém. Trong mot loat nghién ctru gin
day, miu mé STK cho phép chin doan phan loai cac tip MBH la kha cao
(86%-92%). Xép PMH Fuhrman tr miu mé STK qua da c6 chin doan 1a
UTBM té bao sang, cho két qua dat khoang 76-94% va c6 do phi hop cao
v6i xép DPMH Fuhrman sau phau thuat.
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Cac tac gia nhan thy tai bién chiy mau sau STK qua da la hiém gap
va thuong tu cam, it khi cAn truyén mau. Nguy co ciy ghép t& bao u trén
duong di cua kim sinh thiét khong dugc ghi nhan trong mot loat nghién ciru
gin day khi st dung kim ddng tryc. Céc bién ching khac 1a rat hiém va hau
nhu khong gap.

Trong nhimng nghién ctru gan day, két qua ciia STK qua da chin doan u
than dic da lam thay d6i thai do didu tri v6i ty 18 tir 24% dén 69%, giita
phiu thuat v6i phuong phap didu tri khac va co t6i 16-17% sb cac bénh nhan
STK qua da co chin dodan MBH 14 u than lanh tranh duoc phau thuat.

4.3. Nhitng ton tgi ciia sinh thiét kim qua da dang dwoc nghién ciru

Nhitng nghién ctru 16n tiém nang va dugc thiét ké tot vé STK qua da
¢in duoc dat ra nham khéng dinh két qua, khic phuc nhitng han ché cua cac
nghién ciru trudc twong dbi cung thé thirc, sir dung dinh nghia khac nhau
cho thanh cong cua sinh thiét, cach thic theo dbi va thiéu khing dinh mé
bénh hoc mot sb truong hgp. Sinh thiét kim thit bai khi lurgng mo khong du
dé chin doan, khong dua ra mét chén doan xac dinh hodc khong chinh xac.
Su khéc biét vé két qua chén doan trén miu mo bénh cua sinh thiét qua da
va sau phau thudt ngoai nhitng 1i k¥ thudt, két qua c6 thé bi anh huong boi
c4ch 1ay mau va bao quan.

Khi két qua sinh thiét 4m tinh hodc khong chin doan duoc, trén cac
phuong tién CDHA nghi ngo u théan ac tinh, mét sinh thiét bd sung hodc phiu
thuét tham do duge tién hanh. Cac truong hop c6 MBH sau sinh thiét 1a u than
lanh cn duge xay dung ké hoach theo d3i dinh ky nhung trén mdt lich trinh it
nghiém ngat hon.

Xép DMH trén miu md sinh thiét u than ac tinh c6 thé han ché boi tinh
khong ddng nhét, thay ddi ¢ timg nguoi doc. Hién chua c6 nghién ciru nao so
sanh céc ty 1& bién chimg véi ¢& kim, s6 lugng mau mo, vi tri khéi u, trinh do
chuyén mén cua bac si thyc hién va day c6 thé 1a vin d& cin nghién ciru dé
ap dung thuong quy.

Nhu vay, chup CLVT da diy va phdi hop STK d6i v6i cac trudng hop
¢6 chi dinh nhim chin doan UTT da lam sang to va dwoc cong nhian mot
cach rong rii trén thé gisi, nhung cac nghién ciru tiép theo van dwgc xéac
nhan nhu 1la mét vén dé cép thiét nhdm chén doan UTT trong didu kién thuc
té & Viét Nam.
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Chwong 2: POI TUQNG VA PHUONG PHAP NGHIEN CU'U

2.1. i twong va phwong tién nghién ciru
2.1.1. Tiéu chuén lwa chon

Bao gdm nhitng bénh nhan & tudi truong thanh (>18 tudi) dugc lua
chon vao nhom nghién ctru tai Bénh vién K trong thoi gian tir thang 2 ndm
2013 dn thang 2 nim 2017

a, Muc tiéu 1: Nghién ctru 141 bénh nhan méic 147 u than duoc phat
hién khi chua c6 can thiép phiu thuat va dugc chup CLVT da diy ding k§
thut. C6 md bénh hoc chin doan x4c dinh u thdn (STK va/hodc sau phiu thuat).

b, Muc tiéu 2: Nghién ctru 104 bénh nhan méc 107 u than dic nghi ngo&
4c tinh trén phim chup CLVT (u than dic kich thuéc <4cm, ddng nhat hodc
u bét thudc khong dién hinh); u than dic cin c6 MBH dé héa tri. C6 chi dinh
STK qua da chén doan MBH. C¢ diy du théng tin MBH u thin sau STK
va/hodc sau phiu thuat. Chua c6 can thiép chin doan u than bing cic phuong
phép khac.
2.1.2. Tiéu chudn logi trir

a, Muc tiéu 1: Céac truong hop khong dap ung tiéu chuén Iua chon &
trén. Chong chi dinh tiém thudc can quang hodc khong chip nhan tham gia
nghién ctru

b, Muc tiéu 2: Co chéng chi dinh do r6i loan céc yéu td dong mau hodc
s6 luong tiéu ciu <60.000. Bénh nhan khong hop tac trong qua trinh can thiép
chin doan. Bénh nhén, nguoi nha bénh nhan khong déng y tham gia nghién ctru.
Thong tin cac xét nghiém khong dap ung yéu cau nghién ctru. Nhitng bénh nhan
¢6 u nang than, u co md mach, u biéu mod duong tiét niéu va UTT dién hinh trén
CLVT da day.
2.2. Phuong phap nghién ciru
2.2.1. Thiét ké nghién citu: Nghién ctru tién ciru, mé ta danh gid mot
nghiém phap chén doan
2.2.2. C& mdu nghién civu: c¢& miu wdc tinh tdi thidu 1a 93 bénh nhan
2.3. Phuong phap thu thip sb liéu: Cac chi s6 nghién ciru dugc thu thap
theo tung budc lam sang, chin doan va didu tri. Khéi u than ac tinh dugc
xép giai doan TNM trudc phau thuét theo UICC nim 2009
2.4. Phan tich va xir Iy s6 liéu bing phin mém théng ké y hoc SPSS
20.0.
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Chwong 3: KET QUA NGHIEN CUU

3.1. Pic diém chung ciia ddi twong nghién ciru
3.1.1. Tudi, gi6i: tudi trung binh mic ung thu than 1a 50,7+12,6, tudi 16n
nhét 1a 81, tudi nho nhét 1a 23 va hay gip nhét trong nhom tudi tir 60 dén 69
(80,9%). Sur khac biét giita cac nhom tudi khong co ¥ nghia thng ké (p=0,075).
Bénh nhan nam mac UTT chiém 55,3% va ty 1¢ gitta nam/nir 1a 1,2/1.
3.1.2. Bdc diém lam sang:bénh nhan ung thu than phat hién tinh co chiém
31,1% va biéu hién lam sang chiém 68,9%. Nguoi bénh c6 triéu ching lién
quan tdi by may tiét niéu chiém 98,6%, cac triéu chung khac it gép.
3.1.3. Pdc diém mé bénh hoc: trong 107 u than éac tinh: UTBM té bao sang
14 62,6%, UTBM thé ki mau 1a 23,4%, UTBM thé nhu 14 6,5% va ty 1&é nho
cac loai UTT khac it gap.
3.1.4. Bdc diém sé lwong va vi tri u: trong 103 bénh nhan mic 107 u than ac
tinh, s6 bénh nhan c6 1 u than 12 96,1% va c6 2 u than chi ¢6 3,9%. Khéi u &
cac vi tri nhu mo than kha phan tan, su khac biét khong c6 y nghia théng ké
gitra u than lanh hay u than ac tinh (p = 0,27)
3.2. Diu hi¢u co bin ciia CLVT da déy trong chin dodn u thin dc tinh
3.2.1. Kich thwéc khoi u

Bdng 3.1. Kich thudc trung binh ciia u thédn trén CLVT da day

Kich thu’é’lz/lBH Lanh tinh Ac tinh n
<4cm 22 34 56
4cm< KT< 7cm 15 49 64
7em< KT< 10cm 3 19 22
>10cm 0 5 5
Téng sb u 40 107 147
p 0.05

Nhégn xét: nghién ctru 147 u than, trong d6 56 u than c6 kich thude < 4cm
thi u than ac tinh chiém 60,7%, trong 5 truong hop u than kich thudc >10cm
thi 100% 1a UTT. Sy khac biét co y nghia thong ké giita ty 18 u lanh tinh va
ac tinh (p=0,05).
3.2.2. Bic diém hinh dnh khoi u thin

- Ddc diém dwong bo, ranh gidi: Trong 107 u than ac tinh, 83 khéi u
¢ bo déu (77,6%) va 89 khdi u c6 ranh gidi 15 (83,2%). Sy khac biét khong
¢6 ¥ nghia thong ké vé dic diém dudng bo, ranh gidi giita nhom u than lanh
va ac tinh (p> 0.05)

- Dac diém ung thw than tai chg—vimg: phan tich 107 u than ac tinh,
79,5% s6 u than con gidi han trong nhu mo, 17% $6 u thAm nhiém m& quanh
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than, 3,5% s6 u tham nhiém can Gérota va 1,4% s6 u tham nhiém gay huyét khéi
tinh mach théan, tinh mach chu dudi.

-Bdc diém hinh anh u than trén CLVT da day thi truoc tiém: Déu hiéu u
than hoai tir chi chiém 41,5% nhung 82% gap trong u than éc tinh va sy khac
biét ¢6 ¥ nghia théng ké v6i p=0,035. Hinh anh voi héa trong u than it gip
(6,8%), nhung 100% céc truong hop u thdn kém hinh anh vo6i hoa la UTT.

- Dgc diém 1y trong khoi u than trén CLVT da déy: Trong 107 u than 4c
tinh, 77,6% sb u tang ty trong & thi trude tiém. Dau hidu tang ty trong & thi
trude tiém khac biét c6 y nghia gilra u than lanh tinh va ac tinh (p<0.05)

Bing 3.2. Pic diém u thdn ngéam thuoc ¢ thi PM cé déi chiéu véi MBH
MBH

Ngém thude Lanh tinh Ac tinh Téng
Manh (>40HU) 27 83 89
Trung binh (15-40HU) 6 19 40
Khong rd (10-15HU) 7 5 18
Téng 40 107 147
p 0.023

Nhdn xét: Ung thu than ngdm thudc nguong >40HU chiém 76,4%, ngim
thube ngudng trong khoang 15HU-40HU chiém 77,5% va ngudng ngém
thude 10-15HU & nhém u than khong ac tinh chiém 55,6%. Su khac biét co
¥ nghia thong ké giira khdi u than lanh va 4c tinh (p<0,05).

- Lién quan hach bat thuong trén phim CLVT da ddy va cdc tip ung thu
thdn: sb bénh nhan UTT c¢6 hach kich thuée ngang >lcm trén phim CLVT
da day 1a 8,4%, hay gip ¢ tip UTBM té bao sang va thé ki mau (77,8%).
Nhom u than éc tinh kich thudc >10cm, co ty 1¢ hach bat thuong cao
(16,7%) hon nhom kich thudc khac, su khac biét khong co y nghia thong ké
(p=0.,6) N

- Danh gia giai doan TNM trén CLVT da day va sau phau thudt: Trong
95 trudng hop UTT duoc phiu thuat, d6 phi hop giita xép giai doan TNM
ctia CLVT da diy v sau phau thuat & muic trung binh (Kappa=0,59).

- Cdc phurong phdp diéu tri ung thu thén: phiu thuat mé cit than triét
can chiém 75,7%, phau thuat ndi soi chiém 5,8%, phau thuat bao ton chiém
10,7% va chi ¢6 7,8% cac truong hop khong c6 chi dinh phau thuat chuyén
hoa tri.
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3.3. Gid tri ciia CLVT da diy trong chén dodn ung thw thin
Bing 3.3. Két qud chén dodn UTT trén CLVT da diy so véi MBH

MBH Ny iy
~ Khong ac tinh Ac tinh n
CLVT da day
Khoéng 4c tinh 22 5 27
Ac tinh 18 102 120
Tong sou 40 107 147

Nhin xét: Két qua chan doan u than ac tinh trén phim chup CLVT da day:
d0 nhay 95,3%, d6 dac hiéu 55 %, do chinh xac 84,4%, gia tri du bado duong
tinh 85% va gia tri du bdo am tinh 81,4%.

Bing 3.4. Dic diém ngim thuc cdc tip UTT ¢ thi PM (n=107)

Ngim thube Manh Trung binh  Khong ré
Tip MBH (>40HU) (15-40HU)  (10-15HU)
UTBM t€ bao sang 54(80,6%) 11 2 67
UTBM thé ki mau 11 13 1 25
UTBM thé nhu 1 3(42,9%) 3(42,9%) 7
UT khac 2 4 2 8
Tong sOu 68 31 8 107

Nhdn xét: Phan tich 107 u than 4c tinh & thi DM, khéi u bt thuéc >40HU
hay gip 1a tip UTBM té bao sang (80,6%). Tip UTBM thé nhu c6 tinh chit
bat thude & mirc trung binh va khong rd chiém 85,8%. Céc truong hop UTT
con lai ¢6 mirc d6 ngdm thube phan bd khong tép trung.

Bing 3.5. Gid tri ngdm thuéc ciia tip UTT hay gdp & thi DM (n=99)

Gia tri ngdm thudc thi PM
Mo bénh hoc n Mean Median p
Skewness
(HU) (HU)
UTBM té bao sang |67 74,4 +4,18 75 0.51
UTBM thé ki mau |25 46,7+6,01 31,1 0.91 0.001
UTBM thé nhu 7 21,1+4,88 18,1 0.44

Nhan xét: gia tri trung binh mirc 6 ngam thuoc cia UTBM t€ bao sang ¢ thi
DM la 74,4HU, cao hon nhém UTBM thé ki mau va UTBM thé nhu tuong
ung 1a 46,7HU va 21,1HU. Su khac biét gilra cac tip UTT hay gap c6 ¥
nghia théng ké (p<0,05).
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Bidng 3.6. Lién quan giita mirc Ilngm thudc véi tip UTT (n=99)
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3.3.2. Gid tri nguwong chin dodan UTBM té bio sing
Bing 3.9. Gid tri ciia déc tinh biit thuéc chin dodan UTBM té bao sing
(n=67)
UTBM Piém cit AUC Se Sp PPV NPV
té bao sing (HU) (%) (%) (%) (%)

Thi dong mach 72,5 0,766  0.00 56,7 88,7 79,2 70,7
Thi tinh mach 62,1 0.628 0.01 50.7 73.7 618 64,1

... | UTBM té baosang | UTBM thé ki mau| UTBM thé nha
Mire do % X —Z
A “x Hé so p Hé so p Hé¢ so P
ngam thuoc
pearson pearson pearson
Thi bM 0,414 0,00 -0,135 0,1 -0,222 0,01
Thi TM 0,22 0,01 -0,098 0,24 -0,178 0,03
Thi bai xuét 0,152 0,07 -0,094 0,26 -0,035 0,67
n nl=67 n2=25 n3=7

Nhén xét: Phan tich tuong quan Pearson cho thay mitrc ngam thuoc ¢ thi bai

xudt khong thé hién mdi lién quan véi cac tip MBH (p>0,05) va mirc ngdm

thudc thi DM va TM thé hién médi twong quan véi tip UTBM té bao sang, thé

nhu (p<0,05). Tip UTBM té bao sang c6 tuong quan thuin chiéu véi muc do

ngém thudc, con UTBM thé nht thé hién tinh chit ngugc lai.

3.3.1. Lién quan giita mikc ngam thuéc & 3 thi sau tiém ciia tip UTBM té bdo

sang

Bdng 3.7. Phdn tich don bién mirc ngd'm thubc 6 3 thi sau tiém trong

chin dodn UTBM té bao sing (n=147)

Mikc ngdm thude OR CI95% p
Thi BM 1,028 1,016-1,040 0,000
Thi TM 1,018 1,004-1,032 0,009
Thi bai xuét 1,019 0,999-1,040 0,069

Nhign xét: Muc ngam thudc ¢ thi DM va thi TM c¢6 tuong quan don bién
trong chén doan UTBM té bao sang (OR = 1,028 va 1,018; p<0,05). Mirc
ngém thudc ¢ thi bai xuit khong c6 mdi twong quan véi chan doan UTBM
té bao sang (OR=1,019; p>0,05)
Bing 3.8. Phan tich da bién cdc yéu t6 6 3 thi sau tiém trong chéin dodn
UTBM teé bao sdang (n=147)

Cic yéu tb OR CI 95% p
Thi PM 1,031 1,016-1,045 0,000
Thi TM 0,995 0,971-1,019 0,663

Thi bai xudt 0,908 0,998-0,965 0,908

Nhdn xét: Muc ngam thuoc ¢ thi DM thé hién moi tuong quan da bién
(OR=1,031; p<0,05) v6i UTBM té bao sang va mirc ngdm thubc & thi TM
va thi bai xuét khong thé hién mdi tuong quan da bién véi UTBM té bao
sang (OR=0,995 va 0,908; p>0,05).

Nhidn xét: Dac tinh ngam thudc ¢ thi PM c6 gid tri chan doan tot
(AUC=0,766), dac tinh ngém thudc & thi tinh mach c6 gia tri chan doan
trung binh (AUC=0,628). Su khac biét nay cé y nghia théng ké (p=0,02).
Diém cit t6i vu vé ngudng ngdm thude cua khéi u & thi PM 1a 72,5HU cho
phép chén doan UTBM té bao sang v6i do nhay 56,7%, d6 dic hiéu 88,7%.
V6i diém cit t6i wu 62,1HU & thi TM cho phép chin doan UTBM té bao
sang c6 dg nhay 50,7 % va do dac hi¢u 73,7%.
3.3.3. Lién quan giita dgc tinh ciia UTBM 18 bao sang v6i DMH
. Trong 67 u than sau phau thudt va/hodc sau sinh thict kim qua da dugc

chan doan UTBM t€ bao sang, 63 truong hop cé két qua xép DPMH chiém 94%.

Bing 3.10. Lién quan giita kich thudc va PMH ciia UTBM té bao sing

(n=63)
Kich thuéc
Py moé hoc | n Mean Median Skewness | p | Kendall
(cm) (cm)
bol 10  4,0+0,55 3,50 0,556
Po 1l 29 524275 5,20 0,014 01 0.209
bo I 21 5,5+0,44 5,10 0,373 | p=0,034
bo IV 3 6,9+1,34 7,80 -1,445
n 63  5,2+0,23 5,10 0,295

Nhdn xét: Kich thude trung binh cua cac khoi u la 5,2+0,23cm, kich thude
trung binh cla khéi u c6 DPMH cao (d6 1IV) 1a 6,9+1,34cm, cao hon cac nhom
khac va sy khac biét khong c6 ¥ nghia thong ké (p=0,1). Tuy nhién, kich thudc
khéi u c6 twong quan thudn chidu véi PMH, hé s6 Kendall 0,209 (p<0,05).
Bing 3.11. Lién quan giiva mirc ngim thuoc va PMH ciia UTBM té bao sing

. Gi4 tri bit thudc thi DM
P ? n Mean Media;n
mo hoc (HU) (HU) Skewness p |Kendall
bol 10 67,4+13,52 56,5 0.376
bo 11 29 65,6+5,87 65,0 1,345 0.003 0.343
bo 11 21 92,1+5,74 82,3 1,637 ’ p=0,001
by IV 3 93,6+2,46 95,0 -1,316
n 63  76,1+4,19 75 0,582
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Nhin xét: O thi dong mach, mic ngim thudc trung binh cia khéi u la
76,1+4,19HU, mirc ngim thudc trung binh ctia khbi u xép PMH cao (d6 IV)
la 93,6+2,46HU, cao hon cac nhom khac va su khac biét c6 y nghia thong
ké véi p<0,05. Pong thoi mirc ngdm thudc ctia khdi u thé hién mdi twong
quan thuan véi DPMH, hé s6 Kendall 0,343 (p<0,05).
3.5. Panh gia gia tri ciia STK qua da duéi hwéng din CLVT trong chén
doan UTT
3.5.1. Tai bién STK, yéu t6 lién quan

- Tai bién trong STK: 104 truong hop u than duge STK, 33,6% sb ca co
tai bién mau tu sau phic mac, trong d6 31,7% s0 ca c6 tai bién mau ty khong
trigu chimg va 1,9 % sd ca c6 tai bién mau ty c6 tri¢u chimg, khong gip cac bién
chiing khac. Hau hét cac tai bién mau tu 6n dinh va khong can xur tri, chi co mot
ca phai truyén dich va mét ca phai truyén 1 don vi mau b6 sung.

- Lién quan giita sé lan sinh thiét kim trén 1 khéi u thdn: s tradong hop
u thin dic sinh thiét kim qua da 1 1an 1a 97,1%, sinh thiét lan tht 2 1a 2,9%.
Khéng co truong hop u than nao sinh thiét tir 3 1an tré 1én.

- Lién quan giita s6 lan STK véi tai bién: STK 1an du co tai bién mau tu
14 33,6%, trong khi sinh thiét 1an thir 2 c6 ty 1¢ tai bién 1a 2 trong 3 truong hop
va khéng c6 mdi lién quan gitra sb 1an sinh thiét véi tai bién hay khéng (p=0,2).

Bing 3.12. Lién quan giita kich thudc u thin vdi tai bién

12

Bang 3. 14 Lién quan giita sé lwong méu mé STK vdi tai bién

0 mau mo
Bién chitng 3 >3 Tong P
C6 31 4 35 0.6
Khéng 61 8 69 ’
Tong sb 92 12 104

Nhdn xét: s0 u}hém dugc sinh thict 3 mau mo bénh dat’ chiérn~ 88,5%; s0 ca
sinh thiét >3 mau dat chién} 11,5%. Ty 1§ tai lzién khi lay 3 mau mo bénh 1a
33,7% trong khi ty I¢ tai bién khi lay trén 3 mau mo bénh 1a 33,3%. Su khac
biét khong c6 ¥ nghia théng ké giita s6 lugng miu mo va tai bién (p=0.6).
Vi tri u ¢ cuc trén va cuc dudi than c6 ty 1€ tai bién cao hon & phan giira
thén, tuy nhién sy khac biét nay khong c6 y nghia thong ké (p>0,05)

- Bién chitng cdy ghép u trén dmmg sinh thiét: Nghién ciru 104 truong
hop u than dic duge sinh thiét qua da bang kim dong truc, trong d6 co 69
truong hop xac dinh MBH 1a UTT va duoc thuc hién theo déi dinh ky 6
thang danh gia tinh trang cdy ghép u tai vi tri duong kim sinh thiét bing siéu
am va/hodc CLVT. Trong thoi gian theo doi trung binh 16 thang, chiing t6i
khong ghi nhan truong hop ung thu thin nio c6 cdy ghép u trén duong di
ctia kim sinh thiét.
3.5.2. Panh gid gid tri ciia STK qua da trong chén dodn UTT

Bdng 3.15. Doi chieu MBH giita STK qua da va sau PT (n=82)

Kich thwéc Cé tai bién Ko tai bién Téng 50 p
< 4cm 13 (31,7%)  28(68,3%) 41  39,4%
4ecm < KT <7cm 15(29,4%) 36 (70,6%) 51 49% 0.02
7em< KT < 10cm 7 (77,8%) 2 (22,2%) 9 8,7% ’
>10cm 0 (0%) 3 (100%) 3 2,9%
n 35 (33,7%) 69 (66,3%) 104 100%

Nhdn xét: Ty 1€ tai bién & nhom u thén kich thuéc tir 7-10cm (77,8%) cao
hon cac nhom u than kich thude nho hon twong Gng 1a 31,7% va 29,4%. Su
khéac biét nay c6 y nghia théng ké véi p<0,05.

Bing 3.13. Lién quan giiva cé kim sinh thiét véi tai bién

C& kim 2
Bién chirng 16G 18G Tong P
Co 13 22 35
Khong 13 56 69 0,04
Tong sb 26 78 104

Nhgn xét: Sinh thiét u than dic vdi c¢d kim 16G cd ty 1€ tai bien mau tu 1a
50% va c& kim 18G ty 18 tai bién méau tu 1a 28,2%. C& kim sinh thiét lién
quan c6 § nghia théng ké v6i tai bién mau tu (p=0,04). Trong 2 ca tai bién
mAu tu c6 tridu chimg, 1 ca sir dung ¢& kim 16G phai truyén bd sung 1 don
vi méu, trong khi ca con lai st dung ¢ kim 18G chi bd sung bang truyén
dich, ca 2 6n dinh trong qué trinh theo ddi.

MBHSs tkMBHpt Ac tinh Lanh tinh Téng Kappa

Ac tinh 67 0 67 0.91

Khong ac tinh 2 13 15 ’
Tong sb 69 13 82

Nhin xét: Két qua sinh thiét kim qua da dudi huéng dan CLVT chan doan
UTT c6 d6 nhay 97,1%; d6 dédc hiéu 100%; gia tri du bao dwong tinh 100%,
gia tri du bao am tinh 86,7%, gia tri chén doan dang 97,6%. Do phu hop két
qua MBH giita 2 phuong phap la rét t5t (K=0,91)

- Chdn dodn MBH cia STK cdc trieong hop khéng phdu: sb ngudi
bénh méc u than dic khong phai phau thuit sau STK chdn doan chiém
21,2%, Trong d6 63,6% s6 ca co6 MBH khong phai 4c tinh, 36,4% sb ca 1a
UTT va 9,1% s6 ca 1a u lympho biéu hién & thén.

- PMH ciia UTBM té bio sdng trén miu STK va sau phiu thujt:
Trong 49 bénh nhan dugc STK chin doan la tip UTBM té bao sang, c6 41
truong hop dugc xép DPMH, chiém 83,7%. So sanh két qua xép PMH giita mau
md sinh thiét va sau phiu thuit cho thdy d6 phu hop 1a rat 6t (K=0,92). Sb ca
xép DPMH thap (d¢ I, IT) chiém ty 1¢ 75,6%, nhém xép DPMH cao 1a 24,4%.
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Chwong 4: BAN LUAN

4.1. Phan tich dic diém hinh anh va gia tri cia CLVT da diy trong
chén dosn UTT
4.1.1. Dic diém chung cua doi twong nghién ciru

Nghién ctru tién ctru duge thyuc hién trén 141 bénh nhan u than du tiéu
chuan lya chon, trong d6 c6 103 truong hop ung thu than, nguoi 16n tudi
nhét 14 81 va nho tudi nhat 1a 23, tudi trung binh thuong gip 1a 50,7+12,6 va
ty 1¢ u than ac tinh hay gip nhét & nhom tudi tir 60 dén 69, chiém 80,9%. Ty
16 nguoi méc UTT & Viét Nam trong nghién ctru ciia chiing t6i c6 nhom tudi
thuong gip twong tu voi nghién clru cta céc tic gia nude ngoai va do tudi
trung binh méc bénh tuong tu voi két qua tac gia trong nudc.

Théng ké ty 1¢ mic UTT theo gidi & 103 truong hop, ching toi nhan thay
s0 bénh nhan nam chiém 55,3%, trong khi ty 1¢ nay & gioi nit 1a 44,7%. Ty 18
méc bénh giita nam va nit twong tng 13 1,2/1. Sy chénh léch vé ty 1& méc giita 2
gi6i trong nghién ciru cta chung t6i twong ddi phu hop voi cac tic gia nude
ngoai di cong bd 1a 1,6/1. Két qua cho thiy sé bénh nhan di kham tinh c&
phét hién u than ac tinh chiém 31,1% va 68,9% céc truong hop co biéu hién
lam sang, cac triéu chimg kha da dang, hay gip biéu hién triéu chimg tiét
ni¢u (98,6%), triéu chirng cén u va triéu chung khac it gap voi ty 1€ tuong
tmg 13 5,6% va 7%. Nghién ciru ctia chung ti twong dbi pht hop véi mot
loat cac nghién ctru gan ddy vé s6 truong hop UTT dwoc phat hién khi chua
¢6 triéu chirng 1am sang. Theo nghién ctru cua Cornelis F. va cs, ty 1¢ u than
dugc phat hién tinh co 1a 50%, kich thudc u con nho va trong 70-80%
nhitng ca nay ¢ giai doan chua di can. Dya vao hinh anh CLVT da day c6 do
phén giai cao nén sé ngudi mic UTT duge phat hién tinh cd ngay cang ting
Ién va dac biét 1a bénh dugc phat hién nho cac phuong tién CDHA thyuc hién
vi cac diu hiéu 1am sang khong lién quan. Nhu vay, thuc hién sang loc phat
hién sém u than no6i chung va UTT ndi riéng c6 sy dong goép quan trong cua
cac phuong tién CDHA va nhit 13 chup CLVT da day.

Khi tién hanh phén tich vé ty 16 loai MBH cta 107 u than 4c tinh trong
mAu nghién ctru 147 u than, cac tip MBH thuong gip thu ty 1a tip UTBM té
bao sang chiém 62,6%, tiép dén 1a tip UTBM thé ki mau la 23,4% va tip
UTBM thé nht 6,5%, cac loai UTT khac it gip chiém ty 1& dudi 10%. Theo
td chirc y té thé gioi (WHO), phan loai u than ¢ nguoi 16n dua vao cac tip
MBH khéc nhau trong 6 UTBM té bao sang, UTBM thé nha va UTBM thé
ki mau co6 ty 1¢ thu ty 1a 70%, 10-15% va 5% va chi mot ty 1¢ nho cac tip
ung thu khac it gip. V&i két qua trén cho thdy sy phin b cac tip ung thu
than vé& co ban khong c6 sy khac biét 16n ¢ bénh nhan trong va ngoai nudc.
Khac biét nhé vé ty 1& méc giita tip UTBM thé nhi va thé ki mau va c6 thé
12 do ¢& mau duoc phan tich ctia nghién ctru ndy chua du 16n.
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Hién nay, viéc sir dung CLVT da day dé lam cai thién dang ké két qua
chan doan UTT, tuy nhién dé xac dinh s6 lugng u than mic trén cing mot
bénh nhéan luon la dé tai duge nhiéu tic gid quan tim. Chup CLVT da diy
trong nghién ctru cua chung toi da xac dinh ty 1¢ méc 1 u than 4c tinh chiém
96,1%, mic 2 u & cung mot than hodc ¢ ca hai than co ty 1& thép 1a 3,9% va
trong d6 2 truong hop trong bénh canh u lympho duge STK chin doan, 2
truong hop la UTBM té bao than dugc STK va phau thuat chén doan. Khi
ddi chiéu voi két qua nghién ctru cua tic gia nudc ngoai, chup CLVT trude
va sau tiém thudc can quang cho thay kha nang phat hién u than da 6 c6 do
nhay 1a 100%. Khi phan tich ddc diém hinh anh u than da 6 lién quan véi
chén doan tip MBH, theo nghién ciru ctia Simhan J. va cs cho thiy u than &
ca 2 bén va da 6 thuong gip hon trong UTT thé nhu (twong tng 4% va
22,5%) so véi UTT té bao sang (<5%), tuy nhién, dic diém hinh anh it c6
gi4 tri thyc tién trong chin doan UTT dudi tip. C6 thé do ¢& mau nghién ctru
ctia ching t6i chua du 16n nén bénh nhan mic 2 u 4c tinh trén cung mot than
gip khong nhidu va ciing tir phén tich & trén cho thdy chup CLVT da day la
phwong phép c¢6 gia tri cAn duge lya chon chén doan u than da 6.

Mat khac, khi phan tich vé phan bd u & cac vi tri cuc trén, phﬁn giira
va cuc dudi cua than, két qua cho thiy ty 16 phan bd u than lanh hay 4c tinh
& cac vi tri khac nhau trén cung mét than hodc & ca 2 bén déu khong co ¥
nghia théng ké véi p>0,05. Tuy nhién, vi tri u thdn la mot trong s6 cac yeu
th quan trong dé dua ra quyet dinh diéu trj va hiéu qua trong so sanh, nhit 1a
mdi quan hé chit ché giira giai phau u than, bénh hoc va tién lugng. Vi tri u
trong than it lién quan dén chin doan phan biét giita u than lanh hay 4c tinh
nhung 13 yéu t§ quan trong trong diéu tri, tién lugng bénh.

4.1.2. Déiu hiéu co ban ciia UTT trén phim chup CLVT da day

Trong qua trinh nghién ctru chup CLVT da day cho 141 bénh nhan du
tiéu chuin lya chon, chung t6i phat hién c6 147 u than va tién hanh do
duong kinh 16n, kich thudc u 16n nhét 1a 11,5cm va u cé kich thudc nho
nhét 13 1,4cm, kich thude trung binh 1a 5,2 + 2,2cm. Dya vao kich thudce
truc 16n u than 4c tinh d& chia thanh cdc nhom dya trén co s& xép giai doan
TNM ctia UICC 2009. Theo bang 3.1 cho thiy trong 56 ca u than kich thudc
< 4cm chi ¢6 60,7% 14 khéi u 4c tinh va 5 ca u than kich thude 16n trén
10cm thi 100% la UTT. Su khac biét c6 y nghia giita ty 1€ lanh tinh va ac
tinh ctia cac nhom u than kich thudc khac nhau vdi p=0,05. Khi dya vao khia
canh kich thuéc dé xép giai doan u than ac tinh (T), két qua nghién ciru & bang
3.1 cho thay, sb truong hop UTT kich thudce < 7cm I3 83 ca trong tong s6 107
u than 4c tinh, chiém 77,6%. Theo Bui Vin Lénh va cs, nghién ctru 91 truong
hop ung thu thén, da s6 kich thude u trén 5cm chiém 78,6% va bénh & giai doan
muén. Tir nhimg phén tich trén day cho thiy sb cac trudng hop UTT duoc phat
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hién bénh & giai doan sém ting cao & Viét nam trong nhitng ndm gin day va
nhét 13 nhitng ca bénh chura c6 biéu hién 1am sang.

Phan tich mét s dic diém hinh thai UTT trén phim chup CLVT da ddy cho
thdy dudng bo déu, ranh giGi rd ctia 107 u than 4c tinh chiém ty 1é tuong mg
77,6% va 83,2%, trong khi cling dac diém nay ¢ nhém u than lanh tinh c6 ty
1€ twong Ung la 87,5% va 87,5%. Tuy nhién, khong cé su khac biét giira cac
nhém u thin c6 dic diém dudng bd, ranh gidi v6i tinh chit lanh tinh hay 4c
tinh (p>0,05). Theo nghién ctru ctia Pallwein-Prettner va cs, nhimg khéi u c6
dudng bo khong 16 rang la mét trong cac dau hidu hay gap trong bénh canh UTT,
ngoai trir nhitng ca 13 u nang bdi nhiém hodic u co m& mach chay mau.

Khi tién hanh danh gia tinh trang 107 u than 4c tinh lan tran tai chd
vung, két quéa cho thdy phin 1én UTT con giéi han trong nhu mé & thoi diém
chén doan (79,5%), ty 1& thép cac trudng hop u thAim nhiém mé m& quanh
than (17%), cac du hidu it gip nhu thaim nhiém can Gérota (3,5%), huyét
khéi tinh mach than va tinh mach cha duéi (1,4%), khong phat hién treong
hop nao u tham nhiém tuyén thuong than cing bén. C6 thé nghién ciru cua
chang t6i tdp trung phan tich UTT khéng dién hinh trén phim chup CLVT
da day, nén sb treong hop u thén éc tinh c6 dAu hiéu thAm nhiém moé m&
quanh thén, tang, mach mau khéng nhidu va ciing 12 nguyén nhan han ché
phan tich kha ning chin doan chinh x4c cua CLVT da diy vé cac du hiéu
nay. Tuy nhién, theo cac tac gia nudc ngoai thi chup CLVT da day cho phép
chan doan chinh x4c cao cac ton thwong lan tran tai chd-ving va dong vai
tro quan trong xac dinh giai doan TNM cua UTT trude didu tri.

Tién hanh danh gia cac dic diém cu tric u than cho thdy d4u hiéu hoai
tir chiém 41,5% cac trrong hop, trong d6 82% la UTT, sy khac biét c6 y
nghia théng ké gitra nhom u than lanh va 4c tinh (p=0,035). Hinh anh seo xo
trung tdm, chdy mau va voi hoa trong u it gdp, nhung nghién ctru nay cho
théy 100% cac truong hop u than kém voi hoa 1a ung thu. Theo nghién ciru
cua Hélénon O. va cs, voi hoa trong u than 1a hinh dnh dac trung nhung
khong thuong xuyén, dién hinh 1 v6i hoa trung tim va khong déu, khi két
hop hinh anh véi héa trong u than va hinh anh huyét khéi TM cho phép chin
doan UTT véi bit ky dic diém bit thube nao cia u. Kim J.K va cs cho thiy
hinh anh u kém véi héa thudong gip hon trong UTT thé nhi (32%), thé ki
mau (38%) so véi UTT té bao sang (11%). Pedrosa va cs thdy rang u c6 kich
thudc 16n, hoai ti trong u, tudn hoan bang hé khoang sau phuc mac, mét lién
tuc v6 khéi u va huyét khéi tinh mach than s& du bao 1a UTBM té bao sang
c6 DMH cao (p<0,05). C6 t6i 70% UTBM thé nhd chi giéi han trong than &
thoi diém chan doén, khi u kich thudc nhé (< 3cm) va DMH thap, gidi han
13, b gon, céu tric ddng nhit. UTBM thé ki mau thuong c6 bo gon, chu
trac ddng nhit ngay ca khi u kich thu6c 16n, tham nhiém m& quanh than va
mach hoa (<4%) 1a rit hiém trén CLVT da day.
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Khi phén tich ty trong u than trén phim CLVT da day ¢ thi trude tiém,
chiing t6i nhan thdy nhom u than ac tinh giam ty trong va dong ty trong
chiém ty 1¢ thép, trong khi c6 t&i 77,6% s ca ting ty trong. Dau hiéu tang ty
trong cta u than ¢ thi trudce tiém khéc biét cd y nghia gilta lanh tinh va 4c tinh
(p<0.05). Tuy nhién, dic diém ting ty trong trudc tiém ciing gip & mot sé u
than lanh tinh vi vay dAu hiéu nay it co gia tri phan biét gitra u than lanh va
ac tinh.

Panh gia dac diém ngém thudc cua khéi u than trén phim chyp CLVT
da day ¢ cac thi sau tiém 1a mot phuong phap khong xadm nhap nhung cod thé
chén doan UTT. Chung t6i d tién hanh nghién ciru diic tinh bit thude cta u
than & thi DM va c¢6 dbi chiéu véi MBH cho thiy ty 16 u than 4c tinh c6
ngudng ngdm thudc >40HU chiém 76,4%, nguong ngdm thudc tir 15HU
dén 40HU la 77,5%, ngudng ngdm thudc trong khoang 10HU-15HU &
nhoém u than lanh chiém ty 1€ 55,6%, phan tich dic diém ngém thude & thi
PM cho thiy khac biét co ¥ nghia théng ké giita u than lanh va 4c tinh
(p=0,023). Trong nghién ciru ctia Young J.R. va cs cho thiy, UTT nhit 12 tip
UTBM té bao sang ngdm thudc cao hon hén so v6i u té& bao wa acid véi do
chinh xédc 77%, UTBM té bao nhu vé&i d6 chinh xéac 1a 85% va véi UTBM
thé ki mau v6i do chinh xac 1a 84%. Dua trén két qua nghién cru cua cac tac
gid nudc ngoai va cia chung toi cho phép khing dinh ring dic tinh ngim
thubc ctia u ¢6 lién quan vé6i viéc chin doan UTT.

Xac dinh kich thudce truc nhod cia hach >1lcm, hinh tron va bét thude
bat thuong hodc khong déu trén phim chup CLVT da day trong 103 bénh
nhan mic UTT, két qua cho théy ty 1€ hach bét thuong chi chiém 8,4%,
trong sb d6 tip UTBM té bao sang va UTBM thé ki mau hay kém hach bét
thuong (77,8%). Khi xét mdi lién quan gitta kich thudc u than ac tinh véi
hach bét thuong thi nhom u c6 kich thude tir 4 -7cm kém tén thuong hach
chiém 55,6%. Tuy nhién, sy khac biét khong c6 y nghia thong ké giita cac
nhom kich thudce u than ac tinh (p>0,05). Nghién ctru cia cac tac gia nudc
ngoai cho thdy kha nang chin doan dung hach di can trén phim chup CLVT
da day dao dong tir 83% dén 88%. Tir phan tich trén day cho thiy cin phai
nghién ctru véi ¢& miu da 16n trude khi khuyén cio CVLT da day nhu 1a
mot phuong phap hinh anh tiéu chuan trong d4nh gia hach di can trugc phau
thuat UTT.

Phan tich gop cac ddu hiéu 14m sang, can 1am sang, dac bict la dya vao
dac diém hinh anh UTT trén phim chup CLVT da day dé tién hanh xép giai
doan bénh trudc phau thuat va dbi chibu véi xep giai doan 95 truong hop
UTT duogc phiu thuat. Két qua nghién ctru cho thiy d6 phit hop ¢ mirc trung
binh giita chin doan giai doan TNM cua chup CLVT da diy va sau phiu
thuat (Kappa=0,59), twong ung voi xép giai doan dung 1a 83,16%. Két qua
nghién ciru nay tuong ddi phit hgp véi nghién ciru cia Kamel AL va cs xép
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giai doan cho 99 bénh nhan UTT trudc khi dugc phdu thuat triét can, do
chinh xac 1én téi 91% va khang dinh CLVT da diy c¢6 vai trd trong chan
doan xéc dinh va xép giai doan UTT trudc diéu tri.

Tir tiéu chudn lya chon bénh nhén trong thiét ké nghién ctru ciia ching
t6i, nén phuong phap diéu trj chi yéu Ia phiu thudt u than con gioi han trong
bao, g(“)m ¢6 78 trwong hop duge phau thuat mo cit than triét can (75,7%), 6
truong hop phiu thuat ndi soi (5,8%), 11 trudong hop phau thuit bao ton
(10,7%), chi c6 8 trudng hop khong cé chi dinh phiu thuat duoc chuyén hoa
tri (7,8%) va khong c6 truong hop nio phiu thuat UTT & giai doan c6 di
cin. Mic du trong nghién ciru c6 két qua chén doan UTT & giai doan kha
som nhung sb ca phau thuat bao ton, phau thuat ndi soi vin con khd khiém
t6n va khong c6 truong hop nao diéu trj cat u bang nhiét. Trong khi theo cac
huwéng dan hién nay, cic tac gia déu khuyén nghi str dung phiu thuat bao ton
nhu 14 chdm soc chudn muc dbi véi u 4c tinh gigi han trong than cé kich
thuée dudi 7em bat cir khi nao c6 chi dinh.

4.1.3. Gid tri ciia CLVT da diy trong chén dodn ung thw thin

Chup cét 16p vi tinh da diy dwoc sit dung rong rai trong chin doan
UTT duya trén cic dic diém hinh anh va tinh chét bit thudc thi sau tiém. T
bang 3.3 cho théy CLVT da day chén doan UTT c6 do nhay 1a 95,3%, do
dac hiéu 55%, gia tri dy bao duong tinh 85%, gia tri du bao am tinh 81,4%
va gia tri chan dodn dung 1a 84,4%. Theo nghién ctru ctia Crouzet S. va cs,
tac gid phan tich 182 ca u than déc kich thudc nho dugc chup CLVT da day
danh gia trudc phiu thuat, d6 chinh xac trong chén doan u than 4c tinh 1a
76%., d0 nhay 93% va d6 dac hiéu 36%. Phan tich & cac nghién ciru trong va
ngoai nudce di chi dan kich thude khdi u than nhé 13 1y do chinh 1am han ché
kha nang phén bi¢t u thén lanh va ac tinh trén phim chup CLVT da day, didu
nay dugc giai thich tai sao két qua nghién ctru déu c6 d6 dic hidu va gia tri
du bao am tinh khong cao. Ciing dua trén dic diém ngdm thudc trén phim
chup CLVT da diy ¢ thi sau tiém, tién hanh lugng hda mirc d6 bét thube cua
u tOhan 4c tinh nhdm x4c dinh cac tip UTT hay gép. Phan tich 107 truong
hop u than 4c tinh cho thiy u than c6 ngudng bat thubc > 40HU gip trong
tip UTBM té bao sang chiém ty 1& 80,6%, trong khi tip UTBM thé nhu co
ngudng bat thuéc < 40 HU chiém 85,8%. Ciing thyc hién phan tich dic
diém ngam thudc cua u than nhidm chin doan UTT dudi tip, Lee-Felker va
cs nhan thay déu hiéu ngam thudc nhanh va manh ¢ y nghia cta tip UTBM
té bao sang so voi UTBM thé nhu & thi déng mach (174,4HU va 62,2HU),
thi nhu mé (113,2HU va 81,8HU) va thi bai tiét (87,9HU va 62,5HU); twong
tu tac gia cling so véi UTBM thé ki mau & thi nhu mé (113,2HU va
91,4HU), & thi bai tiét (87,9HU va 71,3HU). Theo m{t nghién ctru khac, tac
gia cho thiy u than cé cdu triic ddng nhat, bit thudc t6i da ¢ thi nhu mé <
40HU, goi y chén doan UTBM thé nhu gap trong 82%.
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Khi tién hanh phan tich gi4 trj trung binh ciia muc d6 ngim thubc & thi
dong mach giira cac tip UTT hay gip, két qua nghién ciru cho thy gia tri
trung binh d6 ngdm thudc & thi DM ciia UTBM té bao sang, UTBM thé nhu
va UTBM thé ki mau tuong Ung l1a 74,4+4,18HU, 21,1+4,88HU va
46,7£6,01HU. Su khac biét vé gia tri trung binh ngdm thuéc cua cac tip
UTT & thi DM c6 y nghia théng ké véi p<0,05. Khi xét médi lién quan mirc
ngam thudc giita cac tip UTT hay gdp & cac thi sau tiém, tinh chat ngdm
thube thi dong mach va tinh mach thé hién mbi tuong quan voi chan doan
tip UTBM té bao sang va thé nhu (p<0 05). Trong do tip UTBM té bao sang
thé hién sy tuong quan thuén chidu véi mirc d6 ngdm thube, con UTBM thé
nhé thé hién tinh chét ngwoc lai. Nghién ciru cua chung téi phit hop véi
nghién ctru ctia Young va cs cho thdy ty trong trung binh ciia UTBM té bao
sang cao hon UTBM thé nhu & céc thi sau tiém; thi dong mach twong tng la
125HU va 54HU (p<0,01), thi nhu md twong tmg la 103HU va 64HU
(p<0,001), ¢ thi bai tiét 1a 80 HU va 54 HU (p<0,01). So sanh giita UTBM
té bao sang va UTBM thé ki mau cho thdy ty trong trung binh cao & thi dong
mach trong tng 14 125HU va 74HU (p<0,001) va & thi bai tiét trong tmg 1a
80HU va 60HU (p<0,008). Nghién ctru ciing cho thdy UTBM té bao sang
tang sinh mach manh so v6i UTBM thé ki mau va UTBM thé nha.

Nhu vay, chup CLVT da diy dé danh gia mirc d6 ngdm thubc cua u
than & cac thi sau tiém c6 nhiéu hira hen tich cuc trong chin doan phan biét
gitra cac tip UTT hay gép, 1a co s¢ lya chon phuong phap didu tri hitu hiéu
va tién lugng bénh.
4.1.3.1. Méi lién quan giita déic tinh ngdm thubc & cdc thi sau tiém ciia
UTBM té bdo sing

Khi tién hanh phan tich hdi quy don bién va phan tich hdi quy logistic
da bién danh gid mdi tuong quan gilta dac tinh bat thudc cua u than trong
chin dodn UTBM té bao sang & cac thi sau tiém. Nghién ciru ctia ching toi
cho thiy mirc ngam thudc thi DM, TM déu thé hién mdi twong quan don
bién voi chin doan UTBM té bao sang (OR=1,028 va 1,018; p<0,05). Khi
phén tich hdi quy logistic da bién cac yéu t& cua u thén ¢ thi sau tiém, két
qua nghién ctru chi thdy mdi twong quan giita ngm thudc thi DM véi chan
doan UTBM té bao sang (OR=1,031; p<0,05. Nhu vay, phan tich hoi quy
don bién va hdi quy logistic da bién cho thdy méi twong quan giita muc
ngdm thudc & thi DM véi chdn doan UTBM té bao sang (p<0,05)

Tién hanh xac dinh ngudng ngdm thudc cta u thin trong chin doan
UTBM té bao sang ¢ thi PM va TM, nghién ctru cho thdy dic tinh ngdm
thudc & thi DM ¢6 gia tri chin doan tbt (AUC=0,766), trong khi dac tinh bét
thubc & thi TM c6 gia tri chdn doan trung binh (AUC=0,628) va su khac biét
nay c6 ¥ nghia théng ké voi p=0,02. Két qua cho thiy diém cit toi wu vé gia
tri ngudng ngam thudc cua khdi u & thi dong mach 1a 72,5HU, cho phép
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chan doan UTBM té bao sang véi d6 nhay 56,7% va d¢ dic hiéu 88,7%. O
thi tinh mach, diém cét téi wu dugc lya chon & ngudng 1a 62,1 HU cho phép
chin doan UTBM té bao sang véi do nhay va do dic hiéu twong tng 1a 50,7
% va 73,7%. Nghién ctru ctia Kim J.K. va cs cho thiy UTT c6 ty trong
ngém thudc ting cao trong khoang 115+ 48HU ¢ thi nhu md va 62+25HU &
thi bai xuat. Khi sir dung mét gia tri ngudng bt thudc 1a 84HU ¢ thi nhu
md, thi d6 nhay va do dac hi¢u dé phan biét UTBM té bao sang voi cac tip
UTT khéc tuwong ung 1a 74% va 100%. Tuong tu, véi ngudng 44HU & thi
bai xuét, do nhay va do dic hiéu dé phan biét UTBM té bao sang vdi cac tip
UTT khac twong ting 1a 84% va 91%.

Mic du phuong phép tiép can danh gia vé ngudng bit thubc & cac thi
sau tiém khong déng dang, nhung két qua thu dwoc phan anh trung thuc kha
nang tmg dung chup CLVT da diy chan doan UTT dudi tip, ngay ca khi
chin doan tip UTBM té bao sang c6 d6 nhay, do dac hiéu chua cao va nhét
la cac trurong hop UTT c6 kich thude nho.
4.1.3.2. Méi lién quan giita cdc ddc tinh UTBM té bdo sang véi PMH

Trong 67 trudng hop c6 MBH chén doan 1a UTBM té bao sang, thi chi
¢6 63 ca duge xép PMH chiém 94%. Phan tich kich thudc trung binh khdi u
duoc xép PMH cao (46 IV) 1a 6,9+1,34cm, cao hon cac nhém khac va su
khac biét khong co ¥ nghia théng ké (p>0,05). Khi xét v& mirc d6 bit thube
cia UTBM té bao sang trén CLVT da diy & thi DM, cho thiy gi4 tri bét
thudc trung binh cta tip u than nay la 76,1+4,19HU, trong d6 gia tri bat
thubc trung binh cia tip UTBM té bao sang c6 DMH cao (d6 IV) la
93,6+2,46HU cao hon cac nhom khéc va sy khac biét nay co y nghia théng
ké v6i p<0,05. Khi xét mdi twong quan giira kich thudc va mirc d6 bat thube
ctia UTBM té bao sang voi DMH theo hé s6 Kendall cho thay thé hién mdi
tuong quan thuan chidu (Ken =0,209 va 0,343; p<0,05). Nghién ctru cia
chiing t6i c6 két qua twong tu véi nghién ctru cta Ishigami K. va cs, tac gia
phan tich va cho thdy kich thuéc va DPMH cua UTT c6 méi tuong quan
thuan, voi chi sé Spearman 1a 0.51 (p <0.0001). Nhu vdy, ddc tinh ngdm
thubc ciia u than ngoai gia tri chin doan phan biét u than lanh hay é4c tinh,
gitp phan biét mot sé tip UTT hay gdp, ma con cho phép dinh huéng xép
DMH dbi voi UTBM té bao sang.

4.2. Gia tri ciia STK qua da dwé6i hwéng din CLVT chén doan UTT
4.2.1 Tai bién ciia sinh thiét kim va cdc yéu 16 lién quan

Tién hanh sinh thiét kim qua da dudi huéng din CLVT & 104 bénh
nhan u thin dic du tiéu chuin lua chon, sir dung kim déng truc ban ty dong
¢ 16G hodc 18G, v6i sb mau dat yéu cau tbi thiéu 13 3 trong mot 14n sinh
thiét. Sinh thiét kim dugc tién hanh dua trén nguyén tic duong di cang gan
tén thwong dich cang tét nhung phai tranh ti da cac bién ching. Trong qua
trinh thyc hién va theo ddi STK dinh vi bang chup CLVT, 33,6% s6 ca ¢6

20

tai bién mau tu, trong do 31,7% sb ca la mau tu khong triéu chimg va 1,9%
s6 ca 1a mau tu o tridu chung. Tham chiéu véi két qua cua Barriol va cs,
nghién ctru 85 ca u than duge STK qua da dudi huéng din CLVT, tu mau
quanh than khong tri¢u ching chiém 66%. Ghi nhan tai bién méu tu trong
nghién ctru ciia ching t6i thap hon tic gia nudc ngoai nhung c6 2 ca mau tu
¢6 triéu chirng phai theo doi sat chiém 1,9%, tinh trang dau tai vi tri sinh
thiét va khdi mau tu quanh than tang 1én trén phim chup CLVT, 1 truong
hop chi can duoc truyén bu dich, 1 ca duge tién hanh truyén bd sung 1 don
vi mau va ca 2 truong hgp nay trong qua trinh theo doi sat tinh trang 1am
sang déu on dinh. Khong gip céc tai bién khac nhu tran khi mang phdi, tiéu
méu dai thé hay chay méau phai phau thuét cap ctru hoic tir vong,

Mac du mau tu quanh than va dudi bao mirc do nhe 1a thuong xuyén cé
thé quan sat théy trén phim chyp CLVT kiém tra sau sinh thiét. Nhiéu
nghién ctru gan ddy trén thé giGi da chi ra ring biéu hién 1am sang ciia chay
mau 1a hiém va thuong ty cdm, truyén mau bd sung 1a it gip. Nhitng khac
biét vé ty 1& bién chimg & cic nghién ctru trén co thé lién quan dén lya chon
bénh nhan, ¢& kim sinh thiét dugc sir dung va sb 1an léy mau. Thuce té, STK
qua da hién nay c6 thé coi l1a phuong phap hau nhu khong cé bién chung
nghiém trong néu dugc thuc hign ding k¥ thudt va nhiing bién chimg nhe
cac bac si can thip ciing cAn phai ndm dugc.

Trong nghién ciru nay, ching toi thyc hién sinh thiét kim 1 lan chiém
97,1%, sinh thiét 1an ther 2 chiém 2,9% va khong c6 treong hop nao sinh
thiét tir 1an thir 3 trd 1én. Tién hanh phan tich mdi lién quan gitra s 1an sinh
thiét kim qua da chin doan UTT véi tai bién, két qua cho thay sé truong hop
sinh thiét 1dn thir nhat c6 xay ra tai bién mau tu la 33,7%, trong khi sinh thiét
1an thtr 2 ¢6 ty 16 tai bién 14 2 trong 3 trudng hop. Tuy nhién, khong c6 médi
lién quan giita s6 14n sinh thiét véi tai bién mau tu (p=0,2).

Két qua nghién ctru cho thiy ty 16 tai bién & nhom u than kich thude tir
7-10cm 1a 77,8% cao hon cac nhoém u than kich thudec <4em va 4cm < KT <
7cm tuong Gng voéi ty 1€ 1a 31,7% va 29,4%. Sy khac biét nay c6 y nghia
théng ké voi p<0,05. Trén thyc t&, nhitng u 16n phat trién manh vé phia bao
than hay gdp mau tu hon 1a cac u con gidi han trong nhu md, do kim sinh
thiét di trye tiép vao mo u s& ¢6 co nguy co chiay méau nhiéu hon khi dua kim
di qua mot phén nhu mo than lanh. Mat khac khi kich thudc u 16n thi mic
d6 tang sinh mach nhiéu hon, d6i khi kém tinh trang thong dong tinh mach
trong u. Nhu vay, chung ta nén dua kim sinh thiét qua mot ph?m mo than
lanh trude khi tiép can u hodc xac dinh ving mo6 u it mach trén phim CLVT
chup chin dodn c6 thé han ché tai bién mau tu.
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Tra 161 cau hoi con ton tai cia mot sb nghién clru trén thé gidi 1a khi sir
dung ¢& kim 16n hon ¢6 cho két qua chin doan MBH va xép PMH tét hon
khoéng? Trong nghién ciru nay chung t6i da st dung c¢& kim 16G cho nguoi
bénh micu than dac kich thudc 16n, cd kim 18G cho nguoi bénh micu than
nho. Két qua cho thiy c& kim sinh thiét 16G xdy ra tai bién mau tu véi ty 18
1a 50% va c& kim sinh thiét 18G xay ra tai bién mau tu voi ty 1¢ 1a 28,2%,
lwa chon ¢& kim sinh thiét 16G hay 18G lién quan ¢ ¥ nghia théng ké véi
tai bién mau tu (p=0,04). Trong 2 trudng hop xay ra mau ty cé triéu ching,
1 ca sir dung loai kim 16G phai truyén mau bd sung, trong khi 1 ca con lai
stt dung ¢ kim 18G chi can truyén dich bd sung, ca 2 6n dinh trong qua
trinh theo ddi tinh trang huyét déng va khdi mau tu khong ting 1én vé kich
thudce. Nhu vay, nguy co chdy mau dugce cho la 16n hon khi thyc hién c&
kim c¢6 duong kinh 16n.

Theo két qua nghién clru clia cac tic gia nudc ngoai thi viée ting sb
lwong miu md khong dan t6i ting nguy co tai bién sau sinh thiét, cic u than
ac tinh c6 DPMH khong déng nhét dao dong tir 5% dén 25% va mau mo sinh
thiét kim nén lay ¢ cac ving khac nhau ctia khdi u s& ki vong vao két qua
chan doan tot hon. Trong nghién ctru ciia chiing toi 1 lan STK l4y tdi thiéu 3
mau md bénh dam bao chit lugng chiém 88,5%, liy trén 3 mau mo bénh
chiém ty 1& 11,5%. Khi tién hanh phan tich ty 1¢ bién chimng lién quan véi s6
lwong mau, sb ca lay tdi thiéu 3 mau co bién ching méau tu chiém 33,7%,
trong khis6 ca ldy trén 3 miu c6 ty 1¢ bién ching 1a 33,3%. Su khac biét
khong c6 ¥ nghia thng ké giita 2 nhom lién quan véi tai bién (p=0,6). Ciing
trong nghién ctru nay, khi phéan tich vi tri u & cuc trén, phan giita va cuc
dudi than 1ién quan véi tai bién, két qua cho thdy u & cuc trén va cuc dudi
than co ty 1& bién chimg cao hon phén giita, tuy nhién sy khéc biét nay khong co
y nghia théng ké véi p>0,05. Theo Leveridge M.J. va cs, sinh thiét qua da chin
doén u than dac giéi han & vi tri luGi trude, cuc trén va quanh ron than duge coi
1a nhiéu thach thirc hon.

Nhirng bién chiung céy ghép té bao ung thu theo duong di cia kim
dwoc nhidu tac gia quan tim, nhung trong nghién ciru ciia ching t6i theo ddi
dinh ky 6 thang mét 1an va trong thoi gian trung binh 16 thang, d khong ghi
nhan truong hop UTT nao c¢6 cdy ghép u. Két qua nghién clru cia mot vai
tac gia nude ngoai cho thiy, cdy ghép cta khdi u trén duong di ciia kim sinh
thiét khéng dwoc ghi nhan trong mot loat nghién ctru gn day khi st dung
kim ddng tryc.
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4.2.2. Pdnh gid gid tri ciia STK qua da trong chéin dodn ung UTT

Két qua nghién ctru cho thy sinh thiét kim dinh vi bdng CLVT chén
doan UTT c6 do nhay 1a 97,1%, d¢ dac hi¢u 1a 100%, gia tri du bao duong
tinh 100%, gia tri du bao am tinh 86,7%, gia tri chén doan dang 97,6%. Do
phi hop két qua giita MBH sinh thiét kim va sau md 1a rat t6t (K=0,91). Két
qua nghién ciru ctia chung t6i twong ty nghién clru cia Schmidbauer J. va
cs, tac gia tién hanh STK qua da dudi huéng din CLVT chan doan u
than ac tinh, c6 dg nhay tir 70 dén 100%, d6 dic hiéu 100%.

Bén canh nhirng wu diém wvira néu, STK cling bdc 10 mot vai han ché,
mic di chung t6i dd STK qua da ldy sé miu mé bénh dat tiéu chuén ting
hon so véi khuyén cdo va co toi 28,2% truong hop duogc sinh thiét béng co
kim 16G, nhung két qua thu dugc khong nhu ky vong so v6i két qua ciia cac
nghién clru ngoai nudc. Co 2 trudong hop u thidn nhd nghi ngo 4c tinh trén
phim chup CLVT da diy, dwoc STK lan thir nhit c6 két qua MBH am tinh
gia chiém 1,92% va khong tién hanh STK lan thr 2 ma dwoc phau thuat
thdm do chan doan la UTT. Theo cac tac gia nudc ngoai, kich thudc u than
anh huong dang ké toi thanh cong cua STK qua da va di duge chimg minh
rang mot khdi u kich thudce 16n hon twong quan véi kha nang sinh thiét chan
doan tot hon. Theo mot nghién ctru khac cta Schmidbauer J. va cs thi ty 1¢
4m tinh gia cia STK qua da chin doan u than dic 1a 3%. Tir d6 cho thiy
nguy co thét bai trong sinh thiét kim qua da ty 1& nghich véi kich thuéc khdi
u v cac bac si cin c¢6 thong bao phu hop v6i ngudi bénh. Trong truong két
qué sinh thiét 4m tinh hodc khéng chén doan dugc, trén phim chup CLVT
nghi ngd u than 4c tinh, vin dé sinh thiét bd sung hogic phau thuat thim do nén
dwoc dat ra. Theo két qua nghién clru cta chung t6i, c6 3 truong hop u than
nghi ngd trén phim chyp CLVT duoc sinh thiét kim 1in thi 2 cho két qua
MBH phui hop giita STK va sau phau thust.

Ciing trong nghién ctru ctia chung tdi c6 22 trudong hop (21,2%) tranh
khong phai phau thuat ma, trong d6 s6 ca c6 MBH khéng ac tinh chiém 63,6%,
s0 truong hop UTT khéng c6 chi dinh phau thudt 1a 36,4%. Nguoi bénh dugc
chén doan MBH 1a tén thuong lanh s€ duoc lap ké hoach theo ddi dinh ky mét
cach hé théng, déanh gia vé kich thudc, cAu triic, mic do ngém thudc cta u trén
CLVT da day, dugc so sanh két qua giita cac 1an tham kham va két qua thu
dugc 13 bénh 6n dinh trong thoi gian theo ddi trung binh 12 thang. Hau hét cac
nghién ciru trén thé gidi chimg minh ring c6 téi 16 -17% sé bénh nhan u than
tranh dugc phiu thuat sau khi STK qua da chan doan 1a tén thuong lanh. Sinh
thiét kim qua da chén doan x4c dinh MBH c4c u than 4c tinh & giai doan khong
phiu thuat dugc hodc u lympho biéu hién tai than 1 co s& quan trong dé lya
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chon liéu phap hoa tri. Theo céc tac gia nude ngoai, sinh thiét céc u than 4c tinh
1a cén thiét trude khi bat dau diéu tri.

Phan tich PMH cua 49 trudong hop chin doan tip UTBM té bao
sang, mic du co t6i 8 truong hop (16,3%) khong thé xép PMH trén mau
mo STK, nhung xép PMH c6 @6 phu hop kha cao (K=0.92) v&i mau mod
sau phiu thudt, s cac truong hop xép PMH thip (46 I, II) chiém ty 18
75,6%, nhom xép PMH cao 1a 24,4%. Nghién ctru ciia ching toi tuong
dbi phii hop véi két qua nghién ctru ciia mot sb tac gia nude ngoai khi
tién hanh xép PMH theo Fuhrman trén miu STK qua da dat tir 76 dén
94%. Theo Deturmeny J. va cs c6 t6i 91,4% truong hop UTT c6 PMH
thap (46 I, IT) va ty 1& phi hop PMH kha cao (91,3%) giita mau mé STK
va sau phau thuat. Nhidu nghién ctru trén thé giéi da khang dinh gia tr1 xep
DMH ciia tip UTBM té bao sang trudc phiu thuat 1a mot trong cac yeu tb
quyet dinh lya chon phuong phap didu tr, cling nhu tién lugng bénh.

Nhu vay, STK qua da dudi hudéng dan cia CLVT chin doan UTT la
phuong phap hiéu qua, chén doan chéc chin trong da ) truong hop u than
ddc co chi dinh, nhitng tén thuong khong c6 dudng vao va tai bién cé triéu
chung ngay cang trd 1én hiém. Mic di c6 mot vai han ché cua STK qua da
nhu 14 ty 1& thap cac truong hop am tinh gia va bién ching co tri¢u ching,
nhung ludn c6 nhiing gidi phap hiru hiéu dé khic phuc cac nhuogc diém nay.

KET LUAN

Nghién ctru tién ctru thyc hién & 141 bénh nhan mic 147 u than du tiéu
chuan Iya chon chiing t6i rat ra két luan sau:
1. bac dlem hinh dnh va gla tri ciia CLVT da day trong chdn doan UTT

- Tu01 trung binh mac ung thu than la 50,7+12,6 va hay géap nhét &
nhém tudi tir 60-69. Ty 1& méc gitta nam/nit 1a 1,2/1. Cac tip hay gap 1a
UTBM té bao sang, thé nhii va thé ki mau chiém 92,5%.

- U than kich thudc < 4cm c6 60,7% la ung thu va kich thuéc >10cm
thi u than 4c tinh chiém 100% .

- Hinh 4nh u thin kém déu hiéu hoai t&r, voi hoa va huyét khdi tinh mach thi
kha nang mic ung thur than tuong tmg vai ty 18 82%, 100% va 100%.

- Diac tinh ngém thudc cua u thin & thi sau tiém co lién quan voi chén
doan ung thu (p<0,05)

- Chén doan giai doan ung thu than c6 d6 phu hop trung binh (K=0,59)
gitta CLVT da day va sau phiu thuat

- Chyp CLVT da day chin doan UTT c6 do nhay 95,3%, d6 dac hiéu
55%, gia tri du bao duong tinh 85%, gia tri du bao am tinh 81,4% va gia tri
chén doan dung 14 84,4%.
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- Gia tri ngdm thudc trung binh & thi déng mach cuia UTBM té bao
sang 1a 74,4 +4,18HU, UTBM thé nhu 1a 21,144,88HU va UTBM thé ki
mau 1a 46,7+6,01HU (p<0,05). Mirc ngdm thudc c6 twong quan thuan chidu
voi tip UTBM té bao sang va tuong quan nghich chiéu voi tip UTBM thé
nht. Tinh chit ngdm thudc & thi dong mach, thi tinh mach ¢6 tuong quan
don bién v6i chin doan UTBM té bao sang (p<0,05). Tinh chit ngdm thubc
¢ thi dong mach c6 twong quan da bién v&i chin doan UTBM té bao sang
(OR=1,031, p<0,05).

- Ngudng ngam thudc téi wu dé chian doan UTBM té bao sang & thi
dong mach 1a 72,5HU, ¢ thi tinh mach 1a 62,1HU, twong Gng véi d§ nhay
56,7% va 50,7%, d6 dac hiéu 88,7% va 73,7%. Kich thudc va murc do ngém
thudc caa UTBM té bao sang co6 twong quan thuan chiéu v6i do mé hoc.

2. Gia tri ciia STK qua da dwéi huéng din CLVT chin doan UTT
Nghién ctru 104 u than dic duoc sinh thiét kim qua da dudi hwdng dan CLVT:

- Ty 1€ tai bién mau tu khong triéu chung 31,7%, tai bién mau tu co
tridu chimg 1a 1,9%. Kich thudc u than cang 16n nguy co tai bién mau ty
cang cao va ¢& kim sinh thiét 16n s& lam ting nguy co tai bién mau tu
(p<0,05). Sb lwgng mau mé sinh thiét hodc vi tri u than lién quan khong c6 y
nghia véi tai bién. Khéng c6 bién ching ciy ghép té bao u trong thoi gian
trung binh 16 thang.

- Sinh thiét kim qua da dinh vi bdng CLVT chin doan ung thu than ¢
do nhay 97,1%, d6 dac hiéu 100%, gia tri du bao dwong tinh 100%, gia tri
du bao am tinh 86,7%, gia tri chin doan dung 97,6%. D¢ phu hop cao cua
MBH u than gitra sinh thiét kim va sau phau thuat (Kappa=0,91)

- Tang sb lwong maiu mé sinh thiét, ¢& kim sinh thiét khong lam cai
thién két qua chan doan.

- C6 21,2% u than tranh dugc khong phai phau thuat, trong d6 13,5%
truong hop 1a u than lanh.

- Ty 18 x&p d6 mé hoc cia UTBM té bao sang ding 1a 83,7%, phit hop
cao voi xép DMH sau phau thut (K=0,92)

KIEN NGHI

1. Chup cét 16p vi tinh da day can dugc 4 ap dung rong rai trong chén doan
ung thu than va xép giai doan trudc didu tri

2. Sinh thiét kim qua da cho nhitng truong hgp co chi dinh nén thuc hién
2 mau dat yéu ciu trong mot 1an sinh thiét va sir dung cd kim 18G.

3. Hudng nghién ctru tiép: Panh gia vai tro nhudém héa mé mién dich va
sinh hoc phan tir trén miu mé sinh thiét kim trong chén doan tip mé
bénh hoc ung thu té bao than.
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INTRODUCTION

Kidney cancer is a group of diseases with different histopathologies, is
abnormal in cell genetics, molecular biologies, prognosis and responses to
treatment, is one of the most serious diseases of the adult urinary system,
where kidney cancer accounts for 90%. Kidney cancer accounts for about 2-
3% of malignant tumors, has an average annual growth rate of 2%. If renal
cancer is detected early and received timely treatment, the surveillance of
patient could increase significantly. The dramatic development of methods
of diagnostic imaging has changed considerably the natural pathology of
kidney cancer with nearly 50% of kidney cancers discovered incidentally.
Diagnostic imaging devices, especially computed tomography, not only
allow the detection and diagnosis of renal cancers, but also classify stage
before treatments. However, the atypical imaging of renal cancer on
computed tomography is always a big challenge in diagnosis, especially in
differentiating it from benign and metastatic tumors. The percutaneous core
needle biopsy of the kidney cancer prior to treatment, which has been and is
being studied, not only helps distinguish benign from malignant neoplasms,
accurately diagnose histopathology, classify nuclear grade, but also changes
treatment attitude as well as prognosis and in some benign cases help avoid
unnecessary surgery. Percutaneous biopsy carried out with coaxial needle
and under the guidance of diagnosis imaging has minimized complications.
Fundamental changes in kidney cancer diagnostic methods support the
development of new therapies for the preservation of normal renal
parenchyma, especially in the case of tumor on a single kidney, on the
transplanted kidney or bilateral tumors.

We study this research with two goals:

1. Describe the imaging features and value of multi-detector computed
tomography in the diagnosis of renal cancer in comparison with histopathology
in adults.

2. Evaluate the value of percutaneous core biopsy under the guidance of
computed tomography for the diagnosis of kidney cancer in adults.

1. The urgency of the research

New contributions and practical implications of the thesis

The growing scale of the diagnosis and treatment of kidney cancer in
Vietnam requires a research which is suitable to the early detected malignant
renal tumor. The diagnosis of kidney cancer mainly depends on diagnostic
imaging methods, especially the MDCT, therefore investigate the value of
MDCT in diagnosing malignant tumor to meet the actual needs.. Therefore,
study about the application of percutaneous core biopsy in diagnosis renal
cancer not only ensure histopathology diagnosis, prognosis but also help
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select proper treatment methods with low complication rate. Applying
synchronized the MDCT and percutaneous core biopsy in indicated cases
will guarantee early diagnosis and prompt treatment for most cases of renal
cancer.

2. New contributions of the thesis

- Identify MDCT imaging features valuable in diagnosis of renal
cancer, especially in cases of small renal tumors with incidentally detected.

- Evaluate the advantages and disadvantages of each method and their
indication applied for renal tumors. The result is very meaningful and the
complication rate of percutaneous was low and not harmful.

- Especially, the author made in-depth analysis on needle size selection
and the number of biopsy specimens should be taken in each biopsy, will be
the basis for applying routinely in Vietnam.

3. Structure of the thesis: Apart from references and appendices, the
dissertation consists of 116 pages and are divided into four chapters, which
include introduction (2 pages), literature review (36 pages), research
subjects and methods (14 pages), research results (27 pages), discussion (34
pages), conclusions (2 pages), proposal (1 page) with 34 tables, 9 charts, 32
figures, 118 references (9 documents in Vietnamese and 109 documents in
English and French).
CHAPTER 1: OVERVIEW
1. Multi-detector Computed Tomography

MDCT is a valuable method in discovering and approaching kidney
cancer diagnosis and has achieved stability, popularity and high reliability.

- The typical form of RCC: In the typical form, malignant renal tumors
have size larger than 4cm, the injection of contrast agent produces early, intense
enhancement (106HU + 48). The specificity of enhancement greater than the
threshold of 84HU in the early arterial phase is 100% and its sensitivity 74% for
the diagnosis of conventional RCC. Necrotic tumors become apparent after
contrast injection. Some very characteristic but inconsistent features can also be
involved: the presence of intratumoral calcifications and the invasion of the
renal vein or inferior vena cava. These two features alone are almost
pathognomonic of an RCC, given a solid renal tumor, irrespective of its
enhancement characteristics after contrast

- Atypical RCCs: A tumor belonging in this category does not have
apparent imaging features in MDCT, is usually a small homogeneous tumor,
hypovascular (which suggests a diagnosis of papillary carcinoma in 85% of
cases). In this group, the decision to take a biopsy is the top choice,
especially in cases that renal tumors associate with a high probability of
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metastasis or lymphoma. The biopsy also shows its benefit in differential
diagnosis with oncocytoma, low-fat AML or others rare benign tumors.
2. Biopsy of renal tumors

Biopsy allows to distinguish benign from malignant tumors, determine
histopathology and classify nuclear grade. The definite diagnosis of
histopathology is the basis for choosing the best treatments, sometimes avoiding
unnecessary surgery.

- Frozen section in surgery brings a lot of disadvantages, in include
time pressure, quality of specimen, disregard cancer surgery principle
(which is monoblock) and higher risk of tumor tissue spread.

Percutaneous biopsy under guidance of diagnostic imaging is
recommended by many foreign authors to overcome limitations of open
biopsy, using “tru-cut” coaxial needle to take sample of solid renal tumor for
histopathological diagnosis. Two modalities used to guide the biopsy needle
include MDCT and ultrasound. Guiding needle with the support of MDCT
helps identify nearby organs and main vessels, select more efficient biopsy
tracts in comparison to ultrasound, In addition, using MDCT to guide biopsy
allows complication assessment owing to high resolution, easily identifies
hematoma if exists. In contrast, ultrasound still contains limitation in
identifying hematoma, especially artifact due to air bubble produced after
coaxial needle biopsy and is usually used in diagnosis histopathology of
renal parenchyma disease or large renal tumor
3. Researches of using MDCT in diagnosis of renal tumors
3.1. Foreign researches

Researchers focused on forms and property features to characterize
renal tumors such as the magnitude of enhancement. When 84HU was used
as the cut-off value in the arterial phase, the sensitivity and specificity for
differentiating conventional renal carcinoma from the other subtypes were
74% and 100%. When 44HU was used as the cutoff value in the excretory
phase, the sensitivity and specificity for those were 84% and 91%. The
research of Crouzet S. et al, which was carried out on 182 cases small renal
tumor undergone MDCT for pre-surgery assessment, showed that MDCT
accuracy for diagnosis renal cancer was 76%, the sensitive and specificity
were 93% and 36%, respectively. MDCT gives us the ability to detect early
and differentiate malignant tumors from benign renal tumors. The recent
researches showed that MDCT is considered as a reliable method to
diagnosis multifocal tumors and lymph nodes, renal vein, IVC involvement
and metastases.

3.2. Researches in Vietnam: After 1980s, researches of domestic authors
showed that renal tumors were often detected at late stage, were mainly
retrospective studies which could not identify typical features of tumor on
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MDCT images and could only simply describe features of local tumor
invasion.

4. Research on using percutaneous biopsy to diagnose renal tumor

4.1. In Vietnam:

From 1980 up to now, a few papers have been published on the role of
percutaneous needle biopsy in diagnosing and classifying renal disease and
have confirmed that it is worth applying in clinical practice. This is the
foundation for more effective treatment and better prognosis. However, the
use of percutaneous biopsy diagnosis of renal cancer in clinical practice is
still limited and there are no statistics or published researches on results of
diagnosis, application in treatment or the rate of complications.

4.2. Worldwide

The sensitivity and specificity of renal tumor biopsy reported in other
published researches were 86% to 100% and 100%, respectively, with
accuracy close to 78-100%. A wrong diagnosis in a full specimen of the
tumor is very rare. The accuracy of percutancous biopsy for
histopathological evaluation of renal tumors in series of studies was 86 to
92%. Fuhrmam grade classification of Clear cell carcinomas fluctuated from
76 to 94% and had high consistent with postoperative evaluation.

Several studies have shown that the clinical presentation of
hemorrhage after biopsy is rare and is usually self-limited, rarely requiring
blood transfusions. The risk of seeding along the needle tract was not
identified in recent research series since using coaxial needle. Other
complications are rare and almost never happen. Generally, complication
risk in biopsy for solid renal tumor is low and seldom shows clinical
presentations.

Results of some recent foreign researches showed that percutaneous
biopsy changes tumor management in clinical practice of 24% to 69% of
patients, from radical nephrectomy to other treatment methods. Other
researches indicated that, up to 16-17% patients did not need surgery after
histopathological diagnosis of percutaneous biopsy was a benign tumor.

4.3. Current problems in percutaneous needle biopsy

There needs to be potential, well designed and big researches in
percutaneous biopsy in order to consolidate results, overcome limitations of
previous researches with similar forms, use different definitions for success
of biopsy, follow-up modality and the shortage of pathological confirmation
in large number of cases. Most authors considered a biopsy failure when the
size of biopsy specimen were not enough for diagnosis, when
histopathologist came up with an unclear or inaccurate (false negative)
diagnosis. Apart from technical mistakes and limitations of clinical studies,
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accuracy of renal tumor biopsy is also influenced by factors during the
specimen taking and storage.

When biopsy histopathology presents a negative or undiagnosed result
with clinical and imaging features suspected malignancy, a repeat biopsy or
surgical exploration should be set out. When the biopsy specimen
histopathology is benign, it should be monitored periodically but on a less
stringent schedule.

The accuracy of nuclear grade identification can be limited due to the
characteristics of heterogeneity of the tumor and the diversity of readers.
There have not been any research of comparison between complication rate
and the number of specimens, the tumor location, experiment level of the
doctor in charge; and this may be a problem need to focus to apply in
clinical practice

Therefore, advantages of MDCT and percutaneous needle biopsy for
indicated cases in order to diagnosis of kidney cancer were proved and
acknowledged worldwide. However, there are still need for other researches
in diagnosis and treatment of kidney cancer in Vietnam.

CHAPTER 2: RESEARCH MATERIALS AND METHODS
2.1. Research materials and devices
2.1.1. Selection criteria

The study group includes adult patients (>18 years old) at National Cancer
Hospital from February 2013 to February 2017.

a, Objective 1: A study of 141 patients with 147 renal tumors detected
without any surgical intervention before and presented with proper technical
MDCT with pathological diagnosis (biopsy and / or postoperation).

b, Objective 2: To study 104 patients with 107 solid renal tumors: suspected
malignant on CT (size < 4 cm, homogeneous or atypical enhanced characteristic);
renal cancer requires histopathology for chemotherapy. These patients have
indication of a percutaneous biopsy for histopathological diagnosis. There is
sufficient histopathology information of renal tumors after biopsy and surgery.
There are no interventions to diagnose renal tumors by other methods.

2.1.2. Elimination criteria

a, Objective 1: Patients that do not meet the selection criteria listed above.
People who have contraindications for intravenous contrast injection or who do
not agree to participate in research.

b. Objective 2: Patients who have contraindications due to coagulation
disorders or unqualified platelet count (<60,000). Patients, who do not cooperate,
during diagnostic intervention. Patients and family members do not agree to
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participate in research. Test indicators do not meet the research requirements.
Patients who have renal cysts, typical AMLs, urinary tract tumor and typical
kidney cancer on CT.
2.2 Research methods
2.2.1. Research design: prospective study describes a diagnosis method.
2.2.2. Cohort size: minimum 93 patients
2.3. Data collection method: All research indices were collected based on
designed template following determined steps: clinical, diagnosis and
treatment. MDCT images were evaluated under the direct guidance of the
instructor and malignant tumors were pre-operative TNM staging based on
UICC 2009
2.4. Analyze and process figures with medical statistic software SPSS 20.0.
CHAPTER 3: RESEARCH RESULTS

3.1. Common characteristics of research materials
3.1.1. Age, sex: In the analysis of 103 patients with kidney cancer, the
average age was 50.7 £ 12.6, the oldest was 81, the youngest was 23. The
age group from 60 to 69 experienced the highest rate of malignant renal
tumor, accounting for 80.9%. The difference between age groups not was
statistically significant with p=0.075. Of 103 cases of kidney cancer, male
patients accounted for 55.3% and male / female ratio was 1.2/1.
3.1.2. Clinical features: Of the 103 patients with malignant kidney tumors,
the number of symptomatic cases represented 68.9% while the number of
incidentally detected cases accounted for 31.1%. The figure for kidney
cancer patients with urinary symptoms accounted for 98.6%, and other
symptoms were not common.
3.1.3. Histopathological features: In the analysis histopathology of 107
malignant tumors, clear cell RCCs took up the lion’s share with 62.6%,
followed by chromophobe and papillary RCC which accounted for 23.4%
and 6.5%, respectively. Other uncommon renal tumors only hold a
negligible portion.
3.1.4. Quantity and location of tumors: In the analysis of 103 patients with
107 malignant renal tumors, the number of cases with single renal tumor
accounted for 96.1% and the figure with bifocal renal tumors accounted for
3.9%. Location of tumors was dispersed, the difference was not statistically
significant between benign or malignant renal tumors (p = 0.27)
3.2. MDCT imaging features in diagnosis of malignant renal tumors
3.2.1. Tumor size

Table 3.1. Average size of renal tumors on MDCT
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\,W Benign Malignant n
Tumor size
Size < 4cm 22 34 56
4cm< Size < 7cm 15 49 64
7em< Size < 10cm 3 19 22
Size >10cm 0 5 5
Total 40 107 147

P 0.05

Comment: In the analysis of 147 renal tumors, out of 56 tumors with size <
4cm, the number of malignant tumors accounts for 60.7%, out of 5 tumor
with size > 10cm, 100% is kidney cancer. The differences between the rates
of benign and malignant tumors in various tumor size groups were
statistically significant (p = 0.05).

3.2.2. Imaging features of renal tumors

- Features of margin and contour: Out of the 107 malignant renal
tumors, there were 83 cases of well-defined margins, accounting for 77.6%
and 89 cases of regular contour, representing 83.2%. The difference was not
statistically significant in terms of margin characteristics and the contour
between benign and malignant tumor with p> 0.05.

- Characteristics of local involvement: In the analysis of 107 malignant
renal tumors, the portion of tumor confined to the kidney held 79.5%, far
exceeding the percentage of tumor invaded perirenal and/or renal sinus fat
and invaded beyond Gerota's fascia which was 17% and 3.5% respectively.
The tumor extended into the renal vein or ICV was the least common with
only 1.4%.

- Characteristics of renal tumor on non-contrast enhanced MDCT:
Although necrotic tumors’ portion were only 41.5%, 82% of them are
malignant renal tumors and the difference was statistically significant with p
= 0.035. Calcification in kidney tumors is uncommon (6.8%), but 100% of
kidney tumors with calcified vision are kidney cancer.
3.1.2.3. Attenuation characteristics of renal tumors on MDCT

- The density of kidney tumors compared to the renal cortical tissue
in the non-contrast phase: Out of 107 malignant renal tumors, the
hyperdense tumor group at non-contrast phase ranked first with 77.6%, far
exceeding that of the isodense and hypodense group. The sign of hyperdense
at non-contrast phase was significantly different between benign and
malignant renal tumors with p <0.05.

Table 3.2. Characteristics of contrast enhancement of renal tumors in
arterial phase with respect to histopathology
Histopathology
Contrast enhanced

Benign Malignant Total
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Strong (>40HU) 27 83 89

Medium (15-40HU) 6 19 40

Unclear (10-15HU) 7 5 18

Total 40 107 147
P 0.023

Comment: The number of renal tumor with strong contrast enhancement
(>40HU) accounted for 76.4%, while the figures for medium (15-40HU)
and unclear contrast enhancement was 77.5% and 55.6% respectively. The
differences are statistically significant between benign and malignant renal
tumors (p <0.05)

- Correlation between abnormal lymphadenopathy on CT and renal
cancer type: on CT, lymph nodes with short axis above 1 cm represented
8.4% of all cases of kidney cancer; abnormal lymph nodes are often found
in cells of Clear cell RCC and Chromophobe RCC (77.8%). Malignant renal
tumor with size above 10 cm had abnormal lymphadenopathy rate of 16.7%,
which were higher than those of other kidney cancer groups. The difference
with p = 0.6 does not imply any statistical significance.

- TNM staging between on MDCT and post-surgery evaluation
Analysis of 95 cases of kidney cancers undergone surgery showed that the
inter-rater reliability between TNM staging on MDCT and post-surgery
evaluation was moderate (Kappa = 0.59).

- Treatments for kidney cancer: The results showed that nephrectomy
for malignant renal tumors limited to tissue held major share of cases,
including radical nephrectomy accounting for 75.7%, laparoscopic
nephrectomy accounting for 5.8 %. Partial nephrectomy represented 10.7%
and only 7.8% of cases which had contraindication to surgery, were
indicated chemotherapy.

3.3 Value of MDCT in diagnosis renal cancer.
Table 3.3: Results of diagnosis kidney cancer on MDCT compared with

histopathology
Histopathology Non .
MDCT malignant Malignant "
Non malignant 22 5 27
Malignant 18 102 120
Total tumors 40 107 147

Comment: Results of malignant renal tumor diagnosis on CT has sensitivity
of 95.3%, specificity of 55%, accuracy of 84.4%, positive predictive value
of 85% and negative predictive value of 81.4%
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Table 3.4: Contrast enhancement of renal tumor histopathological types

in the arterial phase (n=107,

rast enhancement | Strong Medium Unclear

(>40HU) | (15-40HU) | (10-15HU) N

Histopathology

Clear cell RCC 54(80,6%) 11 2 67

Chromophobe RCC 11 13 1 25

Papillary RCC 1 3(42,9%) 3(42,9%) 7

Others 2 4 2 8

Total tumors 68 31 8 107
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N | nl=67 | n2=25 | n3=7

Comment: Analysis of 107 malignant renal tumors in the arterial phase

showed that strong contrast enhancement (> 40HU) were frequently found

in Clear cell RCC (80.6%). Medium and unclear contrast enhancement in

Papillary RCC accounted for about 85.8%. The remaining cases of kidney

cancer has disperse contrast enhancement after injection.

Table 3.5. Value of contrast enhancement of common kidney cancer type
in the arterial phase (n=99)

Contrast enhancement value in the arterial
. phase
Histopathology n Mean Median Sewmess ,
(HU) (HU)
Clear cell RCC 67 74,4 +4,18 75 0.51
Chromophobe RCC| 25 46,7+6,01 31,1 0.91 0.001
Papillary RCC 7 21,1+4,88 18,1 0.44

Comment: Analysis of 3 types of common malignant renal tumors in the
arterial phase, the mean of contrast enhancement value of Clear cell RCC
was 74.4HU, far exceeding that of chromophobe and papillary RCC, which
was 46.7HU and 21.1HU, respectively. The difference in mean contrast
enhancement value of 3 common kidney cancer types in the arterial phase
was statistically significant with p <0.05.

Table 3.6. Correlation between the contrast enhancement of tumor

and histopathology types (n=99)

Chromophobe .
Contrast Clear cell RCC RCC Papillary RCC
enhancement pearson
pearson P pearson coefficien
coefficient coefficient | P ¢ P
Arterial phase 0,414 0,00 -0,135 0,1 -0,222 0,01
Nephrograhic 022 |001| -0098 |024]| -0,178 | 0,03
phase 0.67
Excretory phase 0,152 0,07 -0,094 0,26 -0,035 ’

Comment: Pearson correlation analysis between contrast enhancement of the
in all 3 contrast phases and common malignant histopathological types:
contrast enhancement in the excretory phase showed no correlation with
histopathology diagnosis (p> 0.05). Contrast enhancement at arterial and
nephrograhic phase appeared to correlate with Clear cell RCCs, Papillary
RCC diagnosis (p <0.05). Clear cell RCCs showed a positive relation with
contrast enhancement while Papillary RCC showed reverse relation.

3.3.1. Correlation between magnitude of enhancement in contrast phases
and diagnosis of clear cell RCCs

Table 3.7. Single-variable analysis of contrast enhancement in contrast
Phases in the diagnosis of clear cell RCCs (n = 147)

Factors OR CI 95% P
Arterial phase 1,028 1,016-1,040 0,000
Nephrograhic phase 1,018 1,004-1,032 0,009
Excretory phase 1,019 0,999-1,040 0,069

Remarks: Contrast enhancement in the arterial and nephrographic phases
exhibited a single-variable correlation in diagnosis of clear cell RCCs,
which showed OR=1.028 and 1.018 (p <0.05). Contrast enhancement in the
excretory phase was not correlated with the diagnosis of clear cell RCCs (CI
95% = 0.999-1.040 p> 0.05)

Table 3.8. Multiple-variable analysis of contrast enhancement in contrast
Phases in diagnosis of clear cell RCCs (n=147)

Factors OR CI 95% p
Arterial phase 1,031 1,016-1,045 0,000
Nephrograhic phase | 0,995 0,971-1,019 0,663
Excretory phase 0,908 0,998-0,965 0,908

Comment: In the multivariate logistic regression model, contrast
enhancement in the arterial phase appeared to show correlation (OR = 1.031; p
<0.05) with diagnosis of clear cell RCCs. Contrast enhancement in the
nephrographic and excretory phases were not correlated with diagnosis of clear
cell RCCs(p>0.05).

3.3.2. Enhancement threshold levels in diagnosis of Clear cell RCCs

Table 3.9. Value of contrast enhancement in diagnosis of clear cell RCCs
(n=67)

Cut-off
Se Sp PPV NPV
Clear cell RCCs l?[‘;;lj ) AUC P ) (%) (%) (%)
Arterial phase 72,5 0,766  0.00 56,7 88,7 79,2 70,7
Nephrograhic phase 62,1 0.628 0.01 50.7 737 61,8 64,1
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Comment: Using the ROC curve to assess contrast enhancement of clear cell
RCCs in the arterial and nephrographic phases illustrated that: contrast
enhancement property in the arterial phase had good diagnostic value (AUC
= 0.766), contrast enhancement in the nephrographic phase had medium
diagnostic value (AUC = 0.628). This difference was statistically significant
(p=0.02). The optimal enhancement threshold levels in the arterial phase
discriminate clear cell RCCs from other types in this study was 72.5 HU,
with sensitivity of 56.7% and specificity of 88.7%. In the nephrographic
phase, the optimal enhancement threshold levels of 62.1HU allowed
diagnosis of clear cell RCCs with lower sensitivity and specificity, which
was 50.7% and 73.7%, respectively.
3.3.3. Correlation between property of clear cell RCCs on MDCT and
Fuhrman grade

Out of 67 renal tumors undergone surgery and/or biopsy and
diagnosed of clear cell RCCs, there were 63 case with Fuhrman grade
evaluation, which accounted for 94%,

Table 3.10. Correlation between size of the tumor and Fuhrman grade
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Grade I 29 65,6+5,87 65,0 1,345 p=0,001
Grade III 21 92,1+5,74 82,3 1,637
Grade IV 3 93,6+2,46 95,0 -1,316
n 63 76,1+4,19 75 0,582

(n=63)
Size
Fuhrman -
grade n 1\(/531 Niiiim Skewness p Kendall
Grade I 10 | 4,0+0,55 3,50 0,556
Grade 11 29 | 5,2+£2,75 5,20 0,014 0.1 0.209
Grade 111 21 5,5+0,44 5,10 0,373 ’ p=0,034
Grade IV 3 6,9+1,34 7,80 -1,445 ’
N 63 | 5,2+0,23 5,10 0,295

Comment: Average size of tumor is 5.2+0.23cm; average size of tumor with
Fuhrman grade IV is 6.9+1,34cm, which is higher than other groups. The
differences of tumor size between Fuhrman grades are not statistically
significant (p=0.1). However, size of tumor shows positive relation with
Fuhrman grade, Kendal coefficient is 0.209 (p<0.05).

Table 3.11: Correlation between magnitude of enhancement of clear cell
RCCs in the arterial phase and Fuhrman grade.

Comment: In the arterial phase, the mean enhancement of clear cell RCCs
was 76,1+4,19 HU, while the figure for clear cell RCCs classified at high
Fuhrman grade (grade IV) were 93,6+2,46HU. The difference was
statistically significant. The contrast enhancement of tumor shows positive
relation with Fuhrman grade Kendal coefficient was 0.343 (p<0.05).

3.5. Assessment of value of percutaneous core biopsy under guidance of
CT in diagnosis of renal cancer.

3.5.1. Biopsy complication and risk factors

- The complication of biopsy: In 104 cases undergone percutaneous
biopsy, there were 33.6% experienced retroperitoneal hematoma
complication, in which 31.7% asymptomatic and 1.9% symptomatic. None
of other complications were identified in our research. After carefully
follow-up, we found that most of patients with hematoma were stable and
did not need intervention to control bleeding. There were only one case
needed for fluid transfusion, which accounted for 0.96% and 1 case needed
for blood transfusion, which accounted for 0.96%.

- Portion of renal tumors undergone different biopsy frequency: Out of 104
renal tumor, there were 97.1% of cases undergone percutaneous biopsy once,
cases required a repeat biopsy held 2.9% and there was no case required 2 or more
repeat biopsy.

- Correlation between the biopsy frequency and complication rate:
Renal tumors with first biopsy had complication rate of 33.6%, while the rate for
repeat biopsy was 2 out of 3. However, there was no correlation between the
biopsy frequency and complication rate. (p=0.2)

Table 3.12. Correlation between lesion size and complication rate.

S With Without
Lesion size L A Total p
complication | complication
< 4cm 13 (31,7%) 28 (68,3%) 41 | 39,4%
4cm < KT <7cm 15 (29,4%) 36 (70,6%) 51 49% 0.02
7em< KT < 10cm 7 (77,8%) 2 (22,2%) 9 8,7% ’
>10cm 0 (0%) 3 (100%) 3 2,9%
N 35 (33,7%) 69 (66,3%) 104 | 100%

Comment: The tumors with lesion size from 7-10cm had complication of

Magnitude of enhancement in the arterial phase
Fuhrman .
grade n Mean Median Skewness p |Kendall
HU) (HU)
Grade I 10 67,4+13,52 56,5 0.376 0,003 | , 544

77.8%, far exceeding groups with smaller sizes, which were 31.7% and
29.4% respectively. The difference was statistically significant with p <0.05.
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Table 3.13. Correlation between needle size and complication.

Needle si
—cedle sue 16G 18G Total | p
Complicatio
With 13 22 35
! 0,04
Without 13 56 69
Total 26 78 104

Comment: Conducting biopsy 104 renal solid tumors, the hematoma
complication rate of which were performed with 16G was 50% and those of
which were performed with 18G needle was 28.2%. The difference of
hematoma complication rate between 16G needle and 18G needle was
statistically significant (p=0.04). In 2 case of symptomatic hematomas, the
case performed with 16G needed for a blood unit transfusion, and the case
with 18G only need for fluid transfusion. Both cases were stable and did not
need intervention to control bleeding.
Table 3.14. Correlation between the biopsy specimen quantity and
complication cases.

Specimen quantity
s 3 >3 Total p
Complication
With 31 4 35 0.6
Without 61 8 69 ’
Total 92 12 104

Comment: Out of 104 needle biopsy cases, the number of cases with three
biopsy specimen accounted for 88.5%; cases with more than three
specimens held 11.5%. Complication rate in the group with three biopsy
specimen was 33.7% and in the group with more than three specimens was
33.3%. The difference in complication rate between two groups showed no
statistical significance. (p=0.6). In addition, performing percutaneous biopsy
at the upper and lower pole of kidney had complication rate higher than at
the middle pole , however, the difference was not statistically significant
(p<0.05)

- The complication of of tumor seeding along the needle tract: Analysis
104 renal solid biopsy cases with coaxial technique, 69 patients were
diagnosed with histopathology results of malignant tumor. These patients
were taken routine examinations every 6 months, using ultrasound or
MDCT to evaluate the tumor seeding along the biopsy tract complication.
After a period of 16 months, no seeding of the biopsy tract has been
identified.
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3.5.2. Assessment of value of percutaneous biopsy in kidney cancer
diagnosis
Table 3.15. Comparison between biopsy and post-operative histopathological results
(n=82)
ost-operative . .

Biopsy Malignant | Benign Total Kappa
Malignant 67 0 67 0.91
Non malignant 2 13 15 i
Total 69 13 82

Comment: The histopathological diagnosis of CT-guided percutaneous
needle biopsy has sensitivity of 97.1%, specificity of 100%, positive
predictive value of 100%, negative predictive value of 86.7% and accuracy
of 97.6%. Inter-rater reliability between two methods were quite good with
Kappa =0.91.

- Biopsy histopathological diagnosis in non-surgical cases Of the 104
biopsy cases of renal solid tumor, the number of cases did not need surgery
accounted for 21.2%, in which number of cases with benign tumors held
63.6%, malignant tumors represented 36.4% with 9.1% were renal
lymphoma.

- Fuhrman grade diagnosis between percutaneous needle biopsy and
surgical specimen

Comment: Of 49 patients diagnosed with clear cell RCC at biopsy, there
were 41 cases with identified Fuhrman grade, which corresponded with
83.7%. Kappa analysis of concordance between percutaneous biopsy and
surgical specimen indicated that the inter-rater agreement was excellent with
K=0.92. In this research, cases classified as low grade (Grade I, II)
accounted for 75.6%, and the proportion for high grade was 24.4%.
CHAPTER 4: DISCUSSION

4.1. Analysis of image characteristic and value of MDCT in diagnosis kidney
cancer
4.1.1. Common characteristics of research material

Prospective research was performed on 141 renal tumor patients that
satisfied standard selection criteria, there were 103 kidney cancer cases, the
oldest person was 88 years old and the youngest person was 23 years old,
the common mean age was 50,7+12,6 and malignant RCC was common in
60-69 age group, which was about 80.9%. People had kidney cancer in
Vietnam in our research shared the same common age group with foreign
authors’ researches and the same mean age with domestic authors’
researches.

Statistics about gender of 103 cases with kidney cancer showed that
male patients accounted for 55.3% while the rate for female was 44.7%,
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corresponding with kidney cancer rate between male and female equal to
1.2/1. The difference in the rate between two sexes in our research was
rather consistent with the result of other international published researches,
which was 1.6/1. The analysis showed that the number of people with
kidney cancer discovered by chance through medical examination accounted
for 31.1% and 68.9% of that had clinical presentation, the symptoms were
quite diverse with urinary (98.6%), paraneoplastic and other symptoms
accounted for 5.6% and 7% correspondingly. Our results for the number of
cases diagnosed with kidney cancer before clinical presentation were
consistent with other recent researches. The research of Cornelis F. et al
indicated that nearly 50% of kidney cancers diagnosed are currently
discovered by chance. This has meant earlier detection of often small renal
tumors, and in 70 to 80% of cases, while they are still in a non-metastatic
stage. Due to the higher resolution of MDCT, the number of people
discovered kidney cancer by chance increased gradually, especially diseases
discovered by diagnostic imaging methods since clinical signs were
unrelated. Therefore, early filter of renal tumors in general and kidney
cancer in specific was greatly attributed to diagnostic imaging methods,
especially MDCT.

When we performed analysis about portion of histopathology in 107
malignant RCCs selected randomly from 147 solid renal tumors, we found
that the most common histopathology was clear cell RCCs (accounted for
62.6%), followed chromophobe RCC with 23.4% and papillary RCC with
6.5%, the remaining malignant tumors were uncommon and represented
lower than 10%. According to World Health Organization (WHO),
classification of cancer of kidney in adults based on the histopathology,
which clear cell, papillary and chromophobe renal cell carcinoma account
for 70%, 10 -15% and 5%, respectively, and a small percentage of other
cancers is uncommon. Our results show that the distribution of kidney
cancers is not significantly different between domestic patients and foreign
patients. A small difference in the incidence between papillary and
chromophobe renal cell carcinoma may be due to the cohort analyzed in this
study.

Today, application of MDCT helps improve significantly diagnosis
result of kidney cancer. However, method to determine the number of RCCs
of a patient is always a topic of interest. MDCT results in our research
showed that portion of patients with focal renal tumor accounted for 96.1%,
far exceeding the rate for patient with bifocal renal tumor in the same kidney
or in both kidneys, representing 3.9% and of those cases, there were 2 cases
biopsied with histopathology of lymphoma and two remaining cases were
biopsied and undergone operator with histopathology of RCCs. After
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consulting foreign research results, MDCT in the non-contrast and contrast
phases indicated that multifocal renal tumor detection possibility has
sensitivity of 100%. In an analysis of imaging feature of multifocal renal
tumors related to histopathological diagnosis, Simhan J. et al found that
bilateral and multifocal renal tumors are more common in papillary RCCs
(which were 4% and 22.5% correspondingly) than in clear cell RCCs (<5%).
However, this imaging feature has limited practical value in diagnosis of
subtypes. The sample size analyzed in this study may be the reason why
patients with bifocal lesions were handful. The analysis above proved that
MDCT was a valuable method to diagnose multifocal renal tumors

On the other hand, analysis of location of renal tumors in the upper, middle
and lower pole of kidney showed that distribution rate of benign or malignant
RCC in different locations of the tumor had no statistical significance with p>0.05.
However, location of the tumor was one of the important factors to determine
treatment method and effectiveness of comparison, especially in assessment of the
close relationship between renal tumor anatomy, pathology and prognosis.
Therefore, tumor location has little effect on differentiating between benign or
malignant diagnosis but played an important role in treatment administration as
well as prognosis.

4.1.1. MDCT imaging features of malignant renal tumors.

When taking MDCT scan for 141 patients that satisfied the selection
criteria, we found 147 renal tumors and measured the large diameters, the
largest diameter was 11.5cm and the smallest one was 1.4cm, the mean size
was 5.2+ 2,2cm. By applying the TNM staging of UICC 2009, classification
was taken based on the size of large axis of malignant renal tumor. Table 3.1
illustrated that of 56 renal tumor cases with size < 4cm, only 60.7% was
malignant tumor and 5 renal tumors with size larger than 10cm was all kidney
cancer. The difference between rate of malignancy among different size
groups was statistically significant with p=0.05. Table 3.1 also indicated that
the number of renal tumor with size < 7cm was 83 out of 107 malignant renal
tumors, corresponding with 77.6%. Research on 91 kidney cancer cases of Bui
Van Lenh et al showed that size of over S5cm accounted for 78.6% and almost
cases was found in the late stage. All analysis above indicated that the number
of kidney cancer detected at early stage have increased significantly in
Vietnam in recent years, especially cases without clinical presentation.

Analysis of kidney cancer characteristics on MDCT showed that
regular contours, clear boundaries of 107 malignant tumors accounted for
77.6% and 83.2% respectively while these rates of benign tumors was
87.5% and 87.5% correspondingly. However, there was no difference
among malignant and benign groups with different characteristics of
contours and boundaries (p>0.05). According to Pallwein-Prettner et al,
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unsharpened boundaries of a solid tumor are nearly always a sign of
malignancy with the exception of inflammatory cysts and bleeding
angiomyolipoma.

Assessment of 107 malignant renal tumor local involvement showed
that most of kidney cancer were still restricted in renal capsular at
presentation (79.5%), the portion of perirenal fat infiltration was low (17%)
and some other features were handful, says Gerota fascia involvement (3,5%),
renal venous and IVC thrombus (1,4%), there was no case of ipsilateral
adrenal gland involvement. Our research focused on analyzing kidney cancer
with atypical image on MDCT so it may be the reason why the number of
malignant renal tumors with image of perirenal tissue, nearby vascular or
organ involvement was marginal and also the reason behind the limitation of
analyzing diagnostic ability about these features of MDCT. However, foreign
researches proved the ability to accurately detect and the important role of
MDCT in TNM stage of kidney cancer in general, determining local
involvement particularly before treatment.

Summarizing the results of assessment of renal tumors’ structure
property showed that portion of necrosis in renal tumor was 41.5%, in which
82% was kidney cancer, the difference between malignant and benign tumor
group was statistically significant (p=0.035). Images of central scar,
bleeding and calcification in tumor were uncommon; however, this research
showed that 100% renal tumors with calcification was kidney cancer.
According to Hélénon O. et al, intratumoral calcifications, which typical
presentation is central and irregular, is very characteristic but inconsistent
feature of renal cancer. Combination this feature with the invasion of the
renal vein and IVC are almost pathognomonic of an RCC, given a solid
renal tumor, irrespective of its enhancement characteristics after contrast.
Based on findings of Kim J.K, calcification was more common in papillary
(32%) and chromophobe (38%) renal carcinomas than in conventional renal
carcinoma (11%). Pedrosa et al realized that large size, intratumoral
necrosis, retroperitoneal vascular collaterals, and renal vein thrombosis
predicted high-grade clear cell type (p<0.05). Up to 70% of papillary RCCs
were intrarenal at presentation, with small size(< 3cm) and low grade type,
common signs were limited to peripheral area of renal cortex with regular
contour, homogeneous structure on MDCT images. Chromophobe RCCs
presented with regular contour homogeneous even when the size of the
tumor was too large, the characteristics of perirenal fat infiltration or hyper
vascularity (<4%) was quite rare.

Comparing attenuation of renal tumors and normal cortex parenchymal
on MDCT in the non-contrast phase showed that malignant tumors with
hypoattenuation and isoattenuation accounted for only small percent and
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77.6% of tumors had hyperdesity than normal cortex parenchymal. The
difference in attenuation feature in the non-contrast phase between
malignant and benign tumors was statistically significant with p<0.05.
However, the characteristic of hyperattenuation of the tumor in pre-contrast
phase may be seen in some benign renal tumor, so hyperattenuation in this
phase have low value in differentiate malignant from benign tumors.

Assessment of contrast enhancement level of renal tumor mass on
MDCT in contrast phases is a noninvasive method that can differentiate
between kidney cancer and benign renal tumor. We study the contrast
enhancement magnitude of renal tumor in the arterial phase which showed
that the rate of strong-enhanced malignant renal tumors accounted for
76.4%, medium-enhanced malignant tumors was 77.5%, and benign tumor
with unclear enhancement represented 55.6%. Analysis of magnitude of
contrast enhancement in the arterial phase showed a statistically significant
difference between kidney cancer and benign tumor (p = 0.023). According
to the research of Young J.R. et al, the mean enhancement of clear cell
RCCs was significantly greater than that of both oncocytomas and
chromophobe RCCs in the arterial and excretory phases. Multiphasic
enhancement threshold levels helped to discriminate clear cell RCC from
oncocytoma with an accuracy of 77%, clear cell RCC from papillary RCC
with an accuracy of 85%, and clear cell RCC from chromophobe RCC with
an accuracy of 84%. Taking other foreign researches in consideration also,
we asserted that contrast enhancement level is related to renal malignant
tumor diagnosis.

Analysis 103 patients with malignant renal tumor, lymphadenopathy
with the short axis >1cm, round shape and abnormal contrast enhancement on
MDCT in contrast phases indicated that the number cases with abnormal lymph
nodes only accounted for 8.4%, in which clear cell RCCs and chromophobe
RCCs represented 77.8%. Assessment of correlation between malignant renal
tumor size and abnormal node rate showed that the malignant renal tumor with
the size from 4-7cm had high rate of abnormal nodes (55.6%). However, the
differences between different size groups were not statistically significant
(p>0.05). Research of foreign author on using MDCT for patients undergone
nephrectomy with lymph nodes removed indicated that the accuracy fluctuated
from 83% to 88%. The analysis above proved that other researches with a larger
cohort need to be performed before recommending MDCT as a standard
imaging method to assess metastatic lymph nodes before kidney cancer surgery.

We performed synthesis analysis on clinical, paraclinical presentations,
especially on imaging features of kidney cancer on MDCT in order to stage
the disease before surgery and compare with post-operative staging of 95
kidney cancer cases. Our results illustrated a medium concordance between
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diagnostic staging TNM of MDCT and assessment of post-surgery stage
(Kappa=0.59), which implied accuracy of staging of 83.16%. The results of
this study are relatively consistent with those of Kamel A.IL et al, which was
performed in 99 patients before treated by nephrectomy, with the accuracy
can be as high as 91%. MDCT continues to be the most extensively
available and effective modality for detecting RCC and staging before
choosing treatment options.

Based on patient selection criteria in designing our study, the major
treatment is nephrectomy for renal tumors limited in kidney tissue: 78 cases
were subjected to radical nephrectomy (75.7%), 6 cases were subjected to
laparoscopic nephrectomy (5.8%); 11 patients were subjected to partial
nephrectomy (10.7%); 8 patient without indication of surgery (7.8%), were
subjected to chemotherapy and no case with metastases were subjected to
surgery in our study. Although in our research, a large number of patients
were diagnosed at early stage, laparoscopic nephrectomy, and nephron-
sparing partial nephrectomy were limited and no cases were treated with
radiofrequency ablation. According to recent guidelines, most authors
recommended partial nephrectomy as standard treatment for malignant renal
tumors limited in kidney capsular, had size of under 7cm whenever there was
indication
4.1.3. Value of MDCT in kidney cancer diagnosis

MDCT was extensively used in diagnosis of renal tumors in general
and kidney cancer in particular based on image features and contrast
enhancement in contrast phases. This research showed that using MDCT in
renal cancer diagnosis had sensitivity of 95.3%, specificity of 55%, positive
predictive value of 85%, negative predictive value of 81.4% and accuracy of
84.4%. The research of Crouzet S. et al, which was carried out on 182 cases
small renal tumor undergone MDCT for pre-surgery assessment, showed
that MDCT accuracy for diagnosis renal cancer was 76%, the sensitive and
specificity were 93% and 36%, respectively. From the researches above,
small size of renal tumor is shown to be the main reason that limits the
ability to distinguish a malignant tumor from benign one of MDCT. This
also explains the reason why MDCT’s specificity and negative predictive
value are not high. Contrast enhancement of tumor on MDCT in post-
contrast phases also helps quantify magnitude of contrast enhancement of
tumors in order to identify the histopathology of the tumors. Analysis of 107
malignant renal tumor cases, renal tumors with strong contrast enhancement
with threshold level of over 40HU can be seen in clear cell RCCs, accounted
for 80.6%, while renal tumors with contrast enhancement lower than 40HU
can be seen in papillary RCCs, accounted for 85.8%. In a study by Lee-Felker
et al about contrast enhancement of the tumors to diagnosis kidney cancer
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subtypes, clear cell RCC had a significantly greater absolute deenhancement
between arterial (174,4HU vs 62,2HU) and nephrographic phases(113,2HU vs
81,8HU) compared papillary RCC. In other researches, maximum
enhancement less than or equal to 40HU and homogeneity suggests a
diagnosis of papillary RCCs in 82% of cases.

Analysis of mean contrast-enhanced level in the arterial phase of
common renal cancer histopathologies showed that the mean enhancement
level in the arterial phase of clear cell RCC, papillary RCC and
chromophobe RCC was 74,4+4,18HU, 21,1+4,88HU and 46,7+6,01HU,
respectively. The differences between the mean figures of different kidney
cancer types were statistically significant with p<0.05. Regarding
correlation between magnitude of contrast enhancement and common
kidney cancer histopathologies in contrast phases, magnitude of
enhancement in arterial phase and nephrographic phase showed correlation
with diagnosis of clear cell RCCs and papillary RCCs (p<0.05), in which a
diagnosis of clear cell RCCs implied positive correlation with magnitude of
enhancement while a diagnosis of papillary RCCs showed a reserve pattern.
Contrast enhancement in the excretory phase had no correlation with
histopathological diagnosis of kidney cancer (p>0.05).Our research is
consistent to the other of Young et al, which included 298 total lesions, 170
were clear cell RCCs, 57 were papillary RCCs, 22 were chromophobe
RCCs, and 49 were oncocytomas. The authors found that the magnitude of
enhancement of clear cell RCCs was significantly greater than that of
papillary RCCs in the arterial (125HU vs 54HU, p<0,001), nephrographic
(103HU vs 64HU, p<0,001), and excretory (80HU vs 54HU, p<0,001)
phases. The magnitude of enhancement of clear cell RCCs was significantly
greater than that of chromophobe RCCs in the arterial (125HU vs 74HU,
p<0,001) and excretory (80HU vs 60HU, p<0,008) phases. The research
also showed that the mean enhancement of clear cell RCCs was significantly
greater than that of both oncocytomas and chromophobe RCCs in the
arterial and excretory phases.

In summary, foreign and domestic researches showed that using
MDCT to assess the magnitude of contrast enhancement of renal tumors in
contrast phases is promising in distinguish of common kidney cancer types,
and is a basis for choosing effective treatment method and prognosis.
4.1.3.1. Relationship between contrast enhancement of clear cell RCCs in contrast
phases

Correlation of renal tumor contrast enhancement in diagnosis of clear
cell RCC in contrast phases was analyzed with univariate regression model
and multivariate logistic regression model. Our results showed that magnitude
of enhancement in both arterial and nephrographic phase had univariate
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correlation with diagnosis of clear cell RCC with OR =1.028(p<0.05) and OR
= 1.018 (p<0.05) respectively. However, multivariate logistic regression
analysis of factors of renal tumors in contrast phases showed correlation
between magnitude of enhancement in the arterial phase and diagnosis of clear
cell RCCs with OR=1,031 (p<0,05), while magnitude of enhancement in
nephrographic phase showed no relation with diagnosis of clear cell RCCs
(OR=0,995; p=0,663). Therefore, univariate regression analysis and
multivariate logistic regression analysis illustrated correlation between
magnitude of enhancement in the arterial phase and diagnosis of clear cell
RCCs (p<0.05).

On the other hand, in order to determine the enhancement threshold
levels in the arterial and nephrographic phases to diagnose clear cell RCCs,
we applied ROC curve analysis. Magnitude of enhancement in arterial phase
had good diagnostic accuracy (AUC=0.766), while this figure in
nephrographic phase had medium diagnostic accuracy (AUC=0.628) and
this difference is statistically significant with p=0.02. The results showed
that the optimal enhancement threshold level in arterial phase was 72.5HU,
and allowed diagnosis of clear cell RCCs with sensitivity of 56.7% and
specificity of 88.7%. In nephrographic phase, optimal cutoff value was
selected at 62.1HU and allowed diagnosis of clear cell RCCs with lower
sensitivity and specificity, which was 50.7% and 73.7% respectively. Kim
J.K et al conducted MDCT with contrast injection for RCC and found that
clear cell RCCs showed stronger enhancement of 115+48HU in the arterial
phase and 62+25HU in the excretory phase. The sensitivity and specificity
for differentiating conventional renal carcinoma from the other subtypes
were 74% and 100% when 84HU was used as the cutoff value in the arterial
phase and 84% and 91% when 44HU was used as the cutoff value in the
excretory phase.

Although approaches to analysis of enhancement threshold in contrast
phases were not similar, the results proved ability of MDCT in diagnosis of renal
cancer subtypes, even when diagnosis of clear cell RCCs had low sensitivity and
specificity and still contained some limitation, especially for small size renal
cancer.
4.1.3.2. Relationship between characteristics of clear cell RCCs on MDCT
and nuclear grade

Of 67 cases histopathologically diagnosed with clear cell RCCs, only
63 cases had Fuhrman grade results, accounted for 94%. When analyzing
some characteristics of clear cell RCCs with different Fuhrman grades, we
realized that mean size of high Fuhrman grade tumors was 6.9+1.34cm,
which was higher than other groups. However, the difference was not
significant among mean sizes of different Fuhrman grade groups of clear

46

cell RCCs (p>0.05). Analysis of magnitude of enhancement of clear cell
RCCs in the arterial phase illustrated that the mean enhancement of these
tumors is 76.1+4.19HU and the mean enhancement of papillary RCCs with
high Fuhrman grade (grade IV) was 93.6+2.46HU, which was higher than
other groups and this difference had statistical significance with p<0.05.
However analysis of correlation between clear cell RCCs’ size and magnitude
of enhancement and Fuhrman grade based on Kendall coefficient illustrated a
positive correlation (0.209; 0.343 respectively with p<0.05). Our study has
consistent performance with that of Ishigami K. et al, there was significant
correlation between tumor size and Fuhrman grade with Spearman’s rank
correlation Rho was 0.51(P <0.0001). Therefore, enhancement property of
renal tumors not only helps distinguish malignant from benign tumors but also
helps differentiate common kidney cancer types, and stage Fuhrman grade for
clear cell RCCs.

4.2. Value of percutaneous needle biopsy under guidance of CT scan in
diagnosis of kidney cancer

4.2.1. Biopsy complication and risk factors.

CT-guided percutaneous biopsy was conducted on 104 patients with
solid renal tumor that satisfied criteria, using semi-auto coaxial needle with
size of 16G or 18G, the minimum number of samples was 3 samples for
each biopsy. Biopsy was performed based on the principle to choose the
tract that not only is closest to the lesions but also avoids possible
complications. During the conducting and monitoring process of CT-guided
percutancous biopsy, we realized that the number of complications
happened in the conducting process accounted for 33.6%, in which portion
of asymptomatic hematoma was 31.7% and symptomatic hematoma was
1.9%. In a research by Barriol et al, of 85 renal tumors undergone CT-
guided biopsy, asymptomatic perirenal hematoma accounted for 66%, in
comparison, our research had lower complication rate but we saw 2 cases of
symptomatic hematoma that need to be closely monitored, which
represented 1.9%.. One case only need for fluid transfusion, and the other
need for one blood unit transfusion and both of these cases were stable
during the clinical monitor process. There was no other complication like
pneumothorax, visible hematuria and uncontrolled hemorrhage or dead in
intervention.

The most frequent complication reported is usually hematoma
(perirenal or subcapsular), which can be identified immediately by post-
biopsy on CT. Many researches published over the world showed that
hematoma, which in the majority of cases occurred without clinical evidence
and remained self-limiting, seldom needed for blood transfusion. The
differences of the complication rates among above researches may concern
with patient selection, needle sizes and the number of specimens. In fact,
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nowadays, percutaneous biopsy of renal masses can ensure a safe diagnostic
procedure with a low rate of complications if undertaken with good
technique. The radiologists need to fully comprehend the renal biopsy
procedure as well as its complications.

In this research, 1-time biopsy accounted for 97.1%, a repeat biopsy
represented 2.9% and there was no case needed biopsy more than 3 times.
Analysis of correlation between the number of times that biopsy was
conducted for each case and complication rate showed that complication
rate for cases with 1 time biopsy was 33.7%, while that complication rate for
cases with a repeat biopsy was 2 out of 3. However, there was no correlation
between the frequency biopsy was conducted for each case and
complication rate (p=0.2)

Complication rate of renal tumor group with size from 7-10cm was
77.8%, far exceeding the rate for the group with size <4cm and the group with
size between 4cm and 7cm which was 31.7% and 29.4% respectively. This
difference was statistically significant with p<0.05. In fact, hematoma in large
tumor thriven toward the renal capsules biopsy is more frequent than in the
tumors limited to the parenchyma biopsy, because when the needle biopsy
goes directly to the tumor, it has lower ability to stop bleeding than to pass a
part of normal renal parenchyma. On the other hand, RCCs are usually
hypervascular, the larger the tumor size is, the more hypervascular it is; so that
biopsy induced intratumor and perinephric bleeding is a concern, especially
arteriovenous malformations in the tumor. Therefore, if possible we should
take biopsy needle through the normal parenchyma before approaching the
tumors or locating the biopsy area on CT scan will minimize complications of
hematoma post-biopsy.

To answer the question which is still a challenge for foreign
researchers: “Can using larger size needle help produce more accurate
histopathological diagnosis 6and nuclear grade evaluation?”, we decided to
use 16G needle for large size tumors and 18G needle for small size tumors.
Analysis of correlation between biopsy needle size and complication rate
showed that biopsies with 16G needles had hematoma rate of 50% and
biopsies with 18G needles had hematoma rate of 28.2%. Therefore, using
16G or 18G needle in percutaneous needle biopsy can produce statistically
significant difference in hematoma rate (p=0.04). In 2 cases of symptomatic
hematoma, one case with 16G needle needed for blood transfusion, while
the case with 18G needle only need for fluid transfusion. Both cases were
stable during monitoring process and sizes of hematoma did not grow.
Therefore, hemorrhage rate is considered higher as diameter of needle is
larger.

Foreign researches illustrated that growth in the number of tissue
specimens taken did not lead to the increase in complication rate. In
addition, due to the heterogeneity of renal tumors, nuclear grade evaluations,
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in some situations, cannot come to an exact result, which accounted for 5%
to 25%. In order to ensure that the biopsy specimens obtained is
representative of different areas of the tumor and the expectation for better
diagnostic results, of 104 renal tumors undergone percutaneous biopsy, we
took at least 3 qualified tissue sample in each biopsy. The number of
biopsies taken 3 qualified specimens accounted for 88.5% and the rate for
more than 3 qualified specimens represented 11.5%. Analysis of correlation
between complication rate and the number of specimens taken showed that
group of biopsies taken at least 3 samples had complication rate of 33.7%
and the remaining group had complication rate of 33.3%. The difference in
complication rate of two groups was not statistically significant (p=0.6). Our
research also analyzed correlation between tumor location and complication
rate. Results showed that tumors at upper pole and lower pole had higher
complication rate than tumors in the middle, however the difference was not
statistically significant with p>0.05. According to Leveridge M.J. et al, it is
more challenging to diagnose solid renal tumor at the upper pole and
perisinus parenchyma using percutaneous biopsy. Location of tumor on
vertical axis was considered an important predictive factor of biopsy in
univariate analysis, not multivariate analysis.

The most controversial potential complication of renal mass biopsy is
the risk of tumor seeding along the needle tract. However, in our research,
routine examination every 6 months, for a period of 16 months, no seeding
of the biopsy tract has been identified. According to some foreign
researches, no seeding of the biopsy tract has been identified in modern
series due to the coaxial technique.

4.2.2. Analysis of value of percutaneous needle biopsy in renal cancer
diagnosis.

The research analyzed value of CT-guided percutaneous biopsy in
comparison to post-operative pathological diagnosis showed the sensitivity
of 97.1%, specificity of 100%, positive predictive value of 100%, negative
predictive value of 86.7% and accuracy of 97.6%. Concordance between
biopsy and post-surgery histopathology was very good with Kappa =0.91.
The results of this study are similar to those of foreign authors.
Schmidbauer’s study of accuracy for the diagnosis of malignancy of CT—
guided percutaneous needle biopsy showed the sensitivity and specificity is
reported to be 70% to 100% and 100%, respectively.

Apart from benefits listed above, biopsy still contains some limitations.
Although we took more qualified specimens than recommended by foreign
author and there was up to 28.2% cases undergone biopsy with larger needle
size, the results were not as good as expected in comparison to foreign
researches. There were 2 false negative cases accounting for 1.92% due to
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tumor size <4cm: 1 tumor was detected toward renal sinus, with hematuria
and the remaining case tumor developed toward renal capsule. Both cases
were suspected malignant on MDCT and did not undergo a repeat biopsy
but diagnostic surgery and the histopathology post-operation was malignant.
According to foreign authors, tumor size considerable affects success
probability of percutaneous biopsy and it was proved that larger size of
tumor is corresponding with a higher diagnostic ability of biopsy. In
Schmidbauer’s study only about 3% of percutaneous biopsies showed false-
negative results. This indicates that the risk failure of biopsy through biopsy
is inversely proportional to the size of the tumor and that the physician
should be informed of the patient's preference. In cases which biopsy
histopathology presents a negative or undiagnosed result with clinical and
imaging feature suspected malignancy, a repeat biopsy or surgical
exploration should be set out. In our research, 3 cases suspected on MDCT
with benign histopathological biopsy diagnosis were undergone a repeat
biopsy and surgery, which brought the same results between the second
biopsy and post-surgery histopathology..

Our research proved that percutaneous biopsy plays an important role
in treatment management, which helped 22 cases (21.2%) avoid radical
nephrectomy, in which 63.6% patients were not malignant and the
remaining cases were renal cancer without surgical indication. Patients with
tumors diagnosed as benign histopathology will have a periodical systematic
follow-up schedule, and will have tumor assessed in size, structure and
vascularity of the tumors on MDCT, the results will be compared between
different examinations. The results showed that in all cases, the disease was
stable and did not need surgery in the average follow-up period of 12
months. Most of researches over the world proved that up to 16-17%
patients could avoid surgery after percutaneous biopsy produced diagnosis
of benign histopathology. Using percutaneous biopsy to diagnose the
histopathology of malignant renal tumors at surgical contraindicated stage
and lymphoma was important basis for chemotherapy. Foreign authors
suggested that conducting biopsy on malignant renal tumors at metastatic
stage is essential before carrying out systematic treatment, in order to
choose best treatment option.

Analysis of 49 cases diagnosed as clear cell RCCs showed that
although 8 cases (16.3%) could not have nuclear grade classified based on
biopsy specimens, concordance of nuclear grade evaluation between biopsy
and post-operation was quite good (K=0.92), cases with low Fuhrman grade
(Grade I, II) accounted for 75.6%, and cases with high Fuhrman grade held
24.4%. Our research result is quite consistent with results of foreign authors’
researches as Fuhrman staging based on biopsy specimens had accuracy
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ranging from 76% to 94%. According to research of Deturmeny J. et al on
55 kidney cancers, clear cell RCCs accounted for 65.7%, in which 91.4% of
cases had low Fuhrman grade (Grade I, II) and concordance of nuclear grade
between biopsy and post-operation was quite good (91.3%)

Thus, CT-guided percutaneous needle biopsy in kidney cancer
diagnosis is an effective method, bring a certain diagnosis for almost solid
renal tumors with indications; lesions without possible approach and
symptomatic complications are getting rarer. Although percutaneous biopsy
still contains some limitations like producing low rate of false negative cases
and symptomatic complications, there will always be solutions to overcome
these drawbacks.

CONCLUSION

After conducting research on 141 patients with 147 renal tumors that
satisfied selection criteria, we deducted some following conclusion:

1. Imaging characteristic and value of multidetector CT in renal cancer
diagnosis

Patients’ average age was 50.7 = 12.6, common age group was from 60
to 69. Male / female ratio among patients was 1.2/1. Common RCCs were
clear cell RCCs, papillary RCCs, and chromophobe RCCs, which in total
accounted for 92.5% of total malignant tumors.

Kidney cancers accounted for 60.7% of tumor group with size < 4cm
and 100% of tumor group with size >10cm.

A renal mass with necrosis, calcifications or venous thrombus features
show a high risk to be a malignant tumor, which accounted for 82%, 100%
and 100% respectively.

Magnitude of enhancement of renal tumor in contrast phases correlated
with kidney cancer diagnosis (p<0,05)

Preoperative staging diagnosis of kidney cancer on MDCT had
medium concordance (K=0.59) with postoperation staging.

Using MDCT scanner to diagnose kidney cancer had sensitivity of
95.3%, specificity of 55%, positive predictive value of 85%, negative
predictive value of 81.4% and accuracy of 84.4%

The mean enhancement at corticomedullary phase of clear cell RCCs is
74,4 £4,18HU, papillary RCCs is 21,1+4,88HU and chromophobe RCCs is
46,7+6,01HU. Magnitude of enhancement had positive correlation with clear
cell RCCs, and negative correlation with papillary RCCs. Magnitude of
enhancement in arterial phase, nephrographic phase had univariate correlation
with clear cell RCC diagnosis (OR=1,028 and 1,018, respectively). Magnitude
of enhancement in arterial phase had multivariate correlation with diagnosis of
clear cell RCCs (OR=1,031).

The optimal enhancement threshold to diagnose clear cell RCC in
arterial phase was 72.5HU, in nephrographic phase was 62.1HU, corresponding
with sensitivity of 56.7% and 50.7%, specificity of 88.7% and 73.7%. Size and
magnitude of enhancement of clear cell RCCs had positive correlation with
Fuhrman grade.
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2. Value of CT-guided percutaneous biopsy in kidney cancer diagnosis.

Research on 104 solid renal tumors undergone CT-guided
percutaneous biopsy showed that:

- Rate of asymptomatic hematoma complication was 31.7%, rate of
symptomatic hematoma complication was 1.9%. The larger the size of renal
tumor is, the higher the risk of hematoma. Larger needle size may increase
risk of hematoma. The number of biopsy specimens or location of tumor had
no correlation with hematoma. There was no tumor seeding during the
average period of 16 months follow up..

- Percutaneous biopsy histopathological diagnosis had sensitivity of
97.1%, specificity of 100%, positive predictive value of 100%, negative
predictive value of 86.7% and accuracy of 97.6%. Concordance of
histopathology between biopsy and post-operation was quite good
(Kappa=0.91)

- Increase the number of biopsy specimens, increase needle size did not
improve diagnostic results.

- 21.2% case with renal tumors avoided unnecessary surgery, in which
13.5% cases was benign tumor.

- Accuracy of nuclear grade classification was 83.7%, which was high
consistent with post-operative evaluation (K=0.92)

SUGGESTIONS:

1. Multidectector CT needs to be widely applied in diagnosis and
staging of kidney cancer before treatment.

2. Percutaneous biopsy in cases with indications should be conducted to
ensure 2 qualified specimens in each biopsy and performed with 18G
needle.

3. Direction for  following  research:  Assess role  of
immunohistochemistry and cytogenetics on biopsy specimens in
diagnosis of histopathology of RCCs.



