PAT VAN DPE

Khéi u tuyén nudc bot mang tai (TNBMT) la loai dién hinh vé
tinh da dang hinh thai md hoc giita cac khdi u khac nhau ciing nhu
trong ciing mot khdi u. Phan 16n s u 1a lanh tinh chiém ty 1é tir 85%
dén 90% nhung c6 thé thoai hoé 4c tinh lai kha cao, dién hinh cac khéi
u hdén hop véi sy biét hoa va xu huéng éc tinh hoa. O My, ung thu
TNBMT chiém 6% cac ung thu dau - ¢d, 0,3% tong sb ung thu toan co
thé. Triéu chirng khdi u TNBMT mo nhat, khi dugce chdn doan thi
cac khéi u dd lon, mie d6 tdn thuong rong, anh hudng chirc nang,
thim my, kh6 khan cho viéc tién lugng va diéu tri, dong thoi lam
ting nguy co bién ching, tai phat.

O nudc ta, viéc chan doan xac dinh u TNBMT trudce mb dang
dung lai ¢ k¥ thuét choc hut té bao nhung gia tri thu duoc chua cao
do luong bénh phim thu dugc it.

V6i nhitng 1i do trén, viéc sinh thiét khdi u qua kim trudc md 1a
rat can thiét dé dat chin doan xac dinh. Sinh thiét qua kim s& duoc khéi
lugng bénh phém dam bao du dé xac dinh duoc ban chit mo bénh hoc.
Tuy nhién, nguy co tai bién do ludi kim cét phai day than kinh VII va
mach mau 1a khé tranh khoi. Do vay, ngoai viéc khao sat hinh thai, goi
y chin doan, chan doan giai doan khéi u, mot sd k¥ thuat chan doan
hinh anh (CDHA) nhu siéu 4m (SA), cit 16p vi tinh (CLVT) con dugc
dung dé dan dudng cho kim sinh thiét nhdm giam thiéu tai bién va ting
gié tri chin doan xac dinh.

Phau thuat 1a phuong phap diéu tri chinh, dugc lya chon dau tay,
Xa tri dong vai trd b tro chinh, hoa tri co vai trd khi bénh di cin xa.

Cho dén nay, 6 nudc ta chua co nhiéu cong trinh nghlen cu dong
gop cho thuc tién thyc hanh Ve chin doan x4c dinh truge mo va diéu tri
phau thuat u TNBMT. Thyc tién cong viéc doi hoi can c6 thém hiéu biét
diy du va hé thong hon nita vé& chin doan, diéu tri phiu thuat. Do vay,
chling toi tién hanh nghién ctru dé tai: “Nghién ciru chin doan va diéu tri
phiu thuit u tuyén nwéc bot mang tai” nhiam hai myc tiéu:

1. Xdc dinh gid tri chdn dodn mgt sé u TNBMT bang ldm sang,

SA, CLVT va sinh thiét qua kim dwéi huwong dén ciia SA.

2. Ddnh gid két qua diéu tri phiu thudgt.

TINH CAP THIET CUA DE TAI

Thuyc té viéc chan doan khéi u: 1am sang va CDHA chi cho goi y
Chan doan tinh lanh - & vi vay, viéc sinh thiét khdi u trude mé 1a rat
can thiét dé dat chan doan xac dinh. Di v6i phiu thuat vién, sinh thiét
tic thi khi mé Van khong dem lai su chu dong trong vi¢c hoach dinh
toan bo cude md. Vi vay, nghién cau trién khai k¥ thuat chan doan can
thiép sinh thiét qua kim dé chan doan tip md bénh hoc truéc mé 1a Cap
thiét, lam co so cho viéc lap ké hoach diéu tri hop ly, hi¢u qua. Bong
thoi thyc tién thye hanh diéu tri phau thuat ciing can c6 nhing tong két
két qua diéu tri trong thoi glan dai.
Y NGHIA THUC TIEN VA PONG GOP MO

Dé tai da hé théng danh gia gia tri cac phuong phap chin doan u
TNBMT truéc mé, dac biét 1a chan doan moé bénh hoc bang sinh thiét
qua kim du6i huéng dan cua siéu am va nhan xét két qua sau diéu tri
phau thuat téi sau 2 nam.
CAU TRUC LUAN AN

Ngoai phan dit van dé va két luin, luan 4n gém 4 chuong:
Chuong 1: Toéng quan van dé nghién ciru: 36 trang; Chuong 2: Doi
tugng va phuong phap nghién ctru 26 trang; Chuong 3: Két qua nghién
ctu: 39 trang; Chuong 4: Ban luin: 38 trang. Luan an c6 49 bang, 21
biéu do, 25 hinh anh, 126 tai liéu tham khao (28 tiéng Viét, 15 tiéng
Phap, 98 tiéng Anh); Két luan va kién nghi: 1 trang.
B. NOI DUNG LUAN AN

CHUONG 1
TONG QUAN

1.1. GIAI PHAU, TO CHUGC, SINH LY CUA TUYEN NUOC BOT
MANG TAI
1.1.1. Giai phéu hoc

Gial phEu TNBMT ¢4 nh+ng li2n quan gifi phEu rEt quan tréng:

- 8éng mich canh ngoai: c6 thé bi t6 chic ung thu pha huy hoac
chfy m_u khi phEu thuEt.

- Than kinh VII: thudng gy liét mat trong cdc khoi u 4c tinh, cic khoi
u hén hop chua c6 t6n thuong thi phiu thuét bao tén day VII duoc dat ra.

- 'Lién quan véi xuong ham dudi va khép théi duong ham: khit ham
khi khéi u tham nhiém vao cac co can hodc lan va khdp thai duong ham.

- Li®n quan vii ®ng mch cnh ngopi: khéi u ,c tinh ca thd xém
IEn vpo thunh ®ng mich gy chfy m, u.



1.1.2. Té chire hoc:

TNBMT la mot tuyén ngoai tiét kiéu chum nho, tuyén thuong
duoc chia thanh nhiéu tiéu thity cdch nhau béi cdc vich lién keét. MBbi
tilu thly chga mét sé nang tuyOn vy mét sé eng byi xuEt trong tilu thud
t|0p vii ¢ c nang tuyOn. Nh+ =ng éng byi xuEt trong ti0u thut thuéc c_c
tilu thy g(;n nhau hap thunh eng ITn h-n chty trong v, ch li#n kOt gai I|.1
eng bpl XUEt gian tiou thy. NhiOu éng bpi xuEt gian ti0u thy hap I
thunh éng byi XuEt.

1.1.3. Sinh Iy hec

Nudc bot ¢6 nhiéu vai trd khéc nhau: vai tr bfo v0, vai trB tidu
ho., vai trf3 vi gi,c, vai trf byi tiOt
1.2. PHAN LOAI MO BENH HQC CUA U TNBMT

Tren ¢ s- phén loti chia Foote v Frazell n"'m 1954, tz chec y t0 th0
gifi ®- ca hilu chinh vy be sung ®0 c& phon loti chinh thec n"'m 1991.

1.2.1. Khéi u biéu mé tuyén
1.2.1.1. U lpnh

U tuy0n ®a hnh; U tuyOn ®-n hxnh: u lympho tuyOn u lympho
tuyOn nang (u Warthln) u t0 bpo ht. C c loti kh, c: u t0 bpo ®.y, u t0
bpo b-; Nang tuyOn: nang trong tuyOn mang tai bEm sinh, nang gif u
tuyén nuée bot; “U” Godwin (t& chgc lympho — biu m« Iunh tinh)
1.212. U .c tinh kh«ng @n @pnh

utd buo tuyOn nang; U nhpy - bidu bx; U t0 byo s, ng
1.2.1.3. U _ctinh

Ung thu bidu mo & bio tru (ung thu bi€u mo tuyén nang); Ung
thu biéu mo tuyén; Ung thu bi€u mo khong biét hod; Ung thu biéu mo
d*ng biOu bx; U @a hxnh tho,i ho, ,c tinh; Ung thu di can trong tuyén
1.2.2. Khéi u ciia md lién ket hoac t6 chirc khac
1.2.1.1. U lpnh tinh

U m_u; u bich mich; u m_u bich mich, u mi, u t0 bpo Schwann
1212.U ¢ tinh

U Iympho bpo Hodgkin vy kh«ng Hodgkin v gif u lympho, u t0
bpo mch quanh mch, ung thu mo lién két t&€ bao sTi, Sac«m c-, Sac«m
c-étrTem, utd buo Schwann ¢ tinh
1.3. CHAN POAN LAM SANG

Mot s6 truong hop 1am sang cho phép nghi t6i ban chat lanh tinh,

,ctinh khei u.

1.4, CHAN POAN HINH ANH U TNBMT ‘

) CDHA dung dé mo ta duoc cac déc diém khoi u, V& ban do xy Xam
lan. Mot so khoi u lanh tinh nhu u tuyén da hinh, u Warthin ¢6 thé dugc
chin doan xac dinh nho hinh dnh, tuy nhién, CDHA khong bao gio c6 gia
tri 1 tiéu chuan vang loai trir 4c tinh.

1.4.1. Chyp X quang thuong quy cé bom thudc cin quang

Danh gia rd cau trac dng tuyén, han ché danh gia cac ton thuong
lan can. Thuong duoc chi dinh danh gia bénh soi dng tuyén, viém man,
gidn ong tuyen
1.4.2. Siéu &m (SA) chin doan mdt s6 u tuyén mang tai

Han ché hon CLVT va CHT, duoc chi dinh trong apxe, kén
1.4.3. Cong huong tir (CHT)

C6 gié tri nhu CLVT nhung cho phép danh gia 16 hon vé xam lin
Ian cin va noi so nhung khé phat hién véi hoa nho.

1.4.4. Chup cit 16p vi tinh (CLVT) ch;ln doan u tuyén mang tai

Phan biét 10 Cau trac giai phiu, cu trac khac nhau Vé ty trong,
phét hién soi 6ng tuyen va vOi hod. Thuong dugc chi dinh trong bénh ly
u, viém man tinh bién chimg 4pxe.

1.4.5. PET/CT, PET/MRI trong chin doin u tuyén mang tai

Chéan doan khdi u ac tinh, chin doan giai doan.

1.5. CHAN POAN GIAI PHAU BENH TRUOC MO UTNBMT

Chén doan x4c dinh dua vao mo bénh hoc, chin doan giai doan dya
chu yéu vao CLVT, CHT.

1.5.1. Choc hiit té bao bing kim nhé

Phuong phap c6 y nghla v6i cac khdi u nho, tranh day than kinh,
mach mau néu dugc huéng dan cia siéu &m. Thu thuat khong phtre tap
nhung bénh phim ldy ra dugc it, kho khin khi doc tiéu ban té bao hoc.
1.5.2. Sinh thiét qua kim sinh thiét

Khi choc hat kim nhé khéng két luan dugc chin doan, cin chi
dinh sinh thiét qua kim va can phai thyc hién dudi huéng din cia siéu
am nham 1am giam nguy co ton thuong thin kinh va mach mau.

1.5.3. Sinh thiét tirc thi (cit lanh)

Trong chan doan tat ca cac khéi u dau c6 d4 khing dinh vai tro
cta sinh thiét tirc thi, nhung trong chin doan khéi TNBMT, vai trd cua
phuong phép nay dang con ban luan thém. Nhimg sai 1Am trong nhom
chan doan duong tinh gia cia phuong phap nay déu 1a u tuyén da hinh,
u tuyén da hinh hay duge chan doan qua mirc thanh ung thu biéu mo
(UTBM) nang dang tuyén, UTBM biéu bi nhay. UTBM biéu bi nhay la
tip hay bi chan doan 4m tinh gia nhat. Cac tip UTBM: té bao nang
tuyén, té bao nang dang tuyén, UTBM dén sau u tuyén da hinh va mot
s6 u lim-phd 1a nhiing tip kho chan doan chinh xac trong sinh thiét cat
turc thi.



1.5. PIEU TRI PHAU THUAT U TNBMT

Diéu tri u TNBMT tly tip mo hoc, giai doan, do biét hdéa mo.
Day 1a yéu t6 quan trong trong viéc dua ra thai do diéu tri bdo ton hay
kh«ng bfo tan doy thCn kinh V1.

1.6. TINH HINH NGHIEN CUU U TNBMT

Tran th0 gifi ®- c& rEt nhidu nghi2n cgu v0 ph, t hi0n, chEn @o,n,
®i0u trb u TNBMT. Nh+ng n"m gCn @0y, k0 t& khi c& tham s h¢ trT cfia
phuong phiap C8HA, c¢.c b,o ¢,o0 ®- tEp trung ® nh gi, gi, trb ¢ c Kii
thukt CEHA...

Miki Matsuda, Mirokazu Sakamoto (1998) nghi2n cou v0 st kOt
hTp gi+a kil thuEt chop CLVT, CHT vii kil thukt Y hac hit nhén
(Positron Emession Tomographic Imaging) € chEn ®o_n kheéi u _c tinh
tuyén nuéc bot mang tai (PET). David M.Yourem vu céng su (1999)
®,nh gi, gi, trt CLVT, SA vy CHT trong chEn ®o_.n sai TNBMT.
Harrison Linsky vi céng su (2002), ®_nh gi, gi, tr chEn ®o_n cia
CLVT. Mehnet Koyuncu vy céng st (2003) nghi2n cgu v0 vai tr cfia
CLVT v CHT trong chuEn ®,n u TNBMT. Robert L.Witt (2005), nhEn
x_t kOt quf sau mz u tuyOn ®a hxnh. Pawani v céng st (2006) ®- ding
CLVT dé huéng din choc hit t€ bao u tuyén mang tai trén mot trudng hop
bOnh nhén n+ 76 tugi b»ng kim nha.

@ trong nudc, ¢,c nghidn cgu u TNBMT tEp trung & hai linh viic
chinh Iy chEn @o, n v ®i0u trb phEu thukt. VO chEn @0, n ¢, ¢ nghi@n cu
tEp trung & tribu chang 10m spng, ¢, ¢ kil thuEt C8HA, bfn chEt m« bOnh
hac sau m&, nhung chua c6 mot cong trinh nio nghién cttu vé chan doin
mo bénh hoc truéc mé v ®kc bilt Iy chua c6 cong trinh nghién ctu vé
sinh thi0t khéi u truéc mé qua kim sinh thilt. VO ®i0u tr> phEu thukt, ®a
sé ¢,c nghi@n @0 tyi nghién ctu ¢ téng két phuong thitc phiu thuat va
két qua diéu tri phau thuat nhung cht yéu tEp trung vjo u tuyOn @a hxnh
va chua c6 tdng két trong thoi gian dai.

L2 V"n S-n v céng st (2000), sau nhiOu n"'m triOn khai, t_c gif
®0 nghb c¥it ba toun bé kheéi u kim theo c¥t ba tdng phCn hay toun bé
tuyOn c& bfo t&n doy thCn kinh VII trong ®i0u trp phEu thuEt u ®a hxnh
TNBMT. Nguyén Minh Phuong (2000), nghin cgu chép TNBMT céd
thuéc cfn quang ®ei chilu gifi phEu bOnh. Nguyén Minh Phuong, Han
Thp Ven Thanh (2001), Ph*m Hopng TuEn (2007) cong ®0 nghb bYo tan
dey thCn kinh VII trong ®i0u trb phEu thuEt u ®a hxnh TNBMT. 8inh
Xu@n Thynh (2005), nhEn xbt hxnh fnh CLVT u TNBMT.

, ~ CHUONG?2 -
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1.POI TUQNG NGHIEN CUU
2.1.1. Péi tugng:

Céc BN u tuyén mang tai dugc phiu thuat tai khoa Ham Mat - Vi0n
R'ng Hum MAt Quéc gia td th_ng 1 n”"m 2009 ®n th_ng 10 n"m 2010.
2.1.2. Tiéu chuén lya chon bénh nhéin vao nhém nghién ciru

= Puoc s- bé chEn ®o_n 10m spng, CEHA Iy u TNBMT

= §f i0u ki0n vy ®@&ng y hTp t_c lum thf thuEt sinh thilt qua kim
truéc mé duéi huéng dan clia sieu am (SA).

* Dugc diéu tri phau thuat.
2.1.3. Tiéu chuin loai trir

= Bénh nhan di duoc md nhung kh«ng ca kOt quy gifi phEu bOnh.

= Gifi phEu bOnh ca kOt luEn u ca nguén géc t6 n-i kh_c di ¢'n @0n.
2.2. PHUONG PHAP NGHIEN CUU
2.2.1. Thiét ké nghién cteu: Lo nghi®n cou: nghien cou m« tf clit
ngang, tiln ceu, c& theo dai dac. Théi gian: Ti0n hunh t6 th,ng 1 n"m
2009 ®0n th_ng 10 n"m 2010, theo dai sau ma ®0n 10/1012. §ba ®i0mM
nghi@n cgu: ViOn R"'ng Hum MEt quéc gia.
2.2.2. Co miu (4p dung ¢ mau dung cho nghién ciru mé ta cit ngang)
2.2.2.1. Tinh ¢i mEu

n=z2 P4-76 Trong ®4:

+n ci mEu tei thibu

+ p =Ty 1& u 4c tinh tuyén nudc bot mang tai 20 %

+ @ |y mgc y nghla théng k&, & ®0y chan & =0,05

+ Z,.qp I 0 sé gifi hin tin cEy & mac x,c suft & . Vii @ =0,05
thx khi tra bfing ta c8 Z,.,, = 1,96 (=2).

+ d 12 sai s6 udc lugng. Trong @0 tpi npy chén d = 0,09.
2.2.2.2. Quy trnh chan mEu nghi@n cgu

Chan mEu theo tidu chukn ®- ®Ft ra, IEy tft ¢ nh+ng bOnh nhon
®fm bfo tidu chuEn vy thic hidn ¢ c qui trnh ki thuEt chuy?n men theo
phuong phép nghién ctu da dé ra.
2.2.3. Quy trinh nghién ciru:

= |Om sung: ghi nhEn qua hai bOnh vyt th”m kh_m 16m spng.

» Hxnh fnh CLVT: ®,nh gi, tr2n phim, CD, tr®nh m,y CLVT dua
vlio su phéi hTp gi+a nghin cgu vin vy chuy@n gia chEn ®o,n hxnh fnh
BOnh viOn H+u Nghb.



= Khfo s,t TNBMT b»ng si2u Om, ®, nh gi_ khéi u vy sinh thilt
khéi u qua kim c¢6 huéng dan cua siéu am: phei hip nghi®n cgu vii
khoa Gifi phEu b0nh cfia vidn R"'ng Hum M£t Quéc Gia vii Khoa CEHA
BOnh viOn H+u Nghb.

= §fc ®i0m phEu thuEt: phén loti c,ch thac phEu thukt cit u vy
tuyOn, ¢, ch thec bac t,ch bfo tn doy thCn kinh VII.

» Gidi phiu bénh sau mé dugc: thong ké két qua.

Chodng t«i phon nhdm bOnh nhén trong nghi2n cgu npy thunh 3
nham chinh doa vpo thuc t0 théng k& chEn ®o_n gifi phEu bOnh thu
duoc: U biéu mo lanh tinh (UBMLT); U bilu m« ¢ tinh (UBMAT); U
cfia bidu m« lign kOt (UTCLK).

» Panh gia gia tri cha Lam sang, SA, CLVT va sinh thiét u dudi
hudéng dan ctua SA.

= Theo dai biOn chgng sau phEu thuEt, ® nh gi, k0t quy sau phEu
thukt 3 th_ng, sau 3 ®0n 24 th_ng
2.2.3. Thu thap va xir 1y s6 liéu

Céc chi tiéu nghién ctu dugc thu thap bang phiéu thu thap thong
tin duoc thiét k& san. Cac s6 liéu dugc thu thap va xu ly trén chuong
trinh Epi. info phi2n bfn 6.04, mgc y nghla théng k2 IEy « < 0.05.

2.2.5. Dao dirc trong nghién ciu ) .

Ki thukt sinh thiOt khei u tuyOn mang tai Iy thii thukt an toun nOu
dugc thao tdc boi phau thuét vién ham mat. §©y I mét nghi®n cgu ,p dong,
bénh nhan duoc chi dinh 1am thi thuat duoc giai thich va kf gify chEp nhEn
lam thu thuat trude.

CHUONG 3
kOt quy nghi®n cgu

3.1. 8£c ®iOm 1©m sung
3.1.1. 8%c ®idm u

Kich thuéc: nhAm UBMLT hay gfp < 2cm v td 2-4cm  chiOm
(67,21%); UBMAT < 2cm vj td 2- 4cm ®0u chidm 45,45%. Nham
UTCLK gkp (50%) u > 2-4cm. MEt @é: chic, UBMLT (86,89%);
UBMAT (90,91%); UTCLK (75%). Ranh gifi: ra, UBMLT (59,02%);
UBMAT thi nguoc lai, khong 15 (54,55%). Di ®éng: d0, UBMLT
(57,37%); UTCLK (100,0%). 8&eéi vii UBMAT kh«ng di ®éng
(36,36%), it di ®éng (27,28). Su kh_c bilt v0 tinh di ®éng gi+a nham
UBMLT vy UBMAT ca y nghla théng k2 vii ®é tin cky 95% (p <0,05).
3.1.2. Mét sé ®kc ®i0m kim theo cfia u

Théi gian di0n bi0n 16m spng: ba nhdm bOnh chf y0u t6 12 th_ng
®0n 60 th.ng (UBMAT: 63,64%; UTCLK: 50%; UBMLT: 49,18%).
Khit hum: kh«ng gp. T2: kh«ng gfp. N&i hich ving: UTCLK c& 1
trudong hTp nzi hich.
3.2. 8£c ®iOm kOt quT gifli phEu bOnh SAU Mz

Nghién citu 76 trudng hop, gap 72 trudng hop 1a u biéu mo tuyén
chi0m (94,73%); 4 trudng hop con lai 1a u té chirc lien két, chiém
(5,26%). Nham UBMLT gkp nhiOu nhEt chi0m t0 10 80,26% (trong sé
nuy ®a sé Iy u tuyOn ®a hnh chidm 47,37%), cBn 1% Iy u lympho tuyOn
chidm 17,11% vy u tuyOn @-n hxnh kh_c). UBMAT g#p trong nghi®n
cttu 12 ung thur biéu mo tuyén chiém (14,47%).
3.3. 8£c ®iOm hxnh nh CLVT u TNBMT
3.3.1. U lpnh tinh: 8a sé tren thTy n«ng (52,46), kich thudc nho tir 2-
4cm (73,77%), ranh gifi ra (98,36%), cEu troc ®&ng nhEt (57,38%). 8a
sé ®a&ng tl trang so vii te chgc tuyOn lunh (36,07%). U tuyOn ®a hxnh
(Pleomorphic adenoma) thudng gap, ®a s& u ph,t tri0n tren thiy n«ng
(55,56%), ranh gi6i thudng & (100%), dudng kinh thudng nhd 2- 4cm
(80,56%), cEu troc ®8ng nhEt (63,89%), @ang td trang(47,22%), hen hTp via
t"ng vda gifm (30,56%).
3.3.2.U _ctinh

Ung thu biéu mo tuyOn (Adenocarcinoma): chfi yOu u ph, t triOn tren
thuy nong (45, 45%) kich thudc 2- 4 cm (63,64%). Ranh gifi kh«ng ra
(45,45%). 8a sé cEu tréc kh«ng ®8ng nhEt (72,73%). Hay gfp gifm t0 trang
hen hp (72,73%) do u henh thpnh kBn dbch, hoti to. C& hwnh fnh xom IEn ta
chac lunh (27,27%), chfi yOu xom IEn nhu m« tuyOn, mich m_u, thCn kinh.
3.3.3. Gi, trpciia CLVT

Mgc ®é phT hTp gi<a m« t{ cfia CLVT vy phEu thuEt vO @%c ®i0m
hinh th i cEu tréc khéi u: vb trf (97,4%), ranh gifi (94,7%), chin Bp xém
|En (100%), h'ch (100%).

Mgc ®é phT hTp gi+a kOt quf GPB vii gTi y chEn @o, n cfia CLVT
v0 tinh Ipnh - ,cchakhei u Ip (93,4%).
3.4. DPAC PIEM KET QUA SINH THIET CO HUGNG DAN CUA

sSifu ©m

Ky thuat sinh thiét nay c6 thé 14y dugc bénh phdm 33/34 ca dat
97%, trong ®4 cA 32/33 ca ci chEn ®0_n m« hac phT hip vii chEn ®o,n
sau ma. Gi, trb chEn ®0,n phén biét tén thuong lanh tinh, 4c tinh cao dat
100%. ChEn ®o_n c_c u _c tinh ca gi_ tr> di b, o cao ®1t 100%. Kh«ng
ca biOn cheng ®_ng k0 no xYy ra trong vy sau lum thA thukt.
3.5. 8£c ®IOm HxNH YINH SIEU ¢M TUYON MANG TAI



Trong nghi@n cgu, 32 truong hTp @A @i0u kidn @0 phen tich ®kc
diém hinh &nh siéu am. Trong d6 UBMLT chiém 84,37% (27/32 trudng
hTp) vii UBMAT chi0m (15, 63%) (5/32 trudng hop).

3.5.1. U biéu mé lanh tinh: phan 16n ¢ thuy nong (81,5%), kich thudce
2 - 4cm (77,8%), ranh gidi 10 (100%), s6 lugng u trong tuyén c6 1 khdi
(88,8%), u tuyén da hinh tai phat thuong c6 nhiéu hon 1 khdi u.
Thuong gap nhat 13 hinh tron (52,9%). Da sb cac u lanh tinh ¢6 ddm
do am giam (92,6%) va ciu trac 4m dong nhit (63,0%), céu tric dic
(48,2%). Trén siéu &m u tuyén da hinh cho thdy dang chu tric ddc
(75%); u tuyen lympho c6 cau tric hdn hop (66,7%).

3.5.2. U biéu m 4c tinh: Da s6 ndm & thuy ndng (80%), ¢6 kich thudc
I6n hon 2-4 cm (60%), phan 16n u ¢6 ranh gigi rd - khong ré (60%-
40%). Thuong 1a khdi giam am (100%) va ciu trac khong dong nhit
(63%). Céu triic dang dic chiém 60% cac truong hop.

3.5.3. Gia tri ciia SA:

Siéu am la mét cong cu chan doan hinh anh ban dau c6 gia trj goi
y tinh 1anh - &c trong chan doan u tuyén nudc bot mang tai v6i do nhay
(Ianh tinh) (100%), d6 chinh xac (90,6%). Gia tri tién doan duong khi
x4c dinh vi tri u ¢ thuy ndng: (81,5%). B chinh xac khi xac dinh vi tri
u: (85,3%). Kich thugc va s6 lugng u: Do chinh xac: (100%).

3.6. 8£c ®iOm phEu thuEt u tuyOn mang tai
3.6.1. Phuong phap phiu thuat

= Chi dinh loai ky thuét phiu thuit:

- K§ thudt cit u tuyen mang tai toan phan c6 bao ton ddy thin
kinh VIl hay k§ thuat phdu thuat Redon (Total parotidectomy with
preservation o the facial nerve or hamberger technique) hay dugc chi
dinh, UBMLT (67,2%); UBMAT (81,8%); UTCLK (50%. U tuyén da
hinh (75%).

- Ky thuat cit thuy noéng tuyén mang tai (superficial
parotidectomy or Conventional superficial parotidectomy): UBMLT chi
dinh (21,3%); UBMAT (9,1%); UTCLK (25%). U tuyén da hinh
(22,2%).

- C4c k¥ thuat: Cit mot phan thuy nong (Segmental resection);
Cit thuy ndéng “han ché” (Limidted superficial parotidectomy or
“appropriate” parotidectomy); Cat khdi u ngodi vo bao (Extracapsular
lumpectomy); Boc tach u don thudn: it duoc chi dinh, néu c6 thuong 13
khéi u lanh don hinh, u Warthin kich thuéc nho, & gﬁn ngoai vi xa dién
béc tach day than kinh mgt. UBMLT chi dinh 11,5%.
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* Bdo ton dy thén Kinh II:

- Bao ton: 97, 4%.

- Khdng bao ton: 2,6% (u 4c tinh tham nhiém than kinh)
3.6.2. Panh gia sém két qua phiu thuat

= Liét than kinh VII: 7,9% liét day thin kinh VII nhiéu mitc do.

= Tu mau vét mo: 14,5%.

= Nhiém triing vét mé: 9,2%
3.6.3. Panh gia két qua phiu thuit sau 3 thang, sau 3 thang dén 2
nam

= Liét thin kinh VII: 2,6% liét day than kinh VII nhidu mtrc do.

= Tai phat u: 0%.

= Hoi chiing Frey: 13,15%.

= RO nude bot: 0%

CHUONG 4
Bun luEn

4.1. 8£c ®iOm 1©m sung
4.1.1. U lunh tinh

Trong nghién citu, hay gap kich thuéc 2 - 4 cm chidm 67,21%:;
<2cm gkp 18,03%; t6 4 - 6 cm gkp 14,75%. Nguyén Minh Phuong
(2000), kich thuéc 2-4 cm ghkp 71,9%, theo Duroux thx td 10 npy thEp
h-n 1p 20%, tic gia thdy ring u c¢6 kich thudc nhd hon 2 cm chidm 26%.
Harison Linsky (2002) khéng dinh kich thuéc khoi u hay gap tir 1- 2cm.
C6 thé thay rang ciing kich thudc 2- 4cm trong nhi®n cgu ciia chdng t«i
thx t0 10 gfp cao h-n. 8iOu npy ca thO hidu reng bOnh nhon trong nghi@n
ceu cfia chong t«i thudong dén kham mudn.

Trong nghi2n cgu, da s6 u thuéng ca mEt ®é chiic 86,89%. MEt ®é
mOm 11,84%, gap & cdc trudng hop trong u cé kén dich (nang) va u
nang. C,c ®kc ®i0m kh_c cfia kheéi u: ranh gifi ra (59,02%), di ®éng d0
(57,37%), kh«ng gkp khit hum, t vy lit dOy thCn kinh VII. C_c ®kc
diém lam sang nay déu da duoc dé cap rat nhiéu trong c,c tyi li0u lign
quan. Chong t«i kh«ng gkp trudng hgp cé hach gée hum nyo.
4.1.2.U _ctinh

Kich thudc khéi u thudng gfp nhiOu nhEt trong khofing to 2- 4 cm
vii t0 10 45,45% v kich thuéc <2 cm vii t0 10 45,45%. NguyOn Thb
Minh Phuong (2000), kich thudc 2- 4 cm Iy 72,72%; Hun Thp VOn
Thanh (2001) Iy 36,4%. Mét nhEn xbt quan trang my David W. Eisele
dua ra 1a kich thuéc khéi u cung 1in thx tinh _c tinh cpung cao.

MEt ®é u trong nghin cgu thudng 1a chic chiém 90,91%, kh«ng.
§fc ®i0m ranh gifi u kh«ng ra chidm 54,55%, ®%c ®i0m u di ®ng hin
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ch0 hofc kh«ng di ®éng cong chiOm t0 10 43,42%. C,c ®kc ®i0m npy
ciing duoc dé cap trong nhilu tyi 1idu.

Nghlan cou khong gap truong hop ndo ¢ bibu hidn khit hum. C,c
®fc ®i0m te, liét mat ching toi khong gap truéng hTp npo, trong khi mét
s0 tdc gia nhu Nguyén Minh Phuong (2000) g3p 18,2% truong hgp, Han
The Ven Thanh(2001) gkp 22,7%, ca thé ly giai do s6 truong hop u dc
tfnh it, u chua xam 14n rong.

Nai hich ving lp mét ®kc ®i0m quan trang khi li2n quan ®n khei
u ,c tinh. Trong nghi@n cou cfia chong t«i, c& mot trudng hop c6 hach
c6 trong 4 trudng ho'p u t6 chic lién két.

~ Ung thu tuyén mang tai ®a se ti0n tridn chEm, t0 10 di ¢'n hich
thEp (hay di ¢’'n ®0n hich géc hum, hich cfnh gi+a, hich sau tai)... tuy
nhi@n, trong nghi®n ceu cfia, s6 ung thu it nén khong c6 y nghia dai dién
®0 phOn tich sOu vO vEn ®0 di ¢’'n hich. VO ®&c ®i0m di ¢'n xa, trong
khuon khé nghién nay chidng t6i chua ghi nhan dugc truong hop nao.
Tuy nhi@n theo David W. Eisele cho r»ng khofing 2-4% u _c t/nh c& kh{
nang di can xa t6i phdi, xwong, ndo...

Nhin chung nhiéy tdc gia nhu Terry S. Becker cho rang dic tinh
10m sjng chfi yOu ca thO nghi ngé Iu khi ca meét u ph, t triOn nhanh, phéi
hTp vii ®au, ca t&, li0t m&t ngoti vi, cd hich. Mot s6 u d4c hdu nhu chi
thO hiOn mét dEu hibu 1i0t mkt ngoab vi t~ ng dcn.

4.2. 8£c ®iOm kOt quT gifi phEu bOnh 1y sau ma

Thuc t0 k0t quy gifi phEu binh: 61 truong hop 12 UBMLT chiém
80,26%; 11 truong hop 1a UBMAT chiOm 14,47%% va 4 truong hop la
UTCLK chi0m 5,25%. Theo Ralph Weissleder vy ceng su, t0 10 u lunh
tinh 80%, t0 10 u _c tinh 20%, theo Foote FWJr vji céng su, u lpnh tinh
I 66,3%, u ctYnh I 33,7%. \ ) .

Trong nghi@n cgu, gkp nhiOu nhtt Iy u tuyOn ®a hxnh 47,37%.
Theo David W. Eisele, u tuyOn ®a hxnh chiOm 65%, Ralph
Weissleder vy céng su thx td 10 npy 1p 70%.

U tuyOn Iynh ®-n hxnh gkp 4 truong hop chiém 5,62% se u
Iunh tinh, u Warthin (13 truong hop) chi0m 17,1%. Theo mét sé t_c
gid nudc ngoai nhu Terry S. Becker (1996) vu David W. Eisele va
céng st (1996) thx t( 10 gkp u warthin Iu 10- 12%.

Trong nghi®n cgu, cic truong hop u 4c tinh la ung thu bidu m«
tuyOn kh«ng bilt ho, vii c,c thO bilt ho, (adenocarcinoma) 11 trudng
hop, 1 truong hop u lympho 4c tinh (u t6 “chuic lién két) diéu nay khong
phT hTp vii t,c gif kh, c nhu David W. Eisele (1995) vu céng su khi
nghi®n cgu cho thay ty 1¢ ung thu biéu mo tuyén xdp xi 15% khoi u dc
tfnh. 8iOu npy ca th0 ly gifi do so6 trudng hop u dc tinh ¢ nghién citu cta
chiing toi chua du 16n.
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4.4, 8£c ®iOm hxnh finh CLVT
4.4.1. U lunh tinh

V0 ®c ®i0m u lpunh tinh ni chung, u ph_t tridn chii yOu tran thry
n«ng cfia tuyOn mang tai, nghin cgu cfia chong t«i td 10 npy 1y 52,46%,
tren th1y sCu (34,43%).

Kich thudc khéi u lanh tinh nhd hon cdc nhém bénh khac trong
nghi®n cou. Chéng t«i gfp chil yOu k t6 2 - 4 cm chi0m 73,77%. 8i0u
nuy cho thEy tinh ph,t triOn chEm, rft ¥t g@y ra tridu cheng c- n"'ng hay
thuc thd kha chbu ®0 bOnh nhén ®0n kh,m chuy?n khoa.

8% ®a sé ®Fc ®i0m ranh gifi rEt rd rung, trong nghi@n gkp
98,36%. Pac diém nay ciing da dugc khang dinh & rét nhiéu tai liéu.

CEu tréc u rEt ®a ding, phCn nhilu ca cEu tréc ®8ng nhEt. Trong
nghi®n cgu, u ca cEu troc ®ang nhEt Iy 57,38%, kh«ng ®&ng nhEt I
42,62%. Xét rieng so trudng hop c6 cdu triic kheng ®@ang nhEt chong tei
nhEn thEy ®a sé chong ca hnh thunh kBn dbch (ca thd mét hokc nhidu
kbn) trong khéi u (84,61%), v«i hda cong Yt gfp vii t 10 3,85% vy ding
ca cEu troc hen hTp chong te«i gkp I tén t2i cf vi v kBn trong khéi u.

PhCn 1in kheéi u ca @kc ®i0m ®&ng t0 trang so vii te chgc tuyOn
lanh, trong nghién citu ty 1€ nay 1a 36,07%, mot ty 1é cling dang luu y 1a
39,34% s6 truong hop c6 ty trong hdn hop vira tang vira giam & cac Vb tri
tr2n khéi u. Piéu nay c6 thé gidn tiép suy ra dugc cdu tric khéi u qua
phbp ®o th trang.

Trong nghién citu ¢6 4 trudong hop dugc tiém thudc can quang
trong mEu 76 trudng hop chup CLVT. TEt ¢f trong sé Iy u lunh tinh, u
ngEm thuéc it (®é I I 50%, ®¢é 11 Iy 25%, do III 14 26%), nhung theo
chiing t6i diéu nay it ¢4 y nghia vi s6 trudng hop duoc tiém thude 1a qua
it. Tuy vay, theo Dae Seob Choi va cong su (1998) thi u lanh tinh thuong
ngam thuoc ¢ mitc do I va II, riéng loai warthin thi hdu nhu khong ngdm
thuéc vi td 10 89%.

Nho kha nang khdo sdt tuyén nuéc bot bang cac 16p cat mong 5-
10 mm d¢ day, ching toi thdy trong 61 truong hop u lanh tinh c6 4
truong hTp ca hich gac hum kich thuée 1,2- 1,5 cm. chong t«i nhEn
thdy cdc trudng hop néi hach nay c6 kem theo viem eéng tuyOn vji vim
do chéc hét t0 byo & tuyOn y t0 ¢ sé.

§ei vii u tuyOn @a hxnh, Iy loti u hay gfp nhEt, trong nghi@n cou
chidm 59,01% khei u lunh tinh (36/61 truong hop). Kich thudc thudng
Iu nha ci vpi cm, trong nghi®n cgu ciia chong t6i hay gap kich thuic 2-
4cm chiOm 80,56% (29/36 truong hop). Theo Robert L.Witt (2005),
kich thudc ctia kh6i u ¢6 y nghia thuc tién trong viéc can thiép t6i
thiéu, viéc phat hién, diéu tri phau thuat u cé kich thuéc nhd hon
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2cm thx nguy ¢ t,i ph,t Iy 0% trong vBng 10 n"m vj béo ton dugc
d©y th(;n kinh VII. Mét sé ®fc ®i0m nzi bEt cfia u tuyOn ®a hxnh Iy ranh
giti u ra, ca th0 ®&ng nhEt hay kh«ng ®ang nhEt v0 th trang, chong t«i
thay ty trong thuong cao hon céc thanh phan nhu mo tuyen lanh, diéu
nuy c& th0 Iy glﬂl do trong tuyOn lunh c& dech thanh mc, c& mi. Hnh
finh cEu tréc u ca td 10 kh«ng nha dlng khong dong nhat, thudng c6 cic
hnh nh hen hTp v«i héa, dbch, mi, m,u...vit trong nghi®n cgu chong
t«i nhEn thEy 36,11% (13/36 truong ho’p) sé u tuyOn ®a hxnh ¢& hxnh nh
cEu toc kh«ng ®ang nhEt, Terry S. Becker (1996) ciing c6 nhan xét tuong
tu. Vé dac diém ngdm thudc cta u, v6i 4 truong hop dugc dung thude cin
guang chong t«i thEy ®@0u ngEm thuéc & mac @€ Jt vy vda (®€ 1 vy 11), theo
t.c gif Dae Seob Choi vy céng st (1998) thx thi 10 npy Iy 86%.

S6 it truong hop hon trong nghién ctru la u Warthin va u
tuyén don hinh. So bo véi 13 trudng ho‘p trong nghién cttu ching toi
thEy tran CLVT: u Warthin khu tré & thily nong, kich thude nhé 2-
4 cm chidm 69,23%, c& ranh gifi ra 100%, kh«ng ®ang nhEt
69,23%, c6 mot tru‘fmg hgp c6 kén, khong cé truong hgp nao c6 voi
héa. Theo tac gid nudc ngoai Terry S. Becker (1996), u warthin c6
thé thdy kén, voi héa nhung it.

442.U c tinh

Trong nghi2n cgu 11/12 trudng hop u 4c tinh la ung thu biéu mo
tuyOn (adenocarcinoma).

Kich thuéc gkp trong nghién ctu 16n, 63,64% c6 kich thudc t0 2-
4 cm, t6 4-6 cm chiOm 9,09%, kich thudc tir < 2 cm chiOm 27,27%.
Khéi ung thu thu’émg phét trién tir thiy nong 45,45%, toan bo tuyOn
27,27% v 9,09% c6 kich thu6e 16n da phét trién vuot ra ngoai xam lan
VHo ¢, ¢ t& chac xung quanh.

Ranh gifi kheéi ung thu khong 16 (54,55%), ®y cong Iy @kc ®ilm
¢6 duoc dé cap trong nhiOu tyi lilu.

Mot dic diém quan trong ching t6i nhan thay khoi ung thu c6
t0 10 cEu troc kh«ng ®ang nhEt cao (72, 73%) Trong sé npy ding
chga dbch (62,50%), hoi t6 (50%), h¢n hp ca tae chac (87,50%).

Vé dic diém ty trong khoi ung thu ching toi gap 1 truong hop
tang ty trong (9,09%), 2 trudng hop dong ty trong (18,18%), khong c6
truong hop c6 trong giam don thuCn vy 8/11 truong hgp chiém 72,73%
cd td trang hen hTp.

Trong nghi@n cgu, ®%c ®idm xom IEn ph, hfy tz chgc lunh ¢ td
10 27,7% (3 trong 11 tru’orng hop). Pic diém nay, ciing duoc dé cap &
nhiéu i lieu. Tat ca cdc trudng hgp déu xam lan co can - t& chgc l0n
ckn, trong d6 co 1 tru'o'ng hop da xam lan t6i 16p m& dudi, mot trudng
hTp xém IEn mach mau, xuong.
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bic diém quan trong cha khoi ung thu 12 ngam thudc cn
quang nhung khong c6é truong hgp nao trong nhém ac tinh duogc
ti2m thuéc cfn quang. Dae Seob Choi vy céng st (1998) thx ti 10 u
ngEm thuéc Iy 55% vy kh«ng thay ®i lp 40%.

Trudong hop duy nhit chiing t6i gip c6 néi hach ¢é, vi tri & mang
canh, kich thude 2 cm.
45. 8&i chiOu ®Ec ®iOm tran clvt u tnbmt vu phEu

thukEt

§ei vii phEu thuEt vien, vidc nhEn ®nh hxnh th i cEu troc khéi u,
mitc do ton thuong khi phEu thuEt mang tinh chfi quan trong khi CLVT
12 phuong phdp chdn dodn d4nh gid hinh anh khach quan ®iOn to,n
chinh x_c. Do vy, td 10 phv hTp vO m« t] c_c ®&c ®i0m hxnh th_i, cEu
trac kheéi u, giita CLVT va phiu thuat thu dugc chf ®0 tham khfo, kh«ng
mang nhiOu y nghla trong ®&i chilu:

- Dac diém vi tri: Phit hop 74/76 trudng hop (97,4%)

- Ranh gi6i: Phu hop 72/76 trudng hop (94,7%).

- Kich thuéc: Phu hop 70/76 truong hop (92,1%).

- C#u triic: Phu hop 75/76 trudng hop (98,7%).

- Chin bp, xam lan: Phit hop 76/76 trudong hop (100,0%).
- Hach: Phu hop 76/76 trudng hop (100,0%).

Chong t«i thEy c& mét td 10 nha kh«ng phT hTp, ca th0 ly gifi Iu
su sai 10ch gi+a phbp ghi nhEn kh, ch quan cfia CLVT vy su ghi nhEn
chfi quan cfia phEu thuEt vin v0 ¢ c ®kc ®i0m hxnh th_ i cEu tréc khéi u.

Nhin chung, theo modt sO tdc gia nudc ngoai nhu Mehnet
Koyunku, Toeman Sesen (2003) thi cho dén nay thi CLVT la phuong
phap hop 1y cho phép danh gid céu tric cling nhu dic diém hinh thi,
mei tuong quan giai phiu dinh khu, cho nh+ng th«ng tin cCn thilt ®0
chEn ®o,n, 1Ep kO holch ma.

4.6. 8&i chiOu ®&c ®iOm clvt vii gifl phEu bOnh
sau me

Thuc t€ phuong phép chan doan CLVT khong dua ra chdn dodn
chinh xdc vé ban chat t&€ bao ctia khoi u nhung CLVT c6 thé dua ra goi ¥
v0 tinh lunh - _c cfia khéi u dia vio mét sé ®kc ®i0m kh_c bilt chinh.
Theo t_c gif Harrison Linsky v céng st th« CLVT cA hai gi_ trb 1in @0
gidp cho vilc chEn ®o_n phon bibt tinh Lunh - _c

+ Lunh tinh: hinh Inh v«i haa lon syn.

+ _c tinh: hxnh nh hoti t6 trung tém; bé viOn u kh«ng @0u.
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Tuy VvEy, t,c gif cong khuyOn c,o cCn c& su phéi hTp chac hét
trong chin do4n dé c6 y nghia phan biét tru6c mé tén thuong 4c tinh,
lunh tinh.

Trong nghi®n ceu cfia chong t«i, td 10 phT hTp gi+a gTi y chEn
®o.n cfia CLVT vii gifi phEu bOnh sau ma v0 tinh Lunh - ¢ (®é chinh
X c) W 71/76 (93 4%) ®é nhly (Ipnh tinh): 64/64=100%.

4.7. PAC DIEM KET QUA SINH THIET QUA KIM DUOI SU

HUONG DAN CUA SIEU AM
4.7.1. KOt quy sinh thi0t

Sé ca sinh thi0t c& kOt quy ra 33/34; 1/34 ca kh«ng ra k0t quf do
sinh thi0t kh«ng ®% bOnh phEm.

PhT hTp chEn ®o_n gi+a k0t quy sinh thilt vi k0t quy gif phEu
bOnh sau ma 32/33 ca. Kh«ng phT hTp 1/33 ca, bOnh phEm sinh thi0t
duoc chin dodn 1a t6 chifc viem nhung sau md chdn dodn bénh 12 u
Warthin, khi xem kii 1%i bOnh sir thi bénh nhan di duoc choc hiit trudc
khi dén kham va diéu tri 2 14n, tai dia phuong. Ching toi cho 1a bénh
phEm sinh thi0t Iy te chac vidm ca th0 Iy do st béi nhiOm ciia nh+ng ICn
choc hiit trudc. Mot ca khong c6 két qua do bénh pham 14y khong du, ca
nuy I nang tuyOn, rEt khad c& thO IEy ®f bOnh phEm mp kh«ng lpm
thfing, vi nang tuyOn g0y kha kh'n cho phEu thukt.

4.7.2. Gia tri cia phuong phap

- 86é nhay chung ctia phuong phéap 1a 96,9% (32/33), vii moc
dich chin dodn phan biét tén thuong lanh tinh véi 4c tinh phuong phap
nuy ca ®é nhly, ® @#kc hilu, gi_ trb chEn ®0_n 100%.

- Trong chian dodn cdc u 4c tinh, phuong phdp cé gia tri du bdo
am tinh, gid tri su bdo duong tinh 1a 100%.

4.7.3. 8 _nhgi, gi, trb chEn ®o_n cfia sinh thilt

Nhu két qua trinh bay & Bfng 3-27 vu Bfing 4-1, trong sé 33 ca
duoc chin dodn céc tip u bing sinh thiét phit hop 32 trudong hop véi két
qua gidi phdu bénh sau mé nén do nhay 1a 97%, gia tri du bdo duong
tinh Iy 100%. &é nhay chung ctia phuong phép 1a 96,9% (32/33), vii
maoc ®fch chEn ®o,n phn biét tén thuong lanh tinh véi 4c tinh phuong
ph.p npy ca ®é nhly, ® ®kc hilu, gi, trb chEn ®_n 100%. Trong chEn
dodn cac u ac tinh, phuong phap c6 gia tri du bao am tinh, gia tri su bdo
duong tinh 1a 100%.

Trong mot nghién citu twong tu ciia Wan Yung-Liang v céng su
(2004), 53 ca c6 khoi cang phong viing mang tai dugc 1am sinh thiét khi
®@0n kh_m, kOt quf: ® nhly I 83%, @ ®kc hidu 100%, ®é chinh x_c
97%. Theo nghi®n cgu cfia Paris J. vl céng su (2003) thx ®é nhly ®é ®kc
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hifu, ®é chinh x_c khi ph_t hiOn khéi u _c tinh 111 87, 94 v 91%. Trong
thuc t€ nghién ctu ctia ching toi, do u tuyén nudc bot mang tai c6 triéu
chiing ngh&o nan, thudng bénh nhan dén khdm va diéu tri muon, khéi u
da 16n, da anh huéng nhiéu dén chiic nang va thim my§. Viéc phét hién
ca khéi u kh, d0 b»ng 16m spng vii sb he trT chEn ®o_n cfia ¢,c kh_m
xét can lam sang nhu Xquang, CT, MRI, siéu am... Do vy, s6 bénh
nhon trong nghi@n ceu cfia chong t«i thic chEt Iy nhdm bOnh nhén ®
duoc sang loc “thd” boi cdc kham xét néu trén, 100% cé khoi cang
phong da duoc “goi y” 1a u trong tuyén mang tai. Dudi su huéng dan
clia siéu am, rat dé dang cho viéc dua kim chinh xdc va lay dugc bénh
pham dat tiéu chudn do vay gid tri phuong phap ching toi dat dugc 1a
cao h-n ra r0t so vii mét sé t_c gif ®- c«ng be.

4.7.4. C_c tai bi0n cfa thii thuEt:

Khong c6 céc tai bién gi dang ké ngoai trir hai trudng hop dau tai
tuyén sau khi sinh thiét, bénh nhan duge diing gidm dau thong thudng.
4.8. PAC PIEM HINH ANH SIEU AM KHOI U TUYEN MANG TAI
4.8.1. U biéu mé lanh tinh

Déi voi khdi u lanh tinh, da sb thiy ndng (81,5%), thiy sau
(18,5%). Chung t6i khéng gap truong hop u 1anh tinh ndo qué lon xam
l4n ca 2 thuy. Qua siéu am, kich thudc u dugc xac dinh 1a duong kinh
Ién nhét coa u, 77,8% c6 kich thudce tir 2-4 ¢cm, nhé hon 2 cm chiém
11,1% va 16n hon 4 cm chiém 11,1%.

V6i u bidu md lanh tinh, da s6 c6 mot khéi u (86,2%). Co 4
trudng hop nhidu hon 1 khéi u , trong d6 c6 1 trudng hop 12 u tuyén da
hinh tai phat, 2 truong hop 13 u tuyén da hinh va 1 trudng hop u biéu
mod ac tlnh S6 lugng khéi u dém nhiéu nhét 12 8 khéi u trong trudng
hop u tuyén da hinh tai phat, chling t6i cho rang day 1a trudng hop gieo
ric té bao u trong lan phau thudt trude do. Theo Gritzmann, u nhleu
khéi thuong gap & u tuyén lympho, u tuyén da hinh tai phét va u té bao
tdi tuyén.

Hinh dang khdi u biéu mé lanh tinh thuong gap nhét 1 hinh tron chiém
ty 18 59,2%, it gip hon 1a hinh mUi (29,7%) va hinh bau duc (11,3%) véi ranh
gidi 10 100%. Trong u lanh tinh, u tuyén da hinh da s6 c6 hinh mi (50%) va
hinh tron (43,75%), hinh bau duc (6,25%). U tuyén lympho c6 hinh tron chiém
66,7%, hinh bau duc 33,3%. Cac u 1anh con lai déu c6 hinh dang tron.

Theo nghién ciru ctia Zajkowski, khao sat hinh anh siéu &m cho
thdy 55% u tuyén da hinh c6 hinh mi va 40% u tuyén lympho c6 hinh
bau dyc. Theo Shimizu, 91% u tuyén da hinh c6 hinh mdi va 77,3% cé
ranh gidi 1, trong khi u tuyén lympho va nang ¢ hinh bau duc va hau
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hét ¢6 ranh gidi 1. Pac diém ndi bat hinh dang mui ciia u tuyén da hinh
va bau dyc ciia u tuyén lympho di kém véi ranh giéi ciia khdi u déu rd
cling dugc bao cdo trong cac nghién ciru khac.

Vé mét d6 4m cac u lanh tinh c6 dam do am giam (92,6%), co 1
truong hop tang &m va mot truong hop trong am Két qua cung phu hop véi
nghlen ciru ciia Zaikowski, tét ca cac khdi u tuyen da hinh va u tuyén lympho
déu c6 ddm do am giam. Theo Shimizu, u tuyen lympho thuong c6 dam do
am gidm (60%), trong khi u tuyen da hinh c6 dam do am giam (90,9%).

Céu trac 4m dong nhat gip trong 63% cac truong hop u biéu mo
lanh tinh. V6i u tuyen da hinh, 75% cac truong hop ¢6 cau trac am ddng
nhét va 25% c6 cau tric am khong dong nhat. Két qua chung toi cling
pht hop véi béo cdo ciia Martinoli va Bialek, cac tac gla nay cho rang
cau truc am dong nhét 12 hinh anh dic trung cho loai u nay. Nghién ctru
Clia Shimizu va Cong su, 90,9% u tuyén da hinh co dac diém ciu tric
ddng nhét trén siéu am. Tuy nhién mot sé nghién ciru khac cho thiy u
tuyén da hinh c6 dic diém cdu tric khong dong nhét.

U tuyén lympho c6 cau triic am khong ddng nhét chiém 66,7% va
1 trudng hop c6 mat do tréng 4m (16,7%), 1 truong hop c6 mat do ting
am (16,7%). Két qud phU hop véi nghién ctru ctia Zaikowski, véi ty 1¢
cau tric khong ddng nhat 1 81,8% va 54,5% cac truong hop c¢6 hinh
anh vling tréng am. ‘Theo Shimizu va cong su, ¢6 98,3% cic truong hop
u tuyén lympho xuét hién cac 6 trong am trén siéu &m va cho rang day
la mot dac dlem dac trung cho loai tén thuong nay vdi do nhay cao.

Vé ciu trac caa khéi u trén siéu am, u tuyen da hinh cho thiy
dang dic (75%) va dang hdn hop (25%). U tuyén lympho gap dang dich
33,3% va dang hon hop 1a 66,7%. Cac u lanh tinh khac ¢ cau tric dang
ddc chiém wu thé.

Vé su phan b mach méau trong u, cac nghién ciru ciing cho két
qua it ting sinh mach mau trong cic trudng hop u lanh tinh. Két qua
nghién ciru ctia ching t6i it trudong hop do tin hiéu mach. Cac nghién
ctru cling cho théy u biéu mo lanh tinh it tang tin hi¢u mach.

V6i khdi u bleu mo &c tinh, 5/6 truong hop u nim & thuy ndng.
Trudng hop con lai nam phan 16n thuy sdu xu huéng u xam l4n todn bo
tuyén. Cac UBMAT thuong c6 kich thuée xéc dinh duge 16n hon 2 cm
chiém 50% va 33,3% c6 kich thudc 16n hon 4 cm.

V& s luong khéi u trong tuyén, déu co mot khdi. Hinh dang cua
khéi u c6 thé hinh tron, bau duc va hinh mdi, véi 100% cac trudng hop
co ranh giGi khong rd.
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V& mat do, cac khdi u 4c tinh c6 dau hiéu giam am (66,6%) va
cau tric khong ddng nhit & 66,7% céc truong hop. Chu tric cua khoi
dang dang hdn hop dic 14n dich gap trong 66,7%. Két qua nay ciing phu
hop véi hinh anh dai thé cua cac khéi u 4c tinh thudng c6 6 chirc dic
va cac vung bi hoai tir.

Theo Shimizu va cong sy, khdi u 4c tinh co giéi han khong 18
(50%), c6 hinh muii (28,6%). Cac khoi u 4c tinh thuong c6 dam do 4m
giam (85,7%) va khong dong nhit (71,4%). Cac dic diém siéu 4m nhu
ranh giéi khong rd, ¢6 cu tric giam am khong dong nhét ciing duoc
néu trong y van.

Phan b6 mach mau khong phai la dic trung bénh 1y cua cac u
tuyén nudc bot ac tinh, viéc danh gia bang siéu &m Doppler khong thuc
su cho phép phan biét duge u tuyén nude bot 1anh tinh va 4c tinh. Tuy
nhién, cac nghién ctu ciia Schick va cong sy, Bradley, cho ring ting
phan b6 mach mau lam ting nghi ngd kha ning u 4c tinh. Két qua
nghién cuu chiing téi ghi nhin tang tin hiéu mach & 1 trong 5 truong
hop u biéu mo 4c tinh.

4.9. POI CHIEU GIUA SIEU AM VA PHAU THUAT

Viéc dbi chiéu giira siéu am va phiu thuat ciing khong mang
nhiéu y nghia boi ciing nhu phuong phéap danh gia hinh anh khéi u bang
siéu am danh gia va cho két qua khich quan trong khi Phiu thuat vién
danh gi& hinh thai khéi u trong phiu thuat 1a chu quan.

4.9.1. Vi tri khdi u

Viéc dinh vi chinh x4c cac ton thuong trudce tai rat can thiét cho
phiu thudt vién, nhét 1a cac ton thuong kho xac dinh bang so ndn. Rat kho
phan biét gitra mot hach trudce tai hodc mot khdi u dudi da va mot khdi u
trong tuyén. Két qua nghién ciru ciia chung t6i cho két qua do nhay khi
phét hién u ¢ thiy ndng tuyén mang tai 12 100% va gia tri tién doan duwong
khi x4c dinh vi tri khéi u ¢ thily néng la 81,5%. Két qua nay phi hop véi
nghién ctru ciia Nguyén Gia Thitc (2008), khi dwa vao méc 1a tinh mach
sau ham dudi, siéu am co thé dinh vi chinh xac 100% u nim & thily néng.
Theo Wittich va cong sy, siéu am cho thiy co do nhay 1én dén 100%,
tuong dwong véi CLVT khi dinh vi cac khéi u 6 thily ndng.

Do chinh xac vé xéac dinh vi tri khéi u trong nghién ciru cla
ching t6i la 85,3%. Két qua nay thdp hon nghién ctru cia Lamont va
cong sw, xac dinh do chinh x4c khi dinh vi khoi u trong TNBMT khi déi
chiéu vdi két qua phau thuat 12 95,7% ma khong can thyuc hién thém
mot k§ thudt chan doan hinh anh ndo khac. Céc tac gia ciing d& nghi chi
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can chup cat 16p vi tinh de danh gia cac truong hop u nam & thily sau
hodc cac ton thuong & tuyen mang tai lan rong.
4.9.2. Ranh giéi, kich thwée va s6 lwong ciia khéi u

Trong nghién ciru, d6 chinh xac cta siéu 4m khi xac dinh ranh
gi6i cua khéi u 1a 97%. D6 chinh xac khi xac dinh kich thude va sd
luong khéi u trong tuyén 1a 100%. Két qua nay phi hgp véi nghién ciru
cia Nguyén Gia Thirc, cho thiy siéu am gitip danh gia chinh xéac kich
thude, s6 lugng u trong tuyén nudce bot.

So sénh v6i mot nghién ciru hinh anh hoc u TNBMT bang CLVT cua
ching t6i (2005) cho két qua: vi tri: phi hop 85,5%; ranh giéi: phu hop
78,9%; kich thudc: phu hop 75%. Nhu vay, so véi CLVT, siéu am cho
gié tri danh gia hinh thai hoc 1a twong duong, trong khi wru diém ciia cia
siéu 4m 1a ding dau do linh hoat c6 thé danh gia khéi u trén nhiéu binh
dién. Tuy vay CLVT dung phép do ty trong nén vé cdu trac, ban chit
Cha cau tric, sy thay ddi cau trac to chuce thi siéu &m khong thé so sanh.
4.10. PIEU TRI PHAU THUAT U TUYEN MANG TAI

Nguyén tic chi dinh diéu tri phiu thuat dya trén: tip mé hoc u, d6
biét hoa md hoc u, giai doan 1am sang (néu 1a u &c tinh), toan trang
chung bénh nhan.

4.10.1. Phwong phap phﬁu thuit.

Phuong phap phau thuat “boc nhan” don thudn duoc lya chon va
&p dung nhiéu trong thap ky 30 thé ky truge. McFarland (1936) da dua
ra sy twong quan gitra ty 1¢ tai phat u tuyén da hinh sau mo va ky thuat
ldy nhan u don thudn. Trong nghién ctru cia chung toi c6 tat ca 5 trudng
hop u tai phat trong d6 c¢6 3/36 truong hop tuyén da hinh tai phét sau
phau thuét chiém 8,8%; 1 trudng hop 1 u tuyén — lympho; mét truong u
tuyén 4c tinh té bao vay biét hoa cau simg. CDHA va phau thudt cho
thay tat ca cac truong hop u tuyén da hinh tai phat déu c6 dang da khdi,
c6 truong hop 8 khéi. bay la dac diém dién hinh cua sy “bod sot”
hoac/va “gieo rac” to chirc u sau phiu thudt boc nhan u don thun hoic
cit u kém mot phin tuyen Téc gia Thackrey va Patey (1957) da ching
minh dugc vé vi thé, VO, khéi u ¢6 nhiéu chd bi khuyet thiéu nén c6
nhiéu 6 u nho bén ngoai 6 u chinh. Do vay, tai phat, mo con sét déu do
céc 6 u vi thé nay dé lai sau phiu thuat.

Trong nghién ciru cta chung t6i da s (75%) u tuyén da hinh
duogc chi dinh phau thuat cit u kém toan bo tuyén nude bot bao ton day
than kinh VII, 22,2% cat u kém toan b thuy néng. Céc loai u tuyén
lanh khéc néu nim & thuy nong thi thudng dwoc chi dinh cit u don
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thuan: 3/5 truong hop u lympho - tuyén & thuy néng duoc chi dinh cit u
don thuin va 2/5 dugc chi dinh cit u kém thuy nong. Vé chi dinh boc u
don thuin, chiing t6i tham khao thém vao dic diém giai phiu bénh ciu
tric vo ctia u, loai u lympho - tuyén, nang tuyén, u tuyén don hinh ¢6 vo
tuong ddi day, r6 va lién tyc.

L2 V"n S-n v céng st (2000) sau nhiOu n"m tridn khai, t.c gif @0
nghb c¥%t ba topn bé khei u kim theo c¥it b tong phCn hay topn bé tuyOn ca
bfo t&n doy thCn kinh VI1 trong ®i0u trb phEu thuEt u ®a hanh tuyOn mang tai.

Phim Hopng TuEn (2007), nghi®n ceu ®i0u trb phEu thuFt 35
trudng hop u tuyén da hinh tuyOn mang tai ca bo tan doy th(;n kinh VI,
74,29% trudng hop duoc chi dinh cat u kém toan bo tuyén, s6 con lai cat
u kim thud n«ng. Hun Thp VOn Thanh (2001), chf ®nh phEu thuEt c¥it u
kIm topn bé tuyOn mang tai chd chidm td 10 17,3% (chiOm 7,5% c,c
trudng hop phiu thuat u lanh tinh va 40,9% phéu thuEt u _c tinh).

Trong nghi@n ceu cfia chong t«i, tEt ¢f cac trudong hop u lanh tinh
VL U _c tinh c& vb trf u & thut séu hokc ph_t trin & cf hai thul ®éu dugc
chd @nh c¥t u kIm topn bé tuyOn c& bfo tén doy thCn kinh VII. Tuong tu
viic_cu ctinh (9/11 trudng hop) vy phn 1in ¢, c u tuyOn @a hnh c& vb
trf ph.t tridn tr2n thud n«ng (10/19 truong hop) ciing dugc wu tién chi
dinh theo quan diém trén (Phau thuat theo phu-ng ph_p Redon do t,c
gif Redon vy Padovani ®0 xuft n"m 1934); 8/19 truong hop u tuyén da
hinh ¢6 vi tri trén thuy nong dugc cit bo kém toan bo thuy nong. Theo
dé, 73/76 trudong hgp chiém 96,05% dugc chi dinh ding ky thuat béc
tach day than kinh tir géc, 3/76 trudng hop chi dinh bdc tach nguge theo
day than kinh déu 1a cdc trudng hop u c6 kich thuGe nho, ranh gi6i rat
ra, di ®ng v n»m ngoZi vi s, t va bao tuyOn. Phtm Hopng TuEn (2007),
nghin ceu tr2n 35 bOnh nhon u tuyOn @a hinh t_ ¢ gif chd @nh dng kil
thuEt bac t,ch t6 géc dey thCn kinh kIm c¥t toun bé u (94,29%).
Nguyén Minh Phuong (2000), 70% dugc chi dinh cét u kém tuyén mang
tai bfo tan déy th¢n kinh VII.

Phiu thuat cit u va mot phin tuyén hodc ca thuy nong (thuc chat
1a giai doan 1 cta phau thuat Redon) dugc ap dung cho cac khéi u lanh
tinh nhu u tuyén lympho, u nang tuyén... Cac khdi u ndy nim & thily
ndng va thudng nim & cuc dudi tuyén mang tai hodc u cach xa dién boc
tach cua day than kinh mit.

Trong nghién ciru clia ching t6i chi dinh phiu thuat béc tich u
don thuan va cat u kém mot phan thuy nong tuyén it dugc chi dinh, thyc
té voi 9/76 truomg hop hau hét 1a u 1anh tinh (11,8%) ¢6 hinh anh hoc 18
vé ranh g6i, vi tri nim & thily ndng viing ngoai vi va thuong 1a & cuc
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dudi cta tuyén mang tai. Theo tac gia Lizuka va Ishikawa (1998), dua
theo giai phau than kinh VII (thin chinh ddy than kinh VII khi phan
nhénh s& chia thanh hai nhanh trén, dudi) ma chia ra vi tri u nim theo 4
vung (trén nhanh chia trén; ¢ gitta nhanh chia trén va nhanh chia dudi;
trén nhanh chia duéi va du6i nhanh chia dudi). Tuy theo vi tri khéi u
ma 4 phan cit bo ctia thuy nong kém theo tuyén ciing dugc xac dinh.

Trong nghién ciru cuia tic gia O’Brien (2003) vé danh gia vai tro
cta phiu thuét cit bo u lanh tuyén mang tai kém thuy néng nhin manh
diéu tri 1an du cho u thuy nong thi khong can thiét phai cit bo tron
thUy ma chi can kém mot phén thuy. Tac gia cho rang cit bo thuy
ndng tuyén mang tai “han ché” 1a phwong phap diéu tri thuc dung va
an toan cho nhiing thuy néng tuyén mang tai.

K3 thuét cit u ngoai vo bao ciia khéi u dugc thyuce hién voi doi hoi
tiét kiém t6 chirc nhu mé tuyén, bao ton chirc ning bai tiét cho tuyén va
han ché dugc hoi chimg Fray. Trong nghién ciru cia chung toi, 9/11
dugc chi dinh ap dung boc tach u don thudn va cit mot ph?m nhu mo
tuyén ctia thuy néng ngodi vo bao khdi u véi khoang an toan. McGurk
va cong su ghi nhan 380 bénh nhan ¢ u tuyén da hinh dugc diéu tri
bang k¥ thuat cit khdi u ngoai vo bao véi ty 1€ tai phat 2% sau thdi gian
theo doi trung binh 12,5 ndm. Tuy nhién tic gid chua nhin manh
“khodng an toan” cach vo la bao nhiéu, dic biét dbi voi loai u dé tai
phét do sy khuyet thiéu vé vao cac 6 u vé tinh vi the nam lan trong nhu
mo tuyén sat khéi u chinh. Tiép nita 14 truong hop néu vo khéi u sat véi
day thin kinh mt noi phan chia trong khi ty 1& gap u nam sat day than
kinh mat 1a 51% (theo McGurk va cong su va 98% theo Lizuka va
Ishikawa. CAc tac gia khong xem nky thuat cit u ngodi vo 1a ki thuat
chuan myc dé 4p dung nhung ciing ghi nhan k¥ thuat ndy c6 hiéu qua
nhu k¥ thuat cit u kém toan bo thuy nong. Theo Piekarski va cong su
nghién ciru trén 98 truong hop cit u tuyén da hinh bang k¥ thuét cat u
ngoai vo bao thi ty 1€ tai phat 8,2% & nhoém u c6 kich thude duong kinh
trung binh 3,6cm, ty 1€ tai phat cao hon & nhom ¢ duong kinh 4-6cm.
Téc gia dé nghi nhimg truong hop u c6 kich thuéce luén va ¢ kha nang
téi phat cao nhu u tuyén da hinh nén ding ky thuat cit u kém toan b
thuy nong. Tac gia ciing khuyen cao khong nén dung Ky thuét cét u
ngoai vo bao ap dung cho thé loai u c6 ddc diém cau triic t6 chirc hoc dé
tai phat nhu u tuyén da hinh.

Muc tiéu ctia phiu thudt khéi u cn dat duoc 1a loai bo duge t6
chire bénh 1y, bao ton duge toi da co thé td chirc nhu mé tuyén va cac
nhénh day than kinh VII dé dam bao chtrc ning sinh 1y bai tiét nuéc bot
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ciing chtc ning van dong ma day than kinh VII chi phdi ddng thoi han
ché hoi chiung Frey. Trong nghién ctu cua ching t6i, do ap dung
phuong phap chin doan mé bénh hoc truéc md b?‘ing sinh thiét qua kim
du6i huéng dan cua siéu am, 2/11 trudng hop u ac tinh duge chi dinh
ldy toan bo tuyén va cha dong khong bao ton day than kinh VIL

4.10.2. Danh gia s6m_ két qua phau thuat

Muc tiéu bao ton day thin kinh VII 12 mébi quan tdm hang dau
trong tat ca cac loai k¥ thuat trong phau thut tuyén mang tai va ty 18
liét mat 14 mot tiéu chuin dé danh gia sém két qua phiu thuat. Trong
nghién ctru ctia chung toi, sau md ¢6 3/61 trudng hop bénh nhan u 1anh
tinh liét mét phan (6,6%) va 1 truong hop cit pham vao day than kinh
VII, 2/11 trudng hop bénh nhéin u 4c tinh liét toan bd (18,2%), ty 1€ liét
mit chung 1a 6/76 truong hop chiém 7,9%. Nghién ctu ciia Han Thi
Van Thanh (2001),ty I¢ liét mat 24,7%. Laskawi (1998), ty 1€ nay la
14%, Pham Hoang Tuéan (2007), la 26,47%. Nguyén nhan ching toi
quyét dinh chi dinh khong bao ton day than kinh mit & hai bénh nhin
¢6 khdi u ac tinh trong d6 c6 mot bénh nhan tai phat 1an hai, seo md cii
xau, co kéo, trén hinh anh CLVT thiy c6 tham nhiém day than kinh mat
(xét doan trong xuong da thiy day than kinh mit ¢6 hién tuong tang ti
trong do bi thim nhiém).

Trong nghlen Clru cua chung t61 con gip 11/76 trudng hop c6 diu
hiéu tu mau vét md, mot sb co biéu hién tham den dau vat. Mot truong
hop xay ra & u 4c tinh ¢6 thim nhiém da nén khi cit bo u ching toi cit
bo mot phin da bi viém loét din dén khi khau dong vét md da bi kéo
cing. Truong hop con lai xay ra ¢ u lanh tinh, theo ching t6i do da thuc
hién goc dau vat qué nhon. Tuy nhién sau mét tudn thi tinh trang nay
giam va vét md lanh thuong tot. Chung t6i khong gap mét truong hop
chay mau sau md ndo. Theo nghién ciru cia Pham Hoang Tuén (2007)
thi ty 1& tu mau vét mo sau md 1a 5,88%.

Nhim tring vét mé s€ anh hudng xAu t6i két qua diéu tri phéu
thuat, nguy co sém 1a buc vét md va chay mau, nguy co xa la seo vét
mo s& lién x4u. Trong nghién ctru cla chung t6i, sau md nhitng ngay
dau co 7/76 trudng hop chiém 9,2% co biéu hién nhlem trung Vet mo.
Tuy nhién, cac truong hop duge chiam soc vét mo tdt, din luu t6t két
hop véi phéi hop khang sinh liéu cao va giam phil né manh, két qua thu
dugc kha quan, tinh trang vét md lién tot trong nghién ctu 1a 70/76
truong hop chlem 92,1%. Theo tac gia Pham Hoang Tuan (2007) thi ty
18 vét md lién tot 12 94,12%.

4.10.3. Két qua theo ddi sau diéu tri phiu thuit tir 3 thang t6i 24 thang
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PhEu thuEt TNBMT von 1a mot k§ thuat khé va phau truong nam
trong virng giCu mich m_u, th(;n kinh Vi bich huyOt VEn @0 sang chEn
t& chgc vy ®kc bilt Iy d©y, vé bao cfia myelin, hO théng phén nh_nh th¢n
Kinh VII Iy kh«ng thO tr_nh khai. Do vEy, sU sang chEn vy tnh trlng
xung huy0t, phT n0 ving phEu thukt sT Iy nguy@n nhon gy n@n mét seé
truong hop bénh nhan sau phau thuat c6 tinh trang liét day thCn kinh VII
& nhiOu mac ®¢. Tuy VEy, sau mét théi gian dyi tridu cheng sI hOt d(;n
chgc n"ng chi phéi vEn ®eng, cIm gi,c vy ®i0u khidn chO tilt sT héi
phéc. Trong nghi®n cgu cfia chong t«i, sau h-n mét n"m kh, m I%i 3/6
truong hop bi liét tam thoi day than kinh sau mé da héi phuc, 1 /6 trudng
hgp hoéi phuc mot phan chiém 1,3% (1/76 trudong hop nghién cﬂu), 2/6
truong hop khong hoi phuc do di phiu thuat cit bd toan bo u 4c tinh va
hy sinh day than kinh chi€m 2,6% (2/76 trudng hop nghién ctu). Phim
Hopng Tukn (2007), tft cf sé bOnh nhon 1i0t nh_nh t*m théi ®- h&i phdc
sau phEu thuEt t6 3 th_ ng tii 24 th_ng. Theo Cvetinovic t 16 nuy Iy
18,36%, Hun Thp VOn Thanh (2001), thx ti 10 nyy Iy 24,7%. Trong c.cC
nghi@n cgu cfia Mayo Clinic thx 64% bOnh nhén u tuyOn mang tai t i
ph,t phfi hy sinh doy thCn kinh khi ma&, mét nghin cgu kh,c t 10 npy
lén dén 71%. Theo chiing toi nhiéu trudng hgp phai hy sinh day than
kinh VII khi me ICn sau @i vii bOnh nhén t,i ph_t u Iy do nguy2n nhén
qu, trnh me I(;n mét ®- lum x, 0 trén ¢, c mec gifi phEu c,c te chgc x-
dinh co kbo ®&ng théi kheéi u t i ph,t ph t triOn tiOp toc chin Bp/ xbm
IEn tz chec...

T.i ph,t u Iy ®i0u kh«ng mong muén, Iy bidn chgng rEt xEu sau
phEu thuEt nguy c- phfi hy sinh doy th(;n kinh VII & 1Cn ma sau I rEt
cao, ﬂnh hu’o‘ng chic nang va thé trang va tam 1y ctia nguoi bénh. Hon
n+a, sut,i ph t tr2n nOn ¢_c u ¢ tfnh thx hEu quy sT cung tham ning no.
Tuy vEy, ca thO @Ey ITi nguy 5 t,i ph,t b»ng viOc thiic hi0n tét phEu
thukt ®Cu tien, t6 khéu chEn ®o,n cho @0n chi @nh ding loi ki thukt
phEu thutt pht hTp. 8a se c.c u t,i ph,t sl xuEt hidn trong vRng hai
n"m @Cu sau phEu thukt, trong nghlan cgu cfia chéng t«i, theo dai t,i
khdm sau phiu thuat 12 thiang dén 24 thdng ching toi chua ghi nhan
duoc trudng hop bénh nhan nao tai ph,t. Qua theo dai tran 32 bOnh nhén
u tuyén da hinh nam 2007, tic gia Pham Hoang Tuén ciing chua ghi
nhan dugc tru‘ong hop nao tai phit sau mS. Theo Han Thi Van Thanh
(2001) thi ty le nay la 13,8% (12/87 truong hop).

Nhiing sai 1am hoéc chua hop 1y trong chl @nh lo*i ki thuEt phEu
thuét ICn @Cu sT goy n2n hEu quf t,iph,t®,ng ti0c, mét sé t_c gif khi
tEp hTp mEu nghlan cou cho thEy t0 10 t,i ph t u sau phEu thutt Iu con
s6 dang luu y. NguyOn Minh Phuong (2000) trong mau nghi2n cgu ca
22,58% bb t,i ph,t (14/62 truong hop) trong dé 9 trudng hop 1a u tuyén
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da hinh, 4 trudng hop la u biéu mo tuyén 4c tinh, 1 trudng hop 1a u td
chgc lian kot ,c tinh. Hun Thp Von Thanh (2001) gkp 22,7%. Trong mEu
nghi®n cgu ciia chong t«i, se t,i ph t u Iy (5/76 truong hop) chidm 6,5%
trong d6 c6 3 trudng hop u tuyen da hinh; 1 trudng hop la u biéu mo
tuyén 4c tinh; 1 trudng hop u té chiic lién két 4c tinh.

Trong nghi®n cgu, c6 13,15% (10/76 truong hTp) bb héi chgng
Frey. Phm Hopng TuEn (2007), gap 5/32 truong hop chiém 14,71%;
Hun The Ven Thanh (2001) gkp 23%. Christensen nghi®n cgu trong 10
n"m trén 433 bOnh nhon thx ta 10 nuy 11 50%, ta 10 xuEt hiOn héi chang
Frey stu phEu thukt ®Et mgc cao nhEt sau 5 n"'m.

Tai biOn ro dich nuéc bot khong gap. Theo Hun Thp VOn Thanh
(2001) thx t0 10 nyy Iu 10,7%, t, ¢ gif cho rng ca thO trong nghi2n cau
s6 bénh nhan duoc chi dinh mé cit u don thuan chiém ty 1& 16n (82,75).

KET LUAN

Qua nghi2n cgu 76 bénh nhan dugc dugc lua chon tudi tir 13 dén
78 tui, c& @@i chilu GPB vy phEu thuEt, chéng t«i rét ra kOt IuEn:

1. Muctiéul:

1.1. Gi tri chin doan cua 1am sang: Do chinh xac (ton
thuong 1a u): 77,55%

1.2. Giatri chfin doan ctia siéu d&m: D nhay (1anh tinh): 27/27= 100%;
D6 chinh xac: (27+2)/32= 90,6%

1.3. Gi4 tri chin doan cua CLVT: P9 nhay (lanh tinh): 64/64=
100%; D¢ chinh xac: (64+7)/76=93,4%

1.4. Giatri chén doan cua sinh thiét qua kim dudi huong dan cia
siéu am: Phu hop chin doan giira sinh thiét va két qua giai phau bénh
sau md vé cac Tip md bénh hoc: 32/33 ca (96,9%).

2. Muc tiéu 2: Danh gia KQ DT PT )

59 truong hop dat két qua tot (77,63%); 16 truong hop dat ket
qua trung binh (21,05%); 1 truong hop dat két qua kém (1,32%).

KIEN NGHI

1. Ap dung thuong qu1 ky thuat siéu &m (SA) trong chan doan
khdi u TNBMT boi trong cic ky thuat co gia tri nhu SA, CLVT, CHT,
PET thi SA uu diém gia thanh r¢, khong dung tia X, khdm xét linh hoat
trén nhiéu binh dién va c6 gia tri cao trong dénh gia hinh thai khdi u va
goi y tinh lanh - &c.

2. Ap dung thuong qui ky thut sinh thiét qua kim sinh thiét dudi
hudng dan ciia siéu 4m dé chan doan xac dinh tru¢c mo tip md bénh hoc cua
khéi u, trén co s& d6 1ap ké hoach diéu tri hop 1y, hiéu qua.
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RATIONALE

Parotid gland tumor is typical for the diversity of histological
morphology among different tumors as well as in the same tumors. 85%
- 90% of them are benign but the percentage of malignant degradation is
rather high, especially mixed tumors with differentiation and malignant
trend. In America, parotid gland cancer accounts for 6% of head-neck
cancer kind and 0.3% of all cancer kinds. Because of unclear symptoms,
the parotid gland tumors are usually big with wide vulnerability when
they are diagnosed which affect negatively to function and aesthetics,
make difficult to predict and treat and simultaneously increase the risks
of complications and recurrence.

In Vietnam, the diagnosis to determine parotid gland tumor
before surgery is just by cell aspiration technique which gives low
return value because of a few samples.

For those reasons, needle biopsy for tumors before surgery is
necessary to reach definitive diagnosis. The needle biopsy will make
sure getting enough number of samples to determine the essence of
pathologic histology. However, the risk of accidents which from cutting
VIl nerves and blood vessels by needle blade is difficult to avoid.
Therefore, along with conducting morphology surveys, diagnosed
suggestion, tumor stage, some diagnostic imaging techniques such as
ultrasound and computed tomography (CT) are also used to guide the
biopsy needle to minimize accidents and increase diagnosed value.

Surgery is the main treatment and the best choice, while
radiotherapy plays main supporting role and chemotherapy is used
when diseases have metastasis.

Up to now, our country has not had many research works to
contribute to practice of pre-operative diagnosis and surgical treatment of
parotid gland tumors. In practices, it requires to have more completed and
systemized understanding of diagnosis and surgical treatment. For that
reason, we conducted the research topic: “Research on diagnosis and
treatment of parotid gland tumors” with two purposes:

1. Determine diagnosed value of some parotid tumors by clinical
technique, ultrasound, CT and needle biopsy under the
guidance of ultrasound.

2. Evaluate results of surgical treatment.

IMPORTANCE OF THE THESIS

In fact, tumor diagnosis by clinical method or imaging diagnosed
method only gives malignant — benign suggestions, so pre-operative
tumor biopsy is high essential to reach definitive diagnosis. For
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surgeon, instant biopsy still does not bring activeness in planning the
entire operation. Therefore, researches to use the diagnosed technique
of needle biopsy are important to diagnose types of histopathology and
from that bhave reasonable and effective treatment plans.
Simultaneously, practically surgical treatment in fact also needs
summarization of treating results in a long time.
PRACTICAL IMPLICATIONS AND NEW CONTRIBUTIONS

This thesis topic systemized in evaluating value of parotid tumor
diagnosis methods before surgery, especially histopathology diagnosis
by needle biopsy approach with the supporting of ultrasound and post-
surgery comments up to 2 years.
THESIS STRUCTURE

Beside introduction and conclusion parts, this thesis includes 4
chapters: Chapter I: Overview: 36 pages; Chapter Il: Research objects
and methodology: 26 pages; Chapter Ill: Research results: 39 pages;
Chapter 4: Discussion: 38 pages. The thesis has 49 tables, 21 graphs, 25
images, 126 references (in which 28 in Vietnamese, 15 in France and 98
in English); Conclusion and recommendation: 1 page.

B. CONTENT
CHAPTER 1
OVERVIEW

1.1. ANATOMY, ORGANIZATION AND PHYSIOLOGY OF
PAROTID GLAND.
1.1.1. Anatomy

Parotid gland anatomy relates to important anatomies:

- External carotid artery: may be destroyed by cancer or bleeding
during surgery.

- VII nerve: usually paralyze inside face of malignant tumors, mix
tumors without injuries; then surgery with VII nerve reservation is
considered.

- Relate to mandible and temporomandibular joint: fitting jaw when
the tumor infiltrate into masseter muscle or temporomandibular joint

- Relate to external carotid artery: malignant tumors can invade
the artery causing bleeding.
1.1.2. Organization:

Parotid gland is an exocrine gland with grape type. This gland is
usually divided into many lobules separated by connective tissue. Each
lobule contains a number of acini and some intercalated duct in lobules
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which contact with acini. Close intercalated duct in lobules together
make up bigger ducts in connecting walls called striated duct. Many
close striated duct creat big excretory duct.
1.1.3. Physiology:

Saliva play a lot of roles: protecting, digesting, tasting and
evacuating.
1.2. CLASSIFICATION OF PAROTID GLAND
HISTOPATHOLOGY.

Based on classification of Foote and Frazell in 1954, WHO edited and
added to have official classification in 1991.
1.2.1. Adenomatous tumor
1.2.1.1. Benign tumors

Mixed tumors; Monomorphic tumors; Lymphoma; Warthin
tumors; Granulosa cell tumors. Other types: basal cell carcinomas,
sebaceous cysts, Acini: congenital acini in parotid gland,
pseudadenomatous cyst; Godwin “tumors” (lymphoma organization —
benign epithelium)
1.2.1.2. borderline tumors

Acinic cell tumors; mucous — epidermal tumors, Clear cell
tumors
1.2.1.3. Malignant tumors

Papillary adenocarcinoma undifferential carcinoma;
mucoepidermoid carcinoma; malignant degenerated mixed tumors;
metastasized cancer in gland.
1.2.2. Tumors of an other connection or organization
1.2.1.1. Benign tumors

Blood tumors; u bach mach-lymphangioma;
lymphagiohemangioma-u mau bach mach, lipoma and Schwannoma.
1.2.1.2. Malignant tumors

Non - Hodgkin’s lymphoma and Hodgkin’s disease and
pseudolymphoma, periangiocytoma-fibrocytic sarcoma, sacroma,
sacroma of children and Schwann cell malignancies .
1.3. CLINICAL DIAGNOSIS

Some clinical cases allow us to diagnose benign or malignant
tumors.
1.4. DIAGNOSTIC IMAGING OF PAROTID GLAND TUMORS
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Diagnostic imaging is used to discribe tumor features and mapping
invading. Some benign tumors such as mixed tumors or Warthin tumors
can be diagnosed by images. However, diagnostic imaging is never gold
criteria to eliminate malignance.

1.4.1. X-ray with contrast agents

To evaluate clearly structures of gland ducts and limit the
evaluation of injuries nearby. Be usually appointed to assess the lithiasis
of gland ducts, chronic inflammation, stretch gland ducts.

1.4.2. Ultrasound to diagnose some parotid gland tumors

Be more limited used than computed tomography (CT) and
magnetic resonance imaging (MRI). Be appointed to use for abscess.
1.4.3. Magnetic resonance imaging (MRI)

Having the same value as CT method but more clearly evaluating
surrounding and intracranial invasion; however be difficult to detect
small calcification.

1.4.4. Computed Tomography (CT) to diagnose parotid tumors.

To distinguish clearly anatomical structures, different structures
of density, to detect gland ducts and calcification. Be usually appointed
for tumor diseases or chronic abscess complications
1.4.5. PET/CT, PET/MRI in diagnosing parotid tumors

To diagnose malignant tumors and tumor stages.

1.5. ANATOMICAL DIAGNOSIS BEFORE SURGERY OF
PAROTID GLAND TUMORS

The diagnosis is based on pathologlc histology and period diagnosis
is mainly by MRI and CT.
1.5.1. Fine needle aspiration

This method has meaning to small tumors, avoids nerves and
blood vessels if having guidance of ultrasound. The procedure is not
complicated but collects few samples and difficult to read cytological
specimens.

1.5.2. Needle biopsy

If needle aspiration does not give diagnosed conclusion, it needs
appointing needle biopsy which must do under guidance of ultrasound
to reduce risks to injury nerves and blood vessels.

1.5.3. Frozen section biopsy

Diagnosing all head-neck tumors confirmed the role of frozen
section, but in diagnosis of parotid gland tumors, this technique is
controversial so on. Mistakes in false positive diagnosived group mostly
falls in mixed tumors which are usually over diagnosed to and
mucoepidermoid carcinoma . Mucoepidermoid carcinoma is the major type
with false negative diagnosis. Carcinoma types: acinic cells, follicular
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adenoma, carcinoma after mixed tumors and some kinds of lymphoma are
the most difficult cases in diagnosing correctly using frozen section
technique.
15. TREATMENT IN SURGERY OF PAROTID GLAND
TUMORS

Treatment parotid gland tumors have to depends on histological
type, stages and tissue differentiation. These are important factors to
decide treatment with reservation of nerve No. VII or not.

1.6. RESEARCH STATUS OF PAROTID GLAND TUMORS

Over the world had lots of detection, diagnosis and treatment of
parotid gland tumors. In recent years, since supporting of diagnostic
imaging, the reports have focused on evaluating value of diagnostic
imaging techniques.

Miki Matsuda and Mirokazu Sakamoto (1998) had researches
about the combination among CT method, MRI method and Positron
Emession Tomographic Imaging (PET) technique to diagnose
malignant parotid gland tumors. David M.Yourem and his colleagues
(1999) assessed values of CT, ultrasound and MRI methods in
diagnosing parotid gland stones.Harrison Linsky and his colleagues
(2002) review diagnosed value of CT scan. Mehnet Koyuncu and his
colleagues (2003) had research about roles of CT and MRI methods in
diagnosing parotid gland tumors. Robert L.Witt (2005) commented
results after surgery of mixed tumors.Pawani and his colleagues (2006)
used CT method in guidance of aspirating cells of parotid gland tumor in a
76-year-old female patient by using fine needle.

In Vietnam, the parotid gland tumors researches concentrate in two
main fields that are diagnosis and surgery treatment. For diagnosis, they
just focus on clinical symptoms, diagnostic imaging techniques,
histopathological nature after surgery but no one have paid attention to pre-
surgery histopathological diagnosis and especially to pre-surgery biopsy by
biopsy needle. From the surgery treatment aspect, majority of research
topics conclude surgery method and treatment results but almost focus on
mixed tumors and do not have research conclustion for long time.

Le Van Son and his colleague (2000), after many deploying
years, recommended to cut the entire tumor together with partial or
total removal of the gland with reservation the nerve No. VII in treating
mixed tumors of parotid gland. Nguyen Minh Phuong (2000)
researched about x-ray of parotid gland with contrast agents with
reference to disease anatomy. Nguyen Minh Phuong, Han Thi Van
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Thanh (2001) and Pham Hoang Tuan (2007) also suggested the
reservation of nerve No.VII in surgery treatment of parotid gland mixed
tumors. Dinh Xuan Thanh (2005) had comments CT images of parotid
gland tumors.

CHAPTER 2
OBJECTIVES AND RESEARCH METHODS

2.1. RESEARCH OBJECTIVES
2.1.1. Objectives:

Patients with parotid gland tumors are surgeried at Maxillofacial
Department — National Hospital of Odonto — Stomatology from January
2009 to October 2010.

2.1.2. Critaria to select research patients

= Have taken premilinarily clinical diagnosis and diagnostic
imaging which resulted parotid gland tumors

= Have enough condition and agree to use pre-surgery needle
biopsy technique with guidance of ultrasound.

= Be surgically treated.
2.1.3. Eliminated critaria.

= Patients were surgeried but did not have anatomy results.

= Anatomy results show that tumors derived from other parts
metastasized.
2.2. RESEARCH METHOD

2.2.1. Design of the research: Researching type: cross-sectional
descriptive study combines with vertical observation. Research time:
From January 2009 to October 2010 and post-surgery tracking until
October 2012. Researching place: National Hospital of Odonto -
Stomatology

2.2.2. Sample size (applied sample size for cross-sectional descriptive
research)

2.2.2.1. Sample size calculation
n=z: P4-76 In which:
-9 d 2
+n minimum sample size
+ p = percentage of malignant parotid gland tumor 20%
+ & = statistical significance level which we choose & =0,05
+ Z1.o2 1S limited confidence intervals at ¢ level. With & =0.05
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we have Z; 2 = 1.96 (=2) from the table.

+ d is error of estimation. In this research we choose d = 0.09.
2.2.2.2. Research sample choosing procedure

Researching sample is chosen based on critaria who have to meet
requirements and followed the specialized technique procedure of
researching method.

2.2.3. Researching procedure:

= Clinical process: recorded by asking patients and clinical
examination.

» CT image: evaluating by film, CD, CT scan machine based on
the cooperation of researchers and diagnostic imaging experts of
Friendship Hospital.

= Checking salivary gland by ultrasound, evaluating the tumor
and conducting needle biopsy under guidance of ultrasound:
cooperating with Anatomy Deparment of National Hospital of Odonto —
Stomatology and Department of Diagnostic Imaging of Friendship
Hospital.

= Surgery features: classify surgery methods to cut tumors and
gland, reservation methods of nerves No. VI

= Anatomy results have statistics.

We divide research patients into 3 main groups depending on
statistical results from anatomy diagnosis: benign epithelial tumors;
malignant epithelial tumors and lymphoepithelial tumors.

= Evaluating clinical value, ultrasound, CT and biopsy under the
guidance of ultrasound.

= Tracking post-surgery complications and evaluating results 3
months and from 3 to 24 months after surgery.

2.2.3. Collecting and processing data

Research criteria are obtained by information collecting paper.
The data are gathered and processed by Epi.info program 6.04 version
with statistical significance & <0.05.
2.2.5. Researching ethnic

Biopsy technique for parotid gland tumors is safe if be operated by
maxillofacial surgeons. This is an applied research, so appointed patients
are explained and signed before conducting this technique.
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CHAPTER 3
RESEARCH RESULTS

3.1. CLINICAL FEATURES
3.1.1. Tumor features:

Tumor size: benign epithelial tumors which are < 2cm and 2-4
cm of size accounts for 67.2%; malignant epithelial tumors which are <
2cm and 2-4 cm both make up 45.5%. For lymphoepithelial tumors,
50% of them have tumor size of 2-4 cm. Density: solid, which are
86.9% for benign epithelial tumors, 90.9% for malignant epithelial
tumors and 75% for lymphoepithelial tumors. Boundary: clear for
benign epithelial tumors group (59.2%) but unclear for malignant
epithelial tumors group (54.6%). Movement: easy, with benign
epithelial tumors (57.4%) and for lymphoepithelial tumors (100%). The
percentages of moving and non-moving tumors in malignant epithelial
tumors group are 36.4% and 27.3% respectively. The difference in
movement characteristic between benign epithelial tumors and
malignant epithelial tumors has statistical meaning with 95%
confidence intervals (p <0.05).

3.1.2. Some attached features of tumor

Clinical period: mostly from 12 months to 60 months (benign
epithelial tumors: 63.6%; lymphoepithelial tumors: 50%; malignhant
epithelial tumors: 49.2%). Trismus: do not meet. Paralysation: do not
meet. Regional nodes: 1 case of lymphoepithelial tumors.

3.2. CHARACTERISTICS OF POST-SURGERY ANATOMY
RESULTS

72 of 76 researching cases are epithelial tumors which is equal to
94.7%:; 4 left cases are connective tissue tumors accounting for 5.3%.
Group of benign epithelial tumors is seen most at 80.26% (in which the
majority is mixed tumors with 47.4%) while 17.1% remaining is
lymphoma and others. Malignant epithelial tumors in this research are
adenocarcinoma at 14.5%.

3.3. CHARACTERISTICS OF CT IMAGES OF PAROTID GLAND
TUMORS.

3.3.1. Benign tumors: Most of them locate in superficial lobe (52.5%),
have small size from 2-4 cm (73.7%), clear boundary (98.4%) and
homogeneous structure (57.38%). Almost tumors are similar in density
with benign gland organization (36.1%). Pleomorphic adenoma is
usually seen which mostly develop in superficial lobe (55.5%) with
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clear boundary (100%), 2-4 cm diameter (80.5%), homogeneous
structure (63.9%), similar density (47.2%) and mixture of both increase
and decrease (30.5%).

3.3.2. Malignant tumors:

Adenocarcinoma: mainly locate in superficial lobe (45.45%), 2-4
cm size (63.6%). Unclear boundary (45.5%). 72.7% of them do not
have homogeneous structure and the same percentage is for decreasing
mixture density. There is invasion into benign gland organization
(27.3%) such as blood vessels, nerves and glandular tissue.

3.3.3. Value of CT method

Consistent level of description between using CT and surgery
about tumor structrure features: 97.4% for position, 94.7% for boundary
and 100% for both invasion and nodes.

Consistent level between GPB results and CT diagnosis about
benign — malignant characteristics of the tumors is 93.4%.

3.4. CHARACTERISTICS OF BIOPSY WITH GUIDANCE OF
ULTRASOUND

This biopsy technique can give 33/34 samples (97%), in which
32/33 cases have consistent between glandular tissue diagnosis and
post-surgical diagnosis. The diagnosed value to distinguish benign and
malignant injuries reaches 100%. Malignant tumor diagnosis is at high
percent (100%). There are no significant complications during and after
biopsy process.

3.5. CHARACTERISTICS OF ULTRASOUND IMAGES OF
PAROTID GLAND.

In this research, 32 cases have enough condition to analyze
ultrasound images, in which 84.37% is benign epithelial tumors (27/32
cases) and 15.6% is malignant epithelial tumors (5/32 cases).

3.5.1. Benign epithelial tumors: mostly locate in superficial lobe
(81.5%) with 2-4cm size (77.8%), clear boundary (100%), and one
tumor in gland (88.8%). The most common shape is circle (52.9%).
Almost benign tumors have hyperechonic feature (92.6%), sound
homogeneous structure (63.0%) and solid structure (48.2%). In the
ultrasound, 75% of mixed tumors have solid structure while 66.7% of
lymphomas have mixture structure.

3.5.2. Malignant epithelial tumors: mainly found in superficial lobe
(80%) with over 2-4cm size (60%), unclear boundary (60%-40%).
100% of them is hypoechonic and 63% have inconsistent structure.
Solid structure accounts for 60% cases.
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3.5.3. Value of ultrasound

Ultrasound is a primary diagnosis imaging tool which has high
value in suggestion of benign — malignant characteristics in parotid
gland tumors diagnosis with 100% in sensitivity and 90.6% in accuracy
level. Positive diagnosis value for identifying tumor position in
superficial lobe is 85%. Level of accuracy in identifying tumor position
is 85.3%. Level of accuracy in tumor size and amount is 100%.

3.6. parotidectomy
3.6.1. Surgical methods

= Specifying types of surgical technique:

- Total parotidectomy with preservation of the facial nerve or
hamberger technique (Redon surgical technique) is usually appointed, with
67.2% for benign epithelial tumors, 81.8% for malignant epithelial tumors,
50% for tumors of connective tussue and 75% for mixed tumors.

- Superficial ~ parotidectomy  or  conventional  superficial
parotidectomy: 21.3% for benign epithelial tumors ; 9.1% for malignant
epithelial tumors; 25% for tumors of connective tussue and 22.2% for
mixed tumors.

- Other techniques: Segmental resection; Limidted superficial
parotidectomy or  “appropriate” parotidectomy; Extracapsular
lumpectomy; simple tumor béc tach: hardly ever to be appointed, if any,
it is ussually for simplex benign tumors, small size Warthin tumors
which are far from oral nerves. 11.5% of malignant epithelial tumors are
appointed .

= Preservation of nerves No. IlI:

- Preservation: 97.4%.

- No presevation: 2.6% (for malignant tumors which infiltrate
nerves)

3.6.2. Early evaluation of surgical results.

= Nerve VII paralysis: 7.9% at different levels.

= Hematoma: 14.5%.

= Surgical site infection: 9.2%

3.6.3. Evaluation surgical results after 3 months and from 3
months to 2 years.

= Nerve VII paralysis: 2.6% at different levels.

= Tumor relapse: 0%.

= Frey syndrome: 13.15%.

= Salivary leak: 0%
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CHAPTER 4
DISCUSSION

4.1. CLINICAL CHARACTERISTICS
4.1.1. Benign tumors

The tumor size of 2-4 cm was seen most with 67.21%, follwing
by 18.3% of under 2 cm tumor size and 14.17% of 4-6cm size. In
Nguyen Minh Phuong ‘s research (2000), there was 71.9% of tumor
with 2-4cm size, while depend on Duroux’s research, that percentage
was 20% lower and for under-2-cm tumor size, it accounted for 26%.
Harison Linsky (2002) showed the most common size of tumors was 1-
2 cm. It can be seen that our research gave higher proportion of 2-4 cm
tumors, or the patients in our research usually took exams late.

In the researches, the majority of tumors had solid density at
86.89%. 11.84% of soft density was usually witnessed with the cases of
fluid tumor or cysts. Other features of the tumors: clear boundary
(59.02%), easy movement (57.37%), did not have trismus and nerve VII
paralysis. These clinical characteristics all have been mentioned in
many related document. We did not meet any submandibular nodes.
4.1.2. Malignant tumors

Most common tumor sizes were 2-4 cm with 45.45% and under-
2-cm with 45.45%. Depend on researches of Nguyen Thi Minh Phuong
(2000) and Han Thi Van Thanh (2001), the percentages of tumors with
2-4 cm size were 72.72% and 36.4% respectively. David W.Eisele gave
an important conclusion that the higher the tumors, the more malignant
the tumors.

For tumor density, 90.91% had solid density. 54.55% of tumors is
unclear boundary and 43.42% of them had no or limited movement.
These features also have been mentioned in a lot of document.

The research did not meet nay trismus or oral paralysis.
Meanwwhile, those rate in Nguyen Minh Phuong’s research (2000) was
18.2% and in Han Thi Van Thanh ‘s research (2001) was 22.7%
explained by few malignant tumors and small invading area.

Regional nodes is an important feature of malignant tumors. In
our research, there was a neck lymph nodes of 4 tumors of connective
tussue.

Parotid cancer mostly develop slowly, the nodes metastasizing
percentage is low. However, in our research, the number of cancer was
not much which had no meaning to analyse nodes metastasizing issues.
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For metastasis features, we have not record any cases in this research,
though David W. Eisele reckoned that 2-4% of malignant tumors could
metastasize to lung, bone and brain, etc,

In general, many authors such as Terry S. Becker supposed that
clinical characteristics could be useful with fast grow tumors, associated
with pain, facial paralysis and nodes. Some malignant tumors just show
one sign of increasing facial paralysis.

4.2. CHARACTERISTICS OF POST-SURGICAL RESULTS

In fact, surgical results were: 61 cases were benign epithelial
tumors (80.26%); 11 cases were malignant epithelial tumors (14.47%)
and 4 cases were tumors of connective tussue (5.25%). Following Ralph
Weissleder and his colleagues, the proportion of benign: malignant
tumors was 80%: 20% while in Foote FWJr and his colleagues’s
research, this proportion was 66.3%: 33.7%

In our research, mixed tumors were seen most with 47.37%.
This kind of tumors accounted for 65% in David W. Eisele * s
research and for 70% in Foote FWJr and his colleagues’s research

Benign gland monomorphic tumors had 5.62% of benign
tumors (4 cases) and 13 cases were Warthin tumors which were
equal to 17.1%. Depend on some foreign authors such as Terry S.
Becker (1996) va David W. Eisele and colleagues (1996), the
percentage of Warthin tumors was 10-12%.

In our research, there were 11 cases of adenocarcinoma and 1
case of malignant lymphoma tumors tumors of connective tussue that
was not consistent with other authors’ decision. For example, David W.
Eisele and colleagues (1995) found that the percentage of
adenocarcinoma equal nearly 15% of malignant tumors. This could be
explained by few malignant tumors cases in our research.

4.4. CHARACTERISTICS OF CT IMAGING
4.4.1. Benign tumors

For general characteristics of benign tumors, they locate mainly
in superficial lobe of parotid gland which was 51.5% in our research.
There was 34.4% located in deep lobe.

Benign tumor size was smaller than other diseases in the
research, with 73.7% of 2-4 cm size. This revealed that tumors grew
slowly, made few symptoms or uncomfortable for patients to take
specific exams.

98.5% cases had clear boundaries. This feature was confirmed in
many other documents as well.
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Structures were various in which mostly homogeneous,
accounting for 57.5% in our research. For heterogeneous structure, it
was 42.62% and created fluid follicle (one or more follicles) (84.1%).
There were not much calcifying cases at 3.85% and the mixed structure
we met had both calcifying and follicle in the tumors.

The majority of tumors had homogeneous density compared to
benign gland organization (36.07%). It was noticed that there were
39.3% of mixture density in places of the tumors. This means that we
can indirectly see tumor structures thank to density calculation.

In our research, 4 cases were injected contrast agent among 76
cases of CT imaging. All of them were benign tumors with little drug
absorption (50% degree 1. 25% degree 1l and 26% degree I11) which did
not have significant meaning with too few injected cases. However, as
far as Dae Seob Choi and colleagues (1998) were concerned, benign
tumors usually absorbed drug in degree I and Il, except warthin tumor
(89% of them did not have drug absorption).

Through examination by salivary gland by thin slice (5-10 cm),
we could witness that 4 of 61 benign cases had submandibular nodes
with size of 1.2 — 1.5 cm accompanied with gland imflammatory by cell
aspiration at primary healthcare facilities.

For mixed tumors, in the research, 59.01% of them were benign with 36
of 61 cases. Tumor size is small (just few cm), for example we found
80.56% of 2-4 cm tumors with 29 of 36 cases. Along to Robert L. Witt
(2005), the size of tumors had significant meaning in minimum
intervention. In detail, detection and treatment of tumors which were
smaller than 2 cm had 0% recurrence abilities for 10 years and
preservated nerve VII. Some striking features of mixed tumors are clear
boundary,both homogeneous and heterogeneous density; its density is
higher than benign gland parenchyma because benign glands content
serous epidemic and grease. We recognized that 36.11% (13/36 cases)
of mixed tumors had heterogeneous structure which was similar to
Terry S. Becker’s (1996). In the aspect of drug absorption, 4 cases used
contrast agent was low and medium level (degree | and 1), and this
percentage in Dae Seob Choi and colleagues‘research (1998) was 86%.

For 13 cases of Warthin tumors and monomorphic tumors in
our research, CT image showed that: Warthin tumors located in
superficial lobe, with 69.23% of 2-4 cm size, 100% clear boundary,
69.3% homogeneous structures, 1 case with follicle and no case
with calcifying. Terry S. Becker (1996) demonstrated that Warthin
tumors have rarely follicle and calcifying
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4.4.2. Malignant tumors

The research showed a result that 11/12 cases of malignant
tumors were adenocarcinoma.

Size of tumors in the research was large: 63.4% of the tumors
were 2-4 cm, 9.09% were 4-6 cm and 27.5% remaining were < 2 c¢m.
Carcinoma usually derived from superficial lobe (45.5%) and entire
gland had large size to grow to invade surrounding organization.

Similarly to other document mentioning, the boundary of
carcinoma in our research were unclear (54.5%).

Another essential feature was found that structure of carcinoma
were highly heterogeneous (72.7%). Of them there were fluid type
(62.5%), necrosis (50%) and organized mixture (85.5%).

Regarding density characteristic of carcinoma, they were only 1
enhanced-density case (9.1%), 2 cases of same density (18.5%), no case of
simple decreasing density and 8 left cases of mixture density (72.7%).

In the research, it was 27.7% (3/11 cases) which invade to
destroy benign organization. This feature also is mentioned in other
document. AIll cases invaded occlusion joint - surrounding
organization, in which there was 1 case invaded into grease layer and 1
case invaded into blood vessels and bone.

Last but not least, contrast agent absorption was a key
feature, but no patient in malignant tumor group was injected
contrast agent. Dae Seob Choi and colleagues (1998) concluded
that the percentage of drug absorption was 55% and of unchanged
tumors was 40%.

There was only 1 case with 2-cm neck nodes in carotid ganglions.
4.5. COMPARE CHARACTERISTICS OF PAROTID GLAND
TUMORS BETWEEN BY CT METHOD AND BY SURGERY.

For surgeon, determination of tumor structures and injuring level is
subjective. Meanwhile CT is objective method to have accurate essessment
by images. Therefore the suitable ratio of form and structure features
between using CT method and surgery is just for reference purpose.

- Position feature: 74/76 cases were suitable (97.4%)
- Boundary: 72/76 cases were suitable (94.7%)

- Size: 70/76 cases were suitable (92.1%)

- Structure: 75/75 cases were suitable (98.7%)

- Invasion: 76/76 cases were suitable (100%)

- Nodes: 76/76 cases were suitable (100%)
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There were small percentage of unsuitable cases which derived
from differences between objective record of CT image and subjective
observation of surgeon.

In general, based on researches of some foreigner authors, for
instant Mehnet Koyunku and Toeman Sesen (2003), up to now CT is
the reasonable method to evaluate structures as well as form features
and surgical position relation which give enough necessary information
in order to diagnose and make surgical plans.

4.6. COMPARE CHARACTERISTICS OF CT IMAGING AND OF
POST-SURGICAL ANATOMY

In fact, CT method does not give accurate diagnosis of tumor
nature but it can suggest benign — malignant characteristics of the
tumors based on some main different points. Harrison Linsky and
colleagues demonstrated that CT method had two important values in
diagnosing benign — malignant characteristics:

+ Benign: having images of dysplasia with calcification.

+ Malignant: having images of central necrosis, irregular
tumor margin.

However, the author still recommended that it should be coordinated
with aspiration in diagnosis to have distinguishing meaning.

Our research also showed suitable ratios of diagnosed
suggestion between using CT method and post-surgical anatomy about
benign — malignant characteristics (on accurate level) were 71/76 cases
(93.4%) with sensitivity (benign): 100% or 64/64 cases.

4.7. CHARACTERISTICS OF NEEDLE BIOPSY UNDER
GUIDANCE OF ULTRASOUND.
4.7.1. Biopsy results

33/34 biopsy cases had clear results meanwhile 1 remaining case
could not see clear results due to not enough samples for biopsy.

Of these 33 cases, biopsy diagnosed results on 32 cases were
consistent with post-surgical anatomy results. 1 left patient was
diagnosed inflammatory organization when using biopsy but after
surgery, it was diagnosed Warthin tumor. Considering carefully, the
patient had been aspirated twice before treatment in his hometown. We
supposed that the inflammatory resulted from last aspiration.

4.7.2. Value of methods

- Average sensitivity of this method was 96.9% (32/33); especially
for the purpose of distinguishing benign injuries and malignant injuries,
this method was at 100% sensitivity and diagnosed value .
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- In diagnosing malignant tumors, negative predictive value and
positive predictive value of this method were 100%

4.7.3. Evaluate diagnosis value of biopsy

From the results in Table 3-27 and Table 4-1, of 33 cases using
biopsy method, 32 cases had suitable results with post-surgical anatomy
which was equivalent to 97% sensitivity and 100% positive predictive
value. General sensitivity of biopsy method were 96.9% (32/33), for the
purpose of distinguishing benign injuries and malignant injuries, this
method was at 100% sensitivity and diagnosed value. To diagnose
malignant tumors, negative predictive value and positive predictive
value of this method were 100%

In a similar research of Wan Yung-Liang and colleagues (2004),
53 cases with swell mass in parotid area were conduted biopsy and the
results were: 83% sensitivity, 100% specificity and 97% accuracy.
Belong to Paris J. and colleagues (2003), these results’ features above
were 87%, 94% and 91% respectively. For our research, due to few
symptoms of parotid gland tumors and late examination and treatment
of patients, the tumors usually had big size then affected significantly to
functions and aesthetics. The clinical detection was quite easy with
supporting of diagnosed methods such as X-ray, CT, MRT, ultrasound,
etc. It was the reason why our research patients actually were selected
“roughly” by above methods. 100% of swell masses was suggested to
parotid gland tumors. Under the guidance of ultrasound, it was easily to
using needle exactly and taking patients’ samples which reached quality
standard, so the value of our method was higher than of some other
authors announced.

4.7.4. Complications

There was no considerable complication except 2 cases of pain
after biopsy; the hurted patients were used normal analgesic.

48. CHARACTERISTICS OF ULTRASOUND IMAGES OF
PAROTID GLAND TUMORS
4.8.1. Benign epithelial tumors

Most of benign tumors invaded superficial lobe (81.5%) and deep
lobe (18.5%). No case of too big benign tumors inviaded both of lobes.
By ultrasound, the biggest tumor size was determined as biggest
diameter of tumors, in which 2-4 cm size: 77.8%, under 2 cm size:
11.1% and more than 4 cm size: 11.1%.

Researching about benign epithelial tumors, majority had 1 tumor
bloc (86.2%). There were 4 cases that had more than 1 tumor blocks with 1
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recurrent mixed tumor, 2 mixed tumors and 1 malighant tumor. The
numbers of tumors counted were 8 blocks in case of recurrent mixed
tumors. We concluded that it was from dissemination of tumor cells in last
surgeries. As far as Gritzmann was concerned, tumors with a lot of blocks
were seen most in lymphoma and recurrent mixed tumors.

The normal shape of benign epithelial tumors was round with
59.2%, following by section shape (29.7%) and oval shape (11.3%)
with 100% clear boundary. Mixed tumor mainly had section shape
(50%), round shape (43.5%) and oval shape (6.25%). For lymphoma,
round shape and oval shape accounted for 66.7% and 33.3%
respectively. The remaining types of tumors had round shape.

Depend on Zajkowski’s research, ultrasound images showed that 55% of
mixed tumors were section shape and 40% of lymphoma was oval shape.
Meanwhile in Shimizu’s research, section shape in mixed tumors maked up 91%
and 77.3% of them had clear boundary. This striking feature (section shape for
mixed tumors and oval shape for lymphoma with clear boundary) was also
reported in other research.

Regarding sound density, benign tumors had 92.6% of
hypoechonics, 1 case of hyperechonics and 1 case of anechonics. This
result was suitable with research of Zaikowski showed hypoechonics in
all lymphoma and mixed tumors. In Shimizu’s research, hypoechonics
in lymphoma was at 60% and in mixed tumors was 90.9%.

Homogeneous sound structure was met in 63% of benign
epithelial tumors. The ratio of homogeneous and heterogeneous
sound structure in mixed tumors was 75%: 25%. This was consistent
with reports of Martinoli and Bialek. Shimizu and colleagues also
gave similar conclusion that 90% of mixed tumors had homogeneous
sound structure in ultrasound. Nevertheless, some other researches
presented the heterogeneous characteristic of mixed tumors.

For lymphoma, heterogeneous sound structure accounted for
66.7%, 1 case had anechonics density with 16.7% and the same
percentage was for 1 case of hyperechonics density. The research of
Zaikowski also led to the same results which were 81.8% for
heterogenous sound structure and 54.5% for anechonics area images.
Belong to Shimizu and colleagues, 98.3% of lymphoma appeared in
anechonics area of ultrasound that was one typical features of
lymphoma injuries with highly sensitivity.

For structure of tumors in ultrasound, 75% of mixed tumors were
solid type and 25% remaining were mixture type. Lymphoma divided
into 33.3% of fluid type and 66.7% of mixture type. Typical type of
other benign tumors was solid one.
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For distribution of blood vessels in tumors, it did not increase
much in benign tumors. There was a few case that measured pulse signs
in our reseach. Other researches also showed little increase in pulse
signs of benign epithelial tumors.

On another hand, malignant epithelial tumors had 5/6 cases
located in superficial lobe. 1 case left was on the deep lobe with
intension to invade the entire gland. These tumors’ sizes were ussually
50% for over 2 cm and 33.3% for 4-cm size.

About number of tumors, there was one tumor block in the gland.
The shape of tumors can be round, oval and sectional with 100%
unclear boundary.

For density, malignant tumors had sign of hypoechonics (66.6%)
and heterogeneous structure (66.7%). Mixture structure (fluid and solid)
accounted for 66.7%. These results were also suitable with images of
malignant tumors which usually had solid structure and necrotic areas.
Shimizu and colleagues found that malignant tumors’s boundary was
not clear (50%) and sectional shape (28.6%). Other features were
hypoechonics (85.7%) and heterogeneous (71.4%). Ultrasound
characteristics like unclear boundary, hetorogenously hypoechonics
structures have been mentioned in many medical documents.

Blood vessel distribution is not typical features of malignant
salivary tumors, and then evaluation by Doppler ultrasound does not
really help to distinguish benign and malignant salivary tumors. But
researches of Schick and colleagues, Bradley, supposed that increase of
blood vessel distribution related to higher ability of malignant tumors.
Our research recorded the increase of vessel sign in 1 of 5 cases having
malignant epithelial tumors.
49.COMPARE BETWEEN USING ULTRASOUND AND

SURGERY

Comparison between using ultrasound and surgery also has no
significant meaning since ultrasound method evaluates tumors to lead
objective results while surgeon assesses tumor status subjectively.

4.9.1. Tumor location

Determinating exact location of injuries is necessary for surgeon,
especially which is difficult to identify just by touching. It is really a
challenge to distinguish a preauricular node or a tumor under skin and a
tumor in the gland. Our research resulted that 100% sensitivity was in
detecting tumors in the parotid superficial lobe and the value of positive
predictation in identifying location of tumors in the superficial lobe was
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81.5%. This was suitable with research of Nguyen Gia Thuc (2008) in which
if we based on vein after mandible, ultrasound can identify exactly the
location of 100% tumors in the superficial lobe. Following Wittich and his
colleagues, the sensitivity of ultrasound was up to 100% which was equal to
the ability of locating tumors in the superficial lobe of CT.

Accurate level of identifying tumor location in our research was
85.3%. This percentage was lower than the result of 95.7% of Lamont
and colleagues’ research without any other imaging diagnosed
techniques. The authors also recommended only CT method to evaluate
tumors in the deep lobe or spreading parotid injuries.

4.9.2. Boundary, size and quantity of tumors.

As far as researches concerned, the accuracy of ultrasound when
identify tumors boundary was 97% and when identify size and quantity
of tumors in the gland was 100%. It was consistent with the research of
Nguyen Gia Thuc which showed that ultrasound could evaluate exactly
size and number of tumors in the gland.

In comparison with an imaging research of parotid gland tumors by
CT in 2005, the results were: location: 85.5% suitable; boundary: 78.9%
suitable; size: 75% suitable. It means that compared to CT, ultrasound give
equal value in evaluation morphology though the advantage of ultrasound
is using flexible probe in many surface. However, CT uses density mesure
so ultrasound method can not be compared to CT in structures and the
changes of organization structures.

4.10. SURGICAL TREATMENT OF PAROTID GLAND
TUMORS.

Principals of surgical appointment are based on: type of tumor
histology, differential level of tumor histology, clinical period (for
malignant tumors) and entire status of patients.

4.10.1. Surgical method.

Simply “tumor core removal” surgical method is chosen and
applied mostly in 30th decade of last century. McFarland (1936) gave a
correlation of recurrence ration of mixed tumor after surgery and
simple tumor core removing technique. In our research, there were 5
patients with recurrence tumors in which 3/36 cases were recurrence
mixed tumors after surgery (8.8%); 1 case was lymphoma and 1 case
were malignant tumor. Diagnostic imaging and surgery demostrated
that all recurrence mixed tumors were multi-block shapes. It was the
striking feature of “missing” and/or “sowing” tumor organization after
simple tumor core removal surgery or cutting tumors with a part of the
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gland. Thackrey and Patey (1957) proved that because of many defects
on microbody and tumor cover, there were a lot of small tumor points
surrounding main tumor nests. Hence recurrence and residual surgery
both derived from these microbody tumor nests after surgery.

As we can see from our research, 75% of mixed tumors were
required to conduct surgeries with the whole parotid gland with
preserve nerve VIl and 22.2% of them needed taking surgeries with the
entire superficial lobe. Other benign tumors, if in the superficial lobe,
were normally appointed to cut tumors simply: 3/5 patients having
lymphoma in superficial lobe were just cut tumors as well as the
remaining cases (2/5) were cut tumors with superficial lobe. Regard to
simple tumor removal, we had reference from anatomy characteristics
of tumor cover structure, gland - lymphoma type, acini and
monomaorphic tumors with quite thick, clear and continuous cover.

After many years carrying on the research, Le Van Son and his
colleagues (2000) required to cut the entire tumors with cutting off a
part or the whole gland with preservation of nerve VII during surgical
treatment of parotid mixed tumors.

Similarly, Pham Hoang Tuan (2007), after researching on 35 patients
of parotid mixed tumors with preserving nerve VII, concluded that 74.29%
of those cases needed cutting the tumors with the whole parotid gland while
the cases left were required to cut tumors with superficial lobe. Han Thi Van
Thanh (2001) appointed 17.3% of research patients to cut tumors with the
whole parotid gland (accounting for 7.5% of benign tumor surgeries and for
40.9% of malignant tumor surgeries)

Moreover, through our research, all cases of benign and malignant
tumors which were in the deep lobe or grew in both lobes were required to
cut with the whole parotid grand associated with preserving nerve VII.
Similarly, malignant tumors (9/11 cases) and almost mixed tumors in the
superficial lobe (10/19 cases) were also appointed following this
perspective (Redon surgical method — proposed by Redon and Padovani in
1934); 8/19 cases of mixed tumors in this area were cut with the whole
superficial lobe. From these observation, 73/76 cases (96.5%) used
techniques to remove nerves from the root and 3/76 ones which needed to
reversely remove along to nerves brought tumors with small size, clear
boundary, movement and near to gland cover. Equally, the proportion of
94.29% was found from Pham Hoang Tuan (2007) for the cases appointed
to remove nerves form the root with cutting entire tumors. In 2000, Nguyen
Minh Phuong required 70% of researching cases to cut tumors with nerve
VII preserving parotid gland.
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Conducting surgeries to cut tumors and a part or entire of
superficial lobe (in fact that is the 1st stage of Redon surgery) is applied
for benign tumors such as lymphoma, cysts,etc. These tumors are in the
superficial lobe and at the bottom of the parotid gland or tumrors that is
far from removing area of facial nerves.

Our research required surgeries of simply tumor removal and
cuting tumors with a part of superficial lobe, in which 9/76 cases were
benign tumors (11.8%) with clear boundary images, in the peripheral
superficial lobe and usually at the bottom of parotid gland. Based on
anatomy of nerve VII (the main nerve VII is divided into upper and
lower branches), Lizuka and Ishikawa (1998) divided tumors’ location
into 4 areas: above upper branch; middle of upper and lower branches;
above lower branch and beneath lower branch. 4 cutting parts of
superficial lobe were also determined depends on tumors’ location.

In the research of O’Brien (2003) to evaluate roles of surgeries to
cut benign parotid tumors with superficial lobe, it was not necessary to
cut the entire the lobe for the first treatment. He supposed that “limited”
cuting was pragmatic and safe for parotid superficial lobe.

The technique to cut tumors outside their cover is carried on
with requirements that are saving parenchymal gland, preserving
excretory function and limiting Frey syndrome. During our
research,9/11 patients was removed tumors simply and cut a part of
parenchyma of superficial lobe outside the tumor cover in a safe
distance. McGurk and his colleagues recorded 380 patients treated
mixed tumors by cutting outside cover tenique with 2% recurrence
percentage after 12.5 tracking year. The author did not emphasize
“how long” the safe distance was, especially for tumors with high
recurrence ability because of defects, or for cases in which tumor
cover was close to boundary facial nerves while the proportion of
tumors nearby the facial nerves was 51% for McGurk and colleagues
and 98% for Lizuka and Ishikawa. They did not consider that cutting-
tumor-ouside-cover technique was standard to apply but they still
recorded its effectiveness as well as the tenique of cutting tumor with
entire superficial lobe. In another research of Piekarski and colleagues
on 98 cases, using cutting-tumor-outside-cover technique gave 8.2%
recurrence proportion for tumors having 3.6 cm average diameter and
higher rate for 4-6 cm diameter group. The authors suggested that for
tumors with big size and high recurrence ability like mixed tumors, it
should be used tumor cutting tenique with entire superficial lobe. They
also recommended not to apply cutting-tumor-outside-cover technique
for these kinds of tumors.
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Generally, the goal of tumor surgery is to eliminate the disease
organization, preserve maximum the parenchymal gland and branches
of nerve VII to ensure not only salivary excretion function but also
motor function controlled by nerve VII and to limit Frey syndrome. In
this research, due to applying pre-surgery diagnosed method by needle
biopsy under ultrasound guidance, 2/11 cases of malignant tumors must
be taken the whole gland and actively did not preserve nerve VII.

4.10.2. Early evaluation of surgical results

Preservation of nerve VII, which is the first line in the purpose of all
parotid gland surgery technique, along with facially paralytic ratio, is one
criterion to early evaluate surgical results. Our research gave the results that
after surgery, 3/61 patients having benign tumors were paralysed partly
(making up 6.6%) and 1 patient was cut nerve VII; 2/11 cases having
malignant tumors were paralysed entirely (18.2%); the rate of general facial
parlysation was 7.9% (be equal to 6/76 cases). This latter rate was 24.7% in
Han Thi Van Thanh’s research (2001), 14% in Laskawi’s research (1998)
and 26.47% in Pham Hoang Tuan’s research (2007). We decided not to
preserve facial nerves for two patients having malignant tumors, because
one of them was recurred 2™ time, had badly old scar and was infiltrated
facial nerves (observing pars petrosa to see the phenomenon of increasing
density due to infiltration).

Besides, we also witnessed 11/76 cases with hematoma sign.
There were cases in malignant tumors with skin infiltration then when
cutting tumors, we cut partly ulcer skin until stretched skin in the
wound sewning time. Other remaining cases were in benign tumors, but
after one week this status was better and the wound was healing well.
No case was bleeded after surgery. Belong to the research of Pham
Hoang Tuan (2007), hematoma rate after surgery was 5.88%.

Furthermore, surgical site infection will affectly adversely to
surgical treatment results: early risk is the incision site will be cracked
and bled, latter risk is ugly scar. In the first days after surgery of this
research, 7/76 cases (9.2%) had signs of surgical site infection.
However, due to caring the incision site well combined with high doses
of antibiotics and reducing edema strongly, the results increased that
91.1% of patients (70/76 cases) had well healing status. This percent in
Pham Hoang Tuan’s research (2007) was 94.12%.

4.10.3. Results of following up surgical treatment from 3 to 24 months.

Parotid tumor surgery is actually a difficult technique which is in
the area with a lot of blood vessels, nerves and lymphoid.
Organizational trauma problems, especially string and cover of myelin
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and branch system of nerve VII is unavoidable. Therefore, trauma,
congestion and edema status in the surgical area will be the reasons for
paralysed status of nerve VII at different level in some patients.
However, after a long period, the symptoms will disappear and motor
function and sense will recover. In our research, after 1 year, 3/6 cases
paralysed temporarily nerves behind tissues recovered, 1/6 case
recovered partly (1.3% of 76 patients) and 2/6 patients did not recover
since cutting entire malignant and removing nerve (2.6% of 76
patients). Recovered percentage in the research of Pham Hoang Tuan
(2007) is 100% from 3 to 24 months after surgery. The percentages
were 18.36% and 24.7% in Cvetinovic’s research and Han Thi Van
Thanh’s research (2001) respectively. Based on Mayo Clinic, 64% of
patients having recurrence parotid tumors had to cut nerves during
surgery and the ratio was even up to 71% in another research.

As far as we know, many cases have to sacrify nerve VII in the
surgery for patients who are recurred. The reasons are that in the first
surgery all anatomy marks were disordered and the recurrence tumors
develop continuously to invade other organizations.

Tumor recurrence is unexpected and is an adverse complication
with high risk of sacrifying nerve V11 in the 2" surgery which affects
negatively patients’ both functions and physical and mental condition.
Moreover, if malignant tumors recur, consequences are even WOrse.
However, we can reduce this risk by conducting well the first surgery,
from diagnosed stage to using most reasonably surgical technique.
Majority of tumor recurrence will appear during two first surgical years.
Our research re-checked at the point of 12 to 24 months after surgery
and recognized no recurrent case. After following up 32 patients having
mixed tumors in 2007, Pham Hoang Tuan also had the same results
with our research. Meanwhile in Han Thi Van Thanh’s research (2001),
this rate was 13.8% (12/87 cases).

Mistakes or unreasonable decision in appointment of surgical
technique in the 1% surgery will lead unwanted recurrent consequence.
Some authors showed a significant tumor recurrence rate. In detail, they
were 22.58% (14/62 cases) in Nguyen Minh Phuong’s research (in
2000) with 9 cases of mixed tumors, 4 cases of malignant epithelial
tumors and 1 case of malignant tumors of connective tissue; and 22.7%
in the research of Han Thi Van Thanh (2001). For our research, the
number of tumor recurrence were 5/76 cases accounting for 6.5%, in
which 3 cases of mixed tumors, 1 case of malignant epithelial tumors
and 1 case of malignant tumors of connective.
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Frey syndrome were met at 13.15% in 10/76 cases in this
research, and the percentages were 14.71% and 23% in the researches
of Pham Hoang Tuan (2007) and of Han Thi Van Thanh (2001)
respectively. Christensen researched for 10 years on 433 patients to
result 50% of Frey syndrome which was the highest rate after 5 years
from the surgery.

Salivary fluid leaking complications were not recognized. Han
Thi Van Thanh (2001) concluded 10.7% for this rate. She supposed that
in the research the number of patients required to cut tumor simply
made up a considerable percent (82.75%).

CONCLUSION

By researching 76 selected patients from 13 to 78 years old, with
comparation between pathological features and surgery, we have
conclusion:

1. Purpose 1: Determine diagnosed value of some parotid tumors by
clinical technique, ultrasound, CT and needle biopsy under the guidance of
ultrasound.

1.1. Diagnosed value of clinical method: Accurate level
(tumor injury):77.55%

1.2. Diagnosed value of ultrasound: Sensitivity (benign): 27/27 =
100%,; Accurate level: (27+2)/32= 90.6%

1.3. Diagnosed value of CT: Sensitivity (benign): 64/64 = 100%;
Accurate level: (64+7)/76= 93.4%

1.5. Diagnosed value of needle biopsy under ultrasound
guidance: Be consistent between biopsy and anatomy results after
surgery about histopathological kinds: 32/33 cases (96.9%)

2. Purpose 2: Evaluate surgical treatment results:

59 cases get good results (77.63%); 16 cases are in average

results (21.05%) and 1 case left has poor result (1.32%).

RECOMMENDATION

3. Applying ultrasound method in diagnosing parotid tumors
because this technique’s advantages are cheap, non X-ray, flexible in a
lot of aspects and highly valuable in evaluating tumor forms as well as
in suggesting benign — malignant characteristics.

4. Applying needly biopsy method under ultrasound guidance to
diagnose exactly histopathological kind of tumors to make reasonable and



effectiveness treating plans.
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