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PAT VAN DE

Ung thu biéu mo té bao gan (UBTG) la mét bénh ly 4c tinh kha
phd bién cua hé tiéu hoa. Theo thong ké cua hi¢p hdi ung thu Hoa
Ky ndm 2008 ung thu gan la ung thu pho bién, dung hang tht 6 &
nam gioi va hang thir 7 & nit, véi tan suat nam/nir 1a 2,4; c6 ti 16 tir
vong cao dimg hang thtr 2 & nam va thir 6 ¢ nir trong cac loai ung thu
noi chung.

O Viét Nam, ung thu biéu mo té bao gan la loai ung thu pho
bién trén ca nudce. Theo nghién ciu cua Tran Vin Huy ung thu biéu
mo té bao gan ding hang thir hai sau ung thu da day nhung lai la ung
thu tiéu hoa pho bien nhat ¢ nam gidi.

Ung thu biéu mo te bao gan néu phat hién mudn ti€n luong bénh
rat xau, ty 1& tir vong rat cao va tir vong trong mot thoi gian ngin ké
tr khi phat hién dugc bénh. Cho dén nay da co nhiéu phuong phép
diéu tri ung thu biéu mo té bao gan nhu: cat gan, ghép gan, that dong
mach gan, phong xa, hoa chét, tiém con vao khéi u, dot nhiét cao tan,
ndt mach gan... Trong d6 nat mach gan 1a mot phuwong phap diéu tri
phd bién, nhe nhang va co hiéu qua tot.

Viéc chan doan x4c dinh ung thu bleu mo té bao gan va theo doi
sau diéu tri nat mach 12 mot nhu cau can thiét va Cap bach, trong do
O su trg glup quan trong cua cdc phuong tién chan doan hinh anh.
Siéu am va chup cit 16p vi tinh (CLVT) I hai ky thuat khao sat
thuong quy. Tuy nhién khdo sat sy tang sinh mach cta khoi u sau nat
con nhiéu han ché. Trong nhung nam gan day vai tr0 cua cong hudng
tur (CHT) trong chan doan xéac dinh va danh gia sau diéu trj ung thu
biéu mo té bao gan ngay cang duoc khiang dinh. Tt d6 chang toi
thyc hién dé tai ndy nham ba muc tiéu sau:

1. Nghién ciru dac diém hinh anh cong huong tir ciia ung thu
biéu mé té bao gan.

2. Xdc dinh gid tri chan dodn ung thuw biéu mé té bao gan Cia
cong huong tu.

3. Xdc dinh vai tr0 Cong huong tir trong danh gid két qua dzeu
tri ung thu biéu mé té bao gan bang phiong phdp mit mach héa dau.

MQT SO PONG GOP MOI CUA LUAN AN
Pay la cong trinh ddu tién cd hé théng nghién ciru vé dic diém
hinh anh va gié tri CHT 1,5 Tesla &4p dung cuing ldc nhiéu chudi xung
nhu: T2W, T1W in-phase, out-of-phase, CHT dong hoc, Diffusion
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va tri s6 hé sd khuéch tan biéu kién ADC trong chan doan UBTG
ciing nhu danh gia két qua diéu trj n(t mach héa dau.

Két qud nghién ctru da dua lai mot s6 dong gop méi cho chuyén
nganh bao gom: cong huong tir c6 d6 nhay, d6 dic hiéu rit cao trong
chan doan ung thu bleu md t& bao gan, danh gia xam lan tinh mach
clra rat tot. Panh gia rat t6t tinh trang khdi u hoai tir, con nhu md
séng sot hodc tai phat, chdn doan khdi u c¢6 ting sinh mach sau nut
mach rat tdt. Cong hudng tir danh gia tinh trang ting sinh mach cua
khéi u sau nat mach tt hon nhiéu so véi chup cit 16p vi tinh. Cong
hudng tir phat hién ton thuong thir phat & gan, chin doan huyét khdi
tinh mach cira 4c tinh tot hon chup cét 16p vi tinh.

CAU TRUC LUAN AN

Luan an dugc trinh bay trong 129 trang (khong ké tai liéu tham
khao va phu luc), bao gdm cac phan: dit vin dé (2 trang); tong quan
tai liéu (36 trang); ddi twong va phuong phap nghién ctru (20 trang);
két qua nghién ctru (31 trang); ban luan (36 trang); két luan (3 trang);
kién nghi (1 trang).

Luan an gom 48 bang, 10 biéu do. Trong 275 tai liéu tham
khao c6 34 tai liéu tiéng Viét, 241 tai liéu tiéng Anh. Phu luc gdm
cac hinh anh minh hoa, bénh an nghién cru, danh sach bénh nhan.

) Chuong 1
TONG QUAN TAI LIEU

1.1. DICH TE HQC VA CAC YEU TO NGUY CO
1.1.1. chh té hoc

Ung thu biéu md t& bao ganchiém khoang 90% céc loai ung
thugan.Trong hau hét cactruong hop (70-90%), UBTGphat tl’leno
nhitng b¢nh nhancé bénhganman tinh.Khoing 80% UBTG phat trién
trén nén xo gan. Ty 1€ macbenh ung thugan nguyén phatdang gia
tangd mot soénudc phat triénva kha nangsetlep tuc gia tang trong
vaithap ky t6i.UBTG c0 ty 1¢ phat bénh khac nhau tuy theo khu vure
dia ly trén thé giéi,do sy phan bova lich sttty nhiénctabénh viém
ganvirus BvaC.Khu vuc co ty 1& mic bénhcao nhato chau Avachau
Phi can Sahara(120tru0ng hoptrén 100.000 dén), tin suat mic & nam
gip 4-8land nit giGi.



1.1.2. Céac yeu té nguy co
Nhiém virus viém gan B va virus viém gan C
Nghién ruou.
Bénh di truyén Haemochromatosis
Aflatoxin
Hoi chung chuyen hoa, bénh tiéu duong va hut thude
Mot sb nguy@n nhan hiém gip bao gom viém xo duong mat,
thiéu alpha-1-antitrypsin, thuoc tranh thai..
1.2. CAC PHUONG PHAP PIEU TRI
1.2.1. Piéu tri triét can
Phau thuat cit gan
Ghép gan
Dot nhiét cao tan
1.2.2. Dleu tri tam thoi
Diéu tri héa chit
Tiém axit axetic qua da duéi huéng dan cta siéu am
Tiém ethanol vao khdi u
Phdng xa tri liéu
N0t hat phong xa
Phuong phap nut mach gan
Diéu tri nat mach bang DC Bead
That dong mach gan_
Bleu tri theo y hoc cb truyen
1.3. CAC PHUONG PHAP CHAN POAN
1.3.1. Chén dodn dya vao tri¢u chirng lam sang
Giai doan dau triéu chu’ng rit nghéo nan, hiém khi dugc chin
doan som néu khong dira vao cac ky thuat chan doan hinh anh. Giai
doan mu¢n trigu chung lam Sang va trigu chung can lam sang ro
nhung bénh da dién tién dén giai doan ning, tién luong xau.
1.3.2. Xét nghiém
Alpha fetoprotein (AFP) la Chat chi diém ung thu rat duoc st
dung, 1a mot loai glycoproteln dugc t& bao gan san xuat trong thoi ky
phdi thai. UBTG co thé san xuat AFP tur mirc binh thuong dén >
100.000ng/ml. Nong d6 AFP binh thudng cé thé hién dién ¢ khodng
30% bénh nhin dwugc chin doan UBTG, tham chi co6 nong do rat
thap. AFP 16n hon 400ng/ml c6 gia tri chan doan UBTG. Nong do
AFP cao, d6 dic hiéu chan doan UBTG gan 100% nhung d6 nhay
thap dudi 40%.
Des-gamma-carboxyprothrombin (DCP) dugc xem 1a mot
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xet nghi¢m chi diém UBTG, c6 d6 dic hiéu cao 95%, tuy nhién d¢
nhay thap v6i cac khdi u nho hon 3cm, nén bi han ché sir dung trong
lam sang.

1.3.3. Cac phwong phap thim do hinh éanh

1.3.3.1. Sieu am

1.3.3.2. Chyp cdt I6p vi tinh

1.3.3.4. Chén dodn ung thw gan nguyén phdt bang y hoc hat nhin
1.3.4. Cac phwong phap khac

1.3.4.1. SOIobun;g7

1.3.4.2. Sinh thiét, choc hit té bao trong chin dodn ung thw gan
nguyén phat

1.3.5. Cong hwéng tir gan .

- Tang tin hiéu trén hinh dnh T2W: UBTG dién hinh ting tin
hiéu trén hinh anh T2W. Nguoc lai ndt loan san rat hiém khi tang tin
hiéu trén chudi xung T2W. Tuy nhién, dau hiéu nay khong gap trong
tat ca UBTG, mét so truong hgp UBTG dong hoac giam tin hi¢u trén
chudi xung T2W.

- Gidm tin hiéu trén hinh danh T1W: UBTG thuong gidm tin hig¢u
trén hinh anh T1W. Mic du, not loan san cua xo ganqcﬁng giam tin
hi¢u trén TIW. UBTG tang tin hi¢u trén TIW co thé do chira md,
ddng, protein, melanin, xuat huyét va glycogen trong ton thuong.
Mot sb truong hop ¢6 su hién dién ctia kém hodc st s& 1am QIam tin
hiéu ctia nhu mé gan xung quanh va gy ting tin hiéu twrong ddi cua
UBTG trén hinh anh TIW.

- Ngam thuée thl dong mach(PM): khoang 80-90% UBTG c6
tdng sinh mach, ngdm thuéc manh thi PM. UBTG kich thude nho
hon 1,5cm thuong duoc phat hién ¢ thi PM. Hinh anh TIW cat
mong sau tiém thudc (101 quang tir cho do chinh xéc cao trong phat
hién UBTG. Véi céac tdn thuong 16n hon 2cm trén nén xo gan, ngdim
thude th‘l PM va thai thuoc thi muén c6 thé chan doan UBTG va
khong can sinh thiet. Néu chup thi DM qua sém, mot s6 truong hop
UBTG chua ngam thudc va sé kho phat hién, do do thuong khao sat
& thi DM muon. Khoéng 10-20% UBTG khong ting sinh mach va
khéng ngam thuoc gadolinium thi DM. Nhirng truong hop ’néy
thuong gap ¢ nhirng khoi u nho va thicu mach mau den nudi khoi u.
Mot so it truc‘mgrho’p UBTG 16n ¢6 thé khong tang sinh mach.

- Thdi thuéc: hinh anh gidm tin hiéu so v&i nhu mo gan Xung
quanh ¢ thi tinh mach cira (TMC) va thi muén duoc goi la thai thuoc
c6 do ddc hiéu cao 95-96% chan doan UBTG. Tén thuong ngam
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thudc thi DM va thai thuoc thi muon dugc chan doan UBTG voi do
chinh xac cao. Mot sb it truomg hop UBTG c6 thé ting tin hiéu hodc
dong tin hiéu véi nhu mé gan xung quanh & thi TMC va thi mugn.

- Hinh anh Diffusion: trén chudi xung Diffusion UBTG tang tin
hiéu va giam tin hiéu trén ADC. Nhiéu nghién ctru cho thiy rang
Chu01 xung Diffusion ¢6 thé giup phan biét nang va U mau véi cac
tén thuong dic, nhu’ng phan biét cac ton thuong dac khac nhu
UBTG, tang sdn the not khu tra (FNH) Va u tuyen ¢ thé kho khin
néu chi dua trén QIa tri hé s6 khuéch tan biéu kién ADC don doc.

- Vé: v6 khdi u thuong gip & UBTG kich thude 16n ¢6 thé hién
dién tir 24-90% Vi cac truong hop ngudi Chau A va tir 2-42% véi
cac truong hop ngoai Chau A. V6i khdi u ¢6 vé hodc gia vo goi ¥
chan doan UBTG rat cao. Céac khoi u 16n thuong c6 vo day. Vo
thuong giam tin hiéu trén T1IW va T2W. Tuy ‘nhién, mot sO rat hiem
truong hgp co thé tang tin hiéu trén T2W. Vé mit md bénh hoc vo
cau tao gom 16p soi trong va I6p sgi ngoai €O thé bao gom cac mach
mau va ong mat nho bi dé ép. Do vay trén T2W, mot so tru’cmg hop
v6 day dién hinh c6 vién trong tin hiéu thap (do xo0), vién ngoai cO
tin hiéu cao (mach mau, duong mat bi ép). Vo thuong ngam thubc &
thi muon. NMHD c6 hiéu quéa diéu tri cao véi UBTG c¢6 vo hon 1a
UBTG khong c6 vo. ) ) )

. - UBTG chita mé vi thé: trong trudng hop nay khoi u cé thé
dong hoidc tang tin hiéu trén chudi xung T1W. UBTG thuong chira
M ndi bao hon 14 chira md dai thé, hinh anh CHT dién hinh ting tin
hiéu trén chudi xung TIW in-phase va giam tin hiéu trén chudi xung
T1W opposed-phase. M& dai thé (md bdo hoa) thuong gidm ti trong
trén hinh anh CLVT. Ngoai ra, nhitng vung xuat huyét chira melanin,
ddng hodc ling dong glycoprotein cd the tdng tin hi¢u trén chudi
xung T1W. Su hién dién cia m& vi thé trong ton thuong rat goi y
trong chan doan UBTG.

- Xam lan mach mau: thuong gap trong UBTG, nhiéu nghién
ciru cho thiy riang co thé tir 6,5-48%. UBTG xam lin TMC gap
thuong xuyén hon so véi xam lan TM gan. Sy khac biét gitra huyét
khéi u va huyet khdi don thuan rt quan trong trong diéu tri va tién
luong. Huyét khdi u 4c tinh dién hjﬂh thuong xuit hién gan khdi u
nguyén phat va c¢6 dac tinh phat trién Vé}o mach mau lan can. Nguogc
lai v6i huyét khoi don thudn, huyét khéi 4c tinh biéu hién hinh anh
tuong tu nhu u nguyén phat, tang tin hi¢u trén T2W, ngam thudc thi
DM, thai thuéc thi TMC va han ché khuéch tan trén chudi xung



Diffusion.

- UBTG dang lop soi (flbrolamellar) la mot khéi u ac tinh rat
hiém gip, triéu chu’ng lam sang khong dac hi€u va thuong di cén
hach bach huyét, xay ra thuong ¢ bénh nhan tré, khong x0 gan. Day
la loai u khéng c6 vo bao, ranh gidi r, bo phan mai. Thuong cé seo
x0 16n ¢ trung tam do ling dong collagen va xo hoa. N6t canxi hoa
c6 thé xuét hién bén trong seo xo. Pay 1a loai u khong c6 vo bao,
ranh g|01 r0, bo phan mui. Trén hinh anh CHT gidm tin hi¢u nhe trén
TIW va ting tin hiéu trén T2W, ngim thudc khong dong nhat thi
DM. Seo xo trung tam gidm tin hi¢u trén TIW va T2W, khong ngam
thube dbi quang tur.

- UBTG ¢ tré em thuong xay ra v6i lra tudi tir 2-4 tudi hodc tir
12-14 tudi, 50% UBTG tré em c6 cac bénh 1y gan man tinh nhu hep
dudng mat, hoi chiung Alagille va viém gan man tinh. Trén CHT:
tang tin hi¢u trén T2W, gidm tin hi¢u trén TIW, mot 5O kh01 u chay
mau hodc c6 chira md tang tin hiéu trén TIW, ngam thudc dbi quang
tir khong dong nhat.

i . Chuwong 2 ) A )
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. POI TUQNG NGHIEN CUU
2.1.1. Tiéu chuin chon

C6 3 nhom ddi twong tuong Gmg v6i 3 muc tiéu nghién ctru:

Déi twong nghién cieu cho muc tidu 2 (goi 1a ddi twong 2):
Bénh nhan c6 1am sang nghi ngd UBTG, duoc chup CHT két qua
chin doan UBTG hoic u gan khac nhung chua loai trir UBTG.

Déi twong nghién ciru cho muc tiéu 1 (goi 1a dbi tuong 1): La
nhitng bénh nhan cua ddi tuong 2 dugc chan doan xac dinh UBTG,
dwa vao két qua giai phdu bénh(GPB) hoic hinh anh CHT dién hinh
cua UBTG + AFP tang cao> 400ng/ml.

Déi twong nghién cieu cho muc tiéu 3 (goi 1a ddi twong 3):

Bénh nhan UBTG d4 dugc diéu tri bang phuong phap nit mach hoa
dau(NMHD).
2.1.2. Tiéu chuédn loai trir: Bénh ¢ giai doan nang can diéu tri tich
cuc. CO6 huyét khdi than TMC. C6 di can hach rén gan. Bénh nhan
suy gan nang. Str dung thém phuong phap diéu tri khac: tiém con
hodc acid acetic vao khoi u, dét nhiét cao tan.



2.1.3. Céach chon miu

- Cho déi twong 2: Ap dung cong thirc tinh ¢& mau cho mot
nghién ciru chan doan, tir d6 tinh dugce ¢& miu tdi thiéu 140 bénh
nhan.Chon mau thuan tién:Ching t6i d& chon duoc 189 bénh nhan,
trong d6 144 bénh nhan dugc 1am GPB 1A tiéu chuin vang dé chan
doan (16n hon ¢& mau t6i thiéu).

- Cho dbi twong 1: Chon tit bénh nhan cua d6i tuong 2 du tiéu
chuan chén doan x4c dinh UBTG. DA chon duoc 167 bénh nhan UBTG.

- Cho dbi twong 3: Ap dung cong thirc tinh ¢& miu cho xéc
dinh mot ti 1¢, tir 46 tinh duge ¢& miu téi thiéu 101 bénh nhan. Chon
mau thuan tién: Chung t6i d chon duoc 112 bénh nhan (I6n hon c&
mau t6i thiéu).
2.1.4. Pia diém va thoi gian nghién ciru

Bénh nhan dén kham, thyc hién cac xét nghiém va diéu tri tai
Khoa Tiéu héa hodc Khoa Ung budu - Bénh vién Bach Mai. Chyp
CHT tai Khoa Chin doan hinh anh. Két qua GPB do Khoa GPB thuc
hién. Piéu tri bang phuong phap NMHD tai Khoa Chan doan hinh
anh. Thoi gian nghién ctru: 12/2010 dén 8/2014.
2.2. PHUONG PHAP NGHIEN CUU
2.2.1. Thiét ké nghién ctru: Day 13 nghién ciru mé ta cit ngang
2.2.2. Phuong ti¢n, ky thudt va tiéu chuin danh gia cac bién sb
2.2.2.1. Cdch ddnh gid cdc bién sé lam sang

Duya vao hoi tién sir, bénh str, thaim kham lam sang.

Ghi nhan cac thong tin vao bénh an nghién ctru.
2.2.2.2. Cdch ddnh gid cdc bién sé vé xét nghiém

Cac xét nghiém dugc thuc hién tai Khoa Hoa sinh - Bénh vién
Bach Mai, thuc hién cac xét nghiém trén may Cobas 8000 (Roche):
AFP, SGOT, SGPT, bilirubin.
2.2.2.3. Cich ddnh gid cdc bién so vé chin dodn hinh dnh

Chup CHT gan: Su dung may CHT Siemens Avanto 1.5 Tesla.
Thude ddi quang tir Gadolinium: Dotarem (Gadoterate meglumine)
lo 10ml, ham Iuwgng 0,5mmol/ml, liéu sir dung cho khéo sat gan 1a
0,1 mmol/kg can nang (twong duong 0,2ml/kg).

Chup cit 16p vi tinh: Thyc hién trude khi chup CHT nhim muc
dich so sanh két qua chup CLVT véi két qua CHT sau nat mach.

Chup dong mach gan: Chyp trudc khi NMHD ung thu gan co
chan doan bénh hoc hay mé bénh hoc 1a UBTG.
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2.2.3. Nhan dinh két qua nghién ciru
2.2.3.1. Dic diém hinh dnh hoc céng huéng tir UBTG trude diéu tri

- S6 lugng, vi tri, kich thudc khéi u.

- Pic diém hinh anh UBTG trén cac chudi xung.

- M6t sb diu hiéu gian tiép cua UBTG.
2.2.3.2. Gia trj ciia CHT trong chin doin UBTG

- S0 sanh két qua chan doan xac dinh UBTG trén CHT v6i GPB
4 tidu chuan vang dé xac dinh d6 nhay, d6 dic hiéu caa CHT trong
chan doan UBTG.

- i chiéu két qua ton thuong khac (khéng phai UBTG) ciia CHT
v6i GPB dé xé4c dinh mirc d6 pht hop chan doan cua CHT véi GPB.

- Gi tri CHT phéi hop v6i AFP trong chin doan UBTG ddi véi
nhiing truong hop khong lam xét nghiém GPB.

- Gia tri CHT trong chan doan huyét khéi TMC éc tinh dya vao
tinh chat ngdm thudc va tri s6 ADC
2.2.3.3. Gia trj CHT trong ddinh gid két qua diéu tri UBTG bing
phwong phap NMHD.

- Tuwong quan tri€u chung lam sang dau HSP, AFP voi kich
thude, sb lwong khdi u duge NMHD.

- Muc do phd hop giita thay ddi tin higu trén T1W, T2W,
Diffusion véi tang sinh mach trén chup PMG.

- Tinh d6 nhay, d9 dac hiéu cia CHT trong danh gia tang sinh mach
caa khdi u sau nat mach (so sanh véi ting sinh mach trén chup PMG).

- So sanh kha nang phat hién tang sinh mach trén CHT véi
CLVT (dbi v6i nhirng khéi u 1ip nhiéu lipiodol c6 ting sinh mach
trén chup PMG)

- SO truong hop phat hién nhiéu tén thuong thir phat tai gan trén
CHT Diffusion nhung khong phat hién trén CLVT.

- So sanh CHT va CLVT danh gia huyét khéi TMC ac tinh (trén
cung bénh nhéan chup ca hai phuong phép)

2.2.4. Cac budée tién hanh nghién ciru

Buéc 1: Chon bénh nhan phu hop tiéu chuan chon va tiéu chuan
loai trir cho muc tiéu 2.

Budre 2: Xét nghiém AFP, GPB:

- Nhirng truong hop khong co chi dinh xét nghiém GPB vi du
tiéu chuan dé chan doan xac dinh UBTG:

AFP ¢a0 > 400 ng/ml + khi u ¢6 hinh dnh CHT dién hinh ciia UBTG.



9

- Nhitng truong hop con lai dugc chi dinh sinh thiét hogc choc
hat té bao lam GPB dé chan doan xac dinh hoic loai trir UBTG.

Buwéc 3: Chi dinh diéu tri NMHD. Sau diéu tri, chon ddi tuong
du tiéu chuan cho muc tiéu 3.

Buéc 4: Panh gia két qua diéu tri:

- Thoi diém danh gia: sau 1-3 thang nit mach.

- Chup CHT danh gia khéi u sau NMHD, trong d6 mét s6 bénh
nhan d3 dwoc chup CLVT trudc d6 nhung vi khdi u ldp nhiéu
lipiodol kho danh gia tinh trang tang sinh mach.

- Bénh nhan c6 khdi u con ting sinh mach sau diéu tri s& duoc
chi dinh chup PMG (dé chuan bi NMHD tiép).

2.2.5. Xir 1y b liéu
Xir 1y s6 lidu bang phurong phap thng ké y hoc, sir dung phian mém SPSS.

) Chuong 3 )
KET QUA NGHIEN CUU

3.2. PAC PIEM HINH ANH HQC CONG HUONG TU UBTG
TRUOC NMHD

167 bénh nhan (149 nam, 18 nit) dugc chan doan xac dinh UBTG
dua vao GPB hodc nong do AFP ting cao va hinh anh CHT dién hinh.
Tudi thap nhat 27, cao nhét 83, trung binh 58,5 + 10,7 tudi.
3.2.1. SO lwgng, vi tri, kich thwéc khdi u

270 khdi u cta 167 bénh nhan duoc khdo sat, phan 16n khéi ué
vi tri gan phai (82,6%), gan trdi 17,0% va & ron gan c6 1 khdi (chlern
0,4%). Phan 16n khdi u co du’ong kinh < 5 cm (217/268 khoi u,
chiém 80,9%). Trung vi duong kinh khéi u 2,7 cm; nho nhét 0,8 cm;
I6n nhat 16, 6cm.
3.2.2. Pic diém hinh anh UBTG trén cé4c chudi xung
Bdng 3.13. Dic diém hinh anh UBTG trén chudi xung T2W, TIW

T2W TIW
Tinhieu | Sdkhéiu | Tile(%) | Sokhdiu | Tilé (%)
(n) (n)
Tang 260 96,3 22 8,1
Giam 6 2,2 244 90,4
Déng 4 15 4 15
Tong 270 100,0 270 100

Nhén xét: Hau hét UBTG tang tin hi¢u trén chudi xung T2W
(96,3%), giam tin hiéu trén chuoi xung T1W (90,4%).
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Bdng 3.14. Dac diém hinh anh UBTG trén chudi xung T1W sau tiém

thudc ddi quang tir thi DM

T1W sau tiém thudc doi

quang tir thi DM S0 khoi u (n) Ti 1€ (%)
Ngam thude 267 98,9
Khong ngam 3 11
Tong 270 100

Nhdn xét: Hau hét UBTG ngam thudc doi quang tir nhanh trén

chudi xung TIW sau tiém thi DM (chiém ti 18 98,9%).

Badng 3.15. Dac diém hinh anh UBTG trén chudi xung T1W sau tiém

thudc ddi quang tir thi TMC

Tl\é‘l’J - fiern (uce 4011 5§ knéi u (n) Ti1¢ (%)
Ngam thudc 1 0,4
Giir thudc 14 52
Thai thudc 253 93,7
Khéng ngam 2 0,7
Tong 270 100,0

Nhdn xét: Hau hét UBTG thai thudc dbi quang tir trén chudi

xung T1W sau tiém thi TMC (chiém ti 1& 93 ,7%).

Bdng 3.16. Dac diém hinh anh UBTG trén chudi xung T1W sau tiém

thudc dbi quang tir thi mudn

Tlmasﬁ; e Eitm’lj’gndm S6 khéi u (n) Ti 16 (%)
Ngam thude 2 0,7
Giir thude 8 3,0
Thai thude 260 96,3
Tong 270 100,0

Nhdn xét: Hau hét UBTG thai thude ddi quang tir trén chudi

xung T1W sau tiém thi muon (chiém ti 1 96,3%).

Bdng 3.17. Dac diém hinh anh UBTG trén chudi xung Diffusion va

ban d6 ADC
S6 khéiu Ao
(n=270) Tile (%)
Tang tin hi¢u Diffusion 269 99,6
Giam tin hiéu ADC 269 99,6

Nhén xét: Hau hét UBTG tang tin hiéu (giam khuéch tan) trén
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chudi xung Diffusion, giam tin hiéu trén ban d6 ADC.
Bdng 3.18. Tri s0 h¢ so khuéch tan biéu kien ADC cia UBTG

Tri s6 ADC (x10°mm?/s)

Nho nhit Lén nhat Trung binh (£ d6 1éch chuan)

0,979 1,289 1,094+0,054

Nhdn xét: Tri s6 hé s khuéch tan biéu kién ADC trung binh cua
UBTG thip (1 094x10°mm?s).

3.2.3. Mt s6 diu hiéu gian tiép cia UBTG

UBTG chita m vi thé va ¢6 vo chiém ty 1€ thap, twong tmg 1a
15,6% va 14,4%. UBTG c6 seo xo trung tim chiém ty 18 rat thap 0,7%.

Bdng 3.21. Ti 1¢ UBTG c6 huyét khdi TMC ac tinh

Huyét khdi TMC S6 bénh nhan Ti 16 (%)

Huyét khéi 4c tinh 13/167 7.8

~ Nhdn xét: UBTG xam lan TMC (huyét khéi 4c tinh) chiém ty 1¢
thap (7,8%).
Béng 3.22. Ti 16 UBTG c6 ton thuong thir phat

Ti 16 UBTG c6 toén thuong thtr phat tai gan: 9%, hach 6 bung:
5,4%, co quan khac: 1,2%.

Bdng 3.23. Ti 1¢ UBTG c¢6 xo gan, lach to, dich R bung

Tilé UBTG trén nén xo gan: 73,7%
3.3. GIA TRI CUA CONG HUONG TU TRONG CHAN POAN
UBTG

Chup CHT nghién ciru chan doan 189 bénh nhan, trong do:

+ 45 bénh nhan khong 1am GPB vi du tiéu chuan chén doan
UBTG duya vao nong do6 AFP ting cao >400 ng/ml va hinh anh CHT
dién hinh UBTG.

+ 144 bénh nhan duogc sinh thiét hodic choc hut té bao dé xét
nghiém GPB xac dinh chan doan.

3.3.1. Py nhay, d9 dic hiéu cia CHT trong chin doan UBTG

Bdng 3.24. D) nhay, dd déac higu cua CHT trong chan doan UBTG
(danh gia d6i v6i 144 truong hop c6 két qua GPB)

‘ Cong hudng tir Giai phiu bénh ‘ Tong
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UBTG (+) UBTG ()
UBTG (+) 119 1 120
UBTG (-) 3 21 24
Tong 122 22 144

Nhdn xét: Két qua chan doan UBTG cua chup CHT (so véi két qua
GPB I3 tiéu chuan vang chin doan) c6 d6 nhay 97,5%, d6 dic hiéu
95,4%, gia tri tién doan duong 99,2%, gia tri tién doan 4m 87,5%.

Bing 3.26. Do nhay, d6 dic hiéu cua CHT trong chan doan UBTG
theo duong kinh khdi u 16n nhat (khong danh gia 2 truong hop
UBTG thé lan toa)

Duong Cong Giai phiu bénh .
kinh khdi u | huong tir UBTG (+) | UBTG () Tong
UBTG (+) 12 1 13
<2cm UBTG (-) 2 6 8
Tong s6 14 7 21
UBTG (+) 84 0 84
2-5cm | UBTG (9) 1 12 13
Tong s6 85 12 97
UBTG (+) 21 0 21
>5cm UBTG () 0 3 3
Tong sb 21 3 24

Nhén xét-Ddi vi nhoém bénh nhan co duong kinh khdi u 16n
nhat <2 cm, chyp CHT chén doan UBTG c6 d¢ nhay va do dic hiéu
twong ung 1a 85,7% (12/14) va 85,7% (6/7). Do nhay va do dac hidu
tang 1én 98,8% (84/85) va 100% (12/12) & nhém bénh nhin co
dudng kinh khéi u 16n nhat 2-5cm. D6 nhay va do dic hiéu dat 100%
khi duong kinh khéi u 16n nhat > 5 cm.
Bdng 3.27. Gié tri chan doan ctia UBTG ctia CHT ¢ bénh nhan xo gan

Xo gan Cz(f)ng ‘ Giai phiu bénh Téng
huéng tr | UBTG (+) | UBTG (-)
- UBTG (+) 81 0 81
UBTG (-) 2 4 6
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Tong s6 83 4 87
UBTG (+) 38 1 39
Khong | UBTG (-) 1 17 18
Tong s6 39 18 57

Nhdn xét: Do nhay, d6 dic hiéu caa CHT chan doan UBTG ¢
nhém c6 va khong c6 xo gan tuong Gng l1a 97,6% (81/83); 100%
(4/4) va 97,4% (38/39); 94,4% (17/18).

Bing 3.29. Gi4 tri chan doan UBTG ctia CHT ¢ bénh nhdn xo gan
ket hop voi xét nghiém AFP > 200ng/ml

Cong huong tur UBT G%‘:‘;l phau b%lg.l_ o) Tong
UBTG (+) 13 0 13
UBTG (-) 0 0 0

Tong 13 0 13

Nhén xét: 100% (13/13) truong hop xo gan va AFP > 200 ng/ml
c6 két qua CHT chin doan UBTG (+) phtl hop hoan toan véi két qua
GPB.

3.3.2. Gia tri ciia CHT phdi hop véi xét nghiém AFP trong chin
doan UBTG ¢ nhém khong 1am GPB.

Bdng 3.30 va 3.31. Chin doan UBTG dua vao hinh anh CHT dién
hinh va nong do AFP cao > 400ng/mll.

45 truong hop khong 1am giai phau bénh gom:

+ 40 truong hop chin doan UBTG: AFP>400ng/ml+hinh anh
CHT dién hinh UBTG trén nén xo gan.

+ 5 truong hop chin doan UBTG: AFP>400ng/ml+ hinh anh CHT
dién hinh UBTG+ chtra m& vi thé hodc dudng kinh 16n.

3.3.3. Miitc d9 phu hop giira két qué chin doan trén CHT véi giai
phiu bénh

Bdng 3.32. Déi chiéu két qua chin doan UBTG va ton thuong khac
trén CHT Véi giai phiu bénh

GPB 1 A Ton | Ung thu
UBTG| FNH | NO | ) mau| AP *® i cin| thuong | duomg | Téng
0Oan san| gan - n
CHT Viém méat
UBTG 119 0 ] 0 [ 1] 0 [0 0 0 | 120
FNH 0 [ 3] 0 0] 0o 0 0 3
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Notloan |4 | o | 3 | o | 0 | o 0 0 4
san
UKlaskin] £ | 0 | 0 | 0 | 0 | 0 0 0 1
U mau 1 0] 0 2] 0 |o 0 0 3
Apxegan | 0 0 0 0 2 0 0 0 2
Di can 0 o o [0 0 | 4 0 0 4
Tonthuong o | 5 | o | o | o | 0 4 0 4
Viém gia u
[Ung thu
duongmat| 0 | 0 | o | 0 | 0 | O 0 3 3
trong gan

Tong | 122 3 | 3 | 3 | 2 | & 4 3 | 144

Nhdn xét: Doi chiéu két qua chan doan UBTG va ton thuong
khéc trén CHT véi GPB cho thiy mirc d6 phi hop rat tét (Kappa =
0,904, p<0,001).
3.3.4. Gia tri CHT trong chén doan huyét kh01 TMC ac tinh
Bang 3.33. Pic diém hinh anh ngdm thai thubc ctua huyét khdi TMC

4c tinh sau tiém thudc d6i quang tir trén chudi xung TIW
Tinh chat ngim thubc S0 l()ﬁ:lfgr;hﬂn Tile (%)

N Ngim 9 69,2
Thi DM - h6ng ngam 4 30,8

| NgAm 0 0
e [Thai 9 69,2
Khéng ngam 4 30,8

N Ngam 0 0
mTurgn Thai 9 69,2
Khéng ngam 4 30,8

Nhdn xét: Huyet khoi TMC ac tinh c6 tinh chat ngam thuoc

gidng khoi UBTG (chlem ty 1€ 69,2%).

Bang 3.34. Tri s6 hé s6 khuéch tan biéu kién ADC huyét khéi TMC

ac tinh.
S6 bénh ADC huyét kh6i TMC 4c tinh (x 10°mm?/s)
nhan Nho nhat Lén nhat | Trung binh | B0 1éch chuan
13 0,986 1,204 1,076 0,057

Nhdn xét: Gia tri ADC trung binh cta huyét khoi ac tinh thap
(1,076 x 10°*mm?/s).
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Tri $6 ADC huyét khéi TMC 4c tinh
(= 10-6¢ 1n\Z/ N\

Biéu do 3.7. Tuong quan glu’a tri s0 ADC cua huyét khéi TMC
ac tinh va tri so ADC cua khéi u

Nhdn xét: Tuong quan glu’a tri s0 ADC cua huyét khéi TMC 4c
tinh va tri s6 ADC cua khéi u c6 y nghia thong ké (twong quan thuin
mirc do rat manh véir = 0,99, p<0,001).
3.4. GIA TRI CHT TRONG PANH GIA KET QUA PIEU TRI
UBTG BANG PHUONG PHAP NMHD

Chup CHT dénh gi4 két qua diéu tri 112 bénh nhan (103 nam, 9
nir) vi 143 khoi u duge nat mach, trong do: 18 bénh nhan (22 khoi
u) khdng chup PMG. 94 bénh nhéan (121 khoi u) dugce chup PMG.
3.4.2. Gia tri CHT trong danh gia UBTG sau mit mach héa dau
3.4.2.1. Déi véi nhitng trweong hop khéong chup dong mach gan
Bing 3.38. Dic diém tin hiéu cta khdi u khong ting sinh mach hoic
tang sinh mach it trén CHT ddng hoc

Dic diém tin hiéu S6 khéiu Ti 18 (%)
(n=22)

Tang tin hiéu trén T1IW 20 90,9

Giam tin hiéu trén T2W 20 90,9

Khong tang tin hi¢u trén 22 100

Diffusion

Tang tin hi¢u trén ADC 22 100

Nhén xét:Hau hét khdi u sau niit mach khong ting sinh mach
hoac tang sinh mach it trén CHT dong hoc, tang tin hiéu trén T1W va
giam tin hi¢u trén T2W (90,9%); khong tang tin hi¢u trén Diffusion
va tang tin hiéu trén ADC (100%).
3.4.2.2. Poi vdi nhitng truong hop chup dpng mach gan
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Bdng 3.44. D§ nhay, d6 dac hiéu cua CHT trong danh gid tang sinh
mach cta khoi u sau niit mach

CHT tang sinh mach Chup ,BMG téng sinh IAnach Tong
Co Khong
Cé 116 0 116
Khong 1 4 5
Tong 117 4 121

Nhén xét: CHT chin doan khéi u ting sinh mach (so sanh voi
két qua chup PMG) c6: Bo nhay: 116/117 = 99,2%; B¢ dac hiéu: 4/4
= 100%; Gid tri tién doan duong: 116/116 = 100%; Gia trj tién doan
am: 4/5 = 80%.
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3.4.3. So sanh gi4 tri chdn doan ciia CHT véi CLVT

Béng 3.46. So sanh kha ndng phat hi¢n tang sinh mach trén CHT véi
CLVT (dbi v6i nhirng khéi u 1ip nhiéu lipiodol c6 ting sinh mach
trén chup PMG)

CHT 2
CLVT TSM Khong ToM | ' "8
Téang sinh mach 6 0 6 (16,2%)
Kho danh gia 24 0 24
(64,9%)
Khong tang sinh mach 6 1 7 (18,9%)
Tong 36 (97,3%) 1(2,7%) 37

Nhdn xét: 37 khoi u ting sinh mach (chan doan bang chup
PMG) duogc khao sat dong thoi CHT va CLVT:

36/37 khéi u duoc phat hién ting sinh mach trén CHT (97,3%),
trong khi d6 CLVT chi phat hién dugc 6/37 khéi u c6 tang sinh mach
(16,2%). Su khac biét co v nghla thong ké (p<0,01)

24 khoi u kho danh gia tang sinh mach trén CLVT dugc phat
hién tdng sinh mach trén CHT (100%).

Trong s 7 khéi u khong phat hién tang sinh machtrén CLVT,
c6 6 khdi u duogc xdc dinh c6 tdng sinh mach trén CHT (85,7%).
Béing 3.47. S6 truong hop phat hién nhiéu ton thuong thir phat tai
gan trén CHT Diffusion nhung khong phat hién trén CLVT

CLVT ton thuong | CHT ton thuong thir phit & gan
thir phat & gan Co Khong Tong
(n, %) (n, %)
co 6 (66,7%) 0 (0%) 6
Khang 3 (33,3%) 20 (100%) 23
Tong 9 (100%) 20 (100%) 29

Nhdn xét: 29 truong hop dugc khao sat dong thoi CHT va
CLVT, c6 3 trudng hop phat hién nhiéu ton thuong thir phat tai gan
trén CHT Diffusion nhung khong phat hién trén CLVT (chiém
33,3% s6 truong hop co ton thuong thir phat O gan).

Bing 3.48. So sanh CHT va CLVT danh gia huyét khdi TMC ac tinh
(trén cung bénh nhan chup ca hai phuong phéap)

CLVT huyét CHT huyét khdi TMC A
khdi TMC Ac tinh Khong one
Co 2 0 0
Khong 0 27 27
Tong 2 27 29
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Nhdn xét: 29 bénh nhan dugc khdo sat dong thoi CHT va
CLVT, ¢6 2 truong hop huyét khéi TMC duoc phat hi¢n trén ca CHT
va CLVT, nhung chi c6 CHT xac dinh duoc huyét khdi TMC éc tinh.

Chuong 4
BAN LUAN
4.2. PAC PIEM HINH ANH HQC CONG HUONG TU UBTG
TRUOC NUT MACH HOA DAU
4.2.1. S6 lwong, vi tri, kich thwée khéi u

Nghién ctru cta chlng t6i, phan 16n bénh nhan chi c6 1 khéi u
(72,5%).

Vi tri khdi u: trong nghién ctru ching toi, phan 16n khéi u & vi
tri gan phai (82,6%), vi tri gan trai chiém ti 1¢ thap (17,0%).

Puong kinh khdi u: phan 16n khdi u c¢6 duong kinh < 5 cm
(chiém 81 %).

Kich thude khéiu & giai doan sém dudi 3cm, ¢ giai doan mudn
c6 thé 16n hon 10cm. S6 lwong khéi u, d6 16n cua cac khdi u cé gia
tri tién luong cao ddi voi bénh nhan UBTG.

4.2.2. Pic diém hinh dnh UBTG trén cac chudi xung

Nghién ctru chiing t6i, hau hét UBTG ting tin hiéu trén chudi
xung T2W (96,3%). Nghién ciru tac gia Kelekis N.L, UBTG dién
hinh tang tin hiéu trén hinh anh T2W. Theo cac tac gia Krinsky G.A,
Taouli B ndt loan san rat hiém khi ting tin hiéu trén chudi xung
T2W.Nghién ciru cac tac gia Kelekis N.L, Krinsky G.A va Hussain
H.K cho thiy mot sb truong hop UBTG dong hodc giam tin hiéu trén
chudi xung T2W. Theo nghién ciru ctia ching t6i dong va giam tin
hiéu trén T2W chiém ti 1& thip (twong tmg 1,5% va 2,2%).

Giam tin hiéu trén hinh anh TIW trong nghién ciru ching toi
chiém ti 1 (90,4%) (bang 3.13). Nghién ctru ciia Kelekis N.L va cs,
UBTG hau hét giam tin hiéu trén hinh anh T1W, nghién ctru tac gia
ciing cho thiy rang 12% UBTG ting tin hiéu trén hinh anh TI1W.
Nghién ciru ciia chiing t6i thap hon (8,1%) (bang 3.13).Theo nghién
Clru cac tac gia Baron R.L, Hanna R.F, Ebara M, UBTG tang tin hiéu
trén TIW c6 thé do chia md, déng, protein, melanin, xuét huyét va
glycogen trong ton thuong.

Ngam thudc thi DM trong nghién ctru chung t6i chiém ti 18 cao
(98,9%) (bang 3.14).Nghién ciru ctia Hanna R.F va cs khoang 80-
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90% UBTG c6 TSM, ngdm thudc manh thi PM.Theo nghién ctru
Kelekis N.L va cs, UBTG kich thuéc nhé hon 1,5¢cm thuong dugc
phat hi¢n ¢ thi DM. Tac gid Bruix J va cs nghién ciu két luan rang
C4C ton thuong 16n hon 2cm trén nén xo gan, ngim thudc thi bM va
thai thudc thi muon cé thé chin doan UBTG va khong can sinh
thiét. Theo tac gia Khatri G va cs, mot sé it trudng hop UBTG 16n ¢6
thé khong TSM.

Nghién ctru ching t6i cho thiy hau hét UBTG thai thudc thi
TMC (chiém ti 18 93,7%), thai thudc d6i quang tir thi mudn (chiém ti
1& 96,3%) (bang 3.16). Marrero J.A va cs nghién cau cho thiy rang,
hinh anh giam tin hiéu so v6i nhu mé gan xung quanh & thi TMC va
thi muon duge goi 1a thai thude, c6 do dic hidu cao 95-96% chan
doan UBTG. Theo céc tac gia Wilatt J.M, Marrero J.A, Monzawa S,
tén thuong ngdm thudc thi DM va thai thudc thi mudén duge chin
doan UBTG v61i d0 chinh xac cao.

Chudi xung Diffusion 1a chudi xung rat hitu dung cua CHT bung
trong nhitng nim gan day. Trén chudi xung Diffusion UBTG ting tin
hiéu va giam tin hiéu trén ADC. Hau hét UBTG theo nghién ctru ching
t6i tang tin hiéu (giam khuéch tan) trén hinh anh Diffusion va giam tin
hiéu trén ban d ADC (chiém ti 1& 99,6%). Nhiéu nghién ciru cho thiy
rang chudi xung Diffusion ¢ thé gifip phan biét nang vd u mau véi cac
t6n thuong dic, nhung phan biét cac ton thuong dic khac nhu UBTG,
FNH, u tuyén (adenoma) c6 thé khé khin néu chi dya trén gié tri hé s6
khuéch tén biéu kién ADC don doc.

Két qua nghién ciru ciia ching t6i, tri s6 hé s6 khuéch tan biéu
kién ADC trung binh cia UBTG thap (1,094x10°mm?s). Taouli B
nghién cirucho thiy hé sé khuéch tan biéu kién ADC ctua UBTG
1,33+0,13x10°mm?/s. Nghién ctru cua tac gia Bruegel M va cs, gia
tri hé s6 ADCcua UBTG la 1,05 x 10° mm?s. Theo nghién ciru
Parikh T va cs, gi tri hé sb khuéch tan biéu kién ADC cia UBTG:
1,31 + 0,33 x 10 mm?/s. Kilickesmez O va cs nghién ctu cho thiy
rang tri s ADC cua UBTG (1,15 + 0,36 x 10° mm?/s). Nhu vay, két
qua nghién ctru cua ching téi phu hop vai nghién ciu cac tac gia
ngoai nudc.

4.2.3. Mot so ddu higu gian tiép ciia UBTG

UBTG chira m& vi thé: nghién ctru cta ching t6i UBTG chira

m& vi thé (chiém ti 1 15,6%). Theo Khatri G va cs, UBTG thudng
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chira m& ni bao hon 1a chira m& dai thé, hinh anh CHT dién hinh
tang tin hiéu trén chudi xung T1W in-phase va giam tin hiéu trén
chudi xung T1W opposed-phase, su hién dién cia m& vi thé trong
t6n thuong rat goi ¥ trong chan doan UBTG.

V6 khbi u trong nghién ctru chung toi chiém ti 16 14,4%. Theo
nghién ciu cua Kelekis N.L va cs, vo khdi u thuong gip & UBTG
kich thudc 16n c6 thé hién dién tir 24-90% Vvéi cac trudng hop ngudi
Chau A va tir 2-42% véi cac truong hop ngodi Chau A. Téc gia
Khatri G va cs két luan ring khdi u co vo hodc gia vo goi ¥ chan
doan UBTG rat cao. Két qua nghién ctru chung toi, hau hét vo khdi u
giam tin hiéu trén chudi xung TIW (100%) va T2W (92,3%), mot s6
it trudng hop ting tin hiéu trén chudi xung T2W (7,7%).

Seo x0 trung tAm trong nghién ctru chung t6i chiém ti 16 rat thip
0,7%. Sg¢o xo trung tam gip trong UBTG dang lop soi
(fibrolamellar), 1a mot khéi u 4c tinh rat hiém gip, triéu chimg 1am
sang khong dic hiéu va thuong di cin hach bach huyét, thuong xay
ra & bénh nhan tré, khong xo gan. UBTG dang 16p so¢i 1a loai u
khong c6 vo bao, ranh gigi 8, bo phan mui. Trén hinh anh CHT
giam tin hiéu nhe trén TIW va ting tin hiéu trén T2W, ngim thudc
khong dong nhat thi dong mach.

Xam lin mach mau thudng gip trong UBTG, nghién ciru ching
t6i cho két qua xam lan TMC (huyét khdi TMC 4c tinh) chiém ti 1¢
7,8% (bang 3.21). Theo nghién ciru cac tac gia Kelekis N.L va cs,
Loyer E.M va cs, Catalano O.A va cs cho thay rang ti 1& ndy c6 thé
tir 6,5-48%. Nhu vay, két qua nghién ciru cta chiing ti phd hop véi
cac nghién cutru tac gia ngoai nudc.

UBTG giai doan mudn thuong co t6n thuong thtr phat tai mot sb
co quan nhu di can gan tai gan, hach, phoi.. .Trong két qua ‘nghién
ctru chung toi, ton thuong thir phat tai gan chiém ty 16 cao nhat trong
c4c ton thuong thir phat (9,0%) (bang 3.22).

Xo gan: Nghién ctru ching tdi, UBTG xay ra trén nén xo gan
chiém ty 1& cao (73,7%) (bang 3.23). Nghién ciru cia Kremsdorf D va cs
& Chau A, My va Chau Au ¢ it nhit 90% UBTG c6 lién quan dén xo
gan. Gongalves C.S va cs nghién ciru tai thanh phd S&o Paulo, Brazil ti
I¢ UBTG trén nén xo gan la 71,2%. Theo tac gia Federle M.P va cs, ti 1¢
UBTG Xay ra trén nén xo gan & Nhat Ban 1a 70%.
43.GIATRI CUA CONG HUONG TU TRONG CHAN POAN UBTG
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4.3.1. P nhay, dd dic hiéu cia CHT trong chin doin UBTG

Két qua nghién ctru ctia chung toi, CHT chan doan UBTG c6 do
nhay va d¢ dic hiéu cao (so v6i két qua GPB), tuong tng 1a 97,5%
va 95,4%. Gia tri tién doan duong tinh (99,2%) va tién doan 4m tinh
(87,5%) (bang 3.24). Nghién ctru ctia Lauenstein T.C va cs, d§ nhay
88,9%, do dac hiéu 97,7%, gia tri tién doan duong 92,3% va tién
doan am 96,6%. Kim S.H va cs, d0 nhay 94%, gia tri tién doan
duong 98,7% va tién doan am 90,6%. Tac gia Filippone A va cs, do
nhay 92%, do dic hiéu 93%. Nhu vay két qua nghién ciru cia chung
toi c6 do nhay cao hon nghién clru cac tac gia trén, do dac hiéu theo
nghién ciru ching t6i thap hon it tic gia Lauenstein T.C va cao hon
nghién curu Filippone A. S& di ¢6 sy chénh léch ndy Ia do tac gia
Lauenstein T.C va csnghién curu trén mdy CHT Magnetom Avanto
1.5T, st dung thubc ddi quang tir gadolinium khao sat véi cac chudi
xung T1W in-phase va out-of-phase, T2W HASTE va T1W 3D x0a
md trudc va sau tiém thudc déi quang tir gadolinium chelate
(magnevist), tac gia khong khao sat chudi xung Diffusion, trong khi
d6 nghién ctru chiing t6i khao sat trén cac chudi xung trén kém theo
chudi xung Diffusion (chudi xung rat nhay trong phat hién ton
thuong), do vy do nhay trong nghién ciru tac gia thdp hon két qua
nghién ciru cua chung t6i. Twong tu nhu vay tic gia Kim S.H va
Filippone A ciing khong nghién ciru trén chudi xung Diffusion nén
d6 nhay ciing thap hon. Nghién ctru chung t6i c¢6 do dic hiéu cao hon
Filippone A la do nhém am tinh trong nghién ctru cta tac gia chi
khao sat ndt loan san, trong khi d6 nhém am tinh trong nghién ctru
chuing toi gém ndt loan san, u mau, FNH, ung thu duong mat. ..

Két qua nghién ctru cua ching t6i: d6 nhay va do dac hiéu cua
CHT chan doan UBTG & nhém cé xo gan tuong tmg 97,6% va
100%, cao hon nhom khong c6 xo gan 97,4% va 94;4% (bang 3.27).

Gi4 tri chan doan UBTG ciia CHT ¢ bénh nhan xo gan két hop
véi xét nghiém AFP > 200 ng/ml: nghién ciru ching t6i c6 13 truong
hop u gan/xo gan va AFP > 200 ng/ml, két qua chan doan UBTG ciia
chuyp CHT phu hop hoan toan voi GPB (bang 3.29). AFP la xét
nghiém rat c6 gia tri trong chin doan UBTG. Theo nghién ctru
Trevisani F va cs, néu AFP 16n hon 200ng/mlvéi khdi u trén nén xo
gan c6 gi4 trichin doanrat cao UBTG, trudng hop ndy néu khdi u co
hinh anh hoc dic trung thi khong can sinh thiét.
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4.3.2. Gia trj ciia CHT phoi hop véi xét nghiém AFP trong chin
doan UBTG ¢ nhom khong lam GPB

Trevisani F va cs, nghién ctu két ludn riang néu AFP
>200ng/mlvéi khéi u ¢ hinh anh hoc dic trung trén nén xo gan,chin
doanUBTG khong cin sinh thiét. Két qua nghién ctru chiing toi: 40
truong hop ting nong do AFP > 400 ng/ml két hop véi hinh anh xo
gan trén CHT duoc chdn doan xac dinh UBTG (chiém 88,9% cac
truong hop khéng 1am GPB) (bang 3.30), ¢6 3 trudng hop chin doan
UBTG khong lam GPB dya vao khéi u co tinh chat dién hinh cua
UBTG, chira m& vi thé va nong d6 AFP ting > 1000 ng/ml, c6 1
truong hop chan doan UBTG khéng 1am GPB duya vao khéi u c6 tinh
chit dién hinh cia UBTG trén chudi xung TIW, T2W, tinh chit
ngam thai thuc d6i quang tir, dudng kinh khéi u 16n (5,9 cm) va
nong dd AFP ting > 1000 ng/ml (cu thé 2118 ng/ml) va 1 trudng hop
khéng 1am GPB dwa vao khéi u c6 tinh chat dién hinh cia UBTG,
chira m& vi thé, dudng kinh khéi u 13 cm va nong do AFP > 400
ng/ml (bang 3.31). Theo Federle M.P va cs, khéi UBTG 16n 1a c6
duong kinh >5cm.

4.4. GIA TRI CHT TRONG PANH GIA KET QUA PIEU TRI
UBTG BANG PHUONG PHAP NMHD
4.4.3. Do nhay, d¢ dic hiéu ciia CHT trong danh gia ting sinh
mach ciia khdi u sau niit mach héa dau

Khao sat CHT voéi cac chudi xung T2W, T1W, CHT dong hoc,
chudi xung khuéch tan Diffusion v6i hé s6 khuéch tan biéu kién
ADC dénh gia rat tst UBTG sau NMHD. Nghién ctru chung toi véi
121 khéi u duoc danh gia ting sinh mach trén CHT va so sanh voi
két qua chup BMG, két qua chan doan cia CHT véi: do nhay 99,2%;
d6 dac hiéu 100%; gia tri tién doan duong tinh 100%, tién doan am
tinh 80% (bang 3.44).Nghién ctru Osama R.M va cs(nam 2013): d6
nhay, do dac hiéu, gia tri du bao duong tinh, gia tri du bao am tinh
cua CHT dong hoc 1a 90,5%, 96,6%, 95% va 93,3% trong khi d6 cta
CHT khuéch tan 1a 100%, 65,5%, 67,7% va 100%. Theo nghién ciru
cua tac gia Kubota K va cs: CHT danh gia tinh trang tang sinh mach
cia UBTG sau NMHD c6 d6 nhay va do dac hiéu l1a 100%. Nhu vay
d6 nhay va d6 dac hiéu trong nghién cru cia chung t6i cao hon tac
gia Osama R.M va cs, tuong duong tac gia Kubota K va c¢s. S¢ di
nghién ctru chung toi ¢ dd nhay va d6 dac hiéu cao hon tac gia trén
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la do két hop khéo sat cling Iic trén chudi xung TIW, T2W, CHT
dong hoc, CHT khuéch tan Diffusion v6i hé sé ADC.

4.4.4, So sdnh kha nang phat hién ting sinh mach trén CHT véi
CLVT (d6i véi nhitng khéi u ldp nhiéu lipiodol c6 ting sinh
mach trén Chup PMG)

Két qua nghién ctru cta ching t6i: 37 khéi u 14p nhiéu lipiodol
ting sinh mach (chin doan bang chup PMG) duoc khao sat dong
thoi CHT va CLVT: ¢6 97,3% khdi u dugc phat hién ting sinh mach
trén CHT, trong khi d6 CLVT chi phat hién duoc 16,2% khoi u co
tang sinh mach. Sy khac biét c6 y nghia thdng ké (p<0,01). 24 khéi u
khé danh gia tang sinh mach trén CLVT duoc phat hién ting sinh
mach trén CHT (100%) Trong 6 7 khdi u khong phat hién tang sinh
mach trén CLVT, c6 6 khéi u dwoc xac dinh c6 tang sinh mach trén
CHT (85,7%) (bang 3.46). Nhu vay véi cac kh01 u lap nhiéu lipiodol
sau NMHD, CHT Ia ky thuat t6t hon rat nhiéu so voi CLVT trong
danh gia tinh trang tang sinh mach. Theo nghlen cuau Lim H.S va cs,
chup CLVT khdo sat sy tdng sinh mach ciia UBTG sau niit mach bi
han che boi nhiéu anh do tich tu lipiodol thi k§ thuat chup CHT lai to
ra rat wu viét do tin hiéu cia CHT khong bi anh hu’ong boi
lipiodol.Nghién ctru ctia Ozkavukcu E va cs két luan rang: so véi
chup CLVT, CHT 1a ky thuat tot hon trong phét hi¢n khoi u con séng
sot hoac tai phat Cung nhu chan doan cac bién ching sau diéu tri, dic
bietCHT danh gia rit tét UBTG sau NMHD bai vi tin hiéu cia CHT
khong bi anh hu’ong boi lipiodol tich tu bén trong khéi u.

4.4.5. Kha ning phat hi¢n nhiéu ton thwong thir phét tai gan trén
CHT nhung khong phat hién trén CLVT

Chudi xung Diffusion rat nhay trong khao sat ton thuong thir
phat, dic biét 1a cac ton thuong thi phat tai _gan. Két qua nghlen clru
ching t6i: 29 truong hop dugc khao sat dong thoi CHT va CLVT:
CLVT phat hién dugc 6/9 truong hop c6 ton thuong thir phat & gan
trén CHT (chiém 66,7%). C6 33,3% khong phat hién duoc trén
CLVT (bang 3.47), nhitng truong hop ndy phat hién rat nhiéu ton
thuong nho thir phat trén CHT dong hoc, dac biét khao sat rat tot trén
chudi xung Diffusion. Theo nghién ctru Yu J.S va cs ky thuat CHT
v6i chudi xung Diffusion khéo sat di cin gin tai gan (u vé tinh) tét
hon CHT dong hoc.

So sanh CHT va CLVT déanh gia huyét khéi TMC ac tinh (tren
cung bénh nhéan chyp ca hai phuong phap): nghlen ciu chung toi co
29 bénh nhin dugc khio sat ddng thoi CHT va CLVT, ¢6 2 truong
hop huyet khbi TMC dugc phét hién trén cd CHT va CLVT, nhung
chi c6 CHT xac dinh duoc huyét khoi TMC 4c tinh (bang 3.48).



24

KET LUAN

1. Pic diém hinh anh cong hwéng tir UBTG:

Ting tin hiéu trén chudi xung T2W: 96,3%, giam tin hi¢u trén
chudi xung TIW: 90,4%.

Ngam thudc nhanh trén chudi xung TIW sau tiém thudc déi
quang tir thi DM: 98,9%; thai thudc thi TMC: 93,7%; thai thudc thi
muodn: 96,3%.

Tang tin hiéu (giam khuéch tan) trén chudi xung Diffusion,
giam tin hiéu trén ban dd6 ADC: 99,6%.

Tri s6 hé sd khuéch tan biéu kién ADC trung binh thap
(1,094x10-3mm2/s).

Chira md vi thé: 15,6%; c6 vo: 14,4%; ¢6 seo xo trung tam: 0,7%.

Hau hét vo khéi u giam tin higu trén chudi xung T1W, T2W,
khong ngam thudc dbi quang tir thi DM (100%) va thi TMC (92,3%),
ngam thube ddi quang tir thi mudn (100%).

Xam lan tinh mach cira (huyét khdi 4c tinh): 7,8%. UBTG c6 tén
thuong thir phat tai gan: 9,0%. UBTG xay ra trén nén xo gan: 73,7%.

2. Gia tri ctia chng hwrdng tir trong chin doan UBTG

CHT chén doan UBTG (so v6i két qua GPB) c6 do nhay:
97,5%; d0 dac hiéu: 95,4%; gia tri tién doan duong: 99,2% va tién
doan am: 87,5%.

Do nhay, d6 ddc hiéu cia CHT cang cao khi bénh nhan c6 nhiéu
khéi u (> 2 khéi); khéi u c6 kich thude cang Ion; trén nén xo gan.

Khi nong do6 AFP > 200 ng/ml ¢ bénh nhan xo gan: CHT chin
doan UBTG (+) phu hgp hoan toan véi két qua GPB.

O nhém khong lam GPB, chan doan UBTG dya vao: AFP cao >
400 ng/ml + khéi u ¢6 hinh anh CHT dién hinh cuia UBTG.

Mtrc do phu hop gnra két qua chén doan UBTG va u gan khéc trén

Gia tri CHT trong chan doan huyet khéi TMC éc tmh Huyét
khbi TMC 4c tinh c6 tinh chat ngdm thudc gléng khdi UBTG (chiém
ty 18 69,2%).ADC trung binh cua huyet khéi 4c tinh thap (1,076 x
10-3mm2/s). Tri s6 ADC cua huyét khéi TMC 4c tinh va cua khéi u
tuong quan thuan mic do rat manh (r = 0,99).

3. Gia tri CHT trong danh gia két qua diéu tri UBTG bing
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phuong phap NMHD

Khéi u sau nut mach khong ting sinh mach hoic ting sinh mach
it trén CHT dong hoc hau hét tang tin hiéu trén T1IW va giam tin hiéu
trén T2W (90,9%); khong tiang tin hi€u trén Diffusion va tang tin
hiéu trén ADC (100%).

Phi hop ot giita thay ddi tin hiéu (giam/ting) trén TIW voi
tang sinh mach (c6/khdng) trén chup PMG (Kappa = 0,792). Phu
hop t6t giita thay doi tin hiéu (ting/giam) trén T2W Véi ting sinh
mach (c6/khong) trén chup PMG (Kappa =0,715).Phu hop rat tot
gitra thay doi tin hiéu (ting/khéng) trén chudi xung Diffusion voi
tang sinh mach (c6/khong) trén chup BMG (Kappa = 0,885).

Vung nhu md khdi u con séng sot hodc tai phat sau nat mach co
hé s6 khuéch tan biéu kién ADC thap (1,103 x 10-3mm2/s), ving
nhu mo hoai tir c6 ADC cao (1,899 x 10-3mm2/s).

CHT chén doan ting sinh mach (so sanh voi chup PMG) ¢ d6
nhay: 99,2%; do dac hiéu: 100%; gia tri tién doan duong: 100%, tién
doan am: 80%.

CHT phét hién ting sinh mach va tén thuong thtr phat & gan tot
hon chyp CLVT.CHT chin doan huyét khdi TMC éc tinh tét hon
chup CLVT.

KIEN NGHI

Qua nghién ciru dic diém hinh anh va gia tri cia CHT trong
chan doan va danh gia ket qua diéu tri UBTG bang phuong phap
NMHD, ching tdi c6 mét s6 kién nghi sau:

- Chup CHT la mét ky thuéat an toan, hiéu qua nén chi dinh
thuong qui két hop voi xét nghiém AFP dé danh gia nhiing ton
thuwong tai gan, nham phat hién sém UBTG.

- V6i truong hop trén nén xo gan ¢6 hinh anh CHT dién hinh
UBTG két hop AFP >200 ng/ml, khéng can chi dinh giai phiu bénh.

- Déi véi nhiing bénh nhan UBTG sau diéu tri NMHD, can theo
ddi dinh ky va chup CHT dé danh gia tinh trang ting sinh mach hoic
phat hién nhimg ton thuong thir phat, tir d6 dinh huéng ké hoach
diéu tri tiép.
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- Hudéng nghién ctru tiép theo: theo di lau dai ti 1¢ song st cia
bénh nhan nhdm danh gi4 vai trd cia CHT trong tién lugng sdng con
cua bénh nhan UBTG sau NMHD.

INTRODUCTION

Hepatocellular carcinoma (HCC) is a common malignant
disease of digestive system. According to American Cancer Society
in 2008, HCC is the sixth most common cancer among men and
seventh among women, with the ratio of male/ female is 2.4.HCC is
the secondin male and the sixth in female of the most common cause
of cancer-related death.

In Vietnam, HCC is one of the common cancer. According to
Tran Van Huy, HCC takes the second place after gastric cancer, but
it is the most common cancer of digestive system in males.

The outcome of HCC is poor if it is diagnosed late. The
mortality proportion is high and the death comes soon after being
detected. Until now, many treatment methods for HCC was
developed such as: liver cutting operation, liver transplant, hepatic
arterial tightening, radio therapy, chemotherapy, percutanous ethanol
injection, radiofrequency ablation, transarterial oily
chemoembolization (TOCE)... In which, TOCE is a popular easily
method with good effectiveness.

The diagnosis and follow up HCC patients is very important
under the help of imaging equipments such as ultrasound and CT
scanner. However, the study of hypervascular neoplasm after
treatment by ultrasound and CT scanner is rather unclear. Recently,
MRI in diagnosis and follow up after treatment more and more takes
an important role. This study was hold to get these subjects:

4. Study on the MRI features of HCC.
5. Study on the diagnosis value of MRI in HCC.
6. The role of MRI in study the results of HCC treatment by
TOCE method.
NEW CONTRIBUTION OF THE THESIS

This is the first systematic study on 1.5 Tesla MRI to diagnose
HCCandexamine it after TOCE treatment, using combination T2W,
T1W in-phase, out-of-phase, contrast dynamic, Diffusion
andApparent Diffusion Coefficient.
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The results of the thesis contribute some new stronglyevidence:
MRI is very good at HCC diagnosis with high sensitivity and
specificity. MRI could detect the invading of HCC to portal vein and
examine the necrosis tumor, the viable tumoror recurrence very well. MRI
detects the hypervascular neoplasm of HCC tumor better than CT scan
does. MRI could find the secondary lesion at liver and diagnosis
malignant portal venous thrombosis better than CT scan does.

STRUCTURE:

Total page:129 pages,including these parts: introduce (2 pages),
literature reviews (36pages); objects and methods (20pages); results
(31 pages); discussion (36pages); conclusion (3pages); acknowledge
(1pages).

Number of table: 48 tables, graph: 10 graphs.

Total reference: 275, in english: 241references, in vietnamese:
34 references.

Other part such as: appendix with pictures, patients files, list of
patients.

Chapter 1
LITERATURE REVIEW

1.1. Epidemiology and risk factor of HCC
1.1.1. Epidemiology
HCC is counted for 90% of all liver cancers. In

most cases, HCC develops in patients with cirrhosis (70-90% of all
patients). The incidence of HCC increases in developed countries and
continue high in decades. The incidence of HCC is different
depending on areas of the world, because of the distribution and the
natural history of viral hepatitis B and C. The HCC incidence is high
in Asia and Africa around Saharaarea (120cases of
100,000population), the HCC incidence in males is 4-8times more
compared with females.
1.1.2. Risk factors

Hepatic B and C viral infection.

Alcoholism.

Haemochromatosis disease.

Aflatoxin.

Mechanism syndrome, diabetes and smoking.
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Others rarely reasons such as:biliary fibrosis, alpha-1-
antitrypsin deficiency, pill...

1.2. Treatment methods
1.2.1. Absolute treatment

Liver cutting operation.

Liver transplantion.

Radiofrequency ablation.

1.2.2. Temporary treatment

Chemotherapy.

Percutaneous acetic acid injection under ultrasound guidance.

Percutanous ethanol injection.

Radiotherapy.

Radioembolization.

Transarterial oily chemoembolization.

DC BeadTranscatheter arterial chemoembolization.

Hepatic arterial ligation.

Traditional medicine.

1.3. HCC diagnosis
1.3.1. Diagnosis based on clinic

The symptoms is poor at the early stage of disease, so that it is
hardly to diagnose early if it is not based on imaging criteria.

At the late stage of disease, it is clear with clinic symptom and
laboratory criteria, but the disease gets severe and bad outcome.
1.3.2. Laboratory

Alpha fetoprotein is the useful marker of HCC diagnosis.It is
a glycoprotein produced from hepatic cell during fetal life. In case of
HCC, AFP serum level normal or increases> 100,000ng/ml. Normal
serum level of AFP is found in about 30% of HCC patients.
Sometimes AFP serum level is very low. With high AFP serum
level, the diagnosis value of HCC has the specificity 100% but the
sensitivity under 40%.

Des-gamma-carboxyprothrombin (DCP) is another HCC
marker, with high specificity 95%, but low sensitivity in case of the
tumor less than 3 cm diameter. So that DCP is rarely used to
diagnosis HCC.

1.3.3. Imaging diagnostics
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1.3.3.1. Ultrasound

1.3.3.2. CT scanner

1.3.3.4. Radio diagnosis

1.3.4. Other diagnosed method
1.3.4.1. Abdominal endoscopy
1.3.4.2. Biopsy and paracentesis
1.3.5. Hepatic MRI

- Hyperintense on T2W: HCCwith typical MRI is Hyperintense
on T2W. While, dysplasiais rarely Hyperintense on T2W. However,
this sign is not appeared in all cases of HCC, some cases of HCC is
either iso-intense or Hypointense on T2W.

- Hypointense on T1W: HCCis usually Hypointense on T1W.
However, dysplasia in case of cirrhosis is Hypointense on T1W too.
It is Hyperintense on T1W maybe because of containing fat, cooper,
protein, melanin, hemorrhagic and glycogen in lesion tissue. In some
cases, the tumor contains zinc or ferrin so that it is Hypointense
around hepatic tissue and Hyperintense relatively on T1W.

- Enhanced Gadolinium contrast in the arterial phase: about 80-
90% of HCCcases is hypervascular neoplasm, enhanced gadolinium
contrast in the arterial phase. HCC tumor less than 1.5cm diameter is
usually detected in the arterial phase. Think slice T1W after
gadolinium contrast can diagnose HCC with high accurately. With
the lesion greater than 2cm diameter based on cirrhosis, enhanced
gadolinium contrast in the arterial phaseand washout in the delayed
phase can diagnose HCC without biopsy. If the arterial phase is taken
too early, it is hardly found the tumor because of it is not enhanced,
so that it is usually studied in the delayed phase. About 10-20%
HCCcases is neither hyperintense nor gadolinium enhanced in the
arterial phase. These cases are usually small tumor with less
vascular.A little of HCC with big tumor maybe not hypervascular
neoplasm.

- Washout Gadolinium contrast: hypointense compared with
around tissue in the portal venous phase and delayed phase called
washout, with the specificity 95-96% in HCC diagnosis. The lesion
that enhanced gadolinium in the arterial phase and washout in the
delayed phase can diagnose HCC with high accurate.A little of HCC
cases can be hyperintense or isointense compared with around
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hepatic tissue in the portal venous phase and delayed phase.

- Diffusion weighted imaging: on Diffusion weighted imaging,
HCC tumor is hyperintense and hypointense on ADC. Many
researches show that Diffusion weighted imaging can differentiate
cyst and hemangioma with other solid tumor such as HCC, FNH and
adenoma; it is difficult to diagnose if base on ADC value only.

- HCC capsule: tumor capsule is usually seen in HCC tumor
with great diameter, with the proportion 24-90% of cases in Asia and
2-42% of cases outside Asia. With the tumor capsule or capsule like
can be diagnosed HCC strongly. Tumor with great diameter usually
has thick capsule. Tumor capsule is usually hypointense on T1W and
T2W. However, a rarely case maybe hyperintense on T2W.
Histologic features: tumor capsule composed of an inner layer of
fibrous tissue and an outer layer of compressed vessels and bile
ducts. So that, on T2W, some cases with typical thick capsulehas
inner layer with low intense (because of fiber), outer layer with high
intense (compressed vasculars and small bile ducts). Tumor capsule
usually is gadolinium enhanced in the delayed phase. After TOCE
treatment, it gets better outcome in case of tumor with capsule than
non-capsule.

- HCC containing microscopic fat: in this case, the tumor signal
maybe isointense or hyperintense on T1W. HCC tumor usually
contains microscopic intracellular fat much more than macroscopic
fat, with the typical MRI is hyperintense on T1W in-phase and
hypointense on T1W opposed-phase. Macroscopic fat is usually
hypodensity on CT scanner imaging. Moreover, the hemorrhagic
area contains melanin, cooper or glycoprotein deposition maybe
hyperintense on T1W. The appearance of microscopic fat in the
lesion can be diagnosed HCC strongly.

- Vascular invading: it is seen often in HCC. Lots of researches
show that vascular invading is in 6.5-48%. HCC invading portal vein is
more frequency than hepatic vein invading. The differentiation of
malignant thrombus from bland thrombus of the portal veincan be
important in treatment and prognosis HCC. The typical malignant
thrombosis of the tumor usually appears near the primary tumor and it
develops into nearby vasculars. Opposite to bland thrombus, malignant
thrombus has the imaging like primary tumor with hyperintense on
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T2W, gadolinium contrast enhanced in the arterial phase, washout in the
portal venous phase and diffusers limited on Diffusion.

- HCC with fibrolamellar:it is a maglinant tumor rarely seen,
with non-specificity clinic symptoms and usually metastasis into
lymph nodes, often happens in young patients with non-cirrhosis. This
is the tumor with non-capsule, well-defined border, radial septa. It
usually has a big central scar because of collagen deposition and
fibrosis. Calcification can be appear in the central scar. On MRI it is
slightly hypointense on T1W and hyperintense on T2W,
heterogeneous gadolinium enhanced in the arterial phase. Central scar
is hypointense on T1W and T2W, non-enhanced gadolinium contrast.

- Pediatric HCCusually happens at the age of 2-4 year or 12-14
year. 50% pediatric HCCis based on chronic hepatic disease such as
bile duct narrow, Alagille syndrome and chronic hepatitis. On MRI:
hyperintense on T2W, hypointense on T1W.Some tumor with
hemorrhagic or fat containing is hyperintense on TI1W,
heterogeneous enhanced gadolinium.

Chapter 2
OBJECTIVES AND METHODS

2.1. Research Subjects
2.1.1. Selection criteria

There are 3 abjects for 3 subjects of the research:

The object for the second subject (called object 2): Patients who
clinically suspected HCC but MRI result is HCC or other liver tumors.

The object of the first subject (called object 1): The patients
selected from the object 2 which is diagnosed HCC base on
pathology or other positive criteria such as MRI criteria and high
level of AFP> 400ng/ml.

The object of the third subject(called object 3): HCC patients
who was treated by TOCE method.

2.1.2. Exclusion criteria

- Severe disease.

- Thrombus at the body of the portal vein.

- Node metastasis at hepatic umbilicus.

- Use other therapy.

2.1.3. Sampling method
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- For object 2: use sample size calculator for a diagnosed
research, there for the minimum sample size is 140.We enrolled 189
patients in which 144 patients diagnosed by pathology as gold
criteria for diagnosis.

- For object 1:All the patients of the object 2 which is
diagnosed HCC. We picked up 167 HCC patients.

- For object 3: use sample size calculator for a proportion
estimates, there for the minimum sample size is 101 patients. We
selected 112 HCC patients which was treated by TOCE method.
2.1.4. Placement and duration of research

Exam the patients, laboratory work up and TOCE treatment at
Gl department or Oncology department of Bach Mai hospital.

MRI making at Radiology department.

Pathology diagnosis at Pathology department.

Research during time: December 2010 — August 2014.

2.2. Research methods

2.2.1. Research design: Descriptive research

2.2.2. Equipment, technique and variable remark
2.2.2.1. Clinical variables

Remark the clinical variables base on history and clinical
examination.

Use data sheet to select the information.
2.2.2.2. Laboratory variables

Serum level of AFP, SGOT, SGPT, bilirubin.
2.2.2.3. Imaging variables

Liver MRI: use the MRI machine Siemens Avanto 1.5 Tesla.
Gadolinium: Dotarem (Gadoterate meglumine) vial 10ml, 0,5mmol/ml,
dose of 0.1 mmol/kg of body weight (equivalent of 0,2ml/kg).

CT scanner: making before performing MRI in order to
compare with MRI results after TOCE treatment.

Hepatic arterial DSA study: peforming before TOCE
treatment of HCC patients.

2.2.3 Result identifying
2.2.3.1. MRI features of HCC

- Number, location, size of the tumor.

- Imaging features on T1W, T2W, diffusion, ADC value.

- Other signs of HCC on MRI.
2.2.3.2. Diagnosis Value of MRI on HCC

- With the gold criteria is pathology, calculate the sensitive,
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specificity value of MRI in diagnosis of HCC.

- Inter-rater agreement of MRI and pathology diagnosis HCC
and other hepatic tumors.

- Diagnostic value of MRI combination AFP serum level in
HCC in case of without pathology.

- Diagnostic value of MRI of malignant thrombosis of portal
vein base on gadolinium enhancement and ADC value.
2.2.3.3. Role of MRI in study the results of HCC treatment by TOCE

- Compare with hepatic arterial DSA to calculate the sensitivity,
specificity of MRI in diagnosis hypervascular neoplasm of HCC
after TOCE treatment.

- Compare the hypervascular neoplasm thatdiagnosed by MRI
with CT scanner in case of the tumor filled much of lipiodol.

- The number of case which has secondary lesions detected by
MRI but not detected by CT scanner.

- Compare the value of MRI with CT scanner in diagnosis
malignant thrombosis of portal vein.
2.2.4. Research Process

Step 1: Enroll the patients diagnosis HCC or not by MRI.

Step 2: Laboratory performing for AFP serum level, pathology:

- In case of these patients does not indicate to perform
pathology:

Serum level of AFP > 400 ng/ml and MR criteria of HCC.

- Other left cases was indicated of pathology to determine that
HCC or not.

Step 3: Treatment HCC with TOCE method.

Step 4: Evaluation the results of TOCE method:

- Evaluation time: 1-3 months after TOCE treatment.

- Performing MRI to evalue the hypervascular neoplasm.

- Patients with hypervascular neoplasm tumor is indicated of
hepatic arterial DSA.
2.2.5. Data analyze

The data, collected data is entered into the patient monitoring
cards, which are then entered into a computer and then transferred to
SPSS 15.0 software for data analysis. Using y’test, T test, p value.

Chapter 3
RESULTS
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3.2. MRI features of HCC before TOCE treatment
167 patients (149 males, 18 females) diagnosed HCC base on

pathology or high serum level of AFP andMRI criteria of HCC.

Minimum age 27, maximum age 83, average age 58.5 (SD 10.7).

3.2.1. Number, location and size of tumor

270 tumors of 167 patients, almost of tumors was located at

right side of |li

ver

(82.6%).

Almost

tumors

is in < 5

cmdiameter(217/268 tumors, 80.9%). Median of tumor diameter 2.7
c¢m; minimum 0.8 cm; maximum 16.6¢cm.
3.2.2. MR features of HCC

Table 3.13. Imaging features on T2W, T1W

| T2W TIW

ntense n (tumor) % n (tumor) %
Hyperintense 260 96.3 22 8.1
Hypointense 6 2.2 244 90.4
Isointense 4 15 4 15

Total 270 100 270 100

Almost of HCC tumors is Hyperintense on T2W (96.3%),
Hypointense on T1W (90.4%).
Table 3.14. Imaging features on T1W in the arterial phase of
gadolinium contrast study

T1W in the arterial phase n (tumor) %

Enhancement 267 98.9

Non-enhancement 3 1.1
Total 270 100

Almost of HCC tumor is enhanced fast on T1W in the arterial

phase of gadolinium contrast study (98.9%).

Table 3.15. Imaging features on T1W in the portal venous phase of
gadolinium contrast study

T1W in the portal venous n (tumor) %
phase
Enhancement 1 0.4
Non-washout 14 5.2
Washout 253 93.7
Non-enhancement 2 0.7
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Total | 270 | 100 |
Almost of HCC tumor is washout of gadolinium on T1W in the
portal venous phase(93.7%).

Table 3.16. Imaging features on T1W in the delayed phase of
gadolinium contrast study

T1W in the delayed phase n (tumor) %
Enhancement 2 0.7
Non-washout 8 3.0

Washout 260 96.3
Total 270 100

Almost of HCC tumor is washout on T1W in the delayed
phase(96.3%).
Table 3.17. Imaging features on Diffusion and ADC map

Number of Tumor o
0
(n=270)
Hyperintensed Diffusion 269 99.6
Hypointensed ADC 269 99.6

Almost of HCC tumor is Hyperintense on Diffusion,
Hypointense on ADC map.
Table 3.18. ADC value

ADC value (x10°mm?/s)

Minimum Maximum Average (x SD)

0.979 1.289 1.094+0.054

The average of ADC value of HCC tumor is low (1.094x10°mm?s).
3.2.3. Indirect signs of HCC tumor

Low proportion for tumor contain microscopic fat and tumor
capsule, with 15.6% and 14.4%. Tumor with central scar is very low
proportion 0.7%.
Table 3.21.HCC tumor with malignant portal venous thrombosis

Number of case %

Malignant portal venous

thrombosis 13/167 7.8

HCC tumor invades portal vein (malignant thrombosis) at low
proportion (7.8%).
Table 3.22.HCC with secondary lesion
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The proportion of HCC with secondary lesions at liver is 9%,
abdominal lymph nodes 5.4%, other organs 1.2%.
Table 3.23.HCC with cirrhosis, mega spleen, abdominal fluid

HCC base on cirrhosis is in 73.7%.
3.3. Diagnosis Value of MRI in HCC

Performing MRI of 189 patients, in which:

+ 45 patients were diagnosed HCC without pathology because
of AFP serum level >400 ng/ml and MRI imaging of HCC clearly.

+ 144 patients were performed pathology.

3.3.1. Sensitivity, specificity of MRI in diagnosis HCC

Table 3.24. Sensitivity, specificity of MRI in diagnosis HCC (remark
on 144 cases performed pathology)

Pathology
MRI Total
HCC (+) HCC (-)
HCC (+) 119 1 120
HCC (-) 3 21 24
Total 122 22 144

Diagnosis value of MRI in HCC (with pathology as gold
criteria) has the sensitivity 97.5%, specificity 95.4%, positive

predictive value 99.2% andnegative predictive value 87.5%.

Table 3.26. Diagnosis value of HCCdepending on tumor diameter

Diameter MRI Pathology
Total
HCC (+) HCC ()
HCC (+) 12 1 13
<2cm HCC (-) 2 6 8
Total 14 7 21
HCC (+) 84 0 84
2-5cm HCC (-) 1 12 13
Total 85 12 97
HCC (+) 21 0 21
>5cm HCC (-) 0 3 3
Total 21 3 24
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With tumor diameter <2 cm, diagnosis value of MRI has the
sensitivity and specificity 85.7% (12/14) and 85.7% (6/7). The higher
tumor diameter, the higher sensitivity and specificity value.

Table 3.27. Diagnosis value of MRI in case of cirrhosis

Cirrhosis MRI Pathology Total
HCC (+) HCC (-)
HCC (+) 81 0 81
Yes HCC (-) 2 4 6
Total 83 4 87
HCC (+) 38 1 39
No HCC (-) 1 17 18
Total 39 18 57

The sensitivity, specificity value of MRI in diagnosis HCC of
cirrhosis and non-cirrhosis group is 97.6% (81/83); 100% (4/4) and
97.4% (38/39); 94.4% (17/18).

Table 3.29.Diagnosis value of MRI plus AFP serum level >
200ng/ml in case of cirrhosis

MR Pathology Total
HCC (+) HCC ()
HCC (+) 13 0 13
HCC (-) 0 0 0
Total 13 0 13

100% (13/13) cases cirrhosisand AFP serum level > 200 ng/ml
diagnosed HCC (+) on both MRI and pathology.

3.3.2. Diagnosis value of MRI combination with AFP serum level
in diagnosis HCC at group without pathology
Table 3.30 and 3.31.Diagnosis HCC base onMRI criteria of HCC
and AFP serum level over 400ng/ml.

45 cases without pathologyinclusion:

* 40 cases diagnosed HCC: AFP>400ng/ml+ MRI criteriaof
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HCC +cirrhosis.

* 5 cases diagnosed HCC: AFP>400ng/ml+ MRI criteriaof HCC
+ microscopic fat or tumor with great diameter.

3.3.3. Inter - proportion agreement between MRI and pathology
Table 3.32.Inter - proportion agreement between MRI and pathology

athology Henatic Bile
HCC|FNH)| Dysplasia| Hemangioma abs%ess Metastasis |Hepatitis| duct (Total
VIRI cancer
HCC 119] 0 0 1 0 0 0 0 120
FNH 03 0 0 0 0 0 0 3
Dysplasia 110 3 0 0 0 0 0 4
latskin 110 0 0 0 0 0 0 1
demangioma| 1 | 0 0 2 0 0 0 0 3
Hepatic
bscess 00 0 0 2 0 0 0 2
Vetastasis 01]0 0 0 0 4 0 0 | 4
Fumor-like
epatitis 00 0 0 0 0 4 0 4
Bile duct
ancer 00 0 0 0 0 0 3 3
Total 122| 3 3 3 2 4 4 3 144

Very good inter - proportion agreement between MRI and
pathology (Kappa = 0,904, p<0,001).
3.3.4. Value of MRI in diagnosis malignant thrombosis of portal vein
Table 3.33.Imaging features of malignant portal venous thrombosis
on gadolinium contrast T1W.

Number of case

Gadolinium contrast (n=13) %
Arterial | Enhancement 9 69.2
phase | Non-enhancement 4 30.8

Portal | Enhancement 0 0
venous | Washout 9 69.2
phase | Non-enhancement 4 30.8

Enhancement 0 0
Deﬁg{gd Washout 9 69.2
P Non-enhancement 4 30.8

The enhancement of gadolinium contrast is likely HCC
gadolinium contrast (69.2%).
Table 3.34. ADC value of malignant portal venous thrombosis.
| Number of | ADC value of malignant portal venous thrombosis (x |
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case 10°mm?/s)
Minimum | Maximum Average SD
13 0.986 1.204 1.076 0.057

ADC value of malignant portal venous thrombosisis low (1.076
x 10°mm?/s).
1250
1200
1150
1100
1050

(x 10°mm?/s)

ADC value of tumor

1000 -

950k L | 1 I I 1
950 1000 1050 1100 1150 1200 1250

ADC value of of malignant portal
venous thrombosis (x 10°°mm?/s)

Graph 3.7.Correlation between ADC value of malignant portal
venous thrombosisand ADC value of tumor

Significant correlation highly between ADC value of malignant
portal venous thrombosis and ADC value of tumor (r=0.99, p<0.001)
3.4. Value of MRI in study the results of HCC treatment by
TOCE method

Performing MRIafter TOCE treatment of 112 patients (103
males, 9 females) with 143 tumor, in which: 18 patients (22
tumors)were not performed hepatic arterial DSA. 94 patients(121
tumors) were performed hepatic arterial DSA.
3.4.2. Role of MRI in study HCC after TOCE treatment
3.4.2.1. For non-DSA performed group

Table 3.38.Features of the tumor which non - hypervascular
neoplasm or less hypervascular neoplasm on dynamic MRI

Intense Number of tumor %
(n=22)

Hyperintense on T1W 20 90.9

Hypointense on T2W 20 90.9

Non-Hyperintense on Diffusion 22 100

Hyperintense on ADC 22 100
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Almost of tumor after TOCE treatment is non-hypervascular or
less hypervascular neoplasm on dynamic MRI, hyperintense on T1W
and hypointense on T2W (90.9%); non-hyperintense on Diffusion
and hyperintense on ADC (100%).

3.4.2.2. For DSA performed group
Table 3.44.Sensitivity, specificity of MRI in study hypervascular
neoplasm of the tumor after TOCE

Hypervascular Hypervasculljaé Ar:eoplasm on ot
neoplasm on MRI Yes NG
Yes 116 0 116
No 1 4 5
Total 117 4 121

MRI diagnosis hypervascular neoplasm (compared with DSA) has:
Sensitivity: 116/117 = 99.1%; specificity: 4/4 = 100%; Positive Predictive
Value: 116/116 = 100%; Negative Predictive Value: 4/5 = 80%.

3.4.3. Compare the diagnosis value of MRI with CT scanner
Table 3.46.Compare the hypervascular neoplasm on MRI with on
CT scanner (for the hypervascular neoplasm tumor filled much of
lipiodol)

MRI
CT scanner Hypervascular Non- Total
neoplasm hypervascular
neoplasm

Hypervascular 6 0 6
neoplasm (16.2%)

Difficult to study 24 0 24
(64.9%)

Non-hypervascular 6 1 7
neoplasm (18.9%)

Total 36 (97.3%) 1 (2.7%) 37

37 hypervascular neoplasmtumors (diagnosed by DSA) were
studied on MRI and CT scanner:

36/37 tumors were diagnosed hypervascular neoplasmon MRI
(97.3%), while CT scanner detected only 6/37 hypervascular
neoplasm tumors (16.2%, p<0.01)
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24 tumors were difficult to study hypervascular neoplasmon CT
scanner but were detected on MRI (100%).

In which of 7 tumors not detected hypervascular neoplasmon
CT scanner, 6 tumors were diagnosed hypervascular neoplasmon
MRI (85.7%).
Table 3.47.The cases with hepatic secondary lesion detected on MRI
but not detected on CT scanner

Hepatic secondary | Hepatic secondary lesion on MRI
lesionon CT Yes No Total
scanner (n, %) (n, %)
Yes 6 (66.7%) 0 (0%) 6
No 3 (33.3%) 20 (100%) 23
Total 9 (100%) 20 (100%) 29

In which of 29 cases were studied by MRI and CT scanner, 3
cases have hepatic secondary lesion detected on Diffusion (MRI) but
not detected on CT scanner (33.3%).

Table 3.48.Compare MRI with CT scanner in study malignant portal
venous thrombosis

Portal venous Malignant Portal venous
thrombosis on thrombosis on MRI Total
CT scanner Yes No
Yes 2 0 0
No 0 27 27
Total 2 27 29

In which of29 patients were studied by MRI and CT scanner, 2
cases have portal venous thrombosis, but the malignant portal venous
thrombosiswas detected on MRI only.

Chapter 4
DISCUSSION

4.2. MRI features of HCC before TOCE treatment
4.2.1. Number, location and size of tumor
In this study, almost of the patients have only 1 tumor (72.5%).

Tumor location: in this study, almost of the tumors is located at
right lobe of the liver (82.6%), tumors at left lobe counted for 17.0%.
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Tumor diameter: almost of the tumors is in size of < 5 cm
diameter (81%).

Tumor size at early stage is under 3cm diameter, at late stage
maybe more than 10cm. Number and size of tumor can be prognosis
strongly for HCC patients.

4.2.2. HCC MRI features

In this study, almost of the HCC cases has the MRI in
hyperintense on T2W (96.3%). In the study of Kelekis N.L,HCChas
MRI in hyperintense on T2W. According to Krinsky G.A, Taouli
Bdysplasiais rarely hyperintense on T2W.The study of Kelekis N.L,
Krinsky G.A and Hussain H.K shows that some cases of HCC is
isointense or hypointense on T2W. In our study, HCC with
isointense and hypointense is in low proportion (1.5% and 2.2%).

Hypointense on T1Win our study is 90.4% (table 3.13). The
study of Kelekis N.L et al,almost of the HCCis hypointense on
T1W.This study also shows that 12% HCCcases is hyperintense on
T1W. This proportion in our study is lower (8.1%) (table
3.13).According to the study of Baron R.L, Hanna R.F, Ebara M,
HCCis hyperintense on T1W maybe because of containing fat,
cooper, protein, melanin, hemorrhagic and glycogen in lesion.

Gadolinium contrast enhancementin the arterial phase in our
study is in high proportion (98.9%) (table 3.14).In the study of
Hanna R.F et al, 80-90% HCCcases has been hypervascular
neoplasm, strongly enhanced gadolinium in the arterial
phase.According to the study of Kelekis N.L et al, HCCwith tumor
less than 1.5cm diameter is usually detected in the arterial phase.
Bruix J et al shows that lesions more than 2cm with cirrhosis,
enhanced gadolinium in the arterial phase and washout in the delayed
phase can be diagnosed HCC without biopsy.According to Khatri G
et al, a little case of HCC with great tumor maybe hypointense.

In our study, almost of the HCC is washout in the portal venous
phase (93.7%), gadolinium washout in the delayed phase (96.3%) (table
3.16). Marrero J.A et al studies and shows that, hypointensed imaging
compared with around hepatic tissue in the portal venous phase and
delayed phase called washout, has high specificity value 95-96% in
diagnosis HCC. According to Wilatt J.M, Marrero J.A, Monzawa S, the
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enhanced gadolinium lesion in the arterial phase and washout in the
delayed phase can be diagnosed HCC with high accurate.

Diffusion weighted imaging is useful in abdominal MRI study
recently.On Diffusion weighted imaging, HCCis hyperintense and
hypointense on ADC. Almost the HCC in our study is hyperintense
(reduceddiffusion)on Diffusion imaging and hypointense on ADC
map (99.6%). Many studies show that the Diffusion weighted
imagingcan differentiate cyst and hemangioma with other solid
tumor such asHCC, FNH, adenoma, while it is hardly to diagnose
base on ADC value only.

In our study, the average of ADC of HCCis low (1.094x10°
*mm?/s). Taouli B studied and showed that the ADC value of
HCCwas 1.33+0.13x10*mm?/s. In the study of Bruegel M et al, the
value of ADCof HCCtumor is 1.05 x 10 mm?s. According to the
study of Parikh T et al, the value of ADC of HCC is 1.31 £ 0.33 x 10°
*mm?/s. Kilickesmez O et al shows that the value of ADC of HCCis
1.15 + 0.36 x 10 mm?s. So that, the results of our study is the same
with other studies.

4.2.3. Indirect MRI signs of HCC

HCCcontaining microscopic fat: in our study, HCC containing
microscopic fat is presented in 15.6%. According to Khatri G et al,
HCC usually contains microscopic intracellular fat more than
macroscopicfat. The typical MRI is hyperintense on T1W in-phase
and hypointense on T1W opposed-phase. The appearance of
microscopic fat in the lesion can be diagnosed HCC.

Tumor capsule in our study is presented in 14.4%. According to
the study of Kelekis N.L et al, tumor capsule is usually presented in
HCCwith great size, 24-90% of Asian patients and 2-42% of outside
of Asia. Khatri G et al show that tumor with capsule or capsule like
can be diagnosed HCC strongly. In our study, almost of the capsule
is hypointense on T1W (100%) and T2W (92.3%), hyperintense on
T2W in a little case (7.7%).

Central scar presents in our study in low proportion 0.7%.
Central scar is presented in HCC with fibrolamellar. Itis a maglinant
tumor rarely seen, clinical symptomnot specificity and usually be
metastasis into lymph nodes,often happens in young patients with
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non-cirrhosis. This is the tumor with non-capsule,well-defined
border, radial septa. On MR, it is slightly hypointense on T1W and
hyperintense on T2W, heterogeneous enhanced gadolinium in the
arterial phase.

Vascular invading is often seen in HCC. The proportion of
vascular invading in our study is 7.8% (table 3.21).According to the
study of Kelekis N.L et al, Loyer E.M et al, Catalano O.A et al, this
proportion maybe 6.5-48%. So that, the results of our study is the
same to other studies.

Late-stage HCCusually has secondary lesion at the other organs
such as hepatic metastasis, nodes, lungs... In our study, the
secondary hepatic lesion is in high proportion (9.0%) compared with
other secondary lesion (table 3.22).

Cirrhosis: In this study, HCC base on cirrhosis is presented in
high proportion (73.7%) (table 3.23). The study of Kremsdorf D et al
in Asia, United States and Europe shows that at least 90% cases of
HCCrelative to cirrhosis. Gongalves C.S et al study in S&o Paulo,
Brazil,the proportion of HCChbase on cirrhosis is 71.2%. According
to Federle M.P et al, the proportion of HCCbase on cirrhosis in Japan
is 70%.

4.3. Diagnosis value of MRI in HCC
4.3.1. Sensitivity, specificity of MRI in HCC diagnosis

In our study, the sensitivity and specificity of MRI in HCC
diagnosis is high (with pathology is the gold criteria to diagnose), as
97.5% and 95.4%. The positive predictive value is 99.2% and
negative predictive value is 87.5% (table 3.24). The study of
Lauenstein T.C et al shows that the sensitivity 88.9%, specificity
97.7%, the positive predictive value 92.3% and negative predictive
value is 96.6%. Kim S.H et al says that the sensitivity 94%, the
positive predictive value 98.7% and negative predictive value is
90.6%. Filippone A et al says that the sensitivity 92%, specificity
93%. Then, the sensitivity value in our study is higher than in the
authors' study above. While the specificity in our study is lower than
this in the study of Lauenstein T.C and higher than thin in the study
of Filippone A. This difference comes from the reason that
Lauenstein T.C et al studied on MRI machine Magnetom Avanto
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1.5T,using gadolinium contrast study with T1IW in-phase va out-of-
phase, T2W HASTEand T1W 3D removing fat before and after
gadolinium chelate injection (magnevist). This author did not study
on Diffusion. While in this study, we studied on all weighted
including Diffusion (this is very sensitive to detect the lesion). So
that, the sensitivity in the other studies is lower than in our study. Also,
Kim S.H and Filippone A did not study on Diffusion weighted so that
the sensitivity value is lower. The specificity value in our study is higher
than this in the study of Filippone A because of that the negative group
of that study is dysplasia only. While the negative group in our study
includes dysplasia, hemangioma, FNH, bile duct cancer ...

The results of our study: the sensitivity and specificity value of
MRI in HCC diagnosis base on cirrhosis is 97.6% and 100%, higher
than non-cirrhosis group as 97.4% and 94.4% (table 3.27).

The diagnosis value of MRI in HCCbase on cirrhosis and AFP
serum level > 200 ng/ml: in this study, there are 13 cases HCC base
on cirrhosis and AFP serum level > 200 ng/ml are diagnosed HCC
by pathology (table 3.29). AFP is a useful marker in diagnosis of
HCC. According to Trevisani F et al, AFP serum level more
than200ng/mland the tumor base on cirrhosis is useful to diagnose
HCC. In this case, it is not indicated biopsy if the tumor is typical in
HCC imaging on MRI.

4.3.2. Diagnosis value of MRI combination with AFP in HCC

Trevisani F et al shows that, if AFP serum level >200ng/mland
the tumor is typical in HCC imaging base on cirrhosis,it can be
diagnosed HCCwithout biopsy. The results of our study is that 40
cases with AFP serum level > 400 ng/ml and cirrhosis imaging on
MRI can be diagnosed HCC (in 88.9% of cases without pathology
performing) (table 3.30). There are 3 cases diagnosed HCCwithout
pathology performing because of the imaging typical HCC of the
tumor on MRI, containing microscopic fat and AFP serum level >
1000 ng/ml. One case without pathology performing base on the
typical HCC imaging on T1W, T2W, enhanced gadolinium contrast,
the size of the tumor is great (5,9 cm) and AFP serum level > 1000
ng/ml (2118 ng/ml). One the other case without pathology
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performing base on the tumor with the typical HCC imaging,
containing microscopic fat, tumor diameter 13 cm and AFP serum
level > 400 ng/ml (table 3.31). According to Federle M.P et al,
HCCtumor in great size is that >5cm diameter.

4.4. The role of MRI in study the results of HCC treatment by
TOCE method

4.4.3. Sensitivity, specificity value of MRI in study hypervascular
neoplasm after TOCE treatment

Studying on T2W, T1W, dynamic, Diffusion and ADC value,
MRI could well study HCC after TOCE treatment.In our study, 121
tumors were studied on hypervascular neoplasm on MRI and
compared with hepatic arterial DSA as the gold criteria. The
diagnosis value: sensitivity 99.2%; specificity 100%; the positive
predictive value is 100% and negative predictive value is 80% (table
3.44).The study of Osama R.M et al in 2013: sensitivity, specificity,
positive predictive value, and negative predictive valueare 90.5%,
96.6%, 95% va 93.3% and the diagnosis value of diffusers MRI are
100%, 65.5%, 67.7% and 100%.According to the study of Kubota K
et al: MRI studying the hypervascular neoplasm of HCC after TOCE
treatment has the sensitivity and specificity value is 100%. Then, the
sensitivity and specificity value in our study is higher than this in the
study of Osama R.M et al, the same to this in the study of Kubota K
et al. This is because of we study HCC on all weighted such as T1W,
T2W, dynamic MRI, diffusers MRI with ADC value.

4.4.4. Comparing the hypervascular neoplasm detecting of MRI with
CT scanner (for the hypervascular tumors filled much of lipiodol)

The results of our study: 37 hypervascular tumors filled much of
lipiodol (diagnosed by hepatic arterial DSA) are studied by both MRI
and CT scanner: 97.3% of tumors are hypervascular neoplasm
detected on MRI. While, CT scanner can only detect 16.2% tumors
in hypervascular neoplasm. It is significant difference (p<0.01). 24
tumors are study hypervascular neoplasm hardly on CT scanner but
can be detected on MRI (100%). In 7 tumors not seen hypervascular
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neoplasm on CT scanner, there are 6 tumors are hypervascular
neoplasm detected on MRI (85.7%) (table 3.46). So that, for the
tumors filled much of lipiodol after TOCE treatment, MRI is better
than CT scanner in study hypervascular neoplasm. According to the
study of Lim H.S et al, CT scanner performing to study
hypervascular of HCC after TOCE treatment is limited because of
filling much of lipiodol. In this case, MRI performing is better use
because the signal not influenced by lipiodol.The study of
Ozkavukcu E et al shows that: compared with CT scanner, MRI
performing is better in detecting survival or recurrence tumors as
well as in diagnosis complication after TOCE treatment. MRI could
study HCC well because of that the signal is not influenced by
lipiodol filling into the tumor.

4.4.5. MRI could detect secondary hepatic lesion more than CT
scanner

Diffusion weighted imaging is very sensitive in study secondary
lesion, especially at liver. Our results: 29 cases are studied both by
MRI and CT scanner: 6/9 cases are detected secondary hepatic lesion
on MRI (66.7%). 33.3% cases of secondary lesion are not detected
on CT scanner (table 3.47). These case are detected many small
secondary lesion on dynamic MRI, especially on Diffusion weighted
imaging. According to the study of Yu J.S et al, MRI performing
with Diffusion weighted could study nearly metastasis better than
dynamic MRI.

Comparing MRI with CT scanner in study maglinant portal
venous thrombosis (of cases performing both by MRI and CT
scanner) in 29 patients, there are 2 cases of portal venous thrombosis
detected, but MRI performing could diagnosis maglinant ones only
(table 3.48).

CONCLUSION
1. MRI features of HCC:
Hyperintense on T2W: 96.3%, hypointense on T1W: 90.4%.
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Fast enhanced gadolinium on T1W in the arterial phase: 98.9%;
washout in the portal venous phase: 93.7%; washout in the delayed
phase: 96.3%.

Hyperintense (diffusersreduce) on Diffusion, hypointense on
ADC map: 99.6%.

The average of ADC value is low (1.094x10°mm?/s).

Microscopic fat containing: 15.6%; tumor capsule: 14.4%;
central fibro scar: 0.7%.

Portal venous invading (maglinant thrombosis): 7.8%.
HCCwith secondary hepatic lesion: 9.0%.
HCCbase on cirrhosis: 73.7%.

2. Diagnosis value of MRI in HCC

Diagnosis value of MRI in HCC (with pathology as the gold
criteria): the sensitivity 97.5%; specificity 95.4%; positive predictive
value 99.2% and negative predictive value 87.5%.

The higher of sensitivity and specificity of MRI diagnosis HCC
in case of more than 2 tumors, the larger tumor diameter and the
tumors with cirrhosis.

AFP serum level > 200 ng/ml combination with the cirrhosis:
MRI fit perfectly with pathology to diagnose HCC.

HCC is diagnosed without pathology performing: serum level >
400 ng/mlcombination with the typicaltumors of HCCon MRI.

The concordance between pathology and MRI in order to diagnose
HCC or other hepatic tumors is very good (Kappa=0,904)

Diagnosis value of MRI in malignant portal venous thrombosis:
the gadolinium enhancement of the malignant portal venous
thrombosis is likely the HCC tumor (percentage 0f69,2%). The
average of ADC value of the malignant portal venous thrombosis is
low (1.076 x 10°mm?/s) and related with the ADC value of the
tumor strongly (r = 0,99).

3. The role of MRI in study the results of HCC treatment by
TOCE method

The tumor after TOCE which is not or rarely hypervascular

neoplasm on dynamic MRI almost hyperintense on T1W and
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hypointense on T2W (90.9%), non-hyperintense on Diffusion and
hyperintense on ADC (100%).

The concordancebetween hypervacular neoplasm on DSA and
signal change on T1W (Kappa = 0,792), T2W (Kappa =0,715),
Diffusion (Kappa = 0,885).

The ADC value of the viable tumorafter TOCE is low(1,103 x
10-3mma2/s), compared to high ADC value of necrosis tumor (1,899
X 10-3mm2/s).

MRI diagnosis hypervascular neoplasm (compared with hepatic
arterial DSA as the gold criteria): sensitivity 99.2%; specificity
100%; positive predictive value 100% and negative predictive value
80%.

MRI could detect hypervascular neoplasm and hepatic
secondary lesions better than CT scanner.

MRI could detect the malignant portal venous thrombosis better
than CT scanner.

RECOMMENDATIONS

Study on imaging and diagnosis value of MRI in HCC and the
results of treatment by TOCE method, we get some
recommendations:

- The MRI technic is safe, effectiveness and should be indicated
regularly combination with AFP serum level to diagnose HCC early.

- In case of cirrhosis and the typical HCC of MRI combination
with AFP serum level >200 ng/ml, noneed to indicate the pathology
performing.

- For HCC patients after TOCE treatment, it is useful to follow
up by MRI performing to study hypervascular neoplasm and detect
metastases. So that we could manage the HCC to orient the plan of
treatment.

- Further researchdirections: long follow up the survival of HCC

patients in order to study the role of MRI in prediction HCC after
TOCE treatment.
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