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LAY HUYET KHOI BANG DUNG CU CO HQC PIEU TRI
TAC PONG MACH NAO CO KiCH THUOC TRUNG BINH

Ding Phiic Pirc’, Ding Minh Dirc’

Toém tit

Mouc tiéu: Panh gid két qua, do an toan cua diéu tri tic dong mach c6 kich
thude trung binh dugc léy huyét khdi béng dung cu co hoc (DCCH). Doi tuwong
va phwong phdp: Nghién ciru hdi ciru, mo ta cit ngang trén 75 trudng hop tic
d6ng mach c6 kich thudc trung binh dugc diéu tri 14y huyét khéi bang DCCH tai
Khoa Dot quy Bénh vién Quan y 103 tir thang 01/2020 - 12/2021. Két qud: Tac
mach tién phat 61,3%, tic mach thtr phét 38,7%; vi tri tic mach: Dong mach ndo
gitra doan M2 45,3%, doan M3 33,3%, dong mach ndo trudc (anterior cerebral
artery - ACA) 14,7% va dong mach ndo sau (posterior cerebral artery - PCA)
6,7%; Bién cb khong mong mudn: Chay mdu duéi nhén 6,7%, chay mau nhu mo
nio 14,7%; Ty 1¢ tai thong t6t eTICI 2c-3 74,7%, hoi phuc t6t sau 90 ngay mRS
0-1 12 54,7%. Két lugn: Lay huyét kh6i bang DCCH buéc dau cho thay day la
bién phép diéu trj hiéu qua, an toan, giam ty 1& tan phé ddi véi cdc trudng hop tic
dong mach c6 kich thudce trung binh.

* Tw khoa: Ldy huyét khoi bdng dung cu co hoc; Tdc mach c¢é kich thudc
trung binh.

MECHANICAL THROMBECTOMY IN MEDIUM VESSEL OCCLUSIONS
Summary

Objectives: To evaluate the results and safety of mechanical thrombectomy in
medium vessel occlusions. Subjects and methods: A retrospective, descriptive
cross-sectional study on 75 subjects of medium vessel occlusions treated by
mechanical thrombectomy at Stroke Department, Military Hospital 103 from
January 2020 to December 2021. Results: Primary occlusion 61.3%, secondary
occlusion 38.7%; Occlusion site: MCA M2 segment 45.3%, M3 segment 33.3%,

"Khoa Dot quy, Bénh vién Quén y 103, Hoc vién Quén y
Nguoi phin hdi: Ping Phiic Pirc (dangphucducl03@gmail.com)
Ngay nhan bai: 10/01/2023
Ngay duge chip nhan ding: 17/01/2023
http://doi.org/10.56535/jmpm.v48i2.248
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ACA 14.7% and PCA 6.7%; Complications: Subarachnoid hemorrhage 6.7%,
intraparenchymal hemorrhage 14.7%; eTICI 2¢-3 74.7%, mRS 0-1 at 90 days 54.7%.
Conclusion: Mechanical thrombectomy has proven to be a safe, effective technique,
contributing to reduce the rate of disability for medium vessel occlusions.

* Keywords: Mechanical thrombectomy,; Medium vessel occlusions.

PAT VAN PE

Céc thtr nghiém 1am sang duoc thuc
hién trong thip ky gan day di cung cip
cdc bang chimg déng tin cdy vé hiéu
qua cua liy huyét khéi bang DCCH
(Mechanical thrombectomy) diéu tri
nhdi mdu ndo (NMN) cfip do tic céc
nhanh dong mach c6 kich thudc 16n,
bao gbébm: dong mach canh trong
(internal carotid artery - ICA), dong
mach nao gittra doan MI1 (middle
cerebral artery - MCA) va dong mach
nén (basilar artery - BA) [1]. Tuy
nhién, trong qua trinh diéu tri 1am sang
da ghi nhan cac truong hgp khong chi
c6 LVO (large vessel occlusion) ma
con ¢ tic cdc nhdnh dong mach cé
kich thudc nho hon, bao gom: MCA
doan M2/M3, doan xa cuia dong mach
ndo trudc (anterior cerebral artery -
ACA) va dong mach nao sau (posterior
cerebral artery - PCA). Ba vi tri dong
mach néu trén duogc goi 1a dong mach
c6 kich thudc trung binh (medium
vessel occlusions - MeVO), da bi loai
ra khoi cdc thir nghiém 1am sang vé
diéu tri MT trong NMN cép, tror vi tri
M2 cia MCA duogc lya chon trong thur
nghiém 1am sang HERMES [2]. Nhin
chung, dva trén cdc nghién ctu da
dugc cong bd va duong kinh ciia dong

4

mach ndo, cdc vi tri dong mach cé
duong kinh trung binh tir 0,75 - 2 mm.
Cdc vi trf ton thuong MeVO dugc xéac
dinh bao gém: dong mach ndo giita
doan M2-4, dong mach ndo trudc doan
A1-5, dong mach ndo sau doan P1-P5.
Ton thuong céc vi tri néu trén thuong
dugc cho la it nguy co de doa tinh
mang ngudi bénh, tuy nhién van ton tai
nguy co dé lai cdc khiém khuyét than
kinh giy tan phé. Tai Khoa Dot quy,
Bénh vién Quan y 103, k¥ thuat lay
huyét khbi bang DCCH da dugc trién
khai thuong quy cho cac truong hop
LVO, déi véi MeVO ciing di bat dau
trién khai trong thoi gian gan day.
Trong ndi dung bai bdo nay ching toi
xin chia sé mot sé kinh nghiém va két
qua ban dau trong diéu tri “Ldy huyét
khoi bang DCCH diéu tri NMN cdp do
tic déng mach cé kich thuéc trung
binh” tai Bénh vién Quan y 103.
POI TUQONG VA PHUONG PHAP
NGHIEN CUU

1. P6i twong, thoi gian va dia
diém nghién ctru

* Doi twong nghién ciru:

Gém 75 truong hop NMN do
MeVO trong vong 6 gid dau dugc diéu
tri 1ay huyét khdi bang DCCH don doc
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hoic c6 két hop véi thudc tiéu soi
huyét duong tinh mach. Tiéu chuan lya
chon va loai trr dua trén khuyén cao
diéu tri cua Hoi Dot quy/Tim mach
Hoa Ky trong diéu tri NMN cép do
LVO trong vong 6 gio dau ké tir khi
khoi phat [1].

* Thoi gian va dia diém nghién ciru:

- Nghién cuu dugc thuyc hién tai
Khoa Dot quy Bénh vién Quan y 103
t thang 01/2020 - 12/2021.

2. Phwong phap nghién ciu

* Thiét ké nghién ciru: Nghién ctru
hdi ctru, md ta cit ngang.

* Cdc chi tiéu nghién cvu chinh:

- Pic diém cia d6i twong nghién
ctru: Tudi, gidi tinh, tién sir bénh.

- Dic diém chan doan hinh anh
trude can thiép: Piém ASPECT [3], vi
tri dong mach ton thuong.

- Piac diém diéu trj tai thong: Ty 18
didu tri tiéu soi huyét duong tinh
mach, thoi gian cua kim, thoi gian vao
vién - choc dong mach, thoi gian choc
dong mach - ti thong, s6 lan lay huyét
khdi, dénh gid muc do tai thong mach
theo thang diém eTICI.

- Panh gid muc d§ an toan: Bién
cd khéng mong mudn trong va sau
can thiép, bién cb6 chay miu nio c6
triéu chuing.

- Péanh gid két qua: Tinh trang hoi
phuc 1dm sang theo thang diém mRS
tai thoi diém ra vién va sau 90 ngay.

* Dung cu va ky thudt diéu tri can
thiép noi mach:

- Chiing t6i lya chon dung cu ly
huyét khoi c6 kich thudc tuong thich
v6éi duong kinh trung binh cua céc
dong mach muc tiéu.

- Dung cu léy huyét khéi dang stent:
TREVO XP cua hang Stryker - Hoa
Ky, kich thuéc 3*20 mm twong thich
vOol micro catheter c¢& 0.017 inch
(Trevo Pro 14 - Stryker hodac Headway
17 - Microvention).

- Dung cu hit huyét khéi bang hé
thong 6ng thong long rong: 3MAX
(duong kinh 1,27 mm), 4MAX (dudng
kinh 1,42 mm) hodac SMAX (duong
kinh 1,67 mm) - Penumbra, Hoa Ky.

- Ky thuat can thiép:

+ LAy huyét khdi bang dung cu dang
stent: Puong vao dong mach dui, dat
guiding catheter c& 8F vao dong mach
canh trong bén ton thuong. Pua micro
catheter c& 0,017 inch (Headway 17 -
Microvention, Excelsior SL-10 -
Stryker hodc Trevo Pro 14 - Stryker)
xuyén qua vi tri tac, dudi dudng dan
cua micro wire 0,014 inch (Traxcess
14 - Microvention hoac Transcend
0,014 - Stryker). Trién khai stent lay
huyét khéi théng qua micro catheter va
kéo huyét khéi ra ngoai.
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Hinh 1: Ly huyét khéi bang dung cu dang stent.

+ Ky thuat BEMP (blind
exchange/mini pinning): Duong vao
dong mach dui, dat guiding catheter c&
8F vao dong mach canh trong bén
ton thuong. Pua micro catheter c&
0,017 inch (Headway 17 - Microvention,
Excelsior SL-10 - Stryker hodc Trevo
Pro 14 - Stryker) xuyén qua vi tri tic,
dudi duong dan cta micro wire 0,014
inch (Traxcess 14 - Microvention hoac

Transcend 0,014 - Stryker). Trién khai
stent 1dy huyét khéi thong qua micro
catheter sau d6 thu micro catheter chi
dé lai stent 1y huyét khéi. Truot 6ng
thong hiit huyét khéi (3MAX, 4MAX,
5MAX - Stryker) theo diy din mang
stent cho t6i khi 6ng thong tiép can vi
tri huyét khéi, vira hit dp lyc 4m vira
kéo stent 1dy huyét khoi ra khoi long
dong mach.

Hinh 2: K§ thuat BEMP (A) Trién khai stent 1dy huyét khéi, (B) Thu micro
catheter ra khoi long mach chi dé lai stent, (C) Bua 6ng hiit huyét khoi tiép can vi
trf tic mach dudi din dudng cta cdn stent, (D) Duy tri hit dp luc 4m va thu stent,

kéo huyét khéi ra khoi long mach.



TAP CHI Y DUQC HQC QUAN SU SO 2 - 2023

* Theo doi va diéu tri sau can thiép:

Tat ca cic truong hop sau can
thiép 14y huyét khdi ndi mach duoc
diéu tri theo phic do didu tri
dot quy NMN, kiém tra lai chan dodn
hinh anh sau 24 gio hodc bat ki thoi
diém nao ngudi bénh cé dién bién
ting nang vé tinh trang y thic hoic
triéu chimg ton thuong than kinh
khu tra.

* Xir Iy s6 liéu: Bang phan mém
SPSS 15.0.

KET QUA NGHIEN CUU
1. P6i twong nghién ciu
Trong khoang thoi gian ching to1
tién hanh nghién ctru (thang 01/2020 -
12/2021), tai Khoa Bgt quy Bénh vién
Quan y 103 di diéu tri 276 truong hop
NMN cép dugc ldy huyét khdi bang
DCCH. Trong d6, ghi nhan dugc
75 trudng hop MeVO bao gdm nhiing
truong hop tién phédt (cuc tic hinh
thanh dau tién) va tht phat (do huyét
khéi di chuyén trong qud trinh diéu tri
cac dong mach co kich thudce 16n).

Bang 1: Pac diém d6i twong nghién ctru.

Pic diém S6 lwong (n = 75) Ty 18 (%)
Nam gioi 41 54,7
Tang huyét 4p 35 46,7
Dii thdo dudng 14 18,7
R6i loan lipid mdu 26 34,7
Rung nhi 17 22,7
Hiit thudc 19 25,3
Téc mach tién phat 46 61,3

Nam gi6i chiém 54,7%, cic yéu tb
nguy co thuong gip 1a ting huyét dp
46,7%, roi loan lipid mau 34,7%, hut
thudc 25,3% va rung nhi 22,7%. 61,3%
s6 truong hop 12 MeVO tién phat dugc
phat hién trén cat 16p vi tinh mach mdu

ngay thoi diém nhdp vién, 38,7% la
cic trudong hop tic mach thir phét do
su di chuyén ciia cdc manh vun huyét
khdi - dugc phat hién trén DSA trong
qud trinh can thi€p ndi mach diéu tri
céc truong hop LVO.
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2. Pic diém chin doan hinh anh

Bang 2: Vi tri tdc mach.

Vi tri tic mach

S6 lwong (n = 75) Ty 18 (%)
DPong mach ndo gilta doan M2 34 453
DPong mach ndo gitta doan M3 25 33,3
Pong mach nao trudce 11 14,7
Pong mach ndo sau 5 6,7

Tan suat MeVO thudng gip nhat 1a dong mach nio gitra, trong d6 doan M2 1a
45,3%, doan M3 33,3%, dong mach nao trudc 14,7% va dong mach nao sau 6,7%.

3. Két qua diéu trj tai thong biang can thiép ndi mach

Bang 3: Dic diém diéu tri can thiép ndi mach.

Pic diém diéu trj tai thong

S6 lwong (n = 75) Ty 18 (%)
Lay huyét khéi dang stent 29 38,7
K¥ thuat BEMP 46 61,3
eTICI 0-1 8 10,7
eTICI 2a-b 11 14,7
eTICI 2¢-3 56 74,7

Trong s& 75 bénh nhan, 38,7% duogc 1iy huyét khdi bang dung cu dang stent,
con lai 61,3% dung k¥ thuat BEMP. Ty I¢ tai thong t6t sau can thi¢p (eTICI 2¢-3)
trong nghién ctru cua ching t6i 1a 74,7%.

4. Bién c6 khong mong muon va két cuc sau 3 thang

Béang 4: Bién c6 khong mong muon va két cuc.

Pic diém S6 lwong (n = 75) Ty 18 (%)
Chay méu dudi nhén 5 6,7
Chay mdu trong nhu mo nao 11 14,7
mRS 0-1 sau 90 ngay 41 54,7
Tu vong sau 90 ngay 8 10,7

Ty 1& bién c¢6 chiay mdu ndo (bao gdm chay mdu dudi nhén va mdu ty trong
nhu mo6 ndo) trong nhém nghién cuu la 21,4%. Theo ddi tai ngay thir 90 sau dot
quy, ty 1& tir vong 12 10,7%, ty 1& hdi phuc tot véi mRS 0-1 12 54,7%.

8
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BAN LUAN

Nghién ctru 75 truong hop NMN do
MeVO trong vong 6 gid dau dugc diéu
tri 14y huyét khdi bang DCCH don doc
hodc c6 két hop véi thudc tidu soi
huyét duong tinh mach, két qua thu
duoc nhu sau:

1. Pic diém doi twong nghién ciru

Nam gidi chiém 54,7%, cac yéu t
nguy co thuong gip 1a ting huyét dp
46,7%, roi loan lipid mau 34,7%, hut
thubc 25,3% va rung nhi 22,7%. 61,3%
s6 truong hop 12 MeVO tién phét dugc
phét hién trén cit 16p vi tinh mach mdu
ngay thoi diém nhap vién, 38,7% la
cdc trudng hop tic mach thtr phat do
su di chuyén cia cdc manh vun huyét
khéi - duoc phat hién trén DSA trong
qué trinh can thi€ép ndi mach diéu tri
cac truong hop LVO. Trong qué trinh
can thiép ndi mach diéu trj LVO, dé
giam nguy co huyét khéi v vun di
chuyén vao su trong hé tudn hoan nio
gay tac cdc doan mach xa, 6ng thong
c6 béng chen dé tam chin luu thong
cua dong mau da duogc st dung. Tuy
nhién, van c¢6 mot ty 18 nhat dinh xay
ra su di chuyén ctia cdc manh huyét
khéi giy tic cdc doan mach xa. Trong
nghién ctru cua Pérez-Garcia C. va CS,
ty 16 MeVO thir phat c6 thé chiém téi
mot nira téng s6 ca MeVO duoc diéu
tri [4].

Diéu trj thudc tiéu soi huyét duong
tinh mach: Trén 1y thuyét, thudc tiéu
soi huyét duong tinh mach alteplase c6
thé c6 tic dung tét hon ddi véi cdc
truong hop MeVO khi so sanh véi céc
treong hop LVO. Trong mot phan tich
tong hop dit lidu trén 26 nghién ctu
v6i 2063 truong hop diéu tri bang
alteplase don ddc, hi€u qua tai thong
dbi voi nhém tic dong mach nio giira
doan M2, M3 1a 52% trong khi d6i voi
nhém tic M1 chi dat 35%, 13% doi véi
tic ICA va 13% d6i voi dong mach
nén [5]. Két qua t nghién ctu
INTERRSeCT cho thdy, sir dung
alteplase trudc diéu tri can thiép noi
mach cho ty 1€ tai thong 43% vo1 MCA
doan M3, ACA hoac PCA va 1én td1
37% v6i MCA doan M2 so véi chi
22% tai thong vé61 MCA doan M1 va
11% 1ICA [6]. Céac dir liéu trén cho
thdy, alteplase c6 hiéu qua hon trén
nhitng truong hop MeVO so voi LVO,
tuy nhién day chua phai l1a bién phép
diéu tri hoan hao do ty 1¢ tdi thong con
han ché. Trong 75 truong hop MeVO
duge diéu tri, c¢6 22 truong hop
(29,3%) dugc diéu tri tpA.

2. Pic diém chan doan hinh anh

Chan doén vi tri tic mach dua trén
cit 10p vi tinh mach mau va/hoic DSA
mach mau, ching t6i ghi nhan vi tri
MeVO thudng gip nhat 1a MCA, trong
d6 doan M2 1a 45,3%, doan M3 33,3%,
ACA 14,7% va PCA 6,7%. Nghién

9
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cuu cua Pérez-Garcia C. va CS ciling
cho két qua tuong tu vé vi trf tic mach
véi MCA doan M2 chiém ty 1€ cao
nhét (35,8%) [4].

3. Két qua va do an toan cia
phuwong phép diéu tri tai thong liy
huyét khéi baing DCCH

Lya chon k¥ thuat can thiép ddi véi
cac bénh nhan trong nhém nghién ctru
dua trén kinh nghiém cua béc si can
thiép ciling nhu dung cu c6 san tai thoi
diém can thiép. Ty 1é st dung stent lay
huyét khdi c6 kich thude nho 12 38,7%,
st dung ca stent 1ay huyét khdi két hop
v6i 6ng hut huyét khdi dp Iyc 4m theo
ky thuat BEMP 1a 61,3%. Mot s tic
gia dua ra gia thuyét rang st dung phdi
hop ca 2 loai dung cu ldy huyét khoi
t6t hon so voi sur dung 1 loai dung cu
don doc, lam tang ty 1¢ tii thong ngay
lan 14y huyét khdi dau tién (first pass
recanalization). Tuy nhién, gia thuyét
nay chua dugc ching minh. Trong
nghién ctru cua Pérez-Garcia C. va CS
diéu tri MeVO bﬁng can thi¢p ndi
mach, so sinh hiéu qua giira stent 1y
huyét khéi c6 kich thudc nho va lay
huyét khdi bing ky thuat BEMP,
khong ghi nhan sy khéic biét c6 y nghia
thong ké giita 2 k¥ thuat vé ty 18 tdi
thong ky dau (64% so voi 50%,
p =0,137) va ty 18 tai thong tot (78,5%
so voi 78% voi p = 0,856) [4]. Pong
thoi tc gia nay ciing chi ra rang khong
c6 su khéc biét vé ty 18 bién cd chay

10

mau dudi nhén hodc chdy mdu ndo co
tricu chung gitta 2 phuong phép, tuy
nhién c6 ghi nhan ty I¢ chay mau nao
khong tri¢u chiing cao hon trong nhoém
chi st dung stent liy huyét khoi
(12,8% so voi 1,9% véi p = 0,038) [4].
Trong nghién ctru cua chiing t6i1, do c&
mau con han ché nén chua danh gid so
sanh vé hiéu qua ciing nhu d6 an toan
giita 2 phwong phdp. Ty 18 tdi thong t6t
sau can thi¢p (eTICI 2c-3) trong
nghién ctru cua ching toi 1a 74,7%, két
qua nay tuong dwong véi mot sd
nghién ctru ciia céc tic gia quoc té voi
ty 1¢ tai thong dao dong tur 70 - 80%
tuy theo vi tri MeVO [4, 5].

Ty 1& bién cb chay mdu ndo (bao
gém chdy médu dudi nhén va médu tu
trong nhu md ndo) trong nhom nghién
ctru 1a 21,4% tuong duong voi mot sb
nghi€n ctru cua cic tac gia nudc ngoai
(ty 1€ chdy mdu tr 17,9% - 28,2%) [4].
Theo doi tai ngay thir 90 sau dot quy,
ty 1& tr vong 1a 10,7%, ty 1& hdi phuc
t6t voi mRS 0-1 12 54,7%. Chua cé
nhiéu thtr nghiém 14m sang duoc cong
bd vé hiéu qua diéu tri MeVO béng
can thi€p ndi1 mach tuy nhién trong thu
nghiém HERMES c6 thuc hién can
thiép ndi mach trén nhém tic MCA
doan M2. Két qua cua tha nghiém
HERMES trén nhém bénh nhan tic
M2 cho thay ty 18 hoi phuc tot sau 90
ngly cao hon trong nhém diéu tri can
thiép (58% so v6i 40% trong nhoém
diéu tri tpA, p = 0,03) [2].
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KET LUAN

Téc dong mach ndo cé kich thudc
trung binh 12 mot tinh hudng thudng
gap trén lam sang, hién tai chua c6
khuyén cdo vé diéu tri tdi thong bang
can thi€p nd1 mach cho cac truong hop
MeVO. Tuy nhién, di c6 nhiéu nghién
ctru don doc dugc tién hanh va cho két
qua ban dau kha quan, qua qud trinh
diéu tri tai Bénh vién Quan y 103,
ching tdi c¢6 mot s6 két ludn sau:

- Ty 1&¢ MeVO tién phat 61,3%, tic
mach thir phat sau 1dy huyét khdi co
hoc diéu tri LVO 38,7%.

- Vi trf tic mach: MCA doan M2
45,3%, doan M3 33,3%; ACA 14,7%
va PCA 6,7%.

- Bién cb khong mong mudbn: Chay
mau dudi nhén 6,7%, chay mdu nhu
mo nao 14,7%.

- Ty 1é t4i thong tot eTICI 2¢-3
74,7%, hoi phuc tot sau 90 ngdy mRS
0-11a 54,7%.
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PANH GIA HIEU QUA PIEU TRI VA TAC DUNG KHONG MUON CUA
PHAC PO HOA XA TRI PONG THOI TRIET CAN VOI CISPLATIN

CHU KY 3 TUAN TRONG UNG THU HA HONG - THANH QUAN
GIAI DOAN III, IVA-B

Tran Hoang Cwong', Pham Thi Mai', Pham Ngoc Diép’
Pham Khdnh Hung', Bii Quang Biéu’

Tém tit

Mouc tiéu: Dénh gia ddp tng diéu tri cua phic dd hod xa tri dong thoi triét cin
st dung hoa chét cisplatin chu ky 3 tuan va xa tri diéu bién lidu (IMRT) cho ung
thu ha hong - thanh quan (UTHHTQ) giai doan III, IVA-B va céc tac dung khong
mong muén cia phic d6. Péi tweng va phwong phdp: Nghién cru md ta cat
ngang, hoi ctru két hop tién ctru trén 32 bénh nhan (BN) UTHHTQ giai doan III,
IVA-B dugc diéu tri budc dau bang hod xa tri dong thoi véi Cisplatin chu ky 3
tuan tai Khoa Vat 1y, xa tri - Bénh vién Quan y 103 va Khoa Xa tri, xa phﬁu -
Bénh vién Trung wong Quén ddi 108 tir thang 01/2020 - 10/2022. Két qud:
46,9% hét triéu ching 1am sang; ty 1& dap (mg hoan toan 1a 56,3%; dap tng hoan
toan tai u la 62,5%, dap ing hoan toan tai hach la 56,3%. Tac dung khong mong
mudn cua diéu tri trén hé tao u: giam bach cau d6 4 12 3,1%, khong c6 truong
hop nao giam HGB d¢ 3 va 4. Tdc dung khong mong mudn ngoai hé tao mau do
3, d6 4 gobm: Viém da 62,5%; viém niém mac hong miéng 65,6%; nudt dau 3,1%.
Két lugn: Phic d6 hod xa tri dong thoi sir dung hod chat cisplatin chu ky 3 tuan
phdi hop xa tri diéu bién lidu cho thay hiéu qua diéu tri véi UTHHTQ giai doan
I, IVA-B. Cic tic dung khong mong mudn trén hé tao mau (gdm giam bach
cau, giam HGB, giam tiéu cdu) ¢ mirc nhe, céc tdc dung khong mong mudn trén
da va niém mac chi yéu 1a viém da do 1-2.

* Tir khéa: Ung thw ha hong - thanh quan; Cisplatin; Hod xa tri dong thoi;
Tdc dung khong mong muon.

"Khoa Hoa tri - Trung tim Ung buéu - Bénh vién Quan y 103
’Khoa Xa tri, Xa phiu - Vién Ung thwr - Bénh vién Trung wong Quéan dgi 108
Nguoi phan hdi: Tran Hoang Cuong (tranngoctracthanh @ gmail.com)

Ngay nhén bai: 10/01/2023

Ngay duge chip nhan ding: 31/01/2023
http://doi.org/10.56535/jmpm.v48i2.231
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EVALUATION OF TREATMENT OUTCOMES AND TOXICITY OF
CONCURRENT CHEMORADIOTHERAPY USING CISPLATIN
WITH A 3-WEEK CYCLE FOR PATIENTS WITH STAGE III, IVA-B
HYPOPHARYNGEAL - LARYNGEAL CANCER

Summary

Objectives: To evaluate the response to combined chemotherapy and radiation
therapy with cisplatin with a 3-week cycle for stage III, IVA-B hypopharyngeal -
laryngeal cancer and its toxicity. Subjects and methods: A retrospective,
prospective, and cross-sectional descriptive study on 32 patients with stage III,
IVA-B laryngeal cancer who were initially treated with chemoradiotherapy and
cisplatin with a 3-week cycle at the Department of Physics, radiation therapy -
Military Medical Hospital 103 and the Department of Radiotherapy and
Radiosurgery - 108 Central Military Hospital from January 2020 to October
2022. Results: 46.9% no clinical symptoms; 56.3% complete response; complete
response in the tumor was 62.5%; complete response in lymph node was 56.3%.
Undesirable effects of treatment on the hematopoietic system: Grade 4 BC
lowering is 3.1%, and there is no case of grade 3 and 4 HGB lowering. Toxicity
outside hematopoietic system in grade 3 and 4 includes dermatitis 62.5%;
inflammation of the oral mucosa 65.6%; painful swallowing 3.1%. Conclusion:
Simultaneous chemoradiotherapy with cisplatin for a 3-week cycle showed
effective treatment for cancer of the pharynx - larynx stage III, IVA-B. Adverse
effects are at an acceptable level.

* Keywords: Cancer of the pharynxgeal - larynxgeal; Cisplatin; Concurrent
chemotherapy and radiotherapy; Toxicity.

PAT VAN PE Bénh lién quan khd mat thiét vdi cdc

Tai Viét Nam, UTHHTQ thudc yéu td nguy co nhu: Hut thude 14, uéng

nhém cic ung thu dau c6 phd bién
dimg thur hai sau ung thu vom hong.
Ty 1é mic ung thu ha hong chiém 3%
ung thu du co trong toan dan. Bénh
hay gap ¢ nam gioi, ty 1€ nam/nir
12 4/1. D6 tudi hay gip nhit 40 - 60 [6].

ruou, cac viém nhiém man tinh ving
nhu HPV,
EBV,...trao nguoc da day - thuc quan.
Thé mo bénh hoc UTHHTQ chu yéu 1a
ung thu biéu md té bao gai (& bao vay)

ha hong do wvirus

véi cac mure do biét hoa khac nhau.
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Trudc day, diéu tri UTHHTQ giai
doan III, IVA-B chu yéu la ph?lu thuat,
thudng phai cit bo toan bd thanh quan,
mat chtc ning cia diy thanh am, giam
dang ké chat luong séng. Ngay ca khi
duoc phau thuat, ty 18 tai phat tai chd
va di can con cao, khoang 23% téi phat
sau 11 thang.

Hién nay, nhiéu nghién ctru trén thé
gidi cho thiy hod xa tri dong thoi cho
UTHHTQ mang lai nhiéu loi ich cho
BN, dac bi¢t l1a giai doan III, IVA-B
v6i nhiéu wu diém nhu: Kiém soét
bénh tai chd - ving dugc ting cao,
giam ty 1¢ tai phat va di can, tang thoi
gian sbng thém toan bo va thoi gian
séng thém khong bénh, bao ton chirc
nang day thanh am. Cisplatin 1a hod
chat thudc nhém Platinum c6 kha ning
tang nhay xa, ting kha ning tiéu diét té
bao ung thu va c6 hiéu qua nhat dé
phéi hop véi xa tri. Tuy nhién, phéic do
phdi hop dong thoi hod xa tri voi
Cisplatin ciing van con 1a van d¢ giy
tranh cdi. Hai phdc d6 hay dwoc dp
dung d6 1a héa xa tri véi Cisplatin lidu
cao 80 - 100 mg/m2 ngay 1, 22, 43 va
Cisplatin liéu thip 30 mg/m® hang tuan,
st dung 6 chu ky. Phéic dd héa xa tri
v6i Cisplatin lidu cao cho két qua diéu
tri cao hon nhung ciing di ciing nhiéu
tdc dung khong mong mudn hon, nén
thuong dp dung cho BN c6 thé trang
t6t va khong c6 qud nhiéu bénh 1y nén.
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POI TUONG VA PHUONG PHAP
NGHIEN CUU

1. Pdi twong, dia diém va thoi
gian nghién ciru

32 BN UTHHTQ giai doan III,
IVA-B dugc diéu tri budc 1 bang hod
xa trj dong thoi véi Cisplatin chu ky 3
tuan tai Khoa Vat 1y, xa trj - Bénh vién
Quan y 103 va Khoa Xa tri, xa phau -
Bénh vién Trung vong Quan doi 108
tu thang 01/2020 - 10/2022.

2. Phwong phap nghién ctiru

* Thiét ké nghién ciru: Nghién ctru
mo ta cat ngang, hdi ctu két hop
tién ctru.

* Co' mau: Toan bo.

* Tiéu chuan lwa chon: BN mébi
duoc chan dodn xdc dinh ung thu ha
hong - thanh quan giai doan III, IVA-B
diéu tri hod xa tri d@)ng thoi triét can,
lidu xa 70 Gy, hoa chat Cisplatin
lidu 80 - 100 mg/m* chu ky mdi 3 tuan
(21 ngay).

* Tiéu chudn loai trir:

- BN mic cdc ung thu khic.

- Tai thoi diém chan dodn c¢6 méc
cdc bénh cép tinh, cic bénh ly giy
gidm san tuy xuwong, BN c6 triéu
chirng chay mau.

- BN mang thai, cho con bu.

- BN tir chdi tham gia nghién ctru.
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* Nghién cuu ddnh gid ddp ung
co nang:

- Thoi diém ddnh gid: Danh gid ddp
mg bénh véi hai thoi diém quan st
trude va sau khi két thic diéu tri héa
xa dong thoi .

- Phuong phédp danh gia: Héi BN va
ngudi nha, thim kham, ghi hd so bénh
an, phan tich dir liu.

- Cac muc do dap tng: Dua vao su
thay dbi cdc triéu chimg co ning chia
lam 4 mic d§ theo WHO: Dédp tng
hoan toan, mot phan, giit nguyén, tién
trién. Cdc triéu chimg gém: Pau hong
¢6 xu hudng lan 1én tai, nudt kho, nudt
dau, khan tiéng, mat tiéng, ho mau,
kho thé.

- Pap tng hoan toan: Khong con
triéu chirng co nang.

- Péap ung mdt phan: Khi cic triéu
ching co ning giam nhe, khong xuét
hién tri¢u chiing méi.

- Bénh gilr nguyén: Céc tri€u chung
khong thay doi vé tinh chat.

- Bénh tién trién: Xuét hién triéu
chiing méi hodc c6 it nhat mot triéu
chirng nang hon.

* Nghién cuu ddnh gid ddp ung
thire thé:

Pénh gid su thay doi kich thudc,
tinh chit u va cdc nhém hach lién
quan, xdc dinh cdc ty 1¢ ddp tng va
phan tich méi lién quan giita dép mg
vOi cac tiéu chi: Vi tri u, m6 bénh hoc,

di can hach, giai doan u nguyén phit,
giai doan bénh, téng trang, liéu xa tri,
s6 chu ky héa chat.

- Thoi diém ddnh gid: Panh gid két
qua diéu trj trén u va hach sau tia xa 40
Gy va 70 Gy hodc khi BN c6 dién bién
bat thudng.

- Phuong tién danh gid: Khdm lam
sang va chan dodn hinh anh

- Cac muc d§ dip wtng: Dua theo
tiéu chuan danh gid ddp tmg cho khdi u
dac RECIST 1.1 (Response Evalution
Criteria in Solid Tumor) nam 2021.

+ Dédp wGng hoan (CR:
Complete response): Su bién mat cua
toan bg cdc ton thuong dich.

toan

+ DPédp ung mot phan (PR: Partial
response): Giam trén 30% tong dudng
kinh so véi trude diéu tri.

+ Bénh gitt nguyén (SD: Stable
disease): Khong dap ung céac ti€u
chuan cua ddp tmg mot phan hoic
bénh tién trién.

+ Bénh tién trién (PD: Progression
disease): Tang trén 20% tong dudng
kinh so voi tong duong kinh nho nhat
ghi nhan duogc ké tir Iic bat dau diéu trj.

* Pdnh gid tdc dung khong mong
muon cua diéu tri:

- Tac dung khéng mong mudn cua
héa cht:

+ Thoi diém danh gid: Xét nghiém
cong thitc mau, sinh héa mau dugc
thuc hién trudc truyén hod chét

15
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cisplatin hoac khi cé triéu ching lam
sang bat thuong va sau khi két thic
diéu tri.

+ Cac muc do:

v' Trén hé tao mdu: ddnh gid cic
chi s6: HST, BC, BCTT, TC.

v" Ngoai hé tao mdu: danh gia cic
chi sb: Ure, creatinin, AST, ALT, tinh
trang non, budn non, tiéu chay, cac
phan trng phan ve.

- Tdc dung khong mong mudn ciia
tia xa:

+ Pénh gid anh huong cép tinh tai
chd cua xa tri trén BN: Dua vao kham
va ghi nhan cdc tri¢u ching xuét hién
tai viing da chiéu xa va cich xir 1y.

3. Cac chi tiéu nghién ciru
Tudi, gidi tinh, téng trang, vi tri u,
giai doan bénh, m6 bénh hoc, dép tng

tai u, dip ung hach, dip ung toan
trang, cdc tic dung khong mong mudn
ctia phéc do.

4. Cac tiéu chuin ap dung trong
nghién ctru

- Phan diém toan trang theo ECOG.

- Phan giai doan theo TNM lan thir
8 cua AJCCS8 (2018).

- Pénh gia ddp tng diéu tri theo
RECIST 1.1. Bénh 6n dinh, dép Gng
mot phan, ddp tng hoan toan duoc xép
vao nhom c6 dap ung.

5. Phwong phap thu thap va xir ly
s6 liéu

- S6 liéu thu thap trén bénh 4n hoi
ctru két hop tién ctru, trong d6 hoi ctru
1a chu yéu.

- X 1y sb liéu bang phan mém
SPSS 26.0.

KET QUA NGHIEN CUU

1. Panh gia dap ing diéu tri

Bang 1: Panh gid ddp ing co nang.

Pap ung | Hoan toan | Mot phin | Giir nguyén | Tién trién
Liéu xa n %0 n % n %0 n %0
Sau 40 Gy 7 21,9 | 25 | 78,1 0 0
Sau 70 Gy 15 46,9 | 17 | 53,1

- Sau diéu tri 40 Gy, 21,9% BN hét triéu chimng, 78,1% BN giam triéu ching.
- Sau diéu tri 70 Gy, 46,9% BN hét triéu chimng, 53,1% BN giam triéu ching.
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Béang 2: DBanh gia dap ing chung ctia u va hach.

Pap img | Hoan toan | Mot phan | Giir nguyén Tién trién
Liéu xa n %0 n %0 n %0 n %0
Sau 40 Gy 6 18,8 | 26 | 81,2
Sau 70 Gy 18 | 56,3 | 14 | 43,7

- Sau 40 Gy, ty 1¢ ddp tng hoan toan 12 18.8%, mot phan 81,2%, dip tng

chung la 100%.

- Sau 70 Gy, ty 1¢ ddp tng hoan toan 13 56,3%, mot phan 43,7%, dip tng

chung 1a 100%.

Béang 3: Banh gid ddp ung u.

Pap Gng u S6 BN (n) Ty 18 (%)
Hoan toan 20 62,5
Mot phan 12 37,5
Gilr nguyén 0
Tién trién 0
Tong 32 100

- Sau khi két thdc diéu tri, ty 16 u ddp ung hoan toan 12 62,5%, mot phan 1a

37,5%, dap ung u chung la 100%.

- Khoéng c6 BN nao c6 ton thuong u tién trién.

Bang 4: Banh gia dap ung hach.

Pap vmg hach S6 BN (n) Ty 18 (%)
Hoan toan 18 56,3
Mot phan 14 43,7
Gilt nguyén 0 0
Tién trién 0 0

Tong 32 100

- Sau diéu trj ty 1& hach ddp ung hoan toan dat 56,3%, mot phan 43,7%, dép
ung hach chung l1a 100%.

- Khong c6 ton thuong hach tién trién.
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2. Panh gia cac tac dung khong mong muon ciia phiac do

Bang 5: Téc dung khéng mong mudn trén hé tao mau.

bo1 D¢ 2 b6 3 bo 4
n %0 n %0 n % n %0
Giam BC 10 313 | 4 | 125 3 | 94 1 3,1
Giam BCTT 7 1219 2 |63 ] 1 |31 1 3,1
Giam HGB 16 | 50 S |156] 1 | 3,1
Giam TC 6 | 18,6 1 3,1

- Ty 1é giam bach cau 12 56,2%, trong d6 d6 1 va 2 12 43,7%, d6 3 12 9,4%, c6
mot BN ha d6 4, chiém 3,1%.

- Ty 1é giam bach cau trung tinh 1 34,4%, trong d6 do 3 va do 4 déu c6 1 BN,
chiém 3,1%.

- C6 22/32 BN (68,8%) giam hemoglobin, chi ¢ do 1 va 2.
- C6 7 BN giam tiéu ciu, trong d6 18,6% d6 1 va 3,1% do 4.

Béng 6: Tac dung khéng mong mudn ngoai hé tao mau.

bo1 bo 2 bo3 bo 4
n %o n %o n % n %

Tang AST 6 18,8 1 3,1
Tang ALT 10 | 31,3 1 3,1
Tang Ure 4 12,5

Tang Creatinin 3 9.4

Non 2 6,3 1 3,1
Budn non 13 | 406 | 2 | 63

- Tang men gan AST va ALT d6 1 1a 18,8% va 31,3%

- Ty 18 budn nén, ndén do Cisplatin thip, chu yéu ¢ d6 1 va 2.
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Bang 7: Tac dung tai viing da chiéu xa.

Po 1 D)2 Po 3 Do 4
n % n %o n | % n %o

Da 7 1219]12(375] 1 |31

Viém ni€ém mac miéng 5 | 156 |16 | 50

Kho miéng 6 | 18,8

MAt vi gidc 2 |63

Nubt khé 5 1156

Nubt dau 7 1219 1 | 3,1

- 62,5% BN xa tri bi viém da, do 1 va do 2 l1a chu yéu, chiém 53,4%, khong cé

BN nao bi viém da do 4.

- 65,6% BN bi viém niém mac mi¢ng, chu yéu do 1 (15,6%) va do 2 (50%).

- 18,8% BN bi kho miéng

- Ty 1& nuét dau, nudt khé do 1 chu yéu

BAN LUAN

Pénh gid dédp tng co nang va dép
g thyc thé tai hai thoi diém Ia sau
diéu tri tia xa 40 Gy va sau khi két thic
diéu tri 70 Gy. Péanh gid ddp tng thuc
thé bao gdm ddp Ung cia khdi u
nguyén phat, ddp ing cia hach va phodi
hop ca hai.

Tai thoi diém ngay sau diéu tri tia
xa tai u, hach di cin 40 Gy va héa chét
dugc 1 chu ky thiy c6 13,8% BN hét
trieu ching co nang; 79,3% BN giam
triéu chiing, khong c6 BN nao c6 tri¢u
chting co nang nang lén. Ty 1€ dap ting
hoan toan, ddp Ung modt phan twong
tmg 12 12,1%; 81%; ddp tng thuc thé
chung 1a 93,1%, c6 6,9% truong hop

bénh gitr nguyén, khdong c6 truong hop
nao bénh tién trién. Két qua nay twong
tw v6i két qua ctia Ngd Thanh Tung [2]
v6i ty 1¢ ddp tmg thyc thé chung cho ca
u va hach sau xa tri 40 Gy 12 91,7%.
Tai thoi diém sau khi két thic diéu
tri héa xa dong thoi, tia xa u va hach di
can 70 Gy va héa chat du 3 chu ky,
danh gid cic két qua ddp tng co ning
va thuc thé cua nghién cuu dat duoc
turong dbi kha quan. Xét vé ddp tng co
ning, thdy ddp ung hoan toan 55,2%,
dap ung mot phan 44,8%, khong cé
truong hop nao triéu chirng nang hon.
Xét vé ddp ung thuc thé thay ty 1& ddp
g chung cua u va hach sau diéu trj 1a
93,1%, trong d6 dap tng hoan toan la
55,2%, ddp tng mot phan 1a 37,9%.
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Trong nghién ctru cia ching t6i, néu
xét riéng vé ty 1 ddp ung ctia u nguyén
phét, c6 tdi 65,5% u dap ing hoan toan
va 32,8% u ddp tng mot phan, c¢6 1,7%
u giltr nguyén, khong c6 truong hop
nao u tién trién. Van c6 ty 1é nho bénh
gilt nguyén (3,4%) va 3,4% BN tién
trién ngay sau khi két thic diéu tri vi di
cin phoi.

Déi chiéu voi két qua ciia mot sb
tdc gia trong va ngoai nudc khi diéu tri
phic dd tuong ty, két qua cua ching
toi twong tu voi két qua nghién ciru cia
Ngd Thanh Tung, voi ty 1€ dap Ung
chung cua u va hach 1a 96,7%, dép trng
hoan toan cua u va hach la 55%, dap
mg mot phan 1a 41,7%, dép tng hoan
toan tai u la 71,7%, dap ing hoan toan
tai hach 1a 62,8%. Theo Krstevska [7]
khi nghién ctru 41 BN ung thu ha hong
giai doan IIL, IV diéu tri phdc dd twong
ti thiy rang ty 1 ddp (mg hoan toan cia
u va hach la 65,9%, trong d6 dap tng
hoan toan tai u nguyén phat la 68,3%,
dap Ung hoan toan tai hach la 36,6%.
Nghién ctru cta ching tdi ¢6 cd mau
con nho nén sy sai khic so voi nghién
ctru ctia Krstevska c6 thé 1y giai duoc.

Péi chiéu voi két qua cua nghién
ciu vé xa tri don thuan, két qua cua
chiing tdi cao hon két qua ctia Nguyén
Quéc Diing [3], chi 19,5% ddp tng
hoan toan sau tia xa don thuan
UTHHTQ giai doan III, IV. Su khac
bi¢t nay c6 1€ trong nghi€én ctru cua
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ching t6i BN duogc lya chon rat chat
ché, c6 toan trang tot hon va tat ca déu
duoc diéu tri béng Xxa tri mdy gia toc
két hop dong thoi voi héa chat nén 1am
tang hiéu qua diéu tri cao hon xa tri
don thuan. Qua d6, chimg to rang viéc
thém héa chat cisplatin vao dong thoi
v6i xa tri dd mang lai két qua diéu tri
t6t hon.

Theo nghién cuou cua Kim JW
(2015) [4] trén 91 BN UTHHTQ giai
doan III-IV, chia 1am 2 nhém: Nhém 1
héa xa déng thoi triét can (n = 34) va
nhém 2 dugc phau thuat cit thanh
quan ha hong sau bo tro bé’mg xa tri
hodc héa xa tri (n = 57). Két qua cho
thiy, ty 18 kiém sodt tai chd 5 nam lan
luot 1a 84,1% va 90,9%, ty 1& song
thém khong bénh (DFS- Disease Free
Survival) lan luot 1a 51% va 52,7%, ty
1¢ song thém toan bd (OS- Overall
Survival) 1a 58,6% va 56,6%, khong c6
su khéc biét ddng ké giita 2 nhém. Nhu
vy ro rang rang, phuong phdp héa xa
ddng thoi cho két qua diéu tri tuong tu
nhu phiu thuat va xa tri & nhém BN
UTHHTQ giai doan muon. Béng thoi,
& nhém diéu tri héa xa dong thoi c6 ty
1¢ bao ton thanh quan cao hon han
nhém phau thuat (88,2% so véi
29,8%). Piéu nay rat c6 ¥ nghia vi BN
dugc bao ton co quan phat am, giir
duge chat lugng cudc séng.

Theo nghién ctru cua Herchenhorn
[5]. Vién Ung thu Qudc gia Braxin cho
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thdy, phdc dd st dung Cisplatin liéu
cao 100 mg/m” da vao ngay 1, 22, 43
cho thiy két qua ddp Gmg hoan toan
cua u nguyén phat la 68,4%, tuong tu
két qua cta ching t6i. Do anh huong
cia tic dung khong mong mudn héa
chat litu cao nén ty 1¢ chiap hanh
truyén héa chét chi dao dong tir 55%
dén 75%. Téc gia Homma da nghién
ctru phdi hop xa tri véi cisplatin liéu
hang tudn 40 mg/m* trén 53 BN ung
thu ving dau cd, két qua kha kha quan
voéi ty 1€ dap ung hoan toan la 98,1%,
dap tmg mot phan 1a 1,9%, ty 1& song
thém toan bd va bénh khong tién trién
2 nam lan luot 1a 93,7%; 88%. trong
sudt qud trinh diéu tri.

Dua vao céc tiéu chuan phan loai
tic dung khong mong mubén CTCAE
v3.0 va RTOG cua Vién Uung thu
Quéc gia Hoa Ky xét anh huong cua
phadc do téi hé tao mau va chic ning
gan than. Trong nghién clru nay, anh
huong cua phic dd trén hé tao mdu
thap. Ty 1& giam bach ciu la 25%,
trong d6 ha ¢ do 2 chiém 12,5%, do 3
12 9,4%, c6 1 BN giam bach ciu do 4,
chiém 3,1%. Ty 1é giam bach cau trung
tinh thip, chiém 9,4%, trong d6 d6 2 1a
6,3%, 30 3 1a 3,1% va co hoi phuc sau
san s6c hd tro, su dung thubc kich
bach cau. Dong tiéu cau ciing it bi anh
huong, c6 18,6% ha do 1. Ty 1€ giam
hemoglobin 1a 39,7% va chu yéu ¢ do
1 va 2. Nhitng truong hop c6 giam

hemoglobin, ngoai tdc dung phu cua xa
tri con ¢6 thé 1a do ngudi bénh an udng
kém nén thiéu dinh dudng va thiéu sat.

Bién ching ctia héa xa dong thoi 1én
co quan gan than gay tdng men gan &
dé 1. So véi cac nghién ctiu khiac anh
huong tic dung khong mong mudn
trén hé tao mau va tic dung khong
mong mudn gan thin cua ching toi
thép hon nhiéu, chép nhan duoc va
khoéng c6 truong hop nio gip tai bién
nang, de doa tinh mang. Ty I¢ bién
chtng thap trén hé tao mdu cé thé giai
thich 1 do cdc BN khi dugc truyén hod
chit déu dugc kiém soat tot, va lai
ching t6i 12 tuyén chuyén khoa cubi vé
ung budu nén viéc chim séc it nhiéu
cling ¢6 kinh nghi¢m 1am sang.

Bién ching cép cua xa tri 1én ving
tia cao, v&i cac muc do khac nhau.
Trén da, 62,5% BN xa tr1 bi viém da,
cha yéu 1a do 1 va do 2, trong d6 do 2
chiém 52,4%, khong c6 BN nao ¢ do
4. Trén ni€ém mac mi¢ng, 65,6% BN c6
viém ni€ém mac miéng, do 1 va 2, dg 2
chiém 50%. Anh huéng cua giam vi
gidc do truong chiéu rong bao chiim
khoang miéng trén mot sé BN.

Két qua cta ching t6i thap hon véi
nghién ctru cua Ngd Thanh Tung [2]
v6i ty 16 khé nudt do 2 1a 80%, nudt
dau d6 2 1a 83,3%. Theo nghién cuu
cua Vi Van Thach [1] khi xa tr1 don
thuan cho 52 BN ung thu ha hong, céc
bién chirng 1én da, niém mac miéng
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thip hon nghién ctru cia ching tdi voi
ty 1€ viem da d6 2 va 3 1a 71,1%, viém
niém mac miéng & do 2 va 3 l1a 65,4%,
trong d6 do 2 1a 59,6%, do 3 1a 5,8%.
Cic bién chimg van c6 thé khong ché
va kiém sodt duoc, khong can thiét
phai giam liéu héa chat. Piém lai cédc
cong trinh nghién ctru phdi hop héa xa
déng thoi nhu nghién chu cua
Herchenron va Cs sir dung Cisplatin
liéu cao déng thoi vo1 xa tri, nhom tac
gid nhan théy tic dung khong mong
muén do 3, 4 & da 28%, niém mac
23%, h¢ tao méu 5,3%, tac dung khong
mong mudn trén than 1a 7%.

KET LUAN

Nghién ctru 32 BN UTHHTQ giai
doan III, IVA-B diéu trj diéu tri bang
phéc dd hod xa tri d@)ng thoi triét can
v6i cisplatin chu ky 3 tuan, ching toi
rit ra két luan:

- 46,9% BN hét triéu chimg 1am
sang; 56,3% déap tng hoan toan; dap
ung hoan toan tai u 62,5%; dap ng
hoan toan tai hach 56,3%.

- Tdc dung khong mong mubn ciia
diéu tri trén hé tao méu: Giam bach
cau do6 4 12 3,1%, khong c6 truong hop
nao ha HGB do 3 va 4. Tac dung
khong mong mudn ngodi hé tao mdu
d6 3, 6 4 gém: Viém da 62,5%; viém
ni€ém mac hong miéng 65,6%; nudt dau
3,1%. Ty 1€ céac tac dung khong mong
mudn ning thip, chip nhan dugc.
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CAC BIEN CHUNG O BENH NHAN PQT QUY CHAY MAU NAO
Dé Dirc Thuan', Pang Phiic Dirc’

Tém tit

Muc tiéu: So sanh génh niang vé tai chinh va stc khoe & nhém bénh nhan
(BN) dot quy chay mdu ndo (PQCMN) c6 va khong c6 bién ching. Doi tuwong
va phwong phdp: Nghién ciru mo ta cat ngang trén 147 BN DPQCMN diéu tri ndi
trd tai Khoa Dot quy - Bénh vién Quan y 103 giai doan tur thang 01 - 10/2021.
Cac BN DPQCMN diéu trj ndi trd duoc chia 2 nhém: C6 bién ching (nhém 1) va
khong bién ching (nhém 2). So sdnh két cuc ra vién, chi phi va thoi gian diéu tri
& 2 nhém. Két qud: Ty 1¢ mac it nhat 1 bién ching 14 24,5%. Thoi gian nam vién
trung binh cta cic BN PQCMN khong mic bién ching 12 9,2 ngay. Thoi gian
nay tang 1én c6 y nghia & nhém c6 bién chimg, p < 0,05. Chi phi diéu tri ndi trd
cao hon c6 ¥ nghia & nhém BN c6 bién chtng (120,4 triéu déng ¢ nhém c6
> 3 bién ching) so vdi nhém khong c¢6 bién ching (27,9 triéu dong), p < 0,05,
Két lugn: Sy xuét hién cdc bién ching 1am gia ting gdnh ning tai chinh va sirc
khoe cho BN DPQCMN. Can t6i uu chién luge du phong, diéu tri cdc bién ching
cho BN DPQCMN ngay tir giai doan diéu trj noi tra.

* Tir khéa: Dot quy chdy mdu ndo; Bién chirng; Gdnh ndng dot quy,.

COMPLICATIONS IN PATIENTS WITH HEMORRHAGIC STROKE

Summary

Objectives: To compare the financial and health burden in hemorrhagic stroke
(HS) patients with and without complications. Subjects and methods: A cross-
sectional descriptive study on 147 HS patients who were treated at the Stroke
Department of Military Hospital 103 from January to October 2021. The patients
were divided into 2 groups: with complications (group 1) and without complications
(group 2). Comparison of outcome, cost, and duration of treatment in 2 groups.

"Bénh vién Quan y 103, Hoc vién Quén y
Nguoi phin hdi: Ping Phiic Pirc (dangphucduc103@gmail.com)
Ngay nhan bai: 18/01/2023
Ngay duge chip nhan ding: 07/02/2023
http://doi.org/10.56535/jmpm.v48i2.257
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Results: Among 147 patients with HS, the incidence of at least 1 complication
was 24.5%. The mean hospital stay of group 2 was 9.2 days. This time increased
significantly in group 1, p < 0.05. The cost of inpatient treatment was
significantly higher in group 1 (120.4 million VND in the group with > 3
complications) than in group 2 (27.9 million VND), p < 0.05. Conclusion: The
occurrence of complications increases the financial and health burden for patients
with HS. It is necessary to optimize strategies for preventing and treating

complications right from the in-hospital stage.

* Keywords: Hemorrhagic stroke; Complication, Stroke burden.

PAT VAN DPE

Dot quy nao hién dang la ganh néng
toan cdu véi ty 1é tir vong va ty 18 tan
phé cao. DPQCMN mic dir 1a thé it gip
nhung tién luong thudng kém hon thé
nhdi méu ndo. Sy séng con va hdi phuc
& BN PQCMN phu thudc viao nhiéu
yéu t6: Pic diém cd thé bénh, vi tri
chdy mdu, muc do chdy mdu nao,
phuong phdp diéu tri. Dac biét sy xuat
hién cta cdc bién ching trong qué
trinh ndm vién 12 mot yéu td téc dong
tiéu cuc toi két cuc [1]. Mét sb bién
ching hay gip 1a viém phdi, viém
duong tiét niéu, loét diém ty, huyét
khéi tinh mach siu, chay mdu tiéu héa,
tang 4p luc ndi so, dOt quy ndo tai
dién... [2] Céc bién chimg nay khong
chi anh huong xau dén két qua diéu tri
ma con lam tdng gdnh nang tai chinh
cho nguoi bénh, gia dinh ho va toan xa
hoi [1]. Do vay, ching tbi tién hanh
nghién ctru nay nham: So sdnh gdnh
nang Vvé tai chinh, sirc khoe o nhom BN
PQCMN c6 va khéng cé bién chimg.
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POI TUQNG VA PHUONG PHAP
NGHIEN CUU

1. P6i twong nghién ciu

147 BN PQCMN diéu tri ndi trd tai
Khoa Dot quy - Bénh vién Quan y 103
giai doan tu thang 01 - 10/2021.

* Tiéu chuan lwa chon:

- BN duoc chin dodn xéc dinh
DQCMN theo dinh nghia cua T6 chic
Y té Thé gi6i [3] két hop véi hinh anh
tang ty trong nhu md ndo trén phim
chup cat 16p vi tinh so ndo (c6 hoic
khong tran méiu khoang dudi nhén,
tran mau nao thét).

- BN > 18 tudi.

- BN (hodc than nhan) dong y tham
gia nghién ctru.

Chan do4n viém phoi, viem duong
tiét niéu dva vao tiéu chuan cua CDC
2020 [4]. Chan dodn huyét khéi tinh
mach sau dya vao xét nghiém D-Dimer
tang, si€éu am Duplex mach méu phat
hién cuc mau dong trong long tinh mach.
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* Tiéu chudn loai trir:

- BN chdy mau dudi nhén, chay
mau ndo that, nhdi mdu ndo chuyén thé
chay mau.

- Bénh nén niang: Ung thu, suy tim
nang, suy than nang, suy gan nang...

* C& mau va chia nhém BN:

Phuong phdp iy mau thuén tién.

Qua qua trinh theo doi, cic BN c6
xuét hién bién ching dugc dua vao
nhém 1 (nhém c6 bién chimg) va cdc
BN con lai dugoc dua vao nhém 2
(nhém khong bién chimg).

2. Phwong phap nghién ciru

* Thiét ké nghién ctru: Nghién ctu
mo ta cit ngang c6 so sdnh.

Mot s bién chimg chinh ctia BN
DQCMN diéu tri ndi trd duoc dua vao
nghién ctru: Viém phdi, viém dudng
tiét niéu, loét diém ty, chay mdu tiéu
héa, huyét khéi tinh mach sau.

Chi phi diéu trj duoc ldy thong tin
tir tong chi phi néi tri cho toi khi BN
ra vién (bao gém ca chi phi do bao
hiém y té chi tra va chi phi tu tic).
Khong tinh t61 chi phi cho ngudi chdm
s6c BN va céc phét sinh chi phi khéc.

DPé danh gid hau qua cia bénh tat
toan cau, T6 chic Y té Thé gi6i su
dung chi s6 DALY (S6 nim sbng dugc
diéu chinh theo mirc do bénh tat) [5].
Theo d6 DALY duoc tinh bing tong
YLL (s6 nim séng bi mét do tir vong

s6m) v6i YLD (s6 ndam séng bi mat do
bénh tat). Tuy nhién, chi s6 nay phu
hop v6&1 ciac khao sat 1on, con céc
nghién ctru nho chi danh gid cic khia
canh hau qua cuy thé ma bénh tat gay
ra. Dinh nghia hoan chinh nhit vé strc
khoé 13 dinh nghia do T6 chic Y té
Thé gi6i dé xuat nam 1948: “Sirc khoé
la mot tinh trang hoan toan thoai mai
vé the chat, tinh than, xa hoi chu
khong chi don thuan 1a khong c6 bénh
hay tan tat” [6]. Nhu vay, gdnh nang
bénh tat 1a nhitng ton that vé stic khoe,
tinh than, vat chit va xa hdi ciia mot
cong ddng; né anh hudéng dén chat
lugng séng clia con ngudi va xi hoi.
Trong nghién ctru nay, ching t6i danh
gid mot khia canh nhé vé ganh ning
bénh tat, d6 la ganh nang vé tai chinh
va stic khoe do PQCMN gay ra dbi voi
BN, bao gom thoi gian nam vién, tir
vong hodc ning xin vé do bénh
DQCMN, chi phi diéu trj.

3. Xir Iy s ligu

- Bing phan mém SPSS 22.0.

- Tinh ty 1¢ phan trdm, gi4 tri trung
binh va d6 1éch chuin cic chi s6 &
tirng nhom.

- So sdnh 2 ty 18 bang test x> hodc
test Fisher's. So sdnh céac gid tri trung
binh giita 2 bién doc 1ap bang test T-
student hodc > 3 bién doc lap béng
ham ANOVA. Sy khéc biét c6 y nghia
thong ké néu p < 0,05.
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1. Pic diém chung

KET QUA NGHIEN CUU

Trong thoi gian tir thang 01 - 10/2021, chiing t6i thu thap duoc tong s6 147
BN DQCMN. Két qua nghién ctru chinh nhu sau:

Bang 1: Dic diém chung BN nghién ciru.

9 Nhém 1 Nhém 2 Tong
Pic diém (n = 36) (n=111) (n = 147) p

n (%) n (%) n (%)
Tudi trung binh 63,22 + 12,89 | 60,09 + 14,56 | 60,86 + 14,19 | 0,251
Gisi | Nam 23 (63,9) 79 (71,2) 102 (69,4) 0410

tinh Nit 13 (36,1) 32 (28,8) 45 (30,6) ’
THA 28 (77,8) 65 (58,6) 93 (63,3) |0,038
PTD 4(11,1) 4 (3,6) 8 (5,4) 0,084
Tién st | Rung nhi 0 (0) 1(0,9) 1(0,7) 0,568
Hiit thudc 14 1(2,8) 3(2,7) 4 (2,7) 0,981
Udng rugu 2 (5,6) 13 (11,7) 15(10,2) {0,289
Thé CM nhu md 27 (75,0) 92 (82,9) 119 (81,0) | 0,295
CMN | cMDN 9 (25,0) 19 (17,1) 28 (19) |0,295
* THA: Tang huyét dp; PTP: Pdi thdo dwong; CMN: Chdy mdu ndo; CM:
Chay madu.

Tudi trung binh cta ca 2 nhém 1a 60,86 + 14,19. Tudi trung binh & nhém c6
bién chimg cao hon nhém khong c6 bién chimg 3,13 tudi, sy khéc biét khong c6
vy nghia vdi p > 0,05. Ty 1€ nam gidi bi PQCMN cao hon nir gigi: 69,4% so voi

30,6%. Ty 1& BN nam mic bién chiing 63,9% cao hon so véi 36,1% & nit gidi

(p > 0,05).

Ty 1&¢ THA, DTD, hiit thuc 14 & nhém cé bién ching déu cao hon nhém
khong c6 bién ching. Tuy nhién, chi thiy khéc biét ¢6 ¥ nghia vé tién st THA
gitra 2 nhoém trén vo61 (77,8% so véi 58,6%) p < ,05.
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2. Céc bién chig ndi vién 6 BN PQCMN
Bang 2: Cac bién chiing noi vién & BN DPQCMN.

Bién chimg n =147 Ty 18 (%)
C6 mic it nhét 1 bién chimg 36 245
Viém phoi 25 17,0
Viém duong tiét niéu 17 11,6
Loét diém ty 10 6,8
Huyét khdi tinh mach sau 3 2,0
Chay mdu ti€u hoa 3 2,0

Ty 1é BN mic it nhat 1 bién chtng 13 24,5%. Bién ching hay gip nhét ¢ giai
doan diéu tri ndi trd 13 viém phoi chiém 17,0%; tiép theo 1 viém duong tiét niéu
11,6%; 1oét diém ty 6,8%; huyét khdi tinh mach sdu va chiay mdu tiéu héa
12 2,0%.

S6 bién chirng (n = 36)

22,2%

22,2%

= 1 bién chitng = 2 bién chitmg  * >3 bién chimg

Hinh 1: S6 luong bién chimg cia BN nhém 1.

Trong s6 36 BN c6 bién chung, da s6 BN chi mic mét bién chtiing (55,6%).
Ty 1¢ BN mic 2 bién chirng va tir > 3 bién chting 12 ngang nhau véi 22,2%.
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3. So sanh ganh ning tai chinh va sirc khée 6 BN PQCMN cé va khong c6
bién chirng

Thoi gian nim vién (ngay)
>3BC I, 22,6
2BC I 25,1
1BC I 154
0BC I 9.2

5 10 15 20 25 30
Hinh 2: G4dnh ndng thoi gian nam vién & BN bQCMN (n = 147).

Thoi gian nam vién trung binh ctia cic BN PQCMN khong mic bién ching 1a
9,2 ngay. Con sb ndy ting 1én c6 y nghia theo s6 luong bién ching ma BN mic
phai (1 bién ching: 15,4 ngay; 2 bién chimg 25,1 ngay va > 3 bién ching 22,6
ngay), voi p < 0,05.

Ty 1é tir vong va ning xin vé (n = 147)
=

22.2
25

20 14.4

10

C6BC (n=36)  Khong BC (n=111)

Hinh 3: Ty 1é tir vong va BN nang xin vé & BN DPQCMN.

Ty 1¢ tir vong hoic BN ning xin vé ciia nhém c6 bién chimg 14 22,2%, cao hon so
v6i nhém khong bién chimg 12 14,4%; khéc biét khdng c6 y nghia véi p = 0,271.
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Chi phi diéu tri (triéu dong)

>3 BC

2BC e 50,7
1 BC
0BC WM 279

20 40 60

P 5506

A—— 1204

80 100 120

Hinh 4: Ganh ndng chi phi diéu tri & BN PQCMN (n = 147).

Chi phi diéu tri & nhém khong mic bién ching 12 27,9 triéu dong. Chi phi nay
tang 1én hon 4 1an & nhém c6 > 3 bién chung; khic biét ¢6 ¥ nghia véi p < 0,05.

BAN LUAN

1. Cac bién chirng ndi vién & BN
PQCMN

Theo nghién ctru cua ching toi,
trong s6 147 BN BPQCMN, c¢6 téi gan
1/4 sb truong hop c6 it nhat 1 bién
ching. Pa s6 BN chi mic mot bién
chtng voi 55,6%; ty 186 mac > 3 bién
ching ciing khd cao 22,2%. Bién
ching hay gip nhit & BN DQCMN
trong giai doan diéu tri ndi trd 1a viém
phdi 17,0%; tiép theo 1a viém dudng
tiét niéu 11,6%. Nghién ctru ctia nhém
tac gia Han Qudc trén 10625 BN bi dot
quy cép tinh, c6 téi 2.210 (20,8%) mic
it nhat 1 bién chung ndi khoa, hay gip
12 r6i loan chic ning bang quang
(7,00%), roi loan chic nang rudt
(6,86%), roi loan gidc ng (3,80%),
viém phéi (3,87%) va viém duong tiét

niéu (3,01%). Pac biét, cdc bién chirng
xay ra thuong xuyén hon & BN I6n
tudi, bi PQCMN, nhiéu bénh nén, suy
gidm kha nang van dong nghiém trong
ngay ban ddu hodc chic ning nudt
kém. Cdc bién chimg ndi khoa trong
bénh vién c¢6 mdi twong quan déng ké
v6i phuc hoi chirc niang kém & moi thoi
diém [1]. Ty 1& nhiém trung trong thoi
gian diéu tri ndi trd, bao gém viém
phoi va viém dudng tiét niéu trong sd
BN cua ching t6i con khé cao so voi
nhém BN tai Han Quéc. Do dé, viéc
tiép tuc trién khai tich cuc cac bién
phap du phong nhu tap van dong sém,
nim ddu cao, vd rung, vé sinh ring
miéng, hit dom rdi, dam bao vo khuan
trong chiam séc va diéu tri, diéu tri sém
r0i loan nudt, dam bao vé sinh duong
tiét niéu sinh duc, dat va rat Sonde tiéu
didng chi dinh 12 rit can thiét.
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THA va DTD 1a nhirng yéu t6 nguy
co hang dau ddi véi cac bién ching &
BN PQCMN. Mbi mirc HA tim thu
tang 20 mmHg hoac HA tam truong
taing 10 mmHg déu lam ting gap doi
nguy co to vong & BN dot quy [2].
Trong nghién ctru cua chung toi1, ty 1€
THA cao hon c6 y nghia & nhom c6
bién ching so voi nhém khéng bién
chimg. THA duoc biét dén 12 yéu td
nguy co quan trong cua dot quy ndo, o
ca 2 thé 12 nhdi mdu ndo va chay méu
ndo. Viéc kiém sodt HA, bao gbém ca
muc tieu HA tdm thu va tdm truong sé
g6p phan lam giam ty 18 dot quy va
giam bién chung sau dot quy, dac biét
la PQCMN.

2. So sanh ganh ning tai chinh va
strc khée & BN PQCMN c6 va khong
6 bién chirng

Thoi gian nam vién trung binh cua
BN PQCMN khong mic bién ching 1a
9,2 ngay. Thoi gian nay tang lén c6 y
nghia théng k& ¢ nhitng BN c6 bién
chtmg. Khi mic cdc bién chung, thay
vi chi diéu tri DPQCMN, BN phai nim
vién 1au hon dé diéu tri thém céc bién
ching. Két qua nghién ciru ciia mot so
tdc gia khdc ciing cho thdy cdc BN dot
quy ndo c6 bién ching s& khién kéo
dai thoi gian nam vién [7, 8]. Trong
nghién ctru nay, thoi gian ndm vién cia
BN c6 2 bién chimg 1a 25,1 ngay, dai
hon so v6i nhém mic > 3 bién chimg
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(22,6 ngay). Dé phan tich két qua nay,
ching t6i kiém tra lai cu thé trong
nhém c6 2 bién ching (8 BN) c¢6 to1 4
BN (50%) viém phdi ning, 1 BN
(12,5%) xuit huyét tieu héa ning, 1
BN loét diém ty giy kéo dai dang ké
thoi gian diéu tri. Nhu vay, thoi gian
diéu tri khong chi phuy thuoc vao sb
bién chiing ma con chiu tic dong cua
loai va mirc d§ ndng cua bién ching.
Sai sb do tdc dong nay c6 thé giam di
bing cich ting c¢& mau nghién cuu.
Vé6i cdc bién chimg nhiém tring phai
str dung khdng sinh, thoi gian nam vién
tang 1én. Nhitng truong hop nhiéu bién
ching thuong 13 tudi cao, c6 nhiéu
bénh nén, PQCMN ning va khong
duoc chan dodn diéu trj kip thoi. Céc
truong hop liét nang, kha nang ty van
dong kém néu khong duoc hd tro kip
thoi tir nhan vién y té va ngudi chim
s6c BN 1am ting kha ning viém phdi
dong, viém duodng tiét niéu, loét ty de
va huyét khéi tinh mach sdu do bat
dong 1au va st dung cdc thudc cam
mau. Do viy, viéc chdam s6c dic biét
cdc dbi teong nay va tap van dong sém
12 rit quan trong.

Chi phi diéu tri & nhém khong méc
bién chimg 1a 27,9 triéu dong. Chi phi
nay tang 1én dang ké & nhém cé mac
bién chtrng, dac bi¢t 1a cac BN c6 méc
> 3 bién chimg v6i 120,4 triéu dong;
su khéc biét ¢c6 y nghia vdi p < 0,05.
Day 1a chi phi rat 16n so véi muc thu
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nhap trung binh. Bdo cdo nam 2018,
thu nhap binh quan dau nguoi Viét
Nam mot thang & khu vuc thanh thi la
3,8 triéu dong va khu vyc nodng thon 1a
2,7 tridu dong [9]. Nhu vay, 01 BN
PQCMN mic > 3 bién chung phai chi
tra sO tién bang thu nhap trong 1 thing
ciia hon 30 ngudi song & thanh thi
cong lai. Sy gia ting chi phi diéu tri ¢
nhém bénh ¢6 bién ching lién quan téi
viéc su dung céc thu thuat, thude, dinh
dudng va cham séc. Chi phi nay do
BN (hodc thin nhan) va bao hiém y té
phai thanh todn cho qud trinh diéu tri
noi trd, chua tinh dén chi phi mat di do
BN mat kha ning lao dong trong thoi
gian nam vién cling nhu sau ra vién,
chi phi cho nguoi cham bénh véi
nhitng truong hop tan phé. Trong
nghién ctru nay, nhém BN miéc 1 bién
ching c6 chi phi diéu tri trung binh
55,6%, cao hon so véi nhém mic 2
bién chung. Két qua nay c6 vé khong
logic vi thong thuong BN mac nhiéu
bién chung d& dan téi chi phi diéu tri
tang Ién. Tuy nhién, khi bdc tach céc
khoan chi phi cu thé & BN cho thay: O
nhém mic 1 bién chimg, tong murc chi
phi tha thuat phuc hdi chirc ning cao,
trong khi BN mic 2 bién chung lai ¢6
chi phi diéu trj phuc hdi chic ning
thip hon. Nguyén nhan do cic BN
murc d§ nhe, trung binh c6 thé dua dén
khoa Phuc hdi chirc ning tap luyén
hang ngay, con cic BN nang lai dugc

huéng dan va tap luyén tai chd bai
nhan vién dot quy. Cac BN tap tai chd
khong dugc chi dinh thu thuat tap
luyén phuc héi chirc niang.

Ty 1é tir vong va BN ning xin vé
cta nhom c6 bién ching la 22,2%, cao
hon nhém khong bién ching 1a 14,4%,
p > 0,05. Muc do dot quy cang nang
kéo theo thoi gian nam vién cang lau,
cang d& mic cic bién chimg, dic biét
12 céc bién chimg lién quan dén bét
dong nhu nhiém tring, huyét khi tinh
mach siu. Va khi mic bién chimg, hé
théng mién dich ctia BN giam xudng,
hdéi phuc sau dot quy cang kém.
Nghién ctru nam 2011 tai Buc [10]
trén 16518 BN bi d6t quy ndo cho thay
ty 1€ tir vong tai bénh vién la 5,4% va
45,7% hoi phuc kém (diém mRS > 3).
O nhing BN c¢6 thoi gian nam vién
ngan < 7 ngdy; 37,5% trudng hop tir
vong tai bénh vién la do dot quy nang,
23.1% 1a do yéu tb cd thé (tudi cao va
dot quy trude dé) va 28,9% do tang ap
Iuc nd1 so va cac bién chirng khac. O
nhitng nguoi ¢ thoi gian nam vién > 7
ngy, tudi va mic do nghiém trong cta
dot quy chiém 44,1%, trong d6 viém
phoi (12,2%), ting 4p luc ndi so
(8,3%) va cic bién chung khic
(12,6%) chiém téi mot phan ba sb ca
tir vong tai bénh vién. Cac truong hop
hodi phuc kém lién quan dén tién str dot
quy, mic d0 ndng cua dot quy, viém
phoi bat ké thoi gian nam vién.
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KET LUAN

Trong s6 147 BN DPQCMN, c6
24,5% xuat hién bién chung. Thoi gian
nam vién trung binh cua cdc BN
DQCMN khong mic bién chimg 12 9,2
ngay. Thoi gian nay ting 1én c6 y
nghia so v6i nhém c6 bién chung. Ty
1é tir vong va ning xin vé cta nhém c6
bién ching 1a 22,2%, cao hon khong
c6 ¥ nghia so voi nhém khéng mic
bién chimg 14,4%. Chi phi diéu tri noi
trd cao hon c6 ¥ nghia & nhém BN c6
bién ching so v6i nhém khong cé bién
chung, dic biét 1a cic BN mic nhiéu
bién ching.
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NGHIEN CUU PAC PIEM VA BIEN POI HOAT TiNH CAM UNG
TIET CYTOKINE CUA TE BAO NK MAU NGOAI VI
O BENH NHAN UNG THU PHOI KHONG TE BAO NHO
GIAI POAN IIIB - IV

TaBaT. hd’ngl, Pham Thi Kim Nhungl, Do Quyét2
Nguyén Ngoc Tuin’, Pé Khic Pai’, Pao Ngoc Bing'
Tém tit
Muc tiéu: Déanh gia dac diém va bién doi hoat tinh cam tng tiét cytokine IFN-
Y cua té bao giét ty nhién (Natural killer cell - NK) mdu ngoai vi & bénh nhan
(BN) ung thu phdi khong té bao nhé (UTPKTBN) giai doan I1IB - IV. Péi twong
va phwong phdp: Nghién ctru tién ctru, md ta cit ngang trén 80 BN duoc chan
doan UTPKTBN giai doan IIIB - 1V, diéu trj tai Bénh vién Quan y 103 tir thang
01/2019 - 11/2021; nhém ching 13 30 ngudi binh thudng dén kham stc khoé
dinh ky tai Phong Khdm bénh, Bénh vién Quan y 103. Xét nghiém hoat tinh té
bao giét tu nhién (Natural killer cell activity - NKA) mdu ngoai vi bang phuong
phap ELISA, xic dinh bang néng do interferon gamma duoc tiét ra trong huyét
tuong boi té bao NK sau khi duoc hoat hoa voi hoat chit Promoca, st dung bo
kit NK Vue™ cuia hing ATGen. Két qua: Gia tri trung vi cia NKA trong nhém
UTPKTBN 1a 116,5 pg/mL, thap hon c6 y nghia thong ké so v6i nhém ching
769,5 pg/mL (p < 0,001). Ty 1€ BN c6 NKA giam < 200 pg/mL ¢ nhém
UTPKTBN va nhém chimg 1an luot 1a 60% va 6,7%. Khong c6 sy khéc biét vé
gid tri NKA trudc va sau 1 thang diéu tri & nhém hod tri (90,5 pg/mL (IQR: 64,5
- 309,5 pg/mL) so véi 270,5 pg/mL (IQR: 107,75 - 406,75 pg/mL); p = 0,305) va
nhém diéu tri dich (116,5 pg/mL (IQR: 46,75 - 574,50 pg/mL) so véi 155,5
pg/mL (IQR: 61,5 - 727,0 pg/mL); p = 0,884). Két lugn: Gia tri NKA & BN
UTPKTBN giai doan IIIB - IV thap hon c6 y nghia so v6i nhém ching. Khong
c6 su khdc biét vé gid tri NKA tai thoi diém chan dodn va sau 1 thang diéu tri hod
chat hay diéu trj dich.
* Tir khod: Ung thuw phoi khong té bao nhé; Hoat tinh té bao giét tw nhién;
Interferon gamma (IFN-y).

'Bénh vién Quan y 103
*Hoc vién Quén y
Nguoi phéan hdi: Pao Ngoc Bing (bsdaongochbang @gmail.com)
Ngay nhan bai: 04/01/2023
Ngay duge chip nhan ding: 16/01/2023
http://doi.org/10.56535/jmpm.v48i2.227
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A STUDY OF CHARACTERISTICS AND CHANGES OF CYTOKINE-
SECRETING ACTIVITY OF PERIPHERAL BLOOD NK CELL

IN NON-SMALL CELL LUNG CANCER PATIENTS
WITH STAGE 1IIB - IV

Summary

Objectives: To evaluate characteristics and changes of IFN-y-secreting activity
of peripheral natural killer cells in non-small cell lung cancer (NSCLC) patients
with stage IIIB - IV. Subjects and methods: A cross-sectional descriptive,
prospective study on 80 NSCLC patients with stage IIIB - IV, treated at 103
Military Hospital 103 from January 2019 to November 2021; the control groups
were 30 normal people who had personal periodic health examinations at
Outpatient Department, Military Hospital 103. Peripheral blood NKA was
determined by the concentration of interferon-gamma secreted in plasma by NK
cells after being activated with Promoca ingredient, using NK Vue™ kit of
ATGen, based on ELISA principle. Results: The median value of NKA in the
NSCLC group was significantly lower than that in the control group (116.5
pg/mL and 769.5 pg/mL, p < 0.001). The percentage of people with NKA below
200 pg/mL in NSCLC group and control group were 60% and 6.7%,
respectively. There was no difference in NKA values before and after 1 month of
treatment in the chemotherapy group (90.5 pg/mL (IQR: 64.5 - 309.5 pg/mL) vs.
270.5 pg/mL (IQR: 107.75 - 406.75 pg/mL); p = 0.305) and target-therapy group
(116.5 pg/mL (IQR: 46.75 - 574.50 pg/mL) vs. 155.5 pg /mL (IQR: 61.5 - 727.0
pg/mL); p = 0.884). Conclusion: The NKA value in non-small cell lung cancer
patients with stage IIIB - IV was significantly lower than that in the control
group. There was no difference in NKA values at the time of diagnosis and after
1 month of treatment (chemotherapy or target-therapy).

* Keywords: Non-small cell lung cancer, Natural killer cell activity;
Interferon gamma (IFN-y).

PAT VAN PE md hoc, UTP duoc chia thanh 2 phéan

Ung thu phéi (UTP) 12 bénh 1y ung nhén} I16n, d6 1a UTPKTBN, (‘:hiém
thu ¢6 ty 16 mic cao & ca 2 gidi, ty 1 da so (khoang 85%) va UTP t€ bao
tir vong ding hang dau trong cdc bénh Nho (khoang 15%). Hai phan nhom nay
Iy 4c tinh néi chung, 1a mot trong nhing ¢4 sw khdc nhau trong tiép can chéan
ginh nang y té toan cau. Vé phan loai dodn, tién lugng va lya chon diéu tri.
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Bén canh d6, cc nghién ctru cho thiy,
hon 2/3 BN UTP dugc chan dodn khi
bénh da ¢ giai doan muon.

NK 12 mét thanh phdn trong quén
thé lympho bao ¢ mdu ngoai vi, da duoc
chiing minh vai tro quan trong trong co
ché mién dich tu nhién, khong dac hiéu
chéng lai t& bao u. NKA théng qua
cam ung ché tiét cytokin IFN-y, 1a mot
chi s6 danh gid chuc niang té bao NK
tét hon va chinh xdc hon so véi sb
lugng tuyét ddi té bao NK. NKA duoc
st dung trong danh gid tinh trang mién
dich va tmg dung liéu phap mién dich
té bao & BN ung thu. Cdc nghién ctru
cho thdy NKA giam trong huyét twong
BN ung thu va c6 lién quan dén giai
doan va tién lugng bénh [1]. Do do,
ching t6i tién hanh nghién ctru nham:
Ddnh gid dac diém va bién doi hoat
tinh cam vimg tiét cytokine IFN-y ciia té
bao NK mdu ngoai vi 6 BN UTPKTBN
giai doan tién xa.

POI TUQONG VA PHUONG PHAP
NGHIEN CUU

1. P6i twong nghién ciu

80 BN UTPKTBN giai doan IIIB -
IV diéu trj tai Bénh vién Quan y 103 tir
thang 01/2019 - 11/2021.

* Tiéu chudn lva chon: BN moi
duoc chan dodn xdc dinh UTPKTBN
giai doan IIIB hodc IV dya trén céc
tiéu chuin ldm sang va xét nghiém,
dong y tham gia nghién ctu.

* Tiéu chudn logi trie: BN UTP da
duoc diéu tri, mic cdc bénh ty mién,
suy giam mién dich, c6 tién sir dong
mic ung thu co quan khdc, sir dung céc
thudc rc ché mién dich hodc corticoid
trong vong 1 thang. BN khong mic cdc
bénh viém cép, viém man tinh giai
doan tién trién cép hodc mic cdc
bénh d6 nhung dd duogc diéu tri khoi
> 7 ngay.

Nhoém chung 1a 30 nguoi binh
thuong dén kham stc khoé dinh ky tai
Phong Khdm bénh, Bénh vién Quan y
103, ¢6 do tudi va ty 18 nam/nit twong
dong nhém bénh; duoc danh gid bang
phiéu khao sit, khong c6 tién st bénh
ly ung thu, bénh 1y mién dich, khong
cO tricu ching nghi ngd UTP trén
phim chup X-quang nguc tiéu chuén,
khong st dung corticoid trong vong 1
thang, tu nguyén tham gia nghién ctru.

2. Phwong phap nghién ciru

* Thiét ké nghién ciru: Nghién ctru
tién ctru, md ta cit ngang.

Xét nghiém danh gid hoat tinh cam
g tiét cytokine cua té bao NK dugc
thuc hién trén miu mdu tinh mach
ngoai vi, dua trén nguyén 1y ELISA,
thong qua dinh luong néng do IFN-y
duoc tiét ra boi té bao NK sau khi
dugc hoat hod véi hoat chat Promoca -
mot cytokine tdi to hop duoc thiét ké
hoat ho4 dic hiéu cho té bao NK trong
mdu toan phan, st dung bo kit NK
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Vue™ cua hang ATGen. Xét nghié¢m dung phan loai mé bénh hoc cua UTP

dugc thyc hién cho nhém chung 1 1an  theo T6 chirc Y té thé gii nim 2015.

Vélq thuc hién c%lo nhom bénh tai 2 thoi * Xip Iy s6 lidu: Bang phan mém

diém (mdi chan dodn va sau di€u tri  [BM SPSS Statistics 28.0.

hod chat hogc diéu tri dich 1 thdng). % Dao dire nghién ciru: Dé tai duge
Str dung bang phan loai TNM lan thong qua Hoi dong dao dtrc Bénh vién

thir 7 cho chan doan giai doan UTP. St Quén y 103.

KET QUA NGHIEN CUU
1. Pic diém chung ciia nhém nghién ciu
Nghién ctru dugc thuc hién trén 80 BN UTPKTBN giai doan IIIB - IV va 30
nguoi binh thuong c6 tudi trung binh 1an luwot 1a 65,59 + 12,15 (nhd nhat 37, cao
nhat 96 tuo6i) va 61,23 £+ 15,85 (nho nhat 36, cao nhat 91 tudi); ty I¢ nam/nir lan
luot 1a 59/21 va 14/16.
Bang 1: Mot s6 dic diém chinh cia nhém BN UTP.

Pic diém n (%)

Giai doan bénh:

I11B 16 (20)

v 64 (80)

M6 bénh hoc:

Biéu mo tuyén 58 (72,5)
Biéu mé vay 16 (20)
Biéu mé tuyén vay 6 (7,5)

Dot bién gen EGFR duong tinh 18/47 (38,3)
Ton thuong béng md dang tron trén X-quang 68/80 (85)
Tran dich mang phé)i ac tinh 38/80 (47,5)

C6 64/80 (80%) BN duoc chin dodn giai doan IV theo phan loai TNM lan tht
7. Ty 1é loai md bénh hoc chiém wu thé 12 ung thu biéu mé tuyén (72,5%), sau d6
12 ung thu biéu md vay (20%) va 7,5% thudc phén loai tuyén vay. Xét nghiém
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dot bién gen EGFR duoc thuc hién ¢ 47/80 (58,75%) BN, ty 1& dot bién 1a 18/47
(38,3%), trong d6 c6 3 vi tri dot bién 1a exon 18 (1/18); 19 (8/18) va exon 21
(3/18). Hinh théi ton thuong cha yéu ctia nhém UTPKTBN 1a béng md dang tron
(85%). C6 47,5% BN c6 tran dich mang phoi 4c tinh, twong Gng phan loai Mla
trong chan doan giai doan.

2. Hoat tinh cam tng ché tiét cytokine IFN-y ciia té bao NK mau ngoai vi
& BN UTPKTBN giai doan IIIB - IV méi chin doan

Bang 2: So sdnh gid tri NKA cta 2 nhém d6i twong nghién ciru.

, Gia tri NKA (pg/mL)
Nhém So lugng D’
Kho3 1
(n) Trung vi | Min - max oilng .tu’
phan vi
UTPKTBN 80 116,5 5-2477 56,25 - 510,25
< 0,001
Nhoém chirng 30 769,5 120 - 4109 | 485,75 - 1588,0
* Kiém dinh Mann-Whitney.
5000
P 145g142
- 0143
e
o 3000
- 45
ﬁ *56
Z 2000 ¥64
47
?0816
1000 E
0 T
Nhom ung thar phoi Nhom chirng

Biéu do 1: Biéu d6 Boxplot so sinh NKA giita 2 nhém ddi trgng nghién ciru.

Bang 2 va biéu dd 1 cho thiy gid tri trung vi, nhé nhat va 1én nhat & nhém
bénh thap hon c6 ¥ nghia thong ké so véi nhém chimg (p < 0,001). Gid tri trung
vi NKA cta nhém UTPKTBN la 116,5 pg/mL, cua nhém chung 1a 769,5 pg/mL.
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Bang 3: Phin bd gid tri NKA theo diém cit 200 pg/mL & hai nhém
dbi twong nghién ctru.

NKA (pg/mL) Nhom bénh n (%) Nhom chirng n (%)
<200 48 (60) 2(6,7)
> 200 32 (40) 28 (93,3)
Téng 80 (100) 30 (100)

Lay ngudong gia tri NKA 1a 200 pg/mL theo khuyén cdo cua nha san xuét
khi danh gid su giam cia NKA can dugc khdo sit nguyén nhan, c6 thé thay
0 nhom UTPKTBN, ty 1¢ BN c6 NKA giam la 60%, trong khi ty 1¢ nay 1a 6,7%
¢ nhém chung.

3. Su thay doi ciia hoat tinh cam ng ché tiét cytokine IFN-y ciia té bao
NK méu ngoai vi & BN UTPKTBN giai doan IIIB - IV sau 1 thang diéu tri

Bang 4: So sanh gid tri NKA trudc va sau diéu tri.

Gia tri NKA (pg/mL)

Truée diéu tri Sau 1 thang diéu tri

Piéu tri hod
cht (n = 28)

biéu tri dich
(n=22)

Téng (n = 50) | 105,5 (IQR: 59,25 - 368.,0) | 180.,5 (IQR: 81,0 - 442,25) | 0,393

90,5 (IQR: 64,5 - 309,5) |270,5 (IQR: 107,75 - 406,75) | 0,305

116,5 (IQR: 46,75 - 574,50)| 155,5 (IQR: 61,5 - 727,0) | 0,884

* Kiém dinh Wilcoxon.

Tat ca 80 BN nghién ctru sau khi duoc chan dodn giai doan déu dugc chi dinh
cac bi¢n phap diéu tri, bao gém héa chéat, xa tri va diéu tri dich. T uy nhién, chi cé
50 BN tiép tuc theo ddi duoc sau diéu tri, trong d6 chia thanh hai nhém diéu tri
hod chét (28 BN) va diéu tri dich (22 BN) béng thudc Grc ché tyrosine kinase
(TKI) thé hé 1 (erlotinib hodc gefitinib). So sdnh gia tri trung vi cua NKA trudc
va sau diéu tri theo tirmg phan nhém bién phdp diéu trj déu cho thiy khong c6 su
khéc biét vé gid tri NKA trude va sau diéu tri.
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Bang 5: Phin bd gid tri NKA theo diém cit 200 pg/mL trudc va sau diéu tri.

NKA (pg/mL) Trudée diéu tri Sau 1 thang diéu tri
<200 34/50 (68%) 27/50 (54 %)
> 200 16/50 (32%) 23/50 (46%)

Ty 18 BN c6 giam NKA dudi 200 pg/mL trude diéu tri 1a 68% va sau 1 thing

diéu tri 12 54%.

BAN LUAN

1. Gia tri NKA ¢ BN UTPKTBN
giai doan IIIB - IV

Xuat phét tir co so 1y ludn vé viéc
giam sb lugng tuyét dbi cling nhu chirc
ning té bao NK trong cic bénh 1y ung
thu néi chung trén nguoi, lién quan
dén sy giam hodc mat biéu 160 HLA 16p
[ trén bé mat té bao u nham “trén
tranh” sy phat hién va tn cOng cua cic
té bao mién dich néi chung va té bao
NK néi riéng, ching t6i tién hanh
nghién ctru trén 80 BN UTPKTBN giai
doan IIIB va IV - 1a nhém UTP c6 ty 1€
gap cao trén thuc hanh 1am sang; c6 so
sanh v61 nhém ching 30 nguoi binh
thuong tinh nguyén, cing do tudi
nham dénh gid va so sdnh chirc ning té
bao NK gitta hai nhém vé khia canh
chtic ning cam tng ché tiét cytokine
IFN- v - mot chét trung gian hod hoc
ddc hiéu cao cho hoat tinh ché tiét
cytokine cua té bao NK. Két qua cho
thiy, tai thoi diém méi chan doén, gid

tri trung vi cua NKA trong nhém
UTPKTBN 1la 116,5 pg/mL (IQR:
56,25 - 510,25 pg/mL), khéic biét c6 y
nghia thong k& so véi nhém chimg
769,5 pg/mL (IQR: 485,75 - 1588,0
pg/mL) (p < 0,001). O day, két qua
NKA khong c6 phan phdi chuin nén
nhém nghién ctru thyc hién mo ta gia
tri theo trung vi va khoang t&r phan vi.
Gid tri NKA ¢ nhém UTPKTBN
trong nghién ctru ciia ching t6i thap
hon so v&i nghién ctu cua tac gia Sue
In Choi va CS cong bd (2019) 12 406,3
pg/mL (IQR: 61,6 - 984,3 pg/mL) [2].
Nghién cuu cua tic gia Sue In Choi
dugc xem 12 nghién ctu dau tién ddnh
gid vé hoat tinh cam tng ché tiét
cytokine cua té bao giét ty nhién trén
nhém BN UTP. Sy khic nhau nay
hoan toan hop 1y bdi trong nghién ctru
clia tic gia trong s6 71 BN UTP dugc
tuyén chon vao nghién ctru thi c6 toi
31/71 (43,66%) BN giai doan sém. S6
liéu cua tac gia cling phan dnh NKA c6
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xu hudéng giam theo giai doan bénh,
giai doan s6m cao hon cé y nghia
thong ké so v6i ¢ giai doan mudn
(158,2 pg/mL so v&i 912,3 pg/mL; p <
0,001). Két qua nay ciing tuong ty voi
phan tich trudc d6 cua tic gia cong bd
vao nam 2017 khi phan tich NKA
trung binh & 48 BN UTPKTBN so voi
38 BN bénh phdi lanh tinh va 33 nguoi
khoé. NKA trung binh gidm c6 y nghia
thong k& & nhém UTP so v6i 2 nhém
ching (p < 0,05), 1an luot 1a 958,7 +
1011; 1516 + 1066 va 1660 + 878,7
pg/mL va NKA ¢ giai doan III va IV
cling giam c6 y nghia so v&i giai doan
I va IT (527,7 £ 723,7 so véi 1562 +
1062 pg/mL; p = 0,0001) [3].

Xét nghiém danh gid kha ning ché
tiét IFN-y cta té bao NK sau khi dugc
hoat hod trong méi truong chuyén biét
dugc dua trén nguyén ly xét nghiém
ELISA cho két qua nhanh, d& thuc
hién, c6 thé xét nghiém thudng quy.
Xét nghiém nay trong nhitng nim gan
day duogc str dung trong nhiéu nghién
ctru vé ung thu nhu ung thu da day,
ung thu tién liét tuyén, ung thu dai truc
trang,... [4, 5, 6], va la co s& khoa hoc
mo ra tiém nang trj liéu ung thu bang
té bao mién dich [7, 8]. Xuat phat tir
nhiing két qua vé sy giam hoat tinh ché
tiét cytokine IFN-y cua té bao NK
trong cédc loai ung thu trén nguoi, cac
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tdc gia dua ra goi ¥ rang NKA c6 thé 1a
mot du an sinh hoc trong tién lugng
bénh va budc dau, diy ciing 1a chi sd
theo d&i ddp ung véi liéu phdp mién
dich sir dung té bao NK ty thin trong
diéu tri ung thu.

Mot van dé duoc dit ra, liéu rz"mg
nong d6 IFN-y c6 phan anh chinh xac
hoat tinh tiét cytokine cta té bio NK
hay IFN-y c6 thé duoc tao ra boi cic té
biao mién dich khdc. Cdc nghién ciru
cho thidy mic du ca té bao NK, té bao
T va té bao T giét ty nhién (NKT
natural killer T cell) déu tao ra IFN-y
nhung ty 18 tiét IFN-y cia té bao NK
vuot xa ¢6 ¥ nghia so véi té bao T va
NKT (p < 0,001) va nong do IFN-y con
phan dnh chtc niang hé mién dich bam
sinh; do d6, ddanh gid NKA thong qua
dinh luong néng do IFN-y c6 thé phan
dnh t6t chic ning cam Ung tiét
cytokine cua té bao NK.

2. Su thay ddi cia gia tri NKA &
BN UTPKTBN giai doan IIIB - IV
sau 1 thang diéu tri

Tir két qua nghién ctru c6 thé thiy
khong c6 su khéc biét vé gia tri NKA
tai thoi diém méi chan dodn va sau 1
thang diéu tri & ca hai nhém hod tri va
diéu tri dich. V& Iy thuyét, khi diéu tri
hod chét doc té bao s& tidu diét khong
nhitng t& bao ung thu ma con lam ton
thwong cdc t& bao lanh cua co thé,
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trong d6 cé té bao mién dich. Mot s6
nghién ctru di ching minh sy giam s
lwong té bao NK trong mdu ngoai vi &
nhiéu loai ung thu khi tién hanh hod tri
[9]. M6t s6 nghién ciru khac lai cho
thidy két qua nguoc lai, hod trj lam
giam té bao lympho B nhung khong
lam thay d6i s6 lugng té bao lympho T
va té bao NK [10]. Van dé nay van can
dugc nghién ctu tiép tuc. Dir lidu vé
su thay doi hoat tinh cam tGng ché tiét
cytokin cua té bao NK sau hod tri va
diéu tri dich con han ché. Nghién ctru
cia ching t6i gép thém phan sb liéu
nho, budc dau.

S6 luong va phan loai dudi nhém
ctia té bao NK dugc thyc hién bang ky
thuat dong chay té (flow
cytometry). Do han ché vé thoi gian va
ngan siach, chung t6i chua thyc hién
duoc déng thoi dinh lugng n6ng do

bao

IFN-y va dém sb luong té bao NK méu
ngoai vi. S6 lwong va chirc ning té bao
NK khoéng phai lic nao cling song
hanh véi nhau, cé thé s6 lwong binh
thuong nhung chirc nang lai giam va
nguoc lai c6 thé giam vé sd luong
nhung chic ning c¢6 thé van binh
thuong. Do d6, can nhitng nghién ctru
sdu hon, chi tiét hon, vdi sb luong 16n
hon dé c¢6 dugc buc tranh toan canh
hon vé su thay ddi dic diém sd luong,
dic diém chtc ning cua té bao NK
trong ung thu néi chung, UTPKTBN
noi riéng.

KET LUAN

Hoat tinh t& bao giét ty nhién NKA
thong qua cam ung ché tiét cytokine
IFN-y mau ngoai vi & BN UTPKTBN
giai doan IIIB - IV gidm c6 y nghia so
voi nhém chirng nguoi binh thuong.
Khong c6 su khac biét vé gid tri NKA
tai thoi diém chan dodn va sau 1 thdng
diéu tri hod chét hay diéu tri dich.
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PANH GIA KET QUA PIEU TRI GAY KIN THAN XUONG CANH TAY
BANG NEP VIT TAI BENH VIEN QUAN Y 105

Pham Ngoc Thing', Nguyén Bd Ngoc'
Trin Vin Phwong’, Nguyén Thanh Long’

Toém tit

Mouc tiéu: Danh gid két qua diéu tri gdy kin than xuwong cénh tay (TXCT) &
ngudi 16n bang phau thuat két xuong nep vit (KXNV). Nhan xét vé thoi diém
phau thuat va k¥ thuét cua diéu tri. Péi twong va phwong phdp: Nghién ciru tién
ctru, can thiép 1am sang khong nhém chimg, mo ta cit ngang két hop theo doi
doc trén 45 bénh nhan (BN) gay kin TXCT (31 nam, 14 nit), do tudi tir 18 - 79,
tudi trung binh 12 37,44 + 15,79; duoc diéu tri phau thuat KXNV tai Bénh vién
Quén y 105, tir thang 01/2018 - 6/2021. Cac BN duoc phau thuat KXNV, diéu tri
sau mod, huéng dan tap luyén va dinh ky kham lai. K&t qud: Két qua xa kiém tra
dugc 100% s6 BN véi thoi gian theo doi tir 12 - 48 thang: Dat lién xuong 100%;
két qua chung dat tot 97,8%, trung binh 2,2%; va khong c6 két qua kém. Két
Iugn: KXNV c6 nhiéu wu diém d6i véi gay kin TXCT.

* Tir khéa: Gay than xwong cdnh tay; Két xwong nep vit.

EVALUATION OF TREATMENT RESULT OF THE HUMERAL SHAFT
FRACTURES BY PLATE OSTEOSYNTHESIS
AT MILITARY HOSPITAL 105

Summary

Objectives: To evaluate the treatment result of humeral shaft fractures by plate
osteosynthesis. Comments on surgical timing and technique of treatments.
Subjects and methods: A prospective, cross-sectional description, longitudinal
follow-up, and clinical study without a control group on 45 patients (31 males,
14 females) from 18 to 79 ages, average 37.44 + 15.79; diagnosed with humeral

'Bénh vién Quan y 103
*Bénh vién Quén y 109
*Bénh vién Quén y 105
Nguwoi phéan hdi: Pham Ngoc Thing (thangb1v103@gmail.com)
Ngay nhan bai: 30/01/2023
Ngay duge chip nhan ding: 09/02/2023
http://doi.org/10.56535/jmpm.v48i2.264
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shaft fractures, were treated by plate osteosynthesis at Military Hospital 105 from
January 2018 to June 2021. Patients with the surgical method by Plate
osteosynthesis, treatment after surgery, guide training, and re-examination to
evaluate results. Results: 100% of patients’ early bone healing. Far results in 45
patients after surgery from 12 to 48 months were: good 97,8%, average 2,2%,
poor 0%. Conclusion: Plate osteosynthesis remains a successful surgical
treatment. Plate fixation results in high union rates but requires extensive

dissection and soft tissue stripping.

* Keywords: Humeral shaft fracture; Plate osteosynthesis.

PAT VAN PE

Gay TXCT la loai gay thuong gap ¢
chi trén, dimg thtr ba sau giy dau dudi
Xuong quay va giy hai xuong cang tay,
chiém tir 3 - 5% tong s céc loai giy
xuong [1, 2, 3]. Phan 16n cédc trudng
hop xay ra ¢ do tudi lao dong, do luc
chan thuong manh dap truc tiép vao
cdnh tay hodc do ngd chéng tay. C6
nhiéu phuong phép diéu tri cho giy
TXCT bao goém diéu tri bao ton va
diéu tri phau thuat két xuong. Piéu tri
phiu thuat két xuong bén trong bang
nep vit tir lau dd c6 nhiéu vu diém
trong diéu tri gy kin TXCT.

Bénh vién Quan y 105 da trién khai
diéu tri gdy TXCT bang phau thuat
KXNV tir nhiéu nim. Trong 3 nam (tir
thang 1/2018 - thang 6/2021), chiing
t61 da diéu trj cho 45 trudong hop va thu
duoc két qua kha quan. Dé rdt kinh
nghiém va ning cao chét luong diéu tri
dbi vé6i loai gdy xuong ndy chdng toi
nghién ctru dé tai nham 2 muc tiéu:
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1. Ddnh gid két qua diéu tri gay kin
TXCT bang nep vit.

2. Riut ra mot 56 nhan xét vé thoi
diém va kj thudt mo.

POI TUQONG VA PHUONG PHAP
NGHIEN CUU

1. P6i twong nghién ctru

45 BN giy kin TXCT, do tudi tir 18
- 79, tudi trung binh 37,44 + 15,79;
duoc dicu tri KXNV tai Khoa Chan
thuong Chinh hinh - Bénh vién Quan y
105 tr thang 01/2018 - 6/2021.

* Tiéu chudn lya chon: Cdc BN giy
kin TXCT, duoc phﬁu thuat KXNV tai
Bénh vién Quén y 105, > 16 tudi.

* Tiéu chudn logi trir: Céc truong
hop gdy xuong canh tay do bénh ly;
Cic truong hop cham lién xuong va
khép gia xuong canh tay.

2. Phwong phap nghién ctru

* Thiét ké nghién ciru: Nghién ctru
tién ctru, can thiép 1am sang khoéng
nhém chtng, két hop mé ta cit ngang
va theo doi1 doc.
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* Ddnh gid két qua: Bao gdm két
qua gan va két qua xa.

Dénh gid két qua gan (trude khi ra
vién) cdn c&r vao: Dién bién tai vét md
va két qua két xuong.

Piénh gid két qua xa (sau mo trén 12
thdng), cc chi tiéu danh gid bao gdom:

- Tinh trang seo md (seo mém mai,
seo viém ro, seo phi dai).

- Tinh trang lién xuong tai 0 giy
dua trén phim X-quang quy udc.

- Két qua phuyc hdi chirc niang khép
vai va khop khuyu dua vao thang diém
cua Stewart va Hundley [3].

Két qua chung dugc chia thanh 3
murc nhu sau:

- Tot: Khong dau, lién xwong viing
c6 thé con di léch gap géc < 10°; bién
do van dong khép vai, khép khuyu han
ché < 20°.

- Trung binh: Pau sau ging stc, lién
xuong ving c6 thé con di léch gap géc
> 10°. Van dong khdp vai, khdp khuyu
han ché 20 - 40°.

- Kém: Khong lién xuong, dau lién
tuc, dai dang. Bién d6 van dong khop
vai, khop khuyu han ché > 40° hoic
khong lién xuong.

* Xir Iy s6 liéu: Bang phan mém
SPSS 22.0.

KET QUA

1. Pic diém nhém nghién ciru

* Tudi va gidi tinh:

45 BN trong nhém nghién ctru c6
d6 tudi tr 18 - 79. Tudi trung binh

37,44 +15,79. D6 tudi thuong gip nhat
1a tir 20 - 29 (17 BN, chiém 37,8%).

C6 31 BN nam (68,9%). 14 BN nir
(31,1%).

* Nguyén nhan gay xuwong:

Tai nan giao thong: 22 BN (48,9%);
tai nan sinh hoat: 5 BN (11,1%); tai
nan lao dong: 16 BN (35,6%); tai nan
khéc (vat tay): 2 BN (4,4%).

Co ché chan truong truc tiép c6 29
BN (64,4%); s6 con lai 1a co ché chan
thwong gidn tiép.

*Vitri gay:

Bang 1: Phan bé vi trf gdy xuong

(n =45).
Vitrigiy | S6 BN (n) | Ty 18 (%)
1/3 trén 7 15,6
1/3 giita 24 53,3
1/3 duéi 14 31,1

Gay tay phai: 19 BN (42,2%), gay
tay trdi: 26 BN (57,8%).

* Ton thuong két hop:

C6 3 trudng hop (6,6%) bi liét than
kinh quay: 2 truong hop bi gay & 1/3
gitta va 1 truong hop bi gy ¢ 1/3 dudi
TXCT.

4 trudong hop ton thuong két hop &
tir chi gdm: Gdy xuong cang chén, giy
2 xuong cang tay, gy xuong ban tay
va vét thuong phan mém. Cic trudng
hop nay déu dwoc xir tri phiu thuat
cung luc voi gay TXCT.
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2 trudng hop bi chin dong ndo, 1
BN bj chan thuong bung kin dip gan
dugc diéu tri bao ton On dinh m&i md
két xuong canh tay.

* Phuong phdp diéu tri truedc mo:

44 BN dén vién chua diéu tri; 1 BN
da nan chinh bé bot khong dat yéu cau
chuyén sang mo két xuong.

2. Phwong phap diéu tri

* Thoi diém phdu thudt:

- 15 BN mb trong 24 gio dau, trong
d6 c¢6 3 BN ton thuong than kinh quay.

- 30 BN mo trong thoi gian tir ngay
thtr 2 dén ngay tht 5.

* Puwong mo: Tat ca BN déu duoc
mo theo dudng trudc ngoai.

Vi tri dat nep & mat trudc ngoai
canh tay chiém 68,9%, con lai 1a dat o
mat ¢ mat trudc.

* Logi nep dwgc ding dé két xwong:
Tat ca déu 1a nep DCP; trong d6 nep
dai 8 16 51,1%, 6 18 chiém 28,9%, 10
16 chiém 20%.

S6 lwong vit bat téi thiéu mdi dau 1a
3 vit duong kinh 4,5 mm.

3. Két qua diéu trij

* Két qua gan:

Dién bién tai vét mo: 97,8% lién vét
md ky dau. C6 01 BN nhiém khuédn

nong lién vét mo ky 2.
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Két qua nan chinh xuwong giy va két
xuong (dua trén phim X-quang):

- Nin chinh hét di 1éch c6 42 BN
(93,3%), s6 con lai con di léch gap géc
<3°1a3 BN (6,7%).

- Tat ca cic BN két xuong déu dat
yéu cau vé ky thuat dit nep bit vit.

* Két qud xa:

Tai thoi diém két thic nghién ciu,
chiing t6i danh gid két qua xa duoc 45
BN dat 100%. Thoi gian dénh gid két
qua xa trung binh 24,5 + 1,2 thang (tu
12 - 48 thang).

Tinh trang seo sau md: 42/45 BN
(93,33%) c¢6 seo m6 mém mai, 3 BN
cd seo 16i. Khong ¢6 BN nao c¢é seo
xau dinh xwong hodc seo viém ro.

Tinh trang lién xwong: 100% dat
lién xwong ving chic, trong d6 30 BN
da thdo nep vit.

Két qua hdi phuc than kinh quay: Ca
3 BN c¢6 ton thuong than kinh quay
déu phuc hoi hoan toan ca van dong va
cam gidc; BN phuc hoi sém nhat 1a sau
5 thang va BN mudn nhét 1a sau 9
thang.

Két qua phuc hoi chiric ning khép
khuyu va khép vai:

- Chirc nang khép vai dat mirc t6t c6
44 BN (97,8%); chic nang khép vai
dat muc trung binh 01 BN (2,2%).

- Chuc nang khop khuyu dat mirc
t6t c6 44 BN (97,8%); mirc trung binh
01 BN (2,2%).
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Bang 2: Két qua xa (n = 45).

Két qua S6BN | Ty 18 (%)
chung (n)
Tét 44 97,8
Trung binh 2,2
Kém 0 0

Ca 3 BN ton thuong than kinh quay
kiém tra két qua xa déu phuc hdi chuc
ning & muc tt. Trudong hop c6 két qua
trung binh 1a BN nit 75 tudi gy kin
1/3 gifta xuong canh tay do tai nan
sinh hoat, kiém tra két qua xa sau 16
thang 6 gdy lién xwong chic nhung ¢
han ché van dong ca khdp vai va khép
khuyu, nguyén nhan 12 sau m6 khong
tap van dong sém mdc du da duoc
huéng dan. BN chua thdo nep vit.

BAN LUAN

1. Nhan xét vé chi dinh mo

Vé mit ly thuyét, giy kin TXCT &
ngudi 16n c6 thé diéu tri bao tén bang
b6 bot nguc canh tay, bot chitr U hodc
nep cdnh tay cang tay cua Sarmiento
[1]. Theo Nicollas Galluser va CS [2],
diéu tri bao ton 1a phuong phdp duogc
Ira chon cho hiu hét cdc truong hop
gdy kin TXCT vi ty 1& lién xuong va
phuc hdi chirc nang dat dugc kha cao.
Tuy nhién, pham vi chi dinh diéu tri
bao ton hién nay ngay cang bi thu hep
vi phuong phdp nay c6é nhiéu nhuogc
diém nhu c6 dinh khong viing chac,
thoi gian bo bot lau (tur 2 - 2,5 thang);

nguy co di 1éch thir phét, cham lién xuong,
khép gia va han ché van dong khop vai,
khép khuyu... Béac bi¢t trong giai doan
hién nay, viéc c6 dinh béng bot nguc
cdnh tay cong kénh vuéng viu trong
mot thoi gian dai 12 diéu khé chap nhan.
Do viy, v6i hau hét cdc truong hop bi
giy TXCT, céc nha chan thuong chinh
hinh van coi chi dinh md két xwong
ngay tir dau 12 Iyra chon hop ly.

Trong nghién ctru nay, ching toi chi
dinh cho cédc truong hop giy kin
TXCT, trong d6 gdém 44 truong hop
chi dinh md ngay tir dau va chi c6 1
truong hop gay kin 1/3 gitra nin chinh
khong dat nén chuyén sang mé mo.
Theo vi tri gdy, ching t6i ¢ 7 BN gay
O vitri 1/3 trén, 24 BN gay 1/3 gifra va
14 BN gay ¢ 1/3 dudi.

Theo Nicollas Galluser [1] chi dinh
phau thuat dbi véi gay kin TXCT duogc
chia thanh hai nhém:

- Nhém chi dinh tuyét ddi: Céc
truong hop diéu tri bao tén that bai
(sau khi nén chinh con di Iéch 16n), cac
truong hop c6 duong gay chéo vat kéo
dai dén khop (gdy pham khép); khuyu
bap bénh (gdy xuwong cdnh tay kem
theo gdy dau dudi xuong cédnh tay
cliing bén); BN méc bénh béo phi.

Gay xuong canh tay c6 kem theo
tén thuong dong mach céanh tay c6 chi
dinh mé tuyét dbi va 1a chi dinh mo
cap ctru. Muc dich két xuwong 12 dé duy
tri su 6n dinh cua chd khau ndi mach
mdu. Theo Nicolas G, néu cé ton
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thwong dong mach canh tay kem theo
thi nén két xuong bang nep vit [1].

- Nhém chi dinh twong ddi: Gay
xuong canh tay 3 doan, gdy c6 nhiéu
manh, gdy xuong canh tay ca hai bén;
cdc BN da chéan thuong c6 giy xuong
céanh tay.

Nhu vay xét theo phan loai vé chi
dinh cua Nicollas G thi cic BN trong
nghién ciru cia ching toi déu thudc
nhém chi dinh twong ddi.

2. Lwa chon phuong phap két xuong

Dbi v6i gdy kin TXCT & ngudi 1o,
hai phuong phép két xuong kinh dién
dugce dé nghi 1a KXNV va két xuong
dinh ndi tay. Nhiu tic gia cho rang
KXNV la ¢6 nhiéu wu diém déi voi
diéu tri gdy kin TXCT [1, 3, 4]. Gan
day mot sb tdc gia dd thuc hién két
xuong bang nep khéa véi ky thuat
MIPO (k¥ thuat it xAm 14n) [3].

Ching t6i chon phau thuat nan chinh
m¢é va KXNV (ORIF) vi day 1a phuong
phap phuc hoi tét vé giai phau, cd dinh
0 gdy viing chac, nhd vay sau mo BN
tap luyén phuc héi chirc nang sém.

Mot sd tic gia cho rang giita
két xuong bang dinh noi tiy va
KXNV, két qua lién xuong va
phuc hoi chirc nang khic nhau khong
c6 y nghia thong ké. Tuy nhién, két
xuong bang dinh nodi tiy cé ty 1& han
ché van dong khép vai; dau tai khép
vai va ty 1¢ cham lién xuong, khép gia
nhiéu hon [5].
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Trong nghién ctru cua chung toi, cac
BN giy TXCT phan 16n chua qua diéu
trj bao ton, do nguyén vong BN can
hoat dong sém nén mo ngay tir dau
(97,8%). Chi ¢c6 1 BN giy 1/3 gitra
xuong cdnh tay dugc nan chinh bé bot
nhung sau dé di lI¢ch tha phat va BN
cling khong mudn bat dong bang bot
trong thoi gian dai nén da chuyén sang
diéu tri phau thuat. Chi dinh md cua
ching t6i ciing twong tu nhu két qua
nghién ctru cuia Hee H.T., Low B.Y [4].

3. Xir tri cac trwong hop c6 ton
thwong than kinh quay

Ton thuong than kinh quay két hop
trong gy xuong cdnh tay 12 mot bién
chting hay gip nhat trong sb cdc bién
chimg ton thuong than kinh ctia gay than
xuong dai [5], dao dong tor 7 - 17%.
Theo mot nghién ciru tong hop tir 4517
truong hop gay TXCT cua Shao va CS
thi ty 1& ton thuong than kinh quay
chiém 11,8%. Ty 1& hoi phuc chiém
88,1%; trong d6 ty 1& ty hdi phuc
chiém 70,7% s6 BN diéu tri bao ton.

Gay xuong ¢ vi tri 1/3 gilra gap voi
ty 1¢ cao hon so voi cac vi tri khéc.
Hinh thdi dudong gidy ngang va giy
xoan vat c6 nhiéu kha nang lién quan
dén ton thuong than kinh quay hon 1a
gdy nhiéu manh (p < 0,001). Trong
diéu tri cdc truong hop giy xwong canh
tay c6 ton thuong than kinh quay, van
dé c¢6 mo kiém tra than kinh hay khong
van dang c6 nhiéu y kién tranh luan.
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Mot sb tac gia dé nghi diéu trj bao ton,
theo ddi va cho hdi phuc sau mot thoi
gian nhat dinh, 1y do céc tic gia dua ra
12 cha yéu day than kinh bi cing din
va ty 1é tu hodi phuc cao. Céc tic gia c6
chu truong mo som (Hee H. T., See H.
F. [4]) vi cho ring ty 1& gan 30%
khong tu héi phuc 13 con sd khong
nho. Cha truong mod sém dé boc 10
than kinh kiém tra 1a can thiét. Néu
chd doi sau 6 thiang dén khi khong hoi
phuc méi m6 thi két qua ndi, ghép than
kinh dat duoc rat kém. Hon nita cdc tdc
gia ciing nhan thdy c6 mot sb trudng
hop diy than kinh bi ket vao 6 gdy, bi
dut ban phﬁn hodc toan bo. Do d6, md
som s€ danh gid duoc cu thé tinh trang
tén thuong va c¢6 huéng xur tri thich
hop [4].

Trong nghién ctru nay chiing t6i gap
3 BN ton thuong than kinh quay va
déu duoc mod sém ngay trong ngly
dau. Ca 3 truong hop déu dugc kiém
tra va thiy ton thuong & mic do cing
dan; do d6, trong m6 khong xir tri gi
ngoai KXNV ¢ dinh 6 gay. Két qua ca
3 BN déu hdi phuc hoan toan ca van
dong va cam gidc trong khoang thoi
gian tur 5 - 9 thang.

KET LUAN

Phuong phip KXNV diéu tri giy
kin TXCT la an toan, hi¢u qua. Phau
thut sém, rit ngan thoi gian nam vién
dbi véi cic truong hop khong cé ton
thuong két hop. Phau thudt cap ctru ¢é

tri hodn d6i véi cdc truong hop bi liét
than kinh quay. Véi céc ton thuong két
hop, nén xu tri cung thi véi két xuong
nep khi diéu kién cho phép. Puong md
trudc ngoai ¢ thé tiép can va xur tri tat
ca vi tri gdy ¢ TXCT, nep vit phai c6
chiéu dai dam bao 3 vit mdi dau vuot
qua ) gay.
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MOI LIEN QUAN GIUA DI CAN HACH VA PAC PIEM KHOI U
O BENH NHAN UNG THU PHOI KHONG TE BAO NHO
PUQC PHAU THUAT NOI SOI CAT THUY PHOI, NAO VET HACH

Lé Hii Son’, Tréan Trong Kiém', Mai Vin Vién'

Tém tit

Muc tiéu: M6 ta mdi lién quan gitta di can hach va dic diém khdi u & bénh
nhan (BN) ung thu phoi khong té bao nhé (UTPKTBN) dugc phiu thuit ndi soi
(PTNS) cit thity phdi, nao vét hach. Péi twong va phwong phdp: Nghién ciru
tién clru va méd ta tinh trang di can hach theo dac diém khdéi u & 98 BN
UTPKTBN giai doan I - IITA dugc PTNS cit thuy phéi, nao vét hach tai Bénh
vién Trung wong Quan doi 108 tir thang 5/2017 - 3/2021. Két qua: Ty 1& di cin
hach chiém 30,6%; ty 1& di cin hach ving trung that trén cua u thiy trén 1a
15,2%; ty 18 di can hach ving trung that dudi cua u thuy dudi 1a 31,4%. Ty 1¢ di
can hach chdang N1 cao nhit & nhém u>5 -7 cm (25,0%), ty 1€ di can chang N2
cao nhat & nhém u >3 - 5 cm (29,6%). Trong nhém u cé xam lan, ty 1€ di can
hach ching N2 chiém 26,5%. Két ludn: Di cin hach c6 tinh chat dic trung theo
vi tri khdi u va lién quan véi kich thude khdi u. Tinh chat xam 14n cta khéi u cé
xu hudng lién quan véi mirc dJ di can hach.

* Tir khod: Ung thw phoi khéng té bao nho; Phau thudt néi soi; Di can hach;
Pdc diem.

RELATIONSHIP BETWEEN LYMPH NODE METASTASIS AND
TUMOR CHARACTERISTICS IN PATIENTS WITH NON-SMALL
CELL LUNG CANCER POST THORACOSCOPIC LOBECTOMY

AND LYMPH NODE DISSECTION
Summary

Objectives: To find out the lymph node metastasis depended on tumor
characteristics in non-small cell lung cancer patients post thoracoscopic
lobectomy and lymph node dissection. Subjects and methods: A prospective and

'B6 méon - Khoa Ngoai 10ng ngue, Bénh vién Trung wong Quén ddi 108
Nguwoi phéan héi: Lé Hai Son (lehaison108@gmail.com)

Ngay nhan bai: 03/01/2023

Ngay duge chip nhan ding: 31/01/2023
http://doi.org/10.56535/jmpm.v48i2.226
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descriptive study on lymph node metastasis status following tumor signs in 98
lung cancer patients with I - IITA stage who underwent thoracoscopic lobectomy
and lymph node dissection at 108 Military Central Hospital from 5/2017 -
3/2021. Results: Lymph node metastasis rate was 30.6%; the rate of lymph node
metastasis to the superior mediastinal region of the upper lobe tumor was 15.2%;
the rate of lymph node metastasis to the inferior mediastinal region of the lower
lobe tumor was 31.4%. In the tumor diameter > 5 - 7 cm group, the N1 lymph
node metastasis accounted for the highest proportion (25.0%), and the N2 lymph
node metastasisis rate was 29.6% in the tumor diameter > 3 - 5 cm group. In the
tumor invasion group, the N2 lymph node metastasis proportion made up 26.5%.
Conclusion: The lymph node metastasis is related to tumor location and tumor

size. The tumor invasion tends to be related to lymph node metastasis.

* Keywords: Non-small cell lung cancer; Thoracoscopic lobectomy; Lymph

node metastasis; Characteristic.

PAT VAN DE

Ung thu phdi 1a bénh 1y 4c tinh c6
tién lwong xdu va diéu tri khé khan.
Phiu thudt cit thily phdi va nao vét
hach 1a bién phdp diéu tri c¢6 hiéu qua
d6i véi UTPKTBN & giai doan sém
(I, II, IIA). Trén thé gioi, PTNS da
dan thay thé mb mé trong diéu tri ung
the phéi. Tai Viét Nam, diéu tri
UTPKTBN bang PTNS di duoc dp
dung thuong quy va budc dau mang lai
két qua tét cho nguoi bénh tai nhiéu
bénh vién tuyén cudi. Tuy nhién,
nhitng nghi€n ctru tim hiéu tinh trang
di can hach & BN UTPKTBN duoc
diéu tri bang PTNS cit thuty phdi, nao
vét hach con chua nhiéu va chua hé
thong. Vi vay, ching t6i tién hanh
nghién ctru nay nham: Xdc dinh méi
lién quan gitra di can hach va dic diém

khdéi u & BN UTPKTBN duoc PTNS
cat thiy phoi, nao vét hach.

POI TUQONG VA PHUONG PHAP
NGHIEN CUU

1. Pdi twong nghién ciru

98 BN UTPKTBN dugc PTNS cit
thity phoi, nao vét hach tai Bénh vién
Trung wong Quan doi 108 tu thing
5/2017 - 3/2021.

2. Phwong phap nghién ctru

* Thiét ké nghién ciru: Tién cliru, md
ta loat ca bénh va khong c6 doi chung.

- Chi dinh nao vét hach:

+ V&i BN duoc chan dodn giai doan
trude mo TINOMO, TINTMO, T2NOMO,
T2N1MO:

. Déi v6i u thiy trén phdi phai: Nao
vét hach nhém 2, 4 va cac nhém hach
chiang N1 (nhém 10, 11, 12 - 13 - 14).
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. P6i vo6i u thuy giita phdi phai:
Nao vét hach nhém 2, 4, 7, 8, 9 va cac
nhom hach chdng N1 (nhém 10, 11, 12
- 13- 14).

. Dbi v6i u thuy trén phdi trdi: Nao vét
hach nhém 4, 5, 6 va cac nhém hach
chang N1 (nhém 10, 11, 12 - 13 - 14).

. Bdi vé6i thity duéi hai phoi: Nao vét
hach nhém 7, 8, 9 va cac nhém hach
chang N1 (nhém 10, 11, 12 - 13 - 14).

+ V&i BN ¢6 khédi u > 5 cm hodc c6
hach N2 trén 1am sang:

. Dbi voi u phoi phai: Nao vét hach
nhém 2, 4, 7, 8, 9 va cdc hach chang
N1 (nhém 10 - 14).

. B6i v6i u phoi trdi: Nao vét hach
nhom 5, 6, 7, 8, 9 va cidc hach chang
N1 (nh6ém 10 - 14).

- Pic diém di can hach, dic diém
khdi u duge théng ké:

+ Thong ké ty 1& di can theo cic
chang hach theo phan loai cua Hiép hoi

Nghién ctru ung thu phdi thé gidi:
Chéang N1 (nhém 10 - 14), chang N2
(nhém 2 - 9) gom: ching N2 nhay céc
(N1 am tinh, N2 duong tinh), chdng
N2 tuan tu (N1 va N2 dwong tinh).

+ Vi trf khéi u duoc chia thanh 3
ving: Thiy trén (gém u thiy trén phdi
phai hodc u thily trén phdi trdi); thiy
gitta va thuy dudi (gdm u thiy dudi
phdi phai hoic u thity dudi phoi trdi).

+ Kich thuéc khdéi u duoc chia
thanh 3 nhém theo duong kinh khéi u:
U<3cm;3cm<u<5cmvaScm<u
<7 cm.

+ Tinh chit xam 1in cua khéi u
duoc xdc dinh dya vao giai phau bénh
ly: Khong xam lan, ¢6 xam lan.

- X4c dinh méi lién quan gitra di can
hach véi céc dic diém cua khdi u.

* Xir Iy s6 liéu: Bang phan mém
SPSS 23.0. Su khac biét c6 y nghia
thong ké véi p < 0,05.

KET QUA NGHIEN CUU

C6 98 BN UTPKTBN giai doan I, II, IITA dugc PTNS cit thity phoi, nao vét
hach tai Bénh vién Trung wong Quan doi 108 trong khoang thoi gian tur thang

5/2017 - 3/2021.

Bang 1: S6 lugng hach va s6 nhém hach nao vét duoc.

Pic diém Trung binh | Lém nhat | Nho nhat
So luong hach nao vét dugc (n=1.121) | 11,4 +5,2 6 32
S6 nhém hach nao vét duge (n = 367) 3,8+0,6 3 9

S hach nao vét duoc trung binh la 11,4 £ 5,2 hach; s6 nhém hach nao vét

duogc trung binh 1a 3,8 + 0,6 nhém.
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Bang 2: Di can hach theo chang (n = 98).

Ching hach SOBN | Ty1é (%) | Tong
Khong di can hach (NO) 68 69,4 | 68 (69,4%)
Di can hach chang N1 10 10,2
C6 di can hach | Di can chang N2 nhay céc 9 9,2 30 (30,6%)
Di cin ching N2 tudn ty 11 11,2
Téng 98 100 98 (100%)

Ty 1€ di can hach 1a 30,6%, di can hach theo cic chang c6 ty 1€ tuong

duong nhau.
Bang 3: Di can hach theo vi tri khéi u (n =98).
Thuy trén Thuy giira Thuy dwoi
N Khong C6 | Khong Cé6 | Khong | Co
Vit hach
Hir1 VEIS fac dicin |dican| dicdn | dican | dican |dican P
n (%)
Trung thét trén 39 7 4 1 15 1 0.59
(2%-4,3,5-6) (84,8) |(15,2) | (80,0) | (20,0) | (93,8) |(11,3) ’
Trung that duéi 17 0 4 0 24 I og
7,8-9 (100,0) | (0,0) | (100,0) | (0,0) | (68,6) | (31,4)| ~
Hach N1 43 8 4 1 24 12 0.17
ac ,
' (84,3) [ (15,7) | (80,0) | (20,0) | (66,7) |(33,3)

U thiy trén di cin hach ving trung that trén chiém 15,7%:; ty 1& u thiy dudi di
can hach viing trung that dudi 1a 31,4%.
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Bang 4: Di can hach theo kich thudc khéi u (n=98).

Kich thuéc khodi u (n, %)
Chang hach p
<3cm >3-5cm >5-7cm
Khong di can (NO) 47 (74,6) 15 (55,6) 6 (75,0)
Di cdn chang N1 4(6,4) 4 (14,8) 2 (25,0)
0,046

Di cdn chang N2 12 (19,0) 8 (29,6) 0 (0)

Tong 63 (100) 27 (100) 8 (100)

Di can hach ching N1 va N2 ¢ nhém u < 3 cm chiém ty 1& thap nhét lan luot 12

6,4% va 19,0%.

Bang 5: Di can chang hach theo dac diém xam 14n cua khdi u (n = 98).

Pic diém xam l4n cia khéi u
Tinh chit : . Tong
. Khong xadm lan | C6 xam lan p
di can hach
n V4 n % n %
Khong di can hach 47 73,4 21 61,8 68 69,4
Di can chang N1 6 9,4 4 11,8 10 10,2
0,47
Di can chang N2 11 17,2 9 26,5 20 20,4
Tong 64 100,0 34 100,0 98 1100,0

Khong c6 sy khdc biét ¢6 ¥ nghia thong ké (p = 0,47) vé ching hach di cin
theo dic diém xam 1an cua khéi u.
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BAN LUAN

1. Pic diém di ciin theo chiing hach

Trong nghién ctru cua chdng toi, sb
nhém hach va $6 luong hach nao vét
dugc 1an luot 1a 11,4 % 5,2 hach va
3,8 + 0,6 nhom. Nghién clru cua
Tantranworasin cho thay s6 luong
hach nao vét dugc trung binh & nhém
ldy mau hach thap hon & nhém vét
hach (4,3 hach so véi 25,5 hach); sb
luong hach vét dugc giita phoi phai va
phoi trai khoéng c6 su khac biét c6 y
nghia thong k& (23,1 + 12,6 so voi
22,0 +13,2; p = 0,519) [1]. Két qua ¢
bang 2 cho thiy ty 1& di cin hach 1a
30,6%; ty 1€ di can hach chiang N1 la
10,2%; ty 1¢ di can hach chang N2 tuin
tw 1a 11,2%; ty 1€ di can hach chang
N2 nhdy céc 1a 9,2%. Di cdn nhay céc
chang N2 duoc gidi thich dya vao sy
dan luu bach huyét cia phoi. O phoi,
bach huyét duoc dan Iuu theo hai duong:

- Thir nhét, bach huyét tir céc tdi va
6ng tan duoc dan luu hudng tim vé
ron phoi theo hé thong phé quan va
mach m4u pho6i. Dong bach huyét dugc
chay theo chiéu huéng tdim nhd c6 cic
“bom tu dong” va khong chdy theo
chiéu nguoc lai do c6 cac “van mdt
chiéu” trong hé théng bach huyét.

+ Phoi phai: Céc hach trong thity dan
luwu t&i hach thity phoi - rén phoi - canh
phé quan ciing bén, dudi carina - hach
co bac thang, hach thugng don cing bén
r0i d6 vao hé tinh mach cdnh tay dau.

+ Phéi trdi: Thuy trén din luu t6i
hach rén phéi, hach duéi carina, hach
canh khi quan cung bén hodc hach cura
s6 chu phé roi toi tinh mach cdnh tay
dau thong qua than phé quan trung that
trai va ong nguc. Thuy dudi trdi dan
Iuu té1 hach ron phéi, hach dudi carina
nhung sau d6 phan 16n di theo hé hach
canh phé quan phai roi d6 vao tinh
mach than cdnh tay ddu phai.

- Tht hai, hé thdng bach huyét
ngoai vi cac thuty con duoc dan luu vao
cdc vach doc theo tinh mach phéi (dan
luu theo mang phdi). Giita hé thdng
dan luvu khoang k& nay va hé thong
dan luu theo mach mdu - phé quan cé
su két ndi véi nhau. Cdc kénh két nbi
nam gitta rén va ngoai vi phdi. Nhu
vay, di cin nhay céc 1a két qua cua sy
dan luu bach huyét qua dudng mang
phéi; theo dudng nay bach huyét sé
dan luu theo hudng ngoai vi bo qua
céc chang hach N1.

Nghién ctru cua chiing t6i va cua
Tran Minh Bao Luéin, Moulla c¢6 két
qua twong dong va cao hon két qua thu
dugc trong nghién ctru cia Bao. Theo
ching t6i, viéc lga chon dbi tuong
nghién ctru khac nhau la nguyén nhan
dan t6i su khac biét vé ty 1€ di can
hach. Cu thé, trong nghién ctru cia
Bao, tdc gia chi lya chon nhitng BN ¢6
khéi u kich thuéc < lem. Tran Minh
Bao Luan lga chon nhiing khdi u cé
duong kinh < 5 cm. Nguoc lai, Moulla
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lai chon nhiing khdi u dén T4 véi dac
diém kich thudc u > 7 cm hodc u c6
xam l4n vao cdc co quan quan trong
nhu tim, mach méu 16n... [2, 3, 4].

2. Méi lién quan giira di ciin hach
va dic diém khoi u

Chiing thdi thdy ty 1& di cin hach
viing trung that trén ¢ u thly trén va
thuy gitra cao hon u thuy dudi (15,2%
va 20% so voi 11,3%). U thuy dudi di
can hach ving trung that dudi chiém ty
1¢ cao (31,4%). Poi véi hach ching
N1, ty 1€ di cdn cua u thuy trén, thuy
gitta va thity dudi 1an luot 13 15,7%,
20% va 33,3%.

Két qua ching tdi thu duoc tuong
dong voi nhiéu nghién ctru trong va
ngoai nudc. Nghién ciru cua Nguyén
Khic Kiém vé mé mé trén 283 BN
UTPKTBN giai doan I - IIIA duogc
cong bd vao nim 2016 cho thiy cic
khéi u thiy trén, thuy gitta c6 ty 18 di
can cao ¢ nhom 3, 4; khong di can
hach nhém 8 - 9. Céc khdi u thury dudi
c6 ty 1€ di can cao & nhém 7 [5].
Tuong tu, nghién ctru cua Liang va CS
(2018) thay trong 4.511 BN duoc phau
thuat, u thity trén phoi phai thuong di
can nhém 4 phai (21,5%), nhém 2 phai
(15,0%); u thuly trén phoi trdi thuong
di can vao nhém 5 (22,2%) va nhém 6
(19,5%). Céc u thuy trén it di can hach
& nhém 7, 8, 9. U thiy gilta phoi phai
khong c6 tinh chat di can dién hinh voi
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ty 1€ di can t&i hach nhém 7 (hach dudi
carina), nhom 3 va nhém 2 - 4 tuong
duong nhau (lén Iuot 1a 21,1%, 20,0%
va 15,0%). Béi véi thuy dudi phéi, di
can nhiéu nhét téi nhém 7 voi ty 1& tir
21,7 - 24,1%, cao hon cac nhém hach
khac [6].

Tém lai, di can hach trong UTPKTBN
c6 tinh chét dic trung theo vi trf khdi u
nguyén phat: U thuy trén thuong di can
hach trung that trén, it di can hach dudi
carina va trung that duéi; u thuy dudi
thuong di can hach dudi carina. Tuy
nhién, van c¢6 di cian hach trung thét
trén; u thuy gitta phdi phai khong cé
tinh chat di can dién hinh.

Két qua tir bang 4 cho thdy nhém u
c6 duong kinh < 3 cm ¢6 ty I¢ di can
hach chang N1 1a 6,4%, di can hach
chiang N2 la 19,0%; nhém u cé duong
kinh > 3 - 5 cm ¢6 ty 1€ di can hach
chang N1 1a 14,8%, di can hach chang
N2 1a 29,6%; nhéom u c¢6 duong kinh >
5 -7 cm c6 ty I¢ di can hach chang N1
1a 25,0%, khong c6 di can chang N2
(giai doan IIIB - T3N2 khong thudc
dbi twong nghién ctru cua ching toi).

Kich thudc khéi u 1a mot yéu t6 lién
quan dén ftinh trang di cin hach & BN
UTPKTBN. Dic diém nay da duoc thé
hién & nhidu nghién ctru trong va ngoai
nudce. Ngoai ra, trong cung mot chang
hach, ty 1& di cin ciing thay doi theo
tirng kich thude khéi u khdc nhau. Luo
va CS tim hiéu tinh chat di can hach
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chang N1 ¢ 200 BN UTPKTBN giai
doan IA thiy ty 1¢ di cin ¢ khéi u < 1
cm thap hon so véi u ¢ duong kinh 1 -
2 cm va u ¢6 duong kinh 2 - 3 cm (ty
1¢ di can hach ching N1 lan luot 1a
1,89%, 3,67% va 7,89%, sy khac biét
c¢6 ¥ nghia thng ké véi p = 0,006) [7].

Phén 16n cdc tic gia déu cho rang di
can hach c6 lién quan dén kich thuéc
khéi u (bao gém duong kinh, ty 18
phan t6 chuc dic va thé tich khdi u).
Tuy nhién, kich thudc u ¢ phai yéu td
tien luong di cdn hach hay khong?.
Nhiéu nghién ctru ghi nhan kich thudc
u ¢6 xu hudng lién quan dén kha ning
di cin hach nhung chua du co so dé
khing dinh ty 1& di cin hach ting ty 18
thuan theo kich thudc khdi u. Chinh vi
vay, mot van dé duoc nhiéu tic gia dé
cap trong thoi gian gan diy 1a tiéu
chuan phiu thuat trong UTPKTBN
nhu thé ndo, ¢6 can nao vét hach hé
thdng cho tit ca cdc BN hay khong, cit
thity phoi hay cat phan thuty phoi 1a du
cho nhitng khéi u kich thudc nho.
Asamura va CS (2000) khuyén cdo
khong can thiét nao vét hach chang N2
voi u giai doan T1 c¢6 kich thude < 2
cm vi khong cdi thién dugc thoi gian
song thém, nguoc lai 1am ting nguy co
tai bién - bién chung [8]. Bao va CS
(2014) cho rang véi UTPKTBN giai
doan IA c6 u < 2 cm, gia tri cua cat
phan thily phdi twong dwong cat thily
phéi [9].

Trong nghién ctru cua ching td1, ty
1¢ khong di can hach (73,4%) ¢ nhém
u khdéng xam 1an cao hon nhém u cé
xam lan (61,8%). Nguoc lai, ty 18 di
can hach ¢ cac chang N1 va chang N2
¢ nhém u ¢6 xam lan cao hon so véi
nhém u khong xam 1an; cy thé: ty 1& di
can hach ching N1 ¢ nhém u c6 xam
lan (11,8%) cao hon nhém u khong
xam lan (9,4%); ty 1& di cdn hach
ching N2 ¢ nhém u c6 x4m lan
(26,5%) cao hon so v&i nhom u khong
xam l4n (17,2%). Su khdc biét vé ty 18
di cin hach ¢ nhém u c6 xam lan so
v6i nhém u khéng xam 1an khong c6 y
nghia théng ké (p = 0,47). Tuy nhién,
s& luong BN c6 u x4m lan trong
nghién ciru cua ching tdi khong nhiéu
(34 BN) nén két qua thu dugc chi phan
4nh dic diém u xam 1an c6 xu hudng
di can hach nhiéu hon so véi u khong
xam 14n; chua du co s& dé khéng dinh
moi lién quan gitta tinh chat xam lan
ctia khdi u véi tinh trang di cdn hach
trong UTPKTBN nhu cdc nghién ctu
khdc trén thé giéi. Theo Manac’h va
CS, su khac biét nay ro rét va c6 y
nghia thong ké hay u xam 14n 1a yéu to
nguy co cua di can hach [10].

KET LUAN

Di can hach trong UTPKTBN c6
dic diém dac trung theo vi tri khdi u va
lién quan véi kich thuée khéi u. Tinh
chat xdm 1an cia khdi u c6 xu hudng
lién quan v&1 mue do di can hach.
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CASE REPORT: PITUITARY APOPLEXY

Nguyen Xuan Phuong', Tran Manh Cuong', Nguyen Hai An’

Summary

Pituitary apoplexy is a rare surgical emergency. This condition involves the
rapid progression, which can threaten patients’ life and is caused by haemorrhage
or infarction in the pituitary gland. In most cases, a pituitary apoplexy occurs on
a pre-existing pituitary tumor. The patient presents with a clinical syndrome of
headache, visual deficits, ophthalmoplegia, and altered mental status and
hormonal dysfunction. We report a 28-year-old male patient with no previous
history of pituitary gland disease. There was a sudden onset and rapid
progression, and the patient underwent emergency endoscopic nasal surgery.
After surgery, the patient's neurological function was improved and stable.

* Keywords: Pituitary apoplexy, Endoscopic nasal surgery.

INTRODUCTION

In 1898, Pearce Bailey described the
first case of pituitary tumor-associated
hemorrhage. Pituitary apoplexy occurs
in about 1% of pituitary tumors and in
65 - 95% of pre-existing tumors.
Surgery is the basic and effective
treatment for hemorrhagic pituitary
apoplexy [1, 2].

CASE

A 28-year-old male patient with a
healthy medical history was admitted
to the hospital because of severe
headache and intermittent fever. Physical

examination revealed bilateral temporal
visual field loss and non-other
neurological abnormalities. Computed
tomography (CT) of the brain showed
a bleeding pituitary tumor. We decided
to use hemostatic drugs, take magnetic
resonance imaging of the brain, and
schedule surgery the next day.
However, after 6 hours of admission,
the patient suddenly had a severe
headache accompanied by a rapid
decrease in binocular vision and loss of
vision in both eyes. The CT scan of the
brain showed an increase in bleeding
in the tumor. Emergency surgery
to remove the tumor was performed.
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After the operation, the patient was sent to ICU, post-operative condition was
stable and at the time of discharging vision in both eyes was restored. A contrast
CT scan of the brain detected a pituitary tumor with homogenous density in the
sella turcica, with haemorrhage in the tumor. The diagnosis of haemorrhage
pituitary tumor was suspected, and the second scan after 6 hours showed an
increase in size. CT scan post-operation showed that the tumor was relatively
removed and hemostasis was good during the surgery.
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Figure 1: CT scan: Image of heterogeneous hyperintense mass

in the pituitary fossa.
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Figure 2: CT scan: More obvious hyperintense mass, indicative of
bleeding progress.
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Figure 3: Coronal CT scan: Images before and after surgery show a smaller
pituitary mass. The mass effect on the optic and cavernous sinuses is

no longer evident.
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DISCUSSION

Pituitary apoplexy includes symptoms
of an infarction or haemorrhage pituitary
tumor, which was first described by
Brougham et al. [3]. Verrees et al
further enhanced the term to “pituitary
tumor occurrence” because of the large
number of pituitary apoplexy associated
with pituitary adenomas and only a
small number of cases occurring in
normal pituitary glands. Our case is a
haemorrhage pituitary tumor. Normally,
bleeding occurs spontaneously, however,
the authors reported several factors that
are associated with stroke risk, including
anticoagulation, radiation therapy, trauma,
surgery, medical condition before or
after giving birth, high estrogen levels,

and diabetes [4, 5]. In our case, the
patient had a sudden onset and no
history of previous drug therapy or
trauma.

The clinical symptoms are the result
of an enlarged pituitary tumor and the
appearance of secondary lesions caused
The

hemorrhagic tumor increases in size,

by hemorrhage or infarction.

resulting in compression to adjacent
structures such as the cavernous sinus
and nerve bundles (cranial nerve palsy
and oculomotor palsy). Headaches are
caused by blood flowing into the basal
cistern, which irritates the meninges, or
by stretching the dura [6]. Blood in the
suprasellar cistern can cause chemical
meningitis, as reported by Wen-Yi [7].

Figure 4: CT scan: Images of sagittal before and after surgery, can see
the suprasellar cistern.

Eyesight and fields of vision are
limited as a result of ischemia of the
optic nerve and optic chiasma. In the
case of pituitary bleeding, sudden or

rapid progress loss of vision resulted
from stealing the blood of the tumor
from optic chiasma, and severe can
cause complete vision loss. Lateral
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hemorrhage and necrosis lead to
functional deficits of cranial nerves 3,
4, 5 (branches 1 and 2), and 6. Our
patient's vision decreased rapidly on
admission, 10 hours after onset. The
right vision was 2/10, and negative
reaction with light in the left eye. After
surgery, the eyesight on both eyes
improved significantly. After 1 month
the right eyesight was 10/10, and the
left one was 8/10.

Consciousness disorders may result
from endocrine abnormalities related
to hypopituitarism or compression of
the brain stem or hypothalamus.
Severe hypopituitarism threatens the
patient’s life or an acute adrenal crisis
may occur [1, 3, 6].

Most patients presenting with dizziness
have hypopituitarism with reduced levels
of all or some pituitary hormones.
Three causes for this include elevated
intracranial pressure that compresses
the pituitary gland, a lack of hormones
the itself,

destruction of the pituitary gland.

from adenoma and
Diabetes insipidus is a rare feature
because the posterior lobe is not
usually part of the pituitary tumor [4].
Contrast CT scan shows a peripherally
enhanced mass on pituitary glands with
or without hemorrhage. Patchy or
mixed hyperdense may be seen on

non-contrast CT, which can sometimes
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cause subarachnoid hemorrhage [2, 5,
8]. GH, TSH, and Cortisol hormone
tests of the patient were in normal
limits. After surgery, there were no
complications of diabetes insipidus
Pituitary apoplexy is a neurosurgery
requiring
surgery
permanent vision loss and death that

emergency urgent

decompression to prevent
can result from increasing local pressure
on the hypothalamus and brain stem.
[4, 9]
selected

In our case, surgery was

through the nasal under
neuronavigation to help remove the
tumor effectively and hemostasis
safely. The pituitary gland is still able
to secrete enough hormones when only
10% of the tissue is left. After surgery,
the patient was under intensive care,
monitored  for
diabetes

took electrolytes.

complications  of

insipidus, rehydrated, and
The patient was

discharged after 10 days.

CONCLUSION

Pituitary apoplexy is suspected in
a patient presenting with sudden
headache, eye sight impairment, visual
field impairment, and ophthalmoplegia.
Hemorrhagic pituitary is diagnosed
early with a CT scan of the brain, and
emergency surgery helps to protect
pituitary function and restore vision for

patients effectively.
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RESEARCH ON PLASMA ERYTHROPOIETIN CONCENTRATION
IN TYPE 2 DIABETIC PATIENTS WITH KIDNEY INJURY

Nguyen Ngoc Anh', Can Van Mao?, Le Viet Thang’
Summary

Objectives: To investigate plasma erythropoietin (EPO) concentration and its
relationship with some characteristics in type 2 diabetic patients (T2DM) with
chronic kidney injury (CKI). Subjects and methods: A cross-sectional descriptive
study on 219 subjects, including 129 patients with type 2 diabetes with chronic
kidney injury, 51 patients with diabetes without CKI as a disease control group,
and 39 healthy people as a normal control group. All subjects had their plasma
EPO levels quantified by ELISA. Results: The median EPO concentration of the
research group was 35.83 (21.55 - 56.34) UI/L, lower than the disease control
group, which was 44.72 (37.25 - 63.90) UI/L, and lower than the normal control
group, which was 113.31 (30.55 - 378.42) UI/L, p < 0.001. The rate of EPO
reduction in the study group was 41.9%. EPO concentration was positively
correlated with GFR, r = 0.242, p < 0.01. Creatinine is an independent factor
associated with reduced EPO, p < 0.05. Conclusion: The rate of EPO reduction
in the type 2 DM group with CKI was 41.9%. Decreases in EPO levels are common
in KI patients with type 2 diabetes and are associated with decreased GFR.

* Keywords: Type 2 diabetes Mellitus; Renal Injury; GFR; Plasma EPO levels.

INTRODUCTION nephropathy. Andrews M. et al. [1]

confirmed that anemia is a common

Anemia is one of the manifestations manifestation in patients with type 2

in patients with type 2 diabetes. The ;.1 6tes without renal complications.

prevalence and degree of anemia increase  The pathogenesis involves many factors.
with renal complications, especially Autonomic dysfunction and renal hypoxia,
severe in patients with end-stage diabetic ~ even in the absence of renal injury,
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lead to endogenous EPO deficiency [2,
3], especially when ischemic kidney
injury is associated with renal failure.
Some studies also focused on changes
in EPO levels in patients with type 2
Panjeta M. et al. [4]

concluded that EPO levels decreased in

diabetes:

diabetic nephropathy patients compared
with controls. Usually, the degree of
reduction is positively correlated with
the glomerular filtration rate; Fujita Y.
et al. [5] confirmed that low EPO
levels are seen in diabetic patients and
are especially lower in diabetic patients
with chronic kidney disease. However,
in Vietnam, there have not been many
studies on EPO levels in diabetic
patients with and without kidney
damage. For the above reasons, we

carry out the study with 2 objectives:

1. Investigate plasma EPO levels
in patients with type 2 diabetes with
kidney damage.

2. Find out the

between EPO concentration and some

relationship

characteristics of studied patients.

SUBJECTS AND METHODS
1. Subjects

The research subjects include 219
people divided into 3 groups:

- The research group: 129 people
with type 2 diabetes with kidney
damage diagnosed and treated at Viet
Tiep Hospital, Hai Phong;

- The disease control group: 51 people
with type 2 diabetes without kidney
damage;

- The normal control group: 39 healthy
people of similar age and gender.

* Criteria for selecting study groups:

- Patients with type 2 diabetes are
monitored and treated. All patients had
complete follow-up records;

- Age > 40 years old;

- All patients were determined to
have KI, including one of the following
kidney damage manifestations:
Microalbumin in urine: MAU (+),
Macroalbumin in urine: MAC (+), and

Chronic renal failure;
- Agree to participate in the study.

* Criteria for choosing the disease

control group:

- Patients with type 2 diabetes are
monitored and treated. All patients had
complete follow-up records;

- Age > 40 years old;

- All patients were determined to
have no KI after screening;

- Agree to participate in the study.
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* Criteria for choosing the healthy
control group:

- People who go for regular health
check-ups are concluded to be healthy;
- Agree to participate in the study.

* Exclusion criteria for study group
and disease control group:

- Patients suffering from an acute
illness such as pneumonia, fever, etc.;

- Used recombinant EPO for 2 weeks

near the data collection date;

- Women who are menstruating or
breastfeeding.

2. Methods

- Study design: Cross-sectional
description, comparative statistic.

- Exploiting medical history, used
drugs.

- Physical examination to detect
disease symptoms.

- Having a full blood count and
blood chemistry test.

- Collecting 24-hour urine to determine
proteinuria, MAU test

- Calculating the glomerular filtration
rate (GFR) according to the EPI-CKD
formula.

- Quantification of plasma EPO levels:
Collect venous blood from fasting
subjects. Anticoagulation is followed
by plasma separation. EPO quantification
by ELISA method. Unit: UI/L. Place

66

of quantification: Department of
Pathophysiology, Vietnam Military

Medical University.

- Evaluation of EPO concentrations
in the disease group was based on the
healthy control group: Patients with
decreased EPO levels are defined as <
the low value of the quartile of the
normal control group.

- Some diagnostic criteria used in
the study:

+ MAU (+): As urinary microalbumin
concentration > 300 mg/L;

+ MAC (+): As urine analysis
samples 10 indicators with proteinuria
(+);

+ CKD staging is based on glomerular
filtration rate (KDIGO 2012 classification);

+ Diagnosis of anemia based on
hemoglobin: Men < 130 g/L, women
<120 g/L.

- Data were processed using SPSS
22.0 software. Graphs are drawn
automatically on the computer.

RESULTS AND DISCUSSION

The average age of the research
group was 66.68 + 9.48 years old, the
proportion of men accounted for
44.9%; the median time of diagnosed
disease is 10 years (6 - 16); 20.4% have
MAU (+), 11.6% MAC (+), 68.0%
Chronic renal failure; The median GFR
was 41.6 mL/min (22.3 - 66.0).
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1. EPO concentration characteristics of the study group

Table 1: Comparison of median plasma EPO concentrations in subjects.

Study Disease control | Healthy control
Features group (1) group (2) group (3) p
(n=129) (n=151) (n=39)

p <0.001
f/iaigl/ DI 3583 44.72 11331 |p (1)(2) <0.005
(Quarterial) (21.55-56.34) | (37.25 - 63.90) | (30.55-378.42) |p (1)(3) <0.001

p (2)(3)<0.05
Min 6.22 15.47 15.95
Max 261.33 387.27 612.75

The median EPO concentration in
the study group was the lowest, followed
by the disease control group, and the
highest was in the healthy control
group, the difference was significant,
p < 0.00I. When compared with
other studies, we found similarities,
both in patients with type 2 diabetes
with and without KI. Previous studies
have shown that EPO levels are lower
in patients with diabetes than in
patients without diabetes. Since 2006,
Symeonidis A. et al. [6] have
quantified EPO levels in the group
of diabetic patients compared with
the group of non-diabetic patients,
and the results show that the median
EPO concentration in the diabetic
group without anemia is 12 UI/L,
significantly lower than the group
without diabetes without anemia,
p < 0.001. In particular, the

concentration of EPO in the diabetic
group whit anemia was also lower than
in the diabetic group without anemia, p
< 0.001. This suggests that an EPO
decrease is already present in patients
with diabetes and is also associated
with anemia. Several mechanisms have
been proposed for low EPO levels in
patients with diabetes, including
abnormal ischemia sensing due to
diabetic autonomic neuropathy,
impaired EPO production due to
tubulointerstitial lesions, and disorders
dysfunction of  hypoxia-inducible
factors. In the study of Fujita Y. et al.
in 2019 [5], it was found that about
60% of diabetic patients without CKD
have relative EPO deficiency. EPO
deficiency should be considered a
factor in anemia of unknown etiology
in patients with diabetes, even in those
without KI.
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Table 2: Comparison of the rate of increase/decrease in EPO levels between

the study and disease control group.

Study group Disease control group
(n=129) (n=151)
Features Numb { Numb [ p

um. ero Ratio % um. ero Ratio %

patients patients
Decrease 54 41 .9 09 17.6
Normal 75 58.1 41 80.4 <0.005
Increase 0 0 10 2.0

The study group had up to 41.9%
(54/129) of patients with reduced EPO
concentration compared to healthy
people. The proportion of patients with
EPO reduction in the study group was
significantly higher than in the disease
control group (41.9 % versus 17.6%),
p < 0.005. Going into the explanation
of the decreasing EPO concentration in
patients with diabetes with KI, many

hypotheses have been proposed. In
patients with CKD, a low EPO level
corresponds to the degree of anemia.
EPO deficiency begins early in the course
of CKD, but it appears that when GFR
falls below 30 mL/min/1.73 m?, this
deficiency becomes more severe [5].
This absolute EPO deficiency may be
due to reduced EPO output and/or an
error in EPO sensing.

2. Relationship between plasma EPO concentration and some patient

characteristics

Table 3: Association of anemia, EPO levels with the stage of chronic kidney

disease (n = 129).

CKD stage 1 +| CKD stage 3 + | CKD stage 5
2(1),(n=40) | 4(2),(n=71) | (3),(n=18)
Features GFR > 60 GFR 15-60 GFR < 15 p
mL/min mL/min mL/min
n % n % n %
Anemia 16 40.0 52 73.2 16 88.9 | <0.001
EPO | Reduction 14 35.0 25 35.2 15 83.3 < 0.005
(UVL) | Normal 26 650 46 | 648 | 3 | 167
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The rate of anemia and the rate of
reduction of EPO increased with the
stage of chronic kidney disease.
Deficiency in EPO levels and reduced
EPO function are the main causes of
anemia. During development, EPO is
mainly produced in the fetal liver by
hepatocytes [7]. As the site of
erythropoiesis changes from the fetal
liver during development to the bone
marrow at birth, the production of EPO
shifts from the fetal liver to the kidney.
EPO excitatory receptors (EpoRs) are
located on red cell-producing cells.

EpoR is expressed at the highest levels
on red cell progenitor cells and provides
an important regulatory capacity of
EPO on red blood cell production.
Expression of the extra-hematopoietic
erythrocyte adult form of EpoR raises
the possibility that EPO activity involved
in the survival, proliferation, and
differentiation of red blood cells may
not be limited during erythrocytosis
[7]. Thus, when EPO decreases, it will
reduce the transition from immature
red blood cells to mature in the bone
marrow, causing Hb decrease.

Table 4: Comparison of the median value of RBC, HGB, HCT, and EPO with

different kidney disease stage groups (n = 129).

CKD stage 1 + 2 | CKD stage 3 + | CKD stage 5
(1), n=40) | 4Q2),(n=71) | 3),(n=18)
Indexes p
GFR > 60 GFR 15 - GFR
mL/min 60 mL/min | <15 mL/min
RBC (T/),
= 4.20+0.56 3.82+0.67 3.43+0.68 <0.001
(X+SD)
HGB (g/L),
= 128.0 £20.77 | 113.09 £20.70 | 99.33 +£19.34 | <0.001
(X+SD)
HCT (L/L),
= 0.37 £ 0.05 0.33+0.06 0.30+0.05 <0.001
(X+SD)
p <0.001
p (1)(2)
EPO (UI/L), 3735 4709 22.57 > 0,05
Median ' ' (15.39 - p (DH(?3)
(Quartile) (25.87-65.0) | (22.98 - 57.88) 27.03) < 0.001
P (2)3)
<0.001
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The mean value of RBC, HGB, and
HCT decreased gradually according to
the severity of the CKD stage, with
statistical significance, p < 0.001. The
median value of EPO decreased gradually
according to the severity of the CKD
stage, with statistical significance,
p < 0.001. However, there was no
difference in the group of patients with
CKD stages 1 + 2 and 3 + 4, p > 0.05.
The results of our study are consistent
with the literature on the role of
reducing EPO secretion in the presence
of renal parenchymal damage and are
consistent with the research results of

Fujita Y. et al. in 2019 [5]. The potential
cause of low EPO levels in patients
with diabetic nephropathy, which declines
as GFR decreases, is explained by
several mechanisms. The reasons why
EPO levels do not increase in response
to anemia have not been elucidated.
One possibility is a decrease in the
amount of specific synthetic EPO in
the renal tubule cells upon injury.
Another type is disruption of renal
interstitial anatomy or vascular structures
that interfere with oxygen sensing
through hypoxia-inducible transcription
factor 1-alpha (HIF-1-alpha) [5].

EPO = 0.39*GFR +29.48

r=0.242, p< 0.01.
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Figure 1: Correlation of plasma EPO concentration with GFR (n = 129).

There was a significant positive
correlation between plasma EPO
concentration and GFR in the study
group, p < 0.01. Regarding the correlation
between GFR and EPO, Panjeta M. et al.
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in 2017 [4] also gave similar results:
(The control group of 206 healthy people:
There was no significant correlation
between EPO concentrations with GFR;
while in the group of 356 patients with
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CKD, the correlation coefficient
r = 0.342, p = 0.000). Patients with
impaired renal function showed
significantly lower EPO concentrations
at baseline. It is conceivable that pro-

inflammatory cytokines and advanced
glycation end products act at least in
part through NF-kappa-B, interfering
with the specific synthesis of EPO by
renal interstitial cells [4].

Table 5: Multivariate analysis of independent factors associated with reduced

plasma EPO.
Factors Odds ratio CI 95%
(OR) b
HbA1C 0.902 0.779 - 1.044 >0.05
Ure 0.938 0.853 -1.032 >0.05
Creatinine 1.008 1.002 - 1.014 <0.05

Only serum creatinine was an
independent factor associated with a
reduction in plasma EPO levels in type
2 DM patients with KI, p < 0.05. Thus,
in this study, we found that GFR has a
role in assessing the association as well
as predicting EPO reduction. According
to the pathogenesis and the fact of
published research results, the decrease
in EPO concentration in patients with
CKD and the degree of reduction in
EPO is related to the decrease in GFR
in this group of patients [4, 8]. In
patients with type 2 diabetes with
chronic kidney disease, this result is
also confirmed [5]. In patients with
type 2 diabetes with anemia, the study
of Fujita Y. et al. demonstrated the role
of EPO in maintaining renal function.

The above authors found that low EPO
levels were observed in 73% of anemic
patients and 59% of anemic patients
even without CKD, suggesting that
EPO deficiency precedes the onset of
CKD in DM patients. Multivariate
analysis showed that iron status and
hemoglobin levels were the major
determinants of EPO levels. The results
of this study also suggest that low EPO
levels, not low hemoglobin levels, are
associated with a faster reduction in
GFR. The decline in GFR is more
rapid, especially when EPO levels are
below the upper limit of normal.
Lower EPO levels are associated with
a rapid decrease in GFR, particularly in
iron-deficient patients. Low EPO levels,
especially when accompanied by poor
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iron status, are predictive of rapid loss
of kidney function. This conclusion
shows that there is a 2-way relationship
between EPO and renal function, with
decreased renal function causing a
decrease in EPO and a decrease in EPO
leading to a decrease in renal function.

CONCLUSION

- The median EPO concentration of
the type 2 DM group with KI was
35.83 (21,55 - 56,34) UI/L, lower than
the type 2 DM group without KI group
44.72 (37.25 - 63.90) UI/L, and lower
than the healthy control group 113.31
(30.55 - 378.42) UI/L, p < 0.001. The
rate of EPO reduction in the type 2
DM group with CKI was 41.9%.

- EPO concentration was positively
with GFR, 0.242,
p < 0.01. Creatinine is an independent

correlated r =
factor associated with reduced EPO in
type 2 DM patients with KI, p < 0.05.
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STUDY ON THE PRESENCE OF OIPA AND DUPA GENES OF
HELICOBACTER PYLORI IN GASTRIC CANCER PATIENTS

Pham Hong Khanh', Duong Quang Huy', Nguyen Quang Duat’
Tran Thi Huyen Trang?, Vu Van Khien?

Summary

Objectives: To determine the percentage of Helicobacter pylori (H. pylori)
carrying the outer inflammatory protein A (oip4), duodenal ulcer promotion
(dupA) genes, and their relationship with endoscopic imaging, histopathology,
and the risk of gastric cancer (GC). Subjects and methods: A cross-sectional
study on 89 GC patients, compared with 90 patients with chronic gastritis (CG)
with H. pylori infection, diagnosis based on histopathological results at Military
Hospital 103 and Central Military Hospital 108 from August 2019 to May 2022.
Determination of oipA, dupA genes of H. pylori by realtime-PCR technique on
biopsy tissue samples of the gastric mucosa. Results: The percentage of H. pylori
carrying the oipA and dupA genes was 30.2% and 10.1%, respectively. The
relationship between bacterial infection harboring these 2 genes and endoscopic
images and histopathology of GC has not been recorded. There was no difference
in the prevalence of H. pylori carrying the oipA and dupA genes infection between
the GC and CG groups (p > 0.05). Conclusion: The infection of H. pylori with
0ipA and dupA genes positive may not increase GC risk in Vietnamese.

* Keywords: Helicobacter pylori; oipA, dupA; Gastric cancer (GC),; Chronic
gastritis (CG).

INTRODUCTION protein  family; infection with

The oipA gene of H. pylori was ©OipA-positive H. pylori increases the
first discovered in 2000 and encoded Ttisk of gastro-duodenal ulcers and

a protein of the bacterial outer membrane  GC [1].
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The dupA gene is located in the
plasticity region of the H. pylori
genome which encodes a protein that is
involved in duodenal ulcer (DU)
promotion [2]. Initially, Lu et al
(2005) in Japan discovered that dupA
was linked to an increased risk of DU
and protected against GC [2]. Since then,
there have been several investigations
on the function of dupA, some of which
have supported the findings of Lu's
study and others of which, including
those from Japan, have not [3]. In
terms of pathogenesis, oipA and dupA
genes are both associated with increasing
IL-8 concentration in the gastric
mucosa [4]. Thus, they can be present
together and interact synergistically
during the pathogenesis.

In Vietnam, there are limited studies
on these genes, especially in GC
patients, so we conducted this
study with the following objectives:
Determining the proportion of H.
pylori carrying oipA, dupA genes and
the relationship between them with
endoscopic imaging, histopathology,
and gastric cancer risk.

SUBJECTS AND METHODS

1. Subjects

The study was conducted on 89 GC,
and 90 CG patients infected H. pylori
examined at Military Hospital 103 and
108 Central Military Hospital from
August 2019 to May 2022.
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* Recruited criteria: Patients presented
with upper gastrointestinal symptoms,
underwent esophago-gastroduodenoscopy,
and histopathology from gastric mucosal
biopsies is used to diagnose GC and
CG. Patients with H. pylori infection
are identified when both the rapid
urease test as well as the PCR on tissue
biopsy are positive.

* Excruited criteria: GC has been
treated (chemotherapy, radiation therapy,
surgery), GC secondary to metastasis,
GC associated with other organ cancer.
Patients wused antibiotics, bismuth-
containing drugs, NSAIDs within
4 weeks, and H2-receptor antagonists
or PPIs within 2 weeks prior to the
study. The DNA sample extracted
from the biopsy was of poor quality
and the patient refused to participate in
the study.

2. Methods

* Study design: A cross-sectional
study, comparison between groups.

* Study process:

Patients recruited in the study were
clinically examined, performed appropriate
tests, and then underwent esophago-
gastroduodenal endoscopy, gastric
mucosal tissue biopsy according to the
Sydney 1994 consensus to evaluate
histopathology and H. pylori test, GC
patients had 3 additional biopsied
samples in the tumor. Evaluation of the
macroscopic image of GC according to
Borrmann’s classification, including
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4 types: Mass (type 1), ulcerative
(type 2), infiltrating ulcerative (type 3),
and diffuse infiltrative (type 4);
histopathological assessment according
to Lauren's classification (1965), including
intestinal type and diffuse type.

Determination of the presence of
oipA, dupA genes: Biopsies samples
are used to determine oipA and dupA
were fixed in transport medium,
immediately refrigerated at 4°C for
24 hours, then transferred to -80°C until
processed. H. pylori DNA from biopsies
was extracted using Monarch® Genomic

DNA Purification Kit (NEB, USA),
then purified, and oipA4, dupA status
was determined by realtime-PCR. The
results were analyzed at the Department
of Molecular Biology - Central
Military Hospital 108.

* Statistical analysis: The data were
analyzed using STATA 14.2. Calculating
mean, standard deviation with quantitative
variables and percentage, analyzing the
difference by Chi-square test or
Fisher's exact test qualitative variables,
the p-value < 0.05 are accepted as
statistically significant differences.

RESULTS

* General characteristics:

Table 1: Characteristics of age, sex, endoscopic and histopathologic images of

GC (n=289).
Characteristics Number (n) | Percentage (%)
<40 3 3.4
41 -50 8 9.0
Age group 51-60 23 25.8
61-70 24 27.0
> 70 31 34.8
Mean age 649+ 12.2
Female 24 26.9
Sex
Male 65 73.1
Type I 5 5.6
Macroscopic imaging Type 11 23 25.9
(Borrmann’s classification) Type 11T 61 68.5
Type IV 0 0
Microscopic imaging Intestinal type 39 43.8
(Lauren’s classification) Diffuse type 50 56.2
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The mean age of the GC group was 64.9 £+ 12.2. The proportion of GC increases
with age. The group over 70 years old accounts for the highest rate (34.8%).

There was no case of early GC (type 0), the rate of Borrmann type III
accounted for the majority (68.5%), and no cases of type IV were recorded.

The percentage of diffuse type predominates intestinal type (56.2% versus 43.8%).
* Percentage of H. pylori carrying oipA and dupA genes in GC group:
Table 2: Proportion of H. pylori carrying oip4 and dupA genes in GC group

(n = 89).
Genes presentation Number (n) Percentage (%)
Negative 64 71.9
0ipA —
Positive 25 28.1
Negative 81 91.0
dupA —
Positive 8 9.0

In GC patients, the rate of H. pylori carrying the oipA and dupA genes was
28.1% and 9.0%, respectively.

* The relationship between oipA and dupA genes status of H. pylori with
endoscopic images and histopathology in GC patients:

Table 3: The relationship between oipA and dupA genes status with macroscopic

imaging in GC group.

Macroscopic imaging oipA dupA
(Borrmann’s Negative Positive Negative | Positive
classification) (n, %) (n, %) (n, %) (n, %)

Type I (n=5) 5 (100) 0 (0) 4 (80.0) 1 (20.0)

Type II (n = 23) 14 (60.9) 9(39.1) 20(86.9) | 3(13.1)

Type III (n=61) 45 (73.8) | 16(26.2) 57 (93.4) 4 (6.6)
p >0.05

There was no significant difference in the prevalence of H. pylori infection
carrying the oipA and dupA genes according to Borrmann’s classification
(chi-square test, p > 0.05).
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Table 4: The relationship between oipA and dupA genes status with microscopic

imaging in GC group.

. o . 0ipA dupA
Microscopic imaging - — - —
(Lauren’s classification) Negative Positive | Negative | Positive

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

Intestinal type (n =39) 32 (82.1) 7(17.9) 34 (87.2) | 5(12.8)

Diffuse type (n = 50) 32 (64.0) 18 (36.0) | 47 (94.0) 3 (6.0)
p >0.05

There was no significant difference in the prevalence of H. pylori to carry the
0ipA and dupA genes according to Lauren’s classification (chi-square test, p > 0.05).

* The risk of GC when infected with H. pylori carrying oipA and dupA genes

In order to estimate the risk of GC when infected with H. pylori strains
carrying the oipA4 and dupA genes, we compared the percentage of the status of 2
genes between the GC and CG groups. The findings are shown in Table 5.

Table 5. Comparison of the proportion of H. pylori carrying the oipA and dupA
genes between the GC and CGgroup.

Chronic
.. GC Total
Gene status gastritis p
(n, %)
n % n | %
" Negative | 61 | 67.8 | 64 | 71.9 | 125/179 (69.8)
oip
Positive | 29 | 32.2 | 25 | 28.1 | 54/179 (30.2) 0.05
> 0.
Negative | 80 | 88.9 | 81 [91.0| 161/179 (89.9)
dupA
Positive | 10 | 11.1 | 8 | 9.0 | 18/179 (10.1)
Combination | Absence | 87 | 96.7 | 84 | 94.4 | 171/179 (95.5) 0.05"
> 0.
0ipA™/dupA™ | Presence | 3 | 3.3 | 5 | 5.6 8/179 (4.5)

Note: *: Fisher exact test.

There was no difference in the prevalence of H. pylori carrying the oipA, dupA
gene (chi-square test, p > 0.05) as well as a combination of oipA/dupA (Fisher
exact test, p > 0.05) between GC and CG group.
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DISCUSSION

There were many studies on the
role of oipA in H. pylori-associated
gastroduodenal diseases, and there are
two types of study designs: Studies
based on the presence/absence of oipA4
or studies based on the oip4 functional
status (functional/non-functional oipA).
However, the results of these studies
are inconsistent. The results of this
study showed that the rate of oipA
positive was 30.2%, and the distribution
was relatively even between the two
groups (CG was 32.2%; GC was 28.1%).
The difference 1is statistically
significant (p > 0.05). Regarding the
association between H. pylori infection

not

carrying oipA genotype with age,
sex, endoscopic and histopathological
characteristics in the GC group, the
results showed that there was no
significant difference. Evidence that
supports oipA status as a risk factor
for GC includes the ability to attach
to gastric epithelial cells, induce
inflammation through induction of 1L-8
secretion, apoptosis, and cytotoxicity
against gastric epithelial cells in the
experiment [1]. A study in Taiwan
revealed that the frequency of oipA4 in
GC patients was significantly higher
than in peptic ulcer patients and non-
GC patients with OR of 7.38 and 8.53,
respectively [5]. However, the study by

Feili O (2021) in Iran reported that the
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rate of oipA gene positive in the GC
group (47.4%) was lower than that of
the non-atrophic CG group (70.3%) and
concluded the oip4 genotype reduces
the risk of GC (OR = 0.379; p < 0.001)
[6]. In fact, it is difficult to explain
this difference, possibly due to the
difference in subjects, geographic
location, socioeconomic status, and
host and environmental factors. Another
remarkable feature to explain the
difference between studies is that most
studies to determine oipA gene status
are based on sequencing to detect
the number of repeats of C-T pair
nucleotide by PCR. However, the
analysis and identification of results
based on PCR method become
complicated because of the great
genetic diversity of H. pylori, leading
to the possibility of underestimation of
the status of gene function. However,
this finding is consistent with the study
of Nguyen Lam Tung (2010) when
confirming the percentage of functional
oipA found in 100% H. pylori strains
[7], so it can be speculated that
oipA-positive status may not be a
risk factor for H. pylori-associated
gastrointestinal diseases in Vietnam.

The dupA gene was initially
responsible for promoting duodenal
ulcers [2]. However, some studies did
not recognize this finding [3]. The
current study results indicate that the
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rate of dupA gene positive was 10.1%,
of which the CG group was 11.1% and
the GC group was 9.0%. The difference
is not statistically significant (p > 0.05).
In terms of the relationship between
H. pylori infection carrying dupA
positive with age, sex, endoscopy, and
histopathology of the GC group, the
results showed there was no statistically
significant difference, which is consistent
with several studies from Brazil and
Iran [8]. The discrepancy between
studies, in addition to differences
in dupA prevalence by region and
characteristics of study subjects.
Gomez et al. reported that 16.3% of
dupA sequences from Brazil had a
frameshift mutation, generating an
early that
significantly affect protein expression
[9]. This finding raises questions about
the presence of similar frameshift
mutations elsewhere in the dupA4
sequence that cannot be detected by
PCR method. Therefore, an immunoblot
technique with anti-dupA antibodies is

termination codon can

needed to elucidate the true relationship
between dupA and clinical outcomes.

In terms of H. pylori harboring a
combination of oipA/dupA, we found
that this rate in the GC was higher than
that of the CG group (5.6% versus 3.3%),
but the difference was not statistically
significant. This result is different from
the study of Dadashzadeh (2017) in

Iran that the combination of oipA/dupA
reduced the risk of GC (p < 0.05) [10],
the disparity between the two studies
was due to the fact that in the study of
Dadashzadeh, negative dupA status was
associated with GC development [10].

CONCLUSION

The rate of oipA and dupA of
H. pylori was 30.2% and 10.1%,
respectively. There was no association
between the status of H. pylori carrying
oipA, dupA positive with endoscopic
and histopathologic images in GC group.
There was no significant difference in
the prevalence of H. pylori carrying the
oipA and dupA positive between the
GC and CG groups (p > 0.05).
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OUTCOME OF SIMULTANEOUS ARTHROSCOPIC ANTERIOR
AND POSTERIOR CRUCIATE LIGAMENT RECONSTRUCTION
USING AUTOGENOUS GRAFTS WITH ALL-INSIDE TECHNIQUE

Vu Nhat Dinh’, Nguyen Ngoc Phung’
Hoang The Hung', Vu Anh Dung’
Summary

Introduction: Bicruciate knee ligament injury is a lesion affecting both the
posterior cruciate ligament (PCL) and the anterior cruciate ligament (ACL)
simultaneously, which is one of the most severe knee joint injuries. Operative
simultaneous reconstruction is the standard of treatment. Objectives: To evaluate
clinical results of one-stage ACL and PCL reconstruction using autogenous
tendon grafts with an all-inside technique. Material and methods: The medical
records of patients operated on by a group of surgeons at the Orthopedic Center,
Military Hospital 103 from March 2015 to March 2020 were retrospectively
analyzed. Thirty-four patients (24 males, 10 females) with combined rupture of
both ACL and PCL underwent one-stage ACL and PCL reconstruction using
autogenous hamstring and peroneus longus tendon grafts with all-inside
technique. Results: The mean time of follow-up was 32.09 + 25.15 months (9 -
68 months). The mean age was 37.7 = 9.0 years (range 23 - 56 years). At the
final follow-ups, all patients were without limit extension, 5/34 patients (14.71%)
with limit flexion. The Lachman test was negative in 32 patients (94.12%), the
pivot shift testing in 32 patients (94.12%) was negative, 26 patients (76.47%) had
a positive posterior drawer test. The Lysholm knee score preoperative and final
follow-up were 46.76 = 17.08 (range 12 - 82) and 89.29 + 8.57 (range 50 - 99) (p
< 0.01), respectively. Conclusion: This study demonstrates the effectiveness and
safety of simultaneous arthroscopically assisted reconstruction of both ACL and
PCL using autogenous hamstring and peroneus longus tendon for restoring knee
stability with an all-inside technique.

* Keywords: All-inside technique; Autogenous grafts; Simultaneous reconstruction;
Anterior cruciate ligament; Posterior cruciate ligament.
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INTRODUCTION

Bicruciate knee ligament injury is a
lesion affecting both PCL and ACL
simultaneously. It is one of the most
severe knee joint injuries. Combined
rupture of both ACL and PCL often
results in significant functional disability
and requires surgical treatment [1].
Studies approaches the outcomes of
bicruciate knee ligament reconstruction
on quality of life, symptom improvement,
return to work and sports practice, the
choice of grafts, the graft tensioning,
as well as subjective and objective
assessments of outcomes are still
scarce in the literature, thus presenting

a topic of substantial interest.

Today, early simultaneous
reconstruction of the ACL and PCL is
recommended. Also, staged procedures
are much more time-consuming for
the patient, and it requires two
operative procedures as well as two

rehabilitation programs.

Allogenous tendon grafts have been

recommended specifically for

combined ligament injuries as a
reproducible procedure [2] because of
some advantages; the lack of donor site
morbidity, reduction of operating time,
and the strength of the large grafts. The
purpose of the present study is: 7o
evaluate the clinical results of one-

stage ACL and PCL reconstruction
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using autogenous tendon grafts with
all-inside technique.

MATERIAL AND METHODS

Thirty-four patients with combined
rupture of both ACL and PCL
underwent one-stage ACL and PCL
reconstruction  using  autogenous
tendon grafts. All of these patients
were operated on by a group of
surgeons at the Orthopedic Center,
Military Hospital 103 from March

2015 to March 2020.
* Inclusion criteria:

Age 18 - 60 years, knee instability
has both cruciate ligaments injury.
Patients underwent one-stage ACL and
PCL reconstruction using autogenous
tendon grafts.

* Exclusion criteria:

Patients with contraindications to
arthroscopy (local skin in infection or
disease), history of previous ligament
reconstruction or arthroscopic knee
procedures, joint inflammatory disease,
patients with lesions or associated
disease affecting the functional and
motion assessment of the knee joint
(such as certain hip, ankle, or lumbar
spinal disease or having a patella or
injury other bones that affect knee joint
patients  with
ligament injury/posterolateral rotatory

mobility), collateral

instability were excluded from the study.
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* Definition of variables:

Data on age, sex, time between
initial injury and surgery, type of
trauma, size of grafts, knee function
Lysholm scale before and after surgery
and complications were recorded for
each patient.

* Surgical procedure and rehabilitation:

The patient is placed in the supine
position with a standard leg holder
allowing the full range of motion under
spinal anesthesia. A tourniquet is
placed on the proximal thigh of the
injured leg. The leg is prepared and
draped in the standard sterile fashion.
Standard arthroscopy is used to
confirm ACL and PCL deficiency.

Tendon harvesting:

Hamstring tendon harvesting. An
oblique incision of approximately 2 cm
was made 2 cm medial to the tibial
tubercle. Dissection was carried down
through the subcutaneous tissue. Next,
both semitendinosus and gracilis tendons
should be individually identified and
isolated. The tendons were then harvested
using the stripper open (Arthrex) with
knee flexion.

The peroneus longus tendon (PLT)
harvesting was done in the ipsilateral
leg. The incision location was marked
at 2 - 3 cm above and 1 cm behind the
lateral malleolus. The location of
tendon division was marked at 2 - 3 cm
above the level of the lateral malleolus.

Distal part of the peroneus longus
tendon was sutured with peroneus
brevis tendon.

Graft preparation:

We used the hamstring tendon as
the ACL graft. The tendons were
quadrupled bands and looped with
TightRope and Button (Arthrex). The
graft ligament with 7 - 10 mm in
diameter and 55 - 70 mm in length.
Each end of graft was stitched with
No.1 nonabsorbable sutures approximately
2 cm in length. Each stitch must pass
through each strand of graft.

The peroneus longus tendon was
used for the PCL graft. The tendon was
tripled bands and looped with the two
TightRopes (Arthrex) together to have
a graft ligament of 7 - 9 mm in
diameter and 70 - 90 mm in length.
Each stitch must pass through each
strand of graft.

PCL femoral tunnel preparation:

Under arthroscopy, the disrupted
stump of the PCL was first debrided.
The femoral remnant of the PCL was
removed to assist in visualization.
All patients have used the single
tibial-single femoral tunnel technique.
The femoral socket was created using
the PCL femoral guide (Arthrex) under
the arthroscopy with 20 mm of depth
and the same diameter as the end of

the graft.
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ACL femoral and tibial tunnels
preparation:

The ACL femoral tunnel was
performed by the all-inside technique,
the center of the femoral footprint was
identified during the removal of the
ACL remnants. The femoral socket
was created with the help of a femoral
offset guide (Arthrex). For the ACL
tibial tunnel, the tibial drill guide
(Arthrex) was set at 55°, and it was
placed 2 cm medial to the tibial
tuberosity on the distal tibial cortex.
The tibial tunnel was drilled by a
FlipCutter (Arthrex) with the same
diameter as the graft. The length of
tibial tunnel is about 20 - 30 mm,
depending on the length of the graft.

PCL tibial tunnel preparation:

The accessory posteromedial and
posterolateral portal were used to
create a tibial tunnel. A posteromedial
portal is established under arthroscopic
visualization with the scope in the
anterolateral using the out-in technique.
The scope was through the posteromedial,
the shaver, and radiofrequency were
through the posterolateral to exposure
of the anatomic tibial socket site as
well as visualization. The PCL tibial
guide (Arthrex) is positioned at the
base of the PCL facet through the
anteromedial portal while viewing
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from the posterolateral portal with 30°
scope. The position entrance of the
PCL tibial tunnel on the medial face
proximal tibial is 1 cm distal to the
entrance of ACL tibial tunnel. A
FlipCutter (Arthrex) with the same
diameter as the end of the graft was
then drilled from anterior to posterior
through the tibia until the drill tip
penetrated the posterior cortex. The
PCL guide is used to protect the tip of
FlipCutter from plunging into the
posterior neurovascular structures. The
FlipCutter was reamed retrograde to a
depth of 35 - 40 mm.

Graft passage and fixation:

We fixed the PCL graft first and
followed by the ACL graft fixation.
Pull the PCL graft into the femoral
socket through the anterolateral portal.
The TightRope sutures should be
tensioned to seat the graft to a depth of
approximately 20 mm in the femoral
socket. Then pass the graft into a tibial
socket, the arthroscope is then placed
into the posteromedial portal, and the
tibial portion of the graft was visualized
to ensure that at least 20 mm of the
graft in the tibial socket. Retensioning
the femoral-sided and tibial-sided
TightRope secured the PCL graft in
both the femoral and tibial sockets
with the knee flexed to 90° and an
assistant applied anterior drawer.
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Next, ACL graft passage and fixation.
We shuttled femoral Button sutures
through the anteromedial portal, passed
the graft through the anteromedial
portal, and fixed the graft on the
femoral side and then shuttled the
tibial sutures and fixed the graft on the
tibial side. The knee is moved through
its range of motion, and additional
tension may be applied by pulling the
tibial sutures by hand, with a reverse
Lachman maneuver performed as
tension is applied. Under the endoscopy,
check and re-evaluate the strength of
the grafts, and clean the joint.

Rehabilitation:

A fully extended knee with a posterior
tibial support brace is applied to the
operative extremity. Full weight bearing
is permitted as tolerated, with the brace
locked in full extension. Quadriceps
isometric exercise and passive range of
motion should be initiated during the
shortly
following surgery. For 1 month, a

early post-operative period,

protected range of motion from 0° to
60° is allowed. Full weight-bearing is
permitted with a normal gait at 6
weeks. At 8 weeks, the range of
motion progressed to 90°. Finally, the
patient is allowed to resume normal
daily activities after 12 weeks and
sports after 9 months.

* Clinical assessment at follow-up:

Patients were followed up at regular
intervals for evaluation and supervision
of the rehabilitation process. For the
overall evaluation of the functional
outcome of the procedure; the range of
motion and Lysholm
measured at the final follow-up. For
the stability of the knee, Lachman test,
Pivot shift test, anterior drawer test,

SCore were

and posterior drawer test were done.
* Statistical analysis:

Data were analyzed using the SPSS
software for windows, version 20.0
(SPSS IL, USA).
Quantitative variables: Data presented

Inc., Chicago,
as mean =+ variance, maximum, and
minimum value. Qualitative variables:
Presented by frequency and radio. For
comparison of pre-operative and
post-operative results in a single group,
the paired T-test was used. The Mc
Nemar test was used to compare the
pre-operative  and  post-operative
Lachman test, anterior drawer test,
Pivot shift test, and posterior drawer
test. A p-value of less than 0.05 was
considered statistically significant.

* Research ethics:

All
throughout the study to protect the

patients’ data were secure
anonymity of the patients. All patients
gave their written and informed consent

to enter the study.
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RESULTS

Simultaneous ACL and PCL
reconstruction was done in 34 patients
(24 males, 10 females) with hamstring
tendon and peroneus longus tendon
autograft; the mean duration of
follow-up was 32.09 + 25.15 months
(9 - 68 months). The mean age at the
time of surgery was 37.7 + 9.0 years
(range 23 - 56 years). Nine patients
with acute ACL and PCL injuries were
operated on after four weeks, and in the

remaining chronic cases. The mechanism
of injury was sports activities in
10 patients, road traffic accidents in
22 patients, and working accidents in
two patients. Four patients had history
of a knee dislocation. Demographic data
are represented in Table 1. The mean
operating time (also the total tourniquet
time) was 92.94 + 21.15 minutes
(range 60 - 140 minutes). 11 patients
required partial meniscectomies for
associated meniscus tears.

Table 1: Data for the patients (n = 34).

Variables

Number of patients

Gender (male/female)

24/10

Mean age at surgery (mean, range), year

37.74 9.0 (23 - 56)

Mean duration of surgery (mean, range), min

92.94 +21.15 (60 - 140)

Mechanism of injury (sports, traffic accident, others)

10/22/2

In the complications, we found one
case of knee joint synovitis who
underwent surgery to clean the joints
and placed negative pressure drainage
for 72 hours. The patient's condition
then stabilized, and the
rehabilitation program was continued.

was

At the final follow-ups, all patients
were without limit extension. There
were 5/34 patients (14.71%) with
limited flexion (one patient was limited
to 15 degrees and the four patients
were limited to 5 - 10 degrees).
Clinical examination demonstrated
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that the Lachman test was negative
(grade 0) in 32 patients (94.12%),
two patients (5.88%) had Lachman
test positive. On pivot shift testing,
32 patients (94.12%) had a grade 0
test result, and two patients (5.88%)
had a positive test result. 8 patients
(23.53%) demonstrated a positive
posterior drawer test.

The evaluation of the Lysholm knee
score pre-operative and final follow-up
were 46.76 = 17.08 (range 12 - 82)
and 89.29 + 8.57 (range 50 - 99)
(p <0.01), respectively.
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Table 2: Functional outcomes before and after surgery (n = 34).

Clinical test Before surgery After surgery p
46.76 + 17.08 89.29 +8.57
Lysholm (mean, range)
(12 - 82) (50 - 99)
Anterior drawer test (+) 33 (97.06%) 4 (11.76%)
<0.001
Lachman test (+) 34 (100%) 2 (5.88%)
Posterior drawer test (+) 34 (100%) 8 (23.53%)
Pivot ship test (+) 32 (94.12%) 2 (5.88%)

The average diameter of PCL graft at tibial ends and femoral ends was 8.03 +
0.72 mm (10.00 - 7.0 mm) and 8.16 £ 0.70 mm (10.00 - 7.0 mm), respectively.
The average length of PCL grafts was 88.68 £ 21.44 mm (140 - 7.0 mm), with
the shortest length of 70 mm. After excluding the 30 mm intra-articular length,
the remaining length in each tunnel averaged 25 mm, with a minimum of 20 mm.

The average diameter of ACL graft at tibial ends and femoral ends was 7.90 +
0.72 mm (9.0 - 7.0 mm) and 8.03 + 0.73 mm (9.50 - 7.0 mm), respectively. The
average length of ACL grafts was 65.38 +£17.70 mm (130 - 55 mm).

Figure 1: Before and after ACL reconstruction.
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DISCUSSION

A road traffic accident was one of
the most common causes of multi-
ligament injuries, followed by sports
injuries. Roman, et al [3] reported that
60% out of 30 patients had an injury
due to road traffic accidents which are
consistent with our study, where 22/34
patients presented with road traffic
accidents and 12 patients with sports
injuries. Saravanan, et al [4] showed
that 8/12 patients combined PCL and
ACL injury due to traffic accidents, 4
patients with sports injuries.

Surgical intervention for multi-
ligament injuries was either two-stage
ACL & PCL reconstruction or single-
stage ACL & PCL

reconstruction. Mariani, et al reported

arthroscopic

that 15 patients with multi-ligament
instability treated with simultaneous
arthroscopic reconstruction of ACL &
PCL would have a high level of
efficacy and safety, and avoid major
exposure with open reconstruction.

The choice of grafts is one of the
most important issues in reconstructing
multiple ligaments. Previous studies
used various grafts, including allograft
and/or autograft [5]. The techniques
used by Fanelli and Edson included
allograft Achilles tendon graft, allograft
bone-patellar tendon-bone, autograft

bone-patellar tendon-bone, and autograft

88

hamstring tendon. Statistically, significant
improvement was noted in knee
stability and function. Bone-patellar
tendon-bone autograft is regarded as
the treatment of choice because of its
superior strength and minimal healing
period [6]. There are some disadvantages
when using quadriceps tendon as grafts,
including: morbidity or weakness after
removing a section of the quadriceps,
post-operative pain during kneeling,
pain during squatting, post-operatively
detectable pivot shift tests, and
weakness in  knee extension [6].
Hamstring tendon autografts have the
added advantage of easier passage
through the bone tunnel in comparison
with bone-patellar tendon-bone grafts
[5].

Because of tissue availability and
surgical simplicity, hamstring, and PLT
autografts were used in these series
for the simultaneous arthroscopic
reconstruction of the ACL and PCL.
PLT autograft is thicker and wider than
the hamstring tendon, thus providing
an ample source of tendons for PCL
reconstruction purposes. Both ends of
the PCL graft were fixed with Tightrope.
For ACL reconstruction, the femoral
end of the ACL graft was fixed with a
Button, the tibial end was used
Tightrope. This technique provides
stable fixation for ACL and PCL
reconstruction with some advantages,
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including creating the femoral socket,
accurate measurement of the whole
thickness of the femoral condyle
before drilling, the possibility of minor
changes according to the desired
femoral canal length, the ability to
achieve no space in the femoral canal
between the graft and bony canal, and
lower pain levels after surgery [7].

In the present study, we have shown
that combined ACL and PCL injuries
can be successfully treated with
one-stage arthroscopic bi-cruciate
ligament reconstruction using
autogenous hamstring tendon and PLT.
Statistically significant improvement in
knee function was noted with the
Lysholm score. The Lysholm score
pre-operatively was 46.76 £+ 17.08
(range 12 - 82), and the post-operative
was 89.29 + 8.57 (range 50 - 99),
p < 0.01. Riku Hayashi evaluated the
clinical results of one-stage ACL and
PCL reconstruction using autogenous
tendon grafts for chronic instabilities
of the knee.
averaged 95.1 £+ 4.4 points (range

85 - 100) at the final follow-up [8].

At final follow-up, 2/34 knees (5.88%)
had abnormal Lachman, and pivot ship
8/34 (23.53%) had abnormal posterior
drawer test results, 4/34 knees (88.24%)
had
results. In Yang-Pin Lo’study, after

The Lysholm score

abnormal anterior drawer test

reconstruction, 10/11 knees (91%) had
normal Lachman and pivot shift test
results. However, 6/11 knees (55%)
had a normal tibial step-off and normal
posterior drawer test, and 5/11 knees
(45%) revealed a decrease of 5 mm in
tibial
grade I posterior drawer [7].

In this study, 5 patients (14.71%)
developed ROM problems after surgery.

step-off, corresponding to a

All patients were without limit extension,
knee ROM
patient (lost 15° of flexion), and four

was abnormal in one
patients were limited to 5 - 10°. Knee
ROM was abnormal in one patient
(lost 11 - 15° of flexion) and severely
abnormal in the other patients (lost
25° of flexion). After reconstruction,
combined anterior and posterior
cruciate ligaments on 19 patients, Riku
Hayashi found no patients with loss of
knee extension of more than 5°, while
three patients revealed loss of knee
flexion of more than 16°. The mean
flexion loss was 8.9 + 7.8 (range

0.0 - 25.0) at the last follow-up [9].

Though the functional outcome
of simultaneous bicruciate ligament
reconstruction was good, one limitation
of our study was the small study
population size due to the rarity of the
injury. A large-scale randomized trial
is needed to verify the efficacy of the
procedure.
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CONCLUSION

This the
effectiveness and safety of simultaneous

study demonstrates

arthroscopically assisted reconstruction
of both ACL and PCL using autogenous
hamstring and peroneus longus tendon
for restoring knee stability with an
all-inside technique.
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EARLY RESULTS OF ROBOTIC LOBECTOMY TREATMENT
NON-SMALL CELL LUNG CANCER: EXPERIENCE
AT CHO RAY HOSPITAL

Nguyen Viet Dang Quang', Nguyen Van Nam?, Vu Huu Vinh'

Summary

Objectives: Nowadays, there are numerous ways to configure trocar
placements for lobectomy using the Da Vinci Xi system. Cho Ray Hospital
conducted robotic video-assisted thoracic surgery (rVATS) lobectomy in July
2018 and obtained satisfactory results. Currently, there is no research on rVATS
lobectomy in Vietnam, so we decided to report our initial experiences using
rVATS lobectomy in non-small cell lung cancer at our institute. Subjects and
methods: tVATS for lobectomy was performed on 79 patients with lung cancer
who were treated at Cho Ray Hospital from July 2018 to June 2022. All patients
were performed the rVATS lobectomy with triangular port placement. The
cardiere, harmonic arms were used as robotic arms in the present study which
was further coordinated with thoracic surgical instruments through working
support. The early outcomes were: The rate of conversion to open procedure,
post-operative complications, and day of post-operation. Results: Out of 79
enrolled patients, the majority of study participants were males and belonged to
the 60 - 69 years age group. Most of them had tumor lesions in the left upper
lobe, followed by the right upper lobe and right lower lobe, respectively. The
mean tumor size was noted to be 3.8 cm. The mean time of operation was 262.2
minutes. The average blood loss was 200 mL. The rate of conversion to open
procedure accounted for 8.9%. In intraoperative lymphadenectomy for the
mediastinal lymph node, the resection rate was 74.7%. Amongst postoperative
complications, prolonged air leak > 7 days was the most common. In the hospital,
mortality was found to be 1.3%. Changes in clinical and pathological lymph
node assessment via intraoperative lymph node dissection accounted for 32.9%.
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Corresponding author: Nguyen Viet Dang Quang (drquang.choray@yahoo.com)
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The good results account for 87.3%. Central lung tumors had a higher rate of

conversion to open procedures than statistically significant peripheral ones (p < 0.001).

Conversion to open procedure was not statistically significantly associated with

lung tumor size (p = 0.26). There is a statistically significant correlation between

N1/N2 lymph nodes on thoracic CT scan and converted to open case.

Conclusion: Robotic lobectomy for lung cancer is a safe and practical technique

despite the associated primary challenges.

* Keywords: Lung cancer; Robotic video assisted thoracic surgery; Lobectomy.

INTRODUCTION

Robotic thoracoscopy using the Da
Vinci system was invented to solve the
existing difficulties in conventional
thoracoscopy. rVATS has a 3D screen
that senses the depth of the surgery.
The robotic arm is flexible, rotates 360
degrees, and accurately simulates the
surgeon's movements for better and
more efficient surgery in narrow spaces.
A number of studies have demonstrated
that rVATS the
conversion to open surgery, reduces the

reduces rate of
rate of post-operative complications,
and decreases the length of hospital
[1]. rVATS is
developed and popular. According to

stays increasingly
Da Vinci's annual report, in 2017, there
was a growth in the number of VATS
to 16% compared to 13% in 2016.
There is a strong development of robotic
systems for surgery in countries such
as Europe, Japan, Korea, and China.

Nowadays, there are numerous ways
to configure trocar placements for
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lobectomy using the Da Vinci Xi system:
Totally portal robotic lobectomy and
3- or 4-port robot-assisted thoracic
surgery (RATS) are both options [2].
With four arms and one port-assisted at
the ninth intercostal, Cefolio advised
port placement in "a straight line"
through the eighth intercostal [3].

In Vietnam, the rVATS lobectomy
was first applied at Binh Dan Hospital
in 2016, but the number is still limited.
Cho Ray Hospital conducted rVATS
lobectomy in July 2018 and obtained
satisfactory results. Currently, there is
no research on rVATS lobectomy in
Vietnam, so we decided: To report our
rVATS
in non-small cell lung

initial  experiences  using
lobectomy

cancer at our hospital.

SUBJECTS AND METHODS

1. Study design and participants

Between July 2018 to June 2022,
rVATS for lobectomy were performed
on 79 patients with non-small cell lung



JOURNAL OF MILITARY PHARMACO - MEDICINE N2 - 2023

cancer who were treated at Cho Ray
Hospital, Vietnam. We collected the
patient who had clinical stages I, II,
and IIIA following the 8" edition of
TNM classification of the International
Association of the study of Lung
cancer based on contrast chest CT
scan, brain MRI, and PET scan. They
all were suspected or diagnosed with
clinical stages I and IIIA lung cancer

for radical
(ASA  1-3).
Exclusion criteria were severe heart

and were candidates

surgical ~ resection
disease, renal impairment, any other
serious comorbidities according to the
investigator, recent oncologic history
(another malignant tumor within the
last 2 years), and previous chest
surgery. In stage cIIIA, we chose
T3N1 and T4NO, excluded T4, which
invaded the diaphragm, heart, and

main bronchus.

Pre-operative  staging  included
contrast-enhanced total body CT and
FDG-PET. The standard functional
evaluation included ECG, cardiological
evaluation, pulmonary function tests,

and pre-anesthesia evaluation.

In the case of suspicious mediastinal
nodes, EBUS or mediastinoscopy
was performed before resection. A
pre-operative diagnosis was obtained
by CT-driven needle biopsy or through
endotracheoscopy. In the absence of a

pre-operative diagnosis, intraoperative
lung cancer confirmation was obtained
through the frozen section.

2. Operative approaches

All  procedures
under general anesthesia, with patients
in the lateral decubitus position.
DaVinci Robotic System Xi was used
with a 30° camera and standard
endoscopic staplers. The rVATS
technique was utilized under the
direction of the American Chest Surgery
Association, which further
customized to fit the circumstances in

were performed

was

Vietnam. The patient was anesthetized
with a double-lumen endotracheal tube
and the lung on the side with the tumor
cancer was deflated. In rVATS, the
robot arms were set up as follows [4]:

In case of right lung cancer: Trocar
camera: Intercostal space 8 on the back
I cm form axillary line. Arm I:
Intercostal space 5 in the middle
between the anterior axillary line and
midclavicular line. Arm 2: Intercostal
space 7 on the back 3 cm from the
posterior axillary line. Working support:
(1,5 cm): Intercostal space 7 at anterior
axillary line.

In case of left lung cancer: Trocar
camera: Intercostal space 7 in the middle
between the anterior axillary line and
mid anterior axillary. Arm 1: Intercostal
space 8 on the back 3 cm from the
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posterior axillary line. Arm 2:
Intercostal space 4 in the middle
between the anterior axillary line and
midclavicular line. Working support:
(1,5 cm): Intercostal space 9 at anterior

axillary line

In all cases, we used only the cardiere
and harmonic arms, which were further

coordinated with thoracic surgical
instruments through working support:
Suction, Kelly, stapler. No need for CO-
infiltration. After lobectomy, the NI
lymph node was routinely dissected.
For N2, we performed lymphadenectomy

to N2 which had > 1 cm in the CT scan

or secn on Screen.

Figure 1: Trocar placement on the
right side.

94

Figure 2: Trocar placement on the
left side.
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Figure 3: VAST instruments were used through working support.

3. Early outcome

The early outcome was investigated
by: Time of operation was defined as
the time skin to skin; the rate of
conversion to open procedure in the
case had a damaged artery or any
problem; the lymph node dissected by
using robotic arms; the post-operative
complication rate; mortality. We
classified the early outcome following
Clavien and Anthony Yim.

In this study, we focused on the safety
and efficacy of modified triagular port
placement for lobectomy. The advantages
and disadvantages of this approach
will be discussed. Besides, the factors
affecting this access and outcome will
be analysed.

4. Statistical analysis

The recorded data was compiled and
entered in a spreadsheet computer
program (Microsoft Excel, 2010) and
then exported to the data editor page of
IBM SPSS version 22.0 (SPSS Inc.,
Chicago, Illinois, USA). Descriptive
statistics and frequency distribution
were calculated. The Chi-square test
was used for bivariate associations.
For all tests, the confidence interval
and p-value were set at 95% and
< 0.05, respectively.

RESULTS

The study included 79 patients with
non-small cell lung cancer who were
treated at Cho Ray Hospital, from July
2018 to June 2022.

95



JOURNAL OF MILITARY PHARMACO - MEDICINE N°2 - 2023

Table 1: Distribution of study subjects and descriptive statistics.

Independent variables

Number of patients (%)

Gender

Male 54 (68.4)
Female 25 (31.6)
Age (years)

30-39 1(1.3)

40 - 49 8 (10.1)
50-59 22 (27.8)
60 - 69 33 (41.8)
> 170 15 (19)

Tumor lesion

Right upper lobe 19 (24.1)
Right middle lobe 2(2.5)

Right lower lobe 21 (26.6)
Left upper lobe 28 (35.4)
Left lower lobe 9(11.4)
Tumor location

Peripheral 69 (87.3)
Central 10 (12.7)

Clinical stage/ Pathological stage

Stage | 37 (46.8) / 31(39.2)
Stage 1A 9(11.4)/9(11.4)
Stage 11B 13 (16.5)/ 18 (22.8)
Stage I1IA 20(25.3)/ 13 (16.5)
Stage I11B 0(0)/8(10.1)
Tumor size (cm) (mean + SD) 3.8+ 1.6
Histology

Adenomacarcinoma 71 (89.9)
Squamous 8 (10.1)

ASA

Grade 1 2 (2.5)
Grade 2 43 (54.4)
Grade 3 34 (43.1)
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Out of 79 enrolled patients, the majority of study participants were males and
belonged to the 60 - 69 years age group (Table 1). The majority of them had
tumor lesions on the left upper lobe followed by the right upper lobe and right
lower lobe, respectively. The mean tumor size was noted to be 3.8 cm. Maximum
cases had a clinical stage of Grade 1, and none of them had Grade 3B. The
majority of the lesions were noted to be adenocarcinoma.

Table 2: Perioperative outcomes and early outcomes.

Variables (n = 79)

Number of patients (%)

Time of operation (min) (mean + SD)

262.2+76.4
(min: 95; max: 450)

Blood loss (mL) (mean + SD)

200 [50; 2000]

Conversions total/ conversion emergent for bleeding

7(8.9)/1(1.3)

Lymph node N2 dissection 59 (74.7)
Number station N2 dissection (n = 59)
1 31(52.5)
2 17 (28.8)
3 10 (16.7)
4 1(1.7)
Chest tube duration (days) (mean + SD) 3523
Hospital length of stay (days) (mean + SD) 5.5+£3.6
Post-operative complications
Pneumonia 1(1.3)
Prolonged air leak > 7 days 8 (10.1)
Subcutaneous emphysema 1(1.3)
Re-operation
Hemothorax 1(1.3)
Bronchial fistular 1(1.3)
In-hospital mortality 1(1.3)
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The mean time of operation was 262.2 minutes. The average blood loss was
200 mL. The rate of converting open accounted for 8.9%. In that, only 01 case
(1.3%) had been converted emergent for bleeding due to artery damage. In
operative lymphadenectomy for the mediastinal lymph node, the resection rate
was 74.7%. Resecting one position accounted for mainly 52.5%, 2 positions for
28.8%. The average number of resected N2 lymph nodes for 1.7. Amongst
postoperative complications, prolonged air leak > 7 days was the most common.
In the hospital, mortality was found to be 1.3% (Table 2). The rate of
re-operation is 2 cases (2.6%), of which 01 case died after re-operation.

Table 3: Changement of TNM.

Variables (n = 79) Number of patients (%)
Changes in staging following lymph node dissection
No changes 48 (60.8)
Upstaged 21 (26.6)
Downstaged 10 (12.7)
Change of lymph node
Down stage N 9(11.3)

cNO - pN1 6 (7.6)

cNO = pN2 8 (10.1)

cN1 = pN2 3(3.9)

c: clinical; p: pathological

There were 48/79 cases accounting for 60.8% in accordance with the clinical
and pathological stages. Changes in clinical and pathological lymph node
assessment via intraoperative lymph node dissection accounted for 32.9%
(Table 3). The good results accounted for 87.3%.
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Table 4: Comparative assessment of conversion to open procedure according to

characteristics of tumor and lymph node in contrast to CT-scan.

Convert open

No (n=72) Yes (n=7) p
(%0) (%)
Tumor lesion | Left upper lobe 24 (33.3) 4(57.4)
Left lower lobe 8 (11.1) 1(14.3)
Right upper lobe 19 (26.4) 2 (28.6) 0.536
Righr midle lobe 2(2.8) 0(0.0)
Right lower lobe 19 (26.4) 0(0.0)
Tumor Peripheral 67 (93.1) 2 (28.6)
location <0.001
Central 5(6.9) 5(71.4)
Tumor size <3cm 30 (41.7) 1(14.3)
3-5cm 28 (38.9) 3 (42.9)
0.26
5-7cm 12 (16.7) 2 (28.6)
> 7 2(2.8) 1(14.3)
Lymph N
ymph node | No 41 (56.9) 1 (14.3)
N1
0.012
<1lcm 21(29.2) (28.6)
>1cm 10 (13.9) 4 (57.1)
Lymph N
ymph node | No 34 (47.2) 0 (0.0)
N2
0.038
<lcm 28 (38.9) 6 (85.7)
>1cm 10 (13.9) 1(14.3)

In the case converted to the open procedure, the number of the conversion to

open procedure in the upper left lobe accounted for mainly 4/7 cases (57.1%).
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However, there was no statistically significant correlation between lung tumor
site and conversion rate (p = 0.68). Central lung tumors had a higher rate of
conversion than statistically significant peripheral ones (p < 0.001). Conversion
to open procedure was not statistically significantly associated with lung tumor
size (p = 0.26). There is a statistically significant correlation between N1/N2

lymph nodes on thoracic CT-scan and converted cases.

Moderate
(n=09),
11.4%

Worse ( n=1),
1.3%

Figure 4: Early outcome of rVAST lobectomy.

DISCUSSION

- Modified triangular port placement
of r'VAST lobectomy

Currently, there are 2 methods of
approach in rVATS: Total or partial
approach with robotic arms. At our
facility, with the condition equipment
and the actual situation, we chose to
approach partial rVAST with one
working support port which was 1.5 cm,
and used the normal thoracoscopic
instrument during surgery. With this
modification, we save 01 robotic arm,
helping to reduce the cost of rVAST
(about 12 - 14 million VND). Surgeons
have the familiarity of switching from
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VATS to rVATS and still take advantage
of the flexible
dissection and

arms in
When
reviewing the medical literature, we

robotic
lobectomy.

found that there are also many authors
who change the port placement of the
robotic arm with a different approach,
[5]. Author
Parini [2] also synthesized that there
are many approaches and positions

such as Veronesi G.

of robotic arms depending on the
actual conditions at the centers, the
generation of robots used, and the
habits and experiences of the surgeons

- Lymphadenectomy during rVATS

lobectomy
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Lymph node resection helps to more
accurately assess the pathologic staging.
With rVATS, some reports show that
there is an advantage in lymph node
resected in lung cancer over VATS and
can reach the level of open surgery.
During the operation, the mediastinal
lymph node resected was 74.7%.
Resecting one position accounted for
mainly 52.5%, 2 positions for 28.8%.
The average number of resected N2
lymph nodes was 1.7.

Author Tang A. concluded that with
stage I lung cancer, rVATS had results
comparable to open surgery in terms of
lymph node resection, negative margin
rate, and overall survival [6]. In the
same, author Novellis P. showed that
in the hilar lymph node, rVATS could
dredge lymph node better than VATS
(p = 0.01) and are equivalent to open
surgery (p = 0.33) [7]. In clinical
practice, we have found that rVATS
lymphadenectomy depends on the skill
and experience of the surgeon. When
using rVATS, we still perform routine
lymph node resection according to
lymph node mapping and take all
nodes and tissue around like VATS.

- Conversion to open procedure
using rVAST.

In the study, we recorded the
conversion to open surgery were 7 cases
(accounting for 8.9%). In particular,

proactive conversion to open surgery
was 6/7 cases due to tumor or lymph
node invasion artery or large tumors
with no operating space. During the
operation, we noticed that there were
03 large tumors wrapped around blood
vessels, difficult dissection, and heavy
bleeding or tumors taking up all the
manipulation space. In these cases, we
actively switch open surgery. In 3
cases of lymph nodes sticking to the
artery, we tried to dissect but found
that the lymph node had invaded the
outer layer of the artery, which would
likely puncture the artery if the
dissection was stronger, so we actively
switched open surgery to ensure the
safety of the patient.

Velez-Cubian et al. (2016) reported
that the experience of robotic lung
lobectomy for 159 patients showed
a 7.6% incidence of intraoperative
accidents, of which bleeding accounted
for 5.7%, and bronchial damage was
1.3%. The authors also noted the rate
of conversion to open surgery was
8.8%, and an emergency conversion to
open surgery due to bleeding was 4.4%
[8]. Author Zang J. et al. (2022) report
a comparing rVATS and VATS in
terms of conversion to open surgery.
When analyzing large data from large
studies, the authors showed that rtVATS
reduces bleeding rates (p = 0.003) and
reduces the rate of conversion to open
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surgery (p = 0.004) [9]. In the same
view, Ma J. et al. synthesized 18
studies with 11,247 patients, including
5114 rVATS and 6133 VATS. It is
often shown that rVATS reduces blood
loss (p = 0.01) and reduces the rate of
conversion to open surgery (OR = 0.5,
p <0.001) [10].

CONCLUSION

rVATS had good early results. The
modified triangular port placement was
suitable for the conditions at Cho Ray
Hospital. The rate of conversion to
open surgery and post-operative
complications were acceptable for the
initial period of performing rVATS
lobectomy to treat lung cancer.
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EVALUATION OF THE MICROSURGERY RESULTS FOR
ACOUSTIC NEUROMA USING AN INTRAOPERATIVE NERVE
MONITORING SYSTEM

Hoang Kim Tuan’, Vu Van Hoe', Dong Van He?, Nguyen Thanh Bac'

Summary

Objectives: To evaluate the results of microsurgery for acoustic neuroma using
an intraoperative nerve monitoring system. Subjects and methods: Cross-
sectional, retrospective, and prospective description of 74 patients with acoustic
neuroma who were microsurgically treated in Viet Duc University Hospital from
October 2016 to March 2018. Results: Women (58.11%) were more predominant
than men (41.89%). The age mean was 50.41% =+ 9.43 years. There was no
significant difference between the tumor location on the right and left side (54.41
compared to 45.59%). There were 40 patients with large tumors (54.05%), giant
tumors in 20 patients (27.02%), and 14 patients (18.92%) with small tumors <
2.5cm. Postoperative magnetic resonance examinations were indicated for 100%
of patients, in which 78.37% full of tumors were taken out and 21.63% were
taken almost tumors. The rate of intact facial nerve was 93.3%. The damage rate
of the facial nerve was about 20.28%. The most complications were cerebral
edema, bleeding, hydrocephalus, death and meningitis (5.4%; 4.05%; 4.05%;
2.7%, and 1.35%, respectively). The recovery of the function of the VII nerve,
grade I, II according to House-Brackmann was 79.72%. Conclusion:
Neurosurgical intervention remains the main step in the effective management of
vestibular schwannomas. Using a continuous monitoring system for the facial
nerve in surgery for vestibular schwannoma has reduced the rate of post-
operative facial nerve paralysis.

* Keywords: Neuroma, Intraoperative nerve monitoring.
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INTRODUCTION

The tumor of the vestibulocochlear
nerve (VIII cranial nerve) is a benign
tumor of the nerve vestibular branch of
the VIII nerve. The tumors usually
arise from the inner ear canal at the

junction between the center and
periphery of the myelin sheath and are
located in the location of the

cerebellopontine angle directly related
to the brain stem, fourth ventricle, and
cerebellum. If surgery is not done
timely or is delayed, the mortality and
disability rate is very high. The clinical
symptoms of the VIII nerve tumor are
cord diverse. However, the detection
time is still slow due to silent clinical
symptoms, but the patients think more
about the problem of otolaryngology
and the mistake is the common
diseases. Surgery for neuroma of the
VIII nerve is a common operation in
the neurosurgery subspecialty. The aim
of surgery is to remove tumor, preserve
the function of the VII nerve and, if
possible, preserve the funtion of the
VIII nerve. The preservation of the VII
nerve function depends on many
factors such as tumor size, incision,
of the

surgeon, and especially the method of

technique and experience

the integrity of the VII nerve during
surgery [1, 2]. One of the means used
the NIM-nerve

for monitoring 1is

integrality —monitoring system, an
that

continuously monitors the integrity of

electromechanical system

the cranial nerves that was introduced
by Krauze in 1898, and that Delgado
the
intraoperative monitoring in 1979 [3].

used system according to
This is a system that is installed right
before surgery on the muscles of the
face-region of the VII nerve, and
during the operation, the surgeon can
stimulate to find the position of the VII
nerve to avoid damage to the VII
nerve. In order to contribute to
understanding the effectiveness of the
VII nerve monitoring system in the
surgical treatment of the VIII neuroma,
we conducted this study: 7o evaluate
the microsurgery results for acoustic
neuroma

using an intraoperative

nerve monitoring system.

SUBJECTS AND METHODS

1. Subjects

74 patients with VIII nerve tumors
underwent microsurgery to remove the
tumor at the Neurosurgery Center of
Viet Duc University Hospital from
October 2016 to March 2018.

* Inclusion criteria: Patients with
VIII nerve tumors were performed
microsurgery to remove the tumor in
surgery using a continuous monitoring
system of the VII nerve, the pathology
of tumor is a neuroma.
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2. Methods

* Research period.: October 2016 to
March 2018

* Research location: Center for
Neurosurgery, Viet Duc University

Hospital
* Research methods:

- Research design: Cross-sectional,

retrospective, and prospective

description

- Sample size: Convenience sampling,
N=74.

- Research criteria: Age, gender,

clinical examination, level of facial
nerve paralysis before surgery, tumor

size, location, tumor density on magnetic
resonance image. In surgery: install
NIM 3.0 system, continuously monitor,
and find the position of the VII nerve.
Outcomes were evaluated based on
rates of survival, mortality, the extent
of tumor removal, and intraoperative
and postoperative complications. The
function of the VII nerve was assessed
at times of 24 hours after surgery,
at discharge, 3 months, 6 months,
12 months after surgery, according to
the House-Brackmann scale.

* Data processing: Using SPSS 20.0
software according to the medical
statistics algorithm.

RESULTS

During the period from October 2016 to March 2018, 74 patients were
included in the study when they met the criteria. Of which there were 43 women
(58.11%) and 31 men (41.89%). The oldest was 76 years and the youngest was
11 years. All patients had unilateral VIII cord tumors. Right tumor was detected

in 41 (54.41%), left side in 33 (45.59%).

Table 1: Tumor size

Tumor diameter Number of patients Percentage "
(n=174) (%)
<2.5cm 14 18.92
From 2.5 -4 cm 40 5405 > 0.05
>4 cm 20 27.03

There were 40 patients with large tumors (54.05%), 20 patients with giant
tumors (27.02%), 14 patients (18.92%) with small tumors < 2.5cm; in which
the smallest tumor had a diameter of 1.7 cm, and the largest tumor had a diameter

of 6.7 cm.
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Table 2: Function of the VII nerve according to the House - Brackmann scale.

Timepoints of re-examination
House - Before After After After After
Brackmann | surgery 24h 3 months | 6 months | 12 months
scale m=74) | m=74) | @m=72) | @m=72) | m=52)
QGrade 1 65 59 57 57 39
(87.83%) | (79.72%) | (79.16%) | (79.16%) | (75%)
Grade 11 0 0 6 11 10
(8.34%) | (15.28%) | (19.23%)
Grade 111 09 14 9 4 3
(12.17%) | (18.93%) | (12.50%) | (5.56%) | (5.77%)
Grade IV 0 1 0 0 0
(1.35%)
Grade V - VI 0 0 0 0 0
P-value P <0.05

After surgery over 6 months, most of the patients recovered the funtion of the
VII nerve with the rate of 94.44% according to the House — Brackmann scale.

Table 3: Postoperative complications.

Number of patients

Complications (n=74) Percentage (%)
Cerebral edema 4 5.40
Bleeding 3 4.05
Hydrocephalus 3 4.05
Dead 2 2.7
Meningitis 1 1.35

The most complications were cerebral edema, bleeding, hydrocephalus, death,
and meningitis (5.4%; 4.05%; 4.05%; 2.7% and 1.35%, respectively)
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DISCUSSION

Over a period of 18 months, we
operated on 74 patients with VIII nerve
tumors using NIM 3.0 system. Among
them, 60 patients had tumors > 2.5cm
(81.08%). When installing the NIM
had fast,
accurate installation and an average
installation time of 5 - 10 minutes.

system, all 74 patients

As soon as we approached the
tumor, we did not use any instruments
that affected the tumor but used the
probe of the NIM system to locate the
VII nerve. When it was certain that
there was no facial nerve, we only used
bipolar and cut the tumor at that
location. The site of the VII nerve is
the
anterior, or inferior poles of the tumor,

usually located in superior,
rarely posteriorly [4]. We found the
facial nerve position by looking at the
then

looking at the lower pole and the back

superior pole of the tumor,

of the tumor. In this way, we identified
the facial nerve located at the superior
pole of the tumor just before resection
in 4 patients. Determining the path of
the facial nerve is relatively difficult in
the early stages of surgery because the
tumor is large and there are not many
areas to find the facial nerve. In a study
that surveyed 34 vestibular schwannoma
surgery centers in the UK, Goodden
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found that 100% of centers and surgeons
used nerve monitoring systems in
surgery [5]. The size of the tumor and
the use of an intraoperative monitoring
system are the two most important
factors affecting the incidence of facial
nerve palsy. When the tumor is large,
the facial nerve is compressed and
flattened. Facial nerves cannot be
distinguished when they are pressed
too thin without the use of the
neuromuscular system. When the facial
nerve is stretched thin and adheres
tightly to the tumor, especially in the
position of the inner ear, it will be
difficult to separate from the tumor
without causing damage.

Despite identifying the facial nerve,
we still damaged the facial nerve in 5
patients (6.7%) during the surgery, but
the facial nerve was not completely
broken. This patient removed the
tumor completely. The integrity of
When

surveying 1151 vestibular schwannoma

the facial nerve was 93.3%.

operated in Italy over a 20-year period,
Falcioni found that the proportion of
the facial nerve without injury was
95.8% [6].

After the facial nerve injuries, we
decided not to remove all the tumors in
later cases if the facial nerve was too
firm to attach to the tumor. Because
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the risk of paralysis of the facial nerve
was very high if trying to remove all
tumor. We met some patients with
facial nerve paralysis after surgery for
vestibular schwannoma tumors (when
NIM has not been applied),
patients complained that if they were

and

diagnosed with facial nerve paralysis,
they would not accept surgery. Some
of them have had to change their jobs
because of distorted mouths. Sadly,
there was a patient who was a teacher
with paralysis of the facial nerve after
removal of the vestibular schwannoma
and retired from work. This is why we
left a small piece of adhesive along
the facial nerve if it is too difficult
to remove. Although patients may
require additional radiation surgery,
complications of paralysis of the facial
nerve may be avoided. In our study,
after the surgery there were 02 patients
with cerebral edema and death (2.7%),
no patients with hemiplegia and

no infection. Magnetic resonance
examination after surgery was taken in
all 74 patients. The function of the
facial nerve immediately after surgery
24 hours was quite good. There were
only 4 patients with grade III paralysis
(6.7%) and 1 patient with grade IV
(1.3%). Grade 1 and II

(House-Brackmann)

paralysis
accounted  for
79.72% 24 hours after surgery and

91.89% were re-examined at 6 months.
There were no patients with grade V
and VI paralysis (7Table 2). This is an
acceptable rate. In case the patient
suffered from the facial nerve damage
to was an incomplete lesion, and the
patient was paralyzed at grade IV
immediately after surgery at grade III
at a 6-month follow-up. In fact, many
authors believe that pulling while
dissecting the tumor can also damage
the facial nerve. Traction lesions are
often too small, even with microsurgery,
and sometimes cannot be detected [7,
8, 9]. We only removed totally tumors
in 58 patients (78,37%) and subtotally
in 16 patients (evaluated in surgery).
This is a trend with mixed opinions
because some surgeons do not accept
to leave part of the tumor [5, 7].

In our study, there were 4 (5.4%)
patients with brain edema, 3 (4%)
patients had bleeding postoperatively,
and 2 patients died (2.7%), 01(1.35%)
patient had meningitis. Although the
rate of tumor removal in our study was
not high, all patients had a clear
identification of the facial nerve
position, and the rate of facial nerve
paralysis was significantly reduced.
Other complications of surgery are
acceptable. Using a continuous
monitoring system for the facial nerve

in surgery for vestibular schwannoma
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has reduced the rate of post-operative
facial nerve paralysis [5 10, 11]. We
found this was an effective and very
necessary means to reduce the rate of
paralysis of the facial nerve during
surgery of the vestibular schwannoma.
Moreover, surgery for glomerulus,
foramen, and mid-cranial basal tumors
this
complications of facial nerve injury
[11, 12]. The mean hospital stay of the

study group was 6.5 days (5-9 days).

can use system to avoid

CONCLUSION
Neurosurgical intervention remains
the main step in the -effective

management of vestibular schwannomas.
Using a continuous monitoring system
for the facial nerve in surgery for
vestibular schwannoma has reduced
the rate of post-operative facial nerve
paralysis.
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4 )
THE LE GUI BAI DANG TRONG TAP CHi Y - DUOC HOC QUAN SU

apchiY-Dudchocquansuxuadtban9s6/ndm,dangtaicaccongtrinhnghiénciu,
T cacbaitongquanvéydudchocquansy,ysinhhocvayxahéihoc, nhiingthongtin
Y-Dudchoctrongnudécvaqudcté,thongtinvénghiénciuvadaotao.

I. M6t s6 yéu cau vé bai dang cong trinh nghién cttu khoa hoc.

1. Bai gtii déing cong trinh nghién ctiu khoa hoc chua ding 6 bat ky tap chi qudc gia nao.

2. Cac thuat ngii théng nhat theo tit dién Bach khoa Viét Nam.

3. Bai g{ii diang danh may béang tiéng Viét, ro rang, cach dong, mot bai khéng dai qua
7 trang kho A4, ké ca bang biéu va tai liéu tham khao. Cac danh ti tiéng Viét néu dich tu
tiéng nudc ngoai viet kém theo tiéng nude ngoai. Cac chit viét tat phai cé chi thich cac tit goc
ctia cac chit viét tat.

4. Trinh tu cac muc trong bai:

a) Dau dé.

b) Ho va tén tac gia: Khong ghi hoc ham, hoc vi, chiic danh. C6 ghi chi don vi cong tac cua
ting tac gia d cudi trang thi nhat baibao.

c¢) Noidung:

Tém tit tiéng Viét va tiéng Anh, bao gdm muc tiéu, d6i tugng va phuong phap nghién citu,
két qua va két luan. Ghi tirkhoéa tiéng Viét va tiéng Anh.

Datvan dé: bao gom ca phan muc tiéunghién ciu.

Déituong va phuong phap nghién ctiu.

Két qua nghién ctiu vabanluan.

Két luan.

Tailiéu tham khao.

Chi st dung nhiing bang, biéu, hinh anh cin thiét va phai cé chi thich r6. Mi bai viét
khéng qua 5 hinh. Cu6ibai phai néu rd xuat xd cia cong trinh, 1am tai dau, thoi gian.

Tailiéu tham khao (khong qua 10 tailiéu va phai mang tinh cap nhat): Tailiéu tiéng Viét
ghi trudc, sau d6 1a tailiéu tiéng nude khéc. Tai liéu tham khao ghi theo thi tu sau: ho tén tac
gid, tén cudn sach (bai bao), tén tap chi, ndm xut ban, tap, s6 va trang tai liéu tham khao.
Dung font Unicode.

5.Mobi tac gia dting tén dau ctia bai bao chi dudc déng t61 da mot bai trong mot s6.

6. Bai gtii ding khong tra lai ban thao.

7. Cudi mbi bai bao, tac gia ghi s6 dién thoai ca nhan va dia chi email ctia nguoi chiu trach
nhiém chinh.

I1.P6ivéicacbaitong quan, thong tin, baidich.

- Dboi véi cac bai tong quan cin c6 day du cac tailiéu tham khao va nguédn sé liéu da
dugc trich dan trong bai. Téc gia bai tdng quan ghi rd chitic danh, hoc ham, hoc vi, chuyén
nganh, cd quan va hoi chuyén khoa 6 phan ghi chi cuéi trang dau tién ctia bai tong quan.
Bai téng quan ciing dude danh may trén khé A4 va khong dai qua 7 trang ké ca biéu bang
vatailiéuthamkhao.

- Cac thong tin, bai dich can ghi rd xuit xt cia nguodn di liéu. D6i véi bai dich can
chup toan vin bai bao tiéng nuéc ngoai giii kém theo ban dich.

* BAI VIET XIN GUI VE BAN THONG TIN KH - PHONG THONG TIN KHQS - HOC VIEN QUAN Y
SO 160 DPUONG PHUNG HUNG, HA BONG - HA NOI
PIEN THOAI: 069. 566. 255 HAC GUI THEO PIA CHi EMAIL: tcydhqs @vmmu.edu.vn
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Add: 158 Phing Hung - Ha Dong - Ha N6i/Tel: 043.6884077
Email: thuochvqy1@yahoo.com/Website: hocvienquany.vn

DANH MUC CAC SAN PHAM

Trd théo duge TANAKA

Trd thio dugc BOGATRA

Trd thio duge DAHATALA

Tra thio duge TAM THAT - XA BEN

Ken gién dau OSAPAIN

SPERMENZOL - Ting cudng sinh 1 nam

VIEN NANG SAM NGOQC LINH - Bdi b4 sttc khde
SLIMTOSEN - Hg n& mdu, hd tre diéu Lej béo phi
VITAXO - Chéng oxy ha, ting cudng sitc dé khéng
BLAKGARLIC - Vién nang t3i den

AUFULYSON - Dyt phong va didu tej clm clim
Nudsc thng fye VINATONIC

Thudc bdag MADUXIN

Thudc béag B76

foh trf kién nio CM8

Cén dg dty AMIPROGAST

EPOLIN -Thudc chém réing

DUONG TAM AN MACH -

101 BEN -

101 BEN SAM NGQC LINH - Bdi b sifc khde

www.hocvienquany.vn

NANOCURCUMIN

KIEN KHOP TIEU THONG COLLAGEN - Gitn deu xicng khp
GAMOSA.-Didu s tidu dung

Tiogt, buy& an thén-NHAT MINH KHANG

THENG PHONG KHANG

Cén b4 SAFICALIQ

UKATA - B3 tog diutef ung the

ANTHRIN - Nbug tring
SIROLAROSEN - Ciip an thén, g8 ngon gifc




