NEESOI VO SINH - HO TRO SINH SAN

Dac diém kiéu hinh va két qua diéu tri vo sinh ctia bénh nhan hoéi ching
budng trirng da nang bang thu tinh trong 6ng nghiém

Doan Xuén Kién', Doan Thi Hang? Nguyén Thanh Tung?
T Trung tdm H6é trg sinh séan va nam hoc, Bénh vién San Nhi tinh Pha Tho
2Vién M6 phoi lam sang quan doi, Hoc vién Quany

doi:10.46755/vjog.2022.1.792
Téc gia lién hé (Corresponding author): Doan Xuan Kién, email: doanxuankien@gmail.com
Nhan bai (received): 30/8/2020 - Chap nhan déng (accepted): 5/1/2022

Tom tat

Muc tiéu: Khdo sat ddc diém kiéu hinh va két qua diéu tri vé sinh bang thu tinh trong 6ng nghiém trén bénh nhan hoi
ching budng triing da nang (HCBTPN).

Doi trong va phuong phép: Nghién ctru mé ta tién ciru thuce hién trén 140 bénh nhén héi ching bubng trirng da nang
dugc chén dodn va phéan loai ki€u hinh theo Rotterdam. Panh gia dac diém lam sang, can 1dm sang va két qua diéu tri
v sinh bang phuong phap thu tinh trong 6ng nghiém (TTTON) theo kiéu hinh.

KE&t qua: Ki€u hinh D thudng gdp nhat chiém 44,3%, ki€u hinh B it gdp nhat chiém 8,6%, ki€u hinh C va ki€u hinh A
c6 tan sudt lan luot 1a 30,0% va 17,1%. Khéng c6 su khéc biét vé néng dé6 AMH, LH, ti 1é LH/FSH giita cdc nhém
ki€u hinh. Khéng c6 su khéc biét vé chéat lugng phdi ngay 3 gilta cac nhém ki€u hinh. Ti Ié thai 1dm sang trung binh
khi thuc hién TTTON la 44,3%, trong dé ti 1é c6 thai Idm sang ¢ nhém A la 54,2%, nhém B la 50,0%, nhém C va nhém
D Ian luot la 40,5%, va 41,9%. Ti I thai sinh héa, thai Idm sang, thai dién tién khéng c6 su khdc biét giira cdc nhém
kiéu hinh.

K&t luan: Bénh nhdn HCBTDN c6 ki€u hinh D gém réi loan phéng nodn va hinh anh buéng tring da nang la thudong gap
nhat, ki€u hinh B gém cudng androgen va réi loan phéng noén it gap nhat. Khéng c6 su khéc biét vé chat luong phoi
ngay 3 va ti I thai sinh héa, thai Idm sang va thai dién tién giGra cdc nhém kié€u hinh.

Tur khéa: HOi chirng bubng trirng da nang, kiéu hinh, hinh dnh budng tritng da nang.
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Abstract
Objectives: To investigate the phenotypic characteristics and outcomes of IVF treatment in patients with PCOS.

Subjects and methods: A prospective, descriptive study was conducted in 140 PCOS patients who were diagnosed and
classified according to Rotterdam criteria. Clinical, paraclinical characteristics and quality of cleavage-stage embryos,
pregnancy rates were evaluated.

Results: The most common phenotype was D (44.3%), the least common was phenotype B (8.6%), phenotype C and
phenotype A accounted for 30.0% and 17.1%, respectively. The average concentration of AMH, LH, LH/FSH was not
statistically significant difference amongst phenotypic groups. The average clinical pregnancy rate after IVF treatment
was 44.3% and this rate in phenotype A, B, C, D was 54.2%, 50.0%, 40.5%, 41.9% respectively. The biochemical pregnancy
rates, clinical pregnancy rates, and ongoing pregnancy rates were similar between groups.

Conclusion: Phenotype D characterized by ovulation dysfunction and polycystic ovarian morphology was the most
common, phenotype B characterized by hyperandrogenism and ovulation dysfunction was the least common. Quality
of cleavage-stage embryos and biochemical pregnancy rates, clinical pregnancy rates, ongoing pregnancy rates were
similar between groups.

Key words: Polycystic Ovary Syndrome, phenotype, polycystic ovarian morphology.
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1. DAT VAN DE

Ho6i chirng budng triing da nang (HCBTDN) la mot
roi loan noi tiét pho bién, gap & 4% dén 21% phu nir & do
tudi sinh san [1], anh hudng dén nhiéu khia canh cda surc
khoe t6ng thé cda phu ni, véi céc tac dong lau dai khong
dirng lai & d6 tudi sinh san [2]. Viéc st dung céc tiéu chi
khac nhau trong chdn doan HCBTDN da gay ra céc van
dé khong tuong thich cho cac nghién ciru HCBTDN trén
toan thé gidi. Diéu nay dan dén sy nham Ian trong thuc
hanh |am sang va su cham tré trong tién trinh tim hiéu
vé hoi chirng. Ndm 2012 cudc hop nhdm tim kiém su
déng thuan dua trén cdc bang ching cé san da dugc
céac chuyén gia HCBTDN tlr cdc qudc gia khac nhau da
dua ra khuyén nghi str dung céc tiéu chi ESHRE/ASRM
2003, nhung kém theo mot mé ta chi tiét vé kiéu hinh
HCBTDN [3]. HCBTDN c6 bi€u hién lam sang khac nhau
gilra cac khu vuc va ching toc. & Chau A c6 su da dang
gilra céc dan tdc, nén viéc tim kiém céc dir liéu vé dac
diém lam sang, su phan bo céc ki€u hinh HCBTDN con
rat han ché. Do do, viéc tim hi€u vé su phan bg ki€u
hinh, cac dac diém diém |am, sang can |am sang cla
bénh nhan cé HCBTDN & Viét Nam tir d6 tim hi€u méi
lién quan v&i két qua diéu tri vo sinh badng phuong phap
thu tinh trong 6ng nghiém (TTTON) & nhdm bénh nhan
nay cé y nghta rat quan trong. Vi vay ching téi thuc hién
nghién ctru nay véi muc tiéu: Khdo sat dac diém kiéu
hinh va két qua diéu tri v6 sinh cua bénh nhan HCBTHN
bang thu tinh trong 6ng nghiém.

2. D01 TUONG VA PHUONG PHAP NGHIEN CUU

Do6i tuogng nghién ctiru

- D6i tugng nghién ctu la cac bénh nhan dén kham
va diéu tri hi€m muon tai Vién M6 Phéi lam sang quan
doi — Hoc vién Quéan Y, duoc chadn doan HCBTPN theo
tiéu chudn Rotterdam [4] va dugc diéu tri vo sinh bang
phuong phap TTTON. Bénh nhan dong y tham gia vao
nghién ctu.

- Tiéu chuén loai trir: truong hgp cho nhéan noan, di
dang tr cung, tién st phau thuat viing chau, lac ndi mac
tlr cung, dinh ti€u khung, lao & bung, céc truong hop cé
bénh ly toan than.

Phuong phap nghién ctru

- Thiét ké nghién ctru

Nghién ctru mo ta tién ctru.

- Thoi gian tur thang

Tur thang 07/2017 dén 9/2019.

- C& mau nghién ciu

St dung ¢& mau thuan loi, 18y tat ca nhiing bénh nhan
dap rng tiéu chudn nghién clru vao c& mau nghién ctu.

Cac budc tién hanh

140 bénh nhan dugc chan doan HCBTDN theo tiéu
chuan Rotterdam c6 hai trong ba d&c diém sau:

(1) D&u hiéu cuong androgen lam sang hodc sinh
héa (Hyperandrogenism - HA);

(2) Roi loan phéng noéan (Ovulation dysfunction - OD);

(3) Hinh anh budng trirng da nang (Polycystic Ovarian

Morphology - PCOM).

Ki€u hinh dugc phan loai gém 4 loai ki€u hinh [3]:

Ki&u hinh A: HA + OD + PCOM;

Ki€u hinh B: HA + OD;

Kiéu hinh C: HA + PCOM;

Ki€u hinh D: OD + PCOM.

Bénh nhan dugc kham, danh gia cac dédc diém: tudi,
thoi gian vo sinh, phan loai vé sinh, cdc dau hiéu cuong
androgen trén lam sang (rdm 16ng, mun trimg c4, rung
toc, héi dau), vé dac diém ram léng ching téi sir dung
thang diém Ferriman — Gallway cai tién, xac dinh cé ram
I6ng khi diém mFG = 5 theo téc gid Huang Z. (2016) [5].
Nong dé testosterone dugc goi la tang khi testosterone
toan phan > 0,88ng/mL (theo NIH 1990). Hdi vé dac kinh
nguyét, goi la ¢ réi loan kinh nguyét khi chu ky kinh <
21 hodac > 35 ngay hodc cé dudi 8 chu ky trong 1 nam.
Danh gid chi s6 khéi co thé, siéu &m dén tat ca cac nang
c6 kich thudc tr 2 - 9mm trén toan bé budng trirng vao
ngay thir 2-3 ctia chu ky kinh, thé tich budng trérg duoc
tinh theo c6ng thirc: (dai x réng x cao) x 0,52 cm3, co hinh
anh budng trimg da nang (PCOM) khi ¢6 = 12 nang trén
mot budng trirng, hodc thé tich budng trimg > 10 cm?.

Céc bénh nhan duoc chan doan mac HCBTPN co
chi dinh lam IVF dugc dua vao nghién cliru. Bénh nhan
duogc dinh lugng FSH, LH, E2, P4 vao ngay 2 chu ky kinh
va dinh lugng néng dé6 AMH. St&r dung phac d6 GnRH
antagonist dé€ kich thich buéng trirng. Liéu FSH d4u
dua vao tudi bénh nhan, sé lugng nang thir cap budng
tring, BMI, néng do AMH, tién sir dép (rng vai kich thich
budng trimg. GnRH antagonist dugc cho vao ngay thir 5
cua kich thich budng trirg. Khi cé it nhat 2 nang noan
dat kich thudc = 18mm sé tién hanh tiém trudng thanh
nodn bang GnRH agonist (thudng ding Diphereline ligu
0,2mg tiém dudi da) hodc hCG (Ovitrelle 250mcg tiém
dudi da) choc hat noan sau 36 gid. Danh gia chat lugng
phoi ngay 3 dugc chia thanh 3 mdrc d6 t6t, trung binh va
xau, dua vao céc tiéu chi nhu sé lugng va kich thudce cac
phoi bao, ti 1é manh v& bao tuong va tinh trang da nhan
cua phoi bao theo déng thuan Alpha (2011) [6]. Sau khi
tao phoi sé tién hanh dong phéi toan bo & ngay 3 hoéc
nudi mot phan hay toan bo sé phoi l1én ngay 5 sau doé trir
déng. Danh gia két qua diéu tri bdng ti 1& c6 thai & chu
ky chuyén phoi trit dau tién, sd phéi chuyén dua vao tai
liéu hudng dan ciia ASRM va hiép hoi ky thuat ho trg sinh
san (SART) [7], tudi, tién st cGia bénh nhan. Xac dinh cé
thai sinh hoa khi xét nghiém BhCG > 25 U/l & ngay 14
sau chuyén phoi. Thai lam sang dugc xac dinh khi siéu
am dudng am dao thay hinh anh tdi 6i sau 4 tuan chuyén
phéi. Thai dién tién duoc xac dinh khi thai phat trién dén
> 12 tuan.

Phan tich va sir ly sé liéu: St ly s6 liéu bang phan
meém SPSS 20.0. Cac bién nghién ctru dugc kiém dinh
phan phéi chuén, str dung kiém dinh One-Way ANOVA
dé danh gia su khac biét vé gia trj trung binh gilra cac
nhém ki€u hinh. Sy khdac biét cé y nghia thong ké khi p
< 0,05.
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3. KET QUA NGHIEN cUU

Bang 1. Phan loai vo sinh, thai gian, tién sir

Pac diém S6 lugng Tilé (%)
Phan loai vo sinh
Nguyén phat 87 62,1
Thi phat 53 37,9
Thoi gian vo sinh
<2nam 20 14,3
2 -5nam 82 58,6
>5nam 38 271
Thoi gian vo sinh (ndm)
Trung vi (Q, - Q,) 3(2-6)
S6 lan TTON
Lan 1 120 85,7
Lan 2 12 8,6
Lan=>3 8 57

V6 sinh nguyén phéat chiém da s6 (62,1%), nhdm vo sinh thir phat chiém 37,9%.
Thdi gian vo sinh thuong gap nhat la tir 2 — 5 ndm (58,6%), thai gian vo sinh > 5 nam chiém 27,1%, nhom cd thoi
gian v6 sinh dudi 2 nam chiém 14,3%.

M Kiéu hinh A M Kiéu hinh B [ Kiéu hinh C M Kiéu hinh C

e

Bi€u d6 1. Phan loai kiéu hinh

C6 140 bénh nhan HCBTBN dap (rng dugc tiéu chudn chon mau dugc phan thanh 4 nhém kiéu hinh dugec mo ta

theo biéu db6 1.

Nhém ki€u hinh D thudng gap nhat ¢6 62/140 bénh nhan chiém 44,3%, ti€p dén la nhém c6 kiéu hinh C 30%, ki€u
hinh A 12 17,1%, ki€u hinh B it gap nhat chiém 8,6%.

Bang 2. Dac diém lam sang, can 1am sang

Ki€u hinh Gia tri p*
Pac diém A B “c "D
(X £SD) (X £SD) (X £SD) (X £SD)

Tudi 29,67 £ 4,99 29,92 + 4,36 28,40+ 4,14 29,85+ 447 0,39
Tudi TB 29,39 + 4,45

BMI(kg/m?) 22,11+ 3,27 20,67 £ 1,79 21,58 £ 2,52 21,22 +2,20 0,32
BMI TB(kg/m?) 21,43 + 2,49

mFG (diém) 5,63 11,06 508 + 1,68 50 £2,13 191334 0,00
mFG TB (diém) 3,74+229

FSH(mIU/mL) 7,56 + 3,19 6,78 + 1,29 7,61 2,67 8,25+ 2,30 0,03
LH(mIU/mL) 11,43 +7,48 8,65+ 524 9,59 £ 6,30 12,16 £ 6,59 0,14
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LH/FSH 1,58 + 0,88 1,25 + 0,64 1,36 + 0,88 1,52+ 0,73 0,48
Testosterone 0,61+0,29 0,42 + 0,21 0,38 +0,26 0,35+0,19

(nmol/L) 0,41 +027 0,00
AMH (ng/ml) 12,29 + 4,95 9,28 + 6,34 9,24 +4,29 11,05 + 6,41 0,07
AMH (ng/ml) 10,57 + 5,66

S8 AFC Phai 16,25+ 519 8,08 + 2,97 15,36 + 4,08 17,29 + 4,44 0,00
(nang) Trai 17,88 + 3,26 8,17 +2,29 16,88 + 3,08 17,00 + 4,02 0,00
Thé tich Buéng Phai 10,56 + 2,52 9,83 +2,22 11,03 +3,33 11,00 + 2,41 0,04
trimg (cm?) Trai 10,28 + 2,49 9,08 +2,35 10,38 2,39 10,75 + 2,55 0,20

*Duoc kiém dinh bdang One-Way ANOVA test.

Nhom ki€u hinh B khéng c6 dau hiéu PCOM nén s6 nang AFC va thé tich budng tring c6 su khac biét so vdi
céc nhom ki€u hinh con lai. Néng d6 AMH & nhém ki€u hinh A ¢é xu hudng cao hon cac nhém ki€u hinh con lai,
tuy nhién sy khac biét khéng cé y nghta thdng ké. Khong cé sy khac biét vé tudi, BMI, LH, LH/FSH gitra cac nhom
ki€u hinh.

Bang 3. Két qua diéu tri vo sinh bang thu tinh 8ng nghiém

DPiac diém Ki€u hinh
A(24) B(12) C(42) D(62) Tdng Gia trj
n(%) n(%) n(%) n(%) n(%) P
Phan loai phoi
Tot 84(41,6) 50(45,5) 141(46,2) 276(51,9) 551(48,0) 018
Trung binh 53(26,2) 28(25,4) 89(29,2) 129(24,2) 299(26,0) 0,98
Xau 65(32,2) 32(29,1) 75(24,6) 127(23,9) 299(26,0) 0,32
Téng 202 110 305 532 1149
Ti |é thai sinh héa
Thai sinh héa 13(54,2) 7(58,3) 18(42,9) 30(48,4) 68(48,6) 073
Ti |é thai Iam sang
Thai Iam sang 13(54,2) 6(50,0) 17(40,5) 26(41,9) 62(44,3) 0,69
Ti I& thai dién tién
Thai dién tién 13(54,2) 6(50,0) 16(38,1) 24(38,7) 59(42,1) 0,50

* Pugc kiém dinh bang One-Way ANOVA Test.

Ti 1é phoi 16t trung binh chiém ti I& cao nhat 1a 48%. Ti 1é c6 thai sinh hda trung binh clia doi twgng nghién ctu la
48,6%, ti |é thai lam sang va thai tién trién trung binh [an luot 1a 44,3% va 42,1%. Khong cé su khac biét vé chat lugng
phoi ngay 3 gitra cac nhom ki€u hinh. Ti |é thai sinh hoa, thai Iam sang, thai dién tién khong co su khac biét gitra cac
nhom kiéu hinh.

4. BAN LUAN
D3 cd nhiéu béo cdo vé ti 1é phan bd ki€u hinh trén thé gidi, ti 1é phan bd ki€u hinh ciing rat khac nhau gilra cac
nghién ctru khac.
Bang 4. Ti |é phan bd ki€u hinh hdi chirng budng trirng da nang

Tac gia (Nam), Quéc gia Bénh nhan vo6 sinh

(PCOS) Phan bé kigu hinh (%)
A B (o D
Ma Y. (2010) Trung Quéc [8] 2111 (129) 31,0 16,3 27,1 25,6
Tehrani FR (2011) Iran, [9] 929(136) 8,8 39,7 31,6 19,9
Yildiz BO (2012) Thé Nhi Ky [2] 392 (78) 25,6 5,1 46,2 23,1
Li R (2013) Trung Quéc [10] 15924(886) 28,7 19,0 37,3 15,0
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Rauritsen MP (2014) Pan 447(86)
Mach [11]

Tehrani FR (2014) Iran [12] 602(85)
Cao Ngoc Thanh (2019) Viét 901(479)
Nam [13]

Trong nghién ctru nay (140)

4,7 4,7 72,1 18,6
12,9 22,4 49,4 153
16,5 3,1 12,7 67,6
171 8,6 30,0 443

Nghién ctru clGa ching t6i thdy rang ki€u hinh D
la thuong gap nhat (44,3%), ki€u hinh B la it gap nhat
(8,6%). K&t qua cua ching t6i cling twong duong véi
nghién ctru trong nudc clia Cao Ngoc Thanh [13]. Qua
bang trén cho thay ti I&é phan bd kiéu hinh cta nguai Viét
Nam tuong d6i khac so véi nghién clru clia cac nudc
khac [2], [8], [11].

Céc dac diém vé tudi trung binh, chi s6 BMI, LH, ti &
LH/FSH, AMH khong thay c6 su khéc biét gilta cac nhém
ki€u hinh. Nghién clru cua tac gia Eftekhar M (2017) cho
thay cé su khéac biét vé néng do LH, ti 1é LH/FSH va
AMH gitra cdc nhom kiéu hinh [14]. Dac diém ram long
danh gia bang thang di€ém mFG thdy nhdém kiéu hinh D
(OD + PCOM) cé diém mFG trung binh thap hon (1,9 +
1,34). Phan I6n cac nghién ctru chi ra rang bénh nhan
méac HCBTBN khong tdng androgen cé murc do réi loan
noi tiét va chuyén héa nhe nhat va ti 1&é mac héi ching
chuyé&n hdéa nhe nhéat so véi nhom chirmng khde manh
[15]. Néng do testosterone trung binh trong nghién ctu
clia chung t6i 1a 0,41 = 0,27 nmol/L, k&t qua nay ciing
tuwong duong véi nghién cliru cia Cao Ngoc Thanh 1a 0,36
+ 0,25 nmol/L [13]. Néng do testosterone c6 su khac
nhau gitra cac nhom ki€u hinh. Diém yé&u cla nghién ctru
nay la chua danh gia dugc chi s6 FTI (Free Testosterone
Index) d€ dénh gia tinh trang cudng androgen sinh hoa.

Ti 1é phéi t6t trung binh trong nghién ctru cda ching
16i 1a 48,0%, khong cé su khac biét vé chat luong phéi
gitta cdc nhém ki€u hinh. M6t s nghién ctu trude
day chi ra rdng & bénh nhan HCBTDN co réat nhiéu yéu
16 tdc dong truc ti€p va gian tiép lam anh hudng dén
kha nang trudng thanh ctia noén, lam giam chét lugng
nodn va phoi [16]. Tuy nhién ti I& phéi t6t trong nghién
clru clia chiing t6i lai cao hon két qua trong nghién ctu
clia Duong Dinh Hiéu dugc thuc hién cung trung tam tur
2011 dén 2014 trén nhdm bénh nhan chung dén diéu tri
cO ti & phoi tot [a 28,4% [17] c6 thé do ky thuat thuc hién
trong va moi truong nudi cay trong phong thi nghiém
ngay cang dugc cai thién lam tang ti 1é tao phoi tét. Méi
day nghién ctru cta Audrey UK (2022) trén 1496 noan
trudng thanh chia theo cac nhém kiéu hinh thay rang ti
[& nodn trudng thanh, hinh thai noan va két qua sau tiém
tinh trung vao bao tuwong noan khong cé su khac biét
gira cadc nhom ki€u hinh [18]. Nghién ctru cla Cela V
(2017) trén 71 bénh nhan HCBTDN chia thanh cdc nhdém
ki€u hinh thdy rang khéng co su khac biét vé s6 lugng
noan thu duac, ti 1€ noan trudng thanh, téng s6 phoi, chat
luong phoi ngay 3 va ngay 5 gilra cdc nhom ki€u hinh
[19].

Ti |é thai sinh hda, thai lam sang va thai dién tién
trong nghién ctru cla ching téi cling tuong duong véi
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nghién ctru clia mot so tac gia khac thuc hién trén bénh
nhdn HCBTD va cung phéac dé kich thich buéng tring
[20], [21]. Ching t6i thdy khong c6 su khac biét vé ti
|& thai lam sang va thai dién tién gilra cac nhom kiéu
hinh, két qua nay cling tuong duong véi nghién clru cla
Eftekhar M. khong thay cé su khéc biét vé ti 1é thai sinh
hoa, thai lam sang gitra cac nhém kiéu hinh [14].

5. KET LUAN

Trong céc bénh nhan mac héi chirng budng tréing da
nang, nhém ki€u hinh D thuong gédp nhét, kiéu hinh B it
gap nhat. Gilra cac nhom ki€u hinh, khéng cé su khac
biét vé so lugng, chat luong phdi, ti 1é co thai sinh hoa, ti
|é thai lam sang va ti lé thai tién trién.
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