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Oby4yeHune B opanHaType, Havarno
NPaKTUKM

OpauHatop: [oyemy Mbl Ha3Ha4Yaem/genaem UMEHHO 3TO?
Kypatop:

1. B Hawem otaeneHnn genaeTcs Tak MHOIo J1eT 1 3TO paboTaeT
2. Tak MeHAa Hay4unu elle B opanHaTtype/YHuBepcurteTe

3. OTO YyTbe, OHO NMPUXOAUT C OMNbITOM

4. Npodpreccop X Ha cBOen nekunmn Ha KOH®. Y ckasarn, YTo OH Aenaer
Tak

5. Tak HanncaHo B RUSSCO (Alarm!llepeBoa4nkoBon)
6. Tak HanNMcaHo B pPeNpPUHTE CTaTby B XXypHare Z
7. Npocto genan tak! CnnwkKkom MHOro Bornpocos!



[loka3aTenbHas meanumHa

Evidence based medicine

«The integration of best research evidence with
clinical experience and patient values»

BHedpeHue 8 npakmuky OaHHbIX,
MOJTYYEHHbIX U3 HA0EXKHbIX UCMOYHUKOB C
y4emom repcoHasibHo20 oribima u
rnpeornodymeHuu 60s51bHO20.

David Sackett, 1934-2015



EBM

* HagexHble gaHHble: cepbe3Hble KNMHUYECKNE nccrneaoBaHus

* JINYHBLIV ONbIT: NepPCOoHarbHbIN N KONNEKTUBHbIV

[lpeanoyteHns nauneHTa*: ask tell ask
*NB! [launeHTa, a He poACTBEHHUKOB NnaymeHTa!



Buabl nccnegoBaHuu

1. HabnwopatenbHbIe UccriegoBaHUSA:

* KOJIN4eCTBEHHbIE:
* KOFOPTHbIE,
e Cny4an/KOHTpPOIb,

* Ka4eCTBEHHbIE:
* KNUHUYECKUI Crny4an,
* CepUs KNUHUYECKUX CrlyYaes

2. KnnHnyeckune uccnenoBaHus:

* pPaHOOMM3NPOBAHHbIE KOHTPOITMPYEMBIE NCCIIEN0BaAHUS
3. O630pHbLIEe uccregoBaHuUSA:

* KONMMYECTBEHHbIE: cUCTEMATNYECKNI 0030p

* KQYeCTBEHHbIE: META-aHaNn3



YPOBHU JoOKa3aTeNbHOCTH

Cuctemanimackuit ofaop PKW. otaenshioe PKW

Crcremamyeckmi 06300 KOrODTHLIX NCCNEACBAHMA,
WM OTABNEHO0E KOrOPTHOE UCCBR0BaHme

ViceneQOBaHUE TUNA «CNYSal KORTPONE» (OTAENBLHOE,
D0 CUCTEMATHHECKMIA 0030P HECKONBKUX)

Onncanue cepuu CIyNEes, HUIKOKAYECTBEHHEE
KOFOPTHLE HCCHEN0BAMNA

MHeHKe axcnepros
0e3 TONHOU KPUTUHECKON OLSHKN

Puc.1. KnuHu4yeckas gbapmakornoaus u ghapmakomeparus 8 peasibHol gpadyebHol
npakmuke : Macmep-krnacc : y4ebHuk / B. U. [Nlempos. - 2011. - 880 c. : urn.



['1ntocbl M

* Hann4yune ctatnctnyeckn 4OCTOBEPHBLIX AAHHbIX
* bornbLUune BbIOOPKU

* MeTtogonorusa nposegeHna K (GCP)

* HUeTKO NponncaHHble NPOTOKOMbI UCCrieaoBaHNM
« BanngmpoBaHHbie nadbopaTtopun

* KOHTPOMb MOSTy4YEHHbIX PE3YNBTATOB LIEHTPaNbHbIMU
nabopatopusmm

 [1OCTyMnHbIE anropuTmbl 4ENCTBUN



[logBoaHble KamMHU M

[lokasaTenbHas MeauumMHa BbiCLLUEro YPOBHA OOKA3aTENbHOCTU
= CCNEeaoBaHUS, CIOHCUPOBaHHbIE dbapMou

2. [lonycTMmo cpaBHEHWE He C 30/10TbIM CTaHOApPTOM, a CO
cnabbiM NPOTUBHUKOM/UCTOPNYECKUM KOHTPOSIEM



[logBoaHble KamMHU M

3. HeT npamMmoro cpaBHeHUA NOXOXUX NpenapaTtoB N CXeEM
(4TO NyyLwe?

[Tembpo unn HMBo? Kapbo+naknm nnu
[MlemeTpekcen+LincnnaTtmH?

OanHakoBble Unn pasHble?

No answer)



[logBoaHble KamMHU M

4. CTatTnctnyeckasa 3Ha4MMOCTb NOJie3HbIX 3P deKToB MO
MWUHUMAanNbHO Mnosie3Ha B peanbHOCTU

( + Hegens xnsHum (p 0.001!) vs SSS/HexenarternbHble ABNEHUs gr
3-4)



[logBoaHble KamMHU M

5. HeobsasaTtenbHasa nydnukauusa oTpuuaTenbHbIX pe3ynsTtaTos!



[loaBoAHblIE KaMHu O M

6. HecooTBeTcTBMe nauneHTa KW peansHOMYy nauneHTy

(ECOG 0-1 ¢ MMHMManbLHOW conyTCcTBYOLWEWN NaTonoruen vs ECOG
2-3 ¢ KoroccarnbHOM KOMOPOUOHOCTBLIO)

7. HeBO3MOXHOCTbL aKCcTpanonaumm gaHHbIX KW B peanbHyto
XXU3Hb



[lonBoagHble KamMHU M PO

8. OrpaHunyeHune pekomeHgaunamm M3, OMC, KCI" n np.

9. OTCcyTCTBME HaBbIKa YTEHUS PE3YNbTAaTOB KITMHUYECKNX
NccreaoBaHUM y Bpayen

* p< 0.05

* HR

* KpuBbI€ BbIXXMBAEMOCTU
 Bogonaabl

« 777



BbiBOAObI

* MuHycol [1IM — He gokasatenbcTBo beccmbicrieHHocTn M

* [TpnHumMnbl M acHbl, BOCnpon3BoAUMbl U HE HAXOAATCA B
Kpusuce

* [lpoBeaeHne gaxe maneHbkux paboT rno npuHuunam M -
XOpOoLlo

* Henb3sa NMPUHNMATb Ha BEPY CI10Ba YHYUTESIA

* HeT oguH pa3 N HaBceraa noJyiydeHHoOro 3HaHusd - To 4To BEPHO
ceroaH4, 3aBTpa MoOXetT USMEHNTBCAH

* HeobXxoaMMoCTb NOCTOSIHHOrO caMmoobpa3oBaHUS
* [1pn nocelleHnn KOHdepPeHUNN — BaXXeH AOKNaa4vuK, a He Tema



Korga g npakTuKyto gokasaTenbHyo
MeguuUnHy?
1. Obwasack ¢ nauneHTom: SPIKES,PEWTER, ask tell ask

SPIKES protocol for delivering bad news: ASK

S Setting up the interview ASK

A simple communication technique to help patients feel
heard.

P Assessing the patient’'s Perception

+ Always ask permission to begin the conversation.
.« . . ’ . .
btalnlng the patlent S nvltatlon - Ask the patient to describe their understanding of the
visit with their provider an d/or their health . )
i Inlernational journal
- Asking helps you determine what the patient hopes to for B¢ Wvancrmel o

K Giving Knowledge & info to the patient Counselling

VVVVYVYY

- Provide the information the patient wants to know in
E Ad d . . t, E < e h h manageable bits. Try to use a few short sentences. TELL l"
ressing patient's Emotions with empathy
- Share information that is authorized and available.
se simpl d cl | ge, not medical terminol
jargol

S Strategy and Summary

- Confirm understanding by asking the patient to repeat
oooooooooooooooooooooooooooooo 2
B H I t I 2000 - Ask if the patient has any questions or wants to know P
alle et al,, anything eie. &) Sprimger

Adapted from The American Medical Association,
22222



Korga 4 npakTUKyto gokasaTenbHyo
MeguuUnHy?

2. [MnaHnpys Kypc nevyenusi naumeHTa *

* Bce nn obcnenoBaHusA ecTb?
* Hy>xkHa nn UT'X?
* Hy>xkHa nun MI'A?

* C Yyero HavaTb:
* Onepauua?
* JlekapcTBeHHaqa Tepanua?
* BSC?

*CI'I0,0FI C KoOrsirieeaMu U Ha4dalibCmeom



[1TnaH neyeHNa

Uactada natonorna -> YpoBeHb gokasatenbHocTH -1l (DISCUSSION)
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[1TnaH neyeHNa

* Pegkaga natonoruga
— COUAET YPOBEHDL

N MOMEHbLLIE,

Case report

HE TOJIbKO MHEHWNE

fipeeheeeopa-oKCnepToB

Chen et af. Joumnaf of Cardiathoracic Surgery 2010, 5555
et b vy oy S5 JOURNAL OF
S CARDIOTHORACIC SURGERY
CASE REPORT Open Access

Inflammatory myofibroblastic tumor of the
lung- a case report

Chien-Kuang Chm‘ Chia-ng Jan’, Jian-Shun Tsai', Hsu-Chih Huang’, Pin-Ru Chen', Yu-Sen Lin', Chih-Yi Chen',
Hsin Yuan l»mq

Abstract

A 45 year old man presented with a six month history of progressive dyspnea with productive cough and wheez
ing. The patient was a heavy smoker and had a history of tongue cances, hypertension, and asthma. Chest X-fay
and computed tomography showed a mass kesion in the left hilar rogion and total collapse of the upper left lobe
of the g, Bronchoscopy revealed a whitish solid tumor obstructing the left upper lobe bronchus, Positron emis-
sion tomography showed increased tracer uptake in the lesion. A thoracoscopic kobectomy of the left upper lobe

of the king was performed. The final pathologic diagnosis was inflammatory myofibroblastic tumaor

Introduction
Inflammatory myofibroblastic tumor (IMT) of the lung,
also known as plasma ccll granuloma or inflammatory
pseudotumor, is a rare disease entity [1]. Diagnosis of
IIMT Ix dlﬂ'lcul! m mablnh hcﬁxe surgery because of its
i This tumor can be
cystic or b dobronchial or p hvmal
with or without clear margins [2]. (nmpk-«c surgical
resection is the treatment of choice not only to exclude
malignancy but also to achicve a good prognosis [3,4],
We report a case of inflammatory myofibroblastic
tumor that was successfully removed by thoracoscopic
lobectomy.

Case report
A 4b-ym-old man presented with a 6-month history
of prog dysp with p cough and

whmmg. The patient had a hutory of smoking (1
pack per day for 20 years), hypertension and asthma,
which was under regular medical control. He also had

a history of tongue cancer (squamous cell carcinoma,

were clear. There was increased density over left lung
field with elevation of the left side of the disphragm.
These features were indicative of a hilar mass obstruct-
ing the bronchus with collapse of the upper left lobe of
the lung (Fig. 1A). Contrast enhanced computed tomo-
graphy (CT) showed a hilar mass measuring approxi

mately 35 mm x 28 mm x 15 mm and a collapsed left
upper lobe of the lung, There was weak enhancement in
the arterial phase. The endobronchial part of the tumor
had clcar margins along the bronchus of the upper left
lobe of the lung. The distal part of the tumor had indis-
tinct margins along the lung parenchyma. The distal
bronchus was dilated and filled with secretions. There
was no mediastinal lymphadenopathy (Fig. 1B).

Bronchoscopy revealed a \vluush tumor obstructing the
left upper bronchus (Fig. 2). Biopsy specimens of the
tumor taken during the bronchoscopic examination
showed evidence of smooth muscle cell proliferation
with focal abnormal mitosis. A smooth muscle cell
tumor of malj 1 was dered, Positron
emission tnmoynphy (PET) showed increased fluoro

PT2ZNOMO, stage II) for which he und t wide exdi-
sion of the right side of the tongue and modified neck
lymph node dissection five years prior to this p

d il (FDG) uptake in the lesion (Fig. 1C).
The tumor involved the upper left lobe of the lung
and ob d the L chus. The patient underwent a

tion, Chest plain film showed a protruding mass sha-
dow in the left hilar region. Costodiaphragmatic angles

thoracoscopic lobectomy under general ancsthesia with
double lumen endotracheal tube placement. The vessels
of lhc Icﬂ upp('r lobe were divided and ligated using an
ling device. The bronchus of the

* Comegrndence 4921 104xmechi tw
'Division of Thorcic Sugery, Depamment of Susgery, Chins Modical
Universty Hospeal, China Medical Unwersty, lackung, |Lamwan

uppﬂlrﬁlobemopawdbymdoﬁﬂsor.ﬁwcunmg
margin was checked by examination of frozen sections

©.2010 Chen et at Bormee. thoMed Ceniral L1, s 1. an Oy Access rtice dsirbuard wndes the tems of the Crewtee Commons

( ) BioMed Central Nstnten cmre

whch praats « deliition, el srpadbacin w

pvovidhod he original wod i propedy coed.

lumat of Cardiothorack: Surgery 2010, 555
hrekiotheracic ey eng/content/S/ 155,
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Fonchoscopic exam shows a whitish tumor obstructing the left upper bronchus. Gross. The tumor impacted the whole
lih Chesas smangies. Microscogacally, the biopsy specrmen @ compsed of sgindie cell with Reoblastic and myostroblasti

fr armayed in fascickes (A) The tumor & mostly Smited within the broachi. In a few foct, pushing of tumaor margin 1o the lung

15 noted [k x 1000, bnmunchestochesmacal study dermorntzated () vamertin () GO0, and (0 cytokesatn §ocal +), (2001

kof IMT is dlﬂ‘rull m mahhsh hdnfr sur-
pe of its diversifi
e it can be difficult to distinguish from malig-
rs on small lissue samples obtained from
ppic examination or needle biopsy. In fact,
M IMT cases are diagnosed based on analysis
?cdmcns alone [6]. In addition, IMT is often

from other I on PET

tumor was an endobronchial lesion with clear margins.
We were unable to prove whether the tumor involved
the lung parenchyma.

Surgical management of lesions in the major bronchi
is challenging. In our patient, we performed a thoraco-
scopic technique to cut the adhesion o( the major fis

sure, sup y vein and p y artery

se of the high uptake of tracer in IMT. The
pf IMT is dependent on tumor size (less than

3 om) and complete surgical resection. The
par survival rate is about 82% and the overall
pival rate is about 74% [3]. In our case, the

branch lnuppcrkinn(lbelunp,.\velhmopuledlhe
left upper bronchus to confirm that the cut end of the
bronchus was free. The bronchus was dosed with inter
rupted sutures.

IMT is characterized histologically by spindle cell pro-
liferation. The tumor is referred to by different names



Korga g npakTuKyto gokasaTenbHyo
MeguuUnHy?
Key Differences Between RECIST 1.1 and RECIST 1.0

3. O Lle HNBA4H GCbee KT J1edeHUN4A RECIST 1.1 (2009 criteria) RECIST 1.0 (2000 criteria)

1. Assessment of lymph nodes 1. No specific recommendations
® 3 j 2. Patients with nonmeasurable disease 2. Measurable disease at
only eligible for studies when the pri- baseline required

mary endpoint is tumor progression

3. Finding of a new lesion should be unequivocal 3. Not specifically defined

4. Imaging of nontarget lesions not necessary at 4. Not specifically addressed
every protocol-specified time point for decla-
ration of partial response or stable disease

KT/MPT/N3T-KT vs Y3W, F

5. Patient response to treatment need not be 5. Patient’s initial response to
confirmed in randomized trials when the treatment must be confirmed
primary endpoint is disease progression no sooner than four weeks later

6. FDG-PET is "sometimes reasonable to 6. No specific recommendations

RECIST 1.1, irRECIST

incorporate” as a complement to CT scan-
ning in assessing disease progression

7. Maximum of five target lesions 7. Maximum of ten target lesions
total and two per organ total and five per organ

8. Lesions too small to measure 8. No specific recommendations
assigned default value of 5Smm

9. Progressive disease requires > 20% 9. Progressive disease requires
increase in sum of diameters from nadir > 20% increase in sum of the
and an absolute increase of > 5Smm longest diameters from nadir—

no absolute increase required

Source: Perceptive Informatics.

Table 1. A comparison of RECIST 1.1 and RECIST 1.0.

T: 5.0mm




Korga g npakTuKyto gokasaTenbHyo
MeguunHy?

4. CTarnkmBasiCb C HeXxernaTebHbIMU SIBIEHUSIMA

Common Terminology Criteria

for Adverse Events (CTCAE)

Version 5.0
Published: November 27, 2017

- OueHnBa 3HAYMMOCTb NOBOYHbIX
9PPEKTOB M UX CBA3b C NpenapaTtom

U.S. DEPARTMENT OF HEALTH AND
HUMAN SERVICES

for Adverse Events

National Institutes of Health
National Cancer Institute
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Korga 4 npakTUKyto gokasaTenbHyo
MeguuUnHy?

5. 3aHMMasACb Hay4YHON OEATENBbHOCTbIO

Ctatbn, JInTob30pHkI

B ngeanbHom mMupe - nccnegoBaHus, anccepraumm



