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[ Abstract] Objective: To investigate the diagnostic value of different apparent diffusion coefficients (ADC) , which include Tumor-
ADC, . values, Tumor-ADC

mean

Tumor-ADC

values, Peritumoral ADC ( Peritum-ADC) values and ADC-normalized values ( Peritum-ADC values/

min
win values) jon lymphovascular invasion (LVI) in early cervical cancer. Methods: The clinical and magnetic resonance

signs of 81 patients with early cervical cancer in our hospital were retrospectively analyzed. The pathological results were regarded as

the gold standard. The patients were divided into two groups, the LVI positive group and the LVI negative group, according to patho-
logical results. Differences in Tumor-ADC values, Tumor-

mean

[Y#EBHE] 2019-01-07 [EEIBH#I] 2019-04-22 ADC,;, values, Peritum-ADC values and ADC-normalized values

[E4TH] "WhEDI4EREZRSAMTHE (42, between the two groups were compared, and the diagnostic efficacy
WJ2019M026 ) of different ADC values for LVI in cervical cancer was calculated.

[BifESR] AgK%,E-mail;zhangweikj:%ZS@ 126. com Results: Of 81 patients with early cervical cancer, 26 were LVI



. 416 - FEE BT 59697 2019 4 5 H 55 32 455 5 ] J Cancer Control Treat, May 2019, Vol. 32, No. 5

positive and 55 were LVI negative. There were no statistically significant differences in age and histological type between the two groups
(P >0.05), but there were statistically significant differences in tumor diameter, depth of muscular invasion, International Federation
of Gynecology and Obstetrics stage and lymph node status (P <0.05). There were no statistically significant differences in Tumor-
ADC,,,,, values and Peritum-ADC values between the two groups (P >0.05), but differences in Tumor-ADC ;, values and ADC-nor-
malized values were statistically significant (P <0.05). The Tumor-ADC,;, value in the LVI positive group was lower than that in the
LVI negative group [ =5.307, P <0.001,(0.76 +0.15) x 10 *mm*/s vs (0.97 0. 18) x 10 >mm’/s, respectively]. The ADC-
normalized values in the LVI positive group was higher than that in the LVI negative group [t = -6.803, P <0.001, (2.02 +0.29)
vs (1.53 £0.31), respectively ]. Receiver operating curve showed that the efficiency of ADC-normalized values was better than that of
Tumor-ADC ; values (Z =2.202, P =0.028) in diagnosing LVI positive early cervical cancer. Area under curve was 0. 833 vs 0. 922,

respectively. Conclusion: LVI positive is related to many malignant biological behaviors of early cervical cancer. ADC values, espe-

cially ADC-normalized values, are highly valuable in diagnosing LVI positive early cervical cancer.
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Figure 1. Routine Magnetic Resonance Imaging Sequence of Cervical Cancer
Axial enhanced TI'WI showed slight enhancement of the lesion( as indicated by the arrow) (Panel a) ;Sagittal enhanced TIWI ( Panel b).
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Figure 2. DWI Sequence and ADC Diagram of Cervical Cancer

Axial DWI showing slightly higher signal intensity ( as indicated by the arrow) (Panel a); ADC maps showing the measurement of each
ADC value. Tumor-ADC,,, value, Tumor-ADC,,, value, Peritum-ADC value and ADC-normalized value is 0. 672 x 10 * mm®/s,
0.876 x 10 *mm’/s, 1.632 x 10 >mm’/s and 2. 429, respectively (Panel b).
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Table 1. Baseline Data of LVI-Positive and LVI-Negative Patients with Early Cervical Cancer

Variable LVI-positive(n =26) LVI-negative(n =55) Test value P
Age (year) 47.5 +12.68 48.45 £10.94 +=0.348 0.729
Histological type
Squamous cell carcinoma 20(76.9% ) 36(65.5% ) X2 =1.088 0.297
Adenocarcinoma 6(23.1%) 19(34.5% )
Tumor diameter( cm)
<4 10(38.5% ) 44(80.0% ) X2:13.7O8 P <0.001"
=4 16(61.5% ) 11(20.0% )
Muscle invasion
<172 8(30.8% ) 40(72.7% ) X =12.873 P <0.001"
=1/2 18(69.2% ) 15(27.3% )
FIGO stage
1 12(46.2% ) 40(72.7% ) X =5.424 0.020 "
Ma 14(53.8%) 15(27.3% )
Lymph node metastasis
Yes 13(50.0% ) 10(18.2% ) X2:8~791 0.003 *
No 13(50.0% ) 45(81.8% )

LVI; lymphovascular invasion; FIGO: International Federation of Gynecology and Obstetrics.

* Indicates the difference in specific statistical significance.
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Table 2. ADC Values of LVI-Positive and LVI-Negative Patients with Early Cervical Cancer

Tumor-ADC

mean

Tumor-ADC

min

Peritum-ADC

Variable ADC-normalized
( x10 ~*mm?/s) ( x10 ~*mm?/s) ( x10 *mm?/s)

LVI-positive(n =26) 1.02 +£0.16 0.76 £0.15 1.50 +0.23 2.02£0.29

LVI-negative(n =55) 1.08 £0.17 0.97 £0.18 1.45+0.18 1.53 £0.31

t 1.654 5.307 -1.157 -6.803

P 0.102 P<0.001" 0.251 P<0.001"

ADC: apparent diffusion coefficient; LVI; lymphovascular invasion.
* Indicates the difference in specific statistical significance.
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Figure 3. ROC Curve Showing Tumor-ADC
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Table 3. Diagnostic Efficacy of Tumor-ADC,;, Value and
ADC-Normalized Value on Lymphovascular Invasion in
Early Cervical Cancer

Variable AUC  Sensitivity Specificity Accuracy
Tumor-ADC ;, value 0.833 76.90% 81.80% 80.25%
ADC-normalized value 0.922  88.50% 89.09% 88.89%

ADC: apparent diffusion coefficient; AUC: area under curve.
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