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ABSTRACT

Introduction. The increasing detection of pulmonary nodules due to the widespread use of chest imaging has
created new challenges for radiologists regarding risk stratification, follow-up, and clinical decision-making. Several
international guidelines, including those of the Fleischner Society, the American College of Chest Physicians (ACCP),
the British Thoracic Society (BTS), Lung-RADS, and the European Society for Medical Oncology (ESMO), provide
evidence-based recommendations for pulmonary nodule management. However, their implementation in routine
clinical practice may be influenced by regional epidemiological characteristics, available imaging technologies,
and healthcare system organization. In regions with a relatively high prevalence of infectious pulmonary diseases,
including tuberculosis, the application of international recommendations may require regional adaptation to help
reduce unnecessary invasive procedures while maintaining diagnostic accuracy. Therefore, evaluating the applicability
of these guidelines under real-world clinical conditions remains an important issue in thoracic radiology.

Aim. To assess the applicability of current international guidelines for pulmonary nodule management (Fleischner
Society, ACCP, BTS, Lung-RADS, and ESMO recommendations) in routine clinical practice based on a Ukrainian
single-center cohort and to evaluate the role of digital chest radiography and multislice computed tomography in
supporting regional adaptation of these recommendations.

Materials and methods. A retrospective single-center study included 148 patients with pulmonary nodules and
mass lesions who underwent digital chest radiography and multislice computed tomography (MSCT). All included
lesions underwent histopathological verification by surgery or biopsy. Imaging findings were compared with the
recommendations of the Fleischner Society (2017), ACCP (2013), BTS (2015), Lung-RADS (version 2022), and
ESMO regarding risk stratification, follow-up intervals, and diagnostic management. Particular attention was paid
to the diagnostic performance of digital chest radiography, MSCT densitometry, volumetric assessment, and the
applicability of low-dose follow-up protocols in routine clinical practice.

Results. The Fleischner Society, BTS, ACCP, Lung-RADS, and ESMO recommendations provided an appropriate
framework for risk stratification and follow-up in most patients; however, several limitations became evident in the
Ukrainian clinical setting. Benign granulomatous lesions frequently demonstrated imaging characteristics similar
to those of malignant pulmonary nodules, increasing the risk of false-positive classification when recommendations
were applied without consideration of regional epidemiology. Digital chest radiography demonstrated an overall
sensitivity of 77.7% for the retrospective detection of histopathologically verified pulmonary lesions but showed limited
performance for nodules <6 mm and subsolid lesions (sensitivity, 8.3%), supporting the need for MSCT in high-risk
patients. MSCT densitometry demonstrated high diagnostic performance in differentiating benign from malignant
lesions, with an optimal arterial-phase enhancement threshold of 22.5 HU (AUC=0.89). Volumetric assessment and
volume doubling time (VDT) provided greater diagnostic value than a single morphological assessment.
Conclusions. International guidelines for pulmonary nodule management provide a reliable framework for
diagnostic decision-making; however, their implementation in routine clinical practice should take into account
regional epidemiological characteristics and local healthcare resources. The combination of digital chest radiography,
multislice computed tomography, quantitative image analysis, and individualized follow-up strategies may improve
diagnostic accuracy while supporting radiation safety and reducing unnecessary invasive procedures. The proposed
approach may facilitate the practical adaptation of international recommendations to the Ukrainian healthcare
setting.
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INTRODUCTION

The rapid evolution and  widespread
implementation of chest MSCT in routine clinical
practice have substantially increased the detection
of incidental pulmonary nodules. While this has
improved the early diagnosis of lung cancer, it
has also created new diagnostic challenges [1, 2].
Clinicians must distinguish malignant lesions from
benign nodules while avoiding unnecessary follow-
up examinations, excessive radiation exposure, and
invasive procedures. To support clinical decision-
making, several international societies have
developed evidence-based recommendations for the
management of pulmonary nodules.

Fleischner Society Guidelines (2017). These
guidelines are widely used for incidentally detected
pulmonary nodules in asymptomatic adults aged
35 years and older without a history of malignancy.
They recommend follow-up according to nodule
size and individual patient risk, aiming to reduce
unnecessary follow-up examinations for low-risk
lesions [3, 4].

British Thoracic Society (BTS, 2015). The BTS
guidelines use a quantitative approach based on a
lower surveillance threshold (5 mm or 80 mm?®). They
emphasize semi-automated volumetric assessment,
volume doubling time (VDT), and validated
malignancy prediction models, including the Brock
model for the initial assessment and the Herder
model when PET-CT is available [5].

American College of Chest Physicians (ACCP,
2013). These recommendations focus on estimating
the pre-test probability of malignancy in patients
with indeterminate pulmonary nodules measuring
8-30 mm. They emphasize comparison with previous
imaging to confirm long-term stability (assessing
two-year stability to rule out slow-growing benign
lesions) and recommend PET-CT before invasive
diagnostic procedures when appropriate [6, 7].

European Society for Medical Oncology
(ESMO, 2023-2024): Frameworks center primarily
on oncological staging and differential diagnosis
with metastatic disease. ESMO highlights the role
of PET-CT for nodal/distant staging, MSCT-guided
transthoracic needle biopsy for peripheral lesions,
and the mandatory involvement of multidisciplinary
Tumor Boards for complex or metabolically active
nodules [8, 9].

Lung-RADS (v2022): This reporting system,
developed by the American College of Radiology,
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standardizes the interpretation and management of
pulmonary nodules detected during low-dose MSCT
lung cancer screening [10, 11].

Despite the clinical utility of these international
guidelines, their direct application in specific regional
settings presents notable challenges. A primary issue
stems from overdiagnosis bias. As demonstrated in
major randomized screening trials such as NLST
and NELSON, high-sensitivity low-dose MSCT
frequently detects minor, clinically inert nodules
that would never progress to overt malignancy [12].
This may initiate cascades of redundant follow-up
examinations and invasive procedures. Repeated
MSCT examinations also increase cumulative
radiation exposure, highlighting the importance
of adhering to the ALARA (As Low As Reasonably
Achievable) principle described in ICRP Publication
147 [13, 14].

Another limitation is that international guidelines
are predominantly adapted to populations with a
low background prevalence of infectious pulmonary
diseases. In regions such as Ukraine, where the
endemic burden of tuberculosis and specific infectious
granulomatous lesions remains high, solid pulmonary
nodules frequently display morphological and
metabolic features that mimic peripheral carcinomas.
Standard management algorithms may present high
false-positive rates, leading to unwarranted thoracic
surgeries or, conversely, diagnostic delays due to
atypical presentations.

Therefore, evaluating the real-world applicability
of major international guidelines within a Ukrainian
clinical context and identifying necessary adaptations
based on local epidemiology and quantitative
imaging parameters remains a critical task in thoracic
radiology.

AIM

To assess the applicability of major international
guidelines for pulmonary nodule management
(Fleischner Society, ACCP, BTS, Lung-RADS, and
ESMO) in a Ukrainian single-center cohort and
to determine whether quantitative findings from
digital chest radiography and multislice computed
tomography for the chest support regional adaptation
of these recommendations.

MATERIALS AND METHODS

This retrospective single-center study included 148
adult patients with indeterminate solid or subsolid
pulmonary nodules and mass lesions examined
during 2024-2026 period at the Municipal Non-Profit
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Enterprise "Mykolaiv Regional Oncology Center" of
the Mykolaiv Regional Council.

The study was approved by the institutional ethics
commission, and informed consent was obtained from
all participants in accordance with the Declaration of
Helsinki and national regulations.

Diagnostic Verification

Pulmonary nodules were classified as benign
or malignant using one of the following reference
standards. All final diagnoses were established by
histopathological examination obtained from CT-
guided biopsy, surgical resection, or postoperative
histological examination. Serial MSCT examinations
performed before definitive treatment were
used exclusively for quantitative assessment
(densitometry and VDT) and comparison with
guideline-recommended  surveillance  strategies.
Histopathological ~ evaluation was  performed
according to the WHO Classification of Thoracic
Tumours (5th edition, 2021).

Table 1. Histopathological characteristics of
morphologically verified pulmonary lesions

Number Percentage
Histological type (n) in the group
(%)
Malignant lesions (n=95):
- Adenocarcinoma 41 43,2
- Squamous cell carcinoma 34 35,8
- Adenosquamous carcinoma 8 8,4
- Poorly differentiated
non-small cell carcinoma 12 12,6
Benign lesions (n=53):
- Chondromatous hamartoma 32 60,4
- Tuberculoma 12 22,6
- Organizing pneumonia /
Abscess 6 11,3
- Others (encapsulated
infarction, fibrosis) 3 5,7

Imaging Protocols

Digital chest radiography. Standard posteroanterior
and lateral chest radiographs were acquired using
digital radiography systems. Images were assessed
for lesion visibility, masking by normal anatomical
structures (ribs, mediastinum, and diaphragm),
and diagnostic sensitivity according to nodule
size (<6 mm or =6 mm) and attenuation (solid or
subsolid/ground-glass).

Multislice computed tomography. Chest MSCT
was performed using multidetector scanners with a
slice thickness and reconstruction interval <1.0 mm.
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Follow-up examinations were performed using low-
dose protocols whenever appropriate to reduce radia-
tion exposure.

Patients with indeterminate solid nodules
measuring 8-30 mm underwent contrast-enhanced
MSCT. Attenuation values were measured on
unenhanced images and again during the arterial
phase (30-35 s after intravenous administration of a
non-ionic iodinated contrast agent (dose according
to body weight)).

Contrast enhancement (AHU) was calculated as:

AHU =HUarterial - HUunenhanced

Volumetric analysis. Semi-automated software was
used to measure nodule volume (mm?) and calculate
Volume Doubling Time (VDT) according to the
equation:

ln(2)>< At

V2
In| —
(Vlj

where V1 and V2 represent the initial and follow-
up nodule volumes, respectively, and At is the time
interval between examinations.

The diagnostic pathway for each patient was
compared with the recommendations of five
international guidelines:

o Fleischner Society (2017);

o British Thoracic Society (2015);

o American College of Chest Physicians (2013);

» Lung-RADS version 2022;

 European Society for Medical Oncology (2023-

2024).

Statisticalanalyses were performed usingMedCalc®
Statistical Software version 22.0. Diagnostic sensitivity,
specificity, and overall accuracy were calculated.
Receiver operating characteristic (ROC) analysis was
used to determine the optimal AHU threshold for
differentiating benign and malignant nodules, and
the area under the ROC curve (AUC) was calculated
with 95% confidence intervals. Continuous variables
are presented as mean + standard deviation (SD) or
median with interquartile range (IQR). Concordance
between actual clinical management and guideline
recommendations was assessed according to
recommended surveillance intervals, indications for
additional diagnostic procedures, and criteria for
invasive verification.

RESULTS

Among 148 patients, digital chest radiography
demonstrated an overall sensitivity of 77.7% for the
retrospective detection of morphologically verified
pulmonary lesions, supporting its potential role as
an accessible first-line imaging modality for initial
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detection. However, its diagnostic performance
depended strongly on nodule size and attenuation.
For nodules <6 mm and pure ground-glass nodules
(pGGNs), sensitivity decreased to 8.3%. Most
undetected lesions were associated with anatomical
superimposition, particularly involving the ribs,
mediastinum, and diaphragm. These findings confirm
the limited role of chest radiography in the evaluation
of small or subsolid nodules and emphasize the need
for MSCT, consistent with current international
recommendations. Overall, 44.6% of pulmonary
nodules were detected during routine preventive
examinations, and 28.4% of malignant lesions were
diagnosed in asymptomatic patients. This detection
rate exceeded national registry data (<5%) and likely
reflects the use of double independent image review
together with referral to a specialized oncology
center.

Contrast-enhanced ~ MSCT  improved  the
characterization of indeterminate solid pulmonary
nodules measuring 8-30 mm. Unenhanced
attenuation values alone did not reliably differentiate
benign from malignant lesions because of substantial
overlap between inflammatory granulomas and
malignant tumors. In contrast, arterial-phase
enhancement (AHU) provided a useful quantitative

ISSN 2786-6661

marker of malignancy. Malignant nodules demon-
strated significantly greater enhancement than
benign lesions.

ROC analysis identified an optimal threshold of
AHU=22.5 HU, with high diagnostic performance
(AUC=0.89; 95% CI, 0.82-0.95). These findings
indicate that quantitative MSCT densitometry may
complement existing guideline-based management,
particularly for indeterminate nodules.

Semi-automated volumetric analysis and volume
doubling time (VDT) provided additional diagnostic
information compared with linear diameter
assessment during follow-up. Among benign nodules,
including hamartomas and inactive tuberculomas,
volumetric stability was observed in 93.2% of cases
during the available follow-up period.

In contrast, an increase in the solid component of
>2 mm in subsolid nodules was strongly associated with
invasive adenocarcinoma, supporting the follow-up
criteria proposed by current international guidelines.

The applicability of international guideline systems
was evaluated by comparing their recommendations
with the clinical and imaging findings obtained in our
cohort (Table 2).

Opverall, the Fleischner Society, BTS, ACCP, Lung-
RADS, and ESMO recommendations provided

Table 2. Proposed adaptation of pulmonary nodule management pathways based on international guidelines

and quantitative MSCT findings

Solid Fleischner BTS ACCP Lung-RADS | Proposed practical adaptation based
beeltla -y (2015) (2013) v2022 on study findings
size (2017) y g
<5 mm No follow-up | No follow-up | No follow-up if Category 1-2 | Consider regional epidemiology
(low risk]; stable (tuberculosis, granulomatous disease);
optional CT no additional imaging if benign features
at 12 months are present.
(high risk)
5-6 mm | CT at CT CT at 12 months | CT at 12 Individualize follow-up according to
12 months at 12 months months clinical risk and CT morphology rather
(high risk) than size alone.
6-8mm | CT at6-12 CTat3 CT at 6-12 Category 3 Add volumetric assessment and VDT to
months; and 12 months; consider | (6-month improve risk stratification and reduce
consider months CT at 18-24 LDCT) unnecessary follow-up.
CT at 18-24 months
months
>8 mm CTat3 Brock Management Category 4 Incorporate contrast-enhanced MSCT
months, model > based on clinical | (3-month densitometry (AHU »22.5 HU) before
PET-CT and/ | management | probability, PET- | LDCT, PET- | invasive procedures in indeterminate
or biopsy accordingto | CT or biopsy CT and/ nodules.
risk or tissue
diagnosis)
Main Diameter Volume [mm3] | Clinical Lung-RADS | Combined assessment using
decision | (mm] and VDT probability category morphology, volumetry, VDT, and
criterion quantitative MSCT densitometry, taking
regional epidemiology into account.

Rl
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an appropriate framework for risk stratification
and follow-up in most patients. However, several
limitations became evident in the Ukrainian clinical
setting. Benign granulomatous lesions, including
inactive tuberculomas, frequently demonstrated
imaging characteristics similar to malignant
pulmonary nodules, increasing the likelihood of false-
positive classification when recommendations were
applied without considering regional epidemiology.
In these cases, quantitative MSCT parameters,
particularly contrast enhancement and volumetric
assessment, improved diagnostic confidence and
reduced diagnostic uncertainty.

DISCUSSION

Applicability of International Guidelines

Our findings indicate that the Fleischner Society,
BTS, ACCP, Lung-RADS, and oncological principles
outlined by ESMO recommendations provide a
reliable framework for the evaluation and follow-up
of pulmonary nodules. However, their application in
a Ukrainian clinical setting requires consideration
of regional epidemiological characteristics and
the complementary use of quantitative MSCT
parameters.

The main limitation observed in our cohort was the
frequent occurrence of benign granulomatous lesions
with imaging features resembling malignant nodules.
In regions with a high prevalence of tuberculosis,
management strategies based solely on nodule size
or clinical probability may increase the number of

OPUTIHANIbHI POEOTY IS

false-positive findings and unnecessary invasive
procedures. These observations support the need for
regional adaptation rather than direct adoption of
existing international recommendations.

The present study showed that quantitative MSCT
parameters improved diagnostic confidence in
patients with indeterminate pulmonary nodules.

Contrast-enhanced densitometry demonstrated
high diagnostic performance, with an optimal
threshold of AHU = 22.5 HU for differentiating
benign from malignant lesions. Likewise, volumetric
assessment and Volume Doubling Time (VDT)
provided more reliable information during follow-
up than linear diameter measurements alone,
particularly in patients with stable benign nodules.

These findings suggest that quantitative imaging
biomarkers may complement current guideline-
based algorithms and help reduce unnecessary biopsy
or surgery in selected patients.

Overdiagnosis and Radiation Exposure

Our results also support concerns regarding
overdiagnosis reported in large lung cancer screening
trials, including NLST and NELSON. Increased
detection of small pulmonary nodules may lead
to additional imaging examinations and, in some
patients, invasive diagnostic procedures.

Although low-dose CT substantially reduces
radiation exposure, repeated examinations remain
a concern, particularly in younger patients and
those requiring long-term surveillance. Therefore,

Table 3. Practical limitations of international pulmonary nodule management guidelines and study-based

strategies for regional adaptation

Diagnostic limitation

Clinical impact

Proposed strategy based
on the present study

Low sensitivity of chest radiography for
nodules <6 mm and pure ground-glass
nodules

Delayed detection or
missed diagnosis due to
anatomical overlap

Early MSCT for suspected small or subsolid
nodules rather than prolonged radiographic
follow-up.

Benign granulomatous lesions
mimicking lung cancer

Increased false-positive
rate and unnecessary
invasive procedures

Interpret imaging findings in the context
of regional tuberculosis prevalence and
incorporate quantitative MSCT parameters
before biopsy.

Limited specificity of conventional CT
morphology
solid nodules

Difficulty differentiating
benign from malignant

Add contrast-enhanced MSCT densitometry;
AHU 222.5 HU improved discrimination between
benign and malignant lesions.

Reliance on linear diameter
measurements
during follow-up

Small volumetric changes
may remain undetected

Use semi-automated volumetric analysis and
Volume Doubling Time whenever feasible.

Repeated CT examinations during
surveillance

Increased cumulative
radiation exposure

Individualize follow-up intervals according to
quantitative imaging findings while adhering to
the ALARA principle.

Automated volumetric segmentation
errors (juxtavascular, pleural, and
subsolid nodules)

Inaccurate volume
measurements and false
assessment of growth

Combine automated measurements with expert
radiologist review and manual correction when
required.
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improving risk stratification by incorporating
quantitative MSCT parameters may help optimize
follow-up schedules while remaining consistent with
the ALARA principle.

Volumetric analysis has become an important
component of pulmonary nodule assessment;
however, several technical limitations remain.
Automated segmentation may be inaccurate for
juxtavascular nodules because adjacent vessels
can be included in the calculated volume. Similar
difficulties may occur with pleural or subpleural
lesions, for which manual contour correction is often
required. In addition, subsolid nodules with poorly
defined margins remain challenging for automated
volumetric analysis because of their low contrast with
the surrounding normal lung parenchyma. These
limitations should be considered when interpreting
quantitative imaging results in routine clinical
practice.

Clinical Implications

Based on our findings, international
recommendations appear applicable to patients
treated in a Ukrainian specialized oncology center
but should be supplemented by quantitative MSCT
parameters and interpreted in the context of local
epidemiology. Contrast-enhanced densitometry,
volumetric assessment, and VDT may improve
diagnostic accuracy in indeterminate pulmonary
nodules, particularly in regions where granulomatous
diseases are common.

CONCLUSIONS

1. International
recommendations

guidelines
(Fleischner

and oncological
Society,  BTS,

ISSN 2786-6661

ACCP, Lung-RADS), supplemented by oncological
recommendations from ESMO, provide a useful
framework. However, in regions with ahigh prevalence
of granulomatous diseases, their application may
require additional quantitative MSCT-based risk
stratification.

2. Digital chest radiography remains a useful first-
line imaging method, with an overall sensitivity of
77.7% for retrospective detection of morphologically
verified pulmonary lesions in our cohort. However,
its sensitivity was only 8.3% for nodules <6 mm and
pure ground-glass nodules, supporting the role of
low-dose MSCT in the assessment of these lesions.

3. Contrast-enhanced MSCT provided additional
differentiation capability of benign and malignant
solid pulmonary nodules. An arterial enhancement
threshold of AHU >22.5 HU showed high diagnostic
performance (AUC = 0.89) and may serve as an
additional quantitative criterion in patients with
indeterminate nodules.

4. Volumetric assessment and Volume Doubling
Time (VDT) provided more reliable follow-up
information than linear diameter measurements
alone. Incorporating these quantitative parameters
into routine practice may improve diagnostic
confidence while helping to optimize follow-up
intervals and limit unnecessary radiation exposure.

5. The findings of this study support the integration
of quantitative MSCT parameters with existing
international recommendations rather than replacing
current guideline-based management. Further
multicenter studies are needed to validate these
proposed regional adaptations.

Article Declarations

e )?

Prospects for further research. Future studies should focus on prospective multicenter validation of the proposed
quantitative MSCT parameters and their integration into pulmonary nodule management algorithms. Particular
attention should be given to:

e validation of the arterial enhancement threshold (AHU »22.5 HU) for differentiation between benign and
malignant solid pulmonary nodules in larger patient populations;

e development of regional registries including patients with infectious granulomatous lung diseases to improve
risk prediction models in populations with a high prevalence of tuberculosis;

e further optimization of volumetric assessment and Volume Doubling Time (VDT) monitoring protocols, especially
for small and subsolid pulmonary nodules;

e evaluation of automated quantitative imaging approaches, including radiomics and artificial intelligence-based
analysis, as potential complementary tools for improving diagnostic accuracy.

Addressing current diagnostic limitations requires the integration of artificial intelligence [Al] radiomics,
multiparametric PET/MRI mapping, and multidisciplinary tumor boards into standardized clinical decision-support
systems.

Study limitations. This study has several limitations. First, its retrospective single-center design and relatively small
sample size (n = 148) may limit the generalizability of the findings. In addition, the study population was recruited
from a specialized regional oncology center, which may have introduced selection bias toward patients with a higher
probability of clinically significant pulmonary nodules. Second, automated volumetric segmentation demonstrated
technical limitations in specific types of nodules, including juxtavascular, subpleural, and subsolid lesions. In these
cases, manual correction of segmentation boundaries was required, which may increase measurement variability.

Finally, the high prevalence of tuberculosis and granulomatous lung disease in the studied population should
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be considered when interpreting the results. Therefore, validation in populations with different epidemiological
characteristics is required before broader implementation of the proposed adaptations.
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3ACTOCOBHICTb MDKHAPOOHUX PEKOMEHAALIN
L1040 BEAEHHS NMALLIEHTIB I3 IETEHEBUMU BY3JIAMU
AN B YMOBAX YKPATHCbKOT KNIHIYHOT MPAKTUKM

AniHa A. MenbHukoBa'?, CeitnaHa B. ®epbkiB?

1 - KHIT «Mukonaiscbkuii obnacHuin ueHTp oHkonorii» MOP, M. Mukonais, YkpaiHa
2 - 1Y «HauioHanbHWi yHiBEpCUTET 0X0opoHM 3a0poB'a YkpaiHu imeni M.J1. LLynuka», M. KuiB, YkpaiHa

PE3OME

BcTyn. 36inblueHHA 4acTOTH BUABJICHHS JIETCHEBMX BY3JIiB YHACIIJOK IIVPOKOTO 3aCTOCYBaHHs METOMIIB Bisyaii-
3anii opraHiB IpygHOI KIiTKM CTBOPWIO HOBi BUKIMKM IS JIIKapiB-peHTICHONOrIB MOK0 cTpaTngikalil pusuky,
BM3HAYEHHSA TAKTUKM JVHAMIYHOTO CIIOCTEPEXXEHHA Ta IPUIHATTA KIiHiYHMX pilnenb. Huska Mi>kHapogHUX pexo-
MeHpanii1, 3okpema kepiBHunrBa Fleischner Society, AMepukaHncpKoi koerii tikapis nmynsmononoris (ACCP), Bpu-
TaHCHKOTO TopakanbHoro topapuctsa (BTS) ta cuctremu Lung-RADS, MicTATb 0Ka30BO 00IPYHTOBaHI MiAX0M 1O
BefleHH: IAlli€HTIB i3 lereHeBMMM By3/aMU. BogHOYac iX 3aCTOCyBaHHA B YMOBaX pea/bHOI KIiHiYHOI IPaKTUKU
MOJKE 3aJIEXKATH BiJl pEriOHANbHUX €IMiIeMiOIoTiYHIX 0COOMMBOCTEIT, TOOCTYITHOCTI Cy4aCHUX METOJiB Bisyasmisanyii
Ta OpraHi3alii cucTeMu OXOPOHM 340POB’A. Y perioHax i3 BMCOKOI0 MOLIMPEHICTIO iHpeKIiTHIX 3aXBOPIOBAHb Jie-
TeHb, 30KpeMa Ty0epKy/Ibo3y, BUKOPUCTAHHS MDKHAPORHNUX PeKOMeHfaLill moTpebye afanranii 3 ypaxyBaHHAM
JIOKa/IbHIUX YMOB JI/Is1 3HVDKEHHS KiTbKOCTI HeOOIPYHTOBAaHNX iHBa3MBHMX BTPYUYaHb Py 30epe>KeHHI BICOKOI fjia-
THOCTUYHOI TOYHOCTi. ToMy oIliHKa MOXX/IMBOCTi 3aCTOCYBaHHA Mi>XKHapOJHNX peKOMeH jallill y peanbHMX KiiHiu-
HIUX YMOBaX € aKTya/IbHMM 3aBJaHHAM CY4aCHOI TOpaKaabHOI pajionorii.

MeTa. OLiHUTY MOXIMBICTb 3aCTOCYBAaHHSA CY4aCHMX MIKHApOIHUX peKOMeHJallill I[0f0 BeleHH: MallieHTiB i3
nerenesumu Bysnamu (Fleischner Society, ACCP, BTS, Lung-RADS Ta pexomenpanit ESMO) y pyTuHHiil KniHid-
Hill IpaKTUI[i Ha OCHOBI JaHMX OJHOLIEHTPOBOTO HOCIIMKeHHs B YKpaiHi, a TAKOXX BUSHAYUTK POIb LU(POBOI
pentreHorpadii oprauis rpyauoi knitku (PT') ta Mmynprrcnipanbaoi komm oTepHoi Tomorpadii (MCKT) y npoueci
perionanbpHOI ajlanTalil IMX PeKOMEHaLil.

MaTepianu Ta MeToau. IIpoBeneHO peTPOCHEKTMBHE OJHOLEHTPOBE JOCII)KEHHA 3a y4yacTio 148 malieHTiB 3
00’eMHMMU YTBOpeHHAMN jereHb, AkUM BukoHaHo PI' OTK Ta MCKT OI'K 3 nopanpioio maToMopgonorivHo
Bepuikalliero 3a pe3ynIbTaTaMy OLlePaTUBHOTO BTPy4aHHA abo 6iomcii. Pe3ynbTaTyt IpoMeHeBUX FOCIiKeHD II0-
piBHIOBamu 3 nonoxeHHAMM pekomeHpaniit Fleischner Society (2017), ACCP (2013), BTS (2015) Ta Lung-RADS
(Bepcis 2022) mopo crpaTudikanii pusuKy, iHTepBaIiB AMHAMIYHOIO CIIOCTEPEXXEHH:A Ta BUOOPY MOA/IbIIO]I fiiar-
HOCTUYHOI TakTUKU. OKpeMo OLiHIOBa/IN 1iarHOCTUYHY e(eKTUBHICTD I poBoi peHTreHorpadii opraHis rpynHoi
K1iTKY, geHcuroMerpii mpu MCKT, 06’eMHOI OLIIHKY JIereHeBUX YTBOPEHb Ta MOXJIMBICTb 3aCTOCYBaHHS HU3BKO-
JO30BUX IIPOTOKOJIIB JMHAMIYHOTO KOHTPOJIIO Y MTOBCAKIEHHIN KIiHIYHIN MPaKTULIi.

Pesynbtati. Pexomenpanii Fleischner Society, BTS, ACCP, Lung-RADS Ta pexomenpgauii ESMO 3a6e3neuyioTs
edeKTUBHY OCHOBY /i1 cTpaTuikanii pu3uKy Ta BUSHAYEHHs TaKTUKY CIOCTepeXXeHHs y OiIbLIOCT] IalieHTiB,
OfHAaK IpHU IX 3aCTOCYBaHHI B YKpalHCbKMX K/IiHIYHMX yMOBax Oynu BUsB/eHi IeBHi oOMexeHH:. [JoOposiKicHi
TPaHy/IbOMATO3HI 3MiHM YaCTO Maiy IPOMeHeBi XapaKTepUCTUKM, ITOAIOHI 1O 37I0SIKICHUX JIeTeHEeBUX BY3JIB, 110
HiBUINYBANIO PU3MK XMOHOMO3UTUBHOI OLIIHKY 32 YMOBIU 3aCTOCYBaHHsS peKOMeHJalliil 6e3 ypaxyBaHHA perio-
HaJIbHUX ellifieMionoriunnx ocobmusocteit. [ludposa penrrenorpadis opratis rpysHol KIiTKM IPOLEMOHCTPYBa-
J1a 3aTaJIbHY Yy TIUBICTDb 77,7% IpY peTPOCHEKTYBHOMY BUSABICHHI MOpdooriyno BepudikoBaHMUX MaTOMOTiYHIX
YTBOpPEHb JlereHb, OfHaK Majta 00MeXXeHy [jiarHOCTMYHY edeKTUBHICTD 1I0f0 By3/iB po3mipom <6 MM Ta CyOco-
JTHUX YTBOPeHb (4yTuBicThb 8,3%), 1o mifTBepKye HeooxinHicTb 3acrocysanHsa MCKT y nanieHTis rpynu Bu-
cokoro pusuky. lencuromerpyanuii ananis npu MCKT npomeMOHCTpyBaB BUCOKY [iarHOCTUYHY epeKTVMBHICTD
y mudepeHnianii foOpOAKICHMX Ta 3/I0AKICHUX YTBOPEHD i3 BUSHAYEHHAM OITUMAa/IbHOTO IIOPOrOBOrO 3HAUEHHS
HIPUPOCTY IIBHOCTI ITiC/Ist KOHTPACTHOTO MifICU/IEHH: B apTepianbHy a3y Ha piBHi 22,5 HU (AUC = 0,89). O6’em-
Ha OI{HKa yTBOPEHb Ta BU3HAYeHHs Yacy nofBoeHH: 06’ emy (VDT) manu Buiy AiarHOCTUYHY 3Ha4YLIiCTh HOPiB-
HSTHO 3 OBHOPa30BOI0 MOPGOJIOTiYHOIO OL[iHKOIO.

BucHoBKM. MiKHapopHi peKoMeHAaLil 1I0/j0 BefleHHA Mal[ieHTiB i3 /lereHeBMMM By3/IaMU € HafIifiHOI0 OCHOBOIO
IJIs IPUMTHATTA JialrHOCTUYHMX pillleHb, OIHAK iX BIIPOBA[KEHHA Y KIiHIYHY NPAaKTUKY Ma€ BpaXOBYBaTy PeTio-
HaJIbHI elifieMionoriyHi 0coOMMBOCTI Ta MOXK/IMBOCTI JIOKA/IbHOI CUCTEMY OXOPOHM 3[0poB A IloenHanHA nud-
poBoi pentrenorpadii oprauis rpyanoi knitkyr, MCKT OTK i3 KOHTpaCTHUM IifiCM/IEHHSM, KiTbKiCHOTO aHamisy
300pakeHb Ta iHAMBIAYaIi30BaHUX CTPATETil AYHAMIYHOTO CIIOCTEPEXXEHH JO3BOJLAE Mi/IBUIMTY TOYHICTD Jjiar-
HOCTHUKY, 3a0e3MeunTy JOTPYMaHHs IPUHIMIIIB pafialiiiHol 6e3MmeKky Ta SMEHIINTY KiNbKiCTh HEOOIPYHTOBAHUX
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iHBa3MBHMX Ipolefyp. 3allpOIIOHOBAaHMII MifXi/l cIpyAe NPaKTUYHIN aflaniTalii MbKHapOZHMX peKOMeH/aliil 1o
YMOB CHCTeMU OXOPOHMU 3I0POB’s YKpaiHu.
Kntoyosi cnoBa: comiTapHMil 1ereHeBMI1 By30/; PEHTT€HOMOTiuHi IOKa3HMKY; NiaTHOCTUKA; aJITOPUTM CKPMHIHTY;

3aXBOPIOBAHHA JIeTreHb; LU(poBa 06podka 300parkeHb; MIKPOPEHTTEHOCTPYKTYPHUII aHasIi3; METOIM MaTeMaTny-
HOTO aHaJli3y JaHMX; KOMIUIEKCHE JIIKyBaHHS; IECHCUTOMETPidA; pafioMika.
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