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CAC CHU VIET TAT

ASA Phan loai stc khoe theo Hoi Gay mé Hoa Ky
(American Society of Anesthesiologists)

BC : Bach ciu

BMI Chi s khéi co thé (Body mass index)

BN : Bénh nhan

CLVT : Chup cét 16p vi tinh

Cs : Cong su

D1 Phan trén ta trang

D2 Phan xudng ta trang

D3 : Phan ngang t trang

D4 Phan lén ta trang

H. pylori: Helicobacter pylori

NC : Nghién ctru

NOTES: Phau thuat noi soi qua 16 ty nhién (Natural Orifice
Transluminal Endoscopic Surgery)

NSAIDs: Thudc khang viém khong steroid
(Nonsteroidal anti-inflammatory drugs)

PTNS : Phau thuat noi soi

PTNSMC: Phéu thuét ndi soi mot cong

VAS Thang diém cudng d6 dau dang nhin (Visual Analog

Scale)



CAU TRUC CUA LUAN AN

Luan an dugc trinh bay trong 123 trang (khong ké phan kién
nghi, tai liéu tham khdo va phu luc)
Luan an duoc chia ra:

- Pbat van dé : 2 trang
- Chuong 1. Tong quan tai liéu : 30 trang
- Chuong 2. i tugng va phuong phap nghién ctru : 19 trang
- Chuong 3. Két qua nghién ctru : 26 trang
- Chuong 4. Ban luan : 44 trang
- Két luan : 2 trang

Luan 4n gdm 36 bang, 8 biéu do va 145 tai liéu tham khao trong
d6 co6 15 tai liéu tiéng Viét, 126 tai liéu tiéng Anh, 4 tai liéu tiéng Phap.

Phu luc gém cac cong trinh nghién ctu, tai liéu tham khao, mot
s6 hinh anh minh hoa, phiéu nghién ctru, danh sach bénh nhén.



PAT VAN PE
1. Tinh cép thiét cia dé tai

Ty 1& thing 6 loét ta trang trén thé giéi khoang 3,77 -
10/100.000 dan/ndm. Mic du di c6 nhiing tién bo dang ké trong linh
vuc ngoai khoa va hodi stric nhung ty 1é tir vong ¢ nhimng bénh nhan
thiing 6 loét ta trang van con kha cao tir 2,8% dén 9,1%.

Diéu tri thing 6 loét ta trang c6 nhiéu thay ddi trong vai thap
nién gan ddy. O giai doan trudc khi phat hién Helicobacter pylori (H.

pylori), khau 15 thing 6 loét ta trang 1a phau thuat co ty 1& bién chimg
va tu vong thap nhung ty 1¢ loét tai phat rat cao nén cac phau thuat
triét dé giam tiét acid nhu cit da day hodc cit day X duoc cac tac gia
wu tién ap dung. Tuy vy, cit da day ciing nhu cét diy X cap ciru diéu
tri thing 6 loét ta trang c6 ty 16 tir vong cao ciing nhu cac bién chimng
1au dai lién quan. Viéc diéu tri tiét trir H. pylori sau khau 15 thung l1am
giam dang ké ty 1& tai phat 1au dai. Tir d6, khau 18 thing 6 loét kém
diéu tri tiét trir H. pylori 1a phuong phap dugc chon lya d6i voi hau
hét nhitng trudong hop thung 6 loét ta trang.

Trong xu thé phat trién cua phau thuat xam nhap tdi thleu
hudng dén giam sang chin, tham m¥ hon, phau thuat ndi soi mot cong
ra doi va duoc ap dung trong nhleu linh vyc véi cdc uu diém nhu thAm
my hon nho seo duge an vao ron, mot s6 uu dlem con ban cai khac
nhu giam dau sau mo, thoi gian hdi phuc sau md nhanh hon, giam
nguy co thoat vi so voi phau thuat ndi soi kinh dién.

Trong khau 16 thung 6 loét ta trang, két qua cua viée ap dung
phau thuit ndi soi mot cong duge cong bd boi tac gia Lee va cong su
nam 2011. Trong nudc, dén nay phau thuat ndi soi kinh dién khau 15
thung 6 b 1oét ta trang da dugc ap dung rong rai. Tuy nhién, Ve ap dung
phau thuét ndi soi mot céng dleu tri thung 6 6 loét ta trang van chua co
cong trinh nghién ctru danh gia tong thé nao dugc cong bd.

Vi viy chung toi thyc hién de tai nay nham gép phan nghién
ctru tng dung phau thuat ndi soi mot cong, dong thoi gop phan lam
phong phti thém cac phuong phap phiu thuat diéu tri thing 6 loét ta
trang & Viét Nam.



2. Muc tiéu dé tai

1. Khéo sat dic diém 1am sang, can lam sang cta bénh nhan
thing 6 loét ta trang dwoc khau 18 thung bang phiu thuat ndi soi mot
cong.

2. Xac dinh mot s6 dic diém ky thuat va danh gia két qua phiu
thut noi soi mot cong khau 16 thing 6 loét ta trang.

3. Y nghia thye tién va déng gop ciia dé tai

Phuong phap diéu tri dugc lya chon hién nay véi hau hét
truong hop thung 6 loét ta trang 1a khau 16 thung kém diéu tri tiét trir
H. pylori. Trong xu thé phat trién phiu thuat xdm nhap tdi thiéu,
PTNSMC duoc ap dung trong nhiéu linh vyc véi cac wu diém nhung
cling di kém mot s6 nhugc diém so vai PTNS kinh dién. Trén thé gioi,
mdt sd nghién ciru danh gia két qua cia PTNSMC khau 16 thiing 6 loét
ta trang d3 dugc bio cdo. O nude ta, phuong phap ndy dén nay van
con it duoc nghién ctru va ung dung. Vi vay tién hanh nghién ctru va
danh gia két qua diéu tri thung 6 loét ta trang bang khau 13 thing qua
phau thuat ndi soi mot cong 1a cin thiét dé nang cao hon nita chét
luong diéu tri, dong gop nhimg dit kién vao linh vyc nghién ctru vé
thing 6 loét ta trang ciing nhu ap dung trong giang day.

Két qua nghién ctru néu Ién cac ddc diém l1am sang va can lam
sang cua bénh nhén thing 6 loét ta trang duoc diéu tri bang khau 15
thing qua phau thudt ndi soi mot cong gop phan vao viéc chan doan
va tién lugng bénh.

Két qua di dua ra quy trinh ky thuét va danh gia mot s6 dac
diém k¥ thuat cua phau thuat khau 18 thing 6 loét ta trang qua phau
thudt n6i soi mot cong vdi viée st dung cac dung cu phau thuat ndi soi
thang kinh dién. Nghién ctru cho thiy duong cong huin luyén trong
phau thuat nay 1 12 truong hop.

Két qua nghién ctru chimg to ddy la phuong phap kha thi, an
toan, dem lai gia tri thim my cao: ty 1¢ thanh cong dat 97,2%, chiéu
dai duong rach da doc qua rén trung binh 2,0 cm, khong c6 tai bién
16n trong mo. Két qua som ciing nhu két qua trung han cho thiy day
1a phuong phap diéu tri hidu qua, ty 1¢ bién ching thap.



) Chuong 1
TONG QUAN TAI LIEU
1.1. So luwge lich sir nghién ciru thiing 6 loét ta trang
1.2. Pic diém giai phiu hoc ciia ta trang

Ta trang 14 phan dau cta rudt non di tir 16 moén vi dén goc ta
hdng trang, dai khoang 25 cm. Gom c6 4 phan: D1, D2, D3, D4. 2/3
dau ctia D1 phinh to goi 14 hanh t4 trang. Hanh ta trang 14 noi xdy ra
hau hét trudong hop loét cla ta trang.

1.3. Nguyén nhan va cac yéu to thuan lgi giy thiing 0 0 loét ta trang

Nguyén nhén gay loét ta trang rat phtc tap do nhiém vi khuan
H. pylori, do thude, do tang tiét acid (hoi chimg Zollinger-Ellison), do
u (ung thu, lymphoma) va cc nguyén nhan dic hiéu hiém gip.

1.4. Bénh hgc thiing 6 loét ta trang

1.4.1. Pic diém 1§ thing: thuong gap thung 6 6 loét & mit trude
hanh ta trang, thung ¢ mat sau rat hiém gap.

1.4.2. Tinh trang 6 phiic mac: dién tién 14m sang cua tinh
trang viém phuic mac lién quan dén dich trong 6 phuc mac trong thung
6 loét ta trang theo ba giai doan:

Giai doan 1: viém phuc mac hoa hoc, xdy ra ngay sau thung.

Giai doan 2: giai doan trung gian, Sau thiung 6 - 12 gio. Trong
giai doan nay nhiéu BN giam dau hon. Diéu nay c6 thé do dich tiét cua
phuc mac hoa lodng lam giam tinh acid cua dich trong 6 phiic mac.

Giai doan 3: viém phiic mac vi khuan, sau 12 dén 24 gio khi
tinh trang nhim khuén trong 6 phtic mac dién ra.

1.4.3. Pic diém 1am sang thiing 6 loét ta trang

1.4.3.1. Tri¢u chirng toan than

1.4.3.2. Tri¢u chirng co ning

- Pau bung: dau bung dién hinh trong thing 6 loét ta trang véi
tinh chat dot ngot, dir doi ving thuong vi, viing ha sudn phai hodc dau
toan bung

- Céc triéu chimg khac nhu budn non hay nén, bi trung dai tién.

1.4.3.3. Trigu chirng thuc thé

Bénh nhén c6 co cing thanh bung hay phan ng thanh bung,
mat ving duc trudc gan, tham truc trang thiy Douglas cang, dau.

1.4.4. Pac diém can lam sang thing 0 loét ta trang



1.5. Piéu tri ngoai khoa thiing 0 loét ta trang

1.5.1. Piéu trj bao ton (phwong phap Taylor)

1.5.2. Picu tri thing 0 0 loét ta trang bang phiu thuit m¢

Diéu tri thing 6 loét ta trang bang phau thuat mé gdm khau 15
thing 6 loét, phau thuat triét dé giam tiét acid: cat ban phan da day, cit
day X.

Dén nay, phau thuat giam tiét acid ddi voi thung 6 loét ta trang
don thudn c6 thé xem xét chi dinh trong céc truong hop: BN thung 6
loét dén trudc 12 gio kém tién st didu tri bénh 1y loét man tinh va diéu
tri ndi khoa trudc day that bai.

Viéc diéu tri tiét trir H. pylori sau khau 16 thung 6 loét ta trang
lam giam dang ké ty 18 loét tai phat nén phuong phap diéu tri chon lya
d6i v6i thung 6 loét ta trang don thuan 1a khau 16 thung két hop diéu tri
H. pylori & nhitng bénh nhan c6 H. pylori (+).

1.5.3. Piéu tri thiing 6 loét ta trang bang phiu thuat ndi soi

PTNS diéu tri thing 6 loét ta trang duoc ing dung rong rii va
¢6 nhiéu vu diém so voi md mé: ty 18 bién chimg va ty 18 tir vong thap,
giam dau sau mo, thoi gian nim vién ngén hon, thim my hon.

Tuy nhién, PTNS khau 15 thung ¢ cac nhugc diém con dang
thao luén nhu thoi gian mb kéo dai hon, ty 18 ro chd khau cao hon.

1.6. Tong quan vé phau thuit ndi soi mot cong va ap dung phiu
thuét ndi soi mdt cong trong diéu tri thung 0 loét ta trang
- So Irgee lich sir va xu hwéng phat trién ciia phiu thuit xAm nhip
tbi thiéu
Phiu thut ngi

. ~ Giam kich
Khéng seo Mot seo thuéc seo
; I
Phiu thujt ndi Mini- Micro-
NOTES so0i mét cing laparoscopy Needlescopy laparoscopy

So dd 1.2. Xu hudng phat trién phau thuét ndi soi huéng dén giam
Xam nhap, tham my hon (trich theo Pini, 2012)
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- Uu diém ctia PTNSMC so véi PTNS kinh dién:

+ Tham my hon nho seo md 4n vao ron.

+ Mot s6 uu dlem con dang ban cii 1a giam dau sau mo va
giam nguy co thoat vi & cong vao.

- Nhwoc diém:

+ Nhuoe diém co ban cia PTNSMC 1a céac dung cu khong thé
bd tri theo nguyén tic tam giac nhu PTNS kinh dién vi thé cac dung cu
xung d6t nhau.

+ Phau truong hep, viéc kéo cang, bdc 10 cac tang trong phﬁu
thuat bi han ché.

- Ung dung PTNSMC trén thé giéi:

Cho dén nay PTNSMC da dugc nhiéu tac _gia ap dung trong
diéu tri nhleu bénh 1y ngoai khoa vé tiéu héa nhu cit rudt thira, cit dai
trang, cit da day diéu trj béo phi... NC vé diéu tri thung 6 loét ta trang
bang PTNSMC do Lee va cs cong bd nam 2011 cho két qua tot.

- Ung dung PTNSMC trong nuérc:

PTNSMC da dugc tng dung trong cac linh vuc nhu ngoai ti€u
héa véi phau thuat cit rudt thira, cit tai mat, cit dai trang..., trong
ngoai tiét niéu, trong phu khoa. ..

Dbi v6i phiu thuét khau 18 thung 6 loét ta trang, chiing t6i chwa
tim thdy NC nao danh gia mot cach toan dién vé khau 13 thung diéu tri
thiing 0 loét ta trang bang PTNSMC dugc cong bb.



) . Chuong2 . .
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. POI TUQNG NGHIEN CUU
Gom 72 BN thing 6 loét ta trang dugc diéu tri bang khau 18
thing qua PTNSMC.
2.1.1. Tiéu chuén chon bénh

- La nhirg BN duoc chan doan thing 6 loét ta trang dya vao: tién su,
triéu chiing 1am sang, cén 1am sang va dugc xac dinh trong md véi 16
thing 6 loét & ta trang, dugc chi dinh diéu tri bang khau 16 thung qua
PTNSMC:

+ Tién str: loét da day - ta trang hodac dau thugng vi, st dung
khang viém khong steroid (NSAIDS).

+ Lam sang:

. Pau toan bung, dau thuong vi hoac ha suon phai, dau dot
ngot dir doi.

. Phan rng phiic mac: co cing thanh bung, phan rng phiic mac
toan thé, phan tng phtc mac nira bung phai.

+ Can lam sang:

. Phim X quang bung dimg khéng chuén bi: ¢6 hinh anh liém
hoi dudi co hoanh hodc

. Siéu am: hoi tu do trong 6 phiic mac hoic

. Chyp CLVT: hinh anh hoi tu do trong 6 phiic mac, c6 thé
phét hién 16 thung & ta trang.
- Xac dinh chan doan thung 6 loét ta trang trong md: dya vao dic diém
trong md voi 16 thimg xuyén thanh ta trang, vi tri 15 thung nam bén
phai rdnh mon vi hodc bén phai TM trudc mon vi.
- Bénh nhan c6 chi s6 ASA <3.
- Khong c6 bién chimg hep mén vi hay xuat huyét tiéu hoa kém theo.
- BN khong phan biét nam hay nit, tudi tir 16 trg 1én.
- Khong phu thudc thoi gian khoi phat dén khi nhap vién.
- Bénh nhéan dong y tham gia vao NC.

2.1.2. Tiéu chuén loai trir:
- Loai trir thing 6 loét da day.
- Loai trir nhitng BN thiing 6 loét ta trang nhung:

+ Co cac bénh 1y ndi khoa nang kém theo véi ASA > 3.



+ Bung chuéng qua nhiéu khong thé mé noi soi dugc.
+ C6 xuat huyét tiéu hoa hodc hep mén vi kém theo.
+ Bénh nhén c6 tién sit md bung nhiéu lan.
- Bénh nhén khong dong y tham gia NC.
2.2. PHUONG PHAP NGHIEN CUU
2.2.1. Thiét ké nghién ciru
La NC lam sang mo ta, tién ciru ¢ can thi€p, theo doi doc.
2.2.2. C& miu
Ung dung cong thire tinh ¢& mau theo cong thirc mot ty lé:
n= 22 L2 p(lzp)
e

- Z1.42: G muc tin Cély 95% thi Z1.42= 1,96
- p: ty 16 BN duoc diéu tri khau 15 thung 6 loét ta traing qua PTNSMC
thanh cong. Pén nay chwra co nghién ciru danh gia két qua khau 16 thung
6 loét ta trang qua PTNSMC ¢ nudc ta duoc cong bd. Trong do tai
BVTW Hué, theo Ho Hiru Thién, ty 18 diéu tri thanh cong thung 6 loét
da day t4 trang bang khau 16 thung qua PTNS kinh dién 13 97,3%. Nén
chung t6i chon p = 0,973.
- e: @6 chinh xac tuong ddi bang 0,05

Thay véo cong thirc ta duoc sé BN du kién t6i thiéu: n = 41.

2.2.3. Cac bwéc nghién ciru

2.2.3.1. Cac dir ki¢n vé dic dlém ldm sang va c@n lim sang
- Cac dir kién vé dic dlem chung gom tudi, gidi, tién sir ndi khoa va
cac yéu to nguy co, tién sir ngoai khoa, mach, nhiét, huyét ap, chiéu
cao, can nang dé tinh chi s6 BML, tinh trang strc khoe theo chi s6 ASA.
- Céc dir kién vé dic diém 1am sang gdm cach thirc khoi bénh, thoi gian
tir khi khoi phat dén khi nhap vién, chi s6 Boey, Vi tri dau bung, non,
muc do phan tmg thanh bung, mét ving duc trudc gan.
- Cac dit kién vé dic diém can 1am sang: cong thirc mau, phim X quang
bung dung, siéu am bung, chup CLVT 6 bung.

2.2.3.2. Quy trinh phau thudt khau 16 thiing 6 loét td tring
qua phau thudt nji soi mdt cong
- Chuén bi bénh nhén
- Phwong ti€én va dung cu

+ Hé théng mo ndi soi ciia hang Karl Storz.

+ Dung cu PTNS:



. Cong vao SILS cua hing Covidien c6 3 15 tro-ca: tro-ca
12mm, 2 tro6-ca 5mm.

. Cac dung cu PTNS thang kinh dién: 6ng kinh quang hoc 30°
10mm hoac Smm, kep ph?lu tich; kéo; kep kim; éng hit rira Smm.

. Chi Vicryl 2.0 dé khau 15 thung, chi Vicryl 0 dé dong céan.
Chi Dafilon 3.0 dé khau da.

- Quy trinh phiu thuit:

+ Tu thé BN: BN nidm ngita.

+ Phuong phép v6 cam: mé ndi khi quan.

+ B4 tri dan may ndi soi: dan méay noi soi ddt bén phai, ngang
vai BN. Ban dung cy dit phia dudi chan BN. Phiu thuat vién va ngudi
phu 1 ding bén trdi BN. Dung cu vién diing bén phai va phia dudi BN.

+ Cac budc cua quy trinh phau thuat:

. Thi 1. bat cong vao cia PTNSMC: rach da doc qua ron
khoang 20m Dung kéo phau tich mé mac rén va vong can rdn vao 6
phuc mac. Bét cong vao. Bom CO; duy tri ap luc 12mmHg.

. Thi 2. Kiém tra va danh gia 1§ thing, tinh trang 6 phic
mac: danh gi4 tinh trang 6 phuc mac. Panh gia tinh trang da day c6
dan hay khong, mén vi c6 bi co kéo gay hep khong.

L3 thing dugc xac dinh 13 15 thing 6 loét ta trang néu nim bén
phai so v&i TM trudc mon vi hodc rinh mén vi. Po kich thude cia 16
thing bang so sanh véi dau dng hit Smm. Truong hop 16 thung 16n
chung t6i cat doan chi silk dai bang duong kinh 16n nhat cia 16 thung
sau d6 dua ra ngoai dé do kich thugc. Cat mot mau tb chirc & b 16
thing lam xét nghiém CLOtest. Truong hop ton thuong nghi ngo s&
sinh thiét bo 6 loét lam giai phau bénh. Néu 16 thing 6 loét mat sau
hanh ta trang hodc 16 thiing khé phat hién, .chung t6i bom khong khi
vao da day qua ong thong miii da day va dd dich vao vang mé rdi ép
vao da day va D2 dé phat hién 16 thung.

Néu 16 thung & mit sau hanh ta trang hoic 15 thiing qua 16n khi
khau gay bién dang mén vi 1am hep mon vi s& chuyén sang mb mé.

. Thi 3. Khiu 15 thiing va rira 6 phiic mac: soi chi Vicryl 2.0
duge dua vao 6 phic mac qua tro-ca 10mm. Sau d6 dung kim kéo
nguoc dudi soi chi ra ngoai 4 bung qua tré-ca 5mm. Dung kim noi soi
kep thanh da day & phia bd cong vi 16n kéo hudng xubng dudi, sang
trai dé boc 10 1 thiing va mat trudc hanh ta trang.



Dung kim kep kim noi soi thang kep kim ciia s¢i chi Vicryl 2.0
dé khau 18 thung. Cac miii khau cach bd 16 thung 5 - 10 mm. Néu 16
thiing < 10mm thi khau bang mot mili toan thé chir X; néu 15 thiung >10
mm thi khau b'fmg 2 dén 3 mii roi. Cac miii khau theo truc doc cua
hanh t4 trang dé tranh gay hep mon vi. LS thung > 20 mm thi khau
br:ing cic mili roi ¢ tao hinh mac ndi theo Graham patch.

Sau khi khau, cit kim ra khoi soi chi. Lam nat budc trong o
phic mac. Dung kim cip kim kep 1dy du chi kéo soi chi hudng 1én
trén sang phai, tay trai ctia phau thuat vién rat cang dau chi dua ra ngoai
o bung qua tré-ca Smm dé rat chat nit budc. Phu mac ndi 16n ddi véi
cac 0 loét xo chai, kich thudc 16n.

Mot sb truong hop 16 thing & vi tri kho khau, boc 16 viing md
han ché, c6 thé dit thém tro-ca Smm 6 vung ha suon trai hay ha suon
phai gitip hd trg boc 16 vung md.

Rira 6 phuc mac: rira bang dung dich nuwéc mudi sinh 1y 4m.
Hut rira cac khu vuc theo thir tu tir 1/4 trén phai —1/4 trén trai — 1/4
dudi trai — 1/4 dudi phai — tai cung Douglas.

Din luu  phuc mac: tiy tinh trang thwong ton va mire d6 viém
phtc mac dé quyét dinh ¢ dit dan luu 6 phic mac hay khong. Dan luu
duogc dua ra qua 18 cia cbng vao.

+ Thi 4. Péng bung: xa CO,. Lay doan chi lién kim ra ngoai
cung luc thao cong vao ra khoi thanh bung. Thanh bung dugc dong
bang 2 16p mili roi.

2.2.3.3. Cdc dir kién vé diic diém thwong ton trong mé

Panh gia cac dac diém vé vi tri 16 thung, kich thudc 16 thung,
tinh chat ctia 6 loét, xét nghiém CLOtest.

2.2.3.4. Cdc di¥ ki¢n vé tinh trang 6 phiic mac

2.2.3.5. Cdc di¥ ki¢n dinh gid mét sé dic diém kj thugt

Danh gi4 chiéu dai Vét mo, thoi gian dat cong vao, ky thuét
khau 16 thung, tao hinh mac n01 thoi gian khau 16 thung, s6 luong dich
suc rura 6 phuc mac, dan luu 6 phiic mac, cac tai bién trong mo, chuyén
sang md md va ly do, dit thém tré-ca hd trg, thoi gian phau thuat.

2.2.3.6. Cdc chi tiéu danh gid két qud sém sau mé

Danh gia thoi gian phuc hoéi luu thong tiéu hoa sau md, thoi
diém rat dng thong da day, mirc do dau theo diém dau VAS, thoi gian
ding thudc giam dau, thoi gian rat cac 6ng dan luu, tinh trang vét mo,
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cac bién chimg sau md nhu nhiém trung vét mo; ro cho khau; ap xe ton
Iwu; cac bién ching khéc; thoi gian nam vién sau mo.

2.2.3.7. Cdc chi tiéu dinh gid két qud sau ra vi¢n dén 12
thing sau mé
- Piéu trj sau khi ra vién

Truong hop xét nghiém H. pylori (+) sir dung phéac d6 3 thudce
OAC (Omeprazole, Amoxicillin, Clarithromycin), sau d6 Omeprazole
20mg/ngay x 21 ngay. Truong hop H. pylori (-) dung Omeprazole 20
mg/ngdy x 28 ngay.
- Cc chi tiéu danh gia két qua sau ra vién dén 12 thang sau méd

Tai kham vao cac thoi diém 2 thang va 12 thang sau md.

+ Pénh gia chung: chia bén murc do dua trén phén loai Visick:

. THt (twong 0 tmg vai Visick I): BN hét dau hoan toan, an udng

binh thuong. BN co thé trd lai 1am viéc.

. Kha (Visick II): thinh thoang c6 kho chiu, dau nhe.

. Trung binh (Visick III): dau vira phai, dé dang kiém soat bang
thudc.

. Kem (Visick IV): céc trigu chimg dau, nong rat vang thuong

vi hoic réi loan tiéu héa nhur kho tiéu, day bung doi hoi phai dung thude
thudng xuyén hodc cac trudng hop c6 bién chimg phai mo lai.

+ Kham bung d4nh gia tinh trang vét md

+ Péanh gia mic d6 hai 1ong ciia BN vé tinh thim my & thoi
diém tai kham sau 2 thang bang thang diém Likert, chia lam 5 mirc d6:

.Rat dong y 5 diém

.Pong y 4 diém

. Khéng co y kién 3 diém

. Khéng ddng 2 diém

. Hoan toan khéng dong y 1 diém
+ Noi soi da day

2.2.4. Xt 1y 56 ligu , ‘
. So liéu duoc thu thap va dugc xtr 1y theo thong ké y hoc bang
phan meém SPSS 18.0.
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) Chwong 3 .
KET QUA NGHIEN CUU

Tir thang 1 nam 2012 dén thang 3 nim 2016, NC cua chung
t6i tién hanh trén 72 BN thing 6 loét ta trang dugc chi dinh khau 16
thung qua PTNSMC voi cac dic diém vé s6 liéu nhu sau: tong s6 BN
trong NC 1a 72, ¢6 01 truong hop chuyén sang mé mé va 01 trudng
hop dit thém tré-ca hd tro nén s6 liéu duoc chia thanh:
- Cac dic diém chung, 1am sang, can 1am sang va dic diém 16 thung,
tinh trang 6 phuc mac trong mo danh gia trén 72 BN.
- Céc dic diém lién quan dén két qua trong mé tinh trén 70 BN,
- Két qua trong thoi gian hau phiu va sau ra vién danh gia trén 71 BN
(loai trir BN chuyén mé mé).
3.1. Pic diém 14m sang va cin 1am sang

3.1.1. Pic diém chung

3.1.1.1. Phén bé theo tuoi

20 (27,8%)

17 (23,6%
g 20 12 (16.7% 14 (19,4%)
§10 6(8,3%) -‘ .I
3 2 (z,s%) ' 1 (1 4%)
0

<20 2130 3140 4150 5160 61-70 >70

Biéu dd 3.1. Phan b6 bénh nhan theo tudi.

- Tudi trung binh: 48,8 + 14,0 tudi (17 - 79 tudi).

3.1.1.2. Phdn bé theo gidi
- Bénh nhan nam chiém 94.,4%. Ty 1& nam/nit 1a 17.

3.1.1.3. Phén bé theo chi sé BMI (Body Mass Index)
- Chi s6 BMI trung binh: 19,3 + 2,0 (15,4 - 26,2). BN c6 thé trang
thiéu can va binh thuong la 71 (98,6%). Khong c6 BN béo phi.

3114 Tién sir nji khoa va cdc yéu 16 nguy co
- Cac yéu td nguy co: 66,7% c6 hit thude 14. 52,8% BN c6 ubng rugu
bia. 15,3% co6 st dung NSAIDs
- Tién sir bénh 1y ndi khoa: 52,8% BN co tién st bénh ly da day ta
trang. BN c6 ting huyét 4p chiém 8,3%. Viém gan man chiém 5,6%.
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3.1.1.5. Tién sir ngoai khoa
- C6 04 BN (5,6%) c6 vét mo cii cua thanh bung: 03 BN (4,2%) khau
16 thiing 6 loét ta trang qua PTNS cach 1,5 - 3 nam, 01 BN (1,4%) c6
vét md cii duong gitra do viém phiic mac rudt thira.

3.1.1.6. Phén bé theo chi sé6 ASA
- 62 BN (86,1%) c6 chi s6 ASAT1, 09 BN (12,5%) c6 chi sé ASA2, 01
BN (1,4%) c6 chi s6 ASA3.

3.1.2. Pic diém 1am sang

3.1.2.1. Pic diém khéi bénh
- 94,4% BN khdi bénh voi dau bung dot ngdt dit ddi “nhu dao dam”
dién hinh. Chi c6 04 BN (5,6%) khoi bénh tir ti.

3.1.2.2. Thoi gian tir khi khéi phdt dén khi nhép vién
- Thoi gian tir khi khoi phat dén khi nhap vién véi trung vi 13 6,0 gid,
som nhat 1a 1 gio, mudn nhit 1a 72 gio. Hau hét BN (95,8%) co thoi
gian tir khi khoi phat dén khi nhap vién trong vong 24 gid. 03 BN
(4,2%) nhap vién sau 24 gio.

3.1.2.3. Cac tri¢u chirng lam sang
- Bau bung: 100% bénh nhan c6 tri€u chirng dau bung. Trong do
phan 16n BN dau ving thuong vi (52 BN chiém 72,2%).
- Phan {mg phiic mac: bung cing nhu gd gip & 50 BN (69,4%). Phan
ung thanh bung khu tra gép ¢ 17 BN (23,7%). Phan tng thanh bung
toan bung gap ¢ 5 BN (6,9%).
- Cac triéu ching khac: sot gap ¢ 15 BN (20,8%). Soc khi nhap vién
gip & 01 BN (1,4%). Mét ving duyc trudc gan gip & 16 BN (22,2%).

3.1.2.4. Chi sé Boey
- 62 BN (86,1%) c6 chi s6 Boey 0. 10 BN (13,9%) c6 chi s6 Boey 1.
Khéng c6 BN nao c6 chi sé Boey 2 hoic 3.

3.1.3. Pic diém can l1am sang

3.1.3.1. Pic diém bach ciu
- Pic diém cuia bach cau: s6 lugng BC trung binh 12,6 + 4,4 x10%/1. S6
BN c6 BC da nhan trung tinh > 75% la 54 BN (75,0%).

3.1.3.2. Liém hoi dwéi co hoanh trén phim X quang bung
dirng khong chudn bj
- Liém hoi duéi co hoanh gip & 61 BN (84,7%).

3.1.3.3. Hinh dnh hoi tw do 6 phiic mac trén siéu am
- Hoi tu do trong 6 phtic mac trén siéu 4m gip & 62 BN (86,1%).
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3.1.3.4. Két qud chup cdt I6p vi tinh é bung
-C6 07 BN (9,7%) dugc tién hanh chup CLVT 6 bung. 100% déu phat
hién hoi tu do trong 6 phic mac.
3.1.4. Cic dic diém thwong tén trong md
3.1.4.1. Dic diém 16 thiing 6 loét td trang
- Vi tri ctia 16 thung: 71 BN (98,6%) c6 16 thing ¢ mit trudc ta trang.
01 BN (1,4%) c6 16 thing & mit sau hanh t4 trang.
- S6 luong 16 thung: 100% BN chi ¢6 01 15 thing 6 loét ta trang.
- Xét nghiém CLOtest (+) chiém 85,3%.
- Kich thude 15 thung va tinh chat 6 loét: kich thudc 15 thung trung binh
4,1 + 2,6 mm (1,5 - 22 mm). Hau hét BN (98,6%) co kich thudc 15
thimg < 10mm. Phan 16n 15 thing trén nén 6 loét xo chai (81,9%).
3.1.4.2. Tinh trang 6 phiic mac
- 57 BN (79,2%) c6 tinh trang viém phtic mac khu tr. 15 BN (20,8%)
c6 tinh trang viém phiic mac toan thé
3.2. Mot s6 dic diém ky thuat va két qua diéu tri thung 0 loét ta
trang bang khau 15 thung qua phiu thuit ndi soi mot cong
3.2.1. Mt s6 diic diém k¥ thuit
3.2.1.1. Ty Ié chuyén mé mé va dit thém tré-ca ho tro
- 01 BN (1,4%) dat thém tro-ca hd tro & ha suon trai.
- 01 BN (1,4%) phai chuyén sang mb mé khau 15 thing do 15 thung 6
loét & mat sau hanh ta trang.
3.2.1.2. Chiéu dai vét mo
- Chiéu dai dudng rach da trung binh 2,0 0,1 cm (1,6 - 2,5 cm).
3.2.1.3. Thoi gian dat cong vio
- Thoi glan dat cong vao trung binh 4,2 + 3,4 phut (2 - 30 phut).
- Thoi gian dat cong vao 6 nhom BN co Vet mo cil trung binh 5,8 phit,
lau hon so v&i & nhom BN khéng c6 vét md cii 1a 4,2 phut.
3.2.1.4. Ky thudt khdu 16 thiing
- 69 BN (97,2%) dugc khau 16 thung bang mili chit X, 01 BN (1,4%)
khau bang cac miii don thuan, 01 (1,4%) BN c6 13 thung kich thudc 22
mm dugc khau 16 thang bang phuong phap Graham patch.
3.2.1.5. Tao hinh mac néi lén ché khiu
- 97,2% BN dugc khau 15 thung khong kém tao hinh mac ndi.
3.2.1.6. Thoi gian khéu 16 thiing
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- Thoi gian khau 16 thung trung binh 1a 13,4 + 8,1 phut (7 - 60 phut).
92,9% BN c6 thoi gian khau 16 thung trong vong 20 phit.
3.2.1.7. Lwong dich siic riva 6 phiic mac
- Lugng dich suc rira 6 phuc mac trung binh 1368,3 + 758,2 ml.
3.2.1.8. Tinh trang dat dan luu é phiic mac
- 67 BN (94,4%) khong dat dan Iuu 6 phuc mac.
3.2.1.9. Thoi gian maé va cdc yéu té lim sang lién quan
- Thoi gian rno trung binh 64,3 + 26,5 phut (35 - 180 phut).
- Thoi glan mo trong vong 60 phit chiém da s6: 67,1%.
- Thoi gian md ¢ twong quan thuan véi kich thude 16 thung véi hé sb
twong quan r = 0,55, p < 0,001.
3.2.1.10. Pwong cong huin luyén (learning curve) trong
phdu thudt ni soi mét cong khau 16 thiing 6 loét td trang
- Thoi gian phiu thuat sau BN thtr 12 tr& nén 6n dinh va dao dong
quanh thoi gian md trung binh. Pudng cong huin luyén trong khéu 16
thing 6 loét ta trang qua PTNSMC 1a 12 BN.
- Thoi gian md trung binh ctia nhém BN tir thir 13 trg di 1a 59,5 + 20,3
phut, nhanh hon ¢ 12 BN déu tién 1a 87, 1 +39,7 phut (p=0,037).
3.2.1.11. Cic tai bién trong mé
- C6 01 truong hop (1,4%) bi rach bao gan khi dung dung cu vén gan
trong md. Khong co cac tai bién 16n trong md.
3.2.2. Két qua sé'm sau md
- Thoi gian trung tién trd lai trung binh 1a 2,6 £ 0,7 ngay.
- Thoi gian lwu 6ng thong mili da day trung binh 14 2,9 + 0,8 ngay.
- Piém dau trung binh & ngay thir nhit 14 4,1, ngay thir hai 1a 2,6, d¢én
ngay thu 3 con 1,8.
- Thoi gian dung thude giam dau sau md trung binh 2,8 + 0,8 ngay.
- Thoi gian nam vién sau m6 trung binh 5,7 + 1,2 ngay.
- Cac bién chimg va tir vong sau mod: 02 BN (2,8%) bi nhlem trung vét
md dugc diéu tri ndi khoa 6n dinh, khong cé tir vong sau md.
3.2.3. Két qua diéu tri sau ra vién va tai kham
- Ty I¢ BN tai kham sau 2 thang dat 85,9%, sau 12 thang dat 67,6%.



Bang 3.33. Két qua tai kham sau 2 thang
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Pic diém S6 BN Ty 18 (%)

LA Binh thuong 61 100
Vét mo (n = 61) Thodt vi 0 0

Visick | 58 95,1

Visick (n=61) | Visick Il 3 4,9
Visick I -IV 0 0

Noi soi 0 loét Lanh 52 86,7

(n = 60) Chua lanh 8 13,3

CLOtest (+) 7 15,2

(n = 46) ) 39 84,8

- 96,7% BN ¢6 mirc do hai 1ong vé mat tham m§y & murc rat dong y va
dong y. 3,3% BN & mic khong cé y kién.

Bang 3.34. Két qua tai kham sau 12 thang

Pic diém So6 BN Ty 18 (%)

Vét mo Binh thudng 45 100
(n = 45) Thoat vi 0 0

Visick | 43 93,5
Visick Visick Il 2 4,3
(n =46) Visick 11 0 0

Visick IV 1 2,2
Noi soi 6 loét | Lanh 41 91,1
(n =45) Chua lanh 4 8,9
CLOtest (+) 4 95
(n=42) ) 38 90,5
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Chuong 4
BAN LUAN

4.1. Pic diém 1Am sang, cin 1Am sang cia bénh nhén thiing 6 loét
ta tang dwoc khau 16 thiing qua phiu thuat ndi soi mdt cong

4.1.1. Pic diém chung
- Tuéi: tudi trung binh cua BN trong NC 1a 48,8 + 14,0 tuéi, 16n tudi
nhat 1 79 tudi. Két qua nay twong tu két qua clia cac tac gia trong nude
cling nhu nudc ngoai nhu Vi Btic Long, Hb Htru Thién, Kim va cs.

Céc NC cho thdy tudi > 70 1a mot yéu to nguy co tang ty 1¢ bién
ching ciing nhu tr vong sau mo. Mot sb tac gia chong chi dinh PTNS
v6i nhitng BN > 70 tudi. Tuy nhién nhiéu tic gia van ap dung PTNS &
nhitng BN > 70 tudi.

- Gidi: NC cua chiing toi cho thdy BN nam chiém da s6 (94%). Ty 1&
nam/nit 1a 17. Két qua NC ciia cac tac gia khac vé thung 6 loét ta trang
déu cho thay ty 16 BN nam cao hon nhiéu so véi nit.

4.1.1.2. Vé chi sé BMI

Chi s6 BMI trung binh: 19,3 +2,0 (15,4 - 26,2). Khong c6 BN
béo phi. Két qua BMI trung binh thip hon cac NC ciia nudc ngoai.

Trong cét tii mat, tic gia Lirici va cs khong chi dinh PTNSMC
néu BN c6 chi s BMI > 30.

4.1.1.3. Vé tién sir bénh Iy va cdc yéu tb nguy co

Trong NC cua chang t6i ¢ 52,8% BN co tién sir bénh ly da
day ta trang. Diéu nay chung t6 viéc tim soat, diéu tri va kiém soat
bénh 1y loét ta trang van con nhiéu khé khin & nudc ta.

Trong NC nay c6 4 BN (chiém 5,6%) c6 vét mo cii clia thanh
bung. Nhiing ndm gén day da co nhiéu tac gia thyc hién phau thuat ndi
soi khau 10 thing 6 loét ta trang dbi voi nhimg BN thing 6 lo¢t ta trang
c¢6 vét mo cii do md mo & tang trén cta O bung.

4.1.1.4. Chi s6 ASA

Trong NC cua chung t6i, 86,1% BN c¢6 chi s ASA 1, 12,5%
BN c6 chi s6 ASA 2 va 1,4% BN c6 chi s6 ASA 3.

Theo Thorsen, BN ¢6 chi s6 ASA >3 ¢ ‘nguy co t vong gap
11,6 1an so v&i ASA < 3. NC cua Arveen cho thay ASA >3 1a yéu to
nguy co tang ty 1¢ tir vong gép 6,1 lan. Vi vay, phan 16n cac téc gia trén
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thé gidi ciing nhu trong nuéc chng chi dinh PTNS diéu tri thung 6 loét
da day ta trang & nhitng BN c6 ASA >3.

4.1.2. Pic diém lam sang

4.1.2.1. Péc diém khoi bénh

Trong NC nay, hau hét BN c6 khoi dau dot ngt (94.4%) véi
dau bung dir doi “nhu dao dam”. Két qua nay tuong tu két qua NC cua
cac tac gia khac nhu Vi Bic Long, Ho Hiru Thién. Dic diém nay gitp
goi ¥ chan doan thing 6 loét da day t4 trang trong hau hét cac truong
hop.

4.1.2.2. Thoi gian tir khi khoi phat dén khi nhdp vién

Trong NC nay, phan 16n BN nhép vién trong vong 24 gio.
- Thoi gian tir khi khoi phat dén khi nhap vién 1a yéu t6 tién lugng tur
vong quan trong: BN nhap vién sau 24 gio b nguy co tir vong cao gip
2,1 dén 3,5 1an so v6i nhém BN dén trude 24 gio.
- Thoi gian tir khi khoi phat dén khi nhap vién 1a mot yéu té quan trong
lién quan dén chi dinh md ndi soi: trong giai doan dau, cac tac gia chi
md ndi soi & nhiing BN dén som. V& sau, chi dinh ngay cang dugc mo
rong hon. Nhiéu NC cho thiy PTNS diéu trj thung 6 loét ta trang c6
thé 4p dung duoc d6i v6i nhitng BN ¢6 thoi gian tir khi khoi phat dén
khi nhép vién >24 gio, tham chi > 48 gio.

Trong NC cua chiing t6i, 03 BN (4,2%) nhap vién sau 24 gio.
Cac BN nay vao vién trong tinh trang chung 6n dinh, bung khong qua
chuéng. Chung t6i da tién hanh khau 16 thing qua PTNSMC thanh
cong, hau phau khong co bién chung.

4.1.2.3. Cac triéu chwng ldm sang

Trong NC nay, hau hét BN c6 khai dau dot ngot (94,4%) vai
dau bung dit doi. Diéu nay phu hop véi dic diém bénh hoc thung o
loét ta trang: khi thung, dich ¢ doan dau ta traing ma cha yéu 1a dich vi
va thire an tir da day di xudng tran vao 6 phic mac gay viém phiic mac
hoéa hoc dua dén triéu chung dau bung dot ngot, dir doi.

Tat ca BN trong NC nay déu vao vién vi triéu chimg dau bung.
Trong d6 dau ving thugng vi thuong gap nhét (72,2%), tiép dén 1a dau
toan bung (23,6%). Tri¢u chung bung cing nhu g6 gap trong 69,4%.
Mat ving duc trudc gan gap trong 22,2%. Mot s6 triéu chung it gap
khéc nhu budn nén hodc nén, sdt.
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4.1.2.4. Séc khi nhgp vign

Trong NC cua chung tdi, ¢6 01 BN (1,4%) 6 soc khi nhap
vién. Mot sb tac gia khong chi dinh mo ni soi, tuy vay nhleu tac gia
nhu Kim, Lunevicius van chi dinh mé noi soi khau 15 thing 6 loét ta
trang & nhitng bénh nhan sdc khi nhap vién.

4.1.2.5. Chi sé Boey

Trong NC ciia chiing toi, phan 16n BN (62 BN chiém 86,1%)
¢6 chi s6 Boey 0, 10 BN (13,9%) ¢6 chi s6 Boey 1. Két qua cua cac tac
gia ciing cho thiy BN c¢6 chi s Boey 0 chiém da sd.

Phan 16n NC cho thy cac BN c6 chi sé Boey 3 ¢6 ty 1é tir vong
100%. Ngoai ra, ty 1é chuyén md mé ting theo chi sé Boey. Pic biét
khi chi s6 Boey 14 2 thi ty 18 chuyén sang md mé tir 81,8% - 100%.

4.1.3. Pic diém can 1am sang

4.1.3.1. 86 lwong bach ciu

Trong NC ciia chiing t6i, s6 lwong BC trung binh 13 12,6 + 4,4
x10%1. Phan 16n BN (73,6%) c6 ting bach cau.

4.1.3.2. Liém hoi dudi co hoanh trén phim X quang

Trong NC ctia ching ti c6 84,7% BN c6 liém hoi duéi co
hoanh. Két qua nay twong ty v&i két qua cua cac tac gia khac: Khan:
75,4%; Song: 93,4%.

4.1.3.3. Hinh dnh hoi tw do 6 phiic mac trén siéu am

Ty 18 BN duoc phat hién c¢6 hoi tu do trong 6 phic mac trén
siéu 1a 86,1%. Theo tac gia Ho Hiru Thién ty 1é nay 1a 87,4%.

4.1.3.4. Két qua chup cit 16p vi tinh 6 bung & bénh nhén
thiing 6 loét ta trang

Trong NC cua ching to1, ¢6 7 BN (9 7%) duogc chup CLVT 6
bung. Tt ca déu phat hién hoi tu do trong 0 phuc mac.

4.14. Pac diém thwong ton trong mo

4.1.4.1. Vi tri ciia 16 thiing

98,6% 16 thing 6 loét & mat trude ta trang. Cac NC khéc ciing
cho thy 16 thung & mit trudc t trang chiém dai da sb.

4.1.4.2. Kich thuéc 16 thiing va tinh chit 16 thiing

Kich thudc 16 thing trung binh 12 4,1 £ 2,6 mm (1,5 - 22 mm).
Trong d6, 98,6% BN ¢6 kich thudc 15 thung < 10mm. Phan 1én BN c¢6
16 thimg trén nén 6 loét xo chai (81,9%).
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Theo céc tac gia, 10 thing 6 loét ta trang hau hét c6 kich thude
nhd < 10mm.

- Kich thuéc 15 thung lién quan dén ty 18 bién chimg va tir vong: theo
tac gia Menekse va cs, ty 1& tir vong & nhitng BN c¢6 kich thudc 16 thing
> 10 mm la 23,3%, cao hon nhém < 10 mm la 8,1%.

- Kich thuée 16 thiing cing la yéu t6 lién quan dén ty 1¢ chuyen mo mo:
theo Kim va cs, BN ¢6 13 thing > 9mm c6 nguy co chuyén mé mé gip
3,3 1an so véi nhom < 9 mm (p=0,020).

- Trong NC chiing t61, ty 1¢ BN co CLOtest (+) 1a 85,3%. Ty 1¢ H. pylori
duong tinh rat cao & BN thing 6 loét ta trang: theo NC ctia Ng va cs ty
1€ H. pylori (+) 1a 81%, theo El-Nakeeb va cs 1a 84,8%.

4.1.4.3. Tinh trang 6 phiic mac

Tinh trang 6 phtc mac lién quan dén nhiéu yéu t6: thoi gian
khoi phat dén khi nhap vién, thoi diém thing cach xa hay gan bita an.
NC cua ching t61 ¢6 79,2% BN ¢6 tinh trang viém phuc mac khu tra.
4.2. Mot sb dic diém k§ thuat va két qua diéu tri thung 0 loét ta
trang bang khau 15 thung qua phiu thuit ndi soi mot cong

4.2.1. Mt s dic diém k¥ thuat

421.1. Ty l¢ chuyén moé mé va dit thém tré-ca hé tro
- Chuyen mod mo: trong NC cua chung ti, c6 01 BN (1,4%) phai
chuyén sang mo m¢ do 16 thung 6 loét & mat sau hanh ta trang.

Céc yéu to nguy co ciia chuyén mé mo bao gom 16 thing &
mat sau hay do khong xac dinh duogc vi tri 16 thung, 16 thing kich
thudc 16n, huyét dong khong on dinh, dinh trong 6 phuc mac khong
phau tich dugc hay tinh trang viém phiic mac nang ne.

- Pit thém tro-ca hd tro: 01 BN (1,4%) dit thém trd-ca Smm & ha suon

trai dé hd tro boc 16 16 thing. O BN ndy, 16 thing sat cuéng gan nén

viéc str dung cac dung cu théng qua PTNSMC c6 han ché trong bdc 16

16 thing. Vi vy chung tdi dit thém tro-ca hd trg boc 16 16 thing.
4.2.1.2. Chiéu dai vét mo

Mot trong nhiitng vu diém ciia PTNSMC 14 tinh tham my. Cac
tac gia cho thiy PTNSMC mang lai gi4 tri thim my hon ciing nhur
mang lai sy hai long cua BN hon so v6i PTNS kinh dién. Trong NC
cta chung toi, Chleu dai dudng rach da doc qua ron trung binh 2,0 £
0,1 cm nén seo 4n vao rén mang lai tinh thim my cao. Ty 1& bénh nhan
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hai long vé mit thim m§ & mirc rat dong ¥ va dong y theo thang diém
Likert 14 96,7%.

4.2.1.3. Thoi gian dat cong vao

Dbi véi 71 BN duogc phiu thuat khau 18 thing qua PTNSMC,
thoi gian dat cong vao trung binh 4,2 + 3.4 phit.

4.2.1.4. Ky thudt khéau 16 thiing
- Nhirng khé khin trong khiu 15 thing 6 loét ta trang qua
PTNSMC .

Khau 15 thing 12 mot thi quan trong vé6i cac kho khan vé mit
k¥ thuat nhu nhuge diém chung cia PTNSMC:

+ Cac dung cu khong thé bd tri theo nguyén tic tam giac dua
dén dung cu xung dot nhau khi thao tac.

+ Phau truong hep, viéc bdc 16 cac tang trong ph?lu thuat bi
han ché.

Vi vay trong PTNSMC, phan 16n cic tac gia sir dung dung cu
phﬁu thuat noi soi gép goc duoc. Tuy nhién dung cu phﬁu thuat nodi soi
gip goc duoc ciing ¢6 nhitng nhuoc diém nhu dung cu dét tién, d&
hong; phau thuat vién quen v6i dung cu PTNS théng kinh dién nén khi
sir dung dung cu PTNS gép goc can co thoi gian 1am quen va hoc tap.
- Nhirng giai phap ma ching tdi 4p dung trong khau 15 thiing 6
loét ta trang qua PTNSMC .

+ Str dung dung cu thang ciia PTNS kinh dién dé khau 15 thing
cling nhu budc chi.

+ Khi budc chi: rat dudi chi & ngoai co thé.

V6i ki thuat bude ndy, chung t6i khic phuc cac kho khin:

+ Chi can str dung mot kim kep kim thang ctiia PTNS kinh dién
dé budc chi giap tranh xung d6t dung cu, k¥ thuat khau va budgc khong
phtre tap, khong can thiét phai str dung dung cu ndi soi gap goc.

+ Rit chi bén ngoai co thé gitip viéc budc chi dé dang.

+ Viée str dung dung cu thang di quen nén thoi gian 1am quen
v6i ky thuat ngan.

4.2.1.5. Diip mac noi lén ché khiu

Hau hét BN (97,2%) trong NC ctia chiing t6i sau khau 15 thing
khong kém dép mac ndi.

Dén nay, nhiéu tac gia khong tao hinh mac ndi & chd khau véi
nhitng trudng hop 16 thing c6 kich thuéc nho ma van mang lai tinh an
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toan, thoi gian md ngén hon nhu Ates, Abd Ellatif. NC ciia Lé Ba Thao
cho thiy 99% sau khau 15 thiing khong dap mac ndi. Sau mo6 khong co
bién ching rd chd khau.

4.2.1.6. Thoi gian khdu 16 thiing

Thoi gian khau 16 thung trung binh qua PTNSMC trong NC
ctia chiing toi 1a 13,4 + 8,1 phut. Phén tich cho thiy thoi gian khau 16
thing c6 mdi twong quan chat véi kich thudc 16 thing véi hé s twong
quan r = 0,539.

4.2.1.7. Lwong dich siic riva 6 phiic mac

Trong NC cua chiing t6i, lugng dich rira 6 phiic mac trung binh
1368,3 + 758,2 ml.

4.2.1.8. Tinh trang dat dén lwu 6 phiic mac

Trong NC cua chung t61, phan lon BN (94,4%) khong dat dan
lwu 6 phuc mac. Véi vin dé dan luu 6 phuc mac trong khau 16 thung 6
loét ta trang c6 nhiéu quan diém khac nhau. Mot s6 tac gia khong dat
dan luu trong mot s6 diéu kién BN cu thé.

4.2.1.9. Thoi gian maé va cdc yéu té lién quan

Thoi gian md trung binh trong NC cua chiing t6i 1a 64,3 + 26,5
phut. So sanh vai thoi gian mo clia cAc tac gia khac cho thay thoi gian
mo cua chung toi khong kéo dai hon:

Theo Lee va cs (2011), khau 15 thung 6 loét ta trang qua
PTNSMC trén 13 BN, thoi gian md trung binh 1a 90,2 phiit.

Pbi v6i PTNS kinh dién, NC cia Ho Hiru Thién (2008) cho
thdy thoi gian md trung binh 71,7 phat. NC cia Bertleff va cs (2010)
cho thiy thoi gian md trung binh 70,3 pht.

4.2.1.10. Duwong cong huén luyén (learning curve) trong
phéu thudt khdu 16 thing qua phau thudt ngi soi mgt cong

NC ciia chung t6i cho thay sau 12 truong hop dau tién thi thoi
gian md 6n dinh va dao dong quanh thoi gian m trung binh ctia NC.

Tuy theo tinh chat phic tap ciia phdu thuat ma duong cong
huin luyén khac nhau. Thong thudng, cac phau thuit cang phuc tap
thi duong cong huan luyén cang kéo dai.

4.2.1.11. Cic tai bién trong mé

Trong NC cua chang t6i, ¢6 01 trudng hop (1,4%) tén thuong
rach bao gan khi dung dung cu vén gan trong mo. Ngoai ra khong c6
cac bién chimg ton thuong cac tang khac trong mo.
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4.2.2. Két qua sém sau mé
- Thoi gian phuc hoi lvu thong tiéu hoa trung binh 13 2,6 + 0,7 ngay.

- Thoi gian lyu dng thong miii da day trung binh 14 2,9 + 0,8 ngay. Két
qua nay tuong tu két qua NC khac nhu tac gia Bertleff: thoi gian luu
6ng thong miii da day trung binh 14 2,5 ngay.

Viéc luu dng thong da day sau khau 13 thung 6 loét van con
nhiéu quan diém khac nhau. Mot sO tac gia gan day c6 xu hudng rat
ngan thoi gian Iuu dng thong mii da day: tac gia Rebibo rat ong thong
mui da day vao ngdy thir nhit sau m6, Gonenc rut khi BN tinh trong
phong mo véi cac truong hop 16 thing nho, nguy co thap.

- Thoi gian dung thudc giam dau sau md ngan, trung binh 2,8 ngay.
- Thoi gian nam vién sau m6 trung binh 5,7 + 1,2 ngay, ngin hon so
véi mot soO tac gia:

Theo Lee va cs thoi gian nam vién trung binh 14 6,1 £ 0,5
ngay sau khau 18 thung 6 loét ta trang qua PTNSMC.

Dbi voi khau 16 thing qua PTNS kinh dién: theo Vi Pirc Long,
thoi gian nam vién trung binh 6,7 ngay, theo HO Hiru Thién 1a 6,46
ngay, theo Song 1a 6,8 ngay, theo Bertleff la 6,5 ngay.

4.2.2.5. Cic bién chirng sau mé va tie vong sau mo

Trong NC cua chung t6i, c6 02 BN (2,8%) bi nhiém tring Vet
mo. Khong co6 trudong hop nao bi bién ching ro chd khau hay ap xe ton
Iru sau mo6. Khong c6 tir vong sau mo.

Nhu vay, NC cua chiing t6i cho thiy khéau 15 thing 6 loét ta
trang qua PTNSMC 1a phuong phap an toan, ty 1& bién ching thap.

4.2.3. Két qua tai kham

Dai da s6 BN (95,1%) tai kham sau 2 thang c6 chi sé Visick 1,
4,9% BN c6 chi sé Visick 2. Ty 1& lanh 6 loét khi ndi soi kiém tra sau
2 théng 14 86,7%. Ty 1é bénh nhan hai 1ong vé mit thAm my ¢ mirc rat
ddng y va dong ¥ theo thang diém Likert 13 96,7%.

Téi kham sau 12 thang, cho thay hau hét BN (93,5%) ¢6 chi s6
Visick 1, 4,3% BN ¢6 chi s6 Visick 2 va chi 01 truong hop (2,2%) c6
chi s6 Visick 4 (trudng hop nay thing 6 loét tai phat phai mo lai sau
05 thang).

Vi véy, theo ching t6i sau diéu tri khau 15 thung 6 loét ta trang
can tai kham kiém tra ndi soi dé diéu tri cac truong hop loét tai phat
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tranh bién ching thung. Ching t61 dé nghi soi da day ta trang kiém tra
hang nim sau mo khau 18 thung, tranh cac yéu t6 nguy co vi theo tac
gia Logan va cs, ty 1é tai nhiém H. pylori hiang nim sau diéu tri tiét trir
khoang 0,3-0,7% ¢ cac nude phat trién va 6-14% & cac nudc dang phat
trién.

KET LUAN

Qua nghién ctru 72 BN thung 6 loét ta trang dugc diéu tri bang
khau 16 thing qua phau thuat noi soi mot céng tai Bénh vién Truong
Pai hoc Y Dugc Hué va tai Bénh vién Trung wong Hué, chung t6i rat
ra cac két luan sau:

1. Pic diém 1am sang, cin 1am sang ciia bénh nhén thiing
(R)vloét ta trang dwoc khau 16 thing bang phiu thuit ndi soi mot
cong.

- Tubi trung binh: 48,8 + 14,0 tudi. Nam gidi chiém: 94%. Chi s6 BMI
trung binh 19,3 + 2,0.

- Séc khi nhap vién: 1,4%. Chi s6 ASA 1 chiém da s6 86,1%.

- Bénh nhéan c6 chi $b Boey 0: 86,1%, Boey 1: 13,9%.

- Céac triéu chirng c6 gia tri chan doéan: khoi bénh dot ngot (94,4%),
dau thuong vi hay toan bung (95,8%), bung ctrg nhu gb (69,4%), 1iém
hoi dudi co hoanh trén phim X quang bung ding (84,7%), hoi ty do 6
phuc mac trén si€u am (86,1%).

- 98,6% 16 thiing & mit trude ta trang. Kich thudc 16 thing trung binh
4,1 £2,6 mm (tir 1,5 - 22 mm). Ty 1¢ CLOtest duong tinh la 85,3%.

2. Mot s6 dic diém Ky thuat va két qua diéu tri thing 6
loét ta trang béng khau 16 thiing qua phﬁu thuat ndi soi mot c6ng

Khau 16 thung qua phau thuat nodi soi mot cong 1a phuong phap
kha thi, an toan, mang lai gla tri tham my, ty 1¢ bién chimg thap

2.1. Mgt s6 dic diém kj thudt ciia phau thudt khau 16 thiing
é loét td trang qua phéu thudt néi soi mot cong
- Sir dung cong vao SILS va cac dung cu phau thuat noi soi théng kinh
dién. Ty 1¢ thanh cong 97,2%: ty 1é dat thém tro-ca hd trg 1,4%, ty 18
chuyén mé mé 1,4%.
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- Vét m6 qua ron véi chidu dai trung binh: 2,0 £ 0,1 cm. Ty 1¢ bénh
nhan hai 1ong vé mat thim my & muc rat dong y va dong y theo thang
diém Likert 1a 96,7%.

- K¥ thuat khau 15 thing: 97,2% khau 15 thing bang mii chit X, 1,4%
khau b:fmg cac mili don thuan, 1,4% khau theo Graham patch. Budc
chi bang k¥ thuat rat chi ngoai co thé.

- 97,2% khau 15 thung don thuan khéng dap mac ndi. 94,4% khong
dat dan luu 6 phic mac. Thoi gian md trung binh 1a 64,3 + 26,5 phut.
Pudng cong huin luyén 1a 12 truong hop.

- Ty 18 tai bién trong md: 1,4% rach bao gan trong md. Khong cé cac
tai bién nghiém trong khac.

2.2. Két qua diéu tri thiing 6 ) loét td trang bang khau 16 thiing
qua phau thudt ndi soi mgt cong
- Két quai s6m sau mo:

Thoi gian phuc hoi luu théng tiéu hoa sau mo trung binh 2,6 +
0,7 ngay (tir 1 - 4 ngay). Thoi gian luu éng thong da day trung binh
2,9+ 0,8 ngay.

Diém dau trung binh (theo thang diém VAS) & ngay tht nhat
saumo la4,1+1,1, Ongaythuhal 12,6 + 1,0, & ngay thir 3 sau mo 1a
1,8+ 0,9. Thoi gian dung thudc giam dau trung binh 2,8 + 0,8 ngay (tir
2 - 5 ngay).

Thoi gian nam vién sau md trung binh 5,7 + 1,2 ngay (tir 4 -
12 ngay).

Ty 1& bién chung sau mo 2,8%. Khong c6 bién chung ro chd
khau. Khong c6 tir vong sau mb.

- Két qua tai kham:

+ T4i kham sau 2 thang: bénh nhan c6 chi s6 Visick 1 chiém
95,1%, Visick 2 chiém 4,9%. Noi soi kiém tra sau 2 thang ty 18 lanh 6
loét 1a 86,7%.

+ Téi kham sau 12 thang: 93,5% bénh nhan c6 chi s6 Visick 1,
4,3% c6 chi s6 Visick 2, 2,2% c6 chi s Visick 4. Ty 1& thung 6 loét tai
phéat sau 12 thang la 2,2%. Ty 1€ loét tai phat qua ndi soi 1a 8,9%.
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INTRODUCTION
1. The rationale for the study

The prevalence of perforated duodenal ulcer (PDU) worldwide was
about 3.77 - 10/100,000 people per year. Despite of considerable
progress in the field of surgery and resuscitation, mortality rate of
perforated duodenal ulcers remained at high level of 2.8% to 9.1%.

Treatment for duodenal ulcer has dramatically changed in the last
few decades. Before the identification of Helicobacter pylori, repair of
PDU was a surgical procedure with low morbidity and mortality, but
significant recurrence rate. Therefore, major acid-supressive
operations such as gastrectomy or vagotomy in acute setting were
advocated. However, emergency gastrectomy or vagotomy for the
treatment of PDU were also characterized with high mortality rate
multiple related long-term complications. The Helicobacter pylori
eradication after PDU repair significantly reduced the rate of
recurrence. Since then, simple suture of PDU in combination with
Helicobacter pylori eradication became the method of choice for most
cases of PDU.

Following the concept of minimally invasive surgery to minimize
tissue trauma and optimize aesthetic outcomes, single-port
laparoscopic surgery (SPLS) was invented and has been applied in
many areas with many advantages including improved aesthetic
outcomes thanks to the hidden scar in the navel. Other still-in-debate
advantages include postoperative pain relief, faster recovery time, and
reduced risk of incisional hernia compared to classic laparoscopic
surgery.

Results of single-port laparoscopic repair of PDU were published
by Lee et al (2011). In Vietnam, classic laparoscopic repair of PDU
has been widely applied. However, there have been no comprehensive
study on single-port laparoscopic repair of PDU.

Therefore, we conducted this research to study the application of
SPLS and to validate SPLS as one additional surgical method of
treatment of PDU in Vietnam
2. Objectives of the study

1. To determine the clinical and paraclinical characteristics of
perforated duodenal ulcer repaired with single-port laparoscopic
surgery.
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2. To study several technical characteristics and to evaluate the
results of single-port laparoscopic repair of perforated duodenal ulcer.
3. Practical implications and contributions of the study

Current treatment of choice for most cases of PDU combines suture
of the perforation with H. pylori eradication. In the trend of minimally
invasive surgery, SPLS has been applied in many fields with its own
advantages as well as disadvantages compared to classic laparoscopic
surgery. In the literature, several studies evaluating the results of SPLS
for the repair of PDU were published. In our country, this method has
not been widely studied and applied. Therefore, study to evaluate
single-port laparoscopic repair of PDU is necessary to further improve
the quality of treatment and to contribute additional data to the study
of treatment of PDU and more updated knowledge for teaching.

Results of the study demonstrated the clinical and paraclinical
characteristics of PDU repaired by SPLS, which contributed to the
diagnosis and prognosis of the disease.

The study also reported the technique and evaluated several
technical features of repair of PDU by SPLS using classic straight
laparoscopic instruments. The learning curve for this procedure was
12 cases.

The results proved that SPLS for PUD repair was a feasible, safe
and highly aesthetic approach with the success rate of 97.2%, the mean
length of skin incision of 2.0 cm and no major intraoperative
complications. Early results as well as mid-term results indicated that
this was an effective treatment with low complication rate.
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Chapter 1
LITARETURE REVIEW
1.1. Outline of history of peforated duodenal ulcer research
1.2. Anatomy of duodenum

Duodenum is the first part of the small intestine extending from the
pylorus to duodenojejunal angle. It consists of 4 parts: D1, D2, D3, D4.
The first two-thirds of the D1 is the bulging part called duodenal bulb.
Duodenal bulb is the most frequent site of duodenal ulcer.

1.3. Etiology and risk factors of perforated duodenal ulcer

The cause of duodenal ulcer is very complex including H. pylori
infection, medications, increased acid secretion (Zollinger-Ellison
syndrome), tumors (cancer, lymphoma) and other rare causes.

1.4. Pathophysiology of perforated duodenal ulcer

1.4.1. Characteristics of perforation: The perforation is often
located on the anterior duodenal wall while posterior wall perforation
is rarely seen.

1.4.2. Peritoneal condition: The clinical course of peritonitis is
associated with intraperitoneal fluid characteristics and is subdivided
into 3 phases: Phase 1: Chemical peritonitis, happens immediately
after the perforation. Phase 2: Intermediate stage, happens 6 - 12 hours
following the perforation. Many patients obtain some relief of pain.
This is probably due to the dilution of the irritating gastroduodenal
contents by ensuing peritoneal exudates. Phase3: Bacterial peritoni-
tis, happens 12 - 24 hours following the perforation when infection of
the peritoneal cavity supervenes.

1.4.3. Clinical characteristics of perforated duodenal ulcer

1.4.3.1. General symptoms

1.4.3.2. Symptoms
- Abdominal pain: typical abdominal pain in PDU is a sudden,
epigastric or right subcostal pain which can extend to all four
guadrants.

- Other symptoms include nausea and vomiting, obstipation.

1.4.3.3. Signs

Patient may exhibit abdominal rigidity or guarding, obliteration of
liver dullness, painful and distended Douglas pouch on rectal
examination.

1.4.4. Paraclinical characteristics of perforated duodenal ulcer
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1.5. Surgical treatment of perforated duodenal ulcer

1.5.1. Conservatice management (method of Taylor)

1.5.2. Open surgery

Surgical treatment of PDU includes suture of the perforation, and
acid supressive operations including partial gastrectomy and
vagotomy.

In patients with a recent (< 12 hr) perforation with a history of
chronic ulcer disease and prior failed medical therapy, a definitive
ulcer operation may be indicated).

H. pylori eradication after PDU repair resulted in a significant
reduction in the rate of recurrent ulcer. Therefore, the preferred
treatment for simple PDU is repair of the perforation and H Pylori
eradication in patients with H. pylori (+).

1.5.3. Laparoscopic surgery

Laparoscopic surgery has been widely applied in the treatment
of PDU with many advantages compared to open surgery: low
complication and mortality rate, reduced postoperative pain and
improved aesthetic outcome.

However, there are disadvantages of laparoscopic surgery that are
still debated such as longer operative duration and higher rate of
leakage.

1.6. Overview of single-port laparoscopic surgery and its
application in the treatment of perforated duodenal ulcer
- Overview of history and trend of development of minimally
invasive surgery

Laparoscopic
surgery

Smaller
scar

I

Scarless Single-scar

Mini- Micro-

NOTES SPLS laparoscopy Needlescopy laparoscopy

Diagram 1.2. Trend of development of laparoscopic surgery to

reduce invasiveness and improve aesthetic outcome (Pini, 2012)
- Advantages of SPLS over classic laparoscopic surgery:

+ More aesthetic since the scar is hidden in the umbilicus.



5

+ Still-in-debate advantages are reduced postoperative pain and
port-site hernia.

- Disadvantages:

+ Basic drawback of SPLS is instrument conflict due to the
impossibility of trocar placement following triangular target principle.

+ Narrow operating field leads to more difficult retraction and
exposure of structures during operation.

- Aplication of SPLS worldwide:

Until now, SPLS was used by many authors in the surgical
treatment of a variety of diseases of the digestive tract such as
appendicectomy, colectomy ... Study on the treatment of PDU by SPLS
of Lee et at (2009) showed promising results.

- SPLS application in Vietnam:

SPLS was also widely used in different procedures such as
appendicectomy, cholecystectomy, colectomy as well as in other
urologic and gynecologic procedures.

We found no comprehensive study on the treatment of PDU with
SPLS published in Vietnam.

Chapter 2
SUBJECTS AND RESEARCH METHODS

2.1. RESEARCH SUBJECTS

Included 72 patients diagnosed with PDU and treated with
perforation repair by SPLS.

2.1.1. Inclusion criteria
- Diagnosed with PDU based on past history, clinical and paraclinical
characteristics and confirmed by intraoperative findings as perforated
duodenal ulcer, and treated with perforation repair by SPLS:

+ Past history: gastroduodenal ulcer or epigastric pain, use of
nonsteroidal anti-inflammatory drugs (NSAIDs).

+ Clinical characteristics:

. Sudden and severe pain in the entire abdomen or in the epigastric,
right subcostal regions with

Peritoneal irritation signs: abdominal rigidity, abdominal

guarding in all 4 quadrants or in the right abdomen.

+ Paraclinical characteristics:
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. Erect abdominal radiograph: subdiaphragmatic air or
. Abdominal ultrasound: intraperitoneal free air or
. CT scan: intraperitoneal free air or evidence of duodenal
perforation.
- Intraoperative confirmation of PDU: based on findings of transmural
duodenal perforations located on the right of pyloric canal or
prepyloric vein.
- Patient’s ASA < 3.
- No evidence of pyloric obstruction or gastrointestinal hemorrhage.
- Patients aged 16 or older, regardless of gender or time from onset to
admission
- Agreement of participation in the study of patient.
2.1.2. Exclusion criteria:
- Gastric perforation was excluded.
- Exclusion of PDU patients with:
+ Severe underlying medical conditions with ASA > 3.
+ Severe abdominal distention which made laparoscopic sugery
impossible.
+ Evidence of pyloric obstruction or gastrointestinal hemorrhage.
+ History of multiple abdominal surgeries.
- Patient refused to participate.
2.2. RESEARCH METHODS
2.2.1. Study design
A descriptive, prospective, interventional cohort study.
2.2.2. Sample size
Sample size was calculated using single proportion formula:

1-—
n= Zzl-a/2p( 2p)
€

- Z1.42: at confidence level of 95%, Z1..»= 1,96

- p: The success rate of treatment of PDU by SPLS. Until now, there
have been no published study on the results of PDU repair by SPLS.
At Hue central hospital, in a study of Ho Huu Thien [12], the success
rate of PDU repair by classic laparoscopic surgery was 97.3%.
Therefore, we chose p = 0.973.

- e: desired proportion of 0,05

Using the above formula, we had the minimum sample size: n=41.

2.2.3. Research steps
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2.2.3.1. Clinical and paraclinical characteristics

- General characteristics included age, gender, medical past history
and risk factors, surgical past history, heart rate, temperature, blood
pressure, height, weight for BMI calculation, physical status
classification using ASA index.

- Clinical characteristics included onset, time from onset to
hospitalization, Boey index, location of pain, vomiting, degree of
peritoneal irritation, loss of liver dullness.

- Paraclinical characteristics: complete blood count, erect
abdominal radiograph, abdominal ultrasound or Ctscan.

2.2.3.2. Surgical protocol of single-port laparoscopic repair of
perforated duodenal ulcer

- Patient preparation

- Equipments and instruments

+ Laparoscopic surgery system of Karl Storz.

+ Laparoscopic instruments:

. SILS Port of Covidien with 3 trocar entrance points for one 12-
mm and two 5-mm trocars.

Classic straight laparoscopic instruments were used: 30-
degree,10mm- or 5mm- optique, dissector; scissors; needle holder; 5-
mm suction-irrigation system.

. Vicryl 2.0 for perforation closure, Vicryl 0 suture for aponeurosis
closure and Dafilon 3.0 suture for skin closure.

- Surgical protocol:

+ Patient position: supine position.

+ Anesthesia method: general anesthesia with endotracheal
intubation.

+ Laparoscopic system position: The laparoscopic system was
placed on the right, at shoulder level of patient. The instrument table
was at patient’s feet. Main operator and first assistant stood on the
patient’s left side. Instrument nurse stood on the patient’s right side and
toward his/her legs.

+ Steps of the procedures:

. Step 1. Single-port placement: a 2-cm vertical trans-umbilical
skin incision was made. Dissecting scissors were used to open the
umbilical fascia and aponeurosis to enter the peritoneum. Placement of
single-port. CO; insufflated and pressure maintained at 12mmHg.
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. Step 2. Evaluation of the condition of the perforation and
peritoneal cavity: the entire peritoneal cavity was evaluated. The
stomach was carefully observed for any gastric distention,and any
retraction leading to pyloric obstruction.

The diagnosis was confirmed if the perforation was located on the
right of prepyloric vein or pyloric canal. The size of perforation was
measured by comparing with the size of the 5-mm tip of the suction-
irrigation system. In case of large perforation, a segment of silk suture
was cut to match the largest dimension of the perforation and
exteriorized for exact measurement. A fragment of intestine on the
perforation margin was cut for CLOtest. If there was any suspicion for
malignancy, biopsy of the margin would be performed for pathologic
examination. If the perforation was on the posterior duodenal wall or
difficult to locate, we would inflate the stomach with air through the
nasogastric tube, irrigate the subhepatic region with water and apply
pressure on the stomach and D2 duodenum to determine the exact
location of the perforation.

If the perforation was on the posterior duodenal wall or the
perforation was so large that direct suture would lead to pyloric
obstruction, conversion to open surgery would be decided.

. Step 3. Suture of the perforation and peritoneal lavage:

A Vicryl 2.0 suture was inserted into the peritoneum through the
10-mm trocar. The tail of the suture was pulled out through the 5-mm
trocar using needle holder. Using laparoscopic grasper, the gastric wall
on the greater curvature was retracted downward and to the left to
expose the anterior duodenal wall and the perforation.

Straight laparoscopic needle holder was used. The sutures were
place 5-10mm from the perforation border. If the perforation size <
10mm, a full-thickness X suture was used [12]; if the perforation size
> 10mm, 2 to 3 interrupted sutures were used [12]. Sutures were
oriented along the longitudinal axis of the duodenum to prevent pyloric
obstruction. > 20mm perforation was closed using interrupted sutures
with omentoplasty with Graham patch technique [58].

The neddle was cut after completion of suture. Intracorporeal
knotting technique was used. One end of the suture was held by the
needle holder and pulled upward and to the right while other end was
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pulled by hand outside the peritoneum to tight the knot. Omentoplasty
was used if the perforation was large or fibrotic.

In several cases where the perforation was difficult to access, an
additional 5-mm trocar could be inserted in the left or right
hypochondria to facilitate exposure.

Peritoneal lavage: the peritoneum was cleaned using warm normal
saline. The lavage was done in order from right upper quadrant — left
upper quadrant — left lower quadrant — right lower quadrant —
Douglas pouch.

Peritoneal drainage: Depending on the severity of peritonitis, a
peritoneal drainage could be placed through the port site.

+ Step 4. Abdominal closure: CO2 was released. The needle was
removed at the same time of port removal. The abdominal wall was
closed with two layers of interrupted sutures.

2.2.3.3. Intraoperative findings

Information regarding position, size, nature of the perforation and
CLOtest results was collected.

2.2.3.4. Peritoneal cavity condition

2.2.3.5. Evaluation of several technical characteristics

Length of incision, port insertion time, perforation repair technique,
omentoplasty, perforation repair time, volume of lavage fluid,
peritoneal drainage, intraoperative complications, conversion to open
surgery and causes, additional trocar placement, operative duration.

2.2.3.6. Early result evaluation criteria

Time to return of bowel function, time to withdrawal of nasogastric
tube, degree of pain using VAS, duration of analgesic use, time to
drainage removal, incisional condition, postoperative complication
including wound infection, leakage of the repair; residual abscess and
other complications; postoperative duration of hospitalization.

2.2.3.7. 12-month follow-up result evaluation criteria

- Post-discharge treatment

In case of H. pylori (+), 3-drug OAC therapy was prescribed
(Omeprazole, Amoxicillin, Clarithromycin), followed by Omeprazole
20mg/day x 21 days. In case of H. pylori (-), we gave Omeprazole 20
mg/day x 28 days.

- 12-month follow-up result evaluation criteria

Patients were followed 2 months and 12 months after discharge.
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+ General assessment: classified as 4 levels using Visick
classification:

. Good (equivalent to Visick I): Absence of pain, normal oral
feeding. Patients can return to work

. Fair (Visick I1): Mild occasional discomfort and pain.

. Average (Visick IIl): Moderate pain, easy to control by
medications.

. Poor (Visick 1V): Pain, burning sensation in the epigastrium,
abnormal bowel habit such as dyspepsia, bloating which require
frequent use of medication or reoperation due to complications.

+ Abdominal examination to assess incision condition

+ Patients' satisfaction with cosmetic outcomes at 2-month follow-
up was assessed using a 5-point Likert scale:

. Strongly agree 5 point
. Agree 4
. Neither agree nor disagree 3
. Disagree 2
. Strongly disagree 1

+ Gastroduodenoscopy
2.2.4. Data analysis
Data were collected and analysed following medical statistics
methods using SPSS 18.0 software.

Chapter 3
RESULTS

From January 2012 to March 2016, our study was conducted on 72
patients with PDU treated with SPLS with the following
characteristics: total number of patients was 72. There was one case
requiring conversion to open surgery and one case requiring additional
trocar placement. The data were subdivided into:

- General, clinical, paraclinical characteristics, and intraoperative
characteristics of the perforation and peritoneal cavity in 72 patients.
- Intraoperative outcomes of 70 patients.

- Postoperative and postdischarge outcomes of 71 patients (excluding
converted case).
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3.1. Clinical and paraclinical characteristics
3.1.1. General characteristics
3.1.1.1. Age distribution

20 (27,8%)

17 (23,6%)
20 0,
3 8 12 (16.7% 14 (19,4%)
5 §10 6 (8,3%)
2(2,8%) ' 1(1,4%)
0 w -

<20 2130 3140 4150 5160 6170 >70 Age

Diagram 3.1. Age distribution of patients.

- Mean age: 48.8 + 14.0 years (17-79 years).

3.1.1.2. Gender distribution
- Male patients accounted for 94.4%. The male / female ratio was 17.

3.1.1.3. BMI distribution (Body Mass Index)
- Mean BMI: 19.3 £ 2.0 (15.4 - 26.2). There were 71 patients whose
weight classified as underweight or normal weight (98.6%). There
were no obese patients.

3.1.1.4. Past medical history and risk factors
- Risk factors were smoking (66.7%), alcohol drinking (52.8%) and
NSAIDs (15.3%).
- Past medical history: 52.8% with a history of peptic ulcer disease,
8.3% with history of hypertension and 5.6% with chronic hepatitis.

3.1.1.5. Past surgical history
- There were 04 patients (5.6%) having history of abdominal surgery:
03 cases (4.2%) with history of laparoscopic PDU repair within the
past 1.5 - 3 years, 01 case (1.4%) with previous midline incision of
surgery for appendiceal peritonitis .

3.1.1.6. ASA classification
- There were 62 patients (86.1%) with ASA 1, 09 patients (12.5%) with
ASA 2 and 01 patient (1.4%) with ASA 3.

3.1.2. Clinical characteristics

3.1.2.1. Characteristics of onset
- 94.4% of patients had an acute onset with an sudden, severe
abdominal pain described as “stabbing pain". Only 04 patients (5.6%)
had a gradual onset.
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3.1.2.2. Time from onset to admission
- The median time from onset to admission was 6.0 hours, ranging from
1 to 72 hours. Most patients (95.8%) had time from onset to admission
within 24 hours. 03 patients (4.2%) were hospitalized after 24 hours.
3.1.2.3. Signs and symptoms
- Abdominal pain: 100% of patients had abdominal pain. Most of them
(52 patients - 72.2%) had epigastric pain.
- Abdominal irritation signs: rigidity was found in 50 patients (69.4%).
Focal abdominal guarding was seen in 17 patients (23.7%). Guarding
of the entire abdomen was seen in 5 patients (6.9%).
- Other symptoms: fever was seen in 15 patients (20.8%). Shock at
admission presented in 1 patient (1.4%). Loss of liver dullness was
found in 16 patients (22.2%).
3.1.2.4. Boey score
- 62 patients (86.1%) had a Boey score of 0. 10 patients (13.9%) had a
Boey score of 1. There were no patients with Boey score of 2 or 3.
3.1.3. Paraclinical characteristics
3.1.3.1. White blood cell count
- Characteristics of WBC: the mean WBC count was 12.6 = 4.4 x 101.
There were 54 patients with neutrophil count >75% (75.0%).
- WBC count was not significantly correlated with the time from onset
to admission (r = -0.290, p = 0.807).
3.1.3.2. Subdiaphragmatic free air on erect abdominal
radiography
- Subdiaphragmatic free air was seen in 61 patients (84.7%).
3.1.3.3. Intraperitoneal free air on ultrasound
- Intraperitoneal free air on ultrasound was seen in 62 patients (86.1%).
3.1.3.4. Abdominal CT scan
- There were 7 patients (9.7%) who required abdominal CT scan for
diagnosis and intraperitoneal free air was found in all 7 cases.
3.1.4. Intraoperative findings
3.1.4.1. Characteristics of duodenal perforation
- Location of perforation: 71 patients (98.6%) had perforation on the
anterior duodenal wall. 01 patient (1.4%) had posterior duodenal wall
perforation.
- Number of perforations: 100% of patients had only one PDU.
- CLOtest test was positive in 85.3% of cases.
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- Perforation size and ulcer characteristics: The mean perforation size
was 4.1 £ 2.6 mm (1.5 — 22.0). Most patients (98.6%) had perforation
size < 10mm. The majority of perforations was found on a chronic
fibrous ulcer base (81.9%).
3.1.4.2. Peritoneal cavity condition
- 57 patients (79.2%) had localized peritonitis. 15 patients (20.8%)
had generalized peritonitis.
3.2. Some technical characteristics and results of treatment of
perforated duodenal ulcer by single-port laparoscopic surgery
3.2.1. Technical characteristics
3.2.1.1. Rates of conversion to open surgery and additional trocar
placement
- 01 patient (1.4%) required one additional trocar in the left
hypochondria.
- 01 patient (1.4%) required conversion to open surgery due to posterior
duodenal wall location of the perforation.
3.2.1.2. Incision length
- The mean length of skin incision was 2.0 + 0.1 cm (1.6 - 2.5 cm).
3.2.1.3. Port insertion time
- Mean port insertion time was 4.2 + 3.4 minutes (2 - 30 minutes).
- The port insertion time in the group of patients with previous
abdominal incision was 5.8 minutes, which was longer than in those
without previous abdominal incision (4.2 minutes).
3.2.1.4. Perforation repair techniques
- In 69 cases (97.2%), X suture was used. In 1 patient (1.4%),
interrupted suture was used. In 1 case (1.4%) with a 22-mm
perforation, Graham patch repair technique was required.
3.2.1.5. Omentoplasty
- In 97.2% of cases, the perforation was repaired without omentoplasty.
3.2.1.6. Perforation repair time
- Mean perforation repair time was 13.4 + 8.1 minutes (7 - 60 minutes).
In 92.9% of cases, the repair was completed within 20 minutes.
3.2.1.7. Volume of peritoneal lavage fluid
- Mean peritoneal lavage fluid volume was 1368.3 + 758.2 ml.
3.2.1.8. Peritoneal drainage
- In 67 cases (94.4%), peritoneal drainage was not used.
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3.2.1.9. Operative time and related clinical factors
- Mean operative time was 64.3 £ 26.5 minutes (35 - 180). In the
majority of cases, the operative time was within 60 minutes (67,1%).
- Operative time was significantly correlated with the size of the
perforation with correlation coefficient r = 0.55, p <0.001.
- The mean operative time of the group of patients whose time from
onset to admision > 12 hours was 87.2 minutes, which was
significantly longer than those admitted within 12 hours of onset (60.9
minutes) (p = 0.005).

3.2.1.10. Learning curve in single-port laparoscopic repair of
perforated duodenal ulcer
- The operative time after the twelfth patient became stable and closely
fluctuated around the mean operation time. The learning curve for PDU
repair by SPLS was 12 patients.
- The mean operative time from the 13th patient was 59.5 + 20.3
minutes, significantly faster than the mean operative time of the first
12 patients (87.1 + 39.7 minutes) (p = 0.037).

3.2.1.11. Intraoperative complications
- In 1 case (1.4%), the liver capsule was lacerated due to liver retractor.
There were no major intraoperative complications.

3.2.2. Early postoperative results
- The mean time of return of bowel function was 2.6 + 0.7 days.
- The mean duration of NG tube placement was 2.9 + 0.8 days.
- The average VAS score on day 1 was 4.1, and on day 3 was 1.8
- The mean length of postoperative hospital stay was 5.7 + 1.2 days.
- Complications and mortality rates after surgery: 02 patients (2.8%)
had wound infection responded to medical treatment. There was no
postoperative mortality.

3.2.3. Post-discharge and follow-up results
- The rate of patient follow-up at 2 months was 85.9% and at 12 months
was 67.6%.
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Table 3.33. Two-month follow-up results

- Number of
Characteristics Cases Rate (%0)
. Normal 61 100
Incision (n=61) Hernia 0 0
Visick | 58 95.1
Visick (n=61) Visick Il 3 4.9
Visick Il -1V 0 0
Endoscopic findings | Healed 52 86.7
of ulcer (n=60) Unhealed 8 13.3
CLOtest (+) 7 15.2
(n=46) () 39 84.8

- The percentage of patients who were satisfied with the cosmetic
result at the level of “Strongly agree” and “Agree” of Likert scale was
96,7%.

Table 3.34. Twelve-month follow-up results

L Number of
Characteristics cases Rate (%0)

Incision Normal 45 100
(n=45) Hernia 0 0

Visick | 43 93.5
Visick Visick Il 2 43
(n=46) Visick 11 0 0

Visick IV 1 2.2
Endoscopic findings | Healed 41 91.1
of ulcer (n=45) Unhealed 4 8.9
CLOtest (+) 4 9.5
(n=42) () 38 90.5
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Chapter 4
DISCUSSION

4.1. Clinical, paraclinical characteristics of perforated duodenal
ulcer repaired by single-port laparoscopic surgery

4.1.1. General characteristics
- Age: The mean age of patients in our study was 48.8 = 14.0 years
with the oldest being 79 years old. This result was similar to other
Vietnamese and foreign authors such as Vu Duc Long, Ho Huu Thien,
Kimetal. [69].

Research showed that age > 70 years was a risk factor for increased
complication rate as well as postoperative mortality. Some authors
considered age > 70 years was a contraindication of laparoscopic
surgery. However, many authors still indicated laparoscopic surgery for
patients with age > 70 years.

- Gender: In our study, the majority of patients were male (94%). The
male to female ratio was 17. The results of other authors also showed
that PDU was much more common in male than in female.

4.1.1.3. BMI

The mean BMI was 19.3 £ 2.0 (15.4 - 26.2). There were no obese

patients. The mean BMI was lower than in study of other countries.

In cholecystectomy, Lirici et al. [89] did not indicate SPLS if the

patient had a BMI > 30.
4.1.1.4. Past history and risk factors
In our study, 52.8% of patients had a history of acid peptic
disease. This proved that the screening, treatment and control of
duodenal ulcer was still very challenging in our country.
In this study, 4 patients (5.6%) had an previous abdominal incision.
In recent years, many authors have performed laparoscopic surgery for
PDU in patients with previous incision in upper abdomen [70].
4.1.1.6. ASA classification
In our study, there were 86.1% of patients classified as ASA 1,
12.5% of patients classified as ASA 2 and 1.4% of patients classified
as ASA 3.

According to Thorsen [135], patients with ASA > 3 had an 11.6-
fold increase in the risk of mortality compared with those with ASA <
3. The study of Arveen[22] also showed a 6.1-fold increase in mortality
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risk. Therefore, the majority of authors agreed that laparoscopic
surgery was contradicated in the treatmeant of  perforated
gastroduodenal ulcers in patients with ASA > 3 [12], [94], [137].

4.1.2. Clinical characteristics

4.1.2.1. Characteristics of onset

In this study, most patients (94.4%) had a sudden onset with severe
"stabbing" abdominal pain. This result was similar to the results of
other authors such as Vu Duc Long, Ho Huu Thien [12]. This served
as the main diagnostic clue of perforated duodenal ulcer in most cases.

4.1.2.2. Time from onset to admission

The majority of patients were hospitalized within 24 hours.

- The time from onset to admission was a significant predictor of
mortality: patients who were hospitalized after 24 hours had a 2.1-3.5
fold increase of mortality risk compared with those admitted before 24
hours [22], [100], [106].

- The time from onset to admission was an important factor to
consider in the indication of laparoscopic surgery: when laparascopic
was first introduced, laparoscopic procedure was performed only in
early-stage patients. With increasing experience, the indication was
expanded. Many studies have shown that laparoscopic surgery was
feasible in patients admitted after 24 hours [67], [94] or even > 48
hours after onset [69] ], [70], [103].

In our study, 3 patients (4.2%) were hospitalized after 24 hours.
These patients were generally in stable condition and the abdomen was
not significantly distended. We successfully performed the repair by
SPLS without postoperative complications.

4.1.2.3. Clinical characteristics

Most patients had a sudden onset (94.4%) with severe abdominal
pain. This was in line with the characteristics of PDU: when
perforation occurs, the liquid of the first part of the duodenum, which
contains mainly gastric juice, enters the peritoneum causing chemical
peritonitis and leads to sudden, severe abdominal pain [136].

All patients in this study were admitted to hospital due to
abdominal pain. The most common site of pain was epigastrium
(72.2%), followed by generalized abdominal pain (23.6%).
Abdominal rigidity was found in 69.4% of cases. Loss of liver dullness
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presented in 22.2% of cases. Other minor symptoms included nausea
or vomiting, fever.

4.1.2.4. Shock upon admission

In our study, 1 patient (1.4%) was in shock upon admission. Some
authors did not indicate laparoscopic surgery [69]. However, many
authors, such as Kim [70], Lunevicius [94], still indicated laparoscopic
surgery for cases with shock upon admission. [70], [100].

4.1.2.5. Boey score

In our study, the majority of patients (62 patients, 86.1%) had a
Boey score of 0, 10 patients (13.9%) had a Boey score of 1. The results
of other authors also showed that Boey score of 0 accounted for the
majority of cases [6], [29], [94].

Most studies demonstrated that patients with Boey 3 had a mortality
rate of 100%. In addition, the rate of conversion to open surgery
increased with the Boey score. Particularly, when the Boey score was
2, the rate of conversion to open surgery was 81.8% - 100%.

4.1.3. Paraclinical characteristics

4.1.3.1. White blood cell count

In our study, the mean WBC count was 12.6 + 4.4 x 10%I. The
majority of patients (73.6%) had leukocytosis.

4.1.3.2. Subdiaphragmatic free air on erect abdominal
radiography

84.7% of patients had free air under the diaphragm on erect film.
This result was similar to the results of other authors: Khan [77]:
75.4%; Song [126]: 93.4%.

4.1.3.3. Free intraperitoneal air on ultrasound

The rate of free intraperitoneal air on ultrasound was 86.1%.

4.1.3.4. Results of CT scan in perforated duodenal ulcer patients

In our study, 7 patients (9.7%) were examined using CT scan. In all
7 cases, free air in the peritoneum was seen.

4.1.4. Intraoperative findings

4.1.4.1. Location of perforation

98.6% of ulcers located on the anterior duodenal wall. Other studies
also showed that the majority of perforations were anteriorly located.

4.1.4.2. Perforation size and characteristics

The mean perforation size was 4.1 + 2.6 mm (1.5 - 22 mm). Among
them, 98.6% of patients had perforation size <10mm. The majority of
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patients had perforation on the base of chronic, fibrous ulcers (81.9%).
According to other authors, perforations were mostly <10mm in size
[6], [58], [108].

- The size of perforation was correlated with morbidity and mortality:
According to Menekse et al. [99], mortality in patients with a
perforation size > 10 mm was 23.3%, higher than group with size <10
mm (8.1%).

- Perforation size was also related to the rate of conversion: According
to Kim [69], patients with a perforation>9 mm had a 3.3-fold increase
in conversion risk compared to those with size <9 mm (p= 0.020).

- In our study, positive CLOtest was found in 85.3% of cases. H. pylori
positive was common in patients with PDU: According to Ng et al.
[108], H. pylori (+) rate was 81%, according to El-Nakeeb et al [84] this
rate was 84.8%.

4.1.4.3. Peritoneal cavity condition

The peritoneal cavity condition was related to a number of factors:
time from onset to admission, whether the onset perforation was close
to a meal. Our study showed that 79.2% of patients had localized
peritonitis .

4.2. Technical characteristics and results of treatment for
perforated duodenal ulcer by single-port laparoscopic surgery

4.2.1. Technical characteristics

4.2.1.1. Rates of conversion to open surgery and additional trocar
placement

- Conversion to open surgery: In our study, one patient (1.4%)
required conversion to open procedure because the perforation was on
the posterior duodenal wall.

Risk factors for conversion included: posterior wall perforation or
inability to identify perforation site, large perforation, hemodynamic
instability, adhesion that was not dissectable or severe peritonitis [69],
[95], [103].

- Additional trocar placement: Olpatient (1.4%) required one
additional 5mm trocar in the left hypochondria to facilitate the
exposure of the perforation. In this case, the perforation was close to
the liver hilum. Since the use of classic straight laparoscopic
instruments in SPLS was challanging and limited exposure of the
perforation, additional trocar was needed.



20

4.2.1.2. Length of incision

One of the advantages of SPLS was aesthetics. Many authors
showed that SPLS offered greater aesthetic advantages as well as
improved satisfaction of patients compared to classic laparoscopic
surgety [17]. In our study, the mean trans-umbilical incision length
was 2.0 £ 0.1 cm, resulting in a hidden, highly aesthetic scar.

4.2.1.3. Port insertion time

For 71 patients undergoing SPLS procedure, mean port insertion
time was 4.2 + 3.4 minutes.

4.2.1.4. Perforation repair techniques
- Difficulties in PDU repair by SPLS

Repair of perforation was one of the most important steps with
many technical difficulties due to common disadvantages of SPLS:

+ Instruments could not be arranged following triangular target
principle, leading to instrument conflict.

+ Narrow surgical field and limited exposure of structures [32],
[88].

Therefore, in SPLS, most authors use angled instruments.
However, angled instruments also had their own disadvantages such
as being more expensive, fragile; Surgeons who were familiar with
classic laparoscopic instruments also needed time to familiarize.

- The solutions that we applied in repair of PDU by SPLS

+ Straight instruments of classic laparoscopic surgery were used to
perform the repair and knot tying.

+ The suture tail was pulled outside when the knot was tied.

With this tying technique, we overcame the difficulties:

+ Only one straight needle holder of classic laparoscopic surgery
was used for knot typing to avoid instrument conflicts. Suturing and
tying techniques were not complicated which obviated the need for
angled instruments.

+ Easier knot tying when the tail was pulled outside.

+ The use of straight instruments were familiar, hence shorter
learning time.

4.2.1.5. Omentoplasty

The majority of perforations (97.2%) were repaired without
omentoplasty.
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To date, many authors such as Ates and Abd Ellatif did not perform
omentoplasty at repair site in case of small-sized perforations which
was not only safe but also helped reduce the operative time. Le Ba
Thao's study [11] reported that 99% of the perforations were repaired
without omentoplasty and there were no postoperative leakage of the
sutures.

4.2.1.6. Time of perforation repair

Mean perforation repair time by SPLS in study was 13.4 + 8.1
minutes. It was noted that the repair time was strongly correlated with
perforation size with correlation coefficient r = 0.539.

4.2.1.7. Peritoneal lavage fluid volume

Mean peritoneal lavage fluid volume was 1368.3 + 758.2 ml.

4.2.1.8. Peritoneal drainage

In our study, the majority of patients (94.4%) did not have
peritoneal drainage. Considering peritoneal drainage after PDU repair,
there existed many different views. Some authors did not use drainage
under several specific conditions.

4.2.1.9. Operative time and related factors

The mean operative time in our study was 64.3 £ 26.5 minutes.
Compared with other authors, our operative time was not longer:

Lee etal. (2011) [85] performed PDU repair by SPLS in 13 patients
with the mean operative time of 90.2 minutes.

For the classic laparoscopic surgery, Ho Huu Thien's study (2008)
[12] reported a mean operative time of 71.7 minutes. Bertleff et al.
(2010) [26] showed a mean operative time of 70.3 minutes.

4.2.1.10. Learning curve in single-port laparoscopic repair of
perforated duodenal ulcer

Our study showed that after the first 12 cases, the operative time
became more stable and closely fluctuated around the mean operative
time.

Depending on the complexity of the surgery, the learning curve
varies. Usually, the more complex the surgery, the longer the learning
curve would be.

4.2.1.11. Intraoperative complications

In our study, there was one case (1.4%) of hepatic capsule injury
due to liver retractor. In addition, there were no injuries to other organs
during surgery.
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4.2.2. Early postoperative results
- Mean time to return of bowel function was 2.6 = 0.7 days.

- Mean duration of nasogastric tube placement was 2.9 + 0.8 days.

This result is similar to other studies reported by Bertleff [26] with
the mean duration of nasogastric tube placement of 2.5 days.

Opinions regarding the duration of nasogastric tube placement after
PDU repair were still varied. Recent authors tended to shorten this
duration: Rebibo withdrawed the nasogastric tube on day 1 after
surgery, Gonenc [55] withdrawed it when patients were extubated in
the operating room in case of small, low-risk perforation.
- Duration of analgesic use was short with the mean duration of 2.8
days.

- The length of postoperative hospital stay was 5.7 & 1.2 days, shorter
than several authors:

In the study of Lee et al. [85], mean hospital stay was 6.1 + 0.5 days
after SPLS repair of PDU.

In study of classic laparoscopic techniques: Vu Duc Long [6],
reported an average hospital stay of 6.7 days while Ho Huu Thien [12]
reported a mean length of stay of 6.46 days. This was similar to the
study of Song [126] (6.8 days), and Bertleff [26] (6.5 days).

4.2.2.5. Postoperative complications and mortality

In our NC, two patients (2.8%) had incisional infection. There were
no cases of suture leakage or residual abscess after surgery and no
postoperative mortality.

Thus, our study proved that PDU repair by SPLS was a safe method
with low rate of complications.

4.2.3. Follow-up results

The majority of patients returned for follow-up after 2 months with
results classified as Visick 1 (95.1%). Only one patient (4.9%) was
classified as Visick 2. The rate of complete ulcer healing after 2 months
was 86.7% . The percentage of patients who were satisfied with the
cosmetic result at the level of “Strongly agree” and “Agree” of Likert
scale was 96,7%.

At 12-month follow-up, most patients (93.5%) were classified as
Visick 1, 4.3% of patients classified as Visick 2 and only 1 case (2.2%)
was considered as Visick 4 (In this case, the recurrent ulcer was
perforated and patient required reoperation after 5 months).
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Therefore, in our opinion, after repair of PDU, close follow-up with
gastroduodenoscopy and treatment of recurrent ulcer was very
important to  prevent re-perforation. We recommended
gastroduodenoscopy anually after PDU repair and avoidance risk
factors because the H. pylori recurrence rate after eradication was
about 0.3-0.7% in developed countries and 6-14% in developing
countries according to Logan et al. [90].

CONCLUSION

From the study on 72 patients with perforated duodenal ulcer
treated by single-port laparoscopic repair at Hue University Hospital
and Hue Central Hospital, we had the following conclusions:

1. Clinical, paraclinical characteristics of perforated duodenal
ulcer reapaired by single-port laparoscopic surgery.

- Average age: 48.8 + 14.0 years old. Male accounted for 94%. The
mean BMI was 19.3 £2.0.

- Rate of shock upon admission: 1.4%. The majority of patients were
classified as ASA 1 of 86.1%.

- Rates of patients with Boey score of 0 was 86.1%, and Boey score of
1 was 13.9%.

- Symptoms of diagnostic value: sudden onset of disease (94.4%),
epigastric or generalized abdominal pain (95.8%), abdominal rigidity
(69.4%), free air on erect abdominal radiograph (84.7%), free air on
ultrasound (86.1%).

- 98.6% of perforation was on the anterior duodenal wall. Mean
perforation size was 4.1 = 2.6 mm (1.5 - 22 mm). CLOtest positive rate
was 85.3%.

2. Several technical characteristics and results of treatment for
perforated duodenal ulcer by single-port laparoscopic surgery

Perforation repair using single-port laparoscopic surgery was a
feasible, safe, of high aesthetic value and low complication rate.

2.1. Several technical characteristics of perforated duodenal
ulcer repair by single-port laparoscopic surgery
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- Using SILS-port and classic straight laparoscopic surgery
instruments, the success rate was 97.2%. The rate of additional trocar
placement was 1.4%. The rate of conversion to open surgery was 1.4%.
- The mean length of transumbilical skin incision was 2.0 + 0.1 cm.
The percentage of patients who were satisfied with the cosmetic result
at the level of “Strongly agree” and “Agree” of Likert scale was 96,7%.
- Perforation repair techniques: 97.2% of perforations were repaired
with with X-suture, 1.4% were repaired with interrupted suture and
1.4% were repaired with Graham patch repair technique.
Extracorporeal knot tying techngue following allignment principle.

- In 97.2% of case, simple repair without omentoplasty was performed.
In 94.4% of cases, peritoneal drainage was not used. The mean
operative time was 64.3 + 26.5 minutes. The training curve was 12
cases.

- Intraoperative complications rate was 1.4% (liver capsule injury).
There were no other serious complications.

2.2. Results of treatment of perforated duodenal ulcer by single-
port laparoscopic surgery
- Early postoperative results:

The mean time to return of bowel function was 2.6 + 0.7 days (1-4
days). The mean duration of nasogastric tube placement was 2.9 + 0.8
days.

The mean VAS score on the first day after surgery was 4.1 + 1.1,
on the second day was 2,6 = 1,0 and on the third day was 1.8 £ 0.9.
The mean duration of analgesic use was 2.8 + 0.8 days (2 - 5 days).

The mean length of postoperative hospital stay was 5.7 &= 1.2 days
(4-12 days).

The postoperative complication rate was 2.8%. There was no suture
leakage and no postoperative mortality.

- Follow-up results:

+ 2-month follow-up: Visick 1 patients accounted for 95.1%, Visick
2 patients accounted for 4.9%. At 2 months, on gastroduodenoscopy,
the complete healing rate of ulcer was 86.7%.

+ 12-month follow-up: Visick 1 patients accounted for 93.5%,
Visick 2 patients accounted for 4.3% and Visick 4 patient accounted
for 2.2.%. Recurrent perforated ulcer rate was 2,2%. Rate of ulcer
recurrence on gastroduodenoscopy was 8.9%.
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