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GIOI THIEU LUAN AN

1. Pit vin dé

Téc rudt sau mo (TRSM) 1a mot bién chung thudng gip trong
phau thuat ving bung va viéc diéu tri hién nay van con gip nhiéu kho
khin. Nguy co tic rudt ¢ nhitng bénh nhan dugc phau thuat ving
bung thay d6i tir 0,3% dén 10,7%.

Chi dinh phwong phap diéu tri TRSM dua trén cac biéu hién 1am
sang va can 1am sang ciing nhu tién str phau thuat. Trong d6, phau
thuat mo van duoc xem 1a phuong phap diéu tri chu yéu ciia TRSM.
Tuy nhién, phiu thuit mé lai gdy tén thuong thém cho phtic mac, 1am
tang nguy co hinh thanh dinh va tic rudt tai phat.

PTNS 6 bung (PTNS) diéu tri tic rudt do dinh sau md dugc
thuc hién 1an dau tién boi Bastug nam 1991. Sau do, phﬁu thuat
nay ngay cang duoc cac phiu thuat vién chap nhan va st dung vi
vu diém it xam hai, hau phau nhe nhang, it bién ching, hoi phuc
nhanh va thoi gian nam vién ngin. O nuéc ta ciing dd c6 mot sb
cong trinh nghién ctru vé tinh kha thi cling nhu két qua sém cua
PTNS trong diéu tri tic rudt do dinh sau mo. Tuy nhién, da sb tac
gia déu chua nghién ciru hé thong vé chi dinh va danh gia két qua
xa cliia phuong phap nay.

Chinh vi nhiing 1y do trén, ching toi thyc hién dé tai “Nghién
ctru chi dinh va dinh gid két qua PTNS diéu tri TRSM” voi hai
muc tiéu sau:

1. Nghién ciru chi dinh cua PTNS diéu tri TRSM

2. Pdnh gia két qua va xdc dinh mét sé yéu 6 lién quan dén két
qua PTNS diéu tri TRSM tai bénh vién Trung wong Hué.

2. Nhitng dong gop moi cia luan an

- Pua ra dugc cac chi dinh va cac chong chi dinh cia phwong
phap diéu tri TRSM bang PTNS

- Panh gia duoc két qua ngén han (ty 16 thanh cong, ty 16 tai bién
trong mo, ty 1& bién chimg sau md) va két qua dai han ciia phuong
phap diéu tri TRSM bang PTNS.



3.B6 cucluin an

Luan 4n gdm 164 trang. Ngoai phan dit van dé (2 trang), phan két
ludn (2 trang) va phan kién nghi (1 trang) con ¢ 4 chuong, bao gdm:
Chuong 1: Tong quan tai lidu 41 trang; Chuong 2: Pdi tuong va
phuong phéap nghién ctru 19 trang; Chuong 3: Két qua nghién ctru 31
trang; Chuong 4: Ban luan 33 trang. Luan an gém 31 bang; 6 biéu
d6; 8 hinh va 144 tai liéu tham khao (tiéng Viét 20, tiéng Anh 124).

Chuong 1
TONG QUAN TAI LIEU

1.1. Két qua ngin han ciia phuong phap diéu tri TRSM bing PTNS

Ty 16 md noi soi thanh cong clia cac tac gia nude ngoai thay doi tir
46- 92% va trong nude 1a 89,5- 100%. Thanh cong ctia PTNS Ia khi
da giai quyét dugc nguyén nhan tic rudt, khong phai chuyén sang md
mé 16n va khong c6 bién chimg phai mo lai sau mé hay tir vong sau
md. Tac gia O’Connor (2012) téng hop trén 2000 truong hop diéu tri
tac rudt bang PTNS tir 29 nghién ctru cho thay PTNS hoan toan thuc
hién duoc & 1284 TH (64%), 6,7% phai mé duong méd nhé hd tro.

Rét nhiéu nghién ciru da so sanh giita PTNS va phau thuat mg
kinh dién trong diéu tri TRSM. Gan day nhét, nghién ciru ciia Byrne
va CS (2015) so sanh két qua cia PTNS va PT m¢ trén 269 BN tic
rudt do dinh cho két qua ty 1& chuyén md mo 1a 38,6%, thoi gian
phau thuat giita 2 nhom twong duong nhau, thdi gian trd lai cua chice
ning tiéu hoa nhanh hon, thoi gian nam vién ngan hon, ty 1& bién
ching chung thip hon & nhom PTNS. Nghién ctru cta Saleh va CS
(2014) ciing cho thay cac két qua twong tu.

Tén thwong ghi nhan trong luc md 1a mot chimg ctr quan trong
dé tién lwong su thanh cong cua cudc mé. Liau nhan xét 88,8%
TRSM 14 do dinh don gian va day ching, vi vdy PTNS c6 thé giai
quyét d& dang. Trong truong hop rudt dinh nhiéu, chit g& kho khin
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can phai g& nhiéu nhung khong kho. Theo Nguyén Hoang Bic ¢6
70% thuong ton 1a do dinh, con theo Strickland (1999) ty 1¢ dinh
hoan toan 1a 72%. Ty 1é chuyén sang mbé m& clia cic tac gia nudc
ngoai la 12, 5- 45,4%.

Tai bién duogc cac tac gia dé cap nhiéu nhat 1a thing rudt va ton
thuong rach thanh mac rudt trong khi mo. Ty 1é thing rudt thay doi
tir 3- 17,6%. Theo Strickland c6 10% tai bién trong mé 1a thing rudt
non va thuong ton thanh co rugt. Wullstein nhan xét s§ lan md trude
cang nhiéu thi nguy co thung rudt trong khi mé cang cao vi do dinh
nhiéu va g& dinh khé khan, sé 1an mo cii ty 18 thuan véi tai bién xay
ra trong md. Sato cho ring da s cac truong hop rach thanh co va
thing rudt non co thé diéu tri thianh cong bang noi soi.

Theo Bashar Ghosheh ty 18 tir vong khi tong két 19 bai bao co vé
PTNS diéu trj tic rudt do dinh, tac gia ghi nhan co 16/1046 truong
hop (1,5%) tir vong sau md. Ty 1& tir vong trong PTNS thdp hon md
mé. Theo Asbun, ty 18 tir vong ctia mé mé khoang 3,8%, con theo tac
gia Williams 1a khoang 2,8%. Trong bao cao nam 2010 cua Grafen,
ti 18 tir vong sau g& dinh rudt ndi soi 1a 5%(3/66), cia nhém chuyén
md mé 1a 8% (2/24) va cia nhom md md ngay tir dau trong cung 16
nghién ctru 1a 33% (1/3).

1.2 Két qua lau dai ciia phwong phap diéu tri TRSM bang PTNS

Theo nhiéu tac gia, phiu thuit g dinh noi soi co thé gitp giam
thiéu nguy co tai phét tic rudt do md ma vi chinh vét mé bung dai s&
1a nguyén nhén tao dinh, diy ching va cac dot tic rudt tai phat.
Franklin (2004) bao céo c6 7/167 bénh nhan (4,2%) c6 bién ching
tic rudt tai phat. Tac gia Levard va CS bao cao két qua hdi ciru cac
bénh nhan duge diéu tri tic rudt béng md ndi soi hoan toan va nhém
phai chuyén m6é mé cho thdy khi theo doi lau dai sau khi ra vién,
khong c6 su khac biét c6 ¥ nghia théng ké giita hai nhom vé ti 16 tir
vong, ty 1¢ tac rudt tai phét ciing nhu cac bién chimg vé vét thuong.



Chuong 2
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. POI TUQNG NGHIEN CUU

Bao gém tAt ca bénh nhan nhép vién dugc chan doan tic rudt co
hoc sau mé va duge diéu trj b:lfmg PTNS tai Bénh vién Trung Uong
Hué tr 11/2008 dén 8/2014.
2.1.1. Tiéu chuén chon bénh

Chung t6i chon thyc hién PTNS diéu tri TRSM va dua vao mau
nghién ciru nhitng trudng hop hoi du cac tidu chuan sau:

- P3 dugc phau thuat ving bung tir 1 dén 3 lan

- C6 cac tri€u ching co nang va thuc thé cua tic rudt.

- Tinh trang bung dugc danh gia trudc mé 1a chudng nhe hodc vira

- Chan doan sau phau thuét 1a TRSM bao gom céc ton thuong gay
tac rudt nhu: dinh, day chﬁng, X0dn.
2.1.2. Tiéu chuan loai trir

Khong dua vao nghién ctru néu bénh nhan c6 mot trong céc tiéu
chuin cua chéng chi dinh bom hoi 6 bung sau day:

- Huyét dong khong 6n dinh, c¢6 ddu hiéu choang

- C6 dau hiéu viém phuc mac

- C6 bénh 1y ndi khoa ning di kém nhur: tim mach, ho hap

- Chan doan sau md 1a tic rugt khong do dinh ma do cic nguyén
nhan: thoat vi vét md, 16ng rudt, u...

- Khong dong y md noi soi.
2.2. PHUONG PHAP NGHIEN CUU
2.2.1. Thiét ké nghién ciru

- Tién ctru, md ta, theo ddi doc

- Dya vao cong thirc tinh ¢ miu ta c6 ¢ miu t6i thiéu cua
nghién ctru 1a 49 bénh nhan.
2.2.2. Xir Iy sb liéu

- C4c s6 liéu duoc ghi nhan va xir ly thong ké bang phan mém
SPSS 16.0. CAc su khac biét c6 ¥ nghia théng ké véi p<0,05.
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Chuong 3
KET QUA NGHIEN CUU

Trong thoi gian tir thang 11/2008 dén thang 8/2014, tai Bénh vién
Trung uong Hué, c¢6 53 bénh nhan TRSM dugc diéu tri bang PTNS.
Trong d6, c6 34 bénh nhan dugc md ndi soi don thuan, 15 bénh nhan
md noi soi két hop duong md nho va 4 bénh nhan phai chuyén mé mo.
Nam chiém 58,5%. Do tudi trung binh 13 45+19 tudi (12 - 85 tudi).

3.1. PAC PIEM CHUNG
3.1.1. S6 1an phiu thuit bung truéc diy

S6 lan phau thuat bung trung binh 14 1,1 £ 0,4 14n.Phan 16n bénh
nhan c6 tién st phau thuat ving bung 1 1an (90,6%).

3.1.2. S6 lan diéu tri TRSM truéc diy bang cic phwong phap ndi
va ngoai khoa

Hon 1/2 bénh nhan chua duge diéu tri tic rudt 1an nao (50,9%).
Phan 16n sb con lai duoc diéu tri tic rudt khong qua 3 1an (35,9 %)
(p<0,05).

3.1.3. S6 1an phéu thuit diéu tri TRSM trong tién sir

Phan 16n bénh nhéan chua diéu tri TRSM bang phiu thuat trudc
day (90,6%). 5 bénh nhan (9,4%) di dugc diéu tri tic rudt bang phau
thuét trugc day déu 1a mé mo.

3.1.4. Bénh ly dwogc phiu thuat gin nhat

Phau thudt cit rudt thira, dic biét 1a cit rudt thira mé 1a loai phau
thut chiém phan 16n trong cac loai phiu thuit trong tién sir (45,2%).
3.1.5. Thoi gian tir 1an phiu thuit cudi cung dén khi vio vién

Tac rudt som sau md gip trong 2 trudng hop (3,8%), trong do
som nhat 13 9 ngay sau mo. Tic rudt mudn sau md xdy ra trong 51
truong hop con lai (96,2%).



3.1.6. Cac dwong mé bung trong lan md truéc
Bang 3.4. Cac dwong mé bung trong 1an md truée

Puong mod n Ty 18 (%)
Puong giita trén va dudi ron 18 34
Puong giita trén ron 4 7,6
Puong gitra dudi ron 5 9,4
Puong MacBurney 15 28,3
Puong Pararectal 3 5,7
Duong Pfannelstiel 5 9,4
Cat rudt thira noi soi 4 7,6
Song song nép lan ben 1 1,9
3.2. PAC PIEM LAM SANG, CAN LAM SANG VA CHI PINH
PHAU THUAT

3.2.1. Lam sang
Triéu chiing dau bung tirng con, bi trung dai ti€n va chudng bung
1a tridu chimg gip phai ¢ hau hét cac bénh nhan (>95%).
3.2.2. Can lam sang — Hinh dnh hoc
3.2.2.1. Pic diém ciia hinh anh X quang truéc mé
Bang 3.6. Pic diém cia hinh anh X quang truwéc mé

Diu hiéu trén X quang n (%)
Rudt gidn 23/53 (43,4%)
Murc hoi dich 45/53 (84,9%)
Dich 6 bung 15/53 (28,3%)

3.2.3.2. Pic diém ciia hinh dnh siéu dm bung truwéc mo

Trén siéu am bung, dau hiéu quai rudt gidn, chuyén dong nguogc
chiéu va dich 6 bung 1a nhimg hinh anh phd bién nhét.
3.2.3. Chi dinh phiu thuit ndi soi
3.2.3.1. Thé lam sang

Phan 16n bénh nhdn vao vién trong bdi canh tic rudt hoan toan
(64%).
3.2.3.2. Thoi gian tiv khi khéi phdt dau dén khi vao vién

Thoi gian trung binh tir khi dau dén khi vao vién 1a 41,8 + 57,7 gio.
Phan 16n bénh nhan vio vién trong 24 gio ké tir khi khoi phat con dau
dau tién (58,5%), trong d6 sém nhat 1a 3 gid va mudn nhat 13 15 ngay.
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3.2.3.3. Cdc hinh thirc chi dinh phdu thudt néi soi lién quan véi
thoi gian tir lic vao vién den liic mo
Béang 3.8. Cac hinh thirc chi dinh phau thuit ndi soi

Chi dinh phiu Thoi gian tir luc vao | S6 bénh | Ty 1§
thuit vién dén lic mé nhan %
Tic thi <6 gid 5 9,4
Cap clru > 6-24 gid 23 43,4
A > 24-72 gioy 11 20,8
Cap ctru tri hoan > 72-96 gio 3 5.7
Ban tic rudt tai dién > 96 gio 11 20,8
Tong cong 53 100

3.3. KET QUA CUA PHAU THUAT NOI SOI PIEU TRI TRSM
3.3.1. Khé ning chian doan TRSM ciia PTNS

Trong tat ca truong hop, PTNS déu xac dinh va danh gia duoc
thuong ton nguyén nhén tic rudt.
3.3.2. Pic diém thwong ton ghi nhin trong mé

Biang 3.9. Cac hinh thai ton thwong ghi nhan trong md

Loai thuong ton n (%)
Day ching 38 (77,6%)
Dinh 17 (34,7%)
Xoan 9 (18,4%)
Xo hep rudt 4 (8,2%)
Thoat vi ndi 1 (2,0%)
Dinh kém b3 thirc dn 1 (2,0%)
Tong 49 (100%)
3.3.3. Thoi gian phiu thuit
Bing 3.10. Thoi gian phiu thuit
M0 noi soi | M6 dwong | Chuyén
don thuin md nhé mé mé p
(n=34) (n=15) (n=4)
Thoi gianmo | 57,6 £27,2 | 86+27,2 |825+26,3 <0.05
(phat) (30— 120) (40 —130) | (60 —120) '

Thoi glan md cta nhém md ndi soi don thuan thap hon thoi gian
md dbi vé6i truong hop két hop duong md nhod va nhém chuyén md
mé. Su khac biét giira thoi gian md ctia cac nhém c6 y nghia thong
ke vai p<0,05.



3.3.4. Tai bién trong md
Bang 3.11. Tai bién trong md

Tai bién trong mé n (%)
Xay xat thanh mac 2/49 (4,1%)
Chay mau thanh rudt 1/49 (2,0%)
Thung rudt 1/49 (2,0%)
Tw vong 0 (0%)

3.3.5. Nguyén nhén phai mé dwong mé nhé phdi hgp <Scm dé cit

doan rudt trong cac truwong hop md ndi soi
Bang 3.12. Nguyén nhéin phai mé dwong moé nhé phdi hop <5cm

Ng“ye“n‘l‘l‘(}fg‘h‘g‘i"’h‘:‘?};"“g MO 1 Sé truomg hop | Ty 18 %
Cit doan rudt xo hep 5/49 10,2%
Dinh nhiéu 2/49 4,1%
Lam lai miéng ndi 1/49 2,0%
X4y xat thanh mac nhiéu 2/49 4,1%
That nghet, nghi hoai tir 3/49 6,1%
B thirc an 10n trén chd tic 1/49 2,0%
Cit doan rudt c6 tai thira Meckel 1/49 2,0%

3.3.6. Nguyén nhén phai chuyén mé mé
Bang 3.13. Nguyén nhan phai chuyén mé mé
Nguyén nhan n (%)
Dinh nhiéu 1/53 (1,9%)
Xoan rudt thiéu mau 1/53 (1,9%)
Thung rudt trong mo 1/53 (1,9%)
Hoai tir doan rudt dai 1/53 (1,9%)

3.3.7. Ty I¢ thanh cong

Chung t6i c6 4 trudng hop phai chuyén sang mé mé (7,5%).
Trong s6 49 trudng hop con lai (92,5%), co 15 trudong hop (28,3%)
phai mé duong md nhé phdi hop < 5cm dé cit ndi rudt. Do do, ty 18

thanh cong trong nghién ctru cia chung t6i 1a 92,5%.




3.3.8. Bién chirng sau md

Bién chimg nhiém tring vét md khong xuét hién & nhém md noi
soi don thuan.

Liét rudt kéo dai (thoi gian trung tién sau 72 gio) 1a bién chimg
thudng gap nhét, xuat hién ¢ 6 (12,2%) bénh nhan.

Bién chimg ho hip gip & 4 truong hop (8,2%). Bién chimg 6 dich
ton Iuu chi gip & 1 truong hop chuyén md mé (2,0%). Ngoai ra, chiing

t6i chura ghi nhan trudng hop nao tir vong trong vong 30 ngay sau mo.

Bang 3.14. Bién chirng sau md

Bién chimng sau mé MO0 ndi soi don thuan | Mo dwong mo nhé
(n=34) (n=15)

Nhiém tring vét mo 0 (0%) 1(6,7%)

Liét rudt kéo dai 4 (11,8%) 2 (13,3%)

Bién chirng ho hap 1(2,9%) 3 (20%)

O dong dich ton luu 0 (0%) 0 (0%)

Tir vong 0 (0%) 0 (0%)

3.3.9. Phan loai két qua phiu thuat ndi soi
Phan 1én bénh nhan co két qua sau md duge phan loai tdt
(77,6%). Trong cac truong hgp dugc phan loai vira (22,4%) chi c6 6
truong hop (12,2%) 14 bién ching lién quan dén hé tiéu hoa (liét rudt
kéo dai). Khong c6 bénh nhan niao duoc phan loai xau.
3.4. LIEN QUAN CUA CAC YEU TO VOI KET QUA PHAU
THUAT
3.4.1. Lién quan giira cic yéu t6 voi thoi gian phiu thuat
3.4.1.1. Lién quan giiva cdc yéu té tién sir véi thoi gian phdu thugt
Chiang t6i nhan thay thoi gian phdu thuat khic nhau giira céc
nhom bénh nhén c6 tién st phiu thuat cic co quan bénh Iy khac
nhau, p<0,05.
3.4.1.2. Lién quan giita cdc yéu té lam sang véi thoi gian PT
Thoi gian phiu thuat & nhém c6 dau hiéu quai rudt ndi 1én hon c6
¥ nghia thong ké so voi nhom khéng c¢6 ddu hiéu nay (80,2 phit so
véi 57,0 phut, p<0,05)



3.4.1.3. Lién quan giita cdc yéu té cin lam sang véi thoi gian PT
Béng 3.17. Lién quan giira cAc yéu to cin 1am sang véi thoi gian PT

Can lam sang S6 TH Tho;pﬁlgg PT p
X quang Co 23 78,2+27,0 <0.05
rudt giin Khéng 30 59,3 +29,5 '
Mikc hoi dich Co 45 68,0 30,4 5005
Khéng 8 65,0 £ 27,6 '
Pwong kinh quai rudt (cm) 53 67,5+29,7 <005
3,49 +£0,64 (r =0,315) '
Bach Cﬁl} >15.000 K/pL. Cd 3 90,0 + 26,5 5005
trwéc mo Khéng 50 66,2 £ 29,7 '

Nhom bénh nhan c6 dau hiéu quai rudt gian trén X quang (>3cm)
c6 thoi gian phau thuat dai hon nhom khong c6 déu hiéu nay, Mann
Whitney U, p<0,05. Thoi gian phau thuat c6 lién quan dén duong
kinh quai rudt véi r=0,315, p<0,05
3.4.1.4. Lién quan giita cdc yéu té trong mé véi thoi gian PT

Bang 3.18. Lién quan giira cac yéu t6 trong méd véi thoi gian
phiu thuit

Dic diém trong md S6 TH Tho(.lpﬁlgtl; PT p
Db dinh 48+32 53 67,5+29,7 <0.05
(r=0,301) ’
Ton thwong Dinh 12 29,28
Dinh Day chiang 32 24,05 >0,05
Khac 9 34,33
Chi dinh cit rugt Co 18 85,0+ 27,0 <0.05
Khong 35 58,5 + 27,3 ’
Tai bién Cé 4 100,0 + 21,6 <0.05
Khong 49 64,8 +28,9 ’

Do dinh (chi s6 PAI) c6 lién quan hdi quy tuyén tinh véi thoi gian
ph?lu thuat voi r=0,301, p<0,05. Nhom cé cét rudt co thoi gian md
dai hon nhém khong cé cit ruot, p<0,05. Nhom bénh nhan cé cac
tai bién ghi nhin trong md ciing c6 thoi gian phiu thuat dai hon
nhém khong ¢ tai bién, p<0,05.
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3.4.2. Lién quan giira cac yéu t6 véi thanh cong ciia PTNS
3.4.2.1. Lién quan giita yéu to tién sir va thanh céng ciia PTNS

Chung t6i chua nhan thidy mdi lién quan giita tién st phau thuat
diéu tri tic rudt va két qua PTNS.
3.4.2.2. Lién quan giiva co quan phdu thudt va dwong mé truéc dé
vdi thanh cong ciia PTNS

Véi phan nhém co quan phau thust nhu da trinh bay (4 nhom),
chung t6i ghi nhan két qua nhu sau

Bang 3.20. Lién quan giira co quan phiu thuit va duwong mo
trude do voi thanh cong ciia PTNS

Co quan ThérF:lTNSThét PTNS Mé bung
da PT N . | P(F) | Hoantoan | nhé/lém | P(F)
cong bai
Bung trén 7 0 4 3
Rudt 8 1 3 6
Ruét thira 26 1 | >0,05 22 5 <0,05
Chau 8 2 5 5
Tong sb 49 4 34 19
PTNS
\ L 5 x PTNS Mé bung
Dudng md truée | Thanh | That | ooy | sy t0an | nhé/lem | P(F)
cdng bai
Gitra trén ron 4 0 2 2
Gitta dudi rén / 18 3 8 13
trén-duéi rén
Ngang 5 0 >0,05 4 1 <0,05
Khac 18 1 17 2
PTNS 4 0 3 1
Tong sb 49 4 34 19

Tén tai lién quan giira co quan da phiu thuat voi kha nang PTNS
hoan toan, trong do ndi bat 1a bénh ly viém rudt thira,
p(F) <0,05 va duong md trude d6 nhit 1a dudng md giira dudi rén
hoic trén-dudi rén, p(F) <0,05.
3.4.2.3. Lién quan giiva bénh cinh tic rudt véi thanh cong ciia PTNS

Chua ghi nhan mdi lién quan giira bénh canh tic rudt hoan toan
hodc khong hoan toan (tirc 13 hinh thirc phiu thuét cip ciru hodc ban
cép) voi thanh cong ctia PTNS néi chung (p(F) >0,05) ciing nhu véi
kha nang PTNS hoan toan (p(x?) >0,05).
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3.4.2.4. Lién quan giira thoi gian dau trwéc mo véi thanh cong ciia
PTNS

Biang 3.22. Lién quan giira thoi gian dau trwéc mo véi thanh
cong cia PTNS

PTNS

PTNS M¢é bung
Thanh cong | That bai P(t) Hoan toan nhé / 16n P(t)
Thei gian
dag trude 42+59,2 | 38,7+40,8 0,05 325+281 | 583+878 <0,05
mo (gio)
S6 TH 49 4 34 19

Thoi gian dau trudc mo khong khéac biét gitra nhéom PTNS thanh
cong hay that bai, P(t)>0,05, nhung c6 khac biét giita nhém PTNS
hoan toan véi nhém c¢6 mé bung nho/16n, P(t)<0,05.
3.4.2.5. Lién quan giiva trigu chitng nhiém tring nhiém déc truée
mé va thanh céng ciia PTNS

Bing 3.23. Lién quan giira triéu chirng nhiém trung nhiém déc
truée md va thanh cong ciia PTNS

x PTN
Nhiém trung S PTNS Mé bung
Nhiém dgc | Thanhcong | Théatbai | P(?) | Hoantoan | nhé/lén | PP
Cé 6 2 3 5
Khong 43 2 <0,05 31 14 >0,05
S6 TH 49 4 34 19

Triéu chimg nhiém trung nhiém doc trudc mo co lién quan véi
thanh cong ctia PTNS, P(y°) <0,05.
3.4.2.6. Lién quan giiva trigu chirng diém dau khu tri trieée mé va
thanh cong ciia PTNS

Bang 3.24. Lién quan giira triéu chimng diém dau khu tra
truée md va thanh cong ciia PTNS

% PTN
biem dau S - PH-I(;ZII? Mé bung
khu tra Thanhcong | Thit bai P(F) toan nhé /1én | P
Co 15 2 7 10
Khong 34 2 >0,05 27 9 <0,05
S6 TH 49 4 34 19

Triéu ching diém dau khu trtt khong lién quan véi thanh cong cuia
PTNS néi chung nhung lai c6 lién quan vo6i kha nang PTNS hoan
toan, P(y°) <0,05.
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3.4.2.7. Lién quan giiva hinh dnh hoc va két qua PTNS
Bang 3.25. Lién quan giira dwong kinh quai ruft trén siéu am
va thanh cong cia PTNS

PTNS PTNS Mé bung
Thanhcong | Thét bai P(t) | Hoantoan | nhé/16n | P(t)

Puong kinh
quai rudt (cm) 33+05 48+0,2 <005 3,1+0,3 4,0+0,6 <005
S6 TH 49 4 34 19

Puong kinh quai rudt co lién quan véi két qua PTNS noi chung,
p(t)<0,05 va voi kha nang PTNS hoan toan, p(t)<0,05.
3.4.2.8. Lién quan giiva cdc yéu té trong phéu thugt va thanh cong
ciia PTNS

Bang 3.26. Lién quan giita chi s6 dinh va tén thwong dinh
véi thanh cong ciia PTNS

PTNS PTNS Mé bung
Thanhcéng | Thét bai P(t) | Hoantoan | nhé/lém P(t)
Chi s6 PAI 43+28 9,8+5,0 31+20 77+31
S6 TH 49 4 <005 34 19 <005
Tén thuon: PTNS PTNS Mé bun
vt — 1 P | 1oan to: o e | PP
in Thanhcong | That bai oantoan | nho/lom
Dinh 12 0 7 5
Day ching 29 3 22 10
Khac 8 1 >0,05 5 4 >0,05
S6 TH 49 4 34 19

Nhu vay chi s6 PAI c6 lién quan dén két qua PTNS n6i chung,
p(t)<0,05, va kha nang PTNS hoan toan, p(t)<0,05.
3.4.2.9. Lién quan giita ton thwong c6 chi dinh cit ruét véi két qud
PTNS

Bang 3.27. Lién quan giira ton thwong cé chi dinh cit rut
va tai bién trong mo véi thanh cong ciia PTNS

. PTNS PTNS Mé bung
Catrugt o anh cbng | That bai PO | Hoantoan | nhé/1én | PO
Co 14 4 0 18
Khong 35 0 <0,05 34 1 <0,05
S6 TH 49 4 34 19
s A PTNS 5
Tai b]en; i P (F) FTTNS\ Mo‘ bl'ltlg P(F)
trong mo Thanhcong | Thét bai hoan toan nho /16n
Co 4 0 0 4
Khong 45 4 >0,05 34 15 <0,05
S6 TH 49 4 34 19
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Tén thuong co chi dinh cat rudt ¢6 lién quan voi thanh cong ciia PTNS
ndi chung, p(F)<0,05, va v6i kha nang PTNS hoan toan, p(F) <0,05.

Tai bién trong md khong lién quan véi thanh cong ciia PTNS néi
chung nhung c6 lién quan véi kha nang PTNS hoan toan, p(F) <0,05.
3.5. KET QUA LAU DAI

Bénh nhan tai kham dinh ky sau 1 thang, 6 thang, 1 ndm dau tién
va sau 2 nam. Thoi gian theo ddi trung vi 1a 27 thang (thay doi tir 1
thang dén 6 nam) tinh tir thoi diém phau thuat dén thoi diém két thuc
nghién ciru hodc mét theo doi. Cac truong hop mét theo doi 1a do
khong thé lién lac v6i bénh nhan qua dién thoai va bénh nhan chuyén
chd &, khong quay tro lai tai kham dai han sau md.

Chung t6i chwa phat hién cac truong hop tic rudt tai phat can
nhap vién diéu tri. 2 trudng hop (3,8%) co triéu chimg ban tic rudt
thoang qua, khong kéo dai khong can nhap vién diéu tri. D6 14 1 bénh
nhan nam 32 tudi tic rudt sau v& rudt non do tai nan va 1 bénh nhan
nit 41 tudi tc rudt sau viém phuic mac toan thé do rudt thira viém v&
mu. Ca hai déu c6 mirc d6 dinh nhiéu, dinh chit, thanh mang (chi sb
PAI=8).

Céc bién ching mudn khac gdm dau vét md kéo dai, thoat vi
thanh bung chua dugc ghi nhan.

Chuong 4
BAN LUAN

4.1. Phan tich cac hinh thirc chi dinh ctia PTNS trong TRSM

PTNS khan cép ttrc thi duge chi dinh cho céac trudng hop cb nguy
co hoai tir rudt trong bénh canh tic rudt thét Nhiing truong hop nay
néu khong co chong chi dinh bom hoi 6 bung va bung khong qua
chuong déu c6 thé thuc hién PTNS. Vi nhung truong hop tic rudt
that do day chang thi rd rang thao tac cat day ching qua PTNS la
khong phirc tap va rt nhiéu kha nang thanh cong.

Ddi véi cac TH duge didu tri ndi khoa va theo ddi, néu bénh canh
tac rudt co dién tién khong thuan loi thi PTNS van dugc chi dinh
thuc hién cip ctru (24h dau hodc tri hodn trong 96h). Day thuc su
cling 1a cac hinh thirc chi dinh diéu tri TRSM cua phau thuat mb mé
kinh dién.
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Nhu vdy, ching t6i nhan thiy ring chi dinh diéu tri TRSM cua
PTNS tuc thi, cap ctru hodc cap curu tri hoan ciing twong ty nhu phau
thuat m6é mé néu bénh nhan khong cé chdng chi dinh ctia bom hoi 6
bung hodc bung khong qua chudng.

D4i v6i bénh canh ban tic rudt tai dién, thuong nhiing truong hop
nay déu khong c6 chdng chi dinh ctia PTNS tirc 1a bénh nhan khong co
choang, khéng viém phuc mac va bung khong chuéng nhiéu. Day
chinh 1a chi dinh thuin lgi cia PTNS trong viéc xac dinh vi tri va
nguyén nhan tc rudt dé tir do c6 thé xu Iy qua PTNS hogc mé bung t0i
th1eu Chi trong nhiing tmh hudng rudt dinh qua nhleu hogc ¢6 thuong
t6n nghiém trong thi méi can mé bung 16n dé giai quyét tic rudt.

4.2. Phan tich vai tro cia PTNS trong TRSM
4.2.1. Phan tich vai tro ciia PTNS trong chéin dodn TRSM

Mic du trong mau nghién ctru c6 rat nhiéu yéu t6 khac nhau lién
quan dén tién sir, lam sang, c4n 1am sang, qua 53 TH TRSM ma
chung toi dﬁ thuc hién PTNS, sau khi vao dugc khoang phlic mac va
bom hoi 6 bung, chung t6i da quan sat va xac dinh dugc vi tri va
nguyen nhan tic rudt ciing nhu danh gia dugc mirc d6 cua thuorng t6n
tic rudt. Pay chinh 1a mot loi ich cia PTNS d3 gitp cho phiu thuét
vién c6 thé quyét dinh hudng xir 1y sau do.

4.2.2. Phan tich vai tré ciia PTNS trong diéu tri TRSM

Trong nghién ctru, chiing t6i da thuc hién 34 TH PTNS hoan toan
v6i cac thao tic g& dinh, cit ddy ching, 15 TH mé bung nho sau khi
g& dinh va tham sat thuong ton chu yéu dé thyuc hién thao tac cit ndi
rudt va 4 TH phai m¢ bung 16n sau khi PTNS tham sat va danh gia.
Két qua thanh cong chung la 92,5% va khong c6 truong hop nao
khong giai quyét dugce tic rudt.

RO rang, PTNS d3 ching minh kha ning diéu tri TRSM chi voi
nhitng vét md nho, it gay tén thuong va thoi gian hdi phuc nhanh.

Viéc phéi hop véi mo bung nho ciing khong dugc xem 1a that bai
ctia PTNS vi ban than vét m& bung nho ciing mang tinh it xam hai
khi so sanh véi dudng mé bung 16n kinh dién.

Qua nghién ciru, ching ta ciing thdy rang da sé truong hop co ton
thuong TRSM chi 1a day dinh hodc diy ching don gian va diéu nay
hoan toan khong dugc danh gia va xac dinh bang cic phuong tién
trudec mo. Véi cac thuong ton don gian nhu trén va véi PTV ¢ kinh

15



nghiém thi PTNS hoan toan c6 nhiéu kha ning xir 1y thanh cong.

Tom lai:

Chiing ta thdy rang PTNS cé thé duwoc chi dinh trong diéu tri
TRSM (voi ty l¢ thanh cong khac nhau va trong nghién cuu cua
chlng t6i la kha cao, 92,5%) ngoai trir nhitng truong hop sau day:

- Bénh nhdn cé chéng chi dinh ciia bom hoi 6 bung: chodng, viém
phuc mac, bénh ly néi khoa nang di kem

- Tinh trang bung qua chuong

Nhue vdy, ngodi cdc chong chi dinh ciia bom hoi 6 bung néu trén
thi chi co tinh trang chuong bung nhiéu la chéng chi dinh that sy cua
PTNS diéu tri TRSM. Tat cd nhitng tricong hop con lai néu khéng roi
vao chéng chi dinh déu cé thé duoc thuc hién PTNS véi nhitng két
qud khac nhau.

Ngodi ra, néu khéng cé dwge nhitng yéu to thudn loi nhu trén thi
PTNS hoan todn cé thé giip viéc danh gid gid thwong ton tac rudt dé
tir @6 gitip PTV quyét dinh phwong phép diéu tri tiép nhwe: PTNS, mo
bung nho hodc mo bung lom kinh dién.

4.3. KET QUA CUA PTNS PIEU TRI TRSM
4.3.1. Kha niing chin doan TRSM ciia PTNS

Trong nghién clru, tat ca cac truong hop khi thuc hién PTNS
chung t6i déu c6 thé quan sat va xac dinh duoc ton thuo‘ng nguyén
nhan gy tic rudt. Pay 1a mot vu thé ciia PTNS khi chan doan tic
rudt.

4.3.2. Thoi gian phiu thuit

Thoi gian phau thuit trong nghién ctru ctia chdng toi 1a 67,6 +
29,8 phit. Thoi gian md cia nhom md ndi soi don thuan thip hon
ctia nhom két hop duong md nho va nhom chuyén mé md. Két qua
nay twong tu v6i két qua ciia Grafen (2010).

4.3.3. Tai bién trong mo

Tai bién trong mo trong nghién ctru ciia chung t6i bao gdm 3 loai
la rach thanh mac ndng, chdy mau thanh rudt va thung rudt phat hién
trong mo. Ty 1é tai bién thung rudt thay d6i khac nhau trong céc
nghién ctu cta cac tac gid nudc ngoai. Tac gia Grafen (2010) bao
c4o ¢6 1 truong hop trong sb 90 ton thwong rudt phat hién trong mo.
Ty 1& nay trong nghién ctru cia Wullstein (2003) cao hon, chiém
15/52 trudng hop mo ndi soi.

16



4.3.4. Bién chirng sau mo

Ty 1& nhiém trung cta ching t6i 1 2,0%. Ty 1é nhidm tring vét
thuong dugc bao céo trong cac nghién ctru cia nudc ngodi dao dong
tur 5,9% trong nghién ctru cia Chopra (2003), 5,8% trong bao cao cua
Waullstein (2003) va 6,5% trong nghién ciru cua Khaikin (2007). Bién
ching nhiém tring ho hap 1 9,4%. Bién chimg ho hip duoc bao cao
trong nghién ctru cua Wullstein (2003) véi ty 1€ 1,9%.

Bién chimg liét rudt kéo dai gip & cac truong hop mo nodi soi voi
ty 1& 12,2%. Nghién ctru ciia Chopra (2003) bao céo vé bién chimng
liét rudt kéo dai cho thiy su khac biét vé ty 1& giita 2 nhom mé noi
soi va md md voi nhom mé ndi soi co 3/34 truong hop (8,8%) va
nhém mo mé ¢6 17/41TH.

Suter (2000) c6 4 trudong hop phat hién thing rudt mudn trong téng
s6 13 trudng hop thung rudt.. Chung toi khong c6 trudng hop nao
thung rudt phat hién mudn. Viéc tuan tha cac chi dinh va can than
trong thao tac, dac biét 1a khi g& dinh chung t6i str dung cac dung cu
khong giy sang chin thanh rudt, han ché kep va 16i kéo cac thanh
rudt mong, phu né mot cach tho bao. Ngoai ra, chtiing t6i sir dung kéo
dau tu dé phau tich g& dinh va cét ddy ching thay vi cac dung cu dbt
dién nhu moéc, kep phau tich vi ching d& giy bong dién, thiéu mau
thanh ruét mudn khé phat hién dugc ngay trong mé.

Khéng c6 truong hop nao tir vong trong vong 30 ngay. Theo nghién
ctru cia Grafen(2010), ti 18 ttr vong ctia PTNS diéu tr tic rudt la 5%.
4.3.5. Ty 1€ thanh cong

Ty 18 thanh cong trong nghién ctru cta ching t6i dat kha cao, chiém
ty 1€ 92,5%. Cac tac gia trong nudc cling bao cao ty 1¢ thanh cong kha
cao. Ty 1¢ thanh cong trong nghién ciru cia Nguyén An va cs (2007) 1a
81%, Nguyén Van Hai (2008) 14 87,5%, cta Nguyén Hong Son (2010)
14 90,8%.

4.4. Phan tich cac yéu to lién quan dén két qua ciia PTNS
4.4.1. Cac yéu td truée md
4.4.1.1. Yéu té tién si

Chung t6i chua tim thay sy lién quan giita s6 1an phau thuat bung
dén thoi gian phiu thuit, sy thanh cong cua PTNS néi chung va kha
nang mo ndi soi hoan toan néi riéng. Theo nhiéu tac gia, sd 1an phau
thuat bung > 2 1an 1a mot chdng chi dinh tuong déi ciia PTNS diéu tri

17



TRSM. Tuy nhién Nguyén Hong Son (2010) cho rang néu bung it
chuong thi van co6 thé ap dung PTNS cho bénh nhan. Chung t6i ciing
dong ¥ véi quan diém nay cia tic gia Nguyen Hong Son. Pac biét, 4
bénh nhan trong nghién ciru duoc chuyén mé mé chi méi dugce
phau thuat bung 1 lan. Do d6, tuy mirc do dinh cy thé trong timg
truong hop méi co y nghia quan trong nhat dén sy thanh cong cta
phau thuat. S6 1an phiu thuat bung phai ching chi nén 1a mot yéu t6
dé tham khao va tién lugng muc do kho khan cia g& dinh.

Theo Fevang, ty 1€ bénh nhan can cat doan rudt va ty 1€ bénh nhan
¢6 bién chimg sau md ciing ting 1én theo s 1an didu tri tic rudt non
trong tién sir. Tuy nhién chung tdi ciing chua tim thiy mdi lién hé giita
s6 1an diéu tri tic rudt cling nhu gitra s6 lan phﬁu thuat diéu tri tac rudt
va thoi gian tir 1an phau thuat gan nhat dén két qua phiu thuat.

Xét vé loai vét md cii cua bénh nhan, trong mot nghién ctru trén
103 bénh nhan dugc trinh bay & hdi nghi 1am sang ndm 2013 ctia Hoi
phau thuat vién Hoa Ky (American College of Surgeons) cho thiy
vét md cii duong gitra 1a mdt trong cac yeu t6 nguy co cia lam ting
ty 1¢ chuyén md mé va ting thoi gian phiu thuat. Diéu nay ciing phu
hop véi két qua nghién ciru ctia chung t6i, ty 18 bénh nhan c6 vét mb
cii duong gitta & nhém mod dudng md nhoé phdi hop va nhoém chuyén
md mé 16n hon so v6i nhém mo ndi soi don thuan rat nhidu (75% va
80% so v&i 29,4%). Phan tich sb liéu cho thay kha ning PTNS hoan
toan thi lai co lién quan, nhat 1a duong md giira dudi ron hodc trén-
dudi ron voi p <0,05. Tuy nhién, trong cac bénh nhan c6 vét mé cii
dudng giira, ty 16 md ndi soi don thudn 13 10/25 truong hop (40%).
Do d6, vét md cii dudng giira khong phai 1a chdng chi dinh tuyét dbi
ctia md ndi soi g& dinh.

Nhu vy, chung ta c6 thé thiy rang sb 1an phau thuit trudc va
dudong mo trude chi anh hudng twong ddi dén ty 18 thanh cong cua
PTNS va diéu quan trong van la ton thuong quan sat dugc trong
PTNS mdi 1a yéu t6 quyét dinh.

Vé loai phiu thuat bung trong tién st cac truong hop bénh nhan
TRSM cit rudt thira ndi soi déu dugc giai quyét thanh cong bang
PTNS hoan toan (4 truong hop). Thém vao d6, c6 mdi lién quan
giita co quan da phiu thuat véi kha ning PTNS hoan toan, trong d6
noi bat 1a bénh 1y viém rudt thira, p(F) <0,05. Thoi gian phiu thuat

18



cling c6 lién quan véi co quan phiu thuat trudc do, trong do cac
truong hop tac rudt sau phau thuat cit rudt thira co thoi gian ph?lu
thuat ngan nhat, p<0,05. Ngh1en ctru cua Parker (2001) cho thay yeu
t6 nguy co quan trong nhit ctia tic rudt do dinh sau mé 1a loai phiu
thuat va mirc d6 tén thuong phiic mac.

Theo Levard va CS, thoi gian tir khi bénh nhan dau t6i khi duoc
phau thuit cang ngin thi ty 1 thanh céng cang cao mot cach c6 ¥
nghia thong ké. Trong nghién ctru ctia ching t6i, c6 su khac biét giita
nhém PTNS hoan toan v&i nhom c6 md bung nho/16n, p(t)<0,05 vé
thoi gian dau trude mo.
4.4.1.2. Yéu t6 lim sang

Theo Agresta (2000) va Borzellino G (2004), su xuat hién cac
triéu chiing thiéu mau hay hoai tir rudt la chi dinh ctia phau thuat mo.
Su Véng mit cac ddu hiéu trén tham kham 1am sang la mot yéu td tién
lugng thanh cong. That vay, triéu chung diém dau khu tra c6 lién
quan véi kha nang PTNS hoan toan, p <0,05.

Mot dau hiéu gian tiép nita 14 tridu chimg nhiém tring nhidm doc
trudge mo. Nhitng bénh nhan nay thudong dén vién tré hodc tic rudt do
thit nghet, nguy co thung va hoai tir rudt cao hon. Phan tich méi lién
quan ciing cho thiy triéu chimg nhiém trang nhiém doc truée mé c6
lién quan véi thanh cdng cia PTNS, p <0,05.

Hau hét cac bénh nhan dén vé6i ching t6i voi tinh trang tic rudt
khong hoan toan phan 16n déu dwoc diéu tri thanh cong bang PTNS
don thuan. Chi c6 5 bénh nhan phai két hop thém dudng mo nho dé
khau lai doan thanh mac bi rach. Theo ching t6i, cac truong hop ban
tic rudt dai ding nay 1a ddi twong kha thuan loi dé 4p dung phiu thuat
g& dinh qua noi soi. Tuy nhién, phan tich thong ké lai chwa cho thay sy
lién quan c6 ¥ nghia thng ké giira thé tic rudt va két qua PTNS.
4.4.1.3. Yéu té cdn lim sang

Kich thudc cac quai rudt trén Xquang va siéu am da dugc nhiéu tac
gia dé cap dén 1a diu hiéu tién luong thz‘mh cong. Duong Trong Hién
(2014) va Nguyén Hong Son déu cho rang kich thudc quai rudt glan >
4cm trén Xquang bung ding co y nghla tién luong nguy co chuyén mo
md. Chung t6i ciing nhan thdy mdi lién hé nay trong két qua nghién
ctru v4i hinh anh Xquang quai rudt gian, duong kinh quai rut trén siéu
am c6 lién quan véi két qua PTNS ndi chung va véi kha ning PTNS
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hoan toan. Ngoai ra, hinh anh quai rudt gian va duong kinh quai rudt
ciing c6 lién quan dén thoi gian phiu thuat. Puong kinh quai rudt cang
16n thi thoi gian phﬁu thudt cang dai véi r=0,315, p<0,05.

Nhu véy, két qua nghién ciru cho thay mdi lién quan c6 y nghia
gitta kich thudc quai rudt gidn > 4cm voi thanh cong ciing nhu thoi
gian phﬁu thuét ctia PTNS. Tuy nhién, néu chi dua don thuin vao con
sO nay thi ching t6i nghi ring c6 nhidu trudng hop ching ta c6 thé
van thyc hién PTNS thanh cong nhung lai khong chi dinh. R rang
kich thudc rudt s& phan anh mot phan nhung khong phai 13 tat ca tinh
trang rudt chudng, dac biét trong nhiing truong hop téc rudt thit hodc
tac rudt quai kin. Trong nhiing trudng hop nay ¢ thé chi vai quai
rudt gian trén 4 cm va nhu vay, PTNS co thé tham sat xu ly duoc
thuong ton. Vi thé, chung toi nghi ring dudng kinh quai rudt giin
nén dugc xem xét trong mot tong thé chung cua tinh trang chudng
bung ciing nhu tinh trang toan than cta bénh nhan khi quyét dinh
chon Iya phuong phéap phau thuat chir khong nén xem nhu mot chéng
chi dinh hién nhién ctia PTNS. Tir d6 c6 thé thay rang, chuéng bung
1a mot yéu t6 c6 vai trd quan trong quyét dinh kha ning thuc hién
dugc PTNS. Trong nghién ctru ctia ching t6i cling nhu cla cac tac
gia khac, mot trong nhirng tiéu chuén loai trir hay c6 thé goi 1a chéng
chi dinh cia PTNS néi chung va PTNS diéu tri TRSM néi riéng
chinh Ia tinh trang bung qua chuong

Tom lai, trong cdc yeu 10 truwéc mé, chi cé yéu to bung chu’o’ng
nhiéu dwoc xem nhw chong chi dinh ciia PTNS, cdc yéu té con lai
chi anh hwéng dén 1y 1¢ thanh céng ciia PTNS ndi chung hoic
PTNS don thudn ma théi.

4.4.2. Cic yéu to trong mo
4.4.2.1. Chi sé dinh

Céc hinh thai ton thuong trong mo di dugc nhiéu tac gia nhic dén
nhu 13 yéu t6 tién luong thanh cong cia PTNS g& dinh. Theo Levard
(2001), ty 18 thanh céng cao hon rat nhiéu ddi véi nhitng bénh nhan
tac rudt do 1 —2 day dinh don thuan. Ta thay chi sb PAI cang tang thi
thoi gian phau thudt cang tang, ty I1¢ thanh cong va ty 1¢ PTNS hoan
toan cang thap va su lién quan nay déu c6 y nghia thong ké. Piéu nay
cling phu hop v6i nhén xét Bologna nam 2013 cho rang mot trong
cac yéu to tién luong mo nodi soi thanh cong 1a tic rudt do mot day
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chang don gian. Nhu vy, chi s6 dinh PAI dugc danh gia trong mo c6
lién quan dén két qua caa PTNS diéu tri TRSM. Trudc thuc trang
trén, cau hoi dit ra 1a yéu té nao trude mo c6 thé giup luong gia duoc
chi s6 nay dé gitip PTV chon lwa phuong phap diéu tri phau thuat?
Theo quan diém kinh dién thi s6 lan phiu thuét trudc, bénh 1y phau
thuat trude va duong mo trude ¢ thé gay dinh nhiéu hoic it. Trong
nghién ctru, chung t6i chua ghi nhan dugc mdi lién quan trén va do
d6, vi tri ciing nhu mirc d¢ dinh chi c6 thé danh gia chinh xac qua
phau thuat, PTNS hodc md hd.

Diéu nay ciing néi lén rang, mic di chi sé dinh c6 lién quan
trwe tiép dén khi ning ciia PTNS nhung khong lién quan dén
chong chi dinh ciia PTNS béi vi phdi chi dinh phdu thudt (hodc
PTNS hodc mé hé) thi méi dinh gid dwoc chi so nay.
4.4.2.2. Tén thwong can cit néi rudt hodc tai bién trong mé

Mot yéu t6 khac can dugc can nhic 1a chi dinh cit ndi rudt, va tai
bién trong md. Theo Suter, ty 18 thing rudt co thé thay ddi tir 3-
17,6%. Suter cho rang co thé khau qua ndi soi da sd cac truong hop
bi thing rudt, néu 6 bung bi nhiém bén nhiéu thi tot nhat nén chuyén
sang md mo. Khi phat hién thing rudt trong md thi khong cin
chuyén mé mé néu vi tri thing & quai rudt xep, khéng nhiém ban 6
bung. Trong nghién ciru cta chung tdi, cic bénh nhan c6 chi dinh cit
rudt va c6 tai bién trong md c6 thoi gian phiu thuat cao hon thi c6 y
nghia thng ké hon so véi cac bénh nhan khong co cac yéu tb nay. 2
yéu t6 néi trén ciing lién quan véi sy thanh céng ciia PTNS noi chung
va kha nang PTNS hoan toan.

Nhu vay, néu bénh nhan c6 chi dinh cit rudt hodc xuét hién céc tai
bién trong md nhu thing rudt thi nén cin nhéc chuyén mé mé hoic
phéi hop duong md nhé dé giai quyét cho bénh nhan. Nhing tinh
hudng déu di duoc chung toi phat hién trong PTNS.

4.5. BAN LUAN VE KET QUA LAU DAI CUA PTNS PIEU TRI
TRSM
4.5.1. Tic rudt tai phat

Chung toi chua phat hién truong hop tic rudt tai phat can nhap
vién dé diéu tri. Co 2 truong hop bénh nhan co triéu chimg ban tic
rudt thoang qua, khong kéo dai nén khong phai vao vién diéu tri.
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Sau phau thuat g& dinh, ty 1é tai phat chung 1a 18% sau 10 nim va
29% sau 30 nim. T4t ca nghién ctru 1am sang va phan 16n nghién ctru
thuc nghiém déu cho théy su giam murc dg tao dinh sau PTNS sau mb
khi so sanh véi phiu thuit mg. Tuy nhién, bang chimg vé kha ning
lam giam ty 1¢ tac rudt tai phat sau mo ciia phau thuat g dinh noi soi
so v6i phau thuit mé van chua rd rang. Mot sb tac gia khac lai cho
thay ti 1¢ tac rudt non tai phat & nhimng bénh nhan diéu tri bang PTNS
cao hon cac bénh nhan dugc diéu tri bé'mg phau thuat mg. Wullstein
bao cao ti 1& tic rudt tai phat sau PTNS g& dinh 1a 0 — 14,2% trong
khi ti 16 ndy d6i v6i nhom bénh nhan mé mo kinh dién 13 0 — 4,6%.
Tuy vy, tac gia Duron J cho ring cac két qua trai nguoc nay 1a do
sai s6 chon mau ¢ nhirng nghién ctru khac nhau.

4.5.2. Thoat vi vét md, dau vét mod

Trong nghién ctru ctiia chung t6i, 34 bénh nhan dugc md ndi soi
hoan toan khong c6 bénh nhan nao xuét hién triéu chung dau tai cac
vi trf dat 13 troca tir khi md cho dén khi tai kham.

Trong nhém 15 bénh nhéan ¢ phdi hop duong mod nhé < 5cm va 4
bénh nhan chuyén sang md hé hoan toan khi tai kham trén 1am sang
va thim kham bang siéu 4m, bénh nhan khong co biéu hién dau, ciing
nhu khong phat hién khdi phong, khong phat hién nghet, viém ty tai
vi tri vét mé va céc 16 troca 10mm.

Trong cac nghién ciru theo ddi dai han sau phau thuat diéu tri tic
rudt, chua c6 nghién ciru nao so sanh ty 1& cac bién ching vé vét mo
bao gém thoat vi vét mo, dau vét md dai dang. Tuy nhién, nghién ciru
y vin cho thdy cac PTNS c6 xu himg 1am giam céc bién ching vé vét
mod dic biét 1a ty 1& thoat vi vét mo. Trong nghién ciru ciia Le Huu
Nho et al (2012) tong hop 17 nghién ciru tir 1988 dén 2011 so sanh ty
1¢ thoat vi vét md gitra PTNS va phau thuit mé cho thiy: sau tong
cong 1858 phau thuit mo va 1647 PTNS, ty 18 thoat vi vét md lan
luot 1 12% va 6,3% (p=0,001). 3 nghién ciru ngiu nhién tién ciru va
2 nghién ctru so sanh héi ciru ciing bao céo ty 1¢ thoat vi vét mo ting
1én c6 y nghia thong ké sau phiu thuat mé. Két qua nghién ctru ciia
ching t6i phi hop voi nhan xét trén voi ty 1¢ thoat vi vét mo, ké ca
sau cac truong hop mo bung nho phdi hop déu 1a 0%.
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KET LUAN

Trong khoang thoi gian tir 11/2008 dén 8/2014, véi 49 trudng hop
diéu tri TRSM bang PTNS, chiing t6i rat ra mot s6 két luan nhur sau:
1. V& chi dinh ciia PTNS diéu tri TRSM

e PTNS c6 thé dugc chi dinh trong diéu tri TRSM ngoai trir
nhiing trudng hop sau day:

- Bénh nhén c¢6 chdng chi dinh ctia bom hoi 6 bung: choang, viém
phuc mac, bénh 1y ndi khoa néng di kém

- Tinh trang bung qua chudng

e Ngoai cac chdng chi dinh ciia bom hoi 6 bung néu trén thi chi
c6 tinh trang chuéng bung nhiéu 1a chong chi dinh that su ciia PTNS
diéu tri TRSM.

e Tt ca nhitng truong hop con lai néu khong roi vao chdng chi
dinh déu c6 thé duoc thuc hién PTNS va dugc chi dinh trong nhiing
tinh hudng nhu: phau thuét tc thi, phau thudt cip ctru, phau thuat
cép ctru tri hodn hodc nhimg truong hop ban tic rudt tai dién.

e PTNS dugc chi dinh c6 vai trd xac dinh va danh gia thuong ton
tac rudt dé giap quyét dinh chon lwa phuwong phéap diéu tri tiép theo
nhu: PTNS, mé bung nho hodc mé bung 16n kinh dién.

2. Vé két qua ciia PTNS diéu tri TRSM va mot so yéu t6 lién quan

e Ty I¢ thanh cong 1a 92,5%, trong d6 co 15 truong hop (28,3%)
mé thém duong md nho va 4 truong hop (7,5%) chuyén méd mé.

. Két qua sau mé duoc phan loai tt 77,6%, vira 22,4% va khong
c¢6 phan loai xAu.

e Ty 1¢ thanh cong s& cao néu c6 kém thém mot s6 dic diém nhur:

- Thoi gian dau trude md ngin (32,5 gid so véi 58,3 gid)

- C6 phau thuat trong tién st 1a cdt rudt thira (ndi soi hodc md
md), thanh cong 81,4%

- Vét mo cii khong phai duong gitta dudi ron hodc trén-dudi ron

- Khéng c6 dau nhiém tring nhidém doc trude md, thanh cong 95,5%

- Khong c6 diém dau khu trt trudce mé, thanh cong 95,5%
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- Puong kinh quai rudt trén siéu 4m <dcm, néu khong c6 hinh anh
X quang rudt gian thi thoi gian phau thuat va kha niang thanh cong s&
cao hon, 92,4%

- Trong m6 néu phat hién cac ton thuong dinh it va khong chat,
thanh cong 92,4%

- Khong cé chi dinh cit rudt hoic khong c¢6 tai bién thung rudt,
thanh cong 92,4%

« Ty 1¢ tai bién — bién ching thip va khong co tir vong (nhiém
trung vét md 2,0%, liét ruot kéo dai 12,2%, bién chirg ho hip 8,2%)

e Theo doi dai han chi phat hién 2 bénh nhan cé tri¢u ching cta
ban tic rudt tai phat déu tu qua khoi khong phai nhap vién diéu tri.

KIEN NGHI

1.PTNS diéu tri TRSM la mot phau thuat an toan, kha thi va
hiéu qua vé&i nhiéu wu diém nhu rat ngan thoi gian nam vién, tinh
thAm my cao va ty 1& tai phat thap Vi Vay c6 thé trién khai phau
thudt ndy & cac don vi co du diéu kién vé trang thiét bi, doi gay mé
hdi sirc va quan trong 1 doi ngii phau thuat vién c6 kinh nghiém mo
ndi soi dé han ché cac tai bién va bién chung.

2.M¢ rong chi dinh va nghién ctu két qua cia PTNS ddi véi
nhirg truong hop ban tic rudt tai didn va nhitng trudng hop tic
rudt co hoc khong do dinh sau mo.

3.Nghién ctru két qua lau dai v6i thoi gian theo ddi dai hon
nhitng truong hop dugc PTNS TRSM.
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INTRODUCTION

1. Introduction

Postoperative intestinal obstruction (POIO) is a common
complication of abdominal surgery and the treatment is still
complicated. The risk of intestinal obstruction in patients with
abdominal surgery range from 0.3% to 10.7%.

Indications for treatment are based on clinical and para-clinical
manifestions as well as surgical past history. Among various surgical
methods, open surgery is still considered the treatment of reference of
POIO. However, open surgery creates further damage to the
peritoneum, which increases the risk of recurrence of adhesion and
intestinal obstruction.

Laparoscopic treatment of postoperative intestinal obstruction due
to adhesions was first implemented by Bastug in 1991. Since then,
laparoscopic approach is increasingly accepted by surgeons for its
advantages of mininal invasive nature, more favorable postoperative
outcome, less complications, faster recovery and shorter hospital stays.
In our country, there have been a number of studies on the feasibility
and early results of laparoscopic surgery in the treatment of adhesive
postoperative intestinal obstruction (APOIO). However, most authors
were not able to give conclusions about the indications and the long-
term outcomes of this treatment.

Because of the above reasons, we conducted the research on
"Indications and outcomes of laparoscopic management of
postoperative intestinal obstruction” with two objectives:

1. Determine the indications of laparoscopic surgery for
treatment of postoperative intestinal obstruction

2. Evaluate the outcomes and identify factors related to the
outcomes of laparoscopic surgery for treatment of postoperative
intestinal obstruction at Hue Central Hospital.

2. New contributions of the thesis

- Determine indications and contraindications of laparoscopic

approach for POIO



- Evaluation of short-term results (success rate, rate of surgical
complications, postoperative complication rate) and long-term results
of laparoscopic approach for POIO
3. Thesis layout

The thesis consists of 164 pages: introduction (2 pages),
conclusion (2 pages) and suggestions (1 page) and four chapters,
including Chapter 1: literature review 41 pages; Chapter 2: Objects
and methods 19 pages; Chapter 3: Results 31 pages; Chapter 4:
Discussion 33 pages. The thesis consists of 31 tables; 6 charts; 9
figures and 144 references (20 Vietnamese, 124 English).

Chapter 1
LITARATURE REVIEW

1.1. Short-term results of laparoscopic treatment of POIO

The rate of successful laparoscopic surgery ranged from 46- 92%
for foreign authors and 89,5-100% for Vietnamese authors. Success
of laparoscopic treatment is defined as the solution of the cause of
intestinal obstruction without conversion to open surgery, no
complications requiring re-operation or post-operative mortality.
O'Connor (2012) did a meta-analysis on more than 2000 cases treated
by laparoscopic method from 29 studies showing that pure
laparoscopic procedures were performed in 1284 cases (64%), in
6.7% cases a minilaparotomy was added.

Many studies compared between laparoscopic and open surgery
in the treatment of POIO. Most recently, research by Byrne et al
(2015) compared the results of laparoscopic and open methods on
269 patients having APIOI showing a conversion rate of 38.6%,
similar duration of surgery, shorter time of return of gastrointestinal
function, shorter hospital stays, lower complication rate in the
laparoscopic group. Research by Saleh et al (2014) also showed
similar results.



Lesions found during surgery is an important factor to predict the
success of the operation. Liau found that 88.8% of POIO is due to
simple adhesion which can be solved treated by laparoscopic surgery.
According to Nguyen Hoang Bac, 70% lesions are adhesive band
while the coresponding rate in the study of Strickland (1999) is 72%.
Conversion rate of foreign authors was about 12,5- 45.4%.

The most common complications are intestinal perforation and
intestinal serosal lesions. Intestinal perforation rate ranges from 3 to
17.6%. In the study of Strickland, intestinal perforation and
seromuscular lesions constituted 10% of overall complications.
Woullstein commented the more previous surgeries the patients had,
the higher risk of intestinal perforation during surgery because of
more extensive and difficult-to-dissect adhesion. Sato stated that the
majority of perforation or serosal lesions can be successfully treated
by laparoscopy.

Bashar Ghoseh reported a mortality rate of 1,5% (16/12045
cases) in a review of 19 articles on the subject. The mortality rate is
lower in the laparoscopic group than in open surgey group. Asbun et
al showed a mortality rate after open surgery of 3.8%. In the 2010
report of the Grafen, mortality rate in the laparoscopic adhesiolysis
group, conversion group and open surgery groups were 5% (3/66),
8% (2/24), 33% (1/3), respectively.

1.2. Long-term results of laparoscopic treatment of POIO

According to many authors, laparoscopic adhesiolysis can help
minimize the risk of recurrence of intestinal obstruction due to open
surgery because the large opening of the abdomen is the cause of newly
formed adhesions, ligaments and recurrent episodes of intestinal
obstruction. Franklin (2004) reported 7/167 patients (4.2%) having
complications of recurrent intestinal obstruction. Levard et al in a
retrospective review of patients treated by laparoscopy or conversion to
open showed that there were no difference in the long-term rate of
mortality, recurrence of intestinal obstruction and wound complications.



Chapter 2
OBJECTS AND RESEARCH METHODS

2.1. RESEARCH OBJECTS
All patients hospitalized, diagnosed with mechanic postoperative
intestinal obstruction and treated with laparoscopic surgery at Hue
Central Hospital from 11/2008 to 8/2014.
2.1.1. Inclusion criteria
We indicated laparoscopic treatment of POIO and collected data
of patients who met the following criteria:
- 1-3 previous abdominal surgeries
- Signs and symptoms of bowel obstruction
- Preoperative abdominal distention is considered as mild or
moderate
- Postoperative diagnosis is POIO caused by adhesive bands,
ligaments or volvulus.
2.1.2. Exclusion criteria
We did not include in the study patients presenting one of the
contraindications of pneumoperitoneum as followed:
- Hemodynamically unstable or signs of shock
- Signs of peritonitis
- Severe medical conditions such as cardiovascular, respiratory
diseases
- Other causes of intestinal obstruction: incisional hernia,
intussusception, tumor...
- Disagree laparoscopy
2.2. RESEARCH METHODS
2.2.1. Study design
- A prospective, descriptive, cohort study
- According to sample size calculation formula, the minimum
sample size required for the study was 49 patients.
2.2.2. Data analysis
The data were recorded and processed using SPSS Statistics 16.0.
The difference was statistically significant at p <0.05.
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Chapter 3
RESULTS

From 11/2008 to 8/2014, at Hue Central Hospital, 53 patients
were treated with laparoscopic adhesiolysis. Among them, 34
patients underwent pure laparoscopic surgery, 15 patients required
laparoscopic surgery combined with minilaparotomy and conversion
to open surgery was needed in 4 patients. Men accounted for 58.5%.
The average age was 45 + 19 years (12-85 years).
3.1. GENERAL CHARACTERISTICS
3.1.1. Number of previous surgery

The average number of abdominal surgery was 1.1 + 0.4 times. The
majority of patients had only one previous abdominal surgery (90.6%).
3.1.2. Number of admission for conservative and surgical
treatments of POIO

50.9% of patients were admitted for the first episode of POIO. Most
of them were treated no more than 3 times for POIO (35.9%) (p<0.05).
3.1.3. Number of surgery for POIO

48 patients (90.6%) did not have any history of surgery for
POIO. 5 patients (9.4%) treated with surgery for POIO actually
underwent open procedures.
3.1.4. Most recent reason of abdominal surgery

Appendectomy, particularly open appendectomy was the most
common reason for recent abdominal surgery (45.2%).
3.1.5. Time from the last abdominal surgery to admission

Early postoperative intestinal obstruction was seen in 2 cases
(3.8%), which was as early as 9 days after surgery. Late postoperative
ileus occured in the remaining 51 cases (96.2%).
3.1.6. Previous abdominal incisions

Table 3.1. Previous abdominal incisions

Incison N %
Upper and lower midline incision 18 34
Upper midline incision 4 7,6
Lower midline incision 5 9,4
MacBurney incision 15 28,3
Paramedial incision 3 57
Pfannelstiel incision 5 9,4
Laparoscopic appendicectomy 4 7,6
Hernia repair 1 1,9




3.2. CLINICAL, PARA-CLINICAL CHARACRERISTICS AND
SURGICAL INDICATIONS
3.2.1. Clinical characteristics

Cramping abdominal pain, obstipation (inability to pass flatus or
stool) and bowel distention were presented in most patients (> 95%).
3.2.2. Paraclincal characteristics
3.2.2.1. Preoperative plain abdominal radiography

Table 3.2. Preoperative plain abdominal radiography
characteristics

Findings N (%)
Dilated bowel loops 23/53 (43,4)
Air-liquid levels 45/53 (84,9)
Perironeal liquid 15/53 (28,3)

3.2.2.2. Preoperative abdominal ultrasound findings

On abdominal ultrasonography, dilated bowel loops, increased to-
and fro- movements and peritoneal fluid were the most popular images.
3.2.3. Indications for laparoscopic surgery
3.2.3.1. Clinical settings

Most patients were admitted with complete intestinal obstruction (64%).
3.2.3.2. Time from the onset of pain to admission

The average time from the onset of pain to admission was 41.8 +
57.7 hours. Most patients were admitted during the first 24 hours
after the onset of pain (58.5%). Time to admission ranged from 3
hours to 15 days.
3.2.3.3. Assocation between the setting of surgical indications and
the duration from admission to surgery

Table 3.3. Different settings of indication for laparoscopy

Time from

Setting admission to N %
surgery

Immediate < 6 hours 5 9,4
Urgent > 6-24 hours 23 43,4
Semi-urgent > 24-72 hours 11 20,8
> 72-96 hours 3 5,7
Recurrent sub-ileus > 96 hours 11 20,8
Total 53 100




3.3. RESULTS OF LAPAROSCOPIC MANAGEMENT OF POIO
3.3.1. Diagnostic ability of laparoscopy for POIO
In all cases, laparoscopy identified and assessed the lesions causing

POIO.

3.3.2. Characteristics of lesions noted intraoperatively
Table 3.4. Lesions noted intraoperatively

Lesions N (%)

Band 38 (77,6%)
Adhesion 17 (34,7%)

Volvulus 9 (18,4%)

Stricture 4 (8,2%)

Internal hernia 1 (2,0%)

Bezoard associated with adhesion 1 (2,0%)
Total 49 (100%)

3.3.3. Operative time

Table 3.5. Operative time

Laparoscopy | Minilapatorotomy| Conversion
(n=34) (n=15) (n=4) | P
_Operat_ive 57,6 +27,2 86 + 27,2 82,5+ 26,3 <0.05
time (mins) | (30 — 120) (40 —130) (60 — 120) ’
Operative time of laparoscopic group was lower than

minilaparotomy and conversion groups. This difference was

statistically significant at p <0.05.

3.3.4. Intraoperative complications

Table 3.6. Intraoperative complications

Intraoperative complications N (%)
Serosal damage 2/49 (4,1%)
Intestinal parietal bleeding 1/49 (2,0%)
Intestinal perforation 1/49 (2,0%)
Mortality 0 (0%)




3.3.5. Reasons for associating a minilaparotomy<5cm
Table 3.7. Reasons for associating a minilaparotomy<5cm

Reasons for minilaparotomy N %
Resection of bowel stricture 5/49 10,2%
Massive adhesion 2/49 4,1%
Redo anastomosis 1/49 2,0%
Severe serosal damage 2/49 4,1%
Strangulation, suspect of bowel necrosis 3/49 6,1%
Big bezoard above the transition zone 1/49 2,0%
Resection of Meckel diverticulum 1/49 2,0%

3.3.6. Reasons for conversion to laparotomy
Table 3.8. Reasons for conversion to laparotomy

Reasons N (%0)
Massive adhesion 1(1,9
Bowel strangulation 1(1,9
Intestinal perforation 1(1,9
Bowel necrosis 1(1,9

3.3.7. Success rate

We had 4 cases of conversion to open surgery (7.5%), 15 cases
(28.3%) with a minilaparotomy<5cm for bowel resection. Therefore,
the success rate was 92.5%.

3.3.8. Postoperative complications

There was no wound infection in laparoscopic group.

Prolonged paralytic ileus (longer than 72 hours) was the most
common complication, occurring in 6 (12,2%) patients.

Respiratory complications were noted in 4 cases (8,2%).
Persistant peritoneal collection was observed in only 1 case of
conversion to open surgery (2,0%). Also, we didnot record any
mortality within 30 days after surgery.

3.3.9. Post-operative result classification

Most of the results of surgery were classified as good (77,6%).
Among the cases classified as moderate (22,4%), only 6 cases
(12,2%) had gastrointestinal complications (prolonged ileus). There
were no cases classified as bad.



3.4. FACTORS RELATED TO THE OUTCOMES OF SURGERY
3.4.1. Factors related to operative time
3.4.1.1. Past-history factors related to operative time

Operative time was significantly different among groups of
patient who had different organs operated in the most recent
abdominal surgery p <0.05.
3.4.1.2. Clinical factors related to operative time

Operative time in patients with visible bowel loops was
significantly longer than patients without this sign (80,2 mins vs 57,0
mins, p<0,05).
3.4.1.3. Para-clinical factors related to operative time

Table 3.9. Para-clinical factors related to operative time

Factors N Operative time (mins) p
Dilated Yes 23 78,2+27,0 <005
Bowel loops No 30 59,3+29,5 ’
Air fluid level Yes 45 68,0+30,4 >0 05
No 8 65,0 + 27,6 '
Bowel diameter (cm) 67,5+29,7
3,49 + 0,64 53 (r = 0,315) <0,05
Pre-op > 15.000 K/uL Yes 3 90,0 + 26,5 >0 05
WBCs No 50 66,2 + 29,7 '

Operative time in patients with dilated bowel loops on abdominal
plain film was significantly longer than patients without this sign,
Mann Whitney U, p<0,05. Operative time was associated with bowel
diameter with r=0,315, p<0,05.
3.4.1.4. Intraoperative factors related to operative time

Table 3.10. Intraoperative factors related to operative time

. Operative time
Intraoperative factors N (mins) p
67,5+29,7
PAI 48+32 53 (r=0,301) <0,05
Lesions
. 12 29,28
Adhesion | 5, 24,05 >0,05
Band 9 3433
Others '
Bowel resection Yes 18 85,0+ 27,0 <0.05
No 35 58,5+ 27,3 '
Complication Yes 4 100,0 £ 21,6 <0.05
No 49 64,8 + 28,9 '
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Using linear regression analysis, operative time was associated
with peritoneal adhesion index (PAI) r=0,301, p<0,05. Operative
time in patients with bowel resection was significantly longer than
those without bowel resection, p<0,05. Operative time in patients
with intraoperative complications was also significantly longer than
patients without complications, p<0,05.

3.4.2. Factors related to the success of laparoscopy
3.4.2.1. Past history factors related to the success of laparoscopy
We didnot find any association between past history factors and
laparoscopic results.
3.4.2.2. Relation between recent operated organs, previous surgical
incisions and the success of laparoscopy

With surgical subgroups as described (4 groups), we recorded the
following results
Table 3.11. Relation between recent operated organs, previous
surgical incisions and the success of laparoscopy

Operated Laparoscopy Pure Minilaparo-
organs . P(F) laparo- tomy/ P(F)
Success | Failure scopy Conversion
Upper abdomen 7 0 4 3
Small intestine 8 1 3 6
Appendix 26 1 >0,05 22 5 <0,05
Pelvis 8 2 5 5
Total 49 4 34 19
Previous Laparoscopy Pure laparo- M";cl)lr?]@?m'
incisions Success | Failure | P(F) scopy Conversion P(F)
Upper midline 4 0 2 2
Lower/upper 18 3 8 13
-lower midline
Transverse 5 0 >0,05 4 1 <0,05
Others 18 1 17 2
Laparoscopy 4 0 3 1
Total 49 4 34 19

There were relations between the success of pure laparoscopy
and the type of previous operated organs, especially appendix,p (F)
<0.05 and previous incision, especially lower midline incision or
upper-lower midline incision, p (F) <0.05.
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3.4.2.3. Relation between type of bowel obstruction and success of
laparoscopy

There was no association between the type of bowel obstruction
— complete/incomplete (ie. urgent vs semi-urgent surgery) with the
success of laparoscopy (p(F) >0,05) for the success of pure
laparoscopy (p(x?) >0,05).

3.4.2.4. Relation between time from onset of pain to surgery and
success of laparoscopy

Table 3.12. Relation between time from onset of pain to surgery
and success of laparoscopy

Laparosco Minil o
Paroscopy Pure inilapar
Success | Failure PO laparosco Scopy/ P(t)
P i Conversion
Onset of
pain- 42 £50.2 38,7+ 254281 | 5834878
surgery 40,8 >0,05 <005
(hours)
N 49 4 34 1

There was no difference in the time from the onset of pain to
surgery between groups with successful/failed laparoscopy,
P(t)>0,05, but there was a statistically significant difference between
group with pure laparoscopy and groups with
minilaparotomy/conversion, P(t)<0,05.

3.4.2.5. Relation between preoperative signs of sepsis and success
of laparoscopy

Preoperative signs of sepsis were related to the sucess of
laparoscopy, P(x%) <0,05.

Table 3.13. Relation between preoperative signs of sepsis and
success of laparoscopy

Laparoscopy Minilaparo-
Signs of P() pure Scopy/ | P()
. Sucess Failure X laparoscopy . X
sepsis Conversion
Yes 6 2 3 5
No 43 2 <0,05 31 14 >0,05
N 49 4 34 19
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3.4.2.6. Relation between preoperative localized pain and success of
laparoscopy

Table 3.14. Relation between preoperative localized pain and
success of laparoscopy

Localized | Laparoscopy Bure Minilaparo-
abdominal ) P(F) Scopy/ P
pain Sucess |Failure laparoscopy Conversion
Yes 15 2 7 10
No 34 2 >0,05 27 9 <0,05
N 49 4 34 19

Localized abdominal pain was not related to the sucess of
laparoscopy in general but was related to the ability to do pure
laparoscopy, P(y%) <0,05.
3.4.2.7. Relation between radiographic signs and success of
laparoscopy

Bowel diameter on ultrasound was related to the sucess of
laparoscopy in general p(t)<0,05 and to the ability to do pure
laparoscopy p(t)<0,05.

Table 3.15. Relation between bowel diameter on ultrasound and
success of laparoscopy

Laparoscopy Minilaparo-
Pure
) P(t) Scopy/ P(t)
Success | Failure laparoscopy )
Conversion
Bowel
diameter | 33+05 |4,8+0,2 3,1+0,3 40+0,6
<0,05 <0,05
(cm)
N 49 4 34 19
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3.4.2.8. Relation between preoperative factors and success of laparoscopy

Table 3.16. Relation between peritoneal adhesion index and
success of laparoscopy

Laparoscopy Pure Minilaparo-
Success | Failure P laparoscopy Scopy{ P(t)
Conversion
PAI 43+28 [98%50 31%20 7,7+31
N 49 2 | 00 34 19 <005
Laparoscopy Pure Minilaparo-
Lesions Success Failure P (F) laparoscopy Scopy/ P ()
Conversion
Adhesion 12 0 7 5
Band 29 3 22 10
Others 8 1 | 700 5 4 >0.05
N 49 4 34 19

Peritoneal adhesion index was related to the sucess of
laparoscopy in general p(t)<0,05 and to the ability to do pure
laparoscopy p(t)<0,05.
3.4.2.9. Relation between lesions requiring bowel resection and
success of laparoscopy

Table 3.17. Relation between lesions requiring bowel resection
and success of laparoscopy

Bowel Laparoscopy Pure Minilaparo-
resection Success | Failure P(F) laparoscopy Scopy/ P(F)
Conversion
Yes 14 4 0 18
No 35 0 <0,05 34 1 <0,05
N 49 4 34 19
Intraoperative Laparoscopy Pure Minilaparo-
complications | Success | Failure P () laparoscopy Scopy/ P(F)
Conversion
Yes 4 0 0 4
No 45 4 >0,05 34 15 <0,05
N 49 4 34 19

Lesions requiring bowel resection were related to the sucess of
laparoscopy in general p(F)<0,05 and to the ability to do pure
laparoscopy p(F)<0,05.

Intraoperative complications were not related to the sucess of
laparoscopy in general but was related to the ability to do pure
laparoscopy, P(F) <0,05.
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3.5. LONG-TERM OUTCOMES

Periodic follow-up of patients was done at 1 month, 6 months, 1
year and every year afterwards. The median follow-up time was 27
months (ranging from 1 month to 6 years), calculated from the time
of surgery to the end of the study, or to the time of lost to follow-up.
Lost-to-follow-up could be due to inability to communicate with
patients by telephone, changed accommodation or because patients
did not return for long-term follow-up.

We did not find any cases of recurrent intestinal obstruction
requiring hospitalization. 2 cases (3.8%) had transient symptoms of
intestinal obstruction, which resolved spontaneously without
hospitalization. One was a 32-year-old male patient with a history of
ileal perforation due to accidents and the other was a 41-year-old
female patients with a history of generalized peritonitis due to
ruptured appendix. Both had matted, tight adhesion (PAI = 8).

Other late complications including prolonged incisional pain,
incisional hernia havenot been recorded.

Chapter 4
DISCUSSION

4.1. The setting in which laparoscopy for POIO is indicated

Emergency laparoscopic procedures are indicated to cases with
risk of intestinal necrosis due to strangulation. If there are no
contraindications for pneumoperitoneum and no severe bowel
distention, laparoscopic procedures can always be tried . For cases of
intestinal obstruction due to single band, division of band during
laparoscopy is not complicated and very likely to succeed.

For cases where conservative treatment is indicated, if
unfavorable clinical signs appear, laparoscopy can still be indicated
as urgent surgery (< 24h) or semi-urgent (<96h). This is similar to the
indication for the treatment of POIO by open surgery.

Thus, we think that laparoscopic procedures can be indicated
similarly to open procedures if there are no contraindications for
pneumoperitoneum and no severe bowel distention.
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For recurrent bowel obstruction, often there are no
contraindications for laparoscopy (no shock, no peritonitis and no severe
abdominal distention). This is the advantages of laparoscopic procedures
because it can help determine the location and the cause intestinal
obstruction so that we can resolve the problem by laparoscopy or
minilaparotomy. Only in situations of excessive adhesion or serious
intestinal lesions, conversion to laparotomy is required.

4.2. The role of laparoscopy in the treatment of POIO
4.2.1. The role of laparoscopy in the diagnosis of POIO

Although there were many different factors related to the history,
clinical, para-clinical characteristics that can affect the success of
laparoscopy, in all 53 cases, after entering the peritoneal cavity, we
were able to identify the location and the cause of intestinal
obstruction as well as assessing the extent of intestinal damage. This
is a benefit of laparoscopic surgery as a guiding tool for further
treatment decisions.

4.2.2. The role of laparoscopy in the treatment of POIO

In this study, we performed 34 pure laparoscopic cases with
adhesiolysis and band division, 15 cases with minilaparotomy for
bowel resection after diagnosis and adhesiolysis and only in 4 cases,
we had to converse to open surgery. The success rate was 92.5% and
there was no case that we could not resolve the cause of intestinal
obstruction.

Obviously, laparoscopy demonstrated the capacity of treatment
of POIO with only small incisions, less damage and faster recovery
time.

The addition of minilaparotomy are also not considered the
failure because the minilaparotomy is much less invasive compared
with classic laparotomy.

Through this study, we found that in the majority of cases, the
cause of POIO is usually simple band or simple adhesion which can
be assessed adequately prior to surgery. With those simple lesions,
experienced surgeons can manage successfully with pure
laparoscopic procedures.
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In summary:

Laparoscopic treatment can be indicated in POIO (with
success rate varies in different studies, but quite high in ours:
92.5%). It should not be indicated in the following cases:

- Patients with contraindications of pneumoperitoneum: shock,
peritonitis, associated severe medical conditions

- Severe abdominal distention

Besides, if there are not favorable factors to perform pure
laparoscopic procedure, laparoscopy can help assess the damage so
that helped the surgeon can make further decision such as
continueing laparoscopy or switching to minilaparotomy or classic
laparotomy.

4.3. RESULTS OF LAPAROSCOPIC MANAGEMENT OF
POIO
4.3.1. Diagnostic ability of POIO of laparoscopy

In the study, with laparoscopy we were able to identify the
lesion causing intestinal obstruction. This is an advantage of
laparoscopy in the diagnosis of intestinal obstruction.
4.3.2. Operative time

Operative time in our study was 67.6 £ 29.8 minutes. Operative
time of pure laparoscopic surgery group was lower than
minilaparotomy group and conversion group. This result is similar to
those of Grafen (2010).
4.3.3. Intraoperative complications

Intraoperative complications in our study included 3 types:
superficial serosal laceration, intestinal parietal bleeding and
intestinal perforation. Intestinal perforation rate varies in studies of
other foreign authors. Grafen (2010) reported 1/90 cases of intestinal
lesions detected during surgery. This rate in the study of Wullstein
(2003) was higher, accounting for 15/52 laparoscopic cases.
4.3.4. Postoperative complications

The infection infection rate in our study was 2,0%. Wound
infection rates reported in other studies ranged from 5.9% in the
study by Chopra (2003), 5.8% in Wullstein report (2003) and 6.5% in
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Khaikin study (2007). Respiratory infectious complication rate was
9.4%. Respiratory complications were reported in the study by
Woullstein (2003) at a rate of 1.9%.

The rate of prolonged post-operative ileus was 12,2%. Chopra
(2003) reported a difference in the rate of post-operative ileus
between the two groups laparoscopic surgery and open surgery :
laparoscopic group with 3/34 cases (8.8%) and open surgery group
with 17 / 41 cases.

Suter (2000) reported 4/13 cases of intestinal perforation with
delayed detection during postoperative course. We did not have any
lately detected bowel perforation case. When performing
adhesiolysis, we use the atraumatic tools, limit clamping the thin,
edematous intestinal wall. In addition, we use blunt scissors to
remove the adhesive and dividing band instead of electrocautery
instruments such as hooks, dissectors because they can easily cause
electrical burns and intestinal ischemia which are difficult to detect
during the operation.

There were no motarlity within 30 days. Grafen (2010) reported
the mortality rate after laparoscopic treatment of intestinal obstruction
about 5%.

4.3.5. Success rate

The success rate in our study was quite high (92.5%). Other authors
also reported similar success rate: Nguyen An et al (2007) 81%, Nguyen
Van Hai (2008) 87.5%, Nguyen Hong Son (2010) 90.8% .

4.4. Factors related to success rate of laparoscopy
4.4.1. Preoperative factors
4.4.1.1. Past history factors

We didnot find an association between the number of previous
abdominal surgery and the success of laparoscopy in general and the
ability to do pure laparoscopy in particular. According to many
authors, the number of abdominal surgery> 2 is considered as a
relative contraindication to laparoscopic treatment for POIO.
However, Nguyen Hong Son (2010) stated that in cases with mild
abdominal distention laparoscopy can still be applied. We agree with
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this opinion of Nguyen Hong Son. In particular, four cases of
conversion in our study had only one previous abdominal surgery.
Therefore, the individual extent of adhesion in each case are the most
factor affecting the success of laparoscopy. The number of abdominal
surgery should only be considered a prognostic factor.

According Fevang, the proportion of patients requiring bowel
resection and the proportion of patients with postoperative
complications increase with the number of small intestinal
obstruction treatment in the history. However, we also found no
relationship between the number of treatment, the time from the most
recent abdominal surgery to surgical results.

Considering the type of incision, in a study of 103 patients
presented at the 2013 conference of the American College of
Surgeons, midline incision is a risk factor for increased rate of
conversion to open surgery, and increased surgical time. This is also
consistent with the results of our study, the proportion of patients
with a midline incision wa significantly greater in conversion group
and minilaparotomy group than laparoscopic group ( 75% and 80%
versus 29.4%). Data analysis also showed that the ability to do pure
laparoscopy was also related to the type of incision, especially the
lower midline incision or upper/lower midiline insion with p <0.05.
However, in patients with a midline incision, pure laparoscopy was
performed in 10/25 cases (40%). Therefore, midline incision is not
an absolute contraindication of laparoscopic adhesiolysis.

Therefore, we can see that the number of previous surgeries and
previous incision only relatively affect the success rate of
laparoscopic and the important thing is still the lesions observed in
during laparoscopy.

Concerning type of abdominal surgery in history, patients with
history of laparoscopic appendectomy were successfully managed
by pure laparoscopic procedures (4 cases). In addition, there is a
relationship between the type of organ operated and the ability to
perform pure laparoscopic surgery, especially those with history of
appendicectomy, p (F) <0.05. Operative time was also associated
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with the type of organ operated. Shortest operative time was seen in
cases with history of appendicectomy, p <0.05.

According to Levard et al., the shorter the time from the onset of
pain until surgery, the higher is the success rate. In our study,
statistically significant difference was observed between pure
laparoscopy group and minilaparotomy/laparotomy group, p (t) <0.05
in terms of preoperative pain duration.
4.4.1.2. Clinical factors

According Agresta (2000) and Borsellino G (2004), the presence
of signs of intestinal ischemia or necrosis is an indication for open
surgery. The absence of those signs on physical examination is a
predictor of success. Indeed, localized pain was associated with the
ability to perform pure laparoscopy, p <0.05.

Another indirect signs preoperative signs of sepsis. These
patients often arrive late or obstruction is due to strangulation, thus,
the risk of perforation and bowel necrosis is higher. Analysis also
showed the correlation between preoperative signs of sepsis and the
success of laparoscopy, p <0.05.

Most patients addmited with incomplete obstruction can be
treated by pure laparoscopy. Only in 5 of these cases, we had to adda
minilaparotomy to suture the serosal laceration. In our opinion,
recurrent incomplete intestinal obstruction is a favorable indication
for laparoscopic adhesiolysis. However, the analysis showed no
association between the type of obstruction and the success rate.
4.4.1.3. Paraclinical factors

The size of the bowel loops on X-ray and ultrasound have been
mentioned by many authors as a predictor of success. Duong Trong
Hien (2014) and Nguyen Hong Son agreed that bowel diameter >
4cm on plain abdominal X-ray predicts conversion to open surgery.
We also found this relationship in our research. In addition, dilated
bowel loops and bowel diameter were also related to the operative
time. The larger the bowel diameter, the longer the operative time r =
0.315, p <0.05.
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However, it is not reasonable to base the indication on this
number. In many cases we can still successfully perform laparoscopic
procedures. Obviously the bowel diameter on radiography reflects
partially the degree bowel distention, especially in cases of closed
loop bowel obstruction. In this case, there are only several loops
which are dilated to this diameter and laparoscopic exploration can
bring many benifits. Therefore, it would be better if we consider the
overall degree of abdominal distention and also important the general
health of the patients. In our study as well as other authors, one of the
exclusion criteria or contraindication for laparoscopic treatment for
POIO is severe abdominal distention.

In summary, among the preoperative factors, only severe
abdominal distention can be considered as a contraindication of
laparoscopic procedures, the remaining factors can only be seen as
prognotic factors.

4.4.2. Intraoperative factors
4.4.2.1. Peritoneal adhesion index

The lesions detected during surgery were mentioned by many
authors as predictors of successful laparoscopic adhesiolysis.
According Levard (2001), the success rate was much higher for
patients with intestinal obstruction due to 1-2 simple band. We
observed increasing PAI index accompanying increased surgical
time, lower success rate and lower rate of pure laparoscopy and this
association was statistically significant.

This is in line with Bologna guidelines in 2013 that one of the
prognostic factors for laparoscopy success is POIO due to simple
band. Thus, PAI related to the results of laparoscopic treatment. The
guestion is that whether preoperative factors can help surgeon
determine this index to choose the type of surgery?. In our study, we
did not find a relationship between type of surgery, number of
surgery and previous incision and PAI, therefore, the position and the
extent of adhesion can only accurately assess during the surgery,
either laparoscopic or open.
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In other words, although PAI directly related to the success
of laparoscopy but is directly related contraindications of
laparoscopic because only after surgery, this index or the extent of
adhesion can be assessed.
4.4.2.2. Lesions requiring bowel resection and intraoperative
complications

Another factor to be considered is indication for bowel resection,
and intraoperative complications. According to Suter, intestinal
perforation rate can vary from 3 to 17.6%. Suter stated that we can
suture most cases of intestinal perforation laparoscopically. However,
if there is abdominal contamination, it is better to switch to open
surgery. Upon detection of bowel perforation during surgery, it is not
required to convert to open surgery if the location of bowel
perforation collapse, there is contamination of the abdominal cavity.
In our study, patients with indication of bowel resection or
intraoperative complications, operative time was significantly higher
than patients without these factors. Two aforementioned factors were
also associated with the success of laparoscopy in general and the
ability to perform pure laparoscopy in particular.

Thus, if the patient has indication of bowel resection or there are
intraoperative complications such as intestinal perforation, we should
consider conversion to open surgery or minilaparotomy. We were
able to detect all of these situations during laparoscopy.

4.5. LONG-TERM RESULTS OF LAPAROSCOPY
4.5.1. Recurrent intestinal obstruction

We did not detected any cases of recurrent intestinal obstruction
requiring hospitalization for treatment. There are two cases of
patients with symptoms of transient incomplete intestinal obstruction,
who did not require hospitalization.

After adhesiolysis, overall recurrence rate was 18% after 10 years
and 29% after 30 years. All clinical studies and most experimental
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tudies showed reduced levels of postoperative adhesion formation
after laparoscopic compared with open surgery. However, evidence
of the ability to reduce the incidence of postoperative ileus recurrence
of laparoscopic adhesiolysis versus open surgery remained unclear.
Some other authors showed that the rate of recurrent small bowel
obstruction in patients treated with laparoscopy higher in patients
treated with open surgery. Wullstein reported recurrence rate after
laparoscopic adhesiolysis of 0 - 14.2%, while the rate for classic open
surgery was 0 - 4.6%. However, the Duron J stated that the
conflicting results could be due to bias in sampling methods in
different studies.

4.5.2. Incisional hernia and pain

In our study, 34 patients treated with pure laparoscopy showed
no at trocar sites from surgery until the follow-up exam.

Among 15 patients with minilaparotomy and 4 patients converted to
open surgery, entire re-examination with clinical and ultrasound
examination, patients did not show any signs of pain, incisional hernia or
strangulation, wound or trocar site inflammation.

In the long-term follow-up studies after surgical treatment of
intestinal obstruction, no study has compared the rate of wound
complications including wound hernia, persistant incision pain.
However, studies showed that the laparoscopy tend to reduce wound
complications, especially the rate of incision hernia. Le Huu Nho
study et al (2012) in a review of 17 studies from 1988 to 2011 to
compare the rates of incisional hernia between laparoscopic and open
surgery showed that a total of 1858 open surgeries and 1647
laparoscopic surgery, incisional hernia rate was respectively 12% and
6.3% (p = 0.001). 3 study and 2 prospective randomized comparative
study also reported incisional hernia rate increased significantly after
open surgery. The results of our study is compatible with these
observation, even for minilaparotomy with 0% incisional hernia.
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CONCLUSION

From 11/2008 to 8/2014, with 49 cases of POIO treated by
laparoscopy, we can draw the following conclusions:
1. Indication of laparoscopic treatment of POIO

o Laparoscopy for POIO can be indicated without:

- Contraindications for pneumoperitoneum: shock, peritonitis,
severe medical conditions.

- Severe abdominal distention.

e Besides conditions which are the contraindications for
pneumoperitoneum, the only contraindication for laparoscopy is
severe abdominal distention.

e Other cases without contraindications, laparoscopy can be
indicated in different theurapeutic settings: urgent, emergency, semi-
urgent setting.

e Laparoscopy can be indicated to determine and assess the
lesions and directing the choice of treatment: continuing laparoscopy,
switch to minilaparotomy or laparotomy.

2. Outcomes of treatment of POIO and several related factors

o Success rate 92,5%, 15 cases converted to minilaparotomy
(28,3%), 4 cases converted to laparotomy (7,5%). Result was
classified as good (77,6%), moderate (22,4%), bad (0%).

o Higher success rate with following characteristics:

- Shorter preoperative pain duration (32,5 h vs 58,3 h)

- History of appendicectomy (laparoscopic or open), success
rate 81,4%

- No lower midline or upper-lower midline incision

- No preoperative signs of sepsis, success rate 95,5%

- No preoperative localized pain, success rate 95,5%

- Bowel diameter on ultrasound < 4cm, no dilated bowel loops on
plain abdominal film: shorter operative time and higher success
rate 92,4%

- Intreoperative observation of simple and untight adhesion,
success rate 92,4%
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- No indication for bowel resection and no complication of
intestinal perforarion, success rate 92,4%

e  Low complication rate and no mortality (incisional infection
2,0%, prolonged ileus 12,2%, respiratory complications 8,2%)

e Long-term follow-up detected only 2 patients with symptoms
of recurrent incomplete intestinal obstruction which resolved
spontaneously without hospitalization.

SUGGESTIONS

1. POIO treatment by laparoscopic surgery is a safe, feasible
and effective with many advantages such as shorter hospital stays,
high aesthetics and low recurrence rate. Therefore it can be
implemented if there are the availability of equipments, anesthesia
and critical surgical care unit and most importantly, surgeons who
are experienced with laparoscopic surgery to reduce complications.

2. Expanding indications and assessing the outcomes of
laparoscopy for recurrent POIO and non-adhesive postoperative
intestinale obstruction.

3. Extend the follow-up period for laparoscopic cases
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