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ASA
BMI
CDC
CS

GP
ERCP
KCMT
MR
MRCP
MRI

NOMC
NOTES

OMC
PTC

PTNS
RR

SILS
TULESS

VAS

WHO

CAC CHU VIET TAT

Hiép hoi giy mé hdi stirc Hoa Ky

(American Society of Anesthesiologists)

Chi s6 khéi co thé

(Body Mass Index)

Trung tim kiém soat va phong ngira bénh
(Centers for Disease Control and Prevention)
Cong su

Giai phau

Noi soi mat tuy ngugc dong

(Endoscopic Retrograde Cholangio Pancreatography)
Kénh chung mat-tuy

Mat-ruot

Chuyp cong huong tir mat-tuy

(Magnetic Resonance Cholangiopancreatography)
Chup cong huong tir

(Magnetic Resonance Imaging)

Nang 6ng mat chi

Phau thuit nodi soi qua 16 tu nhién

(Natural Orifice Translumenal Endoscopic Surgery)
Ong mét chu

Chup dudng mat xuyén gan qua da

(Percutaneous Transhepatic Cholangiography)
Phau thuét noi soi

Ruot-rudt

Phau thut ndi soi mot vét md

(Single Incision Laparoscopic Surgery)

Phau thuat ndi soi mot vét md qua ron
(Transumbilical Laparoendoscopic Single Site Surgery)
Thang diém mirc ¢ dau hinh anh

(Visual Analogue Scale)

T6 chirc Y té Thé gidi

(World Health Organization)



CAU TRUC CUA LUAN AN

Luan an duogc trinh bay trong 119 trang (khong ké tai liéu tham

khao va phu luc)

Luén an duogc chia ra:

- Dit van dé : 2 trang
- Chuong 1. Tong quan tai liéu : 38 trang
- Chuong 2. Pbi tugng va phuwong phap nghién ctru : 21 trang
- Chuong 3. Két qua nghién ciru : 29 trang
- Chuong 4. Ban luan : 27 trang
- Két luan : 2 trang

Luan 4n gdm 56 bang, 1 biéu d6 va 129 tai liéu tham khao trong
d6 co 25 tai liéu tiéng Viét, 104 tai liéu tiéng Anh.

Phu luc gém cac cong trinh nghién ctu, tai liéu tham khao, mét )
hinh anh minh hoa, phiéu nghién ctru, danh sach bénh nhan.



PAT VAN PE

1. Tinh cép thiét cia dé tai

Nang 6ng mat chii (NOMC) la tinh trang gidn khu trd hay lan toa
dudng mat trong va ngoai gan. NOMC 1a mot bénh 1y hiém gip, chu yéu
xudt hién & tré gai va phan bd chu yéu ¢ ving Pong A.

Chan doan sém, chinh xac va can thiép ngoai khoa 1a cin thiét dé
tranh nguy co ung thu hoa dudng mat. Hién nay phau thuat noi soi da
dugc tng dung rat hiéu qua trong viéc phau tich nang dng mat chu, tuy
nhién viéc thuc hién miéng ndi mat-rudt van con nhiéu tranh luan va két
qua phy thudc vao uu nhuoc diém cua timg phuong phap.

Phuong phap ndi mat-rudt tt nhat 1a phuong phap cho phép co duge
su luu théng gan voi sinh 1y binh thuong nhat giita dudng mat va dng
tiéu hoa, han ché duoc tbi da sy trao nguoc dich tiéu hoa vao trong
dudng mat va it bién ching nhat. Tuy vdy viéc lya chon phuong phap
nbi mat rudt ngoai yéu cau vé miat bénh 1y, giai phau, sinh 1y bénh hoc,
dung cu phau thuat, con tiy thudc nhiéu vao thoi quen, k¥ nang va kinh
nghiém cia ca nhan timg phau thuat vién.

Hién nay nhiéu phuong phap tai 1ap luu thong mat rudt di dugc thuc
hién. Mot sb tac gia da dé xuit viéc tai lap luu thong mat rudt sau cit
nang dng mat chu ndi soi bang cach ndi dng gan chung-ta trang, phuong
phap nay dé thyc hién, cho thoi gian mé ngén nhung ty 1& nhiém tring
dudng mat sau md cao va nhidu bién ching khac véi ty 16 khoang 6%.
Nhimng nghién ctru gan day cho thiy phau tich nang 6ng mat chu bang
phwong phap ndi soi da trd nén don gian, dé thuc hién va miéng ndi dng
gan chung-hdng trang theo kiéu Roux-en-Y 1am cho duong mat it tiép
xuc voi dich tiéu hoa nén da giam thiéu duogc ty 18 nhidm trang dudng
mat so v6i nhitng phuong phap ndi mat rudt khac, do d6 nhiéu phiu
thuat vién uu tién lya chon. Véi kiéu ndi nay miéng ndi mat rudt duoc
lru thong tdt, ty 16 bién chimng do xi miéng nbi rat thap khoang 2,3%.
Chon mot phuong phap ndi mat-rudt an toan, it bién chimg va mang lai
chat luong cudc song tt cho bénh nhan sau cat nang ng mat chi 1a nhu
cAu that su can thiét trong bdi canh hién nay.



Mic du vdy, phuong phap phiu thuat ndi soi cit nang dng méat cha va
tai 1ap luu thong mat rudt kiéu Roux-en-Y trong diéu tri nang 6ng mat
cht ¢6 nhidu vu diém tuy nhién van con nhiéu ban ci xung quanh van
dé chi dinh, k¥ thuat phau thuat... véi mong mudn danh gia thém nhiing
uu khuyét diém ctia phuong phap, gop phan sb liéu vao linh virc nghién
ctru tao diéu kién cho phﬁu thuét vién c6 thém co s dé chon lua phuong
phap diéu tri nang 6ng mat chi, ching toi thuc hién d& tai: “Nghién ciiu
ing dung phdau thudt ngi soi cdt nang ong mdt chii va tdi ldp heu thong
mat rudt kiéu Roux-en-Y”.

2. Muc tiéu dé tai

1. Nghién ciru ddc diém 1am sang va can 1am sang ciia bénh 1y nang
6ng mat chi ¢ tré em va ngudi 10n.

2. Panh gia két qua phiu thuat ndi soi cait NOMC va téi lap luu thong
mét rudt kiéu Roux-en-Y.

3.Y nghia thue tién va dong gép cia dé tai

Trong xu thé phat trién phau thuat xdm nhap tdi thiéu, PTNS dugc ap
dung trong nhiéu phdu thuat trong d6 c¢6 cit NOMC. Trén thé gidi va
trong nudc, cic bao cao vé phau thuat ndi soi diéu tri NOMC da cho két
qua kha quan. Tuy nhién, viéc lya chon phuong phap nbi mat rudt van
con duoc tranh cai. Vi vdy tién hanh nghién ciru va danh gia két qua diéu
tri NOMC bang PTNS cit NOMC va ndi éng gan chung hdng trang
Roux-en-Y 1a can thiét & nang cao hon nita chat lwong diéu tri, dong
gop nhitng dit kién vao linh vuc nghién ctru vé nang dng mat chu ciing
nhu ap dung trong giang day.

Két qua nghién ciru néu 1én cac dic diém 1am sang va can 1am sang
ctia BN NOMC ¢ tré em va ngudi 16n dugc didu tri bang PTNS cit nang
va ndi éng gan chung hdng trang Roux-en-Y goép phan vao viéc chan
doan va tién lugng bénh.

Két qua nghién ctru ching to ddy 1a phuong phap kha thi, an toan,
dem lai nhiéu loi ich cho BN véi ty 18 bién chimg sau mé thip (12,8%).
Nghién ctru ciing dua ra cac yéu td tién luong bién chimng sdm ciia phau
thuét 1a duong kinh 6ng gan chung con lai, chiéu dai dng gan chung con
lai va mili khau dng gan chung — hdng trang. Két qua sau md dugc phan
loai tot va kha chiém da sb (96,7%).
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) Chuong 1
TONG QUAN TAI LIEU

1.1. Phoi thai hoe dwong mat
1.2. Giai phiu dwong mat
1.3. Sinh ly bai tiét dich mat
1.4. Co ché bénh sinh nang 6ng mat cha

Hién nay c6 rat nhiéu gia thiét dugc dua ra dé giai thich cho qua trinh
sinh bénh NOMC, nhung tat ca déu théng nhat sy hinh thanh nang 1a do
suy yéu ciia thanh 6ng mat chu, do hep doan cudi ng mat chu, hay do ca
hai. C6 ba gia thiét dwoc chip nhan nhidu hon ca 1a réi loan chtc ning
van dong hé dudng mat, sai 1éch trong qua trinh tai réng hod duong mat,
va gia thiét kénh chung mat-tuy dai, dugc chap nhan nhiéu nhét.
1.5. Phan loai nang 6ng mat chi

C6 nhiéu phan loai hinh thai hoc cia NOMC trong d6 phan loai dugc
Todani dé xuit nam 1977 1a loai dugc st dung rong rai nhét hién nay bao
gdm 5 thé chinh:

- Thé I: gian don thuan 6ng mat chu, phd bién nhat

+ IA: gidn hinh ciu toan bd dng mat chu

+ IB: gidn khu tr mdt doan 6ng mat chu

+ IC: gian lan to6a hay gian hinh try

- Thé II: tai thira duong mat ngoai gan

- Thé III: tai sa dng mat chu

- Thé IV: gdm 2 nhém nhod

+ IVA: gidn thanh nhiéu nang ¢ ca dudng mat ngoai gan 1an dudng
mat trong gan.

+ IVB: gian thanh nhiéu nang & dudng mat ngoai gan.

- Thé V: gidn dudong mit trong gan thanh mot hay nhidu nang, duong
mat ngoai gan binh thuong, con goi la bénh Caroli.
1.6. Lam sang nang 6ng mat chii

Céc biéu hién 1am sang thuong gap bao gém vang da, dau bung, khdi
u dudi suon phai. Cac triéu chiing khac bao gom gan lach I6n,budn nén,
nbn maa, sut can.



1.7. Chan do4n hinh dnh nang 6ng mat cha

Céc phuong tién chan doan hinh anh thudng duoc sir dung trong bénh
ly NOMC la siéu am bung, chup cit 16p vi tinh, chup duong mat va chup
cong hudng tur mat tuy.
1.8. Giai phiu bénh nang 6ng mat cha
1.9. Bién ching ciia nang 6ng mat chi

Cac bién chimg cia NOMC bao gom soi trong nang, so6i gan, nhidém
trung duong mat, viém tuy, ung thu duong mat, ap xe duong mat, xo gan
va tang ap cua, vO nang tu phat. Vi su ra doi cia cadc phuong tién chan
doan hién dai, NOMC hién nay thuong dugc phat hién sém & giai doan
khong c6 tri¢u chung.
1.10. Cac phwong phap diéu tri phiu thuat nang 6ng mat cha

Lua chon phuong phap diéu tri dua vao loai nang va sy hién dién cua
cac bénh 1y dudng mat tuy kém theo. NOMC phai duoc cit bé hoan toan
va luu théng duong mat phai duoc tai 14p bang miéng nbi mat rudt. Néu
khong cit bé dugc NOMC hoan toan thi cb ging cit bo ban phan nang,
n6i dng gan chung voi hdng trang. BN sau khi phau thuat phai duoc theo
ddi do nguy co ung thu va hep miéng ndi mudn.

e Piéu tri nang 6ng mat chi bing phau thuit ndi soi

Sau truong hop PTNS diéu tri NOMC dau tién duoc bao cao boi
Farello va CS (1995), nhiéu tac gia, dic biét & chau A di bao cao nhidu
nghién ciru v6i s6 luong BN rat 1on NOMC duoc diéu tri bang PTNS.

Day 1a phiu thuit it gy sang chan: BN d& dau sau md, thoi gian hdi
phuc (an duong miéng, di lai, nam vién) ngén hon so v6i mé mo.Khi
phéu thuét vién c6 kinh nghiém md ndi soi, viéc thuc hién cit nang,
miéng ndi mat rudt chinh xac hon so véi mdé ma.

e Phwong phap ndi soi mt dwong mo

Nim 2012, Diao N béo cdo PTNS qua mot dudng md véi dung cu
PTNS tiéu chuin cho 19 bénh nhi. Cac k¥ thudt boc nang va khau ndi
ciing giéng nhu phiu thudt ndi soi truyén théng. Tuy nhién do phiu thuat
qua mdt 15, nén viéc thyc hién ky thuat s& khé khin hon rat nhiéu so véi
ndi soi thong thuong.



e Phwong phap phiu thuat bang Robot

Phéu thuat cit NOMC ndi dng gan-hdng trang qua ndi soi bang robot
bat dau duoc thir nghiém va bao cao l4n dau tién nam 2006 cua Woo R
va CS.
1.11. Cac phwong phap néi mat rugt

e CAc nguyén tic chinh

- Miéng ndi phai duoc thuc hién trén to chirc lanh.

- Puong mat gian da 16n (duong kinh 10 - 15mm) dé miéng ndi dugc
thuc hién dé dang va du phong @ tré dich mat sau mo.

- Khau ap dugc niém mac ciua duong mat va rudt.

- Miéng ndi khong duoc cing.

- Khau thanh co ¢ phia rudt va mili toan thé vé phia dudng mat.

- Sur dung cac loai chi ti€u cham nhu Vicryl 3.0 hoac 4.0.

e Bién doi sinh 1y sau ndi mat rudt

o Khau vit hay khau miii roi

Ty 1& do miéng ndi tang dbi véi miéng ndi khau miii roi con ty 1¢ hep
miéng ndi tang 1én dbi véi miéng ndi thyc hién bang mii vit.
1.12. Lich sir nghién ciru bénh ly nang 6ng mat chi



) Chuwong 2
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. POI TUQNG NGHIEN CUU

Gom 70 BN chin doan NOMC va dugc phau thuét ndi soi cat nang
va tai lap luu thong mat rudt kiéu Roux-en-Y tai Bénh vién Trung wong
Hué tir thang 01 nam 2012 dén thang 08 nam 2017.

2.1.1. Tiéu chuén chon bénh
- NOMC loai IA, IB, IC, IVA theo Todani.
-ASA<3.

2.1.2. Tiéu chuén loai trir

O céc bénh nhan

- C6 biéu hién sbc nhiém tring, nhiém doc.

- C6 duwong md cii qua ving ron.

- Pang mang thai.

- Chéng chi dinh phiu thuét ndi soi.

2.2. PHUONG PHAP NGHIEN CUU
2.2.1. Thiét ké nghién ciru
Nghién ctru tién ctru, mo ta.
2.2.2. N¢i dung nghién ciru
2.2.2.1. C&c dir kién vé dic diém lim sang va cdn lim sang

- Céc dir kién vé dic diém chung gom tudi, gi6i, noi sinh song.

- Céc dix kién vé dic diém 1am sang g6m ly do vao vién, tién st noi
ngoai khoa, than nhiét khi vao vién, cac tri¢u chung lam sang chinh nhu
dau bung, s6t, rét run, vang da, budn ndn, ndn, chudng bung, ngira, phan
bac mau, nudc tiéu dam mau, xuit huyét tiéu hoa, gan lac 16n, khéi g6
vung ha suon phai.

- Céc dit kién vé dic diém can 1am sang: xét nghiém mau (bach clu,
bilirubin, amylase, men gan), xét nghiém nudc tiéu (sic t& mat, mudi

mat), siéu am bung, chup cat 16p vi tinh hodc cdng hudng tir bung.



2.2.2.2. Panh gia két qua diéu tri ciia phwong phap phiu thuit ndi
soi cat nang 6ng mat chi va tii 1ap lwu thong mat rudt kiéu Roux-
en-Y

- Ghi nhén trwéc moé vé chan doan

- Ghi nhan trong mo: vi tri va sb lugng trocart, ap luc bom hoi, sb
luong mau tmyén, tinh trang gan, ti mat, NOMC va dich mat, k¥ thuat
cit nang, duong kinh 6ng gan chung con lai, chiéu dai 6ng gan chung
con lai, k¥ thuat khau miéng ndi, chiéu dai quai rudt néi Roux-en-Y, thoi
gian phiu thuat, tai bién trong phau thuat, chan doan phan loai theo
Todani.

e Phuong phap phiu thuit

- Chuén bi bénh nhin

- Phuwong ti€n va dung cu

- Quy trinh phiu thuat

+ Tu thé BN: BN ndm ngtra, ¢au cao, nghiéng trai

+ Phuong phap v6 cam: mé ndi khi quan.

+ Bb tri dan may ndi soi: Phau thudt vién va ngudi phu md mot cam
camera ding bén trai BN, phu md hai dimg bén phai. Dan noi soi dugc
dat ¢ bén phai BN.

+ Cac budc cua quy trinh phau thuat:

- Phdu tich va gidi phong nang

+ Tién hanh giai phong tai mat, phau tich dong mach tii mat va cit
dong mach ti mat.

+ Phau tich tai mat ra khoi gan va di xubng phia ¢o tii mat. Dung tai
mat dé treo nang lén, phau tich mit trudc nang, sau d6 phau tich bén trai
va bén phai nang. Tl bén trai phu tich dan tach nang khoi dong mach
gan va tinh mach cira cho dén luc luén duge kep phau tich qua giita nang
va tinh mach ctra bén trai sang bén phai. Trong trudng hop phiu tich khé
khin c6 thé khau treo dy chang tron vao thanh bung dé ning gan.

+ Tiép tuc phau tich boc tach phan dudi nang khéi to chirc xung
quanh va tuy. Trong qua trinh phau tich ding may d6t ludng cuc va don
cuc. O phia xa ctia nang luu y dong mach ta tuy trude trén va dong mach
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vi ta trang. D4y 1a hai mach mau d& bj ton thuong nhit. Dung mot kep
dua qua trocar thir 4 dé day ta trang xudng dudi, ding mot kep dwa qua
trocar thir 3 dé phau tich va cAm mau. Cat siu xudng phia dudi phan 6ng
mét chil ndm sau ta trang, cit toi da co thé dén khi phﬁn con lai c6 thé
kep bang clip. Néu phau tich khé thi c6 thé md nang ra quan sét tir trong
nang dé tim ra 156 cua 6ng mat tuy chung sau d6 khau lai 15 nay.

+ Sau khi phau tich téi doan cudi ciia nang, thuc hién déng lai dau dudi
ctia nang da thu nho lai bang Clip phan ndi gitta ddy nang va dng mat tuy
chung trong truong hop dau dudi thong, khong xir tri gi néu dau dudi tic
hoan toan.

+ Cit roi day nang. Tiép tuc boc tach phin trén nang 1én sat dng gan
chung. Cit phén trén ngang dudi mtc d6 vao dng ¢ tii mat. Quan sat dé
tim 16 ctia dng gan chung. Cit tiép phan con lai ctia nang ra khoi dng gan
chung.

+ Tiép theo, phiu tich 1én ving rén gan chd chia d6i cua nhanh gan
phai va tréi. O ving nay ludn cha y dén cdc mach mau chay & mit sau
ctia dng gan chung tai ron gan, néu phau tich khong can than d& bj ton
thuong cac mach mau nay. Sau khi phau tich toan bd nang ra khoi cudng
gan, cit bo nang, 1dy dich thir amylase.

Ky thudt néi éng gan chung véi hong trang theo phuong phip Roux-en-Y:

Nbi trudc dai trang ngang, miéng ndi dng gan-hdng trang cach miéng
nbi hdng-hdng trang tir 30 - 60cm dé tranh cang va trao nguoc tily. Mo
rudt tiy kich thudc dng gan, cach du tan quai hdng trang khoang 2cm.
Pudng khau qua tit ca cac 16p cua rudt, lay 1 miii khoang 4 - 5mm & 16p
thanh co, it hon ¢ niém mac va khoang 3mm & 6ng mat.

Sau khi cét nang, ndi soi vén dai trang ngang 1én phia trén dé tim goc
Treitz. Khau mot mii chi chod cach goc Treitz 30cm, khau mdt miii chi
Vicryl cach miii khau thir nhat 2cm. D6i v6i mot sb phau thuat vién co
kinh nghiém thuong khong sir dung budc nay. Dung mot kep gitr quai
rudt gitra 2 mili khau. Rt bo trocar rén va mé rong trocar ron thém lem
theo chiéu doc. Dung kep day quai rudt qua vét md & ron va kéo quai
rudt ndy ra ngoai thanh bung. Cit d6i quai rudt giita 2 soi chi va ndi
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hdng trang-hdng trang theo kiéu tan-bén. Pua rudt tré lai 6 bung. Khau
nhé vét mo qua ron. Dit lai trocar rén va tiép tuc thi noi soi.

Pua quai rudt chit Y qua mac treo 1én rén gan hodc c¢6 thé dé trén dai
trang. Mo quai rudt theo chidu doc cach dau tan cung khoang 2cm. Nbi
ong gan chung-hdng trang mot 16p tan-bén bang chi vicryl 5.0 hoic 4.0.

Khau dinh mac treo néu néi xuyén qua mac treo dai trang ngang. Dt
dan luu dudi gan va dong cac 18 trocar.

e Danh gia két qua sém sau mo: thoi gian trung tién sau mo, thoi gian
rat dan luu, thoi gian nam vién sau md, bién ching sém sau phﬁu thuat
(Vét mo, chay mau, ap xe tdn luu, do hay hep miéng ndi, tic rudt sém
sau md, bién chimg giy mé, phiu thuat lai), tir vong sau mo.

- Pdnh gid két qua phdu thudt theo phén logi ciia Terblanche

+ Loai tbt: khong c6 tridu ching 1am sang ciia dudng mat.

+ Loai kha: c6 triéu chung lam sang thoang qua nhu dau bung dudi
sudn phai dudi mot ngay, tw khoi ma khong can diéu tri.

+ Loai trung binh: ¢6 cac triéu chiing duong mat rd, thoi gian kéo dai
hon mét ngay va phai didu tri bang thudc mai hét dau.

+ Loai kém: c6 cac tri€éu chiing dudng mat ro, tai phat nhiéu 1an, co
bién chimg ning nhu suy gan, ting ap tinh mach cira, hodc bit budc phai
md lai hay giy tir vong.

e Ghi nhan két qué giai phau bénh

e Tii khim sau mo:

Tai kham vao cac thoi diém trude 3 thang va sau 12 thang.

+ Panh gi4 chung: ghi nhan tinh trang vét mo, triéu ching 1am sang
clia tac rudt, nhidm tring dudng mat hay dau bung dai dang.

+ Xét nghiém mau

+ Xét nghiém hinh anh: siéu am bung, CT scan hoac MRI

- Panh gia két qua phau thuat theo phan loai ctia Terblanche
2.2.3. Xir 1y s6 liéu

S liéu dugc thu thap va duoc xtr 1y theo thong ké y hoc bing phan
mém SPSS 20.0.



) Ghlro’ng 3
KET QUA NGHIEN CUU

Tir 1/2012 dén 8/2017 ching t6i da phau thuat noi soi cit NOMC va
nbi mat ruét Roux-en-Y cho 70 trudng hop BN tai Bénh vién Trung
wong Hué va ghi nhan dugc nhiing két qua sau:

3.1. Pic diém chung
3.1.1. Tudi

Tuoi trung binh ctia BN: 12,8 + 17,59 tudi.

Nhom > 16 tudi ¢6 tudi trung binh 14 37,5 + 16,59 tudi

Nhom < 16 tudi co tudi trung binh 1a 3,6 + 3,07 tudi.

3.1.2. Gioi
Phan 16n BN gip & nit gi6i v6i 81,4%.
3.1.3. Dia dw

Céc BN trong nghién ciru chiém da s6 1a nong thon véi 75,7%.
3.2. Pic diém 1am sang
3.2.1. Ly do nhdp vién

BN nhap vién chii yéu véi triu ching dau bung ha suon phai
(75,7%). Phan bac mau va vang da chii yéu giap & nhom tré em.

3.2.2. Tién sir

BN c6 tién sir bénh rat nghéo nan, da s6 cac truong hop chua c6 tién
sir bénh tat cling nhu tién sir ngoai khoa. Bénh c6 tién sir hau hét gip &
nhom nguodi 16n: viém duong mat (1,4%), viém thi mat (2,9%), ph?lu
thuéat duong mat (2,9%).

3.2.3. Tri¢u chirng lam sang

- Phan 16n BN c6 tridu chimg dau bung ha suon phai (84,3%). Ngoai
ra, vang da gip & 18,6% va khdi gb ha sudn phai gap & 1,4% BN.
3.3. Pic diém cdn 1am sang
3.3.1. Sinh hod va huyét hoc

- Sdc t6 mat va mudi mat 4m tinh & 70% BN < 16 tudi va 24,3% BN
>16 tudi. Khong c6 sy khac biét gitta nhom tré em va ngudi 16n (p > 0,05).

- BN ¢6 tang bach cAu va bach ciu da nhan trung tinh chiém ty 1€
kh6ng cao (40%).

- Phan 16n BN c6 ting men gan ca 2 nhom tré em va nguoi 16n (> 60%).

- C6 21 BN (30%) c6 tang bilirubin mau, 16 tré em va 5 ngudi 16n.

- C6 18 BN (25,7%) c6 ting amylase mau gom 11 tré em.
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3.3.2. Siéu dm chén dodn trude phéu thudt

- NOMC kém s6i chiém ty 1& 10%, chii yéu gip & nhom nguoi 16n.
Viém tuy chiém 2,8%. Bat thuong giai phau duong mat chiém 1,4%.

- Bat thuong giai phiu trong duong mat trén siéu 4m c6 do nhay la
25% va do dic hiéu 1a 100%. C6 mbi twong quan cd ¥ nghia théng ké
giita siéu 4m va trong md vé két qua bat thuong giai phau (p < 0,05).

- Qua siéu am ghi nhén kich thudc nang trung binh 1a 39,3 = 22,3 mm
(10-108 mm). Khong c6 su khac biét gitra kich thudc nang trén siéu am
ctia 2 nhom tudi voi p>0,05.

- Nang OMC loai I chiém da s6 trén siéu am (87,1%). Nang OMC loai
IV chiém 12,9%.

3.3.3. Chup cit I6p vi tinh

- C6 100% BN dugc chup cat 16p vi tinh bung. Co 11,4% NOMC
kém s6i. Mot truong hop bat thuong giai phiu ¢ tré em.

- Chan doan bat thuong giai phdu trong dudng mat ciia CT c6 do
nhay 12 25% va d¢ dic hiéu 1a 100%. C6 mbi lién hé co y nghia thong ké
gitta CT va trong mo vé két qua bat thuong giai phiu (p < 0,05).

- Chan doan gan r mat cua CT c6 do nhay 1a 100% va do dac hiéu la
100%. C6 moi lién hé c6 y nghia théng ké giita CT va trong md vé két
qua gan o mat (p < 0,05).

- Chén doan nang viém dinh ctia CT c6 do nhay 1a 50% va d¢ dic
hiéu 12 100 %. C6 mébi lién hé c6 ¥ nghia thong ké giita CT va trong md
vé két qua nang viém dinh (p < 0,05).

- Phan loai theo Todani: loai IA, IB, IC (84,3%), loai IVA (15,7%).

- Kich thudc nang trung binh 1a 39,2 + 19,8 (10-98)mm.

3.4. Ghi nhan tinh trang trong mé

- C6 4 truong hop bat thuong giai phau. Mot trudng hop hop luu éng
gan thap, mot éng gan lac chd db vao ng gan chung, mot dng gan lac
chd d6 vao 6ng tii mat va mot truong hop dng gan chung rat nho.

- Két qua chan doan nang OMC trong md 13 TA(42,9%), 1C(52,8%),
IVA(4,3%)...

- CO6 54 BN c6 dich mat vang trong trong qué trinh phau thuat, 8
truong hop dich mat dang bun va c6 soi. Su khac biét vé dich mat gitta 2
nhom tudi khong cé y nghia théng ké (p > 0,05).

11



- 18/70 BN c6 tang amylase trong dich mat. Khong cé su khac biét co
y nghia thong ké giira 2 nhom tudi tré em va nguoi 16n (p > 0,05).

- Pa s6 cac truong hop ludn panh qua thanh sau dé cit nang (54,4%).
Céc ky thuét khac 1a cit tir day 18n (34,3%), cit dan tir mat trude ra sau,
tir trén xudng (11,3%).

- C6 mébi lién hé co y nghia thong ké giita duong kinh, chiéu dai dng
gan chung con lai, k¥ thuat khau miéng ndi mat rudt va tudi (p < 0,05).

Thoi gian phiu thuit

- Thoi gian phau thuat trung binh 1a 219,7 + 64,9 phit. Khong c6 mdi
lién hé c6 y nghia thong ké giita thoi gian phiu thuat theo nhom tudi,
kich thudc nang trén siéu am (p > 0,05).

- C6 mdi lién hé ¢ y nghia thong ké gitra thoi gian phiu thuat va éng
mat chd viém dinh (p < 0,05).

- Thoi gian phiu thuat cho ting loai nang cho thay chénh léch khéng
c¢6 ¥ nghia thong ké (p > 0,05).

- C6 mdi lién hé co y nghia théng ké gitta thoi gian phiu thuat va bat
thuong giai phau (p < 0,05).

- Thoi gian cat nang trung binh khoang 62,7 (25-120)phut. Khong ¢
mdi lién hé c¢6 ¥ nghia thong ké giira thdi gian phiu tich nang va tudi
(p>0,05).

- Thoi gian trung binh lam miéng ndi rudt-rudt & tré em 1a 45,9 pht
va nguoi 16n 1a 48,2 phit. Khong c6 mdi lién hé co y nghia thong ké
giita thoi gian 1am miéng ndi rudt-rudt va tudi (p > 0,05).

- Thoi gian trung binh 1am miéng nbi mat-rudt ¢ tré em la 45,6 phat
va nguoi 16n 1a 48,7 phat. Khong c6 mdi lién hé co y nghia thong ké
giita thoi gian 1am miéng nbi mat-rudt va tudi (p > 0,05).

- C6 2 BN phai truyén mau déu ndm & nhom < 16 tudi. Ca 2 trudng
hop BN nay trong qua trinh phiu thuat viém dinh quanh nang nhiéu kém
bat thuong giai phau din dén thoi gian phiu thuat kéo dai (200 phut, 300
phut). Hai truong hop nay sau d6 phai md lai.

3.5. Theo déi sau phiu thuit
3.5.1. Thoi gian trung tién sau mé
- Da s6 BN trung tién sau 24 - 48 gid sau phau thuét (54,3%).
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3.5.2. Dén lwu sau mé

- 100% BN duoc dit dan luu 6 bung bang sonde da day ngay dudi
miéng ndi mat rudt va dwa ra ngoai qua 13 trocart Smm da dit trude do.

- C6 94,1% BN dugc rat dan luu trong vong 1 - 4 ngay sau md. Thoi
gian rat dan luu sau mo cham nhét 13 14 ngay. Pay 1a trudng hop do mat
kéo dai sau d6 phai mo lai lan 2.

3.5.3. Dién bién vét mé

- Hau hét truong hop BN ¢6 vét mo kho sach va lién seo t6t (94,3%).
C6 3 truong hop nhiém trung vét mo (4,3%) va 1 trudng hop chay mau
vét mo (1,4%).

3.5.4. Két qud gidi phdu bénh

Bing 3.42. Két qud gidi phdu bénh

Bénh nhian | <16 tudi > 16 tuoi Tong
Gii phiu bénh nop Y% %o n o %
Nang thanh dich 38 543 | 14 | 20,0 | 52 74,3
Nang xo hda 5 7,1 2 2,9 7 10,0
Nang viém 4 57 3 4,3 7 10,0
Nang qua san 4 57 0 0 4 57
Téng 51 72,9 | 19 | 27,1 70 100,0

3.5.5. Bién chirng sém sau phéu thudt

- 5 trudng hop do mat sau md, c6 3 truong hop theo ddi dng dan luu,
sau 5 ngy dich mat hét ra, BN 6n dinh. C6 hai truong hop phai mo lai
dé 1am lai miéng ndi. Khong c6 mdi lién hé c6 y nghia thong ké giira
bién chimg sém sau md va tudi (p > 0,05).

- C6 moi lién hé co y nghia thong ké giita duong kinh va chidu dai
6ng gan chung con lai va bién chiig sém sau phau thuat (p < 0,05).

- C6 mdi lién hé c6 ¥ nghia thong ké giita miii khau éng gan chung-
hdng trang va bién ching sém sau phau thuét (p < 0,05).
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3.5.6. Két qud diéu tri
Bing 3.48. Ddnh gid két qud diéu tri theo phén logi ciia Terblanche
theo nhém tudi

énh nhin | <16 tudi | >16 tudi Tong p
Két qua n | % | n | % ]| n %
Tot 45 [643] 15 [ 214 | 60 | 857
Kha 2 | 29| 4 | 57| 6 8,6 0> 005
Trung Binh 3 4,3 0 0 3 4,3
Kém 1 [14] 0 0 1 1,4
Tong 51 | 729 19 | 27,1 70 | 100,0

- Sau phau thuat co 85,7% két qua t6t, 8,6% kha, 4,3% trung binh va
1,4% kém.

- Khéng c6 ¥ nghia thong ké giita két qua diéu tri va tudi (p > 0,05).
3.6. Két qua tai kham
3.6.1. Tdi khdm lan 1 sau phiu thudt trwée 3 thing

- C06 100% BN c6 tai kham trude 3 thang.

- 100% c6 men gan va bilirubin mau binh thuong.

- PBau bung ha suon phai gap ¢ 8 (11,4%) truong hop.

- CO 2 (2,9%) truong hop gidn duong mat trong gan, 2 (2,9%) hoi
dudng mat trong gan. Khong c6 méi lién hé c6 y nghia thong ké giira két
qua siéu 4m va tudi (p > 0,05).

- Khdng c6 BN ¢6 két qua diéu tri trung binh hodc x4u.

3.6.2. Tdi khdm lan 2 sau phdu thudt 12 thing

- C6 100% BN duoc theo ddi dinh ky sau phau thuat. C6 48 BN (68,6%)
tai kham tryc tiép, 13 BN (18,6%) dugc phong van qua dién thoai. C6 3 BN
(4,3%) bi mat lién lac va 6 BN (8,5%) chwa dén ngay tai kham.

- 100% (48/48) BN c6 men gan va bilirubin mau binh thuong.

- Dau ha suon phai gap ¢ 2 (3,3%) trudng hop.

- 2 (4,2%) BN gian dudong mat trong gan. Khong c6 mdi lién hé co ¥
nghia thong ké giita két qua siéu am va tudi (p > 0,05).

+ Co6 15/48 (31,3%) truong hop ching t6i chi dinh chup CT scan
hodc MRI khi trén 14m sang c6 triéu chimg nghi ngd va mot s6 bénh ¢
bién chig sém sau phau thuat.

2/15 (13,3%) truong hop co hO’l dudng mat trong gan. Chua ghi nhan
tru’O'ng hop nao c¢6 hep miéng ndi. Khong c6 mbi lién hé c6 y nghia
thong ké gitra két qua CT scan hodc MRI va tudi (p > 0,05).

- Khong c6 BN c6 két qua xau. Co 2 BN c¢6 két qua trung binh.
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Chuwong 4
BAN LUAN

4.1. PAC PIEM CHUNG

Qua nghién ciru, chung toi ghi nhan tudi trung binh ciia nhdm < 16
tudi 1a 3,6 + 3,1 tudi va ctia nhom > 16 tudi 1a 37,5 + 16,6 tudi.

Nghién ctru ctia Huang CS va cong su (2010), trong d6 tré em 42
truong hop chiém 41,6% va nguoi 16n 59 truong hop chiém 58,4%, tudi
trung binh 1a 8,9 tudi (tudi trung binh nhom tré em 1a 3,7 tudi va ngudi
16n 1a 43,6 tudi. Theo Lee JH va cong su (2013), nghién ctru & tré em
tudi trung binh 13 48,5 thang (3 thang - 12 tudi).

Nit chiém da s, ty 16 nam/nix 1a 57/13 = 4,38. Ty 18 nay ciing tuong
ddng voi cac tai lidu trong y van. Theo Sheng Q (2017) ty 1é nit/nam
khoang 15/3 = 5. Theo Liu Y va cong sy (2014), ty 1€ nit/nam la 29/6 =
4,83.

53 (75,7%) BN séng & ving nong thon va 17 (24,3%) BN song &
thanh thi. Tran Thién Trung ghi nhén ty 1€ BN ¢ noéng thon 90,8%.

4.2. PAC PIEM BENH HQC
4.2.1. Ly do vao vién

BN nhap vién chi yéu véi triéu chimg dau bung ha suon phai
(75,7%). Diéu nay ciing co thé giai thich duoc dua trén nhimg bién
chimg thuong gip cua bénh Iy NOMC 14 nhiém trung duong mat, séi
duong mat hay la trong bénh canh cia mot dot viém tuy cép. Theo Pham
Duy Hién (2012), 1y do vao vién chi yéu 1a dau bung chiém 88,9%.

5 (7,1%) BN vao vién vi phat hién tinh c6 NOMC va phat hién bénh
khi kham strc khde hodc thim kham siéu &m bung vi mot Iy do bénh ly
khéc. Soares KC (2015) nhan thdy dau bung la 1y do vao vién chiém ty 1¢
cao nhat 241/394 (61,2%).

Vé tién str, 91,4% khong co tién sir gi ddc biét trude 1an nhap vién
nay. 3 BN c¢6 tién sir bj nhiém tring dudng mat hay diéu trj viém tuy
cap. Truong Nguyén Uy Linh (2008) di ghi nhan 6/117 truong hop co
tién sir phau thuat trude dé vi cac 1y do nhu md 1ay so6i mat, md thung tai
mat, md tham sat do chin doan gian biét nang OMC, mo thoat vi hoanh
hodc md viém phtc mac do viém tuy cép. Su khac biét nay lién quan dén
tiéu chuan chon bénh trong nghién ciru ciia ching toi.
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4.2.2. Triéu chirng 1am sang

84,3% BN xuat hién triéu ching dau bung ha suon phai. Theo Tran
Ngoc Son (2015) dau bung 1a triéu chimg 1am sang thudng gip nhét chiém
khoang 85%. Theo Acker SN va cong su (2013), dau bung la triéu chirng
thuong gap, nhit 1a & tré 16n, dugc ghi nhan 35,5%.

Mot triéu chirmg thuong gép trong bénh canh cia NOMC la vang da
va niém mac, trong nghién ciru cta chung toi, 13/70 (18,6%) BN vang
da, trong d6 c6 10 BN ¢ nhém < 16 tudi. Nghién ciru 616 BN cua Liem
NT (2011), dau bung 14 cha yéu chiém 88,1%, non 42,7%, st 32,9%, vang
da 28,7%, phan bac mau 13%. Theo Singham J va cdng su (2010), tri¢u
ching chu yéu & tré em 1a dau bung, vang da trong khi triéu chimg chu
yéu & nguoi 16n chi 1a dau bung ting dot do nhidm trung duong mat
hodc viém tuy.

Triéu chimg khdi go ha swon phai chi c6 & mét (1,4%) BN & nhom <
16 tudi. Khong c6 BN nao c6 ddy di tam ching ¢ dién. Chung t6i thiy
rang tam chimg c6 dién ngay cang it thiy hon va cang mat di gia tri chan
doan do su phé cap cua siéu am trong viéc chin doan bénh som.

S6t chi gap ¢ 8 (11,4%) BN. Sot c6 thé nam trong bénh canh nhiém
trung duong mat.

4.2.3. Can lam sang
4.2.3.1. Sinh héa va huyét hoc

Chung t6i ghi nhan chi 4(5,7%) BN c6 xét nghiém sic t6 mat-mudi
mat trong nude tiéu duong tinh. BN ¢6 ting bach cau va bach ciu da nhan
trung tinh chi chiém 40% (28 BN). Tuy vay, BN c6 tiang bach cau va bach
cau da nhan trung tinh chiém ty 1& khong cao c6 thé do BN & nudc ta
thuong st dung khang sinh trudc khi vao vién va mot sé BN duge phat
hién bénh mot cach tinh c& nén c¢6 thé BN vao vién trong giai doan chua
c6 tinh trang nhiém tring duong mat.

C6 21 BN (30%) co6 tang bilirubin mau, trong d6 16 tré em va 5
ngudi 16n. Didu nay ciing ¢ thé 1y giai do ty 1& vang da niém mac & cac
BN tré em trong nghién ciru cila chung t6i chiém da so.

Ty 1€ BN c¢6 tiang transaminase mau trong nghién ctru ctia chung toi 1a
60%. Tinh trang ting men gan c6 thé do tac mat vi bién chimg ciia NOMC
gay nén.

Co6 18/70 (25 7%) BN c6 ting amylase mau trong d6 c6 11 BN ¢
nhom < 16 tudi, diéu nay ciing phu hop vi theo thuyét kénh chung méat
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tuy mot sd truong hop NOMC vao vién voi bénh canh viém tuy cip biéu
hién boi tinh trang dau bung d6 ciing 1a 1y do chinh BN vao vién va tép
trung ¢ nhom tré em, 21/70 BN (30%) co ting bilirubin mau.

Qua nghién ciru cac xét nghiém cén 14m sang chung t6i nhan thiy
khong c6 xét nghiém nao thuc sy gitp ich cho chan doan, cc xét nghiém
can lam sang chi phan anh mac do tdc mat va tinh trang nhiém trung
duong mat hodc chic nang cua gan. Do vay viéc chan doan NOMC chu
yéu dwra vao cac phuong tién chan doan hinh anh.
4.2.3.2. Siéu Gm va chup cit 16p vi tinh chin dodn truwéc phiu thudt

Siéu 4m 1a mot phuong tién duge sir dung phd bién va rit cé gia tri
trong chan doan bénh NOMC béi nhiéu uu diém nhu d6 nhay va d6 dic
hiéu cao, ré tién, khong xam nhép va co thé sur dung nhiéu lan & tré em.
Siéu am cho phép ghi nhan hinh anh gidn dudng mat ngoai gan 1an trong
gan ciing nhu cac thuong ton khic & clra gan va nhu mé gan, danh gia
cac ton thuong phdi hop nhu s6i dudng mat, tinh trang cta tuy, tai mat.
Tuy nhién né han ché trong viéc gitip phat hién kénh mat-tuy chung.

Trong nghién ctru cia chiing i ¢6 60 (85,7%) BN c6 nang don thuin
dudi ghi nhan hinh anh cta si€éu am. NOMC keém soéi chiém ty 1€ 10%,
trong d6 chu yéu gip ¢ nhoém nguoi 16n. 61/70 (87,1%) BN duoc siéu
am ghi nhan nang OMC thé I trong d6 c¢6 32 truong hop 1a thé 1A, IB 3
truong hop va 26 trudng hop thé IC theo phan loai ciia Todani, chi co
9/70 truong hop (12,9%) thudc thé IVA. Mot s6 nghién ciru clia cac tac
gia ciing cho két qua tuong tu nhu Nguyén Tan Cuong (2008) nghién
ctru 14 truong hop trong do6 1A (5/14), IB (5/14), I1C (1/14) va IVA
(3/14). Diao M va cdng su (2013), trong 150 truong hgp NOMC & tré
em thi c¢6 101 thé 1 (67,3%) va 49 thé IV (32,7%).

Viéc chin doan chinh xéc loai giai phiu ¢ y nghia rat quan trong d6i
v6i didu tri bénh NOMC vi né giap phiu thuat vién lya chon phuong
phap phiu thuat ciing nhu tién luong sau mo. Tran Thién Trung va cong
su (2007), d6 nhay cua siéu am trong chin doan nang dudng mat 1a
87,9%.

Qua si€u am chung t6i cling ghi nhan kich thudc nang trung binh cta
cac dbi tugng nghién ctru 1a 39,3+22,3 (10 — 108) mm. Nguyén Thanh
Liém va cong su (2011) ghi nhan kich thuéc nang trung binh 1a 45mm.

Chan doan bat thudng giai phau trong dudng mat cia siéu am co do
nhay 12 25% va d6 déc hiéu 1a 100%. C6 mbi lién hé co y nghia thong ké
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giita siéu Am va trong md vé két qua bét thuong giai phiu. Huynh Gidi
(2013) béo c4o 85 bénh nhi NOMC, chan doan séi trong dudng mét ciia
si€u am c6 do nhay 1a 50%, d¢ dac hiéu 1a 74,6% [4].

Chung t6i nghi rang trong hoan canh Viét Nam, khi ma cac phuong
tién chan doan hinh anh khac c¢6 nhiing kho khan vé mit kinh té ciing
nhu sy phd cap trong khi gia tri chan doan va tim soat bénh khong cao
hon siéu am, thi viéc sir dung si€u &m nhu mot phuong tién chan doéan
xac dinh la hoan toan hop ly.

Trong nghién ctru ctia ching t6i c6 100% BN dugc chup cit 16p vi
tinh bung. 59 trudng hop duge chup cit 16p vi tinh cho két qua NOMC
thé IA, IB, IC theo phan loai Todani (84,3%), 11 truong hop la thé IV
(15,7%).

Chén doan bat thuong giai phau, gan & mat, nang viém dinh cta chup
cét 16p vi tinh c6 d nhay 1an Iuot 1a 25%, 100%, 50% va d¢ dic hiéu la
100%. C6 mébi lién hé c6 y nghia théng ké giita CT va trong md. Tran
Thién Trung va cong sy (2007), trong nghién ctru két qua som ciia phiu
thuét diéu tri nang duong mat & ngudoi 16n trén 65 trudng hop tir 1/2001
dén 6/2006 tai Bénh vién Cho R?ty va Bénh vién Pai hoc Y Duogc thanh
phd H6 Chi Minh da ghi nhan d6 nhay cua chup cit 16p vi tinh trong
chén doan NOMC 1 94,1%.

Nghién ctru ctia ching t6i ghi nhan 95,7% BN duoc chin doan ban
dau chinh xac NOMC ngay tir lic vao vién. Chi 4,3% dugc chan doan
ban dau khéng chinh x4c, chin doan nham 14n 13 s6i duong mat. Trudng
hop nay, NOMC d c6 bién chimg s6i dudng mat va duoc ghi nhan trong
md ¢6 s6i trong nang.

4.3. KET QUA PIEU TRI
4.3.1. Ghi nhan trong md

Trong qué trinh phiu thuit, c6 67/70 BN (95,7%) NOMC thé I va
3/70 BN (5,9%) 14 thé IVA theo phan loai ctia Todani. Két qua nay ciing
turong dong két qua cia siéu am va chup cit 16p vi tinh trude phiu thut.
Nhu vay, siéu 4m va chup cat 16p vi tinh 1a nhitng phuong tién chan
doan rat c6 gia tri dbi v6i bénh Iy NOMC. Bén canh d6 ching téi con
nhan thiy c¢6 10/70 BN NOMC kém so6i, 4/70 truong hgp nang dinh
nhiéu véi t6 chirc xung quanh va 1 trudng hop gan & mat nhung chua c6
biéu hién xo gan.

18



Cé 4 trudong hop bét thu:ong giai phau 1 truong hop hop luu 6 ong gan
thap chung t6i cit roi cac ong gan d6 vao nang va khau chap 2 4ng gan.
1 dng gan lac chd d6 vao 6ng gan chung tién hanh cat vat ng gan chung
kém x¢ doc dng gan lac chd. 1 dng gan lac chd d6 vao dng thi mat xir tri
cit 6ng gan lac chd gan nhu mé gan Vé cit 6ng gan chung ngay hop luu
kem tao hinh 6ng gan. 1 truong hop dng gan chung rat nho tién hanh cit
ong gan chung ngay hop lru va tao hinh dng gan.

K§ thuat cit nang can phai tuy thudc vao kich thude va do viém dinh
ciia nang, néu nang khong 16n qua (< 4cm), mic do viém dinh it thi
ching toi chu trwong phau tich ludn lic, cat d6i nang & vi tri bén dudi c6
tai mat sau d6 s& phau tich ting phan trén va dudi cia nang. Khoang
54,4% sb bénh nhi trong nghién ctru duoc thuc hién theo phuong phap
nay. Truong hop nang qué to hodc qua viém dinh thi c6 thé phiu tich tir
day nang lén (Kep cit ong mat tuy chung trudc) sau d6 phau tich dan 1én
dng gan chung sau (34,3%), hoic c6 thé cét dan tir thanh trudc ra sau, chi
c6 khoang 11,3% bénh nhi dugc thuc hién theo phuong phép nay.

Nghién ctu cia ching t6i viém dinh quanh nang 13/70 (18,6%)
truong hop. Trong nghién ctru khong ghi nhan mdi lién quan gitra thoi
gian phau thuat va viém dinh quanh nang c6 y nghia. Nghién ciru cia
Truong Nguyén Uy Linh nim 2008 ty 1¢ viém dinh quanh nang la
25,6%. Viém dinh quanh nang 13 yéu t6 giy kho khin nhét cho phiu
thuat noi soi cit nang, co thé giy tai bién trong md va 1a mot trong
nhitng nguyén nhan chuyén mé mg. Tuy vy, ngoai nhitng truong hop
viém dinh rat nang khong thé cit nang qua ndi soi, phan 16n truong hop
nang viém dinh van c6 thé thuc hién thanh cong qua ndi soi. Do do,
chung t6i cho rang viém dinh quanh nang khong phai 1 chong chi dinh
tuyét dbi trong méd cit NOMC qua ndi soi 6 bung.

Chay mau yéu cau phai truyén trong mé gip 2 bénh chiém ti 16 2,8%,
lugng mau phéi truyén khong nhiéu (tir 100 dén 150ml). Pay 1a mot
trong nhitng bién ching hay gap trong phau thuét cit nang OMC noi soi,
d¢ 1a tinh trang chay méu can phai truyén mau trong qua trinh phau thuat
hodc cit ngang 6ng gan nhu trong bio cdo cia Liem NT va cong su
(2012) c6 4 trudng hop can phai truyén mau, 3 trudng hop cit ngang qua
2 bng gan va 1 truong hop thing 6ng gan phai.

- Cit bo phan trén ctia nang: Dé tranh bién chimg chay mau cin phau
tich sat thanh nang, tranh dong mach gan phia bén trai, tinh mach ctra phia
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sau. Tranh bién chimg cit qua cao ngang muc db vao cia hai dng gan
chung t6i chu truong mé doc thanh nang phia trude tir dién cit téi co tai
mat, quan sat ki 16 d6 vao cta 6ng gan chung (nang hinh thoi), hogc hai 15
6ng gan phai va trai (nang hinh cau) trudc khi cit bo phdn trén nang ra
khoi éng gan chung. Nham tao diéu kién thuan loi cho viéc ndi mat rudt
dong mach tii mat duge phiu tich sat nguyén uy la dong mach gan phai
trude khi kep Clip, phan mach mau nudi dudng éng gan chung noi lam
miéng ndi phai dam bao dé tranh hién tuong thiéu mau gay ro miéng ndi
sau nay. Truong hop 6ng gan chung qua nho, ching toi chu truong tao
hinh duong mét trudc khi 1am miéng ndi bang cach mé rong vé hai phia
trude bén cia dng gan chung. Puong mat trong gan dugc rira sach bang
nude mudi sinh 1y dudi ap lue.

- C6 16/70 s6 BN c6 dich mat da bién doi va biéu hién nhiém tring.
Dich mat duc, ¢ bun, ¢6 soi va tinh trang nday phan b déu & hai nhém
tudi khac nhau khong c6 ¥ nghia thong ké.

- 100% BN trong nghién ctru ciia chung t6i dugc dinh lugng amylase
trong dich mat cia NOMC. 18/70 (25,7%) BN c¢o6 ting amylase trong
dich mat. Két qua cua chung t6i ciing tuong dong voi nghién ciru cta
Truong Nguyén Uy Linh vé co ché bénh sinh NOMC ¢ tré em Viét Nam
(2006). Theo tac gia, tinh trang c6 hay khong c6 amylase trong dich mat
c6 lién quan chat ché véi tinh trang c6 hay khong ton tai kénh mat-tuy
chung. Co ché bénh sinh theo thuyét ton tai kénh mat-tuy chung ngay
nay duoc cac tac gia trén thé gioi tng ho. Tinh trang c6 amylase trong
dich mat NOMC ciing c6 thé gidi thich dugc trén co sd tdn tai kénh mat-
tuy chung gy trao nguoc dich tuy vao dudng mat, ton thuong dudng
mat, viem duong mat va gay gian duong mat.

Nbi 6ng gan chung-hdng trang theo kiéu Roux-en-Y 1a mot ki thuat
don gian v6i phau thuit mé mé, nhung v6i PTNS no van 1a mot thach
thirc d6i voi nhidu phiu thuat vién. Mot s tac gia chu truong dung
PTNS d& cit nang sau d6 mé nho 4 - 5cm & dudi suon dé thuc hién
miéng ndi. Diao M méi ddy cong bé mot thir nghiém 1am sang trén 218
nang OMC dugc mb ndi soi cit nang nbi éng gan chung v6i hdng trang
theo kiéu Roux-en-Y cho thay rang quai Y ngin (chiéu dai dugc quyét
dinh bang khoang cach tir OGC téi ron khoang 15cm) cho két qua tbt
hon vi khong c6 bién chimg tic quai Y.

Chung t6i chon chiéu dai quai rudt ndi tuy vao do tudi cua BN: C6
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23/70 (32,9%) truong hop tré < 2 tudi v6i chidu dai tir 30 - 40cm. 28/70
(40%) truong hop tré trén 2 tudi va dudi 16 tudi voi chiéu dai tir 40 -
50cm. 19/70 (27,1%) truong hop > 16 tudi véi chiéu dai tir > 50cm. Co
mdi lién hé c6 ¥ nghia thong ké giita chiéu dai quai rudt ndi va tuoi.

Chung toi khau miéng ndi ong gan chung voi hdng trang duoc thuc
hién theo k¥ thudt khau mii roi, khau mét sau vat mat trude roi, khau vit,
trong d6 khau mat sau vat mat trude roi 1a k¥ thuat cha yéu voi 41/70
truong hop. CO méi lién hé ¢6 ¥ nghia thong ké giita miii khau vét ng gan
chung-hdng trang va bién chimg som do mat sau mo. Vi tri miéng ndi
dugc 1am cach mom cua hdng trang tir 3 - 5mm dé tranh nhimg bién
chimg do su 16n dan theo thoi gian cua tai ciing bén hdng trang nhu tic
rudt, tao soi trong ti cung gy chén ép lam tit miéng ndi mat ruot. Khong
¢6 mbi lién hé co ¥ nghia thong ké gitra miii khau dng gan chung-hdng
trang va bién ching.

Puong kinh éng gan chung con lai véi kich thude 0,5 - 1em chiém
chiém da s vai 41/70 (58,7%) truong hop. C6 mbi lién hé co ¥ nghia
théng ké giita duong kinh ong gan chung con lai va tudi. Phan 16n
truong hop chiéu dai éng gan chung con lai > lem (67,1%) va c6 moi
lién hé c6 y nghia thong ké giita chiéu dai dng gan chung con lai va tudi.

Maic du ki thuat thyc hién miéng ndi rudt rudt (chan quai chir Y) khéng
don gian nhung d c6 mot sd tac gia thuc hién hoan toan bang ndi soi ma
khong can thiét phai 1am bén ngoai 6 bung vdi su trg gitp ciia may ndi noi
soi (endo GIA), cho két qua kha quan.

Thoi gian phau thuat

- Thoi gian phiu thuat ludn 1a mot thach thirc 16n véi tat ca cac phau
thuat vién dac bi¢t 1a ¢ tré nhd, tré so sinh. So sanh véi cac phuong phap
md mé trong mot nghién ctiru méi ddy ciia chung t6i cho thiy rang thoi
gian phau thuat noi soi van dai hon. Thoi gian phau thuét trung binh cua
chang toi 1a 219,7464,88 phut. Nghién ctru cia Huynh Gidgi (2013), thoi
gian phau thuat trung binh 1a 215,1 phut. Liem NT (2012) qua 400 BN
thi thoi gian phau thuat ddi véi nhom ndi dng gan chung véi ta trang la
164,8 phit, voi nhom ndi éng gan chung hdng trang 1a 220 phut.

4.3.2. Két qua giai phiu bénh

100% BN trong nghién ctru cta chung t6i déu co két qua mé hoc
nang duong mat lanh tinh. D6 Hiru Liét va cong su (2010) bao cdo 100%
truong hop déu lanh tinh trong dé 64,5% nang viém; 26,9% nang viém,
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loét va 11,5% nang xo hoa. Theo Sastry AV va cong su (2015), béo cao
5780 NOMC c6 434/5780 (7,5%) ung thu. Cac nghién ctru trén thé gidi
déu ghi nhan cac truong hop ung thu dudng mat trén nhimg BN cb
NOMC va ty 18 ung thu dudng mét ting dan theo tudi BN. Phiu thuat cat
nang triét dé som nhat ngay khi chan doan duogc xem 1a phuong phép
diéu tri hiéu qua nham giam ty 1é ung thu hoa dudng mat va bién chimg
trong tuong lai.

4.3.3. Theo déi sau phiu thuit

Thoi gian trung tién sau mo trung binh 1a 41,7 gio. 100% BN duoc
dat dan luu. 94,1% BN dugc rat dan luu trong vong 1 - 4 ngay sau md,
Theo Nguyén Thanh Liém (2011), thoi gian trung tién sau md trung binh
1a 60 gio, thoi gian rat dan luu trung binh 13 4,6 ngay.

3/70 truong hop (4,2%) bi nhidm tring vét md va 1 bénh chay mau
vét mo. Pa s6 BN dau nhe sau mo (37,2%). Dién bién hau phéu cua BN
trong nghién ctru cua chung t6i twong dbi tot. Thoi gian didu tri hau
phau trung binh 14 9,96 + 4,17 ngay. Truong Nguyén Uy Linh (2008) 1a
8,51 ngay. Theo P56 Minh Hung (2013) ghi nhan thoi gian xuat vién
trung binh 7 ngay sau mo (tir 4 - 17 ngay)

Chung t6i ghi nhan 9/70 truong hop c¢6 bién ching som. trong d6 hai
truong hop ro mat lién tuc phai mé lai. 6 Minh Hung (2013) ghi nhan
ro mat 1 chiém 2,6%, tu dich do rd mat 2 (5,1%), tu dich 6 bung 1
(2,6%), chay mau tiéu hoa 1 (2,6%), viém tuy cap 1 (2,6%). Liuming H
(2011) ghi nhan 1 truong hop ro mat sau md nodi soi 39 BN.

Bién chtng viém tuy sau phau thuat NOMC twong dbi hiém do d6
bién chimg lién quan dén tuy trudc phiu thuit c6 thé 1a yéu té nguy co
viém tuy sau phau thuat. Nhu vay, so v&i cic nghién ciru khac, ty 1é
bién chimg som trong nghién ciu cua chung toi 1a thdp. Shi va
Yamakata cho ring ro mét thudng xay ra ¢ bénh nhi > 10 tudi do tinh
trang mo hoc kém ctia dudng mat vi viem duong mat kéo dai, BN < 5
tudi, rO mat thuong do van dé ky thuat khau ndi hon 1a do thuong tén
duong mat. Li Min Ju ghi nhan ro mat va s6 thanh bung thuong xay ra &
tré nhi nhi. Nghién ctru ctia chung t6i ghi nhan 1 truong hop ro mat &
bénh nhi < 5 tudi. Nguyén nhan c6 thé do ching toi sir dung chi 5-0 kha
16n so v&i thanh dudng mat cia bénh nhi va st dung chi da sgi. Theo
J.D. Nathan, chi sir dung ddi vé6i tré em nén 1a chi tiéu don soi 6-0 dé
tranh nguy co do mat hoac hep duong mat sau mo.
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Do mét sau md trong nghién ctru cua ching t6i c6 thé chip nhan
dugc vé thoi gian va mirc do nén cic bién ching lau dai do hep miéng
ndi mat-rudt chic chin sé it xay ra hon. Kinh nghiém ctia mot sb tac gia
cling nhu cta ching t6i cho thdy mudn giam duoc ti 16 do mat thi tha
nhat khong nén quéa lam dung d6t dién va phau tich qua k¥ mat trudc
dng gan chung, thir hai 12 k¥ thuat khau ndi noi soi phai thudn thuc, thir
ba la phai lya chon quai rudt dua Ién c6 cung mach tot mac treo du dai
tranh hién tuong cing kéo miéng ndi, cudi cung la phai kiém tra k¥
miéng ndi trude khi rat trocar két thuc cude mo.

Qua nghién ciru chung t6i nhan thdy c6 mbi lién hé c6 y nghia thong
ké giita duong kinh dng gan chung con lai va bién chimg sém sau phau
thuat. Puong kinh con lai nhé lam ting bién chimg do mat.

C6 mdi lién hé ¢6 ¥ nghia thong ké giira chidu dai ng gan chung con
lai va bién chirg som sau phau thuat. Chiéu dai con lai ngin 1am ting
ty 1& bién chimg.

C6 mdi lién hé co y nghia théng ké giita miii khau dng gan chung-
hdng trang va bién chimg sdm sau phau thuat.

- Sau phau thuat c6 85,7% két qua tot, 8,6% kha, 4,3% trung binh va
1,4% kém. Khong c6 y nghia théng ké vé két qua diéu tri va tudi.

4.4. TAl KHAM
4.4.1. T&i kham 1an 1 sau phau thuat trwéc 3 thang

- 100% BN tai kham trudc 3 thang.

- Khéng c6 BN tai kham sau phiu thuat trudce 3 thang c6 danh gia két
qua diéu tri trung binh hodc x4u.

4.4.2. T4i kham lan 2 sau phiu thuit 12 thang

- C6 70 BN dugc theo doi dinh ky sau ph?lu thuat.

- Khdng c6 BN tai kham sau md 12 thang c6 danh gia két qua kém.
C6 2 truong hop c6 két qua trung binh theo phan loai cua Terblanche.

So sanh voi nghién ctru cua cac tac gia khac két qua cia ching
toi ciling twong dong. Theo Pham Duy Hién (2012), két qua diéu tri t6t
1a (87,6%), kh& (11,4%), trung binh (1,0%) va khong c6 két qua xau.
Huynh Gi6i (2013), két qua diéu tri tt 1a (91,8%), kha (7,1%)
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KET LUAN

Qua két qua nghién ctru 70 truong hop dugc phau thuat ndi soi cat
NOMC va tai 1ap luu thong mat rudt kiéu Roux-en-Y & nguoi 16n va tré
em tai tai Bénh vién Trung wong Hué tir thang 01 nam 2012 dén thang
08 nam 2017, chtng t6i rit ra nhitng két luan nhu sau:

1. Pic diém 1am sang va cin lAm sang cia bénh ly nang 6ng mit chi
6 tré em va nguoi lon.

- NOMC gip chu yéu & tré nit: Ty 1¢ nit/nam 1a 57/13 = 4,38.

- Bénh canh 1am sang chu yéu 1 dau ha suon phai (84,3%).

+ O nhom tré em:

Trén 1am sang c6 biéu hién bang tic mat ning véi vang da va phan
bac mau (16,7%).

Biéu hién cin lam sang bang ting men gan (70,6%) va ting
bilirubin mau (30,4%).

+ O nhém ngudi 16n:

Pau bung 1a dau hiéu chinh (80,1%).

- Céc xét nghiém chi phan 4anh muc do tic mat va tinh trang nhidm
trung duong mat hoac chuc nang cua gan. Viéc chan doan NOMC chii
yeu dya vao cac phu’O’ng phap chan doan hinh anh. C6 85,7% BN cé ket
qua si€u am trude mo 1a nang dng mat cha don thuan, 14,3% nang ong
mat chu kém soi, viém tuy, bat thuong giai phau. NOMC loai I chiém da
s truong hop voi 87,1% va loai IV chiém 12,9%.

2. Két qua phwong phap phiu thuit ndi soi cit nang 6ng mat chi va
tai 1ap lwu thong mat rudt kiéu Roux-en-Y

- Thoi gian phau thuat trung binh 1a 219,7+ 64,9 phut.

- Bién chirmg sém sau md thip (12,8%) xuit hién & 9 bénh trong
d6 5 truong hop do mat sau mo, co 3 trudng hop theo ddi éng dan luu,
sau 5 ngdy dich mat hét ra, BN 6n dinh. C6 2 trudng hop phai md lai dé
lam lai miéng ndi.

- Qua nghién ctru chiing t6i nhan thiy c6 mdi lién hé ¢6 y nghia giira thoi
gian phau thuat va 6ng mat chi viém dinh, bat thuong giai phau.

- C6 mdi hen hé ¢ ¥ nghia giita bién chu’ng s6m sau phau thuat va
duong klnh 6ng gan chung con lai, chidu dai dng gan chung con lai va
miii khau dng gan chung-hdng trang.

- Két qua tdt va kha (96,7%), két qua trung binh (3,3%), két qua
x4u va tir vong khong c6.
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INTRODUCTION

1. The rationale for the study

Choledochal cyst (CC) is a phenomenon characterized by focal or
diffuse dilatation of intrahepatic and extrahepatic bile duct. It is a rare
disease, distributed predominantly in girls and in East Asian population.

Early and accurate diagnosis, followed by appropriate surgical
intervention is necessary to prevent the risk of cancer. Laparoscopic
surgery has been used very effectively in the treatment of CC. On the
other hand, the choice of the type of bilio-digestive anastomosis
depends on numerous factors and results depend on advantages and
disadvantages of each method

An ideal bilio-digestive anastomosis technique allows biliary passge
closest to the normal physiology, minimizes reflux of digestive contents
into the bile ducts and complications. However, the choice of type of
bilio-digestive anastomosis depends on the type, anatomical variations,
pathogenesis, availability of surgical instruments as well as individual
experiences, skills and preferences.

Nowadays, many bilio-digestive anastomosis techniques was
applied. Some authors advocated hepaticoduodenal anastomosis after
choledochal cyst excision. Although it is a simpler and quicker method
of anastomosis, the rates of biliary infection as well as other
complications were increased as high as 6%. Recent studies
demonstrated that choledochal excision using laparoscopic methods has
become technically simpler and feasible. Furthermore, Roux-en-Y
hepaticojejunal anastomosis prevents the reflux of digestive content into
the biliary tree, which in turns, help reduce the rate of biliary infection
compared to other anastomotic methods. Other advantage includes low
leakage rate (2.3%). A safe bilio-digestive anastomosis technique with
low complication rate, allowing good quallity of life for patients after
CC excision is essential nowadays.

Although laparoscopic CC excision and Roux-en-Y bilio-digestive
anastomosis has many advantages, debates still exist concerning its
indications, techniques... In order to further identify the advantages and



disadvantages of this method and collect more data to aid surgeons in
their choice of surgical techniques, we conducted this study: “ Study on
the application of laparoscopic choledochal cyst excision and Roux-en-
Y bilio-digestive anastomosis”.

2. Objectives of the study

1. To study the clinical and paraclinical characteristics of CC in
children and adults.

2. To evaluate the resutls of laparoscopic CC excision and Roux-en-
Y bilio-digestive anastomosis.
3. Practical implications and contributions of the study

In the trend of minimally invasive surgery, laparoscopic surgery has
been applied in different surgical procedures, including CC excision.
Numerous reports on laparoscopic treatment of CC showed promising
results. However, the choice of bilio-digestive anastomosis still remains
a matter of debate. Therefore, a study to evaluate the results of
laparoscopic CC excision and Roux-en-Y hepaticojejunal anastomosis
is required to provide additional data to ameliorate the quality of
treatment and teaching of CC.

The information concerning clinical and paraclinical characteristics
of CC in children and adults treated with laparoscopic CC excision and
Roux-en-Y hepaticojejunal anastomosis helped improve the diagnosis
and prognosis of the disease.

The results showed that this method is feasible, safe and beneficial
for patients with low postoperative complication rate of 12.8%. The
study identified factors associated with early postoperative
complications including the remaining hepatic duct diameter and length,
the type of suture used in hepaticojejunal anastomosis. Postoperative
outcomes were classified as very good and good in the majority of
patients (96.7%).



Chapter 1
LITARETURE REVIEW

1.1. Embryology of the biliary tract
1.2. Anatomy of the biliary tract
1.3. Physiology of bile secretion
1.4. Pathogenesis of choledochal cyst

Although various hypotheses exist to explain the pathogenesis of
CC, all agree that cyst development is due to weakening of the common
bile duct wall, narrowing of the distal bile duct, or both. Three more
accepted hypotheses are diskinesia of the bile duct, failure of bile
recannulation, and anomalous pancreaticobiliary junction.
1.5. Classification of choledochal cyst

There have been numerous proposed classification of CC but the
classification proposed by Todani in 1977 is most widely used today,
including 5 main types:

- Type I: dilation of the extrahepatic bile duct

+ | A: cystic dilation of the extrahepatic bile duct

+ IB: focal segmental dilation of the extrahepatic bile duct

+ IC: fusiform dilation of the entire extrahepatic bile duct

- Type Il: diverticulum of common bile duct

- Type I1lI: cyst/choledochocele distal intramural dilation of the
common bile duct within the duodenal wall

- Type 1V: includes two subtypes

+ IVA: combined intrahepatic and extrahepatic duct dilation

+ 1VB: multiple extrahepatic bile duct dilations.

- Type V: multiple intrahepatic bile duct dilation, known as Caroli
disease.
1.6. Clinical characteristics of choledochal cyst

Common clinical manifestations of CCs include jaundice, abdominal
pain, right subcostal mass. Other symptoms include hepatosplenomegaly,
nausea, vomitting, weight loss.
1.7. Imaging of choledochal cyst

Common diagnostic imaging modalities of CC are abdominal
ultrasound, abdominal CT scan, cholangiography and MRCP.
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1.8. Pathology of choledochal cyst
1.9. Complications of choledochal cyst

Complications of CC include intracystic stones, intrahepatic
gallstones, cholangitis, pancreatitis, cholangioma, biliary abscess,
cirrhosis and portal hypertension, spontaneous cyst rupture. With the
advent of modern diagnostic modalities, CC is now commonly detected
early in the asymptomatic stage.

1.10. Surgical treatment of choledochal cyst

The choice of surgical treatments depends on the type of CC and the
presence of associated pancreatico-biliary pathologies. CC must be
completely resected and bilio-digestive recontinuity should be
reestablished. If the CC can not be completely removed, partial cyst
resection and hepaticojejunal anastomosis should be attempted. Patients
should be carefully followed-up for their late risks of cancer and
anastomotic stenosis

o Laparoscopic surgery of choledochal cyst

Since the first case reported by Farello et al. (1995), many authors,
particularly in Asia, have published many studies with large numbers of
patients treated with laparoscopic surgery.

As a minimally invasive surgery, it has many advantages including
reduced postoperative pain, shorter recovery time (time to oral feeding,
time to mobilization, duration of hospitalization) compared to open
surgery. As surgeons gain more experiences in laparoscopic surgery,
the dissection and resection of the cyst would be more accurate than
open surgery.

¢ Single port laparoscopic surgery

In 2012, Diao N reported single-port laparoscopic surgery using
conventional laparoscopic instruments for 19 children. Techniques cyst
excision and bilio-digestive anastomosis are similar to conventional
laparoscopic surgery. However, as surgery is performed through one
single hole, surgical maneuvers will be more challenging than
conventional laparoscopy.

¢ Robotic surgery

Robotic laparoscopic CC excision and hepaticojejunal anastomosis
was first implemented and reported by Woo R et al. in 2006.
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1.11. Bilio-digestive anastomosis techniques

e Basic principles

- The anastomosis should be performed on a healthy tissues.

- The bilde duct should be large enough (diameter 10 - 15mm) to
facilitate the suture of anastomosis and to prevent postoperative bile
stagnant.

- The mucosa of the bowel and bile duct should approximated

- No tension is allowed on the anastomosis

- Seromuscular sutures are placed on the bowel side while a full
thickness sutures are used on the bile duct side.

- Slowly absorbable sutures such as Vicryl 3.0 or 4.0 are prefered.

¢ Physiologic modification after biliodigestive anastomosis

e Continuous or interupted suture

Anastomotic leakage is more common in anastomosis interupted
suture while the rate of anastomotic strictire is more common in
continuous suture.

1.12. History of choledochal cyst study

Chapter 2
SUBJECTS AND RESEARCH METHODS

2.1. RESEARCH SUBJECTS

Including 70 patients diagnosed with CC and treated with
laparoscopic CC excision and hepaticojejunal anastomosis form January
2012 to August 2017.
2.1.1. Inclusion criteria

- Type IA, 1B, IC, IVA CC (Todani classification).

- ASA<3.
2.1.2. Exclusion criteria

- Signs of sepsis.

- Previous periumbilical surgical scars.

- Pregnancy

- Contraindications of laparoscopic surgery.



2.2. RESEARCH METHODS
2.2.1. Study design
A prospective, descriptive study.
2.2.2. Research contents
2.2.2.1. Clinical and paraclinical characteristics

- Data on general characteristics including age, gender, place of living.

- Data on clinical characteristics including reasons for
hospitalization, past medical and surgical history, temperature, main
clinical symptoms such as abdominal pain, fever, chills, jaundice,
nausea and vomiting, distention, pruritus, pale stool, dark color urine,
gastrointestinal hemorrhage, hepatosplenomegaly, right subcostal mass.

- Data on paraclinical characteristics: blood tests (white blood cell
counts, bilirubin, amylase, liver enzymes), urine tests (biliary pigments
and salts), abdominal ultrasonography, computerized tomography or
magnetic resonance imaging).
2.2.2.2. Evaluate the resutls of laparoscopic choledochal cyst
excision and Roux-en-Y bilio-digestive anastomosis

- Preoperative diagnosis

- Intraoperative findings: location and number of trocart,
insufflation pressure, blood transfusion volume, condition of liver,
gallbladder, CC and bile, cystic resection technique, remaining hepatic
duct diameter and length, anastomotic suture technique, Roux-en-Y
bowel length, operative time, intraoperative complications, Todani
classification.

¢ Operative protocol

- Patient preparation

- Instrumentation

- Operative details

+ Patient position: supine, reverse Trendelenburg, left lateral tilt
position

+ Anesthesia method: general anesthesia with tracheal intubation.

+ Position of the surgical teams: the surgeon and the camera holder
on the left of the patient, the second assistant on the right. The
laparoscopic unit is placed to the right of the patient.

+ Operative steps:



- Cyst dissection

+ The gallbladder is dissected from its bed after the cystic artery
being dissected and cut.

+ After the gallbladder is dissected using antegrade method, it will
be served as cyst traction . The anterior, left and right walls of the cyst
are dissected. Careful dissection begining from the left side separates
gradually the cyst from hepatic artery and portal vein until a dissector
can be inserted between the cyst and the portal vein from the left to the
right. In case of difficulty, a suture can be placed around the round
ligament for liver retraction.

+ Dissection continues to separate the inferior part of the cyst from
the surrounding structures and pancreas. During the dissection, bipolar
and monopolar cautery can be used. At the distal end of the cyst,
attention should be paid to the anterior superior pancreaticoduodenal
artery and gastroduodenal. These are the two most vulnerable blood
vessels. A graper passing through the fourth trocar is used push the
duodenum down. A grasper passing through the third trocart is used for
dissection and coagulation. The retroduodenal bile duct is dissected as
far as possible until the remaining duct can be clipped. If the dissection
is difficult, the cyst can open to visualize from the inside the
pancreaticobiliary junction and perform direct suture on the orifice.

+ After the distal being dissected, the remaining duct is closed by clip at
the pancreaticobiliary junction.

+ The bottom of the cyst is completely removed. The upper part of
the cyst is dissected to the common hepatic duct. The upper part is cut
below the level of the cystic duct. Localize the orifice of common
hepatic duct. The upper part of the cyst is removed from the common
hepatic duct.

+ Next, dissection is continued to the bifurcation of the common
hepatic duct. In this area, attention should be paid to the blood vessels
that run posterior to the common hepatic duct as they can be easily
damaged during dissection. After the entire cyst is removed, the liquid
inside the cyst is taken for amylase test.

Technique of Roux-en-Y hepaticojejunal anastomosis

Using the antecolic fashion, hepaticojejunostomy is positioned 30-60
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cm from the jejunojejunostomy to avoid tension and reflux. The size of
jejunal opening depends on the common hepatic duct size. The opening
is located about 2cm from the end of the loop. Suture is placed through
all layers of the intestinal wall, taking a 4 to 5 mm of seromuscular
layer, and about 3 mm of the bile duct wall.

After the cyst is removed, the colon is pulled upward to find the
angle of Treitz. Stay suture are placed about 30cm from the angle of
Treitz. A Vicryl suture is then placed just 2cm from the first suture.
This step can be ignored by some experienced surgeon. A grasper is
used to hold the bowel between the two stay sutures. The umbilical
trocart is removed and the umbilical incision is enlarged by 1cm in
length. The bowel loop is pushed and retrieved through the enlarged
incision. The bowel is divided between the two stay sutures. An end-to-
side jejunojejunostomy is performed. The bowel is then pushed back to
the abdomen. The incision is closed and trocart is reinserted.

A bowel loop is brought through the transverse mesocolon or
anterior to the transverse colon to the liver hilum. The bowel is opened
vertically about 2cm from its end. A end-to-side hepaticojejunostomy is
performed using Vicryl 5.0 or 4.0

The bowel loop is fixed to the mesocolon if the anastomosis is
retrocolic. Subhepatic drainage is placed and trocarts are closed.

e Evaluation of early postoperative results: time to first flatus,
time to drainage removal, postoperative hospital stay, -early
postoperative complications (incision, bleeding, residual abscess,
anastomotic stricture or leakage), early postoperative bowel obstruction,
complications of anesthesia, reoperation, postoperative mortality.

- Surgical results are classified using Terblanche classification

+ Very good: no biliary symptoms

+ Good: transitory symptoms such as right subcostal pain lasting less
than one hour a day, resolving spontaneously without treatment.

+ Fair: clear-cut related biliary symptoms, lasting longer than one
day and requiring medical treatment for relief.

+ Bad: clear-cut, recurrent symptoms, serious complications such as
liver failure, portal hypertension which require reoperation or lead to
death



¢ Pathologic results are documented
o Follow-up:
Patients were followed up before three months and after twelve
months postoperatively.
+ General assessment:. incision status, symptoms of bowel
obstruction, biliary infection or recurrent abdominal pain.
+ Blood tests
+ Imaging: ultrasound, CT scan or MRI
-Surgical results are classified using Terblanche classification
2.2.3. Data analysis
Data were inputed and analysed using medical statistic method with
SPSS 20.0.
Chapter 3
RESULTS

From 1/2012 to 8/2017, we performed laparoscopic CC excision and
Roux-en-Y hepaticojejunal anastomosis for 70 patients at Hue Central
Hospital and recorded the following results:

3.1. General characteristics
3.1.1. Age

Mean age: 12.8 £ 17.6 years.

Groups > 16 years mean age: 37.5 + 16.6 years

Group <16 years mean age: 3.6 + 3.1 years.

3.1.2. Gender

The majority of patients were females (81.4%).
3.1.3. Place of living

The majority of patients lived in rural areas (75.7%).
3.2. Clinical characteristics
3.2.1. Reasons for hospitalization

Patients were hospitalized mainly with right subcostal pain (75.7%).
Palc stool and jaundice were mainly seen in children.

3.2.2. Past history

Patients had little past history with the majority of cases having no
history as well as no surgical history. Past history was seen
predominantly in adults: cholangitis (1.4%), cholecystitis (2.9%),
biliary surgery (2.9%).



3.2.3. Signs and symptoms

- Most patiens had abdominal pain in the right subcostal region
(84.3%). In addition, jaundice was reported in 18.6% and right
subcostal mass were seen in 1.4% of patients.

3.3. Paraclinical characteristics
3.3.1. Blood and urine tests

- Bile pigments and salts were negative in 70% of patients <16 years
and 94.3% of patients> 16 years. There were no significant differences
between children and adults (p> 0.05).

- Patients with increased white blood cell and neutrophil counts
accounted for a small proportion (40%).

- Most patients had elevated liver enzymes in both children and
adults (> 60%).

- There were 21 patients (30%) with hyperbilirubinemia (16 children
and 5 adults).

- There were 18 patients (25.7%) with increased amylase including
11 children.

3.3.2. Preoperative ultrasonography

- CC with stones accounted for 10% of all cases, mainly in adults.
Pancreatitis occured in  2.8% of cases. Abnormal biliary anatomy
accounted for 1.4% of cases.

- Abnormal biliary anatomy on ultrasound had a sensitivity of 25% and
a specificity of 100%. There was a statistically significant association
between preoperative ultrasound and intraoperative findings (p <0.05).

- On ultrasound, mean CC diameter was 39.3 = 22.3 mm (10-108 mm).
There was no statistically significant difference in CC size between the two
age groups with p> 0.05.

- Type | CC accounted for the majority of cases (87.1%). Type IV CC
accounted for 12.9% of cases.

3.3.3. Computed tomography

- Abdominal CT scan was indicated in 100% of cases. CC stone was
found in 11.4% of cases. Abnormal biliary anatomy was found in one
case of children group.

- Biliary anatomical abdonormalities on CT scan had a sensitivity of
25% and a specificity of 100%. There was a statistically significant
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association between preoperative CT scan and intraoperative findings
for abnormal biliary anatomical findings (p <0.05).

- The diagnosis of cholestasis had a sensitivity of 100% and a
specificity of 100%. There was a statistically significant association
between preoperative CT scan and intraoperative findings  for
cholestasis (p <0.05).

- The diagnosis of pericystic adhesion and inflammation had a
sensitivity of 50% and a specificity of 100%. There was a statistically
significant association between preoperative CT scan and intraoperative
findings for pericystic adhesion and inflammation (p <0.05).

- Todani classification of CC on CT scan was as followed:type IA,
IB, IC (84.3%), type IVA (15.7%).

- The mean CC size was 39.2 + 19.8 (10-98) mm.

3.4. Intraoperative findings

- There were 4 cases having abnormal biliary anatomy: one case
with low biliary confluence, one case with ectopic drainage of
intrahepatic bile duct into common hepatic duct, one case with ectopic
drainage of intrahepatic bile duct into cystic duct, one case with very
small common hepatic duct.

- Intraoperative classification of CC was as followed: 1A (42.9%), IC
(52.8%), IVA (4.3%).

- Mean operative time was 219.7 + 64.9 minutes. There was no
statistically significant association between operative time and age
group, CC size on ultrasound (p> 0.05).

- 54 cases had a clear, yellow bile. 8 cases had bile containing sludge
and stones. The difference in bile characteristics between the two age
groups was not statistically significant (p> 0.05).

- 18/70 cases had elevated amylase level in bile. There was no
statistically significant difference between the two age (p> 0.05).

- In the majority of cases (54.4%), we were able to pass the dissector
behind the posterior CC wall before resection. Alternative techniques
were dissection from the bottom (34.3%), progressice dissection
anteriorly to posteriorly, and from top to bottom (11.3%).

- There was a statistically significant association between the
diameter, the length of the remaining common hepatic duct, the
anastomotic techniques and age (p <0.05).
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Operative time

- The mean operative time was 219.7 = 64,9 minutes. There was no
statistically significant association between operative time and age, CC
size on ultrasound (p> 0.05).

- There was a statistically significant association between operative
time and pericystic inflammation (p<0.05)

- There was no statistically significant association between operative
time and cystic type (p<0.05)

- There was a statistically significant association between operative
time and abnormal biliary anatomy (p<0.05)

- The mean CC excision time was 62.7 (25-120) minutes. There was
no statistically significant association between operative time and age
(p> 0.05).

- The mean jejunojenostomy anastomotic time was 45.9 minutes in
children and 48.2 minutes in adults. There was no statistically significant
association between jejunojenostomy anastomotic time and age (p> 0.05).

- The mean hepaticojenostomy anastomotic time was 45.6 minutes
in children and 48.7 minutes in adults. There was no statistically
significant association between hepaticojenostomy anastomotic time
and age (p> 0.05).

- Intraoperative blood transfusion patients were required two patients
in the age group <16 years. In both cases, there were significant
pericystion inflammation and abnormal biliary anatomy leading to
prolonged operative time (200 minutes, 300 minutes). These two cases
eventually required reoperation.

3.5. Postoperative follow-up
3.5.1. Time to first flatus

- Most patients had their first flatus 24-48 hours after surgery.
3.5.2. Postoperative drainage

- Peritoneal drainage by a nasogastric tube was used routinely in
100% of cases. The drain was placed beneath the hepaticojejunostomy
and pulled out of the abdomen through the 5-mm trocart at the end of
the operation.

- In 94.1% of patients, the drain was withdrawn within 1 to 4 days
after surgery. The longest drainage time was 14 days. This was a case
with biliary fistula who eventually required reoperation.
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3.5.3. Incisional condition

- The wound was dry and well-healed in most cases (94.3%). There were 3
cases of wound infection (4.2%) and one case of wound bleeding (1.4%).
3.5.4. Pathologic results

Table 3.42. Pathologic results

Age group | <16 years > 16 years Total
Results n % n % n %
Serous cyst 38 543 | 14 | 200 | 52 74.3
Fibrotic cyst 5 7.1 2 2.9 7 10.0
Inflammatory cyst 4 5.7 3 4.3 7 10.0
Hyperplastic cyst 4 5.7 0 0 4 5.7
Total 51 729 | 19 | 271 | 70 100.0

3.5.5. Early postoperative complications

- Among five cases of postoperative biliary fistula, conservative
treatment was possible in three cases with spontaneous closure and
patient stabilized after 5 days. There was no statistically significant
association between postoperative complications and age (p> 0.05).

- There was a statistically significant association between the
diameter and length of the remaining common hepatic duct and early
postoperative complications (p <0.05).

- There was a statistically significant association between the type of
suture used in hepaticojejunal anastomosis (single vs interupted) and
early postoperative complications (p <0.05).

3.5.6. Treatment outcomes

Table 3.48. Treatment outcomes classified by Terblanche criteria

by age groups

AJE OTOUPS | _ 16 ubi | > 16 tudi |  Téng o
Outcomes n % n % n %
Very good 45 1643 |15 |214 |60 | 857
Good 2 29 | 4 | 57 | 6 8.6
Fair 3 431 0] 0 [ 3] 43 |[p>005
Bad 1 14| 0 0 1 1.4
Total 51 | 72919 |27.1|70 | 100.0
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- Using Terblanche criteria, postoperative outcomes were classified
as very good in 85.7%, good in 8.6%, fair in 4,3% and bad in 1.4% of
cases.

- There was no statistically significant association between treatment
outcomes and age (p>0.05)

3.6. Follow-up results
3.6.1. First postoperative follow-up before 3 months after surgery

- 100% of patients received a follow-up before 3 months after surgery.

- 100% of patients had normal liver enzyme and bilirubin levels.

- Right subcostal pain was observed in 8 (11.4%) cases.

- There were two cases (2.9%) of intrahepatic biliary dilatation, two
cases (2.9%) of aerobilia of intrahepatic ducts. There was no
statistically significant association between ultrasonographic results and
age (p> 0.05).

- No patients with fair or bad treatment results.

3.6.2. Second postoperative follow-up after 12 months

- 100% of patients received a routine postoperative follow-up in
which 48 patients (68.6%) having direct examination and 13 patients
(18.6%) having telephone interview. There were three (4.3%) lost to
follow-ups and 6 patients (8.5%) that the 12-month follow-up day was
after the finish of the study.

- 100% of patients had normal liver enzyme and bilirubin levels.

- Right subcostal pain was observed in 2 (3.3%) cases.

- There were two cases (4.2%) of intrahepatic biliary dilatation. There
was no statistically significant association between ultrasonographic results
and age (p> 0.05).

+ CT scan or MRI was indicated in 15/48 cases (31.3%) having
suspected symptoms or early postoperative complications.

Intrahepatic aerobilia was noted in 2/15 (13.3%) cases. There was no
anastomotic strictures. There was no statistically significant association
between CT scan and MRI findings and age (p> 0.05).

- No patients had bad treatment results. Two patients had fair
treatment results.
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Chapter 4
DISCUSSION

4.1. GENERAL CHARACTERISTICS

In the current study, the mean age of <16-year-old group was 3.6 + 3.1
years and that of the >16-year-old group was 37.5 + 16.6 years.

In a study by Huang CS et al. (2010) with 42 children (41.6%) and 59
adults (58.4%), the mean age was 8.9 years (3.7 years for children group
and 43.6 years for adult group). In the study of Lee JH et al. (2013), the
mean age was 48.5 months (3 months - 12 years).

Most patients in our study were female. The male /female ratio was
57/13 = 4.38. This ratio was similar to data the current literature.
According to Liu Y et al. (2014), the male /female ratio was 29/6 = 4.83.

53 (75.7%) lived in rural areas and 17 (24.3%) lived in urban areas.
Tran Thien Trung reported that the proportion of patients in rural areas
was 90.8%.

4.2. CLINICAL AND PARACLINICAL CHARACTERISTICS
4.2.1. Reasons for hospitalization

Patients were hospitalized mainly because of right subcostal pain
(75.7%). This can be explained by the fact that common complications
of CC, including biliary tract infection, cholelithiasis, or acute
pancreatitis commonly present with such symptom. According to Pham
Duy Hien (2012), the reason for hospitalization was abdominal pain
88.9% of cases.

Five (7.1%) patients were hospitalized for incidental diagnosis of
CC on abdominal ultrasonography for other reasons. Soares KC (2015)
found that abdominal pain was the most common reason of
hospitalization, accounting for 241/394 of cases in their study (61.2%).

91.4% of cases had particular past histories. Three patients had
history of biliary tract infection or acute pancreatitis. Truong Nguyen
Uy Linh (2008) recorded 6/117 cases with previous surgical history for
cholelithiasis, gallbladder perforation, abdominal exploration for CC
differential diagnosis, diaphragmatic hernia or peritonitis due to acute
pancreatitis. The difference in past history with was related to the
different inclusion criteria of our study.
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4.2.2. Clinical characteristics

84.3% of patients had right subcostal pain. Tran Ngoc Son (2015)
noted that abdominal pain was the most common symptoms ,
accounting for about 85% of cases. In a study of Acker SN et al.
(2013), abdominal pain was a common symptom, especially in older
children (35.5%).

Another common symptom in CC was jaundic. In our study, 13/70
(18.6%) patients had jaundice, of which ten patients were under 16
years old. In a studyon 616 patients of Liem NT (2011), common
symptoms were abdominal pain (88.1%), vomiting (42.7%), fever
(32.9%), jaundice (28.7%), pale stool (13%). According to Singham J
et al. (2010), the major symptoms in children were abdominal pain
and jaundice, while the major symptom in adults was intermittent
abdominal pain due to biliary tract infection or pancreatitis.

Right subcostal mass was found in only one (1.4%) patient in the
<16-year-old group. No patients presented with the classic triad of
CC. We found that the classic triad was increasingly uncommon due
to the role ultrasound in early diagnosis.

Fever was only seen in 8 (11.4%) patients. Fever may be due to
cholangitis.

4.2.3. Paraclinical symptoms
4.2.3.1. Biochemistry and hematologic tests

In our study, only 4 (5.7%) patients having positive tests for urine bile
pigments and salts. Elevated leukocytes and neutrophils only accounted
for 40% of cases (28 patients). The low rates of leukocytosis can be due
to antibiotic overuse before hospitalization in our country and incidental
CC diagnosis in some patients without cholangitis.

There were 21 patients (30%) with hyperbilirubinemia, including 16
children and 5 adults. This could explain by the higher rate of jaundice in
children in our study.

The proportion of patients with elevated liver enzymes in our study
was 60%. Elevated liver enzymes were due to cholestasis.

Hyperamylasemia was noted in 18 patients (11 patients in the <16-year-
old age group). According to anormalous pacreaticobiliary junction
hypothesis, patient might present with abdominal in pancreatitis. This could
also explain why the majority of children presented with abdominal pain.
21/70 patients (30%) had hyperbilirubinemia.
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We found that no laboratory tests had diagnostic value since they only
reflected the degree of biliary obstruction, cholangitis or liver function.
Therefore, CC diagnosis primarily relied on diagnostic imaging.
4.2.3.2. Preoperative ultrasound and CT scan findings

Ultrasound was a widely used and valuable tool in the diagnosis of
CC because of its many advantages including high sensitivity and
specificity, inexpensiveness, non-invasiveness and the possibility to
repeat the test in children. Ultrasound allowed visualization of bile duct
dilatation as well as other liver parenchymal lesions, associated lesions
such as cholelithiasis, pancreatic and gall bladder condition. However, its
role in diagnosis of anormalous pacreaticobiliary junction was limited.

In our study, 60 (85.7%) patients had simple CC on ultrasound .
Findings of stones in CC accounted for 10% of cases, predominantly in
adults cases (61/70 cases - 87.1%). Using Todani classification, type |
CC was found in the majority of cases: type IA -32 cases, type IB - 3
cases and type IC 26 cases. Only 9/70 cases (12.9%) were classified as
type IVA. Other study also demonstrated similar results. Nguyen Tan
Cuong (2008) study on 14 patients had CC classification as followed:
IA (5/14), IB (5/14), IC (1/14) and IVA (3/14). Diao M et al. (2013)
studied 150 CC cases in children found 101 type | CC (67.3%) and 49
type IV CC (32.7%).

Accurate diagnosis of CC type is very important for the treatment of
NOMC because it allows the surgeon to select the surgical approach as
well as the postoperative prognosis. Tran Thien Trung et al. (2007)
reported the sensitivity of ultrasound in the diagnosis of bile duct cyst
of 87.9%.

On ultrasound, the mean CC size was 39.3 + 22.3 (10 - 108) mm.
Nguyen Thanh Liem et al. (2011) reported a mean CC size of 45mm.

The diagnosis of abnormal biliary anatomy on ultrasound had a
sensitivity of 25% and a specificity of 100%. There was a statistically
significant association between ultrasound and intraoperative findings.
Huynh Kiem (2013) studied 85 CC in pediatric patients, and reported a
sensitivity of 50%, specificity of 74.6% of ultrasound in the diagnosis
of stone in CC.

We think that in the context of Vietnam, where other imaging modalities
lack economic advantages and widespread availability, while their diagnostic
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and screening values are not significantly higher than ultrasound, the use of
ultrasound as a diagnostic tool is perfectly reasonable.

In our study, 100% of patients underwent abdominal computed
tomography. On CT scan, 59 cases were classified as type IA, IB, IC
CC (84.3%) while 11 cases were classified as type IV CC (15.7%).

The diagnosis of abnormal biliary anatomy, cholestasis and
pericystic inflammation and adhesion had a sensitivity of 25%, 100%,
and 50%, respectively and a specificity of 100%. There was a
statistically significant association between CT scan and intraoperative
findings. Tran Thien Trung et al. (2007), in a study of early results of
CC treatment in adults in 65 cases from January 2001 to June 2006 at
Cho Ray Hospital and HCMC University Medical Center recorded a
sensitivity of 94% of CT scan in the diagnosis of CC.

In the current study, 95.7% of patients were correctly diagnosed with
CC at the time of admission. Only 4.3% were initially diagnosed
incorrectly as gallstone disease. In this case, CC with intracystic stone
was confirmed intraoperatively.

4.3. TREATMENT OUTCOMES
4.3.1. Intraoperative findings

Intraoperatively, there were 67 (95.7%) type | CC and 3 (5.9%) type
IVA CCs using Todani classification. This result was consistent with
the results of preoperative ultrasound and Ct scan findings. Therefore,
ultrasound and CT scan were valuable diagnostic tools of CC. In
addition, we found 10/70 cases with intracystic stones, 4/70 cases with
marked pericystic adhesion and 1 case of cholestasis without signs of
cirrhosis.

There were 4 cases having abnormal biliary anatomy. In one case
with low biliary confluence, we seperatedly divided the two hepatic
ducts at their opening into the CC and rejoin two hepatic ducts before
performing the anastomosis. In one case with ectopic drainage of
intrahepatic bile duct into common hepatic duct, we cut the common
hepatic duct diagonally and cut the ectopic bile duct longitudinally. In
one case with ectopic drainage of intrahepatic bile duct into cystic duct,
we divided the eetopic bile duct close to the liver. We divided the
common hepatic duct at the confluence and performed plasty of the
common hepatic duct. In one case with very small common hepatic
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duct, we also performed division of the common hepatic duct at the
confluence and plasty of the common hepatic duct .

Dissection techniques varied according to the size and and the
degree of pericystic inflammation. If the CC was not too large (<4 cm)
and the degree of pericystic inflammation is minimal, we usually put
the CC on a vessel loop before dividing it into two halves. The upper
and lower parts would then be dissected and resected separately. In
54.4% of patients, we were able to perform this method. In cases where
the CC were too large or too inflamed, it could be resected from the
bottom. Division at the level of pacreaticobiliary junction will be
performed first, followed by progresssive dissection cranially (34.3%).
Alternertively, the CC can be dissected progressively anteroposteriorly.
This was performed in only 11.3% of pediatric patients.

Pericystic inflammation was noted in 13/70 (18.6%) cases. There was
statistically significant association between operative time and pericystic
inflammation. Truong Nguyen Uy Linh reported the rate of pericystic
inflammation of 25.6%. Pericystic inflammation was the most
challenging factor for laparoscopic surgery of CC, leading to
complications and conversion into open surgery. However, except for
cases with severe inflammation which cannot be handled
laparoscopically, most CC can still be successfully managed by
laparoscopic surgery. Therefore, we believe that pericystic inflammation
is not the absolute contraindication for laparoscopic CC excision.

Bleeding requiring intraoperative transfusion occured in only two
patients (2.8%). Transfusion volume was minimal (100 to 150ml).
Bleeding was one of the common complications of laparoscopic CC
excsion as reported by Liem NT et al. (2012). In this study, there were
four cases of intraoperative blood transfusion, three cases of transection
of two hepatic duct and one case of right hepatic perforation.

To avoid bleeding, dissection must stay close the CC wall, avoiding
the hepatic artery on the left and the portal vein behind. To avoid cutting
too high at the level of the insertion of two hepatic ducts, we advocated
opening the anterior CC wall to the level of the gallbladder neck. We
carefully localized the insertion of the common duct (fusiform type), or
the two right and left hepatic ducts (cystic type) before resecting the cyst.
In order to facilitate the hepaticojejunostomy, the cystic artery was
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dissected close to its origin at the right hepatic artery before clipping and
division. The blood supplu of the common hepatic duct had to be
preserve to ensure anastomotic vascularization. In cases of small common
hepatic duct, we perform plasty by perform two cut on the two
anterolateral sides of the common hepatic duct. The bile ducts were
lavaged by normal saline under pressure.

There were 16/70 patients with biliary infectious changes. The
findings of cloudy bile, bile sludge and stones presented equally in two
age groups.

Amylase level in CC bile was measured in 100% of cases. 18/70
(25.7%) patients had elevated amylase level in CC bile. Our results
were consistent with the study by Truong Nguyen Uy Linh on CC in
Vietnamese children (2006). In this study, the presence of amylase in
bile was closely associated to the presence of the anormalous
pancreaticobiliary junction. This hyposthesis is supported by the
majority of authors. The presence of amylase in the CC bile can be
explained by reflux of pancreatic fluid into the bile ducts. This also
leads to biliary tract lesions, cholangitis, and bile duct dilatation.

Although Roux-en-Y bilio-digestive anastomosis is a simple
techniqgue with open surgery, performing this anastomosis
laparoscopically remains a challenge for many surgeons. Some authors
advocated laparoscopic  for cyst excision and performing
hepaticojejunostomy through a small 4-5cm subcostal incision. Diao M
recently published a clinical trial of 218 CC treated laparoscopically
using a short Y-limb (distance from the common hepatic duct to the
umbilicus about 15cm) showed better results since there were no Y limb
obstruction.

The length of the intestinal limb was chosen depending on the age of
patients. There were 23/70 (32.9%) cases of children < 2 years old with
the Y limb length of 30 - 40cm, 28/70 (40%) cases of children over 2
years old and under 16 years old with the Y limb length of 40 - 50cm and
19/70 (27.1%) cases > 16 years old with the Y limb length of> 50cm.
There was a statistically significant association between the length of the
intestinal limb and age.

Hepaticojejunostomy anastomosis was performed by either interupted
suture of both anterior and posterior sides, continuous suture of the
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posterior side and interupted suture of the anterior side (main technique,
accounted for 41 cases), or interupted suture of both sides. There was a
statistically significant association between suture type and postoperative
bile leakage. The anastomosis was place 3 to 5mm from the jejunal end to
avoid stump complication such as intestinal obstruction, stump stone
formation causing anastomotic obstruction. There was no statistically
significant association between suture type and postoperative
complications.

The diameter of the remaining common hepatic duct was 0.5 - 1 cm,
in the majority of cases (41/70 - 58.7% cases). There was a statistically
significant association between the remaining ductal diameter and age. In
most cases, the length of the remaining hepatic duct was > 1 cm (67.1%)
and there was a statistically significant association between the ductal
length and age.

Although the laparoscopic Roux-en-Y anastomosis technique is
challenging, some authors have performed the anastomsis totally
laparoscopic with the help of endo GIA with promising results.

Operative time

Shortening the operative time has always been a big challenge for all
surgeons, especially in young children and infants. Compared to open
surgery in our recent study, we found that the operative time of
laparoscopic surgery was still longer. Our mean operative time was 219.7
+ 64.88 minutes. In the study of Huynh Gio (2013), the mean operative
time was 215.1 minutes. Liem NT (2012) studied 400 patients and
reported the operative time for hepaticoduodenostomy group of 164.8
minutes and hepaticojejunostomy group of 220 minutes.

4.3.2. Pathologic results

All patients in our study had benign pathologic results. In a study of
Do Huu Liet et al. (2010), 100% of CC were benign, including 64.5%
inflammed CC; 26.9% inflammed and ulcerative CC, and 11.5%
fibrotic CC. Sastry AV et al. (2015) studied 5780 CC and reported a
434/5780 (7.5%) cancer rate. Many studies have documented cases of
biliary cancer originated from CC and the incidence of
cholangiocarcinoma increased with age. Complete CC excision at the
time of diagnosis was considered the most effective stratagy to reduce
the rate of biliary cancer and complications in the future.
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4.3.3. Postoperative results

Mean time to first flatus was 41.7 hours. Drain was used in 100% of
cases. In 94.1% of cases, drain was withdrawn within 1 to 4 days after
surgery. According to Nguyen Thanh Liem (2011), mean time to first
flatus time was 60 hours and mean drainage time was 4.6 days.

Three cases (4.2%) had incisional infection and one case had
incisional bleeding. Most patients had mild pain after surgery (37.2%).
The postoperative course in our study was relatively good. Mean
postoperative hospital stay was 9.96 + 4.17 days. Truong Nguyen Uy
Linh (2008) reported mean postoperative hospital stay of 8,51 days.
According to Do Minh Hung (2013), the postoperative hospital stay
was 7 days (from 4 to 17 days)

We recorded 9/70 cases with early complications incluidng two
cases of persistent bile leakage. Do Minh Hung (2013) reported one
case of bile leakage (2.6%), two cases of fluid collection due to bile
leakage (2.6%), one case of gastrointestinal bleeding (1.3%), one cases
of acute pancreatitis (1.3%). Liuming H (2011) reported one case of
bile leakage after laparoscopic CC excision.

Postoperative pancreatitis was relatively rare. Preoperative
pancreatitis may be a risk factor for postoperative pancreatitis. Thus,
compared to other studies, the incidence of early complications in our
study was low. Shi and Yamakata suggested that bile leakage was more
common in patients older than 10 years old due to poor tissue quality
of bile ducts due to prolonged biliary inflammation. In patient <5 years
old, bile leakage was due primarily to technical errors rather than
biliary lesion. Li Min Ju reported that bile leakage and abdominal wall
hernia were common in infants. Our study had one case of bile leakage
in children <5 years old. This might be due to the fact that we used 5-0
multifilament suture which was relatively large compared to patient’s
bile duct size. According to J.D. Nathan, 6-0 monofilament suture
should be used in children to avoid the risk of bile leakage or stricture
after surgery.

Since postoperative bile leakage occured at an acceptable duration
and severity, long-term complications due to biliodigestive anastomotic
stricture were likely to be less frequent. To limit postoperative bile
leakage, our suggestiions were to avoid the overuse coagulation and
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extensive dissection of the anterior common hepatic duct wall, to
master the laparoscopic suture technique, to have an adequate bowel
length and good blood supply to avoid tension on the anastomosis, and
to carefully check the anastomosis before finishing surgery. Our
suggestions were similar to other authors’ experiences.

We found a statistically significant association between the
remaining common hepatic duct diameter and early postoperative
complications. The smaller the diameter of the remaining hepatic duct,
the more likely the patients had postoperative bile leakage.

There was a statistically significant association between the length
of the remaining common hepatic duct and the early postoperative
complications. The shorter the length of the remaining hepatic duct, the
more likely the patients had postoperative bile leakage.

There was a statistically significant association between suture type
of hepaticojejustomy and early postoperative complications.

Postoperative outcomes were classified as very good in 85.7%, good
in 8.6%, fair in 4,3% and bad in 1.4% of cases. There was no
statistically significant association between age and treatment
outcomes.

4.4, FOLLOW-UP
4.4.1. First postoperative follow-up before 3 months after surgery

-100% of patients received a follow-up before 3 months after surgery.

- No patients with fair or bad treatment results
4.4.2. Second postoperative follow-up after 12 months

- 70 patients received a routine postoperative follow-up.

- No patients had bad treatment results. Two patients had fair
treatment results.

Compared with other authors' results, our results were similar.
According to Pham Duy Hien (2012), the results of treatment were
classified as very good in 87.6% of cases, good in 11.4% of cases, and
fair in 1.0% of cases and there were no bad results. In Huynh Gio
(2013) study, the results of treatment was very good in 91.8% of cases
and good in 7.1% of cases.
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CONCLUSION

From the study of 70 cases of laparoscopic choledochal cyst excision
and Roux-en-Y hepaticojejunal anastomosis in adults and children at
Hue Central Hospital from January 2012 to August 2017, we had the
following conclusions:

1. Clinical and paraclinical of choledochal cysts in adults and
children:

- The majority of patients were female, the female/male ratio was 57/13
=4.38.

- The most common symptom was right subcostal pain (84.3%).

+ In children group, patients could present with:

Severe cholestasis with jaundice and pale stool (16.7%).

Elevated liver enzymes (70.6%) hyperbilirubinemia (30.4%).

+ In adult group:

Abdominal pain was the most common symptom (80.1%).

- Laboratory tests only reflected the degree of cholestasis,
cholangitis and liver function. The diagnosis of CC mainly relied on
diagnostic imaging methods. On ultrasound, 85.7% of patients had
simple CC, 14.3% had CC with stones, pancreatitis, or abnormal biliary
anatomy. Type | CC accounted for the majority of cases (87.1%) and
the rest were type IV CC (12.9%).

2. Results of laparoscopic choledochal cyst excision and Roux-
en-Y hepaticojejunal anastomosis

- Mean operative time was 219.7+ 64.9 minutes.

- Postoperative complication rate was low of 9/70 (12.8%). Among
five cases of postoperative bile leakage, conserative treatment was
succesful in three cases and reoperation was required in two other cases.

- There was a statistically significant assosciation between operative
time and pericystic inflammation and abnormal biliary anatomy.

- There was a statistically significant assosciation between early
postoperative complications and the diameter and length of the remaining
common hepatic duct and the suture type used in hepaticojejunal
anastomosis.

- Postoperative outcomes were classified as very good and good in
the majority of patients (96.7%).
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