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PAT VAN PE

Ung thu dai trang (UTDT) 1a mot bénh Iy é4c tinh c6 ti I¢ cao ¢
nhiing nudc phét trién, 1a ung thr gy tir vong thir hai sau ung thur phoi. O
nude ta ung thu dai trang dimg Vi tri thir ndm sau ung thu da day, phoi,
i, vom hong va dung thir hai trong ung thu duong ti€u hoa sau da day.

Cho dén nay, diéu tri ung thu dai trang chu yéu 1a phau thuat
(PT) cit doan dai traing mang theo khoi u kém hach va hoa chét bd
trg. So voi céc ung thu khac nhu ung thu thuc quan, da day, ung thu
gan... thi ung thu dai trang la ung thu c6 tién luong t6t hon, ti Ié
song 5 niam sau mo trung binh (TB) 50% tinh chung cho cac giai
doan (GB) do d6 viéc chan doan sém va dleu tri triét dé c6 y nghia
rat 16n, gop phan lam tang ty & sdng sau mé.

Nam 1991, Jacobs thuc hién phiu thuat cit dai trang ndi soi
thanh cong dau tién cho mot bénh nhan ung thu manh trang, tr do
phau thudt ndi soi (PTNS) ngay cang dugc ung dung rong rai trong
diéu trj ung thu dai trang va gan day phau thuat ndi soi da dugc chung
minh c6 tinh hiéu qua v€ mat ung thu hoc tuong duong v6i md mo.

Tai Viét Nam, tir ndam 2000 phau thuat ndi soi dai truc trang
truyén thong d3 c6 nhiéu nghlen ctru béo céo va trong nhitng nam tr&
lai day, phau thudt ndi soi mot duong md véi cac dung cu thang
truyen thong hodc dung cu uén cong da dugc Gng dung rong rai voi
két qua dang khich 1&. Phau thuat ndi soi mot duong mo véi dung cu
ndi soi thong thuong 14 str dyng cac troca va dung cu thang truyen
thong, dit gan nhau, thang hang ¢ dudng tring gitra trén va dudi ron
trén cung mdt duong rach da 4 - 6em.

Nam 2008, Bucher da thyc hién thanh cong phau thuat noi soi
mot duong mo cho bénh nhan ung thu dai trang phai va tir d6 dén
nay di co nhiéu nghlen ctru bao cao vé ket qua budc dau ung dung
ky thuat phau thuat ndi soi mot dudng mo vao ung thu dai trang phai
bang dung cu mdt céng hodc dung cu truyen thong va cho thay day 1a
k¥ thuat kha thi va an toan. Tuy nhién, vi¢c theo ddi va danh gia két
qua lau dai vé phuong dién ung thu hoc cua ky thuat phau thuat noi
soi mot duong md van chua c6 nhiéu nghién ciru béo céo.

Nam 2009, MacDonald phén chia dung cu Umg dyng trong ky
thuat phau thuat ndi soi mot duong md gom 4 loai, thir nhét 1a sir
dung céc troca truyén théng dit canh nhau va 3 1oa1 dung cu mot
cong khac (gom Tri - Quad port, hé thong Uni-X va SILS port) va
theo tac gia viéc str dung ky thuat phau thudt ndi soi mot dudong mo
Vi 3 troca truyén thong ¢ chi phi phiu thuat thiap hon. Nhu vay,
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cung mét myc dich phau thuat ung thu dai trang phai, tuy nhién viéc
img dung phau thudt ndi soi mot duong mo bang dung cu truyén
thong c6 thé phu hop véi dleu kién cu thé cua nudc ta vi theo Froghi
F céc troca truyén thong ¢ thé sir dung lai duoc.

Xuat phat tr thye t¢ ung dung k¥ thudt phau thudt noi soi mot
duong mb diéu tri ung thur dai trang tai Bénh vién Trung Uong Hué chung
to1 tién hanh nghlen cliru dé tai “Nghién ctru ing dung phau thuit nji
soi mdt dwong mo diéu tri ung thu dai trang phal” nham 2 muc tiéu:

1. Nghién cvu dac diém lam sang cn lam sang va mot s6 dic diém
ky thudit phau thudt noi soi mot diong mo 5 dieu tri ung thu dai trang phai.

2. Pdnh gid két qua dzeu tri ung thu dai trang phdai bang phau
thugt ngi soi mot ducmg mé véi dung cu noi soi thong thuong va mot
$6 yéu 16 lién quan vOi thoi glan song thém.

Nhirng dong gop cua luén an
1. Y nghia ciia dé tai

Cung mét muc dich phiu thuat diéu tri ung thu dai trang phai, tuy
nhién vi¢c tng dung phau thuat noi soi mot duong mé bang dung cu
truyen thdng van dam bao nguyén tic diéu tri ung thu dai trang phai vira
¢6 chi phi phau thuat thap hon so v6i vigc str dung cac dung cu chuyén
dung, nhu vy c6 thé phu hop véi dleu kién cu thé cua nuéc ta.

Nhitng nghién cttu (NC) vé két qua sém sau PTNS MDM ung
thu dai trang phai da c6 nhleu bao céo trong va ngoai nude, tuy nhién
danh gia két qua lau dai Ve mat ung thu hoc va cac yéu té lién quan
VGi thoi gian song thém can tiép tuc duoc nghlen ctru béao céo, vi vay
dé tai: “Nghién ciru wng dung phiu thuat noi soi Mgt dudng mo
diéu tri ung thu dai trang phai” mang tinh cap thiét, y nghia khoa
hoc thuC tién trong van de nghién ctru khd nang ung dung ky thuat
nham dam bao nguyén tac diéu tri ung thu ma van mang lai nhleu loi
ich sau mo cho bénh nhan nhu rit ngan thoi glan dau sau mo, som
trg lai van dong, cong viéc sau mo cung nhu glam cac bién ching 1au
dai nhu tic rudt sau mo, thoat vivet mo va vé phuong dign tham my.

Luan 4n dong gop vao sb lisu nghlen ctru trong nuéc vé kha ning
tng dung ky thuat PTNS MDM, nghién ctru thanh cong s& m¢ ra mot
hudng phat trlen méi trong linh vuc PTNS d6 1a phau thuat ngi soi mot
du:crng mb diéu trj ung thu dai trang phai, 1a xu huéng hoan toan kha thi
va hi¢u qua trong diéu tri UTDT phal Ket qua trén dugc thé hién qua
thoi gian phau thuat ngan, khéng co tai b1en nang trong md va phuc hoi
som, thoi gian song thém trung binh sau md 67,9+3,3théng Véi ty 1€ tai
phat, di can sau PTNS MDBM 1a 16,7% khac biét c6 y nghia thong ké voi
nhém chuyén mé mé vai p=0,0001.



2. B6 cuc ciia luén 4n

Luéan an gorn 135 trang v6i 51 bang, 14 biéu do, 22 hinh. Ciu
triic cua ludn 4n gobm: Dat van dé 2 trang, Chuong 1 - Téng quan tai
liéu 38 trang; Chuong 2 - D6i tuong va phuong phap nghién ciru 23
trang; Chu(mg 3 - Két qua nghlen ctru 34 trang; Chuong 4 - Ban luan
36 trang va Két luén 2 trang, ¢6 138 tai li¢u tai ligu (45 tai ligu tiéng
Viét; 93 tai liéu tiéng Anh).

Chuong 1. TONG QUAN

1.1. Giai phiu mb ta dai trang phai

bai trang (PT) xep nhu chit U nguoc 6m lay ru6t non, bat dau
tir van hdi manh trang dén tryc trang gdm c6: manh trang, DT lIén,
DT ngang, DT xudng va DT Sigma. Manh trang, DT 1€én, goc gan va
phan dau cua DT ngang tao thanh DT phai.

Manh trang: Cé hinh tti cting nim & phia dudi van hdi manh trang,
phia trudc lién quan dén thanh bung trude, phia sau lién quan Vi phuc
mac thanh sau, 16p m6 lién két m& dudi phiic mac véi co thit lung chau,
cac nhanh cta d4m rdi than kinh that lung va niéu quan phal sau phuc
mac Va tinh mach chu dudi. Phia trong lién quan véi cac quai rudt non.

Dai trang Ién: Phia trugc duoc phu bdi phiic mac, phia sau lién
quan véi co that lung chau, cuc dudi than - niéu quan phai va tinh mach
chi duéi théng qua mac dinh Told. Lién quan phia ngoai véi thanh bung
bén phai. Phia trude va phia trong DT 1én lién quan véi cac quai rudt non.

Pai trang goc gan: Lién quan ¢ phia sau voi doan xuong ta trang
(DID) va than pha1 li€n quan phia truge véi mat tang clia gan tao nén
16m DT ¢ mdt nay. Viéc di dong DT goc gan trong PT cat nta PT phai
hodc cat nira BT phai mo rong 1a thu thuat bat budc va can than vi lién
quan dén day thi mat, phan xudng clia ta trang va than phal

Pai trang ngang: Dai tir 35-100cm, TB 50cm, ¢c6 mac ndi 16n
dinh vao mat truéc. BT ngang lién quan phia truge voi thanh bung
trudc, phia trén lién quan vG1 bo cong 16n da day boi mac ndi vi DT.
DT ngang lién quan voi goc ta hong trang va nhu’ng qua1 rudt non.
Trong PTNS cit DT, khi ning phan trai DT ngang gan goc lach 1én
s€ thay dong mach, tmh mach két trang gitra, doan dau rudt non, day
chang Treitz va tinh mach mac treo trang dudi.

1.2. Cac phau thuat ndi soi méi diéu tri ung thu dai trang phai

* Phau thuat noi soi mot dwong mo

- V& chi dmh phau thuat Theo Nagle, Law va nhiéu tac gia,
chi dinh PTNS MBbM UTDT phai khong khac biét so vdi chi dinh
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PTNS truyen thong, tuy nhién, phau thudt vién cang c6 kinh nghiém
trong phau thuat DTT ca vé nodi soi va md mo thi tlen hanh PTNS
MDPM cang thuan lgi. Theo Keller phiu thuat vién tién hanh PTNS
MDM phai c6 kinh nghiém phau thuat DTT it nhat 150 truong hop,
trong d6 PTNS tir 50 trudong hop tré 1€n

- Nhleu thudt ngfr dé chi cung mot ky thuat ndy nhu PTNS mdt
duong md, PTNS mot cong, phau thuat mot cong qua ron, PTNS mot
vét mo va thuong dugc g01 1a PTNS mét 16 vi cac dung cy mot 16 nhiéu
kénh da dugc str dung rong rai va da thiic dy phat | trién PTNS MbDM.

- PTNS MBPM dugc mé ta va thyc hién dau tién trong cit rudt
thira ndi soi vao nam 1992 bai Pelosi, dén nay trén thé gidi da c6
nhiéu bao céo vé PTNS MPM trong nhleu linh vyc nhu ti€u hoa gan
mat, tiét niéu, phu khoa. Ban dau, su phat trién cia PTNS MDPM bj
han ché vi thiéu nhung dyng cu chuyén dung. Nam 1997, Navarra
thuc hién thanh cong cat tui mat bang phuong phap nay va cho thay
1a k¥ thuat an toan va c6 nhiéu wu diém. PT nhanh chong duoc chap
nhan rong rai do tinh don gian cta no.

- Nam 2008, Premzi va Bucher thuc hi¢n cit nira DT phai
thanh c6ng dau tién bang PTNS mot 13.

- Nam 2010, Ramos-Valadez bao cao NC ¢6 s lugng BN 16, lién
tuc UTDT phai dugc phiu thuat bang PTNS MPM. Ciing trong nim nay
L. Boni thuc hign PTNS MPM cho 36BN UTDT phai khong c6 blen
chiing cho thay thoi gian nam vién TB 5 ngay (4-14), s6 hach 1ymph0 cét
bo TB 24+7 hach (15-29). Nam 2011, Katsuno bao cao két qua PTNS
MDM cho 31BN UTDT, Boezem bao cao két qua PTNS MPM cho
50BN véi két qua dang khich 1¢. Nam 2016, Keller D.S bio cdo NC trén
S500BN PTNS MbM va ghi nhén ty 1¢ chuyen md mo 6,8%.

- Tai Viét Nam, ndm 2015, Nguyen Htru Thinh bao céo nghién
ctru hiéu qua cua PTNS mot vét mo cat BT do ung thu trén 164BN
trong Luan an tién si y hoc, Pai Hoc Y Dugc TP H Chi Minh, trong
d6 gom 48BN UTDT phal va véi viéc st dung troca va cac dung cu
PTNS tiéu chuan tac gia nhan dinh day l1a phuong phap kha thi va an
toan trong diéu tri UTDT. Nam 2017, Pham Nhu Hi¢p va cs phan
tich mot s6 kho khan va thuan loi khi tién hanh PTNS MBM trén
114 BN, tac gia nhan dinh phau thuat vién cang co nhleu kinh
nghlem trong phau thuat dai truc trang ca vé ndi soi truyén théng va
mo mo thi tién hanh phau thuit ndi soi mot 16 cang thuan loi va
PTNS MDM 12 xu hudng cua phau thuét it xdm nhép hién dang dugc
ung dung rong rai trén thé gidi trong tat ca cac chuyén nganh ngoai
khoa noi chung, trong d6 c6 ung thu dai truc trang
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Hién nay trén thé glO’l mot sb trung tam 16n dang ap dung ky
thuat PTNS MDM, cung véi sy phat trién cia khoa hoc ky thuat, cac
dung cu chuyén dung mot cong nhiéu kénh ngay cang dugc sir dung
rong rai da thuc day phat trién PTNS MDM, bén canh d6 su hd trg
cua cac dung cu cat - khau ty dong (GIA, EEA) da lam giam kich
thudc duong mo cung voi nhimg wu di€ém ma n6 mang lai.

* U'u diém ciia PTNS MPM véi dung cu thong thudng:

1. Str dung céc troca va dung cu thing truyén thong

2. Céc troca va dung cu ¢ thé sir dung lai duoc so véi dung cu
mdt 16 chi str dung mot lan.

3. Chi phi thap hon so v&i dung cu cong da kénh, dung cu uén
cong hodc c6 khdp noi.

4. Theo Ramos-Valader D.I, mot uu diém ctia PTNS mot
dudng md so voi dung cu PTNS mét 15 1a khong c6 tinh trang bung
dung cu ¢ nhiing bénh nhan béo ph1 c6 thanh bung qua day, di€u nay
dugc xem la chong chi dinh 601 v6i PTNS mét 16.

5. PTNS mét duong md han ché dugc sy xi do khi CO qua chan
troca trong md so v6i dung cu mot 18 vi cac troca dugc gan chit vao thanh
bung, qua trinh thao tac thuén tién véi dung cu thing truyén théng, giam
su va cham dung cu hon nhét 1a khi str dung camera dai 60cm.

Nhu Vay, ky thuat PTNS m¢t duong mé su dung 3 troca
truyén théng c6 chi phi_ thip hon, tir d6 bénh nhan d& chip nhéan hon.
Cung mdt muc dich phau thuét ung thu dai trang phai, tuy nhién vi¢e
ung dung k¥ thuat nay c6 thé phu hop vai diéu kién cu thé ctia nudc
ta vi theo Froghi F céc troca truyén thong co the su dung lai dugc so
v6i cac dung cu dung cu ubn cong, c6 khdp ndi va cong chuyén dung
chi sr dung mot lan

* Phéu thuat ndi soi qua !5 tw nhién )

- PTNS qua 15 tu nhién cit DPTT 1;‘1 PT ma tat ca dyng cu PT
dugc dua qua 16 hau mén }}oéq am dao dé tién hanh phau tich, sau d6
lay bénh pham va khau noi deu qua duy nhat con duong nay, khac
véi cac ky thuat ndi soi cit DTT truyén thong 1a hau hét cac kénh
thao tac déu tién hanh tir duong bung.

- Nam 2012 tai Nhat Ban, Cheung T.P va Cheung H.Y thyc
hién cit nura DT phai ndi soi qua truc trang cho BN nam, 42 tuoi,
mleng n01 dugc thuc hién bang may khau cit thing noi soi voi th01
gian md 120 phut, lugng mau mat 30 ml va thoi glan nam vién 5
ngay, vi tri mé thanh trudce tryc trang cao cung 1a noi lay bénh pham
Tac gia nhan dinh day la ky thudt an toan va kha thi. Cung voi xu
huéng phat trién cia thé gidi, tai Viét Nam tir 2013 dén nay, Pham


http://www.ncbi.nlm.nih.gov/pubmed/?term=Cheung%20TP%5BAuthor%5D&cauthor=true&cauthor_uid=22776344
http://www.ncbi.nlm.nih.gov/pubmed/?term=Cheung%20HY%5BAuthor%5D&cauthor=true&cauthor_uid=22776344
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Nhu Hiép va cs da thuc hién thanh cong PT NOTES trén 20BN
UTDTT (3 qua &m dao, 17 qua tryc trang) véi két qua dang khich 1¢.

* Phau thuét ngi soi ung thw dai trang phai bang Robot

- Nam 2002, PTNSS robot duoc ung dung dau tién trong PTNS DTT
bdi Weber P.A va cong sw. Su bung n6 cong ngh¢ robot khién it ca cac
chuyén nganh PT ¢ thé sir dung hét cac kha ning cua nd trong do co phau
thuat BT phal Ba dic diém chinh ctia PTNS robot gom phau thuat tir xa,
xam hai t6i thiéu va khong dung tryc tlep ban tay ctia phau thudt vién (PTV).

- Theo De Souza va Ashwin, cat DT phai ndi soi robot duwoc xem
1a mét bién phap kha thi va an toan, tac gia so sanh két qua phau thuat 40
BN cit BT phai ndi soi robot voi 135 BN cat BT phai ndi soi truyen
thong cho thiy khong c6 su khac biét vé luong méu mét, vé ty 18 chuyen
md mo, thoi gian ndm vién va bién ching PT. Tuy nhién thoi gian m6
robot 223 phut (180-270) dai hon PTNS truyén thong va chi phi cao hon.

Chuong 2. POI TUQGNG VA PHUONG PHAP NGHIEN CUU

2.1. Tiéu chuin chon bénh

Gom 47 benh nhan ung thu dai trang phai tai Bénh vién Trung
Uong Hué thoa min cac tiéu chudn sau.

- Bénh nhan duoc chan doan ung thu dai trang phai dua vao
lam sang va cac xét nghiém can lam sang

- Khong kém cac bénh 1y ndi khoa nang hoac cép tinh, du diéu
kién gay mé va bom hoi 6 phiic mac véi ASA 1-3.

- Buoc ung dung ky thuat PTNS MDM véi cic troca truyen thong

- Két qua giai phau bénh sau mod 13 ung thu biéu mo tuyen
dugc phan tich danh gia day du sé lugng hach, d6 biét hoa sau mo.
2.2. Tiéu chuén loai trir

Bénh nhan duorc phau thuét ndi soi mot duong md nhung loai
trir vi:

- P4 mic mdt bénh 1y ung thu khac (ung thu tuyén giap,
duong vit...).

- Phiu thuat noi soi mot dudng md bang dung cu mot 15, mot
codng (Single port, Uni-X...)

- UTOT phai giai doan IV chin doan trong md hodc da diéu tri
hoa chat.

- Bénh nhén khong duoc theo doi, tai kham dinh ky.
2.3. Thiét ke nghién ctru va c& miu

* Thiét ké nghién ciru: Nghlen clru tién ciru mo ta can thigp
lam sang khong nhoém chung, c¢6 theo doi va tai kham.
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* Xac dinh ¢& miu nghién ciu: C& mau duoc xac dinh dya
vao myc ti€u chinh cia NC la két qua ung dung ky thuat PTNS
MBDM vao diéu tri ung BT phal bao gdm cdc ti€u chi vé ty 1€ tai blen
blen chu‘ng, ty 1& chuyén md m&, mirc do triét dé cua phau thuat. .
cubi cung 1a ty 1é tir vong lién quan dén phau thudt dé lam can ctr
chon mau. ) .

- C& mau toi thiéu dugc tinh theo cong thirc:

Z%1-02)P(1-P)

d?

+ Trong do:

Z: Tri s0 gioi han cua dg tin cay 12 95%, Z?q-w2= Z0.975 = 1,96.

d: La sai so0 trong nghién ctru ¢ d9 tin cdy 95%, d = 0,05.

P: La két qua PTNS MPM diéu tri ung thu dai trang phai theo
cac NC béo cao tur 2010-2012. Chung t6i nhén thay két qua PTNS
MDBM qua nghién ciru ciia mot sd tac gia co ty 1& chuyén mdé mo
nhu: Katsuno (2011) 0%, Ross (2011) 5%, Champagne (2012)
2,42%, Makino (2012) danh gia tong hop 21 nghién cttu gom 477BN
PTNS mot duong mo véi ty 1€ chuyen mo mé 5,9%. Vay P dao dong
tir 0-5,9%, lay trung binh 1a 3,0%.

+ Thay véo cong thirc trén chung t6i ¢6 ¢& miu t6i thiéu:

N = (1,96)? x 0,03 x 0,97/(0,05)* = 44,7 # 45 bénh nhan

- C6 mau trong NC ctia ching toi gom 47 bénh nhan thoa man
yéu cau vé& ¢ mau tdi thiéu. Phan tich d6 tudi trong 47BN nghién
ctru nhén thay c6 phan phéi chuan trong SPSS. Nhu vy, co thé sir
dung gla tri trung binh, d¢ 1éch chudn va cac thuat toan SPSS phan
tich xac suat Song sot tich lay Kaplan Meier va kiém dinh Log rank
dé danh gia mdi lién quan v6i thoi gian séng thém.

2.4. Tién hanh nghién ctru

* Trang thiét bi

- H¢ thong may ndi soi va bom CO ty dong cua Karl-Storz

- Dung cu phau thuét bao gom:

+ Dung cu PTNS thuong quy: Cac troca 5mm, 10mm va
12mm, cac loai kep PTNS, cac loai kéo, kim kep kim, may tudi hut
c6 van diéu khién.

+ Dao di¢n don cyc, dao sjéu am va han mach. ..

+ Dung cu cat va khau noi ty dong Stapler thang (Endo GIA
3,5mm va 4,5mm), dung cu cam mau Clip, Hemolock 5Smm, 10mm...

+ Dung cu bao v¢ vét md, dung cu PT m¢ thong thuong dé thyuc
hién thi lay bénh pham, thyc hién cat doan DT kém u va khau ndi.



* Chi dinh phau thuat

- V& vi tri khdi u: Céc khdi u & DT phai nhu: manh trang, dai
trang 1€n, DT goc gan, doan DT ngang 1/3 bén phai.

- Vé kich thuéc kh01 u: Kich thudce khéi u duge danh gia dua
vao CT scan bung trudce mo bao gdm < 5cm va > 5cm theo Ryuk

) -Vé mure d xam lan khéi u: PTNS dugc thuan lgi v6i do xam
l4n khdi u bang hoac dudi mirc T4a - xam lan dén thanh mac, chua
c6 di can xa.

-Vé dac dlem bénh nhan: BN c6 bénh 1y ho hap, tim mach va
cac benh 1y noi tiét cting nhu nhiém tring ning dugc diéu tri 6n dinh
trugc mo.

* Ky thuat phiu thuit ndi soi mat dwong mo

Tién hanh PTNS MDM theo ky thuat ciia Chen W.T.L, Nagle
D véi céc troca truyen thdng theo MacDonald:

- Bénh nhan nam ngwra, PTV va phu cam dén soi dung bén trai
BN, phu mé dung bén phai BN.

- Vao 6 phuc mac theo k¥ thudt ndi soi mot duong mo bat troca
10mm vao 6 phic mac theo ky thuat Hasson, vi tri dudi ron, trén hodc
bén trai ron. i )

- Bom CO; vao 6 phﬁc mac toc do 2-3 lit/phut, dat ap luc 12mmHg.

- bat 2 troca ticp theo trén duong trang_ glua vé hai phla va
cach troca deén soi khoang 2-3cm ¢6 sy hudng dan cua dén soi, c6 thé
st dung 3 troca kiéu 5-10-5mm hodc 5-10-10mm. Chiéu dai duong
md sau khi ndi 3 trocar khoang 4-6¢cm. Nhitng truo‘ng hop khé phiu
tich c6 thé dat thém troca hd tro & ho chau phai, vi tri troca dat thém
c6 thé sir dung dé dat dan luu sau md.

- St dung cac dung cu PTNS thang truyén thong, tién hanh PT
cit DT phai ndi soi mot duong mo6 theo Chen W.T.L va Nagle D:

+ Du6i quan sat cua dén soi va céac dung cu, tién hanh boc 10,
danh gia GD trong md dé tién hanh PT bao . gOm vi tri, kich thudc,
murc d di dong khoi u, danh gia cac tang va b phuc mac.

+ Di dong DT phai theo k¥ thuat bén - giira cia Nagle D, chi
dinh khi giai phau mac treo dai trang phai khong rd rang: Rach mac
Told, di dong doan DT pha1 kém u, bit dau tach tir manh trang 1én
gbi dudi D2 té trang, gidi phong DT goc gan. Di dong bT pha1 hoan
toan bang cach di dong doan gan cua DT ngang va doan cudi hoi
trang. Viéc thit cac mach mau c6 thé thuc hién bén trong bing cac
dung cu hodc bén ngoai co thé.

+ Di dong DT phai theo k¥ thuat gnra bén cua Nagle D, chi dinh
khi goc cac mach méau dugc nhan dién 1o rang. Dau tién, phau tich va that
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cac mach mau sat goc bang Clip, Hemolock, tiép theo thuc hién cat bo
nguyén khoi bang phiu tich mac treo DT phai tir trong ra ngoal

+ Théo va rach da ndi 3 troca, dit dung cu bdo v¢ vet mo, dua
doan DT phai kém u ra ngoai thyc hién cit BT phai va ndi hoi trang -
DT ngang tan - tan, tan - bén hodc bén - bén tuy thude vao khau kinh
hoi trang — BT ngang, va kinh nghlem clua phau thudt vién.

+ Tra miéng ndi vao lai 6 phic mac, cam mau, khau dong 16
mac treo va dat dan Iuu néu can trudce khi dong vét mo. Vi tri dit dan
lru 6 thé qua troca dat thém & hé chau phai hodc dit dan luu xuyén
qua dau dudi cia vét mo.

2.5. Danh gia dic diém lam sang - c4n 1am sang - k¥ thuat phau thuat

* Pac diém chung, dac diém lam sang -Can lam sang

* Chce dic diém vé ky thuat phau thuit

- Vi tri, kich thuéc khéi u, do xam lan khéi u.

- Phuong phap PTNS MbM gorn Cit nira BT phal md rong,
cét ntra DT phai, cit doan DT ngang va PT phdi hop gom cit bo tang
xam lan...

- K§¥ thuat khau nbi, thoi _gian md, tai bién trong md, danh gia
mure do vét hach theo Okuno gdm D2 va D3. Phan tich nguyén nhan
chuyen mb mo
2.6. Két qua phau thuit - tai kham sau md

* Két qua sém sau mé gom Chiéu dai duong mo, sb troca dat
thém, sd ngay dau sau md, thoi gian co lai trung tién, thoi glan rit dan
luru, thoi gian ndm vién sau mo, bién chu'ng saumd va 1y do mo lai.

* Danh gia tai phat: Dya vao két qua tham kham va cac xét
nghiém, tai phat sau mo duoc phan chia theo Willaert W gom

- Tai phat tai miéng n6i hoi - dai trang, tai phat tai ving (Céc
té bao ung thu xuat hién 6 cac hach bach huyét nam gan bT), tai
phat dang di cin xa (Cac té bao ‘ung thu dugc tim thay O cac co quan
khéc trong co thé nhu gan, phdi, ndo va xuong...) va tai phat dang
phéi hop gom céc dang trén.

- Thoi gian tai phat dugc tinh tir ngay PT dén lac phat hién tai phat.

* Panh gia kha nang song con

- Phén tich kha nang song con va du dodn thoi gian song thém sau md
bang phuong phép Kaplan-Meier odbm: Séng thém toan bd va song thém
khong bénh. Song thém tu:ng nhom: nhém PTNS MM va chuyen mo mo.

- Phan tich mot 6 yéu t6 lién quan véi thoi gian song thém, la
nhiing yeu t6 ¢6 gia tri vé mdt tién luong trong UTDTT gom: Song thém
theo tudi < 60 va > 60 tudi, song thém theo kich thudce khéi u, song thém
theo gian doan bénh TNM va sdng thém theo nong do CEA trudc mo.
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* Xir Iy 6 li¢u

- Thu thép sb liéu theo phiéu diéu tra va phiéu tai kham, thoi
dlem két thic theo doi la 12/2017. Xu 1y s6 liéu theo phuong phap
thong ké y hoc véi phan mém SPSS 22.0. Gia tri p<0,05 duoc chon
la c6 y nghia thong ké véi do tin cay 95%. Khao sat thoi gian song
con bang phuong phap Kaplan Meier, dung phép kiém Log-rank dé
phan tich thoi gian song con theo cac bién so.

Chuong 3. KET QUA NGHIEN CUU

3.1. Pic diém 14m sang - can lam sang - ky thuat phiu thuat

* Dic diém chung

- Tubi TB trong 52,6+14,9 (28-87 tudi), ty 16 nam/nix 1a 1,5/1.

- Ty 1€ bénh nhéan & nong thon 70,2%, thanh thi 29,8%.

- Thoi gian khéi phat bénh dudi 6 thang 46,8%, sau 12 thang 4,3%.

- Tién st PT bung dudng Mac Burney 6,4%, Pfannenstiel 4,3%.

* Pic diém 1am sang

- Pau bung 97,9%, ban tac rudt 36,2%, phan c6 mau 31,9%

- SO thay u ¢ bung chiém ty 1€ 31,9%, tac rudt 29,8%.

- ASA 2 chiém ty ¢ cao nhat 57,4%, ASA 1 chiém 31,9%.

* Pjc diém can 1am sang

- Heamoglobm duéi 11g/dl chiém ty 1& 48,9%. Tang CEA trudc
md 31, 9%, CEA trung binh 9,1+17,6ng/ml (0,2-102,9). Tang CA19-9
trude mb 17,0%, CA19-9 trung binh 70,4+294.4U/ml (0,6-1998).

- CT scan bung: u dai trang 1én ty 1& cao nhat 51,5%, u dai
trang ngang bén phai 6,4%. Kich thudc u TB 5,6+3,6cm (1,3-14,5), u
tr 5-10cm ty 1€ cao nhéit 51,1%, trén 10cm chlem 8 ,5%, ton thuong
phéi hop 10,6%, gdm u xo tir cung, nang than va nang gan.

- Noi soi dai trang: U dai trang 1én chiém ty 1¢ cao nhat 48,9%,
dai trang ngang bén phai 6,4%. Thé sui chiém ty 1é cao nhat 80,9%,
thé loét 2,1%.

* Pic diém Ky thuat phau thuat

Trong 47BN nghlen ctru ¢6 SBN phal chuyén mé mo, két qua
nghién ctru 42 BN PTNS MDM thanh c¢ong nhu sau:

- U dai trang 1én ty 1& cao nhit 42,9%, dai trang ngang bén
phai 11,9%.

- Kich thuéc khéi u trong md TB 6,142 ,7cm (2,0-15,0), tr 5-
10cm chiém ty 1€ cao nhat 66,7%, trén 10cm chlem ty 1€ 4,8%.

- D6 xam l4n khéi u trong md T1-T3 chiém ty 18 cao nhat 76,2%,
T4a 23,8%, khong gip T4b trong nhoém PTNS mot dudng mo.
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- Phuong phap PTNS MbM: Cit nira dai trang phai chiém ty 18
cao nhét 85,7%, Cit nira dai trang phai mé rong 11,9%.

- Dt thém 1 troca hd trg 21,4%, khong dit thém 2- -3 troca. Vet hach
D3 69,0%, D2 31,0%. 100% PTNS MbM khoéng gip tai bién trong mo.

- Thoi gian md TB 150,1+36,8phuat (90-210), chiéu dai duong
mb TB 5,8+1,6cm (3,0-10,0), tir >5-7cm chiém ty Ié cao nhit 45,2%.
3.2. Két qua phiu thuit

* Két _qua so'm sau mo

- Nhiém tring vét mo 9,5%, buc mleng ndi ngay thr 8 gy
viém phic mac 2,4%, bénh nhan dugc mo lai khéu ch6 buc va mo
thong hoi trang.

- Nam vién TB 9,7+3,5ngay (5-25), 7-8ngay chiém ty 18 cao
nhat 40,5%, khong bién chimg 8,7+1,6ngdy, c6 bién chung
17,0+5, 1ngay voi p<0,0001.

- GPB sau m6: Ung thu biéu mo tuyén biét hoa cao 78,6%,
biét hoa thap 9,5%. Sb hach thu dugc TB 16,5+4,0hach (12-24), tur
12-20 chiém 76,2%. Chiéu dai bénh pham TB 29,1+10,2cm, (14-55),
trén 25¢m chiém 50,0%.

- Giai doan theo TNM: GD 1 33,3%, GD 11 50,0%; GD I11 16,7%.

- Két qua sau mo nhom chuyen md méd: Khac bi€t c6 y nghia
vé muc d§ dau sau md, thoi glan nam vién va do xam 14n khéi u T4b
sau mo voi p<0,05. Khong c6 su khac biét vé thoi glan trung tién, sb
hach thu dugc, bién chiig sau mé gitra hai nhom véi p>0,05.

*Pgc diém tai phat - di cin

- Th(n gian theo doi sau PTNS MPM 38,7+22.3 thang (9-76),
chuyén mé mo 21,2+13,3 thang (9-44).

- Tai phat — di can sau PTNS MPM 16,7%, nhém chuyén mo
mo 100%

- Ty Ié tai phat, di can sau md 25,5% (12/47BN), trong d6 tai phat tai
viing 10,6%, di cin xa 6,4%, phi hop tai phat tai ving kém di cin 8,5%.

- Téai phat tai ving TB sau 14,6+15,5thang (2-36), di cén xa
TB sau 17,7+12,6thang (6-31), tai phat kém di can TB sau
10,8+10,3thang (2-28) trong do6 di can gan va mac treo rugt 28,6%,
di can nhiéu co quan 14,3%.

* Thoi gian song thém theo Kaplan - Meier

- Séng thém toan bo TB 61,7+3,9 thang (54,1-69,3). Sbng
thém sau 24 thang 87,5%, 36 thang 79 ;9% va sau 60 thang 66,7%.

- Song khong bénh TB 59,9+4,4 thang (51,3-68,7). Song
khong bénh sau 24 thang 81,7%, 36 thang 74,2% va 60 thang 74,2%.
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- Séng thém nhom PTNS MDPM 67,9+3,3thang (61,4-74,4),
sau 24 thang 97,1%, sau 36 thang 88,2%, sau 48 thang 83,3% va sau
60 thang 77,8%.

- Nhorn chuyen mé ma, séng thém TB 21,2+5.9 thang (9,5-32,8).
Ty & séng sau mo 12 thang 80,0%, sau 24 thang 20,0%, sau 48 thang 0%.
Khéc bi¢t gitra PTNS va chuyén mé mé co ¥ nghia thong ké vai p<0,001.

* Mot s0 yéu to lién _quan voi thoi glan song thém sau mo

- Song thém theo tudi: Séng thém TB ¢ nhom BN >60 tudi la
71,5 thang cao hon nhom BN <60 tudi 1a 55,9 thang, p < 0,001,

- S6ng thém theo kich thudc u >10 cm 14 41,5 thang, thap hon
nhom kich thude u<5 cm va tir 5-10 cm lan luot 1a 57,8 thang va
62,7 thang, p<0,05.

- Song thém theo giai doan: GBI 70,5thang, Gb Il 58,2thang,
GD 11l 48,0thang. Séng thém sau 2 nam GBI 90,9%, GDII 80,5%,
GDIII 83,3%. Song thém sau 5 nam GBI 90,9%, GPII 71,6%, GDIII
20,8%, p<0,0001.

- Séng thém theo CEA trudc md: Séng thém TB ¢ nhém CEA
> 5 ng/ml 1a 60,3 thang, thip hon nhém CEA < 5 ng/ml 1a 60,6
thang, khac biét khong co y nghia théng ké véi p=0,8326 (p > 0,05).

Chuong 4. BAN LUAN

4.1. Pic diém 1am sang

* Pac diém vé tudi

Qua NC tng dung PTNS MDPM gdm 47 BN ching t6i ghi
nhan tudi TB 52, 6+14.,9 (28-87). Két qua nay phu hop véi NC cua
Nguyén Hoang Bic tUOI TB 53,2+14,5, NC ctia Nguyén Minh Hai va
Lam Viét Trung, tum TB 53,2 (20-74). Nguyén Hiru Thinh NC trén
164BN ghi nhan tudi TB 54, 7+£14,8 (22-89), theo Pham Anh Vi tudi
TB 55,5. Mot s6 tac gia co tudi TB cao hon nhu Dang Cong Thuan
61,2+15,2 tudi, Hitu Hoai Anh tudi TB 62,1. NC cua Lé 'Huy Hoa c6
do6 tudi tir 40-70 chiém ty 1¢ 67,5%, theo Ding Tran Tién ty 1& bénh
tang theo tu01 va pho bién [y nhung nguoi trén 50 tudi.

Tudi TB ciia mot so tac gia nude ngoai cao hon nhu NC cua
Chen W.T.L 1a 69,44 tudi, NC caa Papaconstantinou H.T tuol B
nhom PTNS MDM la 60,3+13,6, NC cua Keshava A 1a 67 tudi (18-
90), su chénh léch Ve tudi TB co thé do yéu tb dia du, diéu kién té xa
hoi va tudi tho. Két qua cua nhleu NC cho thiy khoang 90% UTDT
xay ra o ngu’(n trén 50 tudi va tudi tir 40-60 1a thuong gap UTDT va
thudng c6 bénh Iy ndi khoa két hop 1am han ché chi dinh cia PTNS.
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*Trigu Chu'ng 1Am sang

Trong NC cua ching t6i, dau bung la tri¢u ching thuong gap nhat
chlern 97,9%, gay sut 19,1%, thiéu mau 21,3%, phan c6 mau 31,9% va
ban tac rudt 36,2%. Theo Pham Van Linh, ¢ GD sém ty I¢ phat hién bénh
con thap do cac triéu chung khong dién hinh va su chu quan cla thay
thudc 1an BN, tuy nhién c6 mét s6 dau hi€u bdo dong sém ma khong nén
bo qua nhur dai tién phan den, c6 mau, 16i loan tiéu hoa. Liic d6 can phai
tham kham mot cach hé thong nhdm phat hién sém ung thur.

Dai tién phan méu trong NC ctia chiing t6i 1a 31,9%, két qua
nay cao hon NC ctia P6 Dinh Céng 1a 25,6% va thap hon NC cua
Déang Cong Thuan la 75,8%. Theo Nguyen Dinh Hdi khéi u cang
thap thi ty 1 dai tién ra mau do6 cang nhiéu, mau lan trong phan &
UTDT phai thuong 1a d6 sdm, & DT trai it mau sam hon va tryc tring
la mau do tuoi nhat va dé nham véi tr va kiét ly.

Bén tic rudt trong NC nay 36 ,2% cao hon NC cua Duong Ba
Lap 18,2%, tuy nhién, nhiimg BN nay déu dugc hoi suc, diéu tri ngi
khoa 6n dlnh va duoc PT chuong trinh. Theo nhiéu tic gia, hoi
chung ban tac rudt c6 thé lip di lap lai trong vai ngay hodc nhiéu
ngay, tic rudt voi tinh trang bung chucmg 12 mot can trg 16n, 1am han
ché truong nhin, thao tac trong mo va ¢6 thé lam tang nguy co bién
ching PT, yéu t6 nay dugc xem nhu mot chng chi dinh ddi voi
PTNS noi chung cling nhu PTNS dai truc trang.

Triéu chu’ng thuc thé 1a . nhimg dau hiéu dugc danh g1a trong qua
trinh thim kham va theo doi dién bién BN trude mo. Trong s0 47BN, ty
1 so thay u ¢ bung 1a 31,9%, tam ching tac rudt véi dau bung - non -
bi trung dai tién 13 29,8% va phat hién duogc gan 16n trén lam sang
2,1%. Két qua so thiy u cao hon NC cua Tran Hiéu Hoc, so thiy u
11,1% va déu & bén phdi, Dwong B4 Lap 17,3%, Dang Cong Thuan
24,1% va Tran Vin Ha 28,4%.

Theo Pham Gia Khanh s¢ thiy kh01 u gap ¢ 60% nhan bénh
UTDT, ung thu ¢ DT bén phal d& s thdy u hon. U & 2 gbc phai va
trai BT thuong kho so thay vi hai bo suon che 1ap va khi so thay u
cua DT thi thuong la BN da dén muon, thuong kém theo céc trigu
chung 1am sang khac va chan doan bénh thucrng dé. Dleu nay cing
phu hop voi Pham Pirc Hudn, kham bung c6 thé so thdy kh01 u nam
¢ mot trong cac vi tri cua khung dai trang va thuong la khéi u & hd
chiu phdi, mang sudn phai, it khi so thiy u & dai trang trai.

Vé tac rudt, chung toi gap 29,8%, két qua nay thap hon trigu
chimg ban tic rudt lac vao vién la 36,2% chimg t6 tinh trang tac rudt
duoc cai thién sau diéu tri dé co thé tién hanh PT chuong trinh thanh
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cong. Theo cac tac gia, tac rudt 1a bién ching thuong gap nhat trong
UTDT, ung thu & bat ky vi tri nao cua bT deu c6 thé gay tic rudt,
nhung ung thu ¢ DT trai thuong gdp hon. Vian @& diéu trj trong UTDT
¢0 tac rudt 1a vira phai giai quyét tac rudt va bénh 1y ung thu. Do do, néu
tinh trang BN cho phep PT triét dé cat BT, ndi _ngay hay khong can tiy
thudc tinh trang DT va tinh trang BN. Theo Tran Hiéu Hoc UTDT phai
¢ tic ruot phan I6n duoc PT mot thi chiém 75%, vei ty 1€ bién chung
nhiém tring vét mo 7 ,1%, khong c6 BN nao phai mo 2 thi.

Theo Tanaka T tac rudt trong UTDT la yéu t6 tién luorng Xau va
ty 1¢ tir vong trong PT cép ctru tir 7-30%. Véi su ho trg ctia ndi soi can
thlep, dat stent kim loai tu glan trong uUTbT gay tac rudt nhu la mét sy
giai ap tic ngh&n tam thoi va giap cho viée hoi st trude mod duoc thuan
loi ciing nhu t6i wu héa viéc lwa chon PT khi BN 6n dinh. Theo Hooft
JE.V, dit stent DT nén dugc thyc hién va theo dbi truc tiép boi PTV ¢6
kinh nghiém phau thuat DT va di thyuc hién it nhat 20 truong hop.
Chong chi dinh dat stent trong trudng hop da nghi ngo cod thung bT,
viém tui thira gay hep, BN khong dong ¥ 1am thu thuét, BN ¢6 r6i loan
dong méu hodc ¢6 bénh 1y n6i khoa ndng chua diéu tri 6n dinh.

4.2. Pac dlem can lam sang

* Nong do CEA va CA19-9 truéc md

Trong NC cua ching 61, ty 1¢ ting CEA trudc mé 1a 31,9%,
nong do CEA TB 9,1+17,6 ng/ml (0,2-102,9). Két qua nay cao hon
NC cua Verberne C ty Ie tang CEA truéc mo 20,8%, NC cua Lee
S.D, CEA tru6c mb TB 6,2+13,3ng/ml (0,6-82,7), thap hon so voi
NC cua béing Cong Thuan, taing CEA truéc mo 48,1%, TB
11,24+16,8 ng/ml, cao nhat 91,1 ng/ml. NC cta Pham Nhu Hi¢p va
Ho Hitu Thién co ty 1¢ ting CEA truéc mé 57 9%, L€ Huy Hoa NC
trén 90 BN ghi nhan ty I¢ tang CEA truéc mo 42,2%. NC cua
Partyka P 1a 71%, NC cua Su B.B tang CEA 1a 37,0%.

Ty I¢ tang CA19-9 (= 39 U/ml) trong NC nay 1a 17,0%, nong do
TB 70,4+294.4 U/ml (0,6-1998). Két qua nay thap hon NC cua Partyka P,
ty I¢ ting CA19-9 1a 32%. Theo céc tac gia CA19-9 dugc xem nhu mot
méc co trong chin doan theo doi dlen bién va hiéu qua diéu tri va phat
hién tai phat & BN ung thu tuy, mot sb ung thu khac nhu ung thu duong
mat, DTT va budng trimg, nhu mot dau 4n hd tro ung thu thi hai.

* CT scan bung

Tét ca BN trong nhém NC déu dugc chup CT scan bung - chau
dé danh gia vi tri, kich thuge, do xam 1an va di can khéi u, chan doan
GD TNM trudc mé va lya chon phuong phap PT. Ty 1é phét hién khéi u
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DT trén CT scan bung 12 91,5% (43/47 BN), c6 4 BN khong phat hién
ton thuong trén CT i kich thudce khdi u nho chiém ty 1¢ 8,5%.

Kich thudc kho1 u TB trén CT la 5,6+3,6cm (1,3-14,5) theo
duong kinh I6n nhét, trong do kich thuge u tir 5-10cm chiém ty 1€ cao
nhét 51,1%, trén 10cm chiém ty 1€ 8,5%. Tuy nhién trén thyc té PT
thuong 16n hon do tinh trang viém, dinh va phu né. Kich thudc u TB
trong NC cao hon NC cua Nguyén Hiru Thinh, dudng kinh u TB
nhém PTNS mét vét md 1a 4,8+0,6cm. Lé Huy Hoa, danh gia khéi u
theo chiéu doc véi kich thudc tir 2-5cm chiém ty 1¢ cao nhat 62,2%,
dac biét khdi u trén 10cm c6 ty 1é twong duong véi 7,8%. Theo Pham
Ngoc Hoa va Lé Vin Phude, UTDT biéu hién dudi dang thanh day
khong do1 xtng, su x0a 16p md canh u co thé 1a chi diém cho sy xdm
1an cac cau trac quanh u. Ty 18 phét hién hach di can UTDTT déi véi
CT vao khodng 27-73%. Theo Haan, CT ndi soi do c6 do nhay trong
phat hién polyp hoac u tuyen 6 kich thude trén 10mm la 83,3% va
87,9% va theo Vo Nguyen Thanh Nhan, cung v6i su phat trién cua cT
da diy, CT ndi soi 4o ra doi dan thay thé noi soi BT trong viéc tim
soat UTDT.

* N@i soi dai trang

No6i soi BT 1a “tidu chuin vang” trong chin dodn va tAm soat cac
bénh 1y c tinh cua DTT. N¢i soi khong nhitng cho phép quan sét cac dac
diém dai thé ctia ton thuong dé hudng dén chan doan lanh tinh hay ac tinh
ma con cho phep thyc hién sinh thiét chan doan g1a1 phau bénh.

Tét ca 47 BN trong NC déu duoc ndi soi BT trudec mb. Két qua
100% phat hién dugc khoi u v6i cac hinh anh dai thé sui chiém ty 1&
cao nhat 80 ,9%, thé loét 2,1%, thé tham nhiém 12,8% va polyp ung
thur hoa chiém 4,3%. Két qua nay cting phu hgp v6i NC cua L€ Huy
Hoa trén 111 BN, thé sui chiém ty 1é cao nhat voi 79,3%. Véi sur phat
trién vé ndi soi can th1ep nodi chung va trong UTDTT, vai tro cua ndi
Soi can thi¢p ngay cang dugc khang dinh gid tri cua nd. Nam 1999,
Matsuura A béo céo ket qua diéu tri 321 BN UTDTT béng cit polyp
hodc cit niém mac (EMR endoscop1c mucosal resection) qua ndi soi
cho 188 BN nam va 106 BN nit v6i két qua dang khich 1¢. Tac gia
nhan dinh viéc cat bd cac polyp khong cudng hodc c6 kich thude trén
2cm qua ndi soi rat kho khan va trong nhiing tinh huéng nay EMR la
phu:orng phép an toan va hiu qua néu chi dinh dugc xem xét mot cach
can than. Theo Nguyen Thiy Oanh viéc phéi hop ndi soi mem voi
PTNS 6 bung gitip BN khoi phai chiu cugc mo 16n khong can thiét.
bay 1a mét k§ thuat ph01 hop an toan va hiru ich, m¢ dau cho mét
budc ngodt mdi cia ngoai khoa 1a PT qua nga tu nhién.
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4.3. Pic diém ky thuat phiu thuit
* /i tri khéi u trong mé
Trong 42 BN dugc PTNS MPM, vi tri khéi u thuong gap nhat 1a
DT Ién véi ty I€ 42,9%, goc gan 31,0%, manh trang 14,3% va DT ngang
1/3 bén phai 11,9%. Két qua nay phu hop véi NC cua Nguyén Hitu Thinh
va Lee S.D vj tri khdi u DT lén chiém ty Ié cao nhat trong UTDT phai.
Bing 4.1. Vi tri khdi u dai trang phii theo mot sd tac gia

Tac gia (n) Manh trang | PT1én | Géc gan | PT ngang P
Egi H (10) 50,0 40,0 - 10,0
Katsuno (17) 41,2 35,3 - 23,5
Lee S.D (42) 14,3 64,3 11,9 9,5
Ramos (13) 53,8 30,8 7,7 7,7
Thinh (164) 144 23,4 8,0 9,0
Chung t6i (42) 14,3 42,9 31,0 11,9

* Phuwong phap phiu thuit

V& phuong phap PT, tit ca 47 BN trong NC nay deu dugc ung
dung k¥ thuat PTNS MBM, trong d6 c¢6 5 BN chuyen m6 ma chiém
ty 1¢ 10,6%. Trong NC ciia chang t6i, PTNS MPM cit nira DT phai
chiém ty Ié cao nhat 85,7%, cat nira DT phai m¢ rong chiém ty l¢
11,9% va cat doan DT ngang chiém ty Ié thap nhét 2,4% cho 1 BN
polyp ung thu héa ¢ ché ndi 1/3 bén phai véi 1/3 giita BT ngang trén
BN ¢6 DT ngang rat dai.

Két _qua cua ching t6i phu hop v6i NC cia Chen W.T.L cit nira
DT phai bing PTNS MDM cho cac ton thuong manh trang, DT 1én va
goc gan. NC cua Egi H, PTNS MbM cdt hdi manh trang chiém ty 1& cao
80,0%, cat nira BT phai 10,0% va cat DT ngang 10,0%. NC cua Liang
J-T trén 104BN, 100% duoc tién hanh cit nira BT phai cho moi vi tri
ung thu & DT phdi, dleu nay phit hop Véi quan diém ctia Sonoda T, nam
2006 tac gia dé xuét cit nira DT phai theo nguyén tic ap dung cho moi
vi tri UTDT phai (ung thu manh trang, DT 1én va goc gan). Déi Vvoi
UTDT ngang bén phai dudng gitta, tic gia dé nghi cat ntra DT phdi mo
rong véi viéc thit hoan toan dong mach két trang gitra kém cit bo phan
DT ngang bén trai dong mach nay it nhat 10 cm.

Nam 2015, Nguyen Hiru Thinh bao cao nghién cuu hiéu qua
cua PTNS mot vét mo cit BT do ung thu trén 164 BN trong Luén an
tién si y hoc, Pai Hoc Y Duoc TP Ho Chi Minh, trong d6 gom 48BN
UTDT phai. Tac gia nhan dinh day la phuorng phap kha thi va an
toan trong dleu tri UTDT. Vi viéc sir dung troca va cdc dung cu
PTNS tiéu chuin, nguyén tic PT ciing khong thay ddi, cac PTV noi
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soi kinh nghiém co thé thuc hién PTNS mot vét md ma khong can
cac dung cu chuyén dung.

* Ky thuét phau thuat

Vé ky thuat PT, tat ca BN déu duoc dit 3 troca canh nhau trén
duong gitlra theo k¥ thuat cia Chen W.T.L, str dung dung cu thang trong
PTNS kinh dién theo MacDonald va phau tich, di dong DT phai kém u
theo k¥ thuat cua Nagle D. Sau qua trinh dat céc troca va tham sat, ky
thuat di dong DT phai co thé dugc tién hanh theo ky thuat di tir ngoai
vao, di tir trong ra hogc phéi hop ca hai trong nhung truong hop khéi u
khé phéu tich, khdi u & BT goc gan, va tuy thuge vao kinh nghiém cua
PTV. Theo Duong Ba Lap, cac dung cu 1 156 nhiéu kénh thao tac (single
port) chi sir dung 1 1an va dung cu gap goc chuyén dung c6 gia thanh
cao, mau hong nén it dugc str dung rong rai.

Theo Guidelines cua hi¢p hoi PTNS tiéu héa Hoa Ky nim
2000, c6 cép nhat vao nam 2012, k¥ thuat khong cham vao khoi u
trong PTNS UTDT (k¥ thuit “no touch” hodc k¥ thuat phau tich tur
trong ra ngoai: medial to lateral) khong c6 sy khac bit ve ty 1€ song
sau md so v&i ky thuat phau tich tr ngoai vao trong (lateral to
medlal) ma cac PTV thuong ap dung trong md mé cit PT. NC nay
dd gop phan thuc diy su ' phat trién cua PTNS DTT boi didu quyét
dinh sy thanh cong khi tién hanh bang PTNS la d§ xam lan cta khéi
u (T4a: xdm lan thanh mac don thuan, T4b: xam 1an thanh mac c6
xam lan vao cdu tric 1an can) va duoc thao tac, danh gia trudce tién
bang muc d di dong ctia doan BT mang theo khdi u can cit bo.

Qua 1ng dung k¥ thuat chung t6i nhan thay mot s6 wu diém khi
ung dung 3 troca canh nhau so v6i cac dung cy mot 10 (smgle port) la
han ché dugc sy xi do khi COz qua chan troca trong md, qué trinh thao
tac thudn tién voi dung cu thing truyén thong, giam sy va cham dung
cu hon nhét 13 khi sir dung camera dai 60cm va dic biét véi mot sé BN
mép thi khong thé sir dung dung cu mét 16 vi thanh bung qua day dan
t¢1 xu hudng “danh bat” dung cu mot 16 khoi thanh byng.

Ty 1& dit thém 1 troca dé hd tro phau tich 21,4%, khong tnrcmg
hop nao dat thém 2-3 troca. Ty 1€ nay cao hon NC cuia mét so tac gia nhu
Duong Ba Lap ty 1€ dat thém troca 13,6% (3/19 BN), NC cua Adair J 1a
12% (2/17 BN), NC cta Lee S.W dit thém 1 troca 16,7% (4/24 BN) va
NC cuta Ross H 1a 7,7% (3/39 BN), dac biét Makino T, tong hop 15 NC
trén 329 BN ghi nhan ty I¢ ddt thém 1 troca 4,9% (16/329 BN). Theo
Chen W.T.L thao tac trong PTNS MDM bi han che Vi céc troca dat gan
nhau, vi vy yéu cau PTV phai c6 kinh nghiém dé vuot qua sy kho khan
vé sy mat goc tam gidc, sy do khi va xung dot dung cu va theo tac gia,
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duong cong huén luyén ky thuat PTNS MDM c6 thé duoc cai thién boi
su ton tai cia PTNS truyen théng. Ty 1€ dét thém 1 troca cua ching t6i
cao hon céc tac gia c6 thé lién quan dén kich thuéc u TB. Cung mot muc
dich PT, tuy nhién kich thudce khéi u 16n anh huong dén nhiéu yéu to Ve
do xam l4n, viém dinh, d¢ di dong khéi u va ca kich thudc duong mb dé
ldy bénh pham Theo Adair J, viéc dit thém 1 troca khong duoc xem la
chuyén vé PTNS truyén thong vi cit BT ‘ndi soi thuc hign véi 2 troca
chura dugc mé ta trong y van nhu Ia cach tiép can thuong quy, tac gia xem
viéc dat thém troca 1a mot sy bo sung cho sy an toan trong PTNS MbM.

Theo nhleu tac gla PTV cang co nhleu kinh nghi€m trong phau
thuat DTT ca vé ndi soi va mé mé thi tlen hanh PTNS MDBM cang
thuan loi. Theo Keller D.S phau thudt vién tién hanh PTNS MPM phal
¢6 kinh nghiém it nhét 150 truong hop phau thuat DTT va trong do co it
nhét 50 trudng hop PTNS. Theo Akamatsu H, cach tiép can méi trong
PTNS DTT hién nay la PTNS hoan toan (Totally 1aparoscoplc
approach) véi viéc két hop khau ndi hoan toan trong 6 phiic mac va lay
bénh pham qua 15 tw nhién 1a hau mén hodc 4m dao. Cach tiép can thir
hai 1a PTNS MPM (Single-incision approach) trong lic PTNS DTT
truyen théng can 3-6 troca thi PTNS MPM c6 thé giai quyét duge moi
vi tri UTDT. Nam 2012 tai Nhat Ban, Cheung TP da thuc hién cit ntra
DT phai ndi soi qua tryc trang (Hybnd NOTES) cho BN nam 42 tu01
miéng ndi dugc thuc hién bang may khu cit ndi soi voi thoi glan md
120 phut, lugng mau mét 30 ml va thoi gian nam vién 5 ngay, vi tri m&
thanh trudc truc trang cao cung 1a noi lay bénh pham va tac gia nhan
dinh day 1a ky thudt an toan va kha thi.

Cung véi xu hudng phat trién ctia thé gioi, tai Viét Nam tir 2013
dén nay H6 Hitu Thién, Pham Nhu Hiép va cs da thyuc hién thanh cong
PTNS qua 16 tu nhién trén 20BN UTDTT (BBN qua am dao, 17BN qua
truc trang) voi két qua kha quan, chua thay tai phat tai chd, ty 1& dat
thém troca hd trg . 20%, khong gip chuyén md mo, khong gip bién
chimg ndng sau md, khong c6 tir vong lién quan dén PT va theo tac gla
mot PT 6t trong UTDTT khong phai chi duya vao seo nho va it sgo ma
chu yeu 12 ndi dung PT dugce thye hién c6 hoan hao va muc tiéu PT co
triét dé hay khong Do d6 moi ¢b ging giam thiéu seo mo dén murc gay
bat loi cho ndi dung va myc dich PT d€u 1a nhiing cb ging di trai voi
nguyén tic cia PT ung thu va khong dugc khuyén khich.

* Ky thuit vét hach

Vé mirc do vét hach ching t6i ap dung ky thuat vét hach theo
phan loai Nhat Ban, tat ca BN déu duoc danh gia di can trudc mod
bang cac xét nghiém huyét hoc, sinh hoa va xét nghiém hinh anh.


http://www.ncbi.nlm.nih.gov/pubmed/?term=Cheung%20TP%5BAuthor%5D&cauthor=true&cauthor_uid=22776344
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Trong md BN dugc danh gia gan, lach, mac ni 16n va phuc mac dau
tién ngay sau khi dat camera va céc troca dé loai trr ung thu di can.
Pbi voi vét hach D3: BM hoi két trang, DM két trang phai duge thit
sat gdc, bén bo phai cua DM mac treo trang trén. Trong cat nta BT
phai mo rong, DM két trang giira dugc boc 16 va that sat gbc, mé md
xung quanh dong, tinh mach dugc cat bo nguyen khdi. Véi vét hach
D2, chi boc 16 mot phan dén luc thdy rd gbe cua dong mach.

Trong NC cua ching t6i, ty 1& vét hach D2 1a 31,0%, (D2: vét 2
nhom hach 1, 2), vét hach D3 69,0% (D3: vét 3 nhdm hach 1, 2 va 3)
dya theo phan loai cac nhom hach cua Nhat Ban. Két qua vét hach D3
ctia chiing t6i thap hon NC ciia Nguyén Thanh Tam vét hach D3 la
100% (89/89 BN). Nam 2009, Lee S.D bdo céo k¥ thuét vét hach D3
cho 42BN UTDT phai véi két qua dang khich 1€, s6 hach thu dugc TB
45+17 hach (18 92), khong co truyen mau trong md, theo doi TB 28
thang (16-44) c6 1 BN tai phat miéng n6i chiém ty 1€ 2,4%.

Mot s0 tac gia nhu Eiholm S, West N.P va Willaert W de Xuét
k¥ thuat cat bo mac treo DT hoan toan - CME bao gom (1) Ly bo
nguyén khoi mac treo DT nham dy phong gieo rac té bao ung thu va
tai phat tai cho (2) Thit mach mau chinh nham vét hach lympho
chinh va (3) cit bo doan DT du dai nhiam vét hach lympho canh DT.
Tuy nhién hiéu qua song sot dich thyc cua ky thuat vét hach theo
CME so véi vét hach D3 van chua duge chimg minh trong NC thir
nghiém ngiu nhién c6 ddi ching.

Theo céc tac gia, tinh trang hach Vung bi di can khi PT ¢o gla tri
tién luong rat x4u, kha nang song con 5 ndm s€ giam di dang ké vi néu
BN khoéng duge PT triét can thi hoa tri chi mang tinh chat “vét vat” vi
vay PT tri€t can la yeu t6 gop phan vao két qua song con sau md. Tién
luong x4u cua yeu t0 di can hach la do kha nang di cén xa vi thé cao,
day 1a mot khai niém méi vé di can trong ung thu, ngay cang dugc khao
sat rong i § nhiéu qudc gia trén thé gi6i, dic biét la trong cac ung thu
biéu mo tuyen da day, dai - tryc trang, vu, phoi.. khai niém ton tai
nhitng diém vi di cin dang tiém an trong cac co quan khic nhau nhu:
tay xuong, gan, lach, hach... 1a ¢6 that vi BN thuong dlen tién dén tai
phat 6 Gb tién trién ciia bénh ngay ca sau khi cit bo khéi u nguyen phat
hodc ¢6 dau hi¢u di can xa ¢ GD mudn cua bénh. Khéi ni¢ém di can vi
thé dang gop phan lam thay d6i quan niém vé phan G ung thu.

4.4. Ket qua sém sau mo

* Bién chlrng sau mo

Cung voi cac tiéu chi vé ty 18 tai bién, ty Ié tu vong.. ty & bién
ching sau mo 1a mét trong nhiing tiéu chi gop phan danh gia mirc do
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an toan va kha thi cia mét ky thuat PT néi chung va PTNS MbM
trong UTDT phai.

Trong NC cua chung t6i, nhiém tring vét mo Chlem ty 1€ 9,5%,
buc xi miéng néi phai mé lai 2,4%, khong gap cac bién chimg khac va
khong gap tr vong lién quan dén PT. Véi cac truong hop nhiém trung
vét mo, BN duoc cit chi som, thay bang va rira vét thuong tai chd bang
dung dich Betadin 5%, két hop su dung khang sinh theo khang sinh do,
tit ca BN déu On dinh ra vién. Két qua NC cua chung toi thap hon NC
cia Chen W.T.L, ty I¢ bién chung 16,0%, trong d6 1BN tac rudt sau
mé, 1BN bién ching tim mach va 1BN nhiém tring vét md. NC cia
Rio P.D c6 ty I¢ bicn chu'ng 15,5% (11/71BN), trong d6 bién chiing
chay mau phai truyen mau 8,5% (6/71BN).

Mot s6 NC ¢6 ty 1¢ bién chung thip hon nhu Nguyén Minh Hai
va Lam Vi€t Trung gap bién Chung 6,2% (5/80BN), trong do nhiém
tring vét m6 5% (4/80BN) va tu méu thanh bung 16 troca 1,2%
(1/80BN), Duong Ba Lap gap nhidm tring vét md 4,5% (1/22BN), tuy
nhién trong NC cua tac gia c6 1BN tir vong sau mo NC cua Liang J-T
bién Chu’ng 5,7%, trong d6 nhidm tring vét md 3,8% (4/ 104BN), do
migng noi 1,9% (2/104BN). Theo Nguyén Vin Minh so véi PT mo,
bién chtng ho hap sau PTNS thap hon, dung tich song va dung tich can
chirc nang giam it hon sau PTNS so v6i mo mg.

Ve ty ¢ md lai, NC cua chung toi gip 2,4% (1/4ZBN) buc
miéng ndi ngay thir 8 gdy viém phic mac, BN duoc mo lai khau chd
buc, lam sach 6 phuc mac, dan luu va mé thong h01 trang NC cua
Nguyén Hitu Thinh xi miéng nbi cta PTNS mot vét mo cat DT phal
la 2,1%. Theo Nguyen Vin Hai tan suat do miéng néi & nhom cé
ChUan bi DT thay doi tir 0,6-7,1%, thuong khoang 4-5% va do miéng
ndi & nhom khong chuan bi BT thay doi tir 1,2-5,4% khac biét khong
c6 y nghia. Papaconstantinou H.T gdp do mi¢ng néi phai mo lai
3,4% (1/298N) nhlem trang vét md 6,9% (2/29BN) NC cua
Keshava A co ty I¢ mb lai 9,09% trong d6 c6 nguyén nhan chay mau
mleng ndi. Su khac bigt vé ty I¢ tai bién va bién ching gitta chiing
t6i va cac tac gia co thé do sb luong NC cua chung t6i chua du l6n
hoic phan nao phan anh dugc trinh do cua phau thuat vién PTNS
MDM - 1a nhitng nguoi da c6 kinh nghiém phau thuat DTT ndi soi
theo duong cong huan luyén.

* Panh gia s0 hach thu dugc

Tat ca bénh pham sau mo du(yc phdi horp gita PTV va nha
GPB d¢ phau tich va danh gia sO lu0’ng hach cén than theo tiéu chuan
ctia NCCN 2012, s6 lwong hach ving phiu tich tir cac bénh pham
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ung thu DT 13 nhiéu hon hodc bang 12 hach, nhitng bénh pham
khong duoc danh gla hach day du chung toi loai trir khoi NC.

Trong NC cua chung t6i, s6 hach thu duge TB 16,5+4,0 hach
(12- 24) tir 12-20 chiém ty 18 cao nhét 76,2%. Két qua nay pht hop voi
NC cua Nguyén Hitu Thinh, s6 hach thu duoc TB nhom DT phai la
16,13,9 hach, NC ctia Leblanc F 1a 1748 hach, Huscher C.G 1a 1846
hach. M6t s6 tac gia c6 ty 1¢ hach cao hon nhu Chen W.T.L 1a 19,5 hach
(3-42), Ross H 1a 19 hach (12-39) va Adair J 1a 20,1+11,3 hach (12-39).

Nghién ctru cta ching t6i cao hon Hitu Hoai Anh, s6 hach thu
dugc TB 5 hach, Hopplng J.R 13 hach (0-29), NC cta Nguyen Minh
Hai va Lam Viét Trung ¢6 s6 hach TB 4,2 hach (1-15) va theo tac gia,
su khac nhau vé s hach thu dugc khong nhung tuy thudc vao Gb bénh
ma con tiry thude vao su kién tri va ti mi ctia nguoi lam phau tich lay
hach. Theo Nguyen Quang Thai va Doan Hitu Nghi, nhitng hach trong
md c6 dic diém bé ngoai mau tring hodc loang 15, mat do chic hoic
cing va kich thudce trén 1em c6 ty 1€ di can cao, con cac hach c6 mau
hong, méat d6 mém, kich thude dudi 1em thuong co ty 1€ di can it hon,
su khac biét nay c6 y nghia thong ké véi p<0,05, tac gia cling nhin thay
do nhay va do dac hiéu 60-80% va tiéu chuan vang dé chan doan xac
dinh 14 xét nghiém mo bénh hoc hach sau md.
4.5. Két qua theo doi tai kham

* Pac diém tai phat - di ciin sau mé

Cung mét muc dich PT diéu tri ung thu DT phai, nhung ky
thuét can thlep t6i thiéu ma dem lai nhiéu loi ich cho BN ca vé két
qua som cling nhu két qua lau dai vé mat ung thu hoc thi ky thuat do
s€ dugc phat huy va dugc ung dung rong rdi. Trong NC nay, chung
t6i khong gap tai phat tai chd trong qué trinh theo doi va tai kham TB
38,7+22,3 thang (9-76), két qua nay phu hop véi NC cua Duong Ba
Lap, tat ca BN trong nhom NC déu con Song khong c6 dau hiéu tai
phat, thoi glan theo doi TB 22,5thang. Mot o téc gid nhu Lee S.D, ty
1¢ tai phat miéng ndi 2,4% (1/42BN), Willaert W 6,6%.

NC chiing t6i ghi nhén ty 1€ tai phat tai ving 10,6% sau md TB
14,6 thang (2-36), ton thuong tai phat sau mo dugc khing dinh bang
chan doan hinh anh hoic tir két qua sinh thiét GPB. NC cua Schiffmann
L trén 142 BN ghi nhan ty 1¢ tai phat 33,8%, diéu nay c6 thé lién quan
dén dbi twong NC cua tac gia 1a nhiing BN ¢6 hach dwong tinh.

NC cua chung t6i co ty 18 di cin xa 6,4% sau md TB
17,7£12,6thang (6-31). Tai phat kém di cin chiém 8,5%, thoi gian
tai phat TB 10,8+10,3thang (2 28) trong do6 di can gan, di cdn mac
treo rudt thudng gip nhat véi 28,6%, 1BN di cin dong thoi nhidu co
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quan chiém 14,3%. Két qua nay phu hop v6i NC cua Lé Ba Thao
trén 127BN dugc PT va hoa tri ¢6 7BN di can xa, trong dé 5BN di
cin gan da 6, 1BN di cin phdi va 1BN di cin gan va phdi. NC cua
Ryuk J.P di can gan thuong gip nhat véi ty 1& 40 ,5%, di can phoi
32,8% va theo tac gia, tai phat cang som thi ty 1€ song sau 5 nam
cang thip, ty 1¢ séng 5 nim ¢ nhom tai phat som trude 2 nim la
34,7% so voi nhom tai phat mudn sau 2 ndm la 78,8% voi p<0.001.
V6 Ngoc Bich NC trén 93BN ghi nhan 11% duoc PT triét dé cat
dong thoi di can gan va UTDTT vdi thot gian tai phat TB 16thang,
thoi glan song TB sau mo 35thang, blen chirmg sém sau mo 40% va
khong co tru:ong hop nao tir vong sau mo. Néu khong cit duge di can
gan thoi gian song TB chi 10 thang.

* Mgt so yeu t6 lién quan véi thoi gian song thém sau md

Song thém toan bd sau mo la khoang thoi gian tir khi PT tai
khi BN tir vong do bat ky nguyen nhan nao. Song thém khong bénh
dugc tinh tir khi mé toi khi c¢ tai phat va hoac di can. Trong NC cua
ching t6i, thoi gian song thém toan bd TB 61,7+3 IOthang (54,1-
69,3), tai thoi diém 2 nim 87 ,5%., sau 5 nam 66, 7%. Thoi gian song
khong bénh TB 59,9+4 4thang (51,3-68,7). Trong d6 nhom PTNS
MDM c6 thoi gian song thém TB 67,9+3 ,3thang (61 4-74.4), ty 1¢
song thém 5 nim 77,8% cao hon nhom chuyen mo6 m¢ 21,2+5,9
thang (9,5-32,8), khac bi¢t gilta hai nhom c6 y nghia thong ké véi
p<0,001. NC cua T6 Quang Huy ghi nhan ty I1¢ song thém 5 nam
trong ung thu BT 1a 77,4%, Schiffmann L nghién ctu 142BN UTDT
g1a1 doan 3, theo ddi TB 3,85+2,81 nim ghi nhan ty 1& song sau 5
nam 64 3%, ty I¢ tai phat 33,8% va ty 1€ tir vong 30,3%.

- Lién quan tudi voi thol gian séng thém: Thoi gian song thém
TB & nhom BN >60 tudi 1a 71,5 thang, cao hon nhom BN <60 tudi 1a
55,9 thang, khac biét co ¥ nghia thong ké véi p<0 001. Diéu nay phu
hop voi mot s6 NC vé xu huéng UTDT ngay cang tré hoa va co thé
lién quan dén d6 ac tinh ctia UTDT Y nguol tre tudi, tudi cang tré tién
lugng song thém cang kém vi cac yeu t6 vé dot bién gen. Nguoc lai,
mot s0 NC khac, bén canh PT triét aé BN con trai qua céc ligu trinh
hoa tri bd trg sau mb nén néu tu01 cao, thé trang chung kém hon c6 the
khong theo du li¢u trinh hoa chit, anh hu:orng t6i ty 1€ tai phat va song
thém sau m6. NC cia Labianca R ty 1€ song 5 nam giam dan theo tudi
tir 63% & nhom 15-45 tudi xuong con 49% ¢ nhom trén 75 tudi.

- Kich thudc khol u voi thoi gian séng thém: Kich thudc khol
u lam anh huéng dén nhiéu yéu té kém theo nhu muc do xam 1an,
mutc do di can hach va kha nang bdc 19, thao tac trong qua trinh
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PTNS néi chung va PTNS DT phai. Trong NC cua chung t6i thoi
gian song thém TB & nhom kich thudce u > 10cm la 41,5thang, thap
hon nhém kich thuge u < Sem va tir 5-10cm lan luot 14 57,8 thang va
62,7thang. Sy khac biét co y nghla thong ké véi p<0,05. Theo
Nguyen Thanh Tam, d¢ xam l4n cta khéi u cang sau thi s6 hach di
can va ty 1€ di can hach cang cao, tién luong ctia UTDT rd rang li€n
hé v6i mic do xam lan cua khdi u va tinh trang di cdn hach, tac ruét
va viém phic mac do bién chimg cua u ¢6 y nghia tién luong xau.

- Giai doan TNM véi thoi gian séng thém: Thoi gian song
thém TB giam dan theo do tang GD ung thu, trong d6 GD1 1a 70,5
thang, GD2 la 58,2 thang va GD3 la 48,0 thang. Sy khac biét co ¥
nghia thong ké voi p<0,0001. Két qua nay phu hgp voi phan 16n céac
NC vé giai doan bénh cang tién trién tai thoi diém chan doén thi ty 1¢
tai phat sau mo cang cao va ty 1€ song thém sau mod cang thap. NC
ctiia Phan Thi D6 Quyen trén 146BN ghi nhan song con toan bo glam
dan theo su tang giai doan, GD2 14 51,6 thang, GD3 1 41 ,4 thang va
Gb4 1a 17,9 thang. Nam 2015, Bockelrnan C nghién ctru tong hop 25
NC ghi nhan ty 1¢ song khong bénh sau 5 nam GD2 1a 81,4%, GDP3
1a 49,0%. NC cta Ryuk J.P ciing ghi nhan ty 1€ tai phat sém trudc 2
ndm va mudn sau 2 ndm cao hon ¢ nhém c6 hach duong tinh c6 y
nghia thong ké voi p=0,007.

KET LUAN

Qua nghién ctu g dung phau thuat noi soi mot duong md
gom 47 bénh nhan, trong d6 5 bénh nhan chuyen moé mo, trong thoi
gian tir 8/2011 dén 12/2017 chung t6i rat ra mot SO két luan sau day:
1. Pic diém 1am sang, cin 1am sang va mot s6 dic diém ky thuat
phau thuat ni soi mot dlr0’ng mo diéu tri ung thur dai trang phal

*Dac diém 1anm sang, can lam sang:

- Tubi trung binh 47 bénh nhan nghién ctru 52,6+14,9 tudi (28-
87 tudi), ty 18 nam/nit 1,5/1, khéi phat bénh dén khi vao vién dudi 6
thang 46,8%, tién sir phau thuat bung duong Mac Burney 6,4%,
duong Pfannenstiel 4,3%.

- Dau byng chiém ty 18 97,9%, tic rudt 29 ,8%, phan c6 mau
31,9%, so thy u ¢ bung 31,9%, tang CEA trudc md 31,9%, ting
CA19-9 trudec md 17,0%.

- Ty 18 phat hién khdi u trén CT scan bung 91,5% (43/47 bénh
nhén), kich thudc u trung binh 5,6+3,6 cm (1,3-14,5 cm), 100% bénh
nhan dugc ndi soi dai trang trudc mo véi khoi u dai trang 1€n 48,9%,
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thé sui 80,9%, ung thu dai trang gy 16ng rudt 4,3% va ty 1é lam giai
phau bénh trude md 55,3%.

* Pac diém ky thuit phau thuat ndi soi mot dwong mo:

- Khéi u dai trang ién chiém ty 1¢ 42 ,9%, kich thuée u trung
binh 6,1+2,7 cm (2,0-15,0 cm), T1-T3 chiém ty 1& 76,2%, T4a
23,8%, khong gap T4b trong nhom phau thuét ndi soi mot duong mo.

- Cit nira dai trang phai chiém ty 18 85,7%, ndi bén - bén
38,1%, khau tay 76,2%, dat thém 1 troca ho tro 21,4%, vét hach D3
69,0%, D2 31,0%, dit dan luu sau mo 31,0%, thoi glan mo trung
binh 150,14+36,8 phit (90-210 phit), chiéu dai dudng mo trung binh
5,8+1,6 cm (3,0- 1OOCm)

- Su khéc biét c6 y nghia thong ké vé d6 xam lan khol uT4, ty
I& dat dan luu sau mo, thoi gian mo va chiéu dai duong mé giita nhém
phau thuat noi soi mot dudng md va chuyén mo ma véi p < 0,05.

2. Két qua dleu tri ung thw dai trang phai bing phau thuét ngi soi
mt dmmg md va mot sb yeu t6 lién quan véi thoi gian song thém

* Két qua s6m sau mo:

- Pau sau md 4,1+1,4 n gay (2-9 ngay), c6 lai trung tién 3,5+1,3
ngdy (1-6 ngay), nhlem tring Vet mo 9,5%, buc xi miéng ndi phai md Ial
2,4%, nam vién trung binh 9,7+3,5 ngay (5-25 ngay), nhom khong co
bién chung 8,7+1,6 ngay, nhém c6 bién chimg 17,0£5,1 ngay (véi
p < 0,0001). Khac biét c6 y nghia so voi nhom chuyén mé mé.

- Giai phdu bénh sau md: S6 hach thu dwoc trung binh
16,5£4,0 hach (12-24), chiéu dai bénh pham dai trang trung binh
29,1£10,2 cm (14 -55 cm), giai doan sau mo: Giai doan I 33,3%, giai
doan 11 50,0%, giai doan III 16,7%.

* Kt qua theo doi - tai kham:

- Thoi gian theo doi trung binh 38,7+£22,3 thang (9-76 thang),
song thém trung binh sau md 67,9+3,3 thang (61,4-74,4 thang), khac
biét c6 y nghia thong ké v6i nhom chuyen mo mo.

- Tang CEA sau mb 25 ,6%, thoat vi vét md 2,4%, thung tai bit
héi trang 2,4%, tic rudt sau mo 2 4%, khong gap di cén vét mo.

- Ty 1€ tai phat di can sau m6 16,7% (7/42 BN), khac biét co y
nghia théng ké v6i nhém chuyén mé mé (p = 0,0001). Di cin gan
28,6%, di can mac treo ruot 28,6%, di can nhiéu €0 quan 14,3%.

* Mot So yéu t6 lién quan véi thoi gian sung thém: Bénh nhan
trén 60 tudi séng thém 71,5 thang so voi dudi 60 tudi 1a 55,9 thang, kich
thuae khdi u va giai doan TNM Ia cac yeu t6 lién quan véi thoi gian
sdng thém, khac biét co ¥ nghia thong ké véi p < 0,0001.
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INTRODUCTION

Colon cancer is a malignant disease with high incidence in
developed countries, which is the second mortality cancer after lung
cancer. In our country, colon cancer ranks fifth after gastric, lung,
breast and palate cancer and ranks secondly in gastrointestinal cancer
after gastric cancer.

Up to now, the treatment of colon cancer is mainly surgery
with segmental colon resection carrying tumors and lymph nodes
then adjuvant chemotherapy. Compared with other cancers such as
esophageal cancer, gastric cancer, liver cancer etc., colon cancer is a
disease with a better prognosis, the average 5-year postoperative
survival rate about 50% for general stages, so early diagnosis and
radical treatment have a great significance, contributing to increase
postoperative survival rate.

In 1991, Jacobs performed the first successful laparoscopic
colectomy for a cecal cancer patient, since then laparoscopic surgery
has been increasingly widely used in the treatment of colon cancer
and recently laparoscopic surgery has been shown to be as effective
in terms of oncology as compared to open surgery in colon cancer.

With the view of less invasive surgery and the development of
scientific - technical instruments and equipment for laparoscopic
surgery, many new approaches were introduced such as laparoscopic
surgery with small instruments (Mini- laparoscopy), single incision
laparoscopic surgery (SILS) and natural orifice trans - endoscopic
surgery (NOTES) to increase aesthetics, quick recovery after surgery
have been widely applied.

In 2008, Bucher successfully performed a single incision
laparoscopic surgery for a patient with right colon cancer (RCC) and
since then, many studies have reported on the results of the first
application of single incision laparoscopic surgery for treatment right
colon cancer by single port or traditional instruments and show that
this technique is feasible and safe. However, the follow up and
evaluation of long-term results in terms of oncology of single
incision laparoscopic surgery has not been reported in many studies.

In 2009, MacDonald divided application tools in single incision
laparoscopic surgery including 4 types, first by using traditional side-by-
side trocas and other 3 instruments of one port (including Tri - Quad
port, Uni-X system and SILS port) and according to the author the using
technique of single incision laparoscopic surgery with 3 traditional
trocas has lower surgical costs. Thus, with the same purpose of surgery
for right colon cancer, however, the application of single incision
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laparoscopic surgery with traditional instruments may be suitable for our
country's specific conditions because according to Froghi F traditional
trocas can be reused.

Starting from the practical application of single incision
laparoscopic surgical for treatment colon cancer at Hue Central Hospital,
we conducted a research on "Research and application of single incision
laparoscopic surgery for treatment right colon cancer" with 2 goals:

1. Studying clinical, subclinical manifestations and characteristics
of surgical techniques in single incision laparoscopic surgery for
treatment right colon cancer.

2. Evaluation the results of treatment right colon cancer and some
factors associated with survival time in patients undergoing single incision
laparoscopic surgery by conventional laparoscopic instruments.

The advances of the thesis
1. The thesis significance.

The same purpose of surgery to treat right colon cancer,
however, the application of single incision laparoscopic surgery
using traditional instruments ensures that the oncologic principle of
treating right colon cancer and lower surgical costs than the use of
specialized tools, such as single port, flexible instruments, this may
be suitable for our country's specific conditions.

Studies on early results of postoperative right colon cancer by
SILS have had many reports in our country and abroad, but
evaluating long-term results in terms of oncology and factors related
to survival time should continue to be researched and reported, so the
topic: "Research and application of single incision laparoscopic
surgery for treatment right colon cancer" is urgent, the meaning of
practical science in the studying the possibility of applying
techniques to ensure the principle of oncologic treatment but still
bring many post-operative benefits to patients such as shortening
pain time after surgery, early returning to operation, postoperative
work as well as reduce long-term complications such as
postoperative bowel obstruction, incision hernia and aesthetically.

The thesis contributes to the domestic research data on the
ability of applying techniques of SILS, successful research will create
a new development direction in the field of laparoscopy that is single
incision laparoscopic surgery for treatment of right colon cancer, this
is a feasible and effective trend in the treatment of right colon cancer.
The above results are shown by short surgery time, no intra-operative
serious complications and early recovery, average survival time after
surgery 67.9 + 3.3 months with recurrent rate, metastasis after SILS
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is 16.7%, which is statistically significant difference with open
surgery group with p = 0.0001.
2. The layout of the thesis

The thesis consists of 135 pages with 51 tables, 14 charts, 22
pictures. The structure of the thesis includes: 2 pages of introduction;
Chapter 1 - Overview of 38 pages; Chapter 2 - Subjects and research
methods 23 pages; Chapter 3 - Research results 34 pages; Chapter 4 -
Discussion 36 pages and Conclusion 2 pages, there are 138
documents (45 Vietnamese documents; 93 English documents).

CHAPTER 1. BACKGROUND

1.1. Anatomy of the right colon

The colon is like an inverted U that encircles the small
intestine, starting from the ilealcecal valve to the rectum, including:
cecum, ascending colon, transversal colon, descending colon and
sigma colon. The caecum, ascending colon, the right colic flexure (or
hepatic flexure) and one third of transversal colon device form the
right colon.

The cecum: There is the same pocket from under line of the
ilealcecal valve, the front is related to the anterior abdominal wall
and posteriorly, associated with the posterior peritoneum, the
subperitoneal fat connective tissue layer with the pelvic lumbar
muscle, the branch of the lumbar plexus and right ureter be behind
the peritoneum and inferior vena cava. The inside is related to the
small intestine loops.

Ascending colon: The front is covered by the peritoneum, the
back is associated with the pelvic lumbar muscle, the right kidney,
the right ureter, the inferior vena cava and Told adherent fascia.
Outward relationship with the right abdominal wall. The front -
inside of the ascending colon are related to the small intestine loops.

Hepatic flexure: Related in the back with the second part of
duodenum (DII) and the right kidney, relation in front of the viscera
of the liver to create a concave cell on this side. The mobile of
hepatic flexure in the right hemicolectomy or the expanded right
hemicolectomy must be as a compulsory and careful procedure
because it relates to the bottom of the gallbladder, the lower part of
the duodenum and the right kidney.

Transversal colon: 35-100cm long, average 50cm, the
omentum is attached to the front. Transversal colon is associated with
the anterior abdominal wall, the upper side is associated with the
large curvature of the stomach. Transversal colon associates to the
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duodenojejuneal angle (Treitz angle) and the small intestine loops. In
laparoscopic colectomy, when lifting the left part of transversal colon
near the spleen flexure the arterial, middle colic venous and artery,
the small intestine, the Treitz ligament and the inferior mesenteric
vein will be seen.

1.2. New laparoscopic surgery for treatment of right colon cancer

* Single incision laparoscopic surgery

- Many terms refer to the same technique as single incision
laparoscopic surgery (SILS), single port access surgery, one port
umbilical surgery, an incision laparoscpic surgery and it is often
called with a hole laparoscpic surgery because the multi-channel
devices such as single port, Tri - Quad port, Uni-X system have been
widely used and have promoted the development of single incision
laparoscopic surgery.

- SILS was described and firstly performed in laparoscopic
appendectomy in 1992 by Pelosi et al, so far in the world there have
been many reports on SILS in many surgeries such as gastrointestinal
surgery, urinary and gynecologic surgery. Initially, the development
of SILS was limited because of the lack of specialized tools. In 1997,
Navarra et al successfully performed single incision cholecystectomy
and showed that it was technically safe and had many advantages.

- In 2008, Premzi and Bucher firstly successful performed for
right hemicolectomy by SILS.

- In 2010, Ramos-Valadez et al reported a number of large
patients and continuous right colon cancer who were operated by
SILS. In the same year, L. Boni et al performed SILS for 36 right
colon cancer patients with no complications, showing that the
average time of hospital stay was 5 days (4-14), the number of lymph
nodes removed was 24 + 7 nodes (15-29). In 2011, Katsuno et al
reported the results of SILS for 31 colon cancer patients, Boezem et
al reported the results of SILS for 50 colon cancer patients with
encouraging results. In 2016, Keller D.S et al reported a study 500
colon cancer patients and recorded the rate of open conversion 6.8%.

- In Vietnam, in 2015, Nguyen Huu Thinh reported the
effectiveness of SILS on colectomy for 164 colon cancer patients in
the thesis in medicine, Ho Chi Minh City University of Medicine and
Pharmacy, including 48 right colon cancer patients and with the use
of troca and traditional instruments, the author identified this as a
feasible and safe method for treating colon cancer. Currently in the
world, a number of big centers are applying SILS technique,
concomitant with the development of science and technology, there
are some specialized tools for a multi-channel port are increasingly
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widely used to promote the development of SILS, in addition, the
support of automatic cutting - anastomotic tools (GIA, EEA) has
reduced the length of the incision and its advantages.

* Natural orifice trans - endoscopic surgery (NOTES)

- Natural orifice trans - endoscopic surgery (NOTES) in
colectomy is the procedure that all instruments are performed through
the anal or vaginal orifice to perform the surgery, then the
removement of specimen and the anastomosis is only through this
path, different of technique from the traditional laparoscopic
colorectal surgery is that most channels of manipulation are carried
out from the abdominal approaches.

- In 2012 in Japan, Cheung T.P and Cheung H.Y et al
performed endoscopic right hemicolectomy through rectum for male
patient, 42 years old, the anastomosis was performed by endoscopic
straight cutting machine (GIA) with the surgical time of 120 minutes,
amount blood loss of 30 ml and hospital stay 5 days, the opened
location of the anterior rectal wall was also the place to removal
specimens. The author showed that this is a safe and feasible
technique. Along with the development trend of the world, in
Vietnam from 2013 to the present, Pham Nhu Hiep et al have
successfully performed NOTES on 20 colorectal cancer patients (3
through vaginal and 17 through rectal) with encouraging results.

* Robot laparoscopic surgery for right colon cancer

- In 2002, robot laparoscopic surgery was the first application
in colorectal laparoscopic surgery by Weber P.A et al. The explosion
of robotic technology makes all surgical majors able to use all its
capabilities including laparoscopic right colectomy. Three main
features of robot laparoscopic surgery include: telesurgery, minimally
invasive surgery and non-direct use of the surgeon's hand.

- According to De Souza and Ashwin, robot laparoscopic right
hemicolectomyis considered a feasible and safe measure, the author
compares the surgery results of 40 patients of robot laparoscopic
right hemicolectomy with 135 patients of traditional laparoscopic
right hemicolectomy was showed no difference in blood loss, the rate
of open conversion, hospital stay and complications. However, the
robot surgery time of 223 minutes (180-270) was longer than
traditional laparoscopy and higher costs.



CHAPTER 2. PATIENTS AND METHOD

2.1. Patients selection

Including 47 patients of right colon cancer at Hue Central
Hospital satisfying the following criteria:

- Patients were diagnosed right colon cancer rely on clinical
and laboratory tests

- Qualifying anesthesia and air peritoneal pumping with ASA 1-3.

- Applying the technique of single incision laparoscopic
surgery with traditional trocas.

- The results of postoperative histopathology are
adenocarcinoma, fully analyzed and evaluated the number of lymph
nodes and differentiation.

2.2. Exclusion criteria

Patients underwent single incision laparoscopic surgery but be
excluded because:

- Having another cancer (thyroid cancer, penis cancer...)

- Single incision laparoscopic surgery by other single-hole
instrument (Single port, Uni-X...)

- Right colon cancer stage IV intraoperative diagnosis or neo-
adjuvant treatment.

- Patients are not monitored and re-examined periodically.

2.3. Method of study and sample size

* Research design: Clinical intervention, perspective, follow-
up study without comparision.

* The sample size of study: The sample size is determined
based on the main objectives of the study, the results of application
of techniques single incision laparoscopic surgery for the treatment of
right colon cancer including the criteria about the rate of
complications, the rate of open conversion, surgically radical ability
and finally surgery-related mortality rates as a basis for sampling.

- Minimal sample size is calculated according to the formula:

Z20.4P(1-P)

d2
+ Z: The limit value of the reliability is 95%, Z? (1-4/2) = Zogrs = 1.96.
+ d: Is the error in the study at 95% confidence level, d = 0.05.
+ P: As a result of the single incision laparoscopic surgery for
treating right colon cancer following the reports from 2010-2012. We
found that the results of through research by some authors had the
rate of open conversion such as: Katsuno (2011) 0%, Ross (2011)
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5%, Champagne (2012) 2.42%, Makino (2012 ) synthesized 21
studies including 477 patients SILS with the rate of open conversion
5.9%. So P ranges from 0-5.9%, taking average 3.0%.

+ We have a minimal sample size: N = 44.7 # 45 patients

- Sample size in our study includes 47 patients are suitable for
minimal sample size requirement. Analysis of age in 47 patients
found that there is a normal distribution in SPSS, thus, we can use the
average value, standard deviation and SPSS algorithms to analyze the
probability of Kaplan-Meier and Log rank test to assess the
correlation with the survival time.

2.4. Detail research

* Equipment

- Karl-Storz laparoscopic system and CO2 pumps

- Surgical instruments include:

+ Traditional laparoscopic equipments: Troca 5mm, 10mm and
12mm, scissors, needle clamps, suction pumps with control valves.

+ Unipolar electrocoagulation, harmonic scaple...

+ Automatic straight Stapler (Endo GIA 3.5mm and 4.5mm),
Clip hemostatic tool, 5mm Hemolock, 10mm...

+ Surgical protective device, normal open devices to perform,
remove the specimen, colectomy and anastomosis.

* Indication of surgery

- Tumor location: Tumors in the right colon such as cecum,
ascending colon, hepatic flexure, the one third right side of
transversal colon.

- Tumor size: Tumor size was assessed based on CT scan of
preoperative abdomen, including <5cm and > 5cm according to Ryuk.

- Tumor invasion: SILS is convenient with tumor invasion equal
to or below T4a level - invasive to the serosa, no distant metastases.

- Characteristics of patients: Patients with respiratory,
cardiovascular and endocrine diseases as well as severe infections
treated stably before surgery.

* Technique of single incision laparoscopic surgery

Performing SILS according to Chen W.T.L, Nagle D with
traditional trocas according to MacDonald:

- Patients on supine position, sugeon and camera assistant
stand on the left side of the patient.

- approaching the peritoneal cavity following a SILS
technique: Inserting the first troca 10mm into the peritoneal cavity
following Hasson technique, under umbilical location, above or on
the left side of the umbilical cord.



- Setting the rate CO. into 2-3 liters/minute and pressure of
12mmHg.

- Inserting the next 2 trocas on the middle line bilateral the
first troca about 2-3cm distance with the guidance of the lights, can
use 3 trocas 5-10-5mm or 5-10-10mm type. The length of incision
after connecting 3 trocas is about 4-6cm. Cases of difficult surgery
can be added to support troca in the right iliac fossa, then it can be
used to drainage.

- Using traditional straight tools, performing right hemicolectomy
by SILS technique according to Chen W.T.L and Nagle D:

+ Assessing the intraoperative stage including position, size,
mobility of tumor, evaluation of the other organs and peritoneal cavity.

+Tilt the table to the left to exposure the surgical area.
Mobilization of right colon following the lateral to medial technique
of Nagle D: Dissection of Told fascia, mobilization right colon with
the tumor, starting to separate from the cecum on the corner under the
third duodenum (D2), releasing the hepatic flexure, the proximal part
of the transversal colon and the end of the ileum. Ligation of blood
vessels can be done inside with tools or outside the peritoneal cavity.

+ Mobilization of right colon following the medial to lateral
technique of Nagle D. Firstly, dissection and ligation of blood vessels
close to the root with clip, hemolock, then excision block with
mesocolic dissection from the medial to lateral.

+ Remove trocas, connecting 3 trocas site to form a incision 4—
6 cm, put the incisional protection device, remove the speciment
outside the peritoneal cavity and performing right hemicolectomy
finally performed ileocolic anastomosis by end to end, end to side or
side to side that depends on the diameter and experience of surgeon.

+ Returning the anastomosis back the peritoneal cavity, closing
the mesocolic hole and place the drainage if necessary before closing
the incision.

2.5. Evaluation of clinicals, laboratories and operative results

* General characteristics, clinical manifestation and laboratories

* Intraoperative results

- Location of tumor, tumor size, tumor invasion.

- Method of SILS includes: extended right hemicolectomy,
right hemicolectomy, transverse segmental colectomy,and extended
surgery including removal of invasive organs...

- Anastomotic technique, surgical time, surgical complications,
assessment of Okuno's lymphadenectomy including D2 and D3
lymphadenectomy

- Analysis some causes of open conversion

8



2.6. Results of postoperative re-examination

* Postoperative results include: Length of incision,
additional trocas, time of postoperative pain, time of peristalsis
movement, time of drainage removal , hospital stay, postoperative
complications and reason of reoperation.

* Evaluation of recurrence: Based on the results of the
examination and post-operative tests, recurrence is divided according
to Willaert W including:

- Local recurrence: Anastomotic recurrence

- Regional recurrence: recurrent lymph nodes located near the colon.

- Distant recurrence: such as liver, lungs, brain and bone...

- Combination recurrence includes the above forms, recurrent
time is calculated from the day of surgery to the point of time
recurrent detection.

* Evaluation of survival time

- Survival analysis and predicting postoperative survival by
Kaplan-Meier method include: overall survival and disease - free
survival, survival time in each group: SILS group and open
conversion group

- Analyzing a number of factors associated with survival time,
that are prognotic factors in colon cancer including:

+ The survival time associated with age < 60 and > 60 years old

+ The survival time associated with tumor size

+ The survival time associated with TNM stage

+ The survival time associated with CEA preoperative level

* Collecting and analyzing data

- Collect data by questionnaire and re-examination protocol,
the time to end the monitoring is 12/2017. Analyzing data by medical
statistical SPSS 22.0 software. The value of p < 0.05 was chosen to
be statistically significant with 95% confidence. Investigate Kaplan-
Meier method of survival, using Log-rank tests to analyze survival
time according to variables.

CHAPTER 3. RESULTS OF STUDY

3.1. Clinical - subclinical characteristics
* General characteristics
- Average age in 52.6 = 14.9 (28-87 years), male/female ratio
is 1.5/1.
- Percentage of rural patients 70.2%, urban 29.8%.
- The duration of onset disease <6 months 46.8%, >12 months 4.3%.
- Old scars of abdominal wall: Mac Burney 6.4%, Pfannenstiel 4.3%.
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* Clinical manifestation

- Abdominal pain 97.9%, sub-obstruction 36.2%, blood stool 31.9%

- Touching of abdominal tumors 31.9%, bowel obstruction 29.8%

- ASA?2 accounted for 57.4%, ASA1 accounted for 31.9%

* Para-clinical characteristics

- Heamoglobin <11g/dl 48.9%. Preoperative CEA increase
31.9%, averaged CEA 9.1 = 17.6ng/ml (0.2-102.9). Preoperative CA19-
9 increase 17.0%, averaged CA19-9 70.4 & 294.4U/ml (0.6-1998).

- CT scan of the abdomen: ascending colon cancer 51.5%, one
third primary transverse colon cancer 6.4%. The size of tumor 5.6 £
3.6cm (1,3-14,5), 5-10cm 51.1%, >10cm 8.5%, the lesion coordinates
10,6 %, including fibrotic tumor of uterus, renal cysts and hepatic cysts.

- Colonoscopy: ascending colon cancer 48.9%, one third primary
transverse colon cancer 6.4%. The protrusion 80.9%, ulcer 2.1%.

* Surgical techniques

All 47 studied patients, but 5 patients must open conversion,
the research results of 42 patients with successful SILS following:

- Ascending colon cancer with the highest rate of 42.9%, one
third primary transverse colon 11.9%.

- Tumor size 6.1 + 2.7cm (2.0-15.0), 5-10cm accounted for
66.7%, >10cm accounted for 4.8%.

- Tumor invasion T1-T3 accounted for the highest rate of
76.2%, T4a 23.8%, and not T4b in the SILS group.

- Method of SILS: Right hemicolectomy account for the
highest rate of 85.7%, extended right hemicolectomy 11.9%.

- Additional 1 troca to support 21.4%, not 2-3 troca. D3 69.0%,
D2 31.0%. no intraoperative complications.

- Operative time 150.1 = 36.8 minutes (90-210), length of incision
5.8+ 1.6cm (3.0-10.0), > 5-7cm accounts for the highest rate 45.2%.

3.2. Postoperative results

* Early postoperative results

- Surgical infection 9.5%, anastomotic leakage on the 8th day
2.4% and general peritonitis, patients underwent re-operation, closing
and ileostomy

- Hospital stay 9.7 + 3.5 days (5-25), 7-8 days 40.5%,
uncomplicated group 8.7 + 1.6 days, complicated group 17.0 £ 5.1
days, p <0.0001.

- Postoperative  histopathology: ~ highly  differentiated
adenocarcinoma 78.6%, low differentiation 9.5%. The average lymph
nodes 16.5+4.0 (12-24), 12-20 accounted for 76.2%. The length of
specimens 29.1 £+ 10,2cm, (14-55), >25cm 50.0%.

- TNM stage: stage 11 50.0%; stage 111 16.7%.
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- Postoperative results of open conversion group: Significant
differences in postoperative pain, hospital stay and T4b invasion after
surgery with p < 0.05. There was no difference in number of lymph nodes,
postoperative complications between the two groups with p > 0.05.

* Recurrence - metastasis characteristics

- The time follow-up SILS group was 38.7 + 22.3 months (9-
76), the open conversion group 21.2 + 13.3 months (9-44).

- Recurrence - metastasis after SILS 16.7%, open conversion
group 100%

- The rate of recurrence and metastasis after surgery 25.5%
(12/47), in which recurrence 10.6%, metastasis 6.4% and both 8, 5%.

- Local recurrence after 14.6 + 15.5 months (2-36), metastasis
after 17.7 + 12.6 months (6-31), both after 10.8 + 10.3 months (2-28)
in which the liver and bowel mesenteric metastases 28.6%,
multiorgan metastasis 14.3%.

* Survival time according to Kaplan - Meier

- Overall survival time 61.7 = 3.9 months (54.1-69.3), after 24
months 87.5%, 36 months 79.9% and after 60 months 66.7%.

- Disease - free survival time 59.9 + 4.4 months (51.3-68.7),
after 24 months 81.7%, 36 months 74.2% and 60 months 74.2%.

- Overall survival of SILS group 67.9 + 3.3 months (61.4-
74.4), after 24 months 97.1%, 36 months 88.2%, 48 months 83.3%
and 60 months 77.8%.

- Overall survival of open conversion group 21.2 + 5.9 months
(9.5-32.8), after 12 months 80.0%, 24 months 20.0%, after 48 months
0%. Significant differences between SILS and open conversion with
p < 0.001.

* Some factors associated with post-operative survival time

- Survival time associated with age: patients > 60 years old
was 71.5 months, higher than the group of < 60 years old was 55.9
months, p <0.001.

- Survival time associated with tumor size > 10 cm was 41.5
months, lower than group of size < 5 cm and 5-10 cm respectively
57.8 months and 62.7 months, p < 0.05.

- Survival time associated with the stage: stage | 70.5 months,
stage Il 58.2 months, stage Il 48.0 months. After 2 years stage |
90.9%, stage Il 80.5%, stage 11l 83.3%. After 5 years stage |1 90.9%,
stage 11 71.6%, stage 111 20.8%, p < 0.0001.

- Survival time associated with CEA pre-operation: CEA group
> 5 ng/ml was 60.3 months, lower than CEA group < 5 ng/ml is 60.6
months, no significant difference with p = 0.8326 (p > 0.05).
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CHAPTER 4. DISCUSSIONS

4.1. Clinical characteristics

* Ages: Through research and application of SILS, including
47 patients, we recorded the average age 52.6+£14.9 (28-87). This
result is suitable with the research of Nguyen Hoang Bac with
average age 53.2 £ 14.5, Nguyen Minh Hai and Lam Viet Trung,
average age 53.2 (20-74). Nguyen Huu Thinh with 164 patients
recorded average age 54.7+14.8 (22-89), according to Pham Anh Vu,
average age 55.5. Some authors were higher age such as Dang Cong
Thuan 61.2 + 15.2 years, Huu Hoai Anh 62.1 years. The research of
Le Huy Hoa aged from 40-70 accounts for 67.5%, according to Dang
Tran Tien, the rate of disease increases with age and people over 50
years old is common.

The foreign authors were higher age such as Chen WTL et al
69.44 years old, Papaconstantinou HT 60,3 + 13,6, Keshava A 67
years old (18- 90), the difference of age may be due to geographical
factors, social conditions and life expectancy. The results of many
researchs showed that about 90% of colon cancer occurs in people
over 50 years old and often has internal medical conditions that limit
the indication of laparoscopic colectomy.

* Clinical manifestation

In our study, abdominal pain was the most common symptom,
accounting for 97.9%, lost weight 19.1%, anemia 21.3%, blood
stools 31.9% and bowel obstruction 36.2%. According to Pham Van
Linh, the early detection rate is low due to atypical symptoms and the
subjectivity of physicians and patients, however there are some early
warning signs that should not be ignored such as defecation of black
or blood stool, digestive disorders. At that time, a systematic
examination was needed for early cancer detection.

The defecation of blood stool in our research was 31.9%,
which was higher than that of Do Dinh Cong with 25.6% and lower
than that of Dang Cong Thuan with 75.8%. According to Nguyen
Dinh Hoi, the lower the tumor, the greater the rate of defecation of
red blood, the right colon cancer be often dark red, the left colon
cancer is less dark and the rectal cancer is the brightest red blood and
easily confused with hemorrhoids and dysentery.

Bowel sub-abstruction in this study was 36.2% higher than the
study of Duong Ba Lap with 18.2%, however, these patients were
preoperatively resuscitated, stable medical treatment and programmed.
According to many authors, bowel obstruction syndrome can be repeated
over several days, bowel obstruction with abdominal distention is a major

12



unbenefit, limiting the surgical field and can do increasing the risk of
complications, this factor is considered as a contraindication for generally
laparoscopic surgery as well as laparoscopic colorectal surgery.

Physical symptoms are evaluated signs in the process of
examining and monitoring preoperative changes of patients.
Abdominal tumor palpation were 31.9%, bowel obstruction with
abdominal pain - vomiting - no bowel movement was 29.8% and
clinical detection of hapatomegaly was 2.1%. The results of tumor
palpation were higher than that of Tran Hieu Hoc with 11.1% and all
on the right, Duong Ba Lap 17.3%, Dang Cong Thuan 24.1% and Tran
Van Ha 28.4%. According to Pham Gia Khanh, Abdominal tumor
palpation was about 60% patients with colon cancer, the right side was
easier to touch. Location at the hepatic and splenic flexure is often
difficult to touch and when the tumor palpation is usually advanced
stage, often accompanied by other clinical symptoms and the diagnosis
is usually easy. This is also consistent with Pham Duc Huan,
abdominal examination may feel the tumor is located in one of the
positions of the colon and usually the tumor in the right ileal fossa, the
right subcostal region, rarely touch the tumor in left colon cancer.

The bowel obstruction, we encountered 29.8%, this result was
lower than the bowel obstruction symptoms at hospitalization 36.2%,
indicating that bowel obstruction was improved after internal
treatment to be able to carry out the successful program. According
to the authors, bowel obstruction is the most common complication
in colorectal cancer, any positions in colon cancer can cause bowel
obstruction, but left colon cancer is more common. The treatment of
bowel obstruction in colon cancer is both resolution of bowle
obstruction and cancer. Therefore, if the patient's condition allows to
radical surgery, colectomy and primary anastomosis depend on the
colon’s condition and the patient's condition. According to Tran Hieu
Hoc, bowel obstruction in right colon cancer, most of them be single-
step surgery accounting for 75%, the rate of wound infection
complications 7.1%, no patients have to second-step surgery.

According to Tanaka bowel obstruction in colon cancer is a
poor prognostic factor and the mortality rate in emergency is 7-30%.
With the aid of invasive endoscopy, self-relaxation metal stenting for
temporary unblockage, preoperative resuscitation then operation
when patients are stable. According to Hooft J.E.V, colonic stent
placement should be performed and directly monitored by surgeon
who has experience in colorectal surgery and has performed at least
20 cases. Contraindications for placing stents in suspicion of
perforation, stenotic diverticulitis, patients not accept to the
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procedure, coagulopathy disorders or severe medical conditions have
not been stable treatment.
4.2. Para-clinical characteristics

* Pre-operative CEA and CA19-9

The pre-operative CEA increase rate was 31.9%, the average
CEA 9.1+17.6 ng/ml (0.2-102.9). This result is higher than Verberne
C, the preoperative CEA increase 20.8%, the pre-operative average
CEA of Lee S.D 6,2+13,3 ng/ml (0.6-82.7), lower compared with the
study of Dang Cong Thuan, pre-operative CEA increase 48.1%,
average 11.2+16.8 ng/ml, highest 91.1 ng/ml. Research by Pham Nhu
Hiep and Ho Huu Thien had an increase pre-operative CEA 57.9%,
Le Huy Hoa over 90 patients recorded a pre-operative CEA increase
42.2%. Partyka P 71%, Su B.B 37.0%.

The rate of increased CA19-9 (> 39 U/ml) in this study was
17.0%, the average concentration was 70.4+294.4 U/ml (0.6-1998).
This result was lower than Partyka P, the increase rate of CA19-9
was 32%. According to the authors CA19-9 was considered a
diagnostic marker and monitor the progress, effectiveness of
treatment and recurrent detection in patients pancreatic cancer, some
other cancers such as cholangiocarcinoma, colorectal cancer and
ovary as a second cancer marker.

* Abdominal CT scan

All patients in the study group had the abdominal - pelvic CT
scan to evaluate position, size, invasion and metastasis, diagnose the
pre-operative stage and choose the surgical method. The rate of
detecting tumor on abdominal CT scan was 91.5% (43/47 patients), 4
patients did not detect lesions on CT because of very small tumor
size accounted for 8.5%.

The average tumor size on CT was 5.6+£3.6cm (1.3-14.5) on
the largest diameter, in which size 5-10cm accounted for the highest
rate 51.1%, >10cm 8.5%. However, intra-operative size was often
larger due to inflammation, adhesion and edema. The tumor size in
our study was higher than Nguyen Huu Thinh, the diameter of tumor
of the right colon cancer group was 4.8+0.6cm. Le Huy Hoa,
assessing vertical tumor size from 2-5cm accounted for the highest
rate 62.2%, especially >10cm had the rate equivalent 7.8%.
According to Pham Ngoc Hoa, colon tumor manifests on CT as a
asymmetric thick wall, the unclear fat layer around tumor such as
invasion. Percentage of metastatic lymph nodes detected on CT about
27-73%. According to Haan, virtual endoscopic CT with sensitivity
in detecting polyps or adenomas with size >10mm is 83.3% and
87.9% and according to Vo Nguyen Thanh Nhan, the development of
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multislide CT and virtual endoscopic CT can gradually replace
colonoscopy in colorectal cancer screening.

* Colonoscopy: Colonoscopy is a "gold standard" in the
diagnostic screening of colorectal malignant diseases. Colonoscopy
do not only allow observing the macroscopic characteristics of the
lesion towards a benign or malignant diagnosis, but also allows a
biopsy to pathologic diagnose.

All 47 patients in the study were pre-operative colonoscopy,
the rate of tumor detection 100% with protrusion type accounted for
the highest percentage of 80.9%, ulcers 2.1%, diffusion 12.8% and
malignant polyps 4.3%. This result is also consistent with Le Huy
Hoa studied on 111 patients, the protrusion type accounts for the
highest rate 79.3%. The development of endoscopic interventions in
general and in colorectal cancer, the role of interventional endoscopy
is affirmed value. In 1999, Matsuura A reported the results of
treatment of 321 colorectal cancer patients by polypectomy or
endoscopic mucosal resection (EMR) through endoscopy for 188
male and 106 female patients with encouraging results. The author
identified that it is difficult to remove non-stemmed or over 2cm size
polyps and in these situations EMR is a safe and effective method if
carefully considered. According to Nguyen Thuy Oanh, the flexible
endoscopic coordination with laparoscopy helped patients to avoid
unnecessary abdominal surgery.

4.3. Characteristics of surgical techniques

* Intra-operative tumor location

All 42 patients who were SILS, the most common tumor
location was ascending colon 42.9%, hepatic flexure 31.0%, caecum
14.3% and one third right transversal colon 11.9%. This result is
consistent with the research of Nguyen Huu Thinh and Lee S.D, the
tumor at the ascending colon was the most common location.

Table 4.1. The tumor location of right colon following some

authors
. Hepatic 1/3 right
Authors(n) Caecum Ascending flexure trans colon
Egi H (10) 50,0 40,0 - 10,0
Katsuno (17) 41,2 35,3 - 23,5
Lee S.D (42) 14,3 64,3 11,9 9,5
Ramos (13) 53,8 30,8 7,7 7.7
Thinh (164) 14,4 23,4 8,0 9,0
Ours (42) 14,3 42,9 31,0 11,9
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* Surgical procedure

All 47 patients in this study have been applying techniques of
SILS, however, 5 patients must open conversion accounting for
10.6%. In our study, SILS for right hemicolectomy account for the
highest rate of 85.7%, extended right hemicolectomy 11.9% and
transversal segmentectomy accounting for the lowest rate of 2.4% for
1 patient of malignant polyps at the joint of the right third with the
middle third on the very long transversal colon.

Our results was suitable with Chen W.T.L et al performing right
hemicolectomy by SILS for lesions at cecal, ascending colon and hepatic
flexure. Egi H et al performed ileocecal sigmentectomy by SILS for a
high rate of 80.0%, right hemicolectomy 10.0% and transversal
segmentectomy 10.0%. Liang JT studied on 104 patients, 100% who
were conducted right hemicolectomy for every cancer position in the
right colon, which consistented with Sonoda T's view, in 2006 the author
proposed the principle of right hemicolectomy be applicable to all sites
of right colon caner (cecum, ascending and hepatic flexure colon). For
transversal colon cancer on the right side of the middle line, the author
suggested extended right hemicolectomy with complete ligation of the
middle colic artery with the transversal segmentectomy at least 10cm on
the left of middle colic artery

In 2015, Nguyen Huu Thinh reported the effectiveness of SILS
on cancer colectomy for 164 patients in the doctoral thesis in
medicine, Ho Chi Minh City University of Medicine and Pharmacy,
including 48 patients right colon cancer. The author states that this is
a feasible and safe method for treating colon cancer. With the use of
traditional trocas and instruments, the surgical principle has not
changed, experienced laparoscopic surgeons can perform SILS
without specialized tools.

* Surgical techniques

Regarding surgical technique, all patients were placed 3
trocas side by side on middle line according to Chen’s technique,
using traditional straight instruments according to MacDonald and
right colon dissection with the Nagle’s technique. After the placed
trocas and peritoneal exploration, right colon dissection be able to
be performed from lateral to medial or medial to lateral or both
combination in cases the tumor was difficult mobilization, tumor
at the hepatic flexure and depending on the experience of surgeon.
According to Duong Ba Lap, single port tools are used only once
and specialized flexible tools have a high price so they are not
widely used.
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According to the Guidelines of the American Society of
Gastroenterology in 2000, update in 2012, the technique “no touch”
tumor or medial to lateral technique in laparoscopic colorectal
surgery was no difference in post-operative survival compared to
lateral to medial techniques that surgeons often apply for open
colectomy. This research has contributed to promoting the
development of laparoscopic colorectal surgery because the invasion
of tumors need the first assessed that mean must touch tumor to
decide laparoscopic colectomy or other procedures.

Through technical application we found some advantages
when applying 3 trocas side by side compared to single port devices
was limited the leak of CO- through the foot of troca during surgery,
operation process convenient with traditional straight tools, reducing
the crash of tools more especially when using a 60cm long camera
and for some obesity patients, it is impossible to use single port
device because the abdominal wall was too thick leading to a trend
"knock" the single port out the abdominal wall.

The rate of adding 1 troca to support the surgery was 21.4%,
no cases were placed 2-3 trocas. This rate was higher than that of
some authors such as Duong Ba Lap adding 1 troca 13.6% (3/19),
Adair 12% (2/17), Lee 16.7% (4/24) and Ross H's study was 7.7%
(3/39), especially Makino T, synthesized 15 studies on 329 patients,
recorded an additional rate of 1 troca 4.9% (16/329 patients).
According to Chen, manipulation in SILS was limited because the
trocas were close to each other, so the surgeon must have experience
to overcome the difficulty of triangular loss, gas leak and tool
conflict and the training curve of SILS can be improved by the
existence of traditional laparoscopy.The rate of 1 troca insert in our
study was higher than the authors may be related to the average
tumor size. The same purpose, however, large tumor size can affect
many factors of invasiveness, inflammation, tumor mobility and the
size of incision for removal specimen. According to Adair, 1 troca
addition was not considered a traditional transfer because the 2 trocas
laparoscopic colectomy has not been described in the literature as a
routine approach, however, that was a safe complement in SILS.

According to some authors, the more experience sugeon has in
colorectal surgery both in laparoscopy and open surgery, the more
favorable the procedure for SILS. According to Keller D.S et al the
surgeon who conducts SILS must have at least 150 cases of
colorectal surgery and at least 50 cases of laparoscopy. According to
Akamatsu H et al, the new approach in now colorectal surgery is a
totally laparoscopic approach with the combination of completely
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peritoneal anastomosis and the removal of specimens through the
anal or vaginal natural orifice. The second approach is single-incision
approach, while the traditional laparoscopy for colorectal cancer
requires 3-6 trocas, the SILS can solve all positions of colon cancer.
In 2012 in Japan, Cheung T.P et al has performed laparoscopic right
hemicolectomy through rectal endoscopy (Hybrid NOTES) for male
patients, 42 years-old , the anastomosis was done by endoscopic
autocutting machine with surgery time of 120 minutes, blood volume
loss of 30 ml and hospital stay 5 days , the high rectal opening
position was also the place to remove the specimen and the author
considered this was a safe and feasible technique.

Along with the development trend of the world, in Vietnam
from 2013 upto now Ho Huu Thien, Pham Nhu Hiep et al have
successfully performed NOTES over 20 colorectal cancer patients (3
patients through the vagina, 17 patients through the rectum). With
good results, no local recurrence, the percentage of troca addition to
support 20%, no open conversion, Nno serious post-operative
complications, no surgical related mortalities and according to
author, A good surgery in colorectal cancer was not based solely on
scarring and small scarring but mainly the content of the procedure
was done perfectly and the goal procedure was radical or not.
Therefore, all efforts to minimize surgical scarring to the extent that
against the surgical principles of oncology and are not recommended.

* Technique of lymphadenectomy

Regarding the level of lymphadenectomy, we applied
lymphadenectomy according to the Japanese classification, all
patients were assessed before surgery by hematological, biochemical
and imaging tests. During surgery, patients were firstly evaluated for
liver, spleen, omentum and peritoneal cavity and immediately after
placing the first troca and camera to exclude colon cancer metastasis.
For D3 lymphadenectomy: ileocecal artery, right colic artery be
tightened at the root, on the right side of the superior mesenteric
artery. In extended right hemicolectomy, the middle colic artery was
revealed and tightened to the root, fat tissue around the cartery - vein
was totally removed block. With D2 lymphadenectomy, only
partially dissected until the root of the artery is clearly visible.

In our study, D2 lymphadenectomy was 31.0%, (D2: 1, 2
lymph nodes groups) D3 lymphadenectomy 69.0% (D3: removing 3
ganglion groups 1, 2 and 3) based on the Japanese classification. Our
D3 lymphadenectomy results were lower than that of Nguyen Thanh
Tam D3 lymphadenectomy was 100% (89/89 patients). In 2009, Lee
S.D et al reported the technique of D3 lymphadenectomy for 42
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patients of right colon cancer with encouraging results, the number of
lymph nodes obtained was 45+17 nodes (18-92), without intra-
operative blood transfusion and average follow up for 28 months (16-
44) 1 patient anastomotic recurrence accounted for 2.4%.

Some authors such as Eiholm S, West NP and Willaert W
proposed completely mesocolic excision (CME) including: (1)
Remove all mesocolic block to prevent the spread of cancer cells and
local recurrence. (2) Main arterial ligation to lymphadenectomy and
(3) the long enough colon segmentectomy to remove lymph nodes
around colon. However, the survival effect of CME techniques
compared to D3 lymphadenectomy has not been demonstrated in the
randomized controlled trial.

According to the authors, the intra-opertive lympho nodes
metastasis was a very poor prognostic value, the 5 years survival rate
will be significantly reduced because if the patient was not radical
surgery, the adjuvant chemotherapy is only "salvage" so radical
surgery is a factor contributing to post-operative survival results. The
poor prognosis of lymph node metastasis is due to the high ability of
microscopic metastasis, this is a new concept of metastasis in cancer,
which is increasingly surveyed in many countries around the world,
especially is in gastric adenocarcinoma, colon - rectum, breast, lung...
the concept exists of latent micro-metastatic points in different organs
such as bone marrow, liver, spleen, lymph nodes... is true because
patients often progress to recurrence of disease progression even after
removal of the primary tumor or distant metastasis in the late stage
disease. The concept of microscopic metastasis is contributing to
changing the concept of cancer classification.

4.4. Post-operative results

* Post-operative complications

In our study, surgical site infections accounted for 9.5%,
anastomotic leak was 2.4%, no other complications and no deaths
related to surgery. In cases of wound infection, patients were early
suturing cut, changed bandages and washed the wound with 5%
Betadin solution, combined with using antibiotics, all patients were
stable to discharge hospital. Our results were lower than Chen W.T.L
with 16.0% complications, in which 1 patient post-operative intestinal
obstruction, 1 patient cardiovascular complication and 1 patient wound
infection. Rio P.D reported the complication rate 15.5% (11/71), in
which bleeding had blood transfusions 8.5% (6/71 patients).

Some researches with lower complication rates such as Nguyen
Minh Hai and Lam Viet Trung had complications 6.2% (5/80), in
which 5% of surgical infections (4/80) and abdominal troca hematoma
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1.2% (1/80), Duong Ba Lap met 4.5% surgical wound (1/22), however,
in the author's study, there was 1 patient post-operative death. Liang J-
T had complications 5.7%, including 3.8% surgical wound infection
(4/104), 1.9% anastomotic leak (2/104). According to Nguyen Van
Minh compared to open surgery, laparoscopic surgery had lower post-
operative respiratory complications, lower capacity and functional
sediment capacity decreased less than after laparoscopic surgery
compared to open surgery.

About the rate of re-operation, our study met 2.4% (1/42)
anastomotic leak on the 8th day causing peritonitis, the patient
underwent re-operation for leak suture, peritoneal cleaning, draining
and ileostomy. Researcher Nguyen Huu Thinh had anastomotic leak
in right colon SILS group 2.1%. According to Nguyen Van Hai, the
frequency of anastomotic leak in the group with pre-operative colon
preparation varies from 0.6-7.1%, usually about 4-5% and
anastomotic leak in the group without pre-operative colon
preparation changes from 1.2- 5.4% and no significant differences.
Papaconstantinou H.T et al met anastomotic leakand and re-operation
3.4% (1/29), surgical wound 6.9% (2/29), Keshava A et al had re-
operation rate 9.09%, in which there was a cause of anastomotic
bleeding. The difference in the rate of complications between the
authors and us may be because our number of researches was not
large enough or may partly reflects the experience of surgeon at our
hospital who have had laparoscopic surgical experience following the
training curve.

* Evaluate the number of lympho nodes

All post-operative specimens were coordinated between
surgeon and pathologist to be analyzed and evaluated carefully
according to NCCN 2012 standards, the number of lymph nodes
from the colon cancer specimen was more or equal to 12 nodes,
specimens not fully evaluated were excluded from our research.

In our study, the number of lymph nodes average obtained
16.5+4.0 nodes (12-24), 12-20 nodes accounted for the highest
percentage of 76.2%. This result is consistent with Nguyen Huu
Thinh's research, the number of lymph nodes obtained from the
group of right colon cancer was 16.14+3.9 nodes, Leblanc F et al was
17+8 nodes, Huscher C.G et al was 18+6 nodes. Some authors with
higher percentage of lymph nodes such as Chen W.T.L et al was 19.5
nodes (3-42), Ross H et al was 19 nodes (12-39) and Adair J was
20,1£11,3 lymph nodes (12-39).

Our study was higher than Huu Hoai Anh, the number of lymph
nodes obtained was 5 nodes, Hopping J.R et al was13 nodes (0-29),
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Nguyen Minh Hai and Lam Viet Trung were 4.2 lymph nodes lymph
nodes (1-15) and according to the author, the difference in the number
of lymph nodes obtained depends not only on the disease stage but also
on the persistence and meticulousness of the pathologist taking the
lymph node. According to Nguyen Quang Thai and Doan Huu Nghi,
the lymph nodes in the surgery have the appearance of white or sparse
appearance, solid or hard density and the size of >1cm has a high rate
of metastasis, and the lymph nodes are pink, density soft, less <lcm
size often has a lower rate of metastasis, this difference is statistically
significant with p <0.05, the author also found sensitivity and
specificity 60-80% and gold standard for diagnostic definition was
post-operative lymphadenopathology.

4.5. Follow-up results

* Post-operative recurrence - metastasis characteristics

For the same surgical purpose in treatment right colon cancer,
but the minimal intervention techniques that bring many benefits for
patients both in early results as well as long-term results of oncology,
will be delivered and widely used. In this study, we did not
experience local recurrence during follow-up 38.7+22.3 months (9-
76), this result is consistent with the study of Duong Ba Lap, all
patients in his study group are still no signs of recurrence, the
average time follow-up 22.5 months. The recurrence rate of authors
such as Lee S.D et al 2.4% (1/42), Willaert W et al 6.6%.

We recorded the local recurrence rate 10.6% after average
period time 14.6 months (2-36), the post-operative recurrence was
confirmed by diagnosis image or from pathologic biopsy results.
Schiffmann L studied on 142 patients and recorded a recurrence rate
of 33.8%, which may be related to the author's subjects who had
positive lympho nodes.

Our research has a distant rate of 6.4% after average period time
17,7+12,6 months (6-31). Concomitant recurrence and metastasis
accounts for 8.5%, after average period time 10,8+10,3 months (2-28)
in which liver metastasis, intestinal mesenteric metastasis were the
most common with 28.6%, 1 patient simultaneously, multi organs
metastasis 14.3%. This result is consistent with Le Ba Thao studied on
127 patients with surgery and adjuvant chemotherapy with 7 patients
distant metastasis, in which 5 patients multifocal liver metastasis, 1
patient of lung metastasis and 1 patient of concomitant liver and lung
metastasis. Ryuk J.P reported liver metastasis with the most frequently
rate of 40.5%, pulmonary metastasis 32.8% and the recurrent was
sooner, the 5 years survival rate was lower, the 5-year survival rate in
early recurrence before 2 years of 34.7% compared with late
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recurrence after 2 years of 78.8% with p <0.001. Vo Ngoc Bich studied
on 93 patients with 11% radial surgery by metastatic hepatectomy and
colectomy at the same time, the time of recurrence was 16 months, the
average post-operative survival time was 35 months, the early post-
operative complications 40% and no post-operative mortalities. If the
liver metastasis was unresectable, the average post-operative survival
time was only 10 months.

* Some factors related to the post-operative survival time

The overall survival time is the period from surgery to the
death of any cause. Disease-free survival is from surgery to
recurrence or metastasis. In our study, the average overall survival
time was 61.7+3.9 months (54.1-69.3), at 2 years 87.5%, after 5 years
66.7%. Disease-free survival time 59.9+4.4 months (51.3-68.7). In
which the SILS group had the overall survival time of 67.9+3.3
months (61.4-74.4), the after 5 years survival rate 77.8% higher than
the open conversion group 21.2+5.9 months (9.5-32.8), the difference
between the two groups was statistically significant with p <0.001.
To Quang Huy recorded the 5-year survival rate in colon cancer was
77.4%, Schiffmann L et al studied on 142 patients of stage 3 colon
cancer and the average follow-up 3.85+2.81 years recorded the
following 5 years survival rate 64.3%, recurrence rate 33.8% and
mortality rate 30.3%.

- Relation between the age with survival time: the average
survival time in patients >60 years old was 71.5 months, 55.9 months
higher than that of patients <60 years old, p < 0.001. This was
consistent with a number of studies on the tendency of younger colon
cancer and possibly related to malignancy in young people, the
younger age the prognostic worse because of the factors of gene
mutation. On the contrary, some other studies, besides radical
surgery, patients also underwent post-operative adjuvant
chemotherapy, so if the age is higher, the general condition is less
likely to not follow enough chemical procedures, affecting the
recurrence rate and post-operative survival time. Labianca R reported
the 5 years survival rate gradually decreased with age from 63% in
the group of 15-45 years old to 49% in the group over 75 years old.

- Relation between the tumor size with survival time: Tumor
size affects many factors such as tumor invasion, lymph node metastasis
and ability to express, manipulate intra-operative process in general and
laparoscopic right hemicolectomy. In our research, the average survival
time in the group of size >10cm was 41.5 months, lower than the group of
size <bcm and 5-10cm 57.8 months and 62.7 months respectively. The
difference was statistically significant with p <0.05. According to Nguyen
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Thanh Tam, the deeper the invasion of the tumor, the higher number of
lymph nodes and the higher rate of lymph node metastasis, the colorectal
cancer prognosis is clearly related to the tumor invasion and lymph node
metastasis, the complications of intestinal obstruction and peritonitis have
a poor prognostic meaning.

- Relation between TNM stage with survival time: average survival
time decreased gradually with increasing cancer stage, in which the stage |
was 70.5 months, the stage Il was 58.2 months and the stage Il was 48.0
months. The difference was statistically significant with p < 0.0001. This
result was consistent with the majority of the research on the disease stage at
the time of diagnosis, the higher post-operative recurrence rate and the lower
post-operative survival rate. Phan Thi Do Quyen Researched on 146
patients recorded overall survival time decreased gradually with increasing
of disease stage, stage Il was 51.6 months, stage 11l was 41.4 months and
stage IV was 17.9 months. In 2015, Bockelman C et al researched and
synthesized 25 studies that recorded the disease-free survival rate after 5
years of stage Il was 81.4%, stage 11l was 49.0%. Ryuk J.P et al also
recorded an early recurrence rate before 2 years and later after 2 years higher
in the positive nodes group and statistical significance with p = 0.007.

CONCLUSION

By research and application of single incision laparoscopic
surgery for 47 right colon cancer patients, in which 5 patients open
conversion, during the period from 8/2011 to 12/2017, we report
some conclusions following:

1. Clinical, subclinical manifestations and characteristics of
surgical techniques in single incision laparoscopic surgery for
treatment right colon cancer

* Clinical, subclinical manifestations

- The average age of 47 studied patients was 52.6+£14.9 years
(28-87), male/female 1.5/1, the disease onset of until hospitalization
<6 months 46.8%, history abdominal surgery Mac Burney 6.4%,
Pfannenstiel incision 4.3%.

- Abdominal pain accounted for the highest proportion 97.9%,
intestinal obstruction 29.8%, blood stools 31.9%, palpable tumors
31.9%, increased pre-operative CEA 31.9%, increased pre-operative
CA19- 9 17.0%.

- The tumor detection on CT 91.5%, average tumor size
5.6+£3.6 cm (1.3-14.5), all patients were pre-operative colonoscopy
with tumor ascending colon accounted for the highest rate 48.9%,
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protrusion type accounted for the highest rate 80.9%, the rate of pre-
operative pathology was 55.3%.

* Characteristics of surgical techniques

- Ascending colon tumor accounts for the highest rate 42.9%,
the average tumor size 6.1+2.7cm (2.0-15.0), T1-T3 accounts for the
highest rate 76.2% , T4a 23.8%, no T4b in single incision
laparoscopic surgery group.

- Right hemicolectomy account for the highest rate 85.7%, side
to side anastomosis 38.1%, hand sewing 76.2%, add 1 troca support
21.4%, D3 lymphadenectomy 69.0% , D2 31.0%, average surgery
time 150,1+36,8 minutes (90-210), average length of incision
5.8+1.6cm (3.0-10.0).

- The statistically significant difference in tumor invasion T4,
postoperative drainage rate, surgery time and length of incision
between single incision laparoscopic surgery group and open
conversion with p<0.05.

2. Results of treatment and some factors associated with survival time

* Early post-operative results

- Post-operative pain 4.1+1.4 days (2-9), positive gas 3.5+1.3 days
(1-6), surgical wound infection 9.5%, and anastomotis leak 2.4%,
average hospital stay 9.7+3.5 days (5-25), the complication group 8.
+1.6 days, the without complication group 17.0£5.1 days (p<0.0001).

- Post-operative pathology: The average number of lymph
nodes 16.5+4.0 nodes (12-24), the average length of specimen
29.1+10.2cm (14-55), post-operative TNM: stage | 33.3%, stage I
50.0%, stage 111 16.7%.

* Follow-up results

- The average follow-up time 38.7+22.3 months (9-76), the
average post-operative survival time 67.9+.3 months (61.4-74.4),
significantly statistics difference with open conversion group.

- Increased post-operative CEA 25.6%, surgical hernia 2.4%,
ileal perforation 2.4%, post-operative bowel obstruction 2.4%, no
incisional metastasis.

- The post-operative recurrence - metastasis rate 16.7%, the
difference was statistically significant with the open conversion
group (p=0.0001). liver metastasis 28.6%, intestinal mesenteric
metastasis 28.6%, multiple organs metastasis 14.3%.

* Some related factors with survival time: The survival time
of > 60 years old patients 71.5 months more than < 60 years old 55.9
months, tumor size and TNM stage are factors associated with
survival time after single incision laparoscopic surgery, statistically
significant difference with p < 0.0001.
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