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PAT VAN PE

O Chau Au, theo thng ké nam 2018 bénh 1y ung thu truc trang mac
phai 2 125.000 ca mdi ndm va chiém 35% trong tong s6 bénh ung thu dai
truc trang. Ty 1¢ ung thu tryc trang khoang 15 - 25/ 100.000 dan mdi nam;
ty 1& tir vong 4 — 10/100.000 mdi ndm. O MY, trong nam 2018 c6 43.030 ca
mac mai ung thu trye trang (trong d6 25.920 ca & nam va 17.110 ca & ni).
Bénh thuong gap ¢ nam gidi hon nix gidi (ty 1€ nam/nir =1,37).

Hién nay, phau thut ndi soi cit tryc trang trudc thap trong diéu tri
ung thu tryc trang trén va gitra, ndi dai trang véi tryc trang con lai bang
staplers dang duoc &p dung vi dam bao vé mit ung thu hoc, cit ban phan
hay toan bo mac treo truc trang va bao ton than kinh ty dong tranh dugc
c4c bién chiing vé bang quang va sinh duc. Ngoai ra con ¢ vu diém cua
mot phau thuat it xam nhap nhu: giam dau, it mat mau, hoi phuc som,
giam cac bién chimg nhidm tring va tac rudt, c6 tinh tham my... Bén canh
d6 khi danh gia hiéu qua ciia mdt phuong phap diéu tri ngoai két qua phau
thuat dat duoc thi chiing ta can xem xét dén chat lugng cudc sdng cua
bénh nhan sau khi diéu tri bang phuong phap do.

Vi vay To chiic Chau Au vé nghién ciru va diéu tri ung thu
(EORTC) da phat trién bo cau hoi EORTC QLQ-C30, nhim danh gia
chét lwong cudc séng cho tat ca bénh nhan ung thu néi chung. Va trong
ung thu dai truc trang, to chirc nay da phat trién thém bo cau hoi theo
thang diém danh gia vé chit luong cudc séng cua bénh nhan bao gdbm
EORTC QLQ-CR38 va sau nay dugc phét trién va nang cap thanh phién
ban méi EORTC QLQ-CR29. Thang diém nay di duoc chiig minh va
sir dung rong rai trong cac nghién caru 1am sang trén toan thé gisi, vira
c6 du hiéu lyc va dang tin cy trong viéc danh gia két qua qua trinh diéu
tri cho bénh nhan ung thu dai tryc trang va cung cap thém nhiing théng
tin c6 gla tri bd sung cho thang diém EORTC QLQ-C30. Ngay nay, c6
kha nhiéu nghlen ciu & CAc trung tam trén thé giéi vé danh gla chit
lwong cudc séng cua bénh nhan ung thu truc trang sau diéu tri 4p dung
thang diém EORTC QLQ CR29 va EORTC QLQ-C30.

Tai Viét nam, phiu thuat nay duoc dp dung & cac trung tam
I6n nhu & Ha noi, Thanh phé H5 Chi Minh, va Bénh vién Trung
Uong Hué nhung chua c6 danh gia mét cach day du vé két qua
phuong phap phau thuat va chat luong cudc séng cua bénh nhan sau
phau thuat diéu tri triét can ung thu tryc trang. bé gop phan nghién
clru va danh gia mot cach ddy du hon vé chi dinh va ky thuat, ty 1é



ung thu tai phat, thoi gian sdng thém sau mo, cac bién ching vé bang
quang va sinh duc va chat lwong cudc séng caa bénh nhan sau mo. Vi
vay ching toi thuc hién dé tai:

“Panh gia két qua, chat lweng cudc séng cia bénh nhan
ung thu truc trang trén va giira dwoe diéu tri bang phiu thuat
Nni soi Cit true trang truéc thap” nham muc dich:

1. Nghién cizu dac diém 1am sang, cdn 1am sang va két qua
phau thudt néi soi cdt truc trang truéc thdp diéu tri ung thw truc
trang trén va giia.

2. Panh gid chdt heong cugc song cua bénh nhan sau phau
thudt ngi soi cdt truc trang truéc thdp theo thang diém LARS va
thang diém EORTC QLQ-C30; EORTC QLQ-CR29.

Y nghia ciia dé tai:

1. Nhirng déng gép cua luan an

Hién nay viéc diéu tri ung thur trire trang triét can chu yéu la phau
thuat, trong d6 tmg dung phau thudt ndi soi cat tryc trang trude thap
trong UTTT trén va giita dem lai nhidu wu diém ciia phau thuat it xam
lan, dam bao vé mit ung thu hoc va bao tdn duoc than kinh tu dong
tranh cac bién chimg vé bang quang va sinh duc.

Phau thuat nay dugc 4p dung & cac trung tAm 16n nhu & Ha
n6i, Thanh phd H6 Chi Minh, va Bénh vién Trung Uong Hué nhung
chua c6 danh gia mot cach day du vé két qua l1au dai cua phuong
phap phau thuat va danh gia chat luong cudc sdng ciia bénh nhén sau
phau thuit theo cac thang diém. Van dé vé chit luong cudc séng hién
nay 1a van dé quan trong va can thiét d6i v6i y hoc hién dai, cac cong
trinh nghién ctru vé chat lugng cudc sdng bénh nhan ¢ nhimg bénh 1y
khéc di duoc thyc hién va dong gop nhiéu y tudng, cai thién nang
cao chit lugng diéu tri cho bénh nhan. Vi vay dé tai: “Panh gia két
qua, chét lweng cudc séng ciia bénh nhan ung thw tryuc trang trén
va giira dwoce diéu tri bang phiu thuit ndi soi cit truc trang
trwéc thip” mang tinh cép thiét, y nghia khoa hoc thuc tién trong
van dé nghién ctru kha ning Gng dung k§ thuat nhim ddm bao
nguyén tic diéu tri ung thu hoc va tranh dugc cac bién ching vé bang
quang va sinh dyc ma van mang lai nhiéu loi ich cua phiu thuat it
xam nhap nhu giam dau sau mo, som tro lai van dong, giam cac bién
chung lau dai nhu tac rudt sau mo, thoat vi vét mé - 1 troca va cd
tinh thAm my cao. Ngoai ra, 1a mot phiu thut c6 anh hudéng dén
chirc nang dai ti€n, bang quang va sinh duc ctia bénh nhan, mét trong



nhitng chiic ning co ban nhét cia cudc sdng, do d6 nghién ciru nay
c6 y nghia vé& mit khoa hoc va tinh thoi su.

Luan 4n dong gop moi vao sb lidu nghién ctru trong nude vé
kha ning ing dung PTNS trong diéu tri ung thu tryc trang trén va
giita. K&t qua nghién ctru cho thay tinh hiéu qua kha thi cao, phét huy
dugc loi ich cia PTNS va dat két qua 1au dai tot vé mat ung thu hoc
nhu: Ty 1¢ tai phat tai chd thap 5,9 % va di cin gan 2,4 %. Ty 1¢ song
thém khong mac bénh sau 5 nim 1a 79% va ty 1é séng thém toan bo
sau 5 nam la 45%. Pac biét danh gid duoc chat lugng cudc séng cla
bénh nhén theo thang diém Lars score: Thang diém nay cai thién theo
thoi gian (3 thang, 12 thang, 24 thang) voi khong cé héi ching trude
thap twong tmg 58,3%; 85,5% va 100% (p < 0,001) va thang dlem
EORTC QLQ-C30, EORTC QLQ-CR29 cho thiy cac diém sb stc
khoé tdng quét, chirc ning va triéu ching dwoc cai thién va khac biét
theo thoi gian ¢ ¥ nghia thng ké p < 0,05.

2. B6 cuc caa luan an

Luan an gom 135 trang vé6i 58 bang, 50 hinh anh va 4 biéu db.
Cau trdc caa luan &n gém c6 4 chuong: Dit van dé 2 trang; Chuong 1
- Tong quan tai liéu 36 trang; Chuong 2 - D6i twong va phuong phap
nghién cau 27 trang; Chuong 3 — Két qua nghién cau 30 trang;
Chwong 4 — Ban luan 37 trang va két luan 2 trang. Tai liéu tham khao
gom 156 tai liéu (39 tai liéu Tiéng Viét va 127 tai liéu Tiéng Anh).

CHUONG 1: TONG QUAN

1.1. Giai phiu truc trang

Tryc trang dai khoang 12-15 cm, tiép ndi véi dai trang xich-ma
& phia trén ngang mtc xwong cing thtr 3 (S3) va ndi véi éng hau
moén ngay Vi tri dudng lugc phia dudi. Nhin trudc téi thi thang nén
goi la tryc trang nhung nhin nghiéng thi cong theo dudng cong cua
xuong cung cut, lic ddu cong 16m ra trudc tao nén géc cling va tai
chd néi véi 6ng hau mdn thi cong 16m ra sau tao nén goc day chau.

Tur trong ra ngoai, truc trang c6 nam 16p:

- Lop niém mac: bén trong tryc trang, niém mac nho Ién tao
thanh ba nep ngang trén, giita, dudi hinh ludi liém (Houston valves).

- Tam dudi niém mac: nhiéu mach mau va than kinh.

- Lop co:

+ Tang trong 13 co vong



4

+ Tang ngoai 14 co doc: ba dai co doc khi dén truc trang phan
tan thanh 16p co doc, ¢ phia trude va sau day hon ¢ hai bén.

- TAm dué6i thanh mac

- L6p thanh mac: chi pha ¢ phan trén, phia trudc va hai bén tryc
trang
1.2. Mac treo truc trang

Tur mac treo truc trang c6 1& dwoc st dung dau tién boi
Maunsell vao nam 1892, sau d6 nam 1982 dwogc Heald mot phau
thuat vién nguoi Anh dua ra str dung rong réi.

Truc trang dugc bao pha béi mot [6p mdé md chira cac mach
mau, mach bach huyét va than kinh, 16p mé nay c6 bé day khoang 2-
3 cm, 16p nay dugc xem la mac treo tryc trang. Lop mac treo truc
trang la mot bao kin, bao quanh thanh cua truc trang. Gidi han cua
mac treo truc trang la gitra co thanh truc trang va la tang cua can day
chau, bao phu % chu vi truc trang sau bén, nam dudi phic mac, mat
truée dudi nép phlc mac 1a t6 chirc xo mé.

Viéc cit toan b mac treo truc trang phai xac dinh 1a mac treo
truc trang phai dwoc cit bo toan bo ma khéng can quan tam dén vi tri
cua khdi u. Dya trén nghién ciu vé md bénh hoc, u truc trang khéng
thé lan tran xa mac treo truc trang xudng dudi trén 4 cm va thuc té
mac treo tryc trang khong con & trén mac gan 2 cm tinh tir co nang
hau mén. Vi vay d6i véi u & truc trang trén thi co thé cat bo mac treo
truc trang dudi u khoang 5 cm.

1.3. Piéu tri ung thw tryc trang

Hién nay diéu tri ung thu truc trang 1a sy phéi hop phiu thuat
v6i hoa xa tri goi 1a diéu tri theo phuong phap da m6 thurc, trong do
phau thuat triét can dong vai tro chu yéu. Tuy theo vi tri u, kich
thude, su biét hoa cua té bao ung thu va mirc d6 xam l4n u (giai doan
ung thu) ma chung ta c6 nhirg phwong phap phau thuat khac nhau.

Phéu thudt cat khéi u

Phau thuét cit khdi u 1a loai phau thuat bao tdn truc trang.
Phau thuat c¢6 thé thuc hién qua ngd hiu mén hay qua ngi xuong cut
(tiép can tryc trang tur phia sau).

- Chi dinh:

+ Khbi u giai doan T1, ¢ 1/3 dudi tryc trang.

+ Khong chiém qua 1/3 chu vi thanh truc trang.

+ Do biét hoa tdt hay vira.

+ Co si€u am qua ndi soi khong phat hién di can hach (T1NO).



Phdu thudt cit trwe trang béo ton co thit

Phau thuét nay con goi 1a phiu thuat cat trudc thap.

- Chi dinh: cac khéi u & doan trén va gilia cia tryc trang, cach
bo hdu moén trén 6 cm.

- M6t s6 nguyén tic chinh vé mat ky thuat:

+ Thét va cat dong mach mac treo trang dudi.

+ Phia duéi khéi u:

e Khdi u 1/3 trén truc trang: gioi han dudi (dé cit tryc trang va
mac treo truc trang) cach bo dudi khdi u it nhat 5 cm.

e Khoi u 1/3 gitra tryc trang: gioi han dudi dé cit tryc trang cach
bo dudi khdi u it nhat 2 cm va cit toan bd mac treo trie trang (TME:
Total mesorectal excision) dé giam ty 1& tai phat miéng ndi sau mo.

- Chu vi cia mat cit an toan

Trong nhitng thap nién tro lai day cac nha nghién ctu trén thé
gidi chd y nhiéu hon vé van dé chu vi ciia mat cét trong ung thu truc
trang. Chu vi ciia mat cit quanh u lién quan mat thiét dén ky thuat phau
tich va cét toan bo mac treo truc trang. Chu vi mat cat quanh u phai dam
bao > 1mm, mét chu vi mat cit khong an toan thi lam tang ty 1é tai phét
tai cho, di can xa va anh huong dén chat luong cudc song.

Phéiu thuit Hartmann

Phau thuét dugc Hartmann thyuc hién nam 1921.

- Chi dinh:

+ Céc khdi u ndm & doan tryc trang gitra ma khong thé khau ndi duoc.

+ Hién nay, phau thuat nay it dugc ap dung ké tir khi c6 may khau
nbi, thuong ap dung trong cép clru, bénh nhan bi tic rudt va thé trang kém.

Phéu thugt Pull-through

Phau thuét duge Babcock va Bacon thuc hién vao nim 1956.

- Chi dinh:

+ Cac khéi u & doan truc trang thap cach bo hdu mén 3 — 6 cm

+ Ung thu giai doan sém (Dukes A,B) va kich thuéc khdi u <2 cm.

+ Khong xam 14n co vong hau mon.

Phiu thugt cit tric tring iy ci co vong hiu mén (phau thuit
Miles)

Phau thuat cat cut truc trang theo hai ngd bung va tang sinh mén
(phau thuat Miles): phau thut nay duoc tc gia Miles thuc hién nim 1908,

- Chi dinh:

+ Ung thu tryc trang 1/3 dudi (c&ch bo hau mén < 6¢cm).



+ U xam lan co vong hau mén hay vao viing chau, réi loan co

vong c6 san trudc phau thuat.
1.4. Phau thuat ndi soi hién dai: Nhiing phuong phap diéu tri ung
thu tryc trang m&i nhu: Phiu thudt ndi soi cat truc trang bang
Robotic, phau thuat Hybrid Notes, Phau thuat NOTES, Phau thuét
TaTME... Pay la nhitng phuong phap phau thuat dang dugc ap dung
va trong giai doan danh gia két qua nghién cuu.

Phéu thuit ndi soi Robotic

Hé thdng noi soi bang robot da Vinci ¢6 nhiing loi diém hon
phau thuat noi soi truyén thong la: hinh anh khéng gian ba chiéu, hé
thdng camera va phau trudng 6n dinh. Dung cu phau thuat cé khép
nén kha ning hoat dong cua cac dung cu nay rét linh hoat, phau tich
sau vao trong viing tiéu khung dé phau tich tt hon cling nhu lam
giam t6i da ty I¢ cac bién ching xdy ra trong qua trinh phau thuat
nhu: giam mat méu, ty 1¢ chuyen mo mo. Pac biét ty 18 cit mac treo
truc trang theo chu vi bo cat va bd duéi u an toan cao hon so véi
phau thuat noi soi truyén théng theo mot sé nghién ciru so sanh vi
vay lam giam ty I¢ tai phat tai chd.

Phéu thuiat TaTME (Transanal Total Mesorectal Excision)

Phéu thuét nay 1a két hop phau thuat ndi soi 6 bung va phiu
thuat cit mac treo truc trang qua ngd hau mon, thuong dugc chi dinh
véi ung thu tryc trang gitta va dudi ¢ bénh nhan béo phi, nam gidi
khung chau hep. Muc dich dé dam bao bo cit phan xa khdi u an toan
va cit toan bd mac treo tryc trang, dam bao chu vi b cit mac treo
tryc trang CRM (-), lam giam ty 1¢ tai phat tai chd va tranh duoc
phau thuat lam hau mén nhan tao vinh vién.

Phiu thuat NOTES (Natural orifice translumenal
endoscopic surgery): Phau thuat noi soi qua duong tu nhién va Phau
thuat Hibrid NOTES la c¢6 thém sy hd tro cua ni soi 6 bung.

Dbi v6i ung thu tryc trang thi phiu thuat NOTES duoc &p
dung tir nam 2007 do tac gia Whiteford md ta lan dau tién. Nhiing
nghién ctiu cia tac gia Whiteford va Rieder trén mau xac cho thiy
kha nang phau tich mac treo tryc trang 1a dat tiéu chuan vé ung thu
hoc va pham vi an toan quanh u.

Tac gia Antonio M. Lacy et al (nam 2013) c6 bao céo két qua
som trong 20 tru’(yng hop phau thuat NOTES trong ung thu truc
trang Phau thuat nay con nhiéu ban cai va chua c6 cac nghién ctu
V6i s6 luong lon va danh gia két qua dai han vé& mat ung thu hoc.



1.5. Khai niém vé chit lwong cudc séng

Pinh nghia chit lwgng cudc séng

Tir nam 1998, T6 chuc Y té thé gisi da dinh nghia CLCS la: “Sy
nhan thirc ciia mbi c& nhan vé tinh trang hién tai ciia mdi c4 nhan d6 theo
nhitng chuan myc vé vian héa va sy tham dinh Vvé gia tri x& hoi ma ca
nhéan d6 dang song; nhitng nhan thirc ndy gan lién véi muc tiéu, ky vong
va nhitng mdi quan tm cua ca nhan do”.

Bén canh d6, T chuc y té thé gisi ciing da dua ra dinh nghia
CLCS lién quan suc khoe 1a: “Sy do ludng cac méi quan hé két hop
vé thé chat, tinh than, sy ty hai 10ng va mic d6 hoat dong doc lap cua
c4 nhan ciing nhu su tic dong cua cac mdi quan hé nay voi cac dac
tinh néi bat trong hoan canh séng cua nguoi do”.

Céc bd cau hai do lwong chit lweng cudc séng

Hién nay, dé danh gia chat luong cudc sdng bénh nhan ung thu
dai truc trang trudc va sau diéu tri, mot s6 cac nhém nghién ciru da
dua ra cac thang diém nham phuc vu xac dinh hiéu qua cua cac
phuong phap diéu trj.

Céac bo cau hoi c6 thé chia ra 1am 4 nhém:

1. Cac bo cau hoi chung: Short Form — 36, Spitzer quality of
life index, EuroQol 5-D,...

2. B0 cau hoi vé ung thu: EORTC QLQ-C30, Quality of life —
cancer of survivors, Cancer problems in living scale, Cancer — related
health worries.

3. Bo cau hoi cac bénh 1y dac biét: EORTC QLQ — CR38,
EORTC QLQ-CR29,...

4. B0 céu hoi céc triéu chirg dac biét: Wexner incontinence
scale, Fecal incontinence Senverity index (FISI), Kirwan...

Ngoai ra, dé danh gia chirc ning dai tién sau phau thuat cit
trugc thap cac tac gia trén thé gioi da danh gia dwa trén thang diém
cua hoi chimng cit trudc thap LARS — score.

Thang diém EORTC QLQ-C30

Nguyén tac tinh thang diém EORTC QLQ-C30: thang diém nay
bao gom 5 thang diém chirc ning, 3 thang diém tri¢u chimg, 1 tinh trang
sirc khoe chung va 6 triéu ching don 1¢. Mot thang diém da triéu chang
bao gém nhiéu triéu chiing khac nhau, khdng c6 su triing lap tridu ching &
cac thang diém khéc nhau. T4t ca cac thang diém va cac triéu chimg don
lé duoc tinh tir 0 — 100 diém.



Sb diém cang cao & thang diém chtic nang biéu hién mot chic
ning tot. S6 diém cao ¢ thang diém tinh trang strc khoe chung s& phan
anh chat luong cugc song tot, nhung sd diém cao ¢ thang diém trigu
chang lai biéu hién tinh trang bénh Iy xau.

Thang diém EORTC QLQ-CR29

Pay 1a bang gom 29 cau hoi dé danh gia cac tridu ching (tiéu
hoa, duong niéu, muc dau va cac triéu chiang khac) va chac nang
(tinh duc, thé hinh va cac chic ning khac) ciia bénh nhan ung thu dai
truc trang ciing nhu phuong phap diéu tri. CO thé chia thang diém
nay ¢ cac bénh nhan c6 hoac khéng c6 hau mén nhén tao va chia céc
triéu chimg dé danh gia chirc ning tinh duc cua ca 2 gigi.

CHUONG 2: POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. POI TUQNG NGHIEN CUU
Gom céc bénh nhan dugc chan doan ung thu truc trang trén va

gitra, duoc phiu thuat ndi soi cit truc trang trude thap tai Bénh vién
Trung Uong Hué tir thang 2 ndm 2013 dén thang 9 nam 2019.
2.1.1. Tiéu chuan chon bénh

- Bénh nhan ung thu truc trang trén va gitra, c6 diy da hd so
bénh an véi céc théng tin hanh chinh, bénh sir, tién st, thim kham
1am sang, chan doan hinh anh va x4c chan md bénh hoc qua sinh thiét
khdi u

- U truc trang trén ( cach ria hau mén tir 11 — 15 cm) va u truc
trang gitra (tir 6 — 10 cm) qua ndi soi tryc trang; giai doan khdi u: T <
T4aa NO—Z; MO. -

- Xa tri va hoa tri sau phau thuat (u giai doan T3, T4 hoac N+).

- Bénh nhéan dong y tham gia nghién ctu

- Bénh nhan duoc theo ddi sau phau thuat, co day du phan tra
161 céc bo cau hoi & céc thoi diém: sau diéu tri phau thuat 3 thang, 12
thang, 24 thang.
2.2. PHUONG PHAP NGHIEN CUU

- Nghién ciiu m6 ta, tién ctu theo d6i doc khdng so sanh ddi ching.

- Thiét ké c& mau nghién ciru: Dya vao cong thic tinh ¢& mau
cho mét ty 1€:

(1 a/2)P(1 P)
d2
N=73



Trong do:

- Z: la tri s6 thy thuoc muec tin cay mong muén cua ude luong,
muc tin cdy mong muon 1a 95% véi a = 0,05 thi Z* (1 — a/2)= 1,967

- P: ty I¢ chuyén mé mé trong phau thuat ndi soi cét trudc thap
diéu tri ung thu truc trang, theo cac nghién ctu cua cac tac gia trong
va ngoai nuéc thi ty I¢ chuyén mé mé dao dong tir 0% dén 15%;
trung binh 1a 5%, nhu vay P = 0,05.

- d: d6 chinh xac mong mudn ¢ muc tin cay 95% (d = 0,05)

MAu nghién cau cia ching toi: N = 85,

Nghién ctru dic diém chung

- Tubi, gigi, nghé nghiép, dia du, tién sir bénh
Nghién ciru dic diém 1am sang

- Ly do vao vién, thoi gian tir khi ¢6 diu hiéu bénh dén khi vao
vi@n, triéu ching toan thén, triéu chung co nang, triéu chang thuc
thé.

Nghién ciru dic diém can 1am sang

- Xét nghiém cong thirc mau, chat chi diém ung thu : CEA, CA19.

- Noi soi truc trang kém sinh thiét u, siéu am bung, siéu &m noi
soi qua nga truc trang, CT scanner bung, Chup cong huong tir tiéu
khung, Xquang phoi.

Nghién ctru dic diém giai phiu bénh trwéc mod

- Pai thé: xac dinh dwa vao hinh anh cua noi soi truc trang két
hop tham truc trang, vi thé: dua vao két qua giai phiu bénh da duoc
sinh thiét khdi u qua ndi soi truc trang.

Nghién ctru vé phiu thuat

Phwong phdp phéiu thugt

- Chi dinh: ung thu truc trang trén va gitra giai doan T < Ty,
No,z, Mo.

+ Ung thu tryc trang trén (u c&ch ria hau moén tir 11 — 15cm):
gii han dudi dé cét truc trang va mac treo truc trang | cach khéi u it
nhét 5cm.

+ Ung thu truc trang gitra (u cach ria hau mon tu 6 — 10cm):
giéi han dudi dé cat thanh truc trang it nhat 2cm va cit toan bo mac
treo tryc trang (TME: total mesorectal excision), gi¢i han trén la
ngay Vi tri ndi gitra dai trang xudng va dai trang sigma.

- Ky thuat:

+ Bénh nhan nam tu thé ngira, hai chan dang ra va gap lai theo
tu thé Lloyd Davies. Sau khi dat trocar dau tién canh dudi ron, bénh
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nhan s& duoc nghiéng qua phai va dau hoi thp theo tu thé
Trendelenburg. Phau thuat vién ding bén phai bénh nhan, ngudi phu
cam dén soi dirng bén tay trai cua phau thuat vién,

+ C4c vi tri dat trocar: Dt trocar 10mm dau tién & vi tri canh
dudi rén , trocar 12mm dit & hd chau phai: 1a trocar thao tac chinh
cia phau thuat vién, trocar Smm dat ¢ vi tri trén duong doc vi bén
phai canh rén: 1a trocar phau thuat, trocar 5Smm dit & h6 chau trai: la
trocar hd tro trong phau thuat.

- Tién hanh phiu thuat:

+ Phau tich mac treo dai trang sigma va dai trang trai, thit bo
mach mac treo trang dudi (IMA/IMV) tan géc.

+ Di dong hoan toan tir dai trang sigma dén dai trang goc lach.

+ Phau tich tryc trang: di dong toan bo truc trang, bao ton than
kinh tu dong (ha vi) va khdng pha v& mac treo truc trang.

+ Cit tryc trang

e U ¢ truc trang trén: cit thanh tryc trang va mac treo truc
trang dudi u it nhat 5cm.

e U ¢ tryc trang gitra: cit thanh truc trang dudi u it nhat 2cm
(bang Endo GIA) va cit toan bd mac treo truc trang (TME).

e Rach m¢ duong md nhé & hé chau trai (ngay vi tri trocar
5mm) dai 3 — 5cm hoac duong md nho ngay trén xuong mu, hé chau
phai; lay dai truc trang kém u qua duong mo d6 va gidi han trén dé
cit bo la ngay vi tri chd ndi dai trang xudng va dai trang sigma.

e Ngoai ra, bénh pham doan dai tryc trang kém u duoc ldy
gua ngd hau mén hay ngd am dao (nt gidi) khi u & giai doan sém
(T1, T2) va u kich thudc < 3cm.

e Goi doan dai tryc trang kém hach mac treo lam giai phau bénh Iy.

+ Thyuc hién miéng ndi dai trang — truc trang dudi: dung
stappler EEA 31mm.

+ M& thong hoi trang chi dong: khi bénh nhan bi béan tic rugt
nén dai trang chua chuan bi sach, thé trang bénh nhan kém va miéng
ndi thap < 4cm.

+ Khau dong can va da cac vi tri trocar, vét mo nho 6 thanh bung.
Nghién ciru két qua trong mé: Vi tri khdi u, kich thugc khdi u, tinh
chat di dong cua khi u, mirc d6 xam Ian khéi u.

Nghién ctru dic diém phiu thuit ndi soi cit truéc thap

- Ky thuat xtr ly b6 mach MTTD:
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- Cat duéi u bao nhiéu centimet (cm)
- Cat mac treo truc trang:

+ Bén phan mac treo + Toan bo mac treo (TME)
- Mé duong nho dé lay bénh pham:

+ H6 chau tréi + Trén xuong mu

+ H4 chau phai + Giira duéi ron

- Hoac lay bénh pham qua ng4 ty nhién:

+ Hau mbén + Am dao

- Béc hach mac treo truc trang theo timg nhém: hach viing mac treo
truc trang, hach theo dong mach chinh va lam giai phau bénh Iy hach

- Cit tryc trang bang Endo GIA, khau ndi dng tiéu hoa bang EEA

- M& théng hoi trang chua déng (neu co)

Nghién ciru thoi gian mo; Ty 1¢ chuyén mé mo
Nghién ciru tai blen trong mo, tir vong trong mo
Nghién ctieu mét s6 diic diém sau mé

- Thoi gian ding thude giam dau sau mo (ngay)

- Thoi gian trung tién sau md

- Thoi gian an uéng lai sau mf) (tinh bang ngay)

- Thoi glan rat dan luu 6 mo (tinh bang ngay)

- Thoi gian ndm vién sau md: tinh tir ngdy mo dén ngay ra vién.

- Bién ching sau mé.

- Nghién ctru 1y do m6 lai.

Pic diém giai phiu bénh sau méd: Dai thé, vi thé, do biét hoa cua
ung thu biéu mé tuyén, giai doan ung thu theo TNM.
Panh gia két qua tai kham sau mé

- Hinh thirc tai kham:

+ Bénh nhén tai kham theo dinh ky sau 1 thang - 3 thang, 6
thang, 12 thang, 24 thang, 36 thang, 48 thang, 60 thang hoic bat ky
thoi gian nao néu bénh nhan cé triéu ching bat thuong.

+ Lay s liéu thong qua céc khoa: Ngoai Tiéu hda, Ngoai Nhi
Cép ctru Bung, Khoa Ung Budu Bénh vién TW Hué.

- Thiam kham va ghi nhan cac diu hiéu I1am sang:

- Cé&c xét nghiém can lam sang:

+ Céng thuc mau: HC, BC

+ CEA: tit ca bénh nhan déu dinh lwong CEA mdi lan tai
kham, gia tri CEA dé theo ddi tinh trang ung thu tai phat sau mo
(CEA > 5ng/ml).

+ Noi soi dai truc trang, sinh thiét tai vi tri miéng ni 1am giai
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phau bénh khi nghi ngo ung thu tai phat tai chd.

+ Siéu am bung: kiém tra di can gan, hach 6 bung, dich 6 bung.

+ CT scanner bung (vuing tiéu khung) c6 thudc khi nghi ngo tai
phat tai chd.

+ CT scanner toan than, PET-scan néu nghi ngo c6 di can xa.

+ Xquang phoi.

- Ghi nhan thoi gian tai phat, di cin va cac phwong phap
diéu trij

+ Thoi gian tai phat, di can duoc tinh bang thang tir ngay phau
thuat cho dén khi phat hién tai phat, di can.

+ Cac phuong phap diéu tri sau khi phat hién tai phét:

- Phan tich kha ning séng con:

+ Thoi gian song thém khong mac bénh
+ Thoi gian séng thém sau mé toan bo nhém
+ Thoi gian séng thém timg giai doan bénh
+ Thoi gian ung thu tai phat va di can
- Phén tich nguyén nhan tir vong:
+ Do bénh ung thu tryc trang + Do céc bénh Iy khac
+ Do gia yéu + Khong r6 nguyén nhan

- Phan tich cac yéu té lién quan véi két qua diéu tri

+ Vi tri u, mc do xam 14an u, md bénh hoc véi tai phat tai
chd va di can hach

+ Giai doan bénh véi thoi gian séng thém sau md.

Panh gia chét lweng cudc séng sau méd

- T4t ca bénh nhan duoc danh gia chat luong cudc sdng sau mo
khi da thuc hién dong hoi trang, déng hau mdn nhén tao va ghi nhan
tai cac thoi diém: 03 thang, 12 thang va 24 thang sau mo.

- Ching toi danh gia CLCS sau md dya theo thang diém cua
hoi chung cat trudc thap (LARS score) va st dung bo cau hoi
EORTC QLQ-C30, EORTC QLQ-CR29.

Xir ly s6 ligu

- Dit liéu dugc dién vao phiéu diéu tra nghién ciu va dugc ma
hoa, lam sach dix liéu.

- Xtr ly s6 lidu theo phuong phéap théng ké y hoc, st dung phan
mém SPSS19.0.

- Thoi gian song thém toan b, thoi gian song khéng mic bénh
dugc ude lugng theo phuong phap Kaplan — Meier.
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CHUONG 3: KET QUA NGHIEN CUU
3.1. Pic diém chung caa bénh nhan

- Tudi trung binh ctia bénh nhan 1a 62,95 + 13,13; tudi nho
nhat 1a 23 va tudi I6n nhat 1a 89. Ty 1¢ gidi tinh nam/nit = 0,89.

- Tién str: tién str phau thuat viing bung chiém ty ¢ cao nhét (16,5%);
Thap nhat Ia c6 tién str K vl (1,2%) va cat u qua ngd hau mén (1,2%).

- Ly do vao vién: di cau phan méu hay gap nhat (81,2%).

- Thoi gian tir khi c6 dau hiéu bénh cho dén khi vao vién: Thoi
gian phat hién bénh hay gap nhat [a < 1thang (49,4%) va 1- 3 théng (35,3%).
3.2. Pic diém 1am sang va can l1am sang
Pic diém l1am sang
- Triéu chirng toan than: sut can (28,2%), thiéu mau (20%).

- Triéu ching co ning: di cau ra mau tuoi (88,2%) va dau bung
(75,3%); dau vung hau mén (4,7%).

- Tri€u chung thuc thé: Tham truc trang so dugc khdi u c6 29 truong
hop (34.1%); ban tic rudt (5,9%).

Pic diém can 1am sang

- Cong thirc mau: S6 lwong HANng cau trung binh 13 4,35 x10',
S6 lugng Bach cau trung binh 12 8,17 x 10°. Chét chi diém ung thu:
CEA > 5: (47,6%) va CA19.9 > 39: (10,6%).

- Noi soi truc trang: u truc trang trén 56 (65,9%); u truc trang
gitra 29 (34,1%). Thé sui 74 (87,1%); polype thoai héa 6 (7,1%); loét
1 (1,2%). Siéu &m ndi soi truc trang: 37 ca (43,5%); u giai doan T3 la
25 ca (69,4%), u T4: 3 ca (8,3%); u T2 la 6 (16,7%), u T1 la 2 ca
(5,6%); giai doan hach: N1 (61,1%), N2 (16,7%), NO (22,2%).

- CT scanner bung (76 ca): u xam lan T2: 15 ca (20,5%), u
xam lan T3: 58 ca (79,5%); NO (52,1%) va N1 (47,9%). MRI tiéu
khung (22 ca): u xam lan T2: 4 ca (18,2%); u xam lan T3: 18 ca
(81,8%); giai doan hach: NO (86,4%) va N1 (13,6%).

3.3. Két qua diéu tri

- Phuong phap phau thuat: cit ban phan mac treo truc trang: 34
ca (40%); cit toan bo mac treo tryc trang 51 ca (60%). Lay bénh
pham qua duong ma bung hd chau tréi 1a chu yéu (49,4%). C6 10 ca
ldy bénh phdm qua dwong tu nhién (Hybrid Notes): hau mon 8 ca
(9,4%) va am dao 2 ca (2,4%). C6 8 ca (9,4%) la mo thdng hdi trang
chu dong.

- Pic diém sau md: Thoi gian mé ngan nhét 1a 120 phit va dai
nhit 270 phdt. Trung tién sau md hay gip vao ngay tha 2 (63,5%),
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trung tién som nhat vao ngay thar 1 ¢6 1 ca (1,2%). Thoi gian dai tién
sém nhat la ngay tha 2; va cham nhat vao ngay thir 10 do bénh nhan
c6 dau hiéu tic rudt som sau mo. Bénh nhan dn soém nhét vao ngay
thtr 3, va an cham nhat vao ngay thr 9 (do tic rudt sém sau md).
Thoi gian nam vién TB 12 11,55 + 5,17 ngay.

- Bién chimg sau mo: Trong 85 truang hop, bién ching chu
yéu va quan trong: xi ro miéng ndi (8,2%), ro thung héng trang
(1,2%) va tic rudt som sau mo (1,2%). bac dlem mo lai: CO 4 ca
(4,7%); trong d6 3 ca mo lai do xi ro miéng néi va 1 ca thung hdng
trang gay viém phuc mac vao ngay thir 3 (do trong qua trinh g& dinh
rudt non gay ton thuong thanh rudt va do thang muon & vét mé mo
cii rudt thira viém).

- Pic diém giai phiu bénh sau md: Pai thé u: thé sui 38 ca
(44,7%); Loét sui 34 (40%); Thé loét 8 (9,4%); polype ung thu hoa 4
(4,7%); thé nhidm ctng 1 (1,2%). Vi thé: UTBM tuyén 81 ca
(95,2%): UTBM tuyén nhay 2 (2,4%), UTBM tuyén nha 1 (1,2%);
Sarcome 1 ca (1,2%). Do biét hoa: Biét hda tot (73,8%); biét hoa vira
(25%) va biét hoa kém (1,2%). Giai doan TNM: giai doan I (20%);
giai doan II (49.4%); giai doan 111 (30,6%).

Pic diém theo ddi bénh nhan: Ty 18 tai phat tai chd (5,9%);
trong do tai phat tai chd don thuan 1a 3 truong hop (3,5%); 2 trudng
hop vira tai phét tai chd va di cin gan (2,4%). Thoi gian tai phét
trung binh: 37,8 thang; Ty 1€ tir vong la 9,4%.

Ty 1é séng thém khong mic bénh va ty 1¢ séng thém caa
bénh nhan: Ty I& séng thém khdng mac bénh du doan sau 5 nam la
79% va Ty 1& sbng thém toan bo du doan sau 5 nam 1a 45%.

3.4. Panh gia Lars score va chat lwong cudc song cia bénh nhan
theo thang EORTC QLQ-C30 va EORTC QLQ-CR29

- Theo thang Lars score: Bénh nhan khéng c6 hoi ching trudc
thip sau 3 thang chiém ty 18 58,3 %; 12 thang chiém ty I& 85,5 % va
sau 24 thang la 100 %; hoi chimg trudc thap trung binh giam dan
theo thoi gian (3 thang, 12 thang, 24 thang) la 41,7 %; 14,5% va 0%
(vai p <0,001).

- Thang diém EORTC QLQ-C30: Cac diém sé Stc khoe
Toéng quat, Chirc ning (ngoai trir thé chic), Triéu ching khac
(ngoai trir mat ngu va chan an) c6 su khéac biét theo thoi gian (3
thang, 12 thang, 24 thang) va c6 ¥ nghia théng ké (véi p < 0,05 va
p <0,01).
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- Thang diém EORTC QLQ-CR29: Piém s6 vé Triéu Chung
thuong xuyén tiéu ngay; Pau quanh ving truc trang hau mon; Thay
chat nhay trong phan; Cam giac khd miéng; Bi rung t6c; Trung tién
tu chu; Son phén, cé sy khac biét theo thoi gian (3 thang, 12 thang,
24 thang) véi p < 0,01.

Diém sé Triéu chang ham muén tinh dyc theo thoi gian (3
thang, 12 thang, 24 thang) twong tng ¢ nam (52,94; 62,22; 63,64) va
nit (43,14; 47,62; 47,22) c6 tang dan nhung sy khéc biét nay 1a khdng
¢6 ¥ nghia thong ké voi p > 0,05.

CHUONG 4: BAN LUAN
4.1. Pic diém chung

Tuoi:

Trong nghién cttu chding t6i, tudi bénh nhan duoc phau thuat 16n
nhat 12 89 tudi va nho nhat 1a 23 tudi, do tudi trung binh trong nghién
ctu 1a 62,95. Két qua nay ciing turong duwong nghién cau cua céc tac
gia khac nhu Tran Ngoc Diing, tudi cao nhat 1a 81 tudi, thip nhat 1a 28
tudi va tudi trung binh cua ca nhom nghién ciu la 56,8. Nghién ctu
Nguyén Hoang Bic, tudi trung binh Ia 60 tudi, tudi cao nhat 1a 88 va
thap nhat 12 30. Nghién ctru cua tac gia Kang et al c6 tudi trung binh
57,8; Lujan et al 14 67,8. Nakagote T nghién ciu 184 bénh ung thu tryc
trang dugc phau thuat thi c6 do tudi trung binh 12 63,4 + 10,8.

Giéi: Trong nghién ctu cua ching i, s lwong bénh nhan nam thip
hon nit Véi ty & nam/nir 14 0,89; trong dwong voi nghién ciu tac gia Tran
Ngoc Diing ¢6 ty 1& nam/nit 13 0,77 va B Dinh Cong c6 ty 1& nam/nit la
0,84. Nhung co ty 1é khac so véi cac nghién cau céac tac gia khac: Binh
Quang Tam ty 1¢ nam/nir (1,2) va Bragal et al ty 1& nam/nir 1.9.

4.2. Pic diém 1am sang va can 1am sang

Triéu chimg co ning va thuc thé

Trong bénh ung thu tryc trang, ¢ giai doan sém bénh nhéan
thuong dugc phat hién khi di kham dinh ky hay tinh co noi soi dai
trang truc trang phat hién tén thuong & truc trang. Nhung & giai doan
muon thi bénh nhan thudng ¢ céc triéu ching dién hinh nhu dai tién
phan mau tuoi, phan nhdy miii va mot ran, thay doi khudn phan.

Nghién ciru caa ching t6i vé triéu chimg co ning thi di cau ra
méau tuwoi hay gip nhit (88,2%), dau bung chiém 75,3% diéu nay
cling phu hop voi cac tac gia khac nhu Tran Minh Duc ghi nhan triéu
ching di cau ra mau 90,1%; dau bung la 35,6%. Theo L& Québc Tuan



16

ghi nhan di cdu mau tuoi 92.9% va cam gidc moét ran di cau khong
hét phan la 71,4%.

V& thuc thé thi thim tryc trang so thiy u la 29 ca chiém
34,1%; va c6 5 ca (5,9%) c6 dau hiéu ban tic ruot. Theo nghién ctu
cac tac gia khac nhu: Mai Dinh Diéu tham truc trang so dugc u 1a 82
ca chiém ty I¢ 56,2%; Lé Qudc Tuan ghi nhan so duoc u la 44 ca
chiém ty ¢ 78,6%; Indar A, cho rang c6 thé so dugc b dudi khéi u
cach ria hau mon 8 cm dén 50% tat ca truong hop.

Pic diém can 1am sang

Chit chi diém ung thuw CEA, CA19.9

Khang nguyén ph6i CEA va khang nguyén ung thu CA 19.9 1a
mét trong nhitng chat chi diém duoc xét nghiém rong rai trong ung
thu dudng tiéu hoa, trong d6 CEA c¢6 d6 dac hiéu va do nhay vé ng
tiéu héa truc trang cao hon CA 19.9 nhung dinh lugng khang nguyén
nay khdng phai dé chan doan bénh ma chu yéu dé theo ddi phau thuat
triét can, tai phat va di can sau mo.

Nghién ciru ctia chiing toi c6 CEA > 5 ng/ml chiém 47, 6% va
nong d6 CA 19.9 > 39 U/ml 1a 10,6 %. Theo Dinh Quang Tam, ndng
d6 CEA trong mau la yéu té gitp hudng dén tim kiém ung thu truc
trang, Nghién ciru cia Wu véi nong do CEA cao thi ty 16 tai phét tai
chd 1a 23,1% va ndng do binh thuong la 3,3%.

N@i soi dai truc trang va siéu @m noi soi

Trong nghién ctru cua chadng ti thi u & vi tri tryc trang trén
chiém nhiéu hon (65,9%), u truc trang giita chiém 31,7%. Thé sui
chiém cao nhét 12 87,1% va c6 6 ca polype thoai hoa ac tinh chiém
7,1%; u da s chiém hon 1/2 chu vi truc trang (70,6%).

Két qua nghién ctru cac tac gia khac: Pham Nhu Hiép qua 221
truong hop ung thu tryc trang dugc phau thuat noi soi thi ¢6 106 ca
(47,9%) truong hop u dudi 6 cm va 115 ca (52,1%) u cach ria hau
mon lon hon 6 cm. Tac gia Pinh Quang Tam, ghi nhan 132 truong
hop u truc trang gdm c6 u truc gitra 59 ca (44,7%) va tryc trang trén
12 68 ca (51,5%); va kich thudc u 16n hon 3/4 chu vi chiém 45,5% va
thé san sui chiém 126/132 (96,5%) cao hon so voi két qua cua
Nguyén Minh An (79,4%). Mai Binh Biéu ghi nhan chi c6 3,4% c6
kich thuéc khéi u dudi 1/4 chu vi truc trang va 67,1% bénh nhan c6
khéi u chiém hon 1/2 chu vi tryc trang. Két qua cia chung toi ciing
tuong tu nghién ciru cua Uneo H. trong 556 bénh nhéan ung thu truc
trang c6 u chiém hon 3/4 chu vi 1a 47%.
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Trong nhdm nghién ciru chdng toi, thuc hién dugc 37/85 ca cd
siéu &m noi soi tryc trang va da danh gia duoc thuong ton u, mirc do
xam lan T: c6 25 ca T3 (69,4%) va 2 ca T1 (5,6%); di can hach chu
yéu N1 chiém 61,1%; N2 chiém 16,7%. Qua dé ching ta nhan thay
rang da s6 bénh nhan vao vién ciing kha muon chii yéu giai doan Il
va III nén tién luong bénh sau mo khong duoc tét. Pinh Quang Tam
ghi nhan c6 27/132 ca chiém 20,5% c6 thyc hién siéu am noi soi qua
nga truc trang.

Chup cit 16p vi tinh va Chup cong hwéng tir

Két qua chup CT scanner bung truéc md s& cung Cap nhiéu
thdng tin gitp ich cho chan doan, nhung diéu dé khong quyét dinh
hoan toan kha ning cat bo ciing nhu phwong phap phau thuat. Dé
quyét dinh thuc hién phuwong phap phiu thuét thi danh gia trong mé
mang tinh chat quyét dinh. Theo cac tac gia trén thé gisi, do nhay
cta phuong tién trong phéat hién di can xa tir 75 — 87%, di can hach
viing tir 45 — 73 % va xam lan thanh truc trang khoang 50%.

Trong nghién cliru nay, c6 76/85 truong hop cé chup CT
scanner bung chiém ty 18 89,4%; trong d6 c6 3 trudng hop khéng
phat hién duoc u truc trang trén CT scanner bung (3,9%). Vé kich
thudc u da phan < 5 cm (68,5%) va hinh dang u trén CT scanner thi u
sUi vao long truc trang chiém ty 1& cao nhit (91,8%) va c6 4 trudng
hop (5,5%) phat hién polype thoai héa & truc trang. Su xam lan khéi
u: T2 chiém ty 18 20,5% va T3 1a 79,5%; di can hach NO (52,1%) va
N1 (47,9%). Trén két qua chup MRI tiéu khung ghi nhan 22 truong
hop thi c6 xam lan thanh: T2 chiém 18,2% va T3 1a 81,8%; di cin
hach NO (86,4%) va N1 (13,6%).

Nghién ctiu ciia Nguyén Anh Tuan danh gia giai doan trudc md
trén MRI 3.0 tesla: giai doan Il (T3-4,NO0): 6 ca; giai doan Il (T1-4,N1-
2): 53 ca. Tran Ngoc Diing va c¢ong sy ghi nhan u truc trang trén CT va
MRI trong tong s6 62 ca thi c6 T2 (8,1%), T3 (59,7%), T4 (32,2%).

4.3. Két qua phiu thuat

Trong nghién ctiu cta chang tdi, PTNS cit trude thap co cit
toan bo mac treo tryc trang (TME) 1a 51 ca chiém ty 1¢ 60% va cat
ban phan mac treo la 40%; ty 1é cat dudi u tir 2 — 5 cm chiém cao
nhat 90,8%. PTNS kinh dién (lay bénh phidm qua dudng mo bung:
dudng hé chau, duong gitta dudi rén va duong trén xuong mu...)
chiém 88,2%; lay bénh phim qua dudng tu nhién (Hybrid NOTES):
duong hau mon 8 ca (9,4%) va duong 4m dao 2 ca (2,4%). Tuy nhién
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trong nhom bénh nh&n nghién cuu cua ching téi cé nhiing truong
hop u & Vi truc trang trén (u > 10 cm) nhung ciing tién hanh cat TME
vi u ¢6 kich thuéc 16n > 5 cm, giai doan xam I14n T3 va c6 hach mac
treo tryc trang nham dé giam ty 1¢ ung thu tai phat tai chd.

Theo nghién ctu cua tac gia Tran Minh Bac, PTNS cit trude
thap trong 100 ca ung thu tryc trang trén va giira thi dién cat dudi u
la 2,3 + 0,7 cm. Nghién cttu ctia LAm Viét Trung (2013), da phau thuat
21 truong hop Hybrid Notes: 1 ca cat dai trang phai va 20 ca cat doan
dai tryc trang; Tac gia Goutaro Katsuno et al da phau thuat 20 ca
Hybrid Notes: 10 ca ung thu dai trang sigma va 10 ca ung thu truc
trang; Chen CC et al phau thuat Hybrid Notes 20 ca ung thu tryc trang.
Téc gia Pham Nhu Hiép va cong su da tién hanh PTNS cit dai truc
trang hoan toan qua truc trang va am dao (NOTES) gém 16 ca truc
trang, 3 ca dai trang sigma va 1 ca dai trang trai.

Chi dinh dwa hdi trang ra da

Hién nay, viéc chi dinh dua hoi trang ra da hoan toan trong
phau thuat noi soi cit trudc thap van con nhiéu tranh luan, chua c6
chi dinh r6 rang va chat ch& trong viéc m¢ thong hoi trang sau phau
thuat nay, diéu nay tuy thugc vao kinh nghiém cua phau thuat vién
khi danh gia khol utrong mo.

Mot s téc gia dé nghi chi dinh dua hoi trang ra da can duoc
xem xét khi miéng ndi truc trang thap hon 4 cm ké tir ria hau mon, dai
trang chua duoc chuan bj sach, miéng ndi kha cing va nhét 1a khi phau
thuat vién chwa c6 nhiéu kinh nghiém. Nghién ctiu ciia V& Tan Long,
PTNS cit trude thap c6 8 ca (13%) mé théng hdi trang ra da va trong
md mé 1a 15 ca (50%) cd mé théng hdi trang. Theo nghién ciu cia DS
Pinh Céng vé vai trd cia mé thong hdi trang trong phau noi soi cit
truge thip, trong 63 trudng hop thi c6 29 ca c6 mé thdng hdi trang ra
da va ghi nhan ty 1& xi do ciia nhém c6 mo théng hdi trang 1a 10,3 %;
nhém khong ma thdng co ty 1é xi do 1a 11,7% va sy khac biét veé ty Ié
Xi do gifra 2 nhém nay la khong c6 y nghia thdng ke.

Tac gia Nguyén Hoang Bac, khi nghién ctru nhém 53 truong
hop PTNS cit truéc thap c6 ndi may trong diéu tri ung thu tryc trang
thi ¢6 26 trudng hop mé thong hdi trang ra da va nhém cit trudc (45
ca) thi ¢ 3 ca c6 mg thong hdi trang ra da.

MGt nghién ciru caa Eun Jung Park (2016), PTNS cit truéc thap
thi nhém khong c6 bién ching (511 ca) c6 mé théng hdi trang la 140
ca (27,4%) va nhom c6 bién chiing (175 ca) thi c6 mé théng hoi trang
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la 53 ca (30,3%). Tac gia Fakhry Hussein (2017), nghién ctru su tac
dong mo théng hoi trang trong PTNS cit trudc thap ghi nhan trong 203
truong hop thi ¢6 61 ca c¢6 lam ma thong hdi trang, va ty 1¢ bién chimg
toan b nhom nghién ciru 13 34,5%, trong d6 nhém c6 mé thdng hoi
trang c6 ty ¢ bién chimg thap hon c6 y nghia théng ké so véi nhom
khéng c6 ma thdng hdi trang (21,3 % so véi 38,7% vai p = 0,023).

Téc gia Bakker 1.S (2014), nghién cau 2585 bénh nhan phau
thuat cat trugc thap thi co ty 1é mé théng hdi trang bao vé 12 51% va
c6 dua ra két luan viéc mg thong hoi trang bao vé dua dén ty 18 do
miéng ndi thap hon, mic du vay 1a c6 lién quan ty 18 bién chiing cao
hon, thoi gian nam vién kéo dai va tir vong.

Bién chirng sau mo, ty 1é mé lai va ty 18 tir vong.

Xi do miéng ndi dai truc trang 1a mét trong nhiing yéu té nguy
co lam tang ty Ié tai phat tai chd, tai phat ving va lam giam thoi gian
séng thém cua bénh nhan. Ngoai ra con 1am ting chi phi va thoi gian
diéu tri, kéo dai thoi gian nam vién caa bénh nhan. Ty Ié xi do miéng
ndi khac nhau gitra céc tac gia, diéu nay ciing co thé Iy giai tiy thudc
Vi tri u, giai doan u, ki thuat mé, ¢ Xa tri truéc mo hay khong, va
quan trong nhét 12 kinh nghi¢m cua phau thuat vién danh gia trong qué
trinh mé va thuc hién miéng noi.

Miéng néi phai dam bao céac tiéu chuin nhu khong cing, mi¢ng
ndi tudi mau tét va kiém tra danh gia khong xi. Trong truong hop can
thiét phai dua hoi trang ra da dé bao vé miéng ndi dac biét 1a nhiing
miéng ndi thap, co xa tri truéc md, bénh nhan khéng dwoc chuéan bi dai
trang sach va thé trang dinh dudng khong tét.

Khi so sanh cac bién chimng va ty 1é mé lai, tir vong cua cac tac
gia trong va ngoai nudc:

Bang 4.3. Bién chitng va ty 1& mé lai, tir von

Nhiém | Do |Tacrugt| Mo | . vong
Tac gia trung vét | mi¢éng | saumo | lai (%)

md (%) | ndi (%) | (%) | (%)
Tran Ngoc Diing 6,5 4,8 1,6 1,6 0
Tran Minh Puc 8 4 4 0
V06 Tan Long 3,3 1,7 1,7 3,3 0
Dinh Quang Tam 28,8 9,1 0,8 6,8 0,8
Nguyén Hoang Bac 1,9 11,3 3,8 51 1
Chung toi 14,1 8,2 1,2 47 0
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Bang 4.5. Bién chitng va ty 1é chuyén mé mé va tir vong

Téc gia Chuyén mo Do miéng MO0 lai | Tir vong
mé (%) noi (%) (%) (%)
Lelong et al (104 ca) 15 11 8,7 1
Braga et al (83 ca) 7,2 9,6 7,2 1,2
Staudacher et al (226 ca) 6,1 14,8 6,6 0
Rezvani (60 ca) 6,6 3,2 1,6

Tai phat tai chd - tai vang va diéu tri bo trg sau mé.

Trong 85 truong hop nghién ciru cta chung téi, qua theo ddi sau
phau thut c6 5 truong hop tai phét tai chd vdi ty 18 5,9%. Mot trong
nhirng yeu t6 dé danh gia thanh cong cua phuong phap mo la ty I¢ tai
phat thap va ty 1& séng thém sau mé tét hon, c6 nhiéu yéu té lién quan
dén ty 16 tai phét tai chd - tai viing trong PTNS cat truc trang diéu tri
ung thu nhu: mtrc do Xam 1an u, d6 biét hoa cia té bao ung thu, va yéu
t6 quan trong lién quan dén ki thuat md 1a cét toan bd mac treo truc
trang theo TME va bd cit chu vi mac treo an toan > Imm. Ddi véi
nhitng khéi u & vi tri truc trén thi phai cat mac treo truc trang dudi u it
nhat 1a 5 cm va cit tryc trang dudi u it nhat 2 cm dé dam bao vé mat
ung thu hoc, qua d6 giam ty Ié tai phét tai chd - tai ving.

Ngoai ra mot van dé can duoc chii y quan tam 1a d6i véi UTTT
thi giai doan ndo can dugc xa héa truéc md hay xa tri ngén ngay trudc
mé va loi ich dat duoc gi so véi phau thuat roi xa hda sau mo. Trén thuc
té nhirng trung tdm I6n nghién ciu vé ung thu hoc nhu cua Chau Au hay
My ¢6 nhitng chién lugc va quan diém diéu tri cling khac nhau.

Nghién ciru tong hop cua tac gia Shlgeo Toda va cong sy da
thong ké ty 1é tai phat tai chd gitra PTNS va md mé trong diéu tri ung
thu truc trang: Araujo et al | ( 0% so véi 13%); Bragal et al (4% so
véi 5,2%); Lujuan et al (4,8% so véi 5,3%), Jayne et al (9,4% so Véi
7,6%).

Thoi gian séng thém toan b sau md va song thém khoéng méic bénh
Thoi gian séng thém toan b cia cac tac gia
Theo Bang 4.8; Céac tac gia: P6 Pinh Cong sau 3 niam
(76,1%); Mai Pinh Diéu 5 nim (84,2%); Leroy 5 nam (75%); Lujan
5 ndm (72,1%); Jayne et al sau 3 nam (74,6%) va 5 ndm (60,3%); cua
Chung t6i sau 3 nam (85%) va 5 nam (45%).
Séng thém khong méc bénh sau mé
Thoi gian séng thém khong méc bénh sau md 1a thoi gian ma
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bénh nhan sau khi diéu trj khéng co tai phat tai chd - tai ving va di
can xa. Qua nghién ctru cua chung toi, c6 85 truong hop thi c6 5 ca
tai phat tai cho va 2 ca di can gan, ty 1& séng thém khéng mic bénh
(dugc tinh theo Kaplan Meier) sau 3 nam la 87% va sau 5 nam la
79%. Mot nghién ctu tong hop cua Charles Thorn C.C va cong su
(2011) cho két qua ty Ié séng khong mic bénh sau PTNS cit truc
trang do ung thu: Jayne et al 1a 70,9% (3 nam) va Leung et al 1a
75,3% (5 nam); Lujan et al 1a 84, 8% (5 nam).

4.4. Chat lwong cudc song cia bénh nhan sau mé

Thang diém hgi chirng trwéc thap LARS score

Trong nghién ciu caa chung téi, nhém bénh nhan khéng ¢ hoi
chimg truéc thap 1a 49 truong hop chiém 58,3%; nhdm c6 hoi ching
trude thap trung binh 1a 35 trudng hop chiém 41,7 %; khong c6 trudng
hop ndo cd hdi ching trudc thip nang. C6 thé ly giai diéu nay vi cac
bénh nhan trong nhom nghién ciru déu ¢ ung thu tryc trang vi tri trén
va giira cho nén khi tién hanh phau thuat cat truéc thap déu bao ton co
thit vi vay rdi loan chac nang dai tién nang thi khong gap. Nghién ctu
cua Hupkens B.J.P (2018), vé sy cong nhan co gia tri ve thang diém
hoi chimg trudc thap ¢ Ha Lan, c6 két qua: trong tong sé 165 bénh
nhan nghién ciu co ty 18 hdi dap 1a 62%, trong d6 bénh nhan cé hoi
chimg trudc thip nang la 59,4%; diém trong hoi chimg trudc thip c6
su khac nhau gitra bénh nhan cé hay khong c6 xa héa trugc mé (p =
0,003), giita cit toan bo mac treo tryc trang va cit ban phan (p =
0,008); gitra nhém tudi (p = 0,039). Va su lién quan ¢6 y nghia thong
ké gitta hoi ching trudc thap nang véi thang diém chirc nang thap
trong danh gi4 CLCS theo EORTC — C30.

Nghién ctu cua Carpelan. A (2020), sy cdng nhan vé thang
diém hoi chimg trudc thap & bénh nhan Phan lan, véi két qua la:
trong 104 bénh nhan trong nhém nghién ciru gom cé 56 bénh nhan
(54%) c6 hoi chung trudc thap nang; 26 (25%) c6 hoi ching trudc
thip nhe va 22 (21%) khong c6 hoi chung trudc thap. Nhiing bénh
nhan c6 hoi chimg truge thip nang thi c6 CLCS (theo thang EORTC
QLQ) thap hon nhém khong ¢ hoi ching trudc thap va bénh nhan
¢ phau thuat cit TME thi c6 diém sb cao hon nhom cat ban phan
mac treo (PME). Téc gia Croese A. (2020), phan tich da bién cua hoi
ching trudc thap vé thang diém va hé thong cac yéu td nguy co co
két qua dugc théng ké theo bang sau:
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o diém LARS — score C4C tac gia nwéc ngoai

Bang 4.10. Than
Téc gia N LARS - score

Nang Nhe Khbng
Emmertsen 478 40% 25% 35%
Juul et al 579 47% 23% 30%
Bondeyen et al 125 35% 24% 35%
Bregendahl 1087 41% 23,5% 35,5%
Ekkarat et al 129 17,8% 17% 65,4%

Thang diém CLCS theo EORTC QLQ-C30

Nghién ctu cta chung t6i ¢ két qua vé SKTQ va chirc ning gan
twong duong v6i cac tac gia trén (theo bang 4.12) diéu nay noi 1én dugc
vé nhan thiic va xa hoi ciia bénh nhan ¢ nhiing tién bo hon nhiéu so véi
thoi ky trudc, ho va nguoi nha tim hiéu ki bénh 1y minh trén cac phuorng
tién va cac phuong phap diéu tri khac nhau, wu va nhuoc diém moi
phuong phép, tir d6 ho co tinh than lac quan va tin twong thay thudc
trong diéu tri bénh, dic biét bénh vé ung thur.

Nhung khi so sanh vé dau hiéu triéu chimg theo thang diém
EORTC QLQ C-30, cac diém sb trong nghlen cuu chung to1 cao hon
S0 VGi céac tac gia khac (dac biét la cac nudc phat trlen) biém sb
cang cao trong triéu chimng thi tién luong cang xau, diéu nay cho thay
da so cac bénh nhén cua chiing t6i noéi riéng va cac nudc dang phat
trién noi chung ho dén kham bénh thuong kha muon khi cac triéu
chang lam sang rd rang va kha ning, khi d6 ho méi di kham bénh.
Nhitng dau hiéu vé triéu Chung ung thu nhu mét moi va chan an sau
diéu tri phau thuat két hop véi hoa xa tri thuong gap ¢ bénh nhan giai
doan tien trien va kha mugn lam cho thé trang va hé mién dich cua
bénh nhan khéng tot ngoai ra nhdm bénh nhan cia ching toi da s6
nguoi gia trén 60 tudi chiém ty 1¢ 60,5%; do do bénh nhan s& cham
hoi phuc hon sau qué trinh diéu tri.

Thang diém CLCS theo EORTC QLQ-CR29

Nghién ciu cta tac gid Peng Juniji (ndm 2011): Két qua sém cua
chat lugng cugc séng trong diéu tri ung thu tryc trang & bénh nhan nguoi
Trung Qu0c v6i thang diém EORTC QLQ-CR29. Trong 154 bénh nhan
c6 thoi gian hoan thién bang cau hoi trung binh 14 10 thang, vai két qua
la: dai tién khong ty chu va dai tién phan l6ng 14 cao hon trong nhom xa
tri so voi nhém khéng xa tri 1a ¢6 y nghia thong ké (p = 0,002 va p =
0 001) nhung chirc nang sinh duc cua nam va nir & hai nhém la khong
cod y nghia thong ké. Gitra 2 nhdm c6 hau mdn nhan tao va khong c6 hau
mon nhan tao, thi QLQ CR-29 cho thdy triéu chimg dai tién va trung tién
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1a cao hon trong nhém hau mdn nhan tao. Va tac gia nghién cau két luan
rang Véi sy b6 sung cho QLQ-C30, thi EORTC QLQ-CR29 la bing
cau hoi rat hiru dung trong viéc danh gia bénh nhan diéu tri ung thu truc
trang. Chirc nang rudt (di long va dai tién khong tu chu) 1a van dé anh
huang chinh trong CLCS véi hoa xa tri trudc va sau mo.

Wojciech Nowak va cong su (2011), nghién ciu Ve su thich hgp
trong viéc danh gia CLCS theo EORTC QLQ-CR29 i voi ung thu
truc trang ¢ Ba lan. Két qua ghi nhan la: su khac bigt vé CLCS giira nam
va nir 1a khong c6 y nghia thong ké&; c6 diém s6 cao hon & nhiing bénh
nhan khong ¢6 hau mon nhan tao nhu: cam glac hinh thé, do tiéu hoa
trong cac triéu chung vé dai tién. Nghlen ctu ¢6 két luan 1a: thang diém
nay c6 gia tri va dang tin cay, la cong cu tiéu chuan danh gia CLCS ciia
bénh nhén trong diéu tri ung thu truc trang.

Nghién ctru cua tac gia Magaji Bello Arkilla (2015), nghién
ctu vé su dang tin cdy va cd gia tri cua thang diém EORTC QLQ-
CR29 trong ung thu dai truc tréng & Malaysia; ¢6 93 truong hop
dugc nghién ctru va danh gid theo cong cu QLQ-C30 va QLQ-CR29.
Két qua, bénh nhan c6 hau mon nhan tao thi co dau hiéu vé triéu
ching cao hon bao gdm: phan nhay mau, bung chudng, dai tién
khéng tu cha, viém da quanh hau mén va mac cam nhiéu khi thay tai
hau mén nhén tao so vai bénh nhan khong ¢6 hau mon nhan tao (p <
0 05) va khéng c6 su chong chéo nhau gitra 2 thang diém QLQ-C30
va QLQ-CR29. Véi két luan 1a thang diém nay la c6 gia tri va dang
tin cay nhat trong cac thang diém danh gia khac.

KET LUAN

Qua nghién ctru 85 bénh nhan ung thu tryc trang trén va giira
duogc phau thuat noi soi cat truc trang trudc thap tai Bénh vién Trung
uong Hué tir thang 2/2013 dén thang 9/2019, ching t6i rdt ra mot s6
két luan sau:

1. Pic diém 1am sang, can lam sang va két qua phiu thuat nai soi
cit truc trang truoc thap diéu tri ung thw truc trang trén va giira
- Piic diém lam sang:

+ Tudi trung binh: 62,95 + 13, 13; Ty I¢ gii tinh nam/nr = 0,89.

+ Triéu ching co ning: i cdu ra mau tuoi (88,2%); dau vung
hau mon (4,7%). Triéu chiang thuc thé: Béan tic rudt (5,9%); thim
truc trang so duoc khoi u 12 34,1%.

- Pac diém can lam sang:

+ Noi soi truc trang: vi tri u truc trang trén 65,9%; u truc trang

gitra 34,1%. Hinh théi ton thuong u: thé sui 87,1%; polyp thoai héa
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7,1% va thé loét 1,2%. ,

+ Siéu &m ndi soi tryc trang (37 ca): xam lan thanh tryc trang T3
(69,4%); T2 (16,7%); T4 (8,3%); T1 (5,6%) va di can hach mac treo N1
(61,1%); N2 (16,7%).

+ Chup CT scanner bung (76 ca): kich thuéc u < 5 cm
(68,5%); u > 10 cm 1a 4,1%; xam lan khéi u T3 (79,5%) va T2
(20,5%); di cdn hach N1 (47,9%); NO (52,1%).

- Két qua phau thuat:

+ Ty lé cat toan bo mac treo tryc trang (TME) 60% va cat ban
phan mac treo truc trang 40%. ) )

+ Phau thuat noi soi cat truéc thap kinh dién 1a 75 truong hop
(88,2%). Co6 10 truong hop lay bénh pham qua duong ty nhién
(Hybrid Notes): 8 ca qua duong hau mon (9,4%) va 2 ca qua duong
am dao (2,4%). Ty I¢ Xi ro mi¢ng ndi 1a 8,2% va ty 1é mé lai trong
thoi gian hau phau la 4,7%.

+ Thoi gian nam vién trung binh: 11,55 + 5,17 ngay. Ty I¢ tai
phét tai chd 5,9 % va di cin gan 2,4 %. Ty 1¢ séng thém khong mic
bénh sau 5 ndm la 79% va ty 1€ séng thém toan bo sau 5 nam 1a 45%.
2. Chét lwgng cuge sbng cia bénh nhan sau phiu thuat:

- Theo thang diém h@i chirng cit trwéc thap (Lars — score)

+ Ty 1€ bénh nhan khong c6 héi chimg trusc thap 58,3% va c6
hoi chung truéc thap trung binh 41,7%. Diém trung binh: 20,73 +
6,03 (sau 3 thang).

+ Thang diém nay cai thién theo thoi gian (3 thang, 12 thang, 24
théang) véi khdng c6 hoi chimg trude thip twong tng 58,3%; 85,5% va
100% (p < 0,001).

- Theo thang dlem EORTC QLQ-C30:

+ Piém s6 Stc khoe Tong quét tang dan theo thoi gian 3 thang,
12 thang, 24 thang tuong tng 13 52,84; 56,90; 57,83 va c6 y nghia thong
ké véi p =0,001.

+ Cac diém s6 Chirc ning va Tri¢u Chung (ngoai trir chirc nang
thé chat; triéu chung mét ngu va chan an) cd su khac biét va co y
nghia thong ké vé6i p < 0,01 vap<0,05.

- Theo thang dlem EORTC QLQ-CR29:

+ Diém s6 Triéu chung: Thuong xuyen tiéu ngay; Bi dau bung;
Thay chit nhdy trong phan; Cam giéc khd miéng; Bi rung toc; Trung
tién tw chu; Son phan; Dai tién ban dém; Mic cam dai tién nhiéu lan; co
su khéc biét theo thoi gian va ¢ y nghia théng ké véi p < 0,05.
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1
INTRODUCTION

In Europe, according to the 2018 statistics, acquired rectal
cancer is 125,000 cases per year and accounts for 35% of the total
number of colorectal cancers. The rate of rectal cancer is about 15-25
/100,000 people each year; Mortality rate 4 - 10 / 100,000 per year. In
the US, in 2018, there were 43,030 new cases of rectal cancer (of
which 25,920 cases were men and 17,110 cases were women). The
disease is more common in men than women (ratio of men / women =
1.37).

Currently, laparoscopic low anterior rectal surgery in the
treatment of upper and middle rectal cancer, anastomosis the colon to
the other rectum by staplers is being applied because the principles of
oncology is guaranteed, partial resection or total mesorectal excision
and autonomic nerve preservation avoids bladder and genital
complications. There are also advantages of a less invasive surgery
such as pain relief, less blood loss, earlier recovery, reduction of
infectious complications and intestinal obstruction, aesthetic ...
Besides, when evaluating the effectiveness of a treatment method other
than surgical results achieved, we need to consider the patient's quality
of life after treatment with that method.

Therefore, the European Organization for Research and
Treatment of Cancer (EORTC) has developed the EORTC QLQ-C30
guestionnaire to assess quality of life for all cancer patients in general.
And in colorectal cancer, this organization developed additional
questionnaires on a patient quality of life scale including EORTC QLQ-
CR38 and was later developed and upgraded to a new version EORTC
QLQ-CR29. This scale has been widely used in clinical studies around
the world, and proven both effective and reliable in evaluating the
outcome of treatment for colorectal cancer patients which provides
further valuable information for the EORTC QLQ-C30 score scale.
Today, there are quite a lot studies in centers around the world on
assessing the quality of life of rectal cancer patients after treatment using
EORTC QLQ CR29 and EORTC QLQ-C30.

In Vietnam, this surgery is used in major centers such as Hanoi,
Ho Chi Minh City, and Hue Central Hospital, but there is no full
assessment of the results of surgical methods and quality of life of
patients after radical rectal cancer treatment. To contribute to more
complete research and evaluation of indications and techniques, cancer



recurrence rate, postoperative survival, bladder and genital
complications, and quality of life of patients after surgery, we do the
topic: "Evaluate the results, quality of life of patients with upper and
middle rectal cancer treated by laparoscopic low anterior resection
surgery" with the aims to:

1. Research on clinical, subclinical characteristics and results
of laparoscopic low anterior resection for treatment of upper and
middle rectal cancer.

2. Evaluate quality of life of patients after laparoscopic low
anterior resection surgery according to the LARS score and the
EORTC QLQ-C30; EORTC QLQ-CR29 scores.

The advances of the thesis
1. The thesis significance.

Currently, the treatment of radical rectal cancer is mainly surgery,
in which the application of laparoscopic low anterior resection in upper
and middle rectal cancer offers many advantages of less invasive surgery,
ensures the oncology side and preserves autonomic nerve, avoids bladder
and genital complications.

This surgery is used in major centers such as Hanoi, Ho Chi Minh
City, and Hue Central Hospital but there is no full assessment of the long-
term results of surgical methods and evaluation of the patients quality of
life after surgery according to the scales. The issue of the quality of life is
currently an important and necessary issue for modern medicine.
Research works on quality of life of patients in other diseases have been
carried out and contributed many ideas to improve the quality of treatment
for patients.

Therefore, the topic: "Evaluation the results, quality of life of
patients with upper and middle rectal cancer treated by laparoscopic
low anterior resection surgery" is urgent, and has scientific and
practical significance. In researching the possibility of applying
techniques to ensure principles of oncology treatment and avoid
bladder and genital complications while still providing many benefits
of less invasive surgery such as pain relief after surgery, sooner return
to movement, reduce long-term complications such as postoperative
bowel obstruction, incision - troca hole herniation and high aesthetic.
In addition, as a surgery that affects the patient's bowel, bladder and
genital function, one of the most fundamental functions of life, so this
study is of scientific significance and topical.
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The thesis makes a new contribution to the domestic research
data on the applicability of laparosopic surgery in the treatment of
upper and middle rectal cancer. The research results show high
feasibility, promoting the benefits of laparoscopic and achieving good
long-term oncology results such as low local recurrence rate 5.9% and
liver metastasis 2,4%. The 5-year survival rate without disease was
79% and the 5-year overall survival rate was 45%. Specifically,
assessment of the patients: quality of life on the Lars score scale
showed: This scale improves over time (3 months, 12 months, 24
months) with no LAR syndrome at 58.3%; 85.5% and 100%
respectively (p <0.001) and the EORTC QLQ-C30, EORTC QLQ-
CR29 scores showed improved overall health, function and symptom
scores improved and differed significantly over time, statistical
significance p <0.05.

2. The layout of the thesis

The thesis consists of 135 pages with 58 tables, 50 pictures, and 4
charts. The structure of the thesis includes 4 chapters: Introduction 2 pages;
Chapter 1 - Background 36 pages; Chapter 2 - Subjects and research methods
27 pages; Chapter 3 - Research results 30 pages; Chapter 4 — Discussion 37
pages and conclusions 2 pages. References have 156 documents (39
documents in Vietnamese; 127 documents in English).

CHAPTER 1. BACKGROUND
1.1. Rectal surgery
The rectum is about 12-15 cm long, connected to the upper
cervical colon at the level of the 3rd sacrum (S3) and connected to the
anal canal at the position of the lower comb. Looking ahead, it is
straight so it is called the rectum, but looking at an angle, it is curved
along the curve of the coccyx, at first concave forward to create the
same angle and at the connection with the anal canal, it is concave
backward to create the perineum angle.
From the inside out, the rectum has five layers:
- Mucosa: inside the rectum, the protruding mucosa forms three
horizontal folds on the upper, middle, and lower crescent (Houston valves).
- Submucosal plate: many blood vessels and nerves.
- Muscal layer:
+ The inner layer is sphincter
+ The outer layer is the longitudinal muscle: the three longitudinal
bands when reaching the rectum are dispersed into the longitudinal
muscle layer, thicker in the front and back than on the sides.



- Sub-serosa layer

- Serum layer: covered only in the upper, front and sides of the
rectum
1.2. Mesorectal

The word rectal mesenteritis was probably first used by Maunsell
in 1892, then in 1982 widely used by a British surgeon Heald.

The rectum is covered with a layer of adipose tissue containing
blood vessels, lymph vessels and nerves, about 2-3 cm thick, this layer
is considered the mesenteric rectum. The lining of the rectum is a
covering that surrounds the wall of the rectum. The limit of the
mesorectal is between the rectal wall muscle and the visceral leaf of
the perineal fascia, covering % of the posterior rectal circumference,
under the peritoneum, the anterior peritoneal fold is the fatty tissue.

In total rectal mesenterectomy, we must determine that the rectal
mesenteric must be completely removed regardless of the tumor's
location. Based on histopathological studies, rectal tumors cannot
spread more than 4 cm below the mesenteric desert and in fact the
mesenteric is no longer nearly 2 cm above the levator ani muscle. So
for tumors in the upper rectum rectal mesenteric about 5 cm below
tumors can be removed.

1.3. Treatment of rectal cancer

Now, rectal cancer treatment is a combination of surgery and
chemoradiotherapy called multimodial therapy, in which radical
surgery plays a key role. Depending on the tumor location, size,
differentiation of cancer cells and the extent of tumor invasion (cancer
stage), we have different surgical methods.

Surgery to remove the tumor:

Surgery to remove a tumor is a surgery to preserve the rectum.
Surgery can be done through the anus or through the coccyx
(approaching the rectum from behind).

- Indication: Tumor stage T1, in the lower 1/3 of the rectum.

+ Do not occupy more than 1/3 of the circumference of the rectum.

+ Good or moderate cell differentiation.

+ Endoscopic ultrasound did not detect lymph node metastasis
(TINO).

Sphincter-preserving rectal resection surgery

This surgery is also known as low anterior resection.

- Indication: Tumors in the upper and middle segments of the
rectum, more than 6 cm from the anal margin.
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- Some main technical principles:

+ Ligature and resect inferior mesenteric artery.

+ Below the tumor:

» Tumor 1/3 on upper rectum: lower limit (for rectal resection
and mesorectal) at least 5 cm from tumor's lower margin.

* 1/3 mid-rectal tumor: lower limit for rectal resection at least 2
cm from tumor's lower margin and total mesorectal excision (TME) to
reduce the rate of recurrence after surgery.

- Safety Circumferential resection margin

In recent decades, researchers around the world pay more attention
to the problem of the circumference of the section in rectal cancer. The
circumference of the cross-section around the tumor is closely related to
the surgical technique of dissection and total mesorectal resection. The
cross-sectional circumference around the tumor must be > 1mm. An
unsafe circumferential resection margin increases the local recurrence
rate, distant metastasis and affects the quality of life.

Hartmann surgery

Surgery was performed by Hartmann in 1921.

- Indication:

+ Tumors are located in the middle rectum that cannot be stitched.

+ Currently, this surgery is less applicable since the sewing
machine is used, often applied in emergency, patients with intestinal
obstruction and poor physical condition.

Pull-through surgery

Surgery was performed by Babcock and Bacon in 1956.

- Indication:

+ Tumors in the lower rectal segment 3 - 6cm from margin of the anus.

+ Early stage cancer (Dukes A, B) and tumor size <2 cm.

+ Non-invasive anal sphincter.

Rectal resection surgery to remove the anal sphincter (Miles
surgery)

Rectal amputation surgery by both abdominal and perineal
(Miles surgery): this surgery was performed by Miles in 1908.

- Indication:

+ 1/3 lower rectal cancer (less than 6cm from the anal margin).

+ Tumor invades the anal sphincter or pelvic sphincter, the
sphincter disorder is available before surgery.
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1.4. Modern laparoscopic surgery:

New methods of rectal cancer treatment such as Robotic rectal
laparoscopic surgery, Hybrid Notes surgery, NOTES surgery, TaTME
surgery ... These are surgical methods that are being used and are in
the evaluation stage of research results.

Robotic laparoscopic surgery

The Da Vinci robotic laparoscopy system has advantages over
traditional laparoscopic surgery: three-dimensional image, stable camera
and field. Surgical tools have joints, so the operability of these tools is
very flexible, dissecting deep into the sub-pelvis area for better analysis
as well as minimizing the rate of complications occurring during surgery
techniques such as reducing blood loss, the rate of open surgery.
Transanal Total Mesorectal Excision (TaTME)

This surgery is a combination of laparoscopic surgery and rectal
mesenterectomy through the anus, usually indicated with cancer of the
middle and lower rectum in obese patients, men with narrow pelvis. The
aim is to ensure the cut margin is far from the tumor safely and total
mesorectal excision, ensure the circumferential resection margin (-),
reduce the rate of local recurrence and avoid permanent ostomy surgery.
NOTES (Natural orifice translumenal endoscopic surgery):
Natural orifice laparoscopic surgery and Hibrid NOTES Surgery are
additionally supported by laparoscopy.

For rectal cancer, NOTES surgery has been applied since 2007 as
described by Whiteford for the first time. The studies of Whiteford and
Rieder on carcasses show that the ability of rectal mesenteric dissection
is up to the standard of oncology and safe range around tumors.

The author Antonio M. Lacy et al (2013) has reported early
results in 20 cases of surgery NOTES in rectal cancer. This surgery
still has a lot of discussion and there is not many of studies and long-
term assessment of oncology results.

1.5. The concept of quality of life

Definition of quality of life

Since 1998, the World Health Organization has defined quality of
life as: “Each individual's perception of his or her current state according
to cultural norms and social values that individual is living; These
perceptions are tied to the individual's goals, expectations and concerns”.
In addition, the World Health Organization has also defined Quality of
Life related to health as: “The measurement of the combined
relationships in terms of physical, mental, self-satisfaction and
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individual activity level aswell as the impact of these relationships on
the prominent characteristics of his or her life situation ”.

Quality of life questionnaires:

Currently, in order to evaluate the quality of life of colorectal
cancer patients before and after treatment, a number of research groups
have given a couple of scores to determine the effectiveness of
treatment methods.

The questionnaires can be divided into 4 groups:

1. General questionnaires: Short Form - 36, Spitzer quality of
life index, EuroQol 5-D, ...

2. Cancer questionnaire;: EORTC QLQ-C30, Quality of life -
cancer of survivors, Cancer problems in living scale, Cancer - related
health worries.

3. Questionnaire for special diseases: EORTC QLQ - CR38,
EORTC QLQ-CR29, ...

4. Questionnaire for special symptoms: Wexner incontinence
scale, Fecal incontinence Senverity index (FISI), Kirwan ...

In addition, to evaluate defecation function after low anterior
resection, the authors around the world have evaluated based on the
scale of low anterior resection syndrome LARS - score.

Scale EORTC QLQ-C30

Principle of calculating the EORTC QLQ-C30 scale: This score
includes 5 functional scales, 3 symptom scales, 1 general health
condition and 6 individual symptoms. A multi-symptom scale covers
many different symptoms, with no overlap of symptoms on different
scales. All individual scales and symptoms range from 0 to 100 points.

The higher the score on the functional scale indicates better
function. A high score on the general health condition scale reflects a
good quality of life, but a high score on the symptom scale indicates a
poor medical condition.

Scale EORTC QLQ-CR29

This is a panel of 29 questions to evaluate symptoms (digestion,
urinary tract, pain level and other symptoms) and function (sex, fitness
and other functions) of a colorectal cancer patient as well as treatments.
This scale can be divided in patients with or without ostomy and
symptoms can be divided to assess sexual function of both sexes.
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CHAPTER 2: PATIENTS AND METHOD

2.1. RESEARCH PATIENTS

Including the patients diagnosed with upper and middle rectal
cancer, who underwent laparoscopic low anterior resection surgery at
Hue Central Hospital from February 2013 to September 2019.
2.1.1. Selection criteria for the disease

- Patients with upper and middle rectal cancer, have full medical
records with administrative information, medical history, history,
clinical examination, image diagnose and histopathological
confirmation through tumor biopsy .

- Upper rectal tumor (from 11 to 15 cm from the anal margin)
and middle rectal tumor (from 6 to 10 cm) through rectal endoscopy;
tumor stage: T < T4a, NO - 2, MO.

- Radiation therapy and chemotherapy after surgery (tumor
stage T3, T4 or N +).
- The patient consented to participate in the study

- Patients were followed up after surgery, with full answers to
the questionnaires at the following time points: 3 months, 12 months,
24 months after surgical treatment.

2.2. RESEARCH METHODS

- Descriptive study, longitudinal follow-up study without
comparison of control.

- Design of research sample size: Based on the formula for
calculating sample size for a ratio:

Z%(1-u2)P(1-P)
d2
N =73.

Inside:

- Z: is the value depending on the desired confidence level of
the estimate, the desired confidence level is 95% with o= 0.05 then Z?
(1-a/2)=1.96%

- P: the rate of conversion to open surgery in laparoscopic low
anterior resection for treatment of rectal cancer, according to studies
by domestic and foreign authors, the rate of conversion to open surgery
ranges from 0% to 15%; average is 5%, so P = 0.05.
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- d: desired accuracy at 95% confidence level (d = 0.05)
Our sample: N = 85.
Study general characteristics
- Age, gender, occupation, geography, medical history
Study clinical characteristics
- Reasons for admission, time between signs of illness to admission,
general symptoms, functional symptoms, physical symptoms.
Study subclinical characteristics

- Test of blood count; cancer marker: CEA, CA19.9

- Rectal endoscopy with tumor biopsy, abdominal ultrasound,
laparoscopic ultrasound, abdominal CT scanner, sub-pelvis magnetic
resonance imaging, chest radiography.

Research pathology characteristics before surgery

- Macro: determined based on images of colonoscopy combined
with rectal examination, microscopic: based on the pathological results
of the tumor biopsied through rectal endoscopy.

Surgical methods

- Indication: rectal cancer in the upper and middle stages T <
T4a, NO - 2, MO.

+ Upper rectal cancer (tumors 11 - 15cm away from the edge of
the anus): lower limit to resect the rectum and the rectal mesentery is
at least 5cm away from the tumor.

+ Middle rectal cancer (tumors 6 - 10cm from the edge of the
anus): lower limit to resect the rectal wall at least 2cm and total
mesorectal excision (TME), upper limit is conjuction position between
the descending colon and sigma colon.

- Technique:

+ Patient is lying on his back, legs apart and folded in the Lloyd
Davies position. After being placed the first trocar below the umbilical,
the patient is tilted to the right and head slightly low in a Trendelenburg
position. Surgeon stands on the right side of the patient, the assistant
holding the lamp is on the left hand side of the surgeon.

+ Trocar placement: Place the first 10mm trocar at the edge
below the umbilical, the 12mm trocar is in the right pelvic fossa: the
main operation trocar of the surgeon, the 5mm trocar is placed on the
vertical right breast line Navel: is surgical trocar, 5mm trocar placed
in the left pelvic fossa: is the supporting trocar in surgery.

- Surgical steps:

+ Dissection of the mesenteric sigma and left colon, ligation of

the inferior mesenteric artery and vein (IMA / IMV) at the root.
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+ Mobilize completely from the sigmoid colon to the splenic colon.

+ Rectal surgery: total rectal mobility, automatic nerve
conservation (hypotenic) and no rupture of the mesorectal.

+ Rectal resection

* Tumor in the upper rectum: resect the rectal wall and
mesenteric lining below the tumor for at least 5cm.

* Tumors in the middle rectum: resect the rectum below the tumor
at least 2cm (by Endo GIA) and total mesorectal excision (TME).

* The small incision opening in the left pelvic fossa (at the
position of 5mm trocar) is 3 - 5cm long or a small incision right above
the pubic bone, the right pelvic fossa; take the rectum with the tumor
through that incision and the upper limit for removal is site of the
junction of the descending colon and the sigmoid colon.

In addition, the colorectal specimen with tumor was taken
through the anus or vaginal (female) when the tumor is in an early
stage (T1, T2) and tumor size < 3 cm.

* Send a specimen of the rectum with mesenteric lymph nodes
for pathology.

+ Make anastomosis colon - lower rectum: use stappler EEA
31mm.

+ lleostomy: when the patient has a semi-obstruction, the colon is not
clean, the patient's physical is poor and the anastomosis is less than 4cm.

+ Stitching the fascia and skin of the trocar positions and a small
incision in the abdominal wall.

Research results in surgery: tumor location, tumor size, tumor
mobility, tumor invasion level.

Research on surgical features of low anterior resection;

- Processing technique for IVA/IVM bundle of vessels

- Resect under tumor how many centimeters (cm)

- Resect the rectal mesenteric:

+ Partial mesorectal excision (PME)
+ Total mesorectal excision (TME)
- Open a small incision to get the specimens:

+ Left pelvic cavity + On pubic bone

+ Right pelvic cavity + Under the navel
- Or take specimens through natural orficial:

+ Anal + Vagina

- Peeling the mesenteric lymph nodes in groups: lymph nodes in
the mesenteric area, lymph nodes according to the main arteries and
pathology of lymph nodes
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- Rectal resection with Endo GIA and gastrointestinal suture
with EEA

- lleostomy (if any).

Study the time of surgery; Rate of converting to open surgery

Research on complications in surgery, death in surgery.

Research some postoperative characteristics:

- Postoperative analgesic time (day)

- Postoperative carminative time

- Time to eat again after surgery (calculated by days)

- Time to withdraw abdominal drainage (in days)

- Postoperative hospital stay: from the date of surgery to the date
of discharge.

- Complications after surgery.

- Research the reason for re-surgery.

Postoperative pathology: Macro, microscopic, differentiation of
adenocarcinoma, cancer stage according to TNM.
Evaluate the results of post-operative re-examination

- Form of re-examination:

+ Patient follow-up periodically after 1 month - 3 months, 6
months, 12 months, 24 months, 36 months, 48 months, 60 months or
any time if the patient has unusual symptoms.

+ Get data through departments: Gastroenterology, Abdominal
Emergency Surgery, Oncology Department of Hue Central Hospital.

- Examining and recording the clinical signs:

- Subclinical tests:

+ Formula of blood: blood red cell, blood white cell.

+ CEA: All patients quantified CEA at each follow-up visit, CEA
value to follow up cancer recurrence after surgery (CEA >5ng/ ml).

+ Colonoscopy, biopsy at anastomosis when cancer is suspected
recurrence on the anastomosis.

+ Abdominal ultrasound: check liver metastasis, abdominal
lymph nodes, abdominal fluid.

+ CT scanner abdomen when it is suspected of local recurrence.

+ Whole body CT scanner, PET-scan if distant metastasis is
suspected.

+ X-ray of the lungs.

- Record recurrence time, metastasis and treatment methods:

+ Time of recurrence and metastasis is calculated in months
from the date of surgery until the discovery of recurrence or metastasis

- Survival analysis:
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+ Free disease survival

+ Postoperative overall survival

+ Time to live each stage of the disease

+ Time of cancer recurrence and metastasis

- Analysis of the cause of death:

+ Due to rectal cancer + Due to other diseases
+ Due to old and weak + Unknown reason

- Analysis of factors related to treatment results:

+ Tumor location, degree of tumor invasion, histopathology
with local recurrence and lymph node metastasis

+ Disease stage with overall survival after surgery.
Evaluate the quality of life after surgery

- All patients were assessed for the quality of life after surgery
after performing ileostomy, ostomy closure and recorded at the times:
03 months, 12 months and 24 months after surgery.

- We evaluated the postoperative quality of life based on the
score of low anterior resection syndrome (LARS score) and used the
guestionnaire EORTC QLQ-C30, EORTC QLQ-CR29.

Data processing

- Data was filled in the research questionnaire and encrypted,
cleaned.

- Data was processed according to the medical statistical
method, using SPSS19.0 software.

- Duration of survival and survival without disease was
estimated according to the Kaplan - Meier method.

CHAPTER 3: RESEARCH RESULTS
3.1. General characteristics of the patient

- Average age of patients is 62.95 + 13.13; The youngest age is
23 and the oldest one is 89. The male / female sex ratio = 0.89.

- History: history of abdominal surgery accounted for the
highest rate (16.5%); The lowest is a history of breast cancer (1.2%)
and resection tumor through the anus (1.2%).

- Reason for hospital admission: most common blood stools
defecation (81.2%).

- Time from when signs of illness to hospital admission: The
most common time of disease detection was < 1 month (49.4%) and 1-
3 months (35.3%).
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3.2. Clinical and subclinical features

Clinical characteristics

- Systemic symptoms: weight loss (28.2%), anemia (20%).

- Function symptoms: fresh bloody defecate (88.2%) and
abdominal pain (75.3%); anal pain (4.7%).

- Physical symptoms: Examination of the rectum touch the
tumor in 29 cases (34.1%); semi-intestinal obstruction (5.9%).

Subclinical characteristics

- Formula of blood: The average number of Red blood cells is
4.35 x10'?, the average number of WBCs is 8.17 x 10° Cancer
markers: CEA > 5: (47.6%) and CA19.9 > 39: (10.6%).

- Endoscopy: upper rectal tumor 56 (65.9%); Middle rectal
tumor 29 (34.1%). Lumpy 74 (87.1%); degenerative polype 6 (7.1%);
ulcer 1 (1.2%). Endoscopic ultrasound: 37 cases (43.5%); Stage T3
tumor is 25 cases (69.4%), tumor is T4: 3 cases (8.3%); u T2 is 6
(16.7%),u T1is 2 cases (5.6%); nodes stage: N1 (61.1%), N2 (16.7%),
NO (22.2%). CT scanner abdominal (76 cases): tumor size < 5 cm
(68.5%); u> 10 cm is 4.1%; tumor invasion T3 (79.5%) and T2
(20.5%); lymph node metastasis N1 (47.9%); NO (52.1%).

3.3. Treatment results

- Surgical methods: partial mesorectal excision: 34 cases (40%);
total mesorectal escision in 51 cases (60%). The majority of specimens
collected through the left pelvic fossa opening (49.4%). There were 10
cases of taking specimens via natural orifice (Hybrid Notes): 8 cases
of anal (9.4%) and 2 cases of vaginal (2.4%). 8 cases (9.4%) were
active ileostomy.

- Postoperative features: The shortest time of surgery was 120
minutes and the longest 270 minutes. Postoperative carminative is
common on the 2nd day (63.5%), the earliest carminative on day 1
accounts for 1 case (1.2%). The earliest time to defecate is day 2; and
at the latest on day 10 due to patients with signs of intestinal
obstruction soon after surgery. Patients eat at the earliest on day 3, and
eat at the latest on day 9 (due to intestinal obstruction soon after
surgery). The average length of hospital stay was 11.55 £ 5.17 days.

- Complications after surgery: In 85 cases, the main and
important complications: leak anastomosis (8.2%), perforation of the
jejunum (1.2%) and early postoperative bowel obstruction (1.2 %).
Characteristics of re-surgery: There were 4 cases (4.7%); of which 3
cases were again due to leakage of anastomosis and 1 case of jejunum
perforation caused peritonitis on the 3rd day.
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- Postoperative pathological characteristics: Macro tumor:
lumpy 38 cases (44.7%); Sores 34 (40%); Ulcerative form 8 (9.4%);
cancerous polype 4 (4.7%); Hard infiltration 1 (1.2%). Micro:
adenocarcinoma 81 cases (95.2%); Mucous lymphoma 2 (2.4%),
Papillary gland tumor 1 (1.2%); Sarcome 1 (1.2%). Differentiation:
Good differentiation (73.8%); moderate differentiation (25%) and
poor differentiation (1.2%). TNM stage: Stage | (20%); stage Il
(49.4%); stage 111 (30.6%).

- Follow up patient characteristics: local recurrence rate (5.9%);
of which there were 3 cases of local recurrence (3.5%); 2 cases had
both local recurrence and liver metastasis (2.4%). Average recurrence
time: 37.8 months; The motarlity rate was 9.4%.

The disease free survival rate and the overall survival rate of
patients: The disease free survival rate predicted after 5 years was 79%
and the overall survival rate predicted after 5 years was 45%.

3.4. Evaluate Lars score and patient's quality of life on the
EORTC QLQ-C30 and EORTC QLQ-CR29 scales.

- According to the Lars score scale: Patients without low anterior
resection syndrome after 3 months have the ratio of 58.3%; 12 months,
85.5%, and after 24 months 100%; the average low anterior resection
syndrome gradually decreased over time (3 months, 12 months, 24
months) 41.7%; 14.5% and 0% (with p <0.001).

- EORTC QLQ-C30 Scores: Overall Health, Functional (except
physical), and Symptom scores (except insomnia and loss of appetite)
differed over time (3 months, 12 months, 24 months) which was
statistically significant (with p <0.05 and p <0.01).

- EORTC Scale QLQ-CR29: Score on Symptoms Frequent
urination during the day; pain around anal rectal area; mucus detected
in the stool; Feeling of dry mouth; hair loss; carminative continence;
defecation incontinence, have differences over time (3 months, 12
months, 24 months) with p < 0.01.

- Symptoms scores of sexual desire over time (3 months, 12
months, 24 months) for men (52.94; 62.22; 63.64) and women (43.14;
47.62; 47, 22) there is a gradual increase but this difference is not
statistically significant with p > 0.05.

CHAPTER 4: DISCUSSION
4.1. General features
- Year old: In our study, the oldest age of the patients with
surgery is 89 years old and the youngest 23 years old, the average age
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62.95. This result is similar to the study of other authors such as Tran
Ngoc Dung, the highest age is 81 years old, the lowest is 28 years old
and the average age of the whole study group is 56.8; Researcher
Nguyen Hoang Bac, average age is 60 years old, the oldest age is 88 and
the youngest is 30. The study of the author Kang et al has an average
age of 57.8; Lujan et al of 67.8. Nakagote T, who studied 184 rectal
cancer patients undergoing surgery, had an average age of 63.4 + 10.8.

- Gender: In our study, the number of male patients is lower than
female with the ratio of male / female of 0.89; Similarly the study of
author Tran Ngoc Dung has a male / female ratio of 0.77 and Do Dinh
Cong has a male / female ratio of 0.84. But there is a different rate
compared to other authors: Dinh Quang Tam ratio male / female (1.2)
and Bragal et al ratio male / female (1.9).

4.2. Clinical and subclinical features
Functional and physical symptoms

Rectal cancer, at an early stage, the patient is often detected
when having a regular visit or by accidental colonoscopy detecting
damage in the rectum. But in the late stage, patients often have the
typical symptoms such as fresh blood stools, nasal mucus and pouring,
changing stools.

Our research on muscle symptoms, the most common bloody
bowel movement (88.2%), abdominal pain accounts for 75.3%, which
is also consistent with other authors such as Tran Minh Duc.
hemophilia 90.1%; abdominal pain is 35.6%. According to Le Quoc
Tuan, the record of fresh blood stools is 92.9% and the feeling of the
urge to go to the toilet due to incomplete defecation is 71.4%.
Regarding the entity, 29 cases were found on rectum to palpate,
accounting for 34.1%; and 5 cases (5.9%) showed signs of semi-
obstructive bowel disease.

According to the study of other authors such as: Mai Dinh Dieu
the tumor in the rectum detected during visits are 82 cases, accounting
for 56.2%; Le Quoc Tuan recorded to touch tumors 44 cases,
accounting for 78.6%; Indar A, claimed that up to 50% in all cases
tumors can be felt 8 cm from the edge of the anus.
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Subclinical characteristics

Cancer marker CEA, CA19.9

CEA embryonic antigen and CA 19.9 cancer antigen are among
the most widely tested markers in gastrointestinal cancers, of which
CEA has a higher specificity and sensitivity to the rectal gastrointestinal
tract than CA 19.9 but this antigen quantification is not meant to
diagnose disease but mainly to follow up surgical radical, recurrence and
postoperative metastasis.

Our study has CEA > 5 ng / ml, accounting for 47.6% and
CA19.9 > 39 U/ ml is 10.6%. According to Dinh Quang Tam, the
concentration of CEA in the blood is the factor that helps search for
rectal cancer, according to Wu's study, with high CEA concentration,
the local recurrence rate is 23.1% and the normal concentration is
3.3%.

Colonoscopy and endoscopic ultrasound

In our study, tumors in the upper rectal position accounted for
more (65.9%), rectal tumors accounted for 31.7%. The lumpy form
was highest 87.1% and there were 6 cases of malignant degenerative
polyps, accounting for 7.1%; Most tumors account for more than 1/2
of the rectal circumference (70.6%).

Research results of other authors: Pham Nhu Hiep, among 221
cases of rectal cancer undergoing laparoscopic surgery, there were 106
cases (47.9%) of tumors under 6 cm and 115 cases (52.1%) of tumors
longer than 6 cm from the edge of the anus. Author Dinh Quang Tam
recorded 132 cases of rectal tumors, including 59 cases of rectal tumor
(44.7%) and 68 cases rectum (51.5%); and tumor size greater than 3/4 of
the circumference accounted for 45.5% and lumpy state accounted for
126/132 (96.5%), higher than the result of Nguyen Minh An (79.4%). Mai
Dinh Dieu recorded that only 3.4% had tumor size less than 1/4 of rectal
circumference and 67.1% of patients had tumor size more than half of the
rectal circumference. Our results are similar to the study of Uneo H. 47%
of 556 rectal cancer patients with tumors occupying more than three-
quarters of the circumference.

In our research group, 37/85 cases were performed with
endoscopic ultrasound and were able to evaluate tumor lesions, T-
invasion: 25 cases of T3 (69.4%) and 2 cases of T1 (5.6%); N1 lymph
node metastasis accounts for 61.1%; N2 accounts for 16.7%. Thereby
we realize that the majority of patients admitted to the hospital quite
late, mainly stage Il and 11, so the prognosis of postoperative disease
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is not good. Dinh Quang Tam recorded 27/132 cases, accounting for
20.5%, performed endoscopic ultrasound through the rectum.

CT scanner and MRI

Preoperative CT scan results will provide a lot of information to
help with diagnosis, but are completely decisive in the decision to cut
off or choose surgical method. To decide to perform surgical methods,
evaluation in surgery is crucial. According to the authors around the
world, the sensitivity of the equipment in detecting distant metastasis
ranges from 75 - 87%, regional lymph node metastasis is from 45 -
73% and invasion of rectal wall is about 50%.

In this study, there are 76/85 cases with abdominal CT scanner,
accounting for 89.4%; of which 3 cases were not detected rectal tumors
on abdominal CT scanner (3.9%). In terms of tumor size, most are <5
cm (68.5%) and tumor shape on CT scanner, tumors on the rectal
lumen account for the highest percentage (91.8%) and there are 4 cases
(5.5% ) were detected degenerative polype in rectum. Tumor invasion:
T2 accounts for 20.5% and T3 79.5%; metastasis NO (52.1%) and N1
(47.9%). On the results of sub pelvis MR, it was noted that 22 cases
had wall invasion: T2 accounted for 18.2% and T3 was 81.8%; lymph
node metastasis NO (86.4%) and N1 (13.6%).

Nguyen Anh Tuan's research on pre-operative evaluation on MRI
3.0 tesla: phase Il (T3-4,N0): 6 cases; Stage Il (T1-4,N1-2): 53 cases.
Tran Ngoc Dung et al recorded rectal tumors on CT and MRI in a total of
62 cases, among these there were T2 (8.1%), T3 (59.7%), and T4 (32.2%).
4.3. Surgical results

In our study, the laparoscopy surgery with total mesorectal
excision (TME) was 51 cases, accounting for 60% and partial
mesorectal excision was 40%; The rate of cut under the tumor from 2
- 5 cmaccounts for the highest 90.8%. The classic laparoscopic (taking
the specimen through the abdominal opening: the pelvic, the midline
below the navel and the above the pubic bone ...) accounts for 88.2%;
taking specimens via natural orifice (Hybrid NOTES): ): 8 cases of
anal passage (9.4%) and 2 cases of vaginal passage (2.4%). However,
in our patient group there were cases of tumors in the rectum (u > 10
cm) but also performed TME because the tumor is larger than 5 cm,
invasive stage T3 and has Mesenteric lymph nodes with the aim to
reduce the incidence of local cancer recurrence.

According to the research by author Tran Minh Duc, a
laparoscopic anterior resection in 100 cases of upper and middle rectal
cancer, the lower area of the tumor is 2.3 £ 0.7 cm.
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According to the research by Lam Viet Trung (2013), who
operated 21 cases of Hybrid Notes: these were 1 case of right
colonectomy and 20 cases of colonectomy; The author Goutaro
Katsuno et al operated 20 cases of Hybrid Notes: 10 cases of colon
cancer of sigma and 10 cases of rectal cancer; Chen CC et al surgery
for Hybrid Notes 20 cases of rectal cancer. The author Pham Nhu Hiep
and his colleagues performed laparoscopic surgery to resect the colon
and rectum completely through the rectum and vagina (NOTES)
including 16 cases of rectum, 3 cases of sigmoid and 1 case of left
colon.

Indications for ileostomy

Currently, the indication for the complete dermal opening of the
ileum in the lower anterior resection surgery is still controversial, there
is no clear and strict indication in doing ileostomy after this surgery,
but depends on the experience of the surgeon in evaluating tumors
during surgery.

Some authors suggest that the use of the ileostomy should be
considered when the rectal junction is less than 4 cm from the edge of
the anus, the colon is not clean, the anastomosis is quite tight and
especially during surgery and especialy when surgeons do not have
much experience. In the study of Vo Tan Long, low anterior resection
has 8 cases (13%) opening ileostomy and in open surgery is 15 cases
(50%) with ileostomy. According to Do Dinh Cong's research on the
role of ileostasis in low anterior laparoscopy, in 63 cases, there were
29 cases with ileostomy and recorded rate of fissure the group with
ileostomy is 10.3%; the leak rate was 11.7% and the difference in the
leakage rate between these two groups was not statistically significant.

According to the author Nguyen Hoang Bac’s study conducted on
a group of 53 cases of low anterior resection with machine connection in
the treatment of rectal cancer, there were 26 cases of ileostomy and the
anterior resection group (45 cases), there were 3 cases with ileum opening
to the skin.

According to study by Eun Jung Park (2016), on low anterior
resection laparosopy, uncomplicated group (511 cases) with the
ileostomy was 140 cases (27.4%) and the group with complications
(175 cases) with ileostomy was 53 cases (30.3%). The author Fakhry
Hussein (2017), studying the effect of ileostomy in low anterior
resection function, recorded that in 203 cases, there were 61 cases with
ileostomy, and the rate of complications in the entire study group was
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34.5%, in which the group with ileostomy had a statistically
significantly lower complication rate compared to the group without
ileostomy (21.3% compared to 38.7% with p = 0.023) .

The author Bakker IS (2014), a study of 2585 patients with low
anterior resection surgery, recorded a 51% protective ileostomy rate
and concluded that the the protective ileostomy leads to the rate of
lower leak anastomosis, however, associated with higher complication
rates, prolonged hospital stay, and mortality.

Complications after surgery, rate of reoperation and mortality rate.

Colon-rectal anastomosis leaking is one of the risk factors that
increases the rate of local recurrence, regional recurrence and reduces
patient survival. In addition, it also increases the cost and duration of
treatment, prolongs the hospital stay. The rate of leaking differs
between authors, which can also be explained depending on tumor
location, tumor stage, surgical technique, preoperative radiotherapy,
and most importantly, experience of assessing surgeons during surgery
and performing anastomosis.

The anastomosis must meet the standards such as tightness,
good perfusion and no leakage. In some cases it is necessary to make
ileostomy to the skin to protect the anastomosis, especially the low
anastomosis, with preoperative radiation therapy, patients with not
clean colon and poor nutritional status.

Complications and re-surgery and mortality rates of domestic
and foreign authors:

Table 4.3. Complications and rates of reoperation and mortality

Authors irf]:clgo(il Anastomotic | Obstruction [Reoperation| Mortality

(%) leak (%) (%) (%) (%)

Tran Ngoc Dung 6,5 4.8 1,6 1,6 0

Tran Minh Duc 8 4 4 0

Vo Tan Long 3,3 1,7 1,7 3,3 0

Dinh Quang Tam 28,8 91 0,8 6,8 0,8

Nguyen Hoang Bac| 1,9 11,3 3,8 51 1

Ours 14,1 8,2 12 4,7 0
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Table 4.5. Complications and rates of conversion to open surgery,

mortality
Conversion | Leak | Reoperation | Mortality
Authors %) | %) | (%) (%)
Lelong et al (104 ca) 15 11 8,7 1
Braga et al (83 ca) 7,2 9,6 7,2 1,2
Staudacher et al (226 ca) 6,1 14,8 6,6 0
Rezvani (60 ca) 6,6 3,2 1,6

Local-region recurrence and adjuvant treatment after surgery.

In 85 cases of our research, through post-operative follow-up,
there were 5 cases of local recurrence with the rate of 5.9%. One of the
factors to evaluate the success of the surgical method is the low
recurrence rate and the better postoperative survival rate, there are
many factors related to the rate of local recurrence - in the region in
the orthopedic lab. Colon cancer treatment such as: degree of tumor
invasion, differentiation of cancer cells, and the important factor
related to surgical technique is total mesentericectomy according to
TME and circumferent margin resection is safety > 1mm. For tumors
in the upper rectal position, it is necessary to cut the mesenteric lining
below the tumor at least 5 cm and cut the rectum below the tumor at
least 2 cm to ensure oncology, thereby reducing the rate of local -
region recurrence.

In addition, an issue that needs to be paid attention to is that for
rectal cancer, which stage should be radiotherapy before surgery or
short-term radiotherapy before surgery and what benefits will be
achieved compared to surgery and postoperative radiotherapy . In fact,
large centers for oncology research such as those in Europe or the US
have different treatment strategies and perspectives.

Research of author Shigeo Toda et al. Collected data and compared
the rate of local recurrence between laparoscopy and open surgery in the
treatment of rectal cancer: Araujo et al (0% versus 13%); Bragal et al (4%
vs. 5.2%); Lujuan et al (4.8% vs 5.3%), Jayne et al (9.4% vs 7.6%).
Total survival time after surgery and disease-free survival

Authors' overall survival time
According to Table 4.8; Do Dinh Cong after 3 years (76.1%); Mai
Dinh Dieu 5 years (84.2%); Leroy 5 years (75%); Lujan 5 years
(72.1%); Jayne et al after 3 years (74.6%) and 5 years (60.3%); of us
after 3 years (85%) and 5 years (45%).
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Disease free survival after surgery

The disease free survival after surgery is the time that the patient
after treatment does not have local-region recurrence and distant
metastasis. Through our study of 85 cases, there were 5 cases of local
recurrence and 2 cases of liver metastasis, the survival rate without
disease (calculated by Kaplan Meier) after 3 years was 87% and after
5 years was 79%. A meta-study by Charles Thorn CC et al. (2011)
showed that the survival rate without disease after rectal cancer
laparoscopy: Jayne et al was 70.9% (3 years) and Leung et al. 75.3%
(5 years); Lujan et al 84.8% (5 years).
4.4. Quality of life of patients after surgery

Low anterior resection syndrome score scale: LARS score

In our study, the group of patients without LAR syndrome was
49 cases, accounting for 58.3%; the group with minor LAR syndrome
was 35 cases, accounting for 41.7%; There was no case of major LAR
syndrome. This can be explained because the patients in the study
group all have rectal cancer of the upper and middle positions, so when
performing low anteriorectomy, they preserve the sphincter, so severe
bowel dysfunction is not detected. The study by Hupkens BJP (2018),
on the valid recognition of a LAR syndrome score in the Netherlands,
found that: out of a total of 165 study patients, the response rate was
62%, of which 59.4% of patients with major low anterior resection
syndrome; scores in the anterior low syndrome differ between patients
with or without preoperative radiotherapy (p = 0.003), between total
mesorectal excision and partial mesorectal excision (p = 0.008);
between the age group (p = 0.039). And the correlation was
statistically significant between the major LAR syndrome and the low
functional scale in the EORTC - C30 assessment of Quality of life.

Carpelan A’ s research (2020), the recognition of low anterior
resection syndrome score in Finnish patients, with the following
results: out of 104 patients in the study group included 56 patients
(54%) with major LAR syndrome; 26 (25%) had minor LAR
syndrome and 22 (21%) had no LAR syndrome. Patients with major
LAR syndrome had lower QOL (on the EORTC QLQ scale) than the
group without low anterior syndrome and patients with TME resection
had higher scores than partial mesorectal excision group (PME).
According to the author Croese A. (2020), multivariate analysis of the
low anterior resection syndrome on the scale and system of risk factors
has the results listed in the following table:
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Table 4.10. LARS — score scale of foreign authors

LARS - score
Authors N Major Minor No
Emmertsen 478 40% 25% 35%
Juul et al 579 47% 23% 30%
Bondeyen et al 125 35% 24% 35%
Bregendahl 1087 41% 23,5% 35,5%
Ekkarat et al 129 17,8% 17% 65,4%

The Quality of life score scale according to EORTC QLQ-C30

Our research has similar results on general health and function as
the above authors (table 4.12), which shows that the patient's perception
and society have improved much more than in the previous period, they
and their family members thoroughly learn their pathology on different
means and methods of treatment, advantages and disadvantages of each
method, from which they have optimism and trust doctors in treating
diseases, especially cancer.

But when symptom signs compared according to EORTC QLQ C-
30, the scores in our study are higher than that of other authors (especially
those is developed countries). The higher the symptom score, the worse
the prognosis, which suggests that most of our patients in particular and
in the developing world in general come to the clinic quite late when the
clinical symptoms are clear and quite serious, until then they went to see
the doctor. Symptoms of cancer such as fatigue and anorexia after surgical
treatment combined with chemotherapy are common in advanced and late
patients, making the patient's condition and immune system poor.
Besides, our group of patients, the majority of people are over 60 years
old, accounting for 60.5%; Therefore, the patients will recover more
slowly after treatment.
The Quality of life score scale according to EORTC QLQ-CR29

Research by author Peng Juniji (2011): Early results of quality
of life in rectal cancer treatment in Chinese patients with EORTC
QLQ-CR29 scale. Of the 154 patients with an average questionnaire
completion time of 10 months, results were significant: incontinence
and loose stools were significantly higher in the radiotherapy group
than in the non-radiotherapy group with statistically significance (p =
0.002 and p = 0.001); but the sexual function of men and women in the
two groups was not statistically significant. Between the two groups
with ostomy and without ostomy, QLQ CR-29 showed that the
symptoms of defecation and fart were higher than in the anal group.
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And the author concluded that: With the addition of QLQ-C30,
EORTC QLQ-CR29 is a very useful questionnaire in assessing
patients treated for rectal cancer. Bowel function (loose bowel
movements and incontinence) is the main influencing problem in
quality of life with chemoradiotherapy before and after surgery.

Wojciech Nowak et al (2011) studied on the appropriateness of
guality of life assessment according to EORTC QLQ-CR29 for rectal
cancer in Poland. The results are noted: the difference in quality of life
between men and women is not statistically significant; have higher
scores in patients without ostomy such as: body feeling,
gastrointestinal leak in defecation symptoms. The study concluded that
this scale is valid and reliable, and is a standard tool to evaluate the
patient's Quality of life in the treatment of rectal cancer.

In the research by author Magaji Bello Arkilla (2015) on the
reliability and validity of EORTC QLQ-CR29 scale in colorectal
cancer in Malaysia; 93 cases were studied and evaluated according to
the tools QLQ-C30 and QLQ-CR29. The result was that, patients with
an ostomy had higher signs of symptoms including: bloody stools,
bloating, incontinence, perianal dermatitis and a lot of embarrassment
when replacing ostomy bag compared with patients without an man-
made anus (p <0.05); and there is no overlap between 2 scales QLQ-
C30 and QLQ-CR29. The conclusion is that this scale is the most
valuable and reliable compared to other rating scales.

CONCLUSIONS

Through the study of 85 patients with upper and middle rectal
cancer undergoing laparoscopic low anterior resection surgery at Hue
Central Hospital from February 2013 to September 2019, we came to
the following conclusions:
1. Clinical, subclinical characteristics and results of laparoscopic low
anterior resection in treatment of upper and middle rectal cancer
- Clinical characteristics:

+ Average age: 62.95 + 13.13; The sex ratio male / female = 0.89.

+ Function symptoms: fresh blood defecate (88,2%); anal pain
(4.7%). Physical symptoms: Semi-obstruction bowel (5.9%);
palpable tumor during rectal visits (34,1%).
- Subclinical characteristics:

+ Rectal endoscopy: Location of upper rectal tumor 65.9%;
middle rectal tumor 34.1%. Tumor lesion morphology: lumpy 87.1%;
degenerative polyps 7.1% and ulcer form 1.2%.



24

+ Endoscopic Ultrasound (37 cases): rectal wall invasion T3
(69.4%); T2 (16.7%); T4 (8.3%); T1 (5.6%) and mesorectal lymph
node metastasis N1 (61.1%); N2 (16.7%).

+ Abdominal CT scanner (76 cases): tumor size <5 cm (68.5%);
u>10cmis 4.1%; tumor invasion T3 (79.5%) and T2 (20.5%); lymph
node metastasis N1 (47.9%); NO (52.1%).

- Surgical results:

+ The rate of total mesorectal excision (TME) 60% and partial
mesoretal excision (40%).

+ The classic laparoscopic low anterior resection surgery is 75
cases (88.2%). There are 10 cases of taking specimen through natural
orifice (Hybrid Notes): 8 cases of anal passage (9.4%) and 2 cases of
vaginal passage (2.4%). The rate of anastomosis leakage is 8.2% and
the re-operation rate in the postoperative period is 4.7%.

+ Average hospital stay: 11.55 + 5.17 days. Rate of local recurrence
is 5.9% and liver metastasis 2.4%. The 5-year survival rate without
disease was 79% and the 5-year overall survival rate was 45%.

2. The patient's quality of life after surgery:
- On a scale of low anterior resection syndrome (Lars - score):

+ The rate of patients with no low anterior resection syndrome
is 58.3% and with the minor low anterior resection syndrome 41.7%.
Average score: 20.73 £ 6.03 (after 3 months).

+ This score improves over time (3 months, 12 months, 24
months) with no low anteior resection syndrome as 58.3%; 85.5% and
100% (p < 0.001), respectively.

- According to the EORTC QLQ-C30 scale:

+ General Health score increases over 3 months, 12 months and
24 months respectively to 52.84; 56.90; 57.83 respectively and
statistically significant (p = 0.001).

+ The scores of Functions and Symptoms (except for physical
function; insomnia and anorexia symptoms) differ and have statistical
meanings with p < 0.01 and p < 0.05.

- According to the EORTC QLQ-CR29 scale:

+ Symptoms score: Frequent urination during the day;
abdominal pain; mucus detected in the stool; feeling of dry mouth; hair
loss; carminative continence; defecation incontinence; defecation at
night; The complexity of defecation in many times are different over
time which has statistical meaning with p < 0.05.
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