PAT VAN PE

Piéu tri ung thu thuc quan (UTTQ) van 1a mot van dé khé khin
phirc tap, thuong phoi hop 3 phuorng phap: hoa tri, xa tri trong do phau
thuét 1a phuong phap diéu tri chu yeu Phiu thuat UTTQ phai dat dugc
nguyén tac la cat thyc quan rong ri va nao vét hach rong. Tinh trang di
can hach rat khac nhau phu thudc va vi tri khéi u nguyén phat, xu
hudng phat trién ctia kh6i u va sy lwa chon khu vyc nao vét hach. Su
phat trién cua hach trong UTTQ dugc phat hién ¢ ba viung: ving cd,
trung that va vung bung. Phau thuat cat thuc quan nao vét hach rong rai
co ty 1& song trén 5 ndm cao hon hén so voi nhitng bénh nhan chi cét
thuc quan don thuan.

Tt nhimg nam cudi thé ky 20 phau thuat noi soi (PTNS) da duoc ap
dung dé diéu tri UTTQ véi cac phuong phap nhu m6 mo. Cac két qua
sém déu khang dinh PTNS c6 nhiéu vu diém hon so v6i mé mo: giam
dau, thdm my, giam duoc bién chimg dic biét 1a bién chung ho hap Vian
dé con dang duoc thao luan 1a PTNS c6 dat duoc yeu cau cua phau thuat
ung thu hay khong dac biét la van d& nao vét hach va thoi glan song thém
sau mo. Tai Viét nam, cit thyc quan nodi soi diéu tri UTTQ véi tu the sip
nghleng 30° dwoc mo ta va ap dung lan dAu tién bai Pham Birc Hudn tai
bénh vién Viét Dac ndm 2006. Cac phau thuat vién khéc thuong s
dyng tu thé nam sap, nghiéng trai 90°. Chinh vi vay t6i thuc hién dé tai
nhim muyc tiéu:

1. Mé ta dic diém lam sang va cdn lam sang cua nhom bénh nhan UTTQ
dwoe phau thudt ndi soi cdt thue qudn va nao vét hach rong hai vimg
(nguc-bung).

2. Ung dung phau thudt cat thuc quan ngi soi nguc bung tiw thé nam
sap nghleng 30" va nao vét hach rong hai ving.

3. Ddadnh gza két qua ciia phdu thudt noi soi cdt thire qudan va nao vét
hach rong hai ving.

Nhitng dong gop mdi ciia lugn dn:

PTNS long nguc tu thé nam sap, nghiéng trai 30° 1a mot cai tién cua
nhom nghién ctru: véi tu thé va cach dit trocart di gitip cho viéc trinh
bay truong mo mot cach rong rai, giai phong thuc quan va vet hach
thuén loi, the hién PTNS la mot phuong phap an toan, kha thi, tai bién
trong m thap
- Truong mo thuan loi nén chi can cac dung cu md ndi soi thong

thuong, khong can dén cac dung cu ndi soi chuyén dung dat nen

- Buong md bung nho co 2 loi diém: St dung céac dung cu tao ong da

day nhu mo mé, khong phai st dung dung cu ndi soi tao ong da day



nhu céc tac gia khac rat dat tién va van dat dugc cc uu diém cua phau
thuét ndi soi.

- Két qua s6m cho thiy tinh kha thi, tinh an toan va hiéu qua cua phau
thuat noi soi 1dng nguc va 6 bung diéu tri ung thu thyc quan. Kha
nang nao vét hach tuong duong mé md, tai bién 0%, blen chung sau
mo thap trong s6 do 2 bién chung thuong gap 1a ho hap va ro miéng
n01 tir vong sau mo 0%.

- Két qua xa cho thdy PTNS cit TQ da mang lai chat 1uong cudc song
cho ngudi bénh va kéo dai thoi gian song sau md. Yéu té anh hu’orng
dén thoi gian séng sau mo 1a do biét hoa ciia md bénh hoc va giai
doan bénh

Céu triic ctia luin 4n

Luén an dai 146 trang bao gdm: Pat van dé 2 trang, Tong quan 42
trang, Pbi tuong va phuong phap nghién ctru 20 trang, Két qua nghlen

ctru 31 trang, Ban luan 49 trang, Két luan 2 trang. Trong lun an co 80

bang, 10 biéu do, 25 hinh minh hoa. Tai liéu tham khao co 274 tai ligu

tham khao, trong d6 33 tai li€u Tiéng Viét, 240 tai liéu Tiéng Anh.

Ngoai ra bénh &n con c6 cac phan muc lyc, danh muc céc chit viét tat,

danh myc bang, danh myc bi€u d6, danh muyc hinh, mau bénh 4n nghién

ctru, phu luc, phiéu ddng y tham gia nghién ctru, danh sach bénh nhan
nghién ctru.
Chuongl
TONG QUAN

1.1. Giai phiu thue quan.

1.1.1. Hinh dang, vi tri, kich thuéc thue quén.

Thyc quan la doan dau cua 6ng tiéu hoa, ndi hiu véi da day. O
nguoi 1on, chi€u dai thuc quan vao khoang 25cm.

1.1.2. Cau triic mo hgc cia thuc quén.

Vé chu trac md hoc, thanh thuc quan c6 4 16p:
- Lp niém mac: gdm 16p biéu mo vay, khong sung hoa.
- Lop dudi niém mac: la mo lién két long 1éo nhung bén chic.
- Lop co thyc quan gdm 16p co vong va co doc.
- Ldp vo: 16p vo 1a mot t6 chirc lién két 1ong 1éo d& boc tach.

1.1.3. Mach mau va thin Kinh chi phoi.

Dong mach phan cb va phan nguc trén quai dong mach chu, thuc quan

duoc cp mau boi dong mach gidp dudi. Phan thyc quan nguc dudi quai

dong mach chu: dong mach phé quan phai, trai. Phin thuc quan bung
duoc cip mau boi dong mach hoanh dudi trai.

Tinh mach: h¢ thong tinh mach thyc quan xuét phat tlr cdc mao mach,

toa ra trén thanh thyc quan 2 dam 16 tinh mach, dam rdi dudi niém mac

va dam rdi tinh mach canh thuc quan.
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7,3 months.
- Factors affecting postoperative survival time include: Degree of wall
invasion, and degree of lymphatic metastasis.
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1. Clinical and subclinical features.

- Mostly occur in male patients (99,2%), average age: 55 + 9 years old.

- Duration of disease is short, at 2,2 + 1,5 months, main symptom of
esophageal cancer, difficulty swallowing, occurs in 77,67% patients.
Patients having co-existing diseases account for 26,3%. Results of
anatomical pathology show 100% squamous cell carcinoma

- Diagnosis capability of X-ray is 91,5% of which 69,4% are excavated
images. Most of esophageal endoscopic image show nodular tumor, at
67,8%. CT scan detects 13,5% of lymphatic metastasis. Correct
diagnosis of Stage T by endoscopic ultrasonography is 87,6%, and
detection of lymphatic metastasis is 35,2%.

- Tracheal and bronchial endoscopy show 2,5% of patients having
tracheal and bronchial suppression but no invasion in operation.

2. Application of thoracoscopic-laparoscopic esophagectomy in 30°

leaning, prone position and two-field extensive lymphadenectomy.

Thoracoscopy in 30° tilt prone position and extensive
lymphadenectomy is an improvement of the research team: Posture and
placement of trocar help achieve a wide surgical site, expose esophagus
and facilitate easy lymphadenectomy, which show that endoscopic
surgery is a safe and feasible method with low risk of complication
during operations:

- Mean operating time is 320,5 £15,4 minutes (210+420 minutes),
average blood loss is 150ml.

- Intraoperative complication. None.

- There is no case of death during operation.

- Mean number of nodes dissected: 25,2 + 7,6 nodes

3. Results of surgery

Thoracoscopic-laparoscopic esophagectomy in 30° leaning, prone
position and two-field extensive lymphadenectomy is feasible, safe and
effective. Meeting requirement of treatment of cancer.

3.1. Early results.

- Surgical features: Meant time on a ventilator: 22,3 + 4,1 hours.
Median length of stay is 9 days. Mean flatus time: 61,1 + 14,5 hours.
Time of thoracic drainage removal: 6 + 1,5 days.

-Low risk of postoperative complications 6,8% respiratory
complication; 0,85% chyle fistula; 6,8% anastomotic leakage; 10,1%
anastomotic stricture. There is no case of death after operation.

3.2. Remote results.

- Postoperative quality of life. 16,9% good, 79,7% average, and 3,4%
bad.

- Postoperative survival time is remarkably improved. One-year overall
survival rate is 91,2%; Two-year overall survival rate is 71%; and
three-year overall survival rate is 58,9% Mean survival time is 34,2 +

H¢ bach huyét: ¢6 hai mang ludi bach huyét, mot & dudi niém mac va
mét ¢ 16p co.
Thén kinh: than kinh chi phdi 12 hai day than kinh X va than kinh giao
cam.
1.2. Giai phiu hach thuc quan.
1.2.1.Nhém hach cb.
Vung 1 : Nhém hach thudc xuong ham dudi va ving cam.
Vung 2 : Chudi mach canh (c6 sau).
Vung 3 : Hach TM cénh trong.
Vung 4 : Hach ¢ sau co vai méng
Vung 5 : Tam gidc sau ¢ sau co uc don chiim.
Vung 6 : Hach lién quan tuyen giap.
Vung 7 : Hach lién quan dén khi phé quan thuc quan.
Trong UTTQ chung ta chi quan tdm dén vi tri s6 VI, VIL
1.2.2.Nhém hach trung that
Hiép h01 quoc te vé ung thu phdi (IASLC) nam 2009, dua ra
ban db hach trung that nhu sau:
- Nhom hach trén xuwong don (1).
- Nhom hach trung thit trén (2-4).
- Nhom hach dong mach chu (5-6).
- Hach trung that dudi (7-9).
- Nhom hach rén phéi, thity phdi va phan thiy phdi.
1.2.3.Nhém hach bung.

Theo Hiép hoi thuc quan Nhat Ban (Japanese Society for esophageal
Diseases: JSED), hach bung chia thanh cac nhoém nhu sau: 1: canh tdm
vi bén phai, 2: canh tdm vi bén trai, 3: hach bo cong nho, 4: hach bo
cong 16n, 5: hach trén mon vi, 6: hach du6i mon vi, 7: hach canh mach
vi trai, 8: hach doc dong mach gan chung, 9: hach thén tang, 10: hach ron
lach, 11: hach doc dong mach, 12: hach cudng gan, 13: hach sau dau
tuy, 14: hach doc bé mach mac treo trang trén, 15: hach dong mach dai
trang gitra, 16: hach quanh dong mach chii bung, 17: hach mit trudc dau
tuy, 18: hach bo dudi tuy, 19: hach dudi co hoanh, 20: hach khe hoanh.
1.3. GIAI PHAU BENH.

Phén bb vi tri kh01 u: UTTQ 1/3 gitra va 1/3 dudi gap nhiéu nhit.

Hinh anh dai thé: trén 98% UTTQ la ung thu biéu mé, dugc chia lam

2 loai:

Thé kinh dién: thé sui, thé loét, thé thAm nhiém q

Ung thw sém: loai I - thé 161, loai II - thé phang, loai III - thé loét.

Hinh dnh vi thé. ,

- Ung thu bieéu mo vay: trén 90% chia thanh 3 loai: rat biét hoa, biét hoa
vira, it biét hoa.
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- Khéc: ung thu biéu md tuyén, ung thu té bao héc td, sarcom.
1.4. Phan loai giai doan UTTQ.
- Phan loai giai doan theo TNM.
- Phan loai giai doan theo JSED (Japanese Society for esophageal
Diseases: J SED).
- Phén loai giai doan theo WNM.
1.5. Chén do4n UTTQ
Chén do4n 1am sang: d4u hiéu 1am sang quan trong va thuong gap
nhét trong UTTQ 1a nudt nghen Ngoa1 ra gdp cac dau hiéu khac: gay
stt can, mét moi, dau ngyuc, n6n mau, khan tiéng. ..
Can 1Am sang
- Chan doan X quang: hinh khuyet ) dong thudc, hinh thiu kinh
- Chén doan ndi soi: noi soi va sinh thiét cho chan doan xac dinh.
- Chan doan mo bénh hoc va té bao hoc: tiéu chuan vang
- Chup cit lop vi tinh : danh gla mirc d6 xam l4n u, hach, di cin xa
- Siéu am noi soi: xac dinh mirc 6 xam lan thanh va di can hach, tir
d6 danh gia kha nang citu
- Chup cit 16p phong xa positron (PET — Scan): d4nh gia di cin xa, tai
phat
Soi khi phé quan: phat hién xam 1an khi phé quan
1 .6. Piédu tri UTTQ.
X quang thyc quan can quang, ndi soi
thuc quéan, giai phau bénh, siéu 4m qua

|
¥ ¥ ! ! 3
iai iai Giai doan j§ Giai doan | Giai doan
IB-111B I1IA (T4) IV

cit thuc

noi soi thuc

v Hoa Xa tn
Didu tr1 ho Cham soc

Hinh 1.1: Lwoc d diéu tri ung thr thue quén
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4.3.2.3. Factors affecting postoperative survival time.

o Age: We define 3 age groups: 35-49 years old, 50-59 years old and >
60 years old. Research results show that mean postoperative survival
time of patients of 35-49 years old, 50-59 years old and > 60 years
old groups is 18 + 8 months, 13 + 8 months, 14 = 10 months
respectively. Patients of 35-49 years old group have longer mean
postoperative survival time than those of other groups. However, this
difference does not have statistical significance at p=0,28.

o Tumor location: In our research, rate of survival of patients having
tumor in the middle third is 15 + 9 months, and that of patients having
tumor in the lower third is 15 = 9 months. This difference does not
have statistical significance at p=0,71. Prognosis of tumor location has
not been confirmed as related to postoperative survival time.

o Degree of wall invasion of tumor: Rate of survival by wall invasion
of tumor Tis and T1, T2, T3 is 17 & 8 months, 14 + 9 months, 13 + 10
months. This difference has statistical significance at p=0,01. This
result is similar to that of Pham Duc Huan and Do Mai Lam. Degree
of wall invasion of tumor is one of the prognosis factor of survival
time of esophageal cancer patients.

e Degree of lymphatic metastasis Rate of survival by degree of
lymphatic metastasis NO, N1, N2 is 18 £ 9 months, 14 = 10 months,
14 + 7 months. This difference is of statistical significance with
p=0,03. Our research result is similar to that of other authors.

o Degree of differentiation of histopathology: Rate of survival by
differentiation of histopathology at high, medium and low degree is 16
+ 8 months, 14 £ 9 months, 14 = 10 months. This difference does not
have statistical significance at p=0,21. However, in many other
researches, the degree of differentiation of cancer has a significant
effect on postoperative survival time.

o Disease stage: Degree of wall invasion and lymphatic metastasis are
two of the three factors used in classifying disease stages and are
important prognosis factors acknowledged by most authors. Distant
lymphatic metastasis is also considered as distant metastasis, and has
bad prognosis. Therefore, the later disease stage is, the worse
prognosis is. Rate of survival of patients at Stage I, II, Il is 14 + 8
months, 15 + 10 months, 14 £ 9 months respectively. This difference
does not have statistical significance at p < 0,35. Perhaps because our
follow-up time is not long enough to have an overall assessment of the
stage factor.

CONCLUSIONS
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Chyle fistula: The rate of leakage of thoracic duct after esophagectomy
is 0,4%-2,7% and mortality rate may reach 50%. Compositions of chyle
fluid are leukocytes, fat, protein and electrolytes. In average, amount of
chyle flowing through thoracic duct is 2-4 liters. Prolonged loss of
chyle shall result in malnutrition and immunodeficiency status leading
to systemic infection. In our research, there is one patient having
thoracic duct injury; this patient receives a one-month medical
treatment with an average daily discharge of 900ml. We decide to
perform surgery again by right-sided thoracoscopy and find thoracic
duct injury at D5 location, with a white fluid flow. We place clips and
stitch around the injury. The patient recovers and is discharged from
hospital after 2 weeks of further treatment.

Anastomotic stricture: There are 2 types of anastomotic stricture:
benign and malignant (often due to recurrence). In this research, we
only focus on benign anastomotic stricture. Benign anastomotic
stricture is the condition in which the diameter of esophageal
anastomosis after surgery is < 12 mm and the result postoperative
anatomical pathology is benign. Main treatment method is endoscopic
esophageal dilation.
Williams et al. record a rate of progression of 77% of patients after 2
times of esophageal dilation. Meanwhile, van Heijl et al. report an
average time of esophageal dilation of 5. The rate of anastomotic
stricture in our research is 12 (10,1%), and the rate of esophageal
dilation is 6 (5%), mean duration of anastomotic stricture 3 =*1,5
months, and the highest time of esophageal dilation is 4.

4.3.2. Remote results.

4.3.2.1. Postoperative quality of life.

We sort quality of life after esophagectomy by Karnofsky index with
some adjustments for convenience of calculation. Based on this scale
point, 20 (16,9%) patients have good quality of life, 94 (79,7%)
medium and 4 (3,4%) bad.
4.3.2.2. Postoperative survival time.

One-year overall survival rate is 91,2%; Two-year overall survival
rate is 71%; and three-year overall survival rate is 58,9%; Mean
survival time of patients is 34,2 + 7,3 months. The research of Smithers
et al. records a 5-year survival rate of 85% for Stage I patients, 33% for
Stage IIA patients, 37% for Stage IIB patients and 16% for Stage III
patients. Overall survival rate of our research is similar to that of Chen
B’s research, in which one-year overall survival rate is 89,0% and two-
year overall survival rate is 67,0%. However, in terms of three-year
overall survival rate, our result is similar to that of Miyasaka: three-year
overall survival rate is 71,5%. According to Luketich’s research, 40-
month overall survival rate is nearly 40%.

1.7. Ung dung phiu thuit cit thwe quéin ndi soi.
1.7.1. Lich sir phiu thuat ndi soi diéu tri UTTQ.
1.7.1.1. Trén thé giéi.

Luén 4n trinh bay nhiéu nghién ciru 4p dung PTNS diéu tri UTTQ.
Céc nghién ctru cho thiy ty 18 tai bién va bién ching & nhém PTNS cit
thuc quan thap hon dang ké so v6i md mo
1.7.1.2. Tai Viét Nam.

Luén 4n trinh bay nhiéu nghién ctru 4p dung phau thuét noi soi diéu
tri ung thu thyc quan ¢ Viét nam. Cit TQ qua ndi soi ngyc, tu thé nam
sdp, nghiéng trai 30° va nodi soi 6 bung dugc tac gia Pham Ptrc Huan mo
ta va ap dung lan ddu tién tai Bénh vién Viét Dirc. Cac phiu thuat vién
khac thuong sir dung tu thé nim sip, nghiéng trai 90°. Cac nghién ctru
déu cho théy PTNS cit TQ ¢6 nhiéu wu diém: giam dau, nhanh hdi
phuc, it bién ching ho hip...Tuy véy, két qua xa vé mat ung thu nhu
kha ning cit TQ rong, vét hach va dic biét thoi gian sdng sau md con 1a
vén dé duoc ban luén.

1.7.2. Tu thé phiu thuit trong ndi soi ngure phai.

Hién nay trén thé gi6i ¢6 hai tu thé chinh trong ni soi nguc phai: tu thé
nghiéng trai 90 d6 va tu thé sdp. PTNS nguc phai voi tu thé sép tot hon tur
thé nam nghiéng trai vé tinh trang ho hip, luong mau mét, ting sé lugng
hach, khong c6 khac biét vé ty 1€ tir vong, bién ching sém, ty 1€ ro miéng
ndi, rd dudng chip, tén thuong than kinh quit nguoc thanh quén, thoi gian
mb, thoi gian nim vién. Chung t6i cai tién tu thé nay thanh tu thé sap
nghiéng 30 do. Dic diém cia tu thé nay gan gidng véi tu thé nam sip chi
cai tién 1 ké mot gdi don doc theo b sudn phai dé nang toan bd phan nguc
va bung bén phai cua bénh nhan 1én khoang 30 do.

C6 thé néi tu thé sép nghiéng 30 d6 duoc tac gia Pham Duc Huin
cong bd 1an dau tién nam 2006 ¢ wu diém hon tu thé sip.
1.7.3.Nao vét hach trong phiu thuat UTTQ.
1.7.3.1.Pic diém di cin hach trong UTTQ.

- UTTQ c6 ty 1€ di can hach cao.
- Ty 1€ di can hach cd thép trong UTTQ.
Tai phat hach ¢ thap sau phau thuat cat thuc quan.



1.7.3.2.Cac phiu thuit nao vét hach trong diéu tri UTTQ.

e Nao vét hach hai viing

- Viing trung that: hach tir ngd ba khi phé quan cho dén khe hoanh.

- Ving bung: gdm nhitng hach than tang va nhanh cta né (trr mach

lach), va hach doc tinh mach cira

e Nao vét hach ba vung: gom nhng hach hai vung cong them hach
doc dong mach lach, hach doc than kinh quit nguoc, ving nén cd.

* Nao vét hach hai vung rgng: 1a nao vét hach hai vang chuén két hop
v6i nao hach ving trung thét trén (hach doc khi quan hai bén).

Hinh 1.2: Nao hach trung that tiéu chuin (trai) va nao hach trung
that mé rong.

1.8. Két quan phiu thuit ndi soi diéu tri UTTQ.

- Thoi gian md: PTNS cit thuc quan trong diéu tri UTTQ va két qua kha
t6t vé thoi gian md, tham chi mot sd két qua con tt hon so voi phau
thuat md mo truyén thong.

- 86 luong hach: PTNS cho két qua tuong duong vé s6 luong hach
giita phau thuat noi soi va phau thudt mé mo truyén thong Tham chi
6 nghién ctru so sanh gita md noi soi va md mo thdy sb lwong hach
trong mo ndi soi con cao hon so véi mo mo.

- Bién chimg sau md: nhidu nghién ctru chi ra ring phau thuat md mo
¢6 ty 1& bién chimg ho hip twong ddi cao 15-20%. PTNS c6 lam
giam bién chimg hd hdp so voi phiu thuat mé mo hay khong thi
van 1a van dé con nhiéu tranh cii. Tuy nhién, hau hét cac nghién
ctru chi ra rang PTNS c6 ty 18 bién ching ho hép thép hon so véi
phau thuat md mé.

- Két qua xa: PTNS cho nhing két qua séng sau mé twong duong voi
mo mo.
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Our research on 118 patients show that length of stay has a median
of 9 days. We have a patient with thoracic duct injury and chyle fistula
and have to stay in hospital in 42 days. Endoscopic surgery has
outstanding advantages over open surgery in terms of length of stay.
However, there is no research clearly proving the difference between
90 degree left learning position and prone position in esophageal
cancer surgery.

- Death after surgery: In our research, there is no case of death after
surgery. This is lower than the rate of death within 30 days after
surgery of authors in and out of Vietnam, for example: The rate of
Tri¢u Triéu Duong is 1,45%, and Luketich 1,68%. There are a number
of researches comparing the rate of death after surgery of endoscopic
surgery and open surgery in treatment of esophageal cancer, and most
of the researches agree that the rate of death after surgery of
endoscopic esophagectomy is lower than that of open surgery
esophagectomy. Gao’s research shows that rate of death after surgery
of endoscopic surgery is 2,1%, and that of open surgery
esophagectomy is 3,8%.

4.3.1.2. Postoperative complications:
Respiratory complications: Are complications common after
esophagectomy and are considered as main causes of 50% - 60% of
cases of death after esophagectomy. In our research, there are 8 (6,8%)
patients having postoperative respiratory complication. Rate of
respiratory complication of our research is similar to that of Chen B
(9,2%), lower than Miyasaka (32,4%), and higher than Palanivelu
1,54%.
Injury to recurrent laryngeal nerve: Vocal cord paralysis is a common
complication after dissection of esophageal cancer, with the rate varies
from 5% - 60%. Paralysis may affect one or both vocal cords, resulting
from injury of recurrent nerve during operation. Common clinical
symptom is hoarseness. In addition, there are a number of other
symptoms, such as coughing, difficulty swallowing, reflux. Most of the
patients can recover. In our research, there are 2 (1,7%) patients having
postoperative hoarseness. As of December 2017, these 2 patients were
still alive, hoarseness ended and no tumor recurrence was detected.

Anastomotic leakage: According to Raymond D, there are various

factor affecting anastomotic leakage: Joining technique, location of

anastomosis, location and selection of tube for esophageal replacement.

In our research, there are 8 (6,8%) cases of anastomotic leakage in neck

after surgery and are treated successfully by widening incision,

changing bandage daily, draining effectively, stopping eating via
mouth, and feeding through jejunostomy tube. This rate is similar to

that of Pham Duc Huan’s research, at 7,1%.
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placing double-lumen Carlens tube and pumping endotracheal cuff too
much, or when large tumors suppressing trachea and bronchi causing
difficulty in intubating. Regarding surgeon, the injury may occur while
using unipolar electrocauter or ultrasonic surgical aspirator causing heat
or direct impact during dissection. Other causes include anastomotic
leakage resulting in abscess causing tracheal leakage (caused by gastric
or other secretions). Of the 118 patients of our research, there is no case
of tracheal and bronchial injury.

4.2.9 Death during operation.

Esophagectomy is still a complicated surgery, requiring good
capabilities of surgeons and anesthesiologists. In our research, there is
no case of death during esophagectomy. This is explained by capability
of surgeons and of anesthesiologists, procedures of diagnosis and
possibility of operation.

4.2.10. Preoperative chemotherapy and radiotherapy.

In our research, there are 15 (12,7%) patients receiving preoperative
chemotherapy and radiotherapy, and having preoperative diagnosis with
stage T3N1MO or T4. It is found that: There is no case of death after
surgery, no case of respiratory complication, 1 case of anastomotic
leakage, 1 case of costochondritis at the positioning location for
radiotherapy. 10/15 cases show that results of preoperative
chemotherapy and radiotherapy are complete response (postoperative
anatomical pathology finds no cancer cells)

4.3. Postoperative results.

4.3.1. Early results.

4.3.1.1. Postoperative progress.

- Time for recovery: thoracoscopic surgery is a minimally invasive
surgery so it helps reduce postoperative pain, time on a ventilator, risk
of respiratory complications, and recovery time after surgery.
Smithers et al. find that time in intensive care of patients receiving
esophagectomy for treating esophageal cancer (324 patients) is shorter
than that of patients receiving open surgery (114 patients), 19 hours
and 23 hours respectively, p = 0,03. Research of Wang et al. show a
similar results with p=0,048. However, in many of other researches,
the difference between time for recovery of open surgery and
endoscopic surgery does not have statistical significance. Time for
recovery in our research is 36 £ 12,2 hours, which is similar to that of
other researches in Vietnam and in the world.

Length of stay: Just like time for recovery, length of stay is one of
criteria for assessing advantage of endoscopic surgery. Comparison of
length of stay of endoscopic surgery and open surgery. Gao researches
on a group of open surgery (12,6 days) and endoscopic surgery (17,5
days) and find a difference of statistical significance p<0,01.

Chuong 2
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. P6i twong nghién ciru.

2.1.1. Tiéu chuin chon bénh nhén.

- Pugc md cit thuc quan ndi soi nguc va bung tu thé sap nghiéng 30°.

Nao vét hach rong hai ving.

- C6 két qua giai phdu bénh sau md 1a T3NXMO.

- PTNS thanh cong hodc chuyén mb ma vi cac 1y do khac nhau.

- Bénh nhan chua dugc hodc dugc hoa chat va xa tri tién phau.

2.1.2. Tiéu chuén loai trir.

- Tudi trén 75 hodc bénh Iy toan than ning: suy gan, suy than, suy ho
hap ning, suy tim...

- Khong c6 két qua giai phau bénh vi thé 1a UTTQ.

- UTTQ nhung khéng duoc diéu tri bang phau thuat cit thuc quan.

- UTTQ cb, UTTQ nguc 1/3 trén, ung thu tdm vi hoac nhiing truong
hop phéu thuét cit thyc quan nhung khong tao hinh thyc quan bang
ong da day.

- Bénh nhan phan loai ASA-PS > 3 (ASA-PS la H¢ théng phan loai
tinh trang bénh nhan theo Hiép hoi cac nha Gay mé Hoa Ky).

- Bénh nhéan co tién su phau thudt mo ving nguc phai.

Bénh nhén c6 tién st phau thuat mo ving bung trén.

2.2. Phuong phap nghién ciru.

2.2.1. Loai hinh nghién ciru: M6 ta tién ciru, theo ddi doc.

2.2.2. Chon miu nghién ciru.

Cong thitc:  n=Z%.qn. p(l—;p)

d

N=82,19.

S6 mau du tri: it nhat 83 bénh nhan.

2.3. Phwong phap phau thuat.
2.3.1. Lua chon va chuén bi truée md .
% Bénh nhan dugc lam ddy du xét nghiém trudc md bao gdm xét
nghiém chan doan UTTQ va cac xét nghiém danh gia kha ning phiu
thuat: chtcc nang ho hép, chtic nang tim mach, chirc nang gan, chirc
nang than. Bénh nhan dugc tip vat 1y tri liéu vé ho hép, duoc nuoi
dudng néu suy kiét
« Bénh nhan va nguoi nha duge giai thich ky vé tinh trang bénh, kha
ning mo xé, nguy co tai bién co thé xay ra trong va sau khi md.



2.3.2. Quy trinh phiu thuit.

Thi ndi soi ngue:

- Bénh nhan nam sap, nghiéng trai 30°, dat Carlene lam xep phdi phai,
st dung 4 trocart.

- K§¥ thuat: thit va cit quai TM don, DM phé quan phai. Cit day ching
tam gidc phdi phai, md mang phdi trung that. Phau tich va dit clip cac
mach mau cia thuc quan, vét hach trung that quanh thuc quéan va khéi
hach duéi chd chia khi phé quan thanh mét khdi duoc thuc hién véi
ky thuat nang, ddy thuc quan dé tao truong md. Cac hach trung that
duoc léy bo cung véi thyc quan thanh mot khéi: hach canh thuc quan,
hach canh khe hoanh, hach nga ba khi phé quan, hach canh dong mach
chu, hach rén phdi hai bén. Ching t6i ciing 1y thém nhom hach & doc
hai bén khi quan (hach canh than kinh quat ngugc phai va trai). Luu ¥
tranh 1am ton thuong day than kinh quit nguoc thanh quan.

Thi noi soi bung

- Chung t6i1 dat 5 trocarts.

- Giai phong da day, bao ton cung mach vi mac ndi _phai, mén vi. Thét
va cit mach vanh vi va vi mac ndi trai. Cac hach can nao vét: nhom 1,
3,4,8a,12a,7,9, 11p.

- Téch roi hoan toan thyc quan bung khoi khe hoanh, cit mé rong khe
hoanh.

Thi ¢6 tréi.

DPuong rach ¢d chir J bo trude co e don chiim trai. Phau tich cit doi
thyc quan c6 ngang mirc by dudi tuyén giap dong dau dudi thuc quan
va kéo toan bo thue quan xudng bung.

Tao hinh 0 ong da day.

M6 nho 5 cm dudi mili (e, tao hinh 6 ong da day bing may cat thang
LC 75mm. Dua 6 ong da day 1én ¢ qua trung that sau va 1am miéng ndi
thuc quan ong da day tan bén (tan-tan) mot 16p vét chi don so 3.0.

2.4. N§i dung nghién ciru.

2.4.1. Lam sang va cin lam sang.

- Pic diém bénh nhan: tudi, gibi, tién su, thoi gian mic bénh...

- Triéu chtng 1am sang: nudt nghen, sut can, dau nguc, khan tiéng.

- Nbi soi thuc quan: vi tri u, hinh anh u (u sui, loét, thAm nhiém; chit
hep); két qua sinh thiét.

- Chup cit 16p vi tinh: vi tri, hinh anh u, danh gia xam l4n dong mach
chii theo Picus, danh gia xdm 14n khi phé quan (KPQ), di cin hach.

- Siéu 4m ndi soi: mirc d6 xam 14n thanh, hach di can.

- Po chirc ning hd hip: danh gia chirc ning ho hip
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However, this is just a guess, there is not enough evidence to prove that
the number of nodes dissected in the prone position is more than the left
leaning position.

4.2.6. Pyloroplasty during operation.

Currently, there are lots of conflicting report on whether to conduct
pyloroplasty. Some authors argue that while cutting esophagus, the
vagus nerve is also cut, resulting in postoperative gastroparesis. As
such, the rate of anastomotic leakage may be caused by gastroparesis. A
number of authors recommend conducting pyloroplasty while shaping
esophageal tube from gastric tube.

Recent research show that pyloroplasty using gastric tube is not
necessary, and that complication at anastomosis or gastroparesis do not
relate to pyloroplasty. Even in some cases pyloroplasty results in
dumping syndrome and bile reflux later on. However, in our research,
the rate of esophageal reflux is 40%, and rate of gastric fluid retention
or dilated stomach is 32,2%. We can not confirm whether pyloroplasty
has any impact on complications after esophagectomy.

4.2.7. Opening jejunum for feeding.

In this research, we open jejunum for feeding all patients receiving
endoscopic esophagectomy. Opening jejunum brings about lots of
benefits for patients: Feeding via opened jejunum 48 hours after
operations, or feeding in case of anastomotic leakage.

4.2.8. Intraoperative complication.
4.2.8.3. Bleeding.

All research agree that laparoscopic and thoracoscopic
esophagectomy helps reduce blood loss.

In the thoracoscopic stage, dissection of esophagus and nodes is
conducted carefully, resulting in insignificant blood loss. However, in
case of complication of large blood vessels, such as azygos vein,
pulmonary vein, thoracic aorta, etc., treatment by endoscopic tools shall
be difficult, and it is normally necessary to switch to open surgery. In
case of switching, it is easier to perform surgery if the patient is in left
leaning position.

In laparoscopic stage, if bleeding compilation occur during
dissection of coeliac nodes, treatment by endoscopic tools shall be
difficult, and it is normally necessary to switch to open surgery.
Especially, injury to right gastroepiploic artery shall cause anemia in
gastric tube and anastomotic leakage later on. In our research, the
amount of blood loss is 150ml, and there is no case of bleeding which
require switching to open surgery.
4.2.8.4. Tracheal and bronchial rupture.

Injury to bronchus and trachea are caused: by anesthesiologist and
by surgeon. Regarding anesthesiologist, the injury may occur while
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tube like other authors, which is very expensive, while still maintaining
advantages of laparoscopic surgery. Stomach is the most chosen part
for regenerating gastrointestinal circulation after removal of esophagus.
As the stomach receives good blood supply and is long enough for
creating anastomosis in chest or neck, and there is only one
anastomosis, resulting in short operative duration, suitable for
complicated surgery. After releasing the duodenum and intestinal
mesenteric to the maximum, it is possible to bring the stomach up to the
base of the tongue, especially when forming with a small stomach tube.
4.2.3. Operating time and blood loss.

Mean operating time is 320,5; the shortest operating time is 210
minutes, and the longest 420 minutes. Mean operating time of
thoracoscopic stage is 109,4 minutes, of laparoscopic stage is 108,7
minutes, of neck and anastomosis stage is 96 minutes, which are similar
to that of Nguyen, longer than that of Palanivelu (220 minutes) and
Chen B (270,5 minutes), and shorter than that of Luketich and
Miyasaka (482 minutes). Operating times of Luketich and Miyasaka are
that long maybe due to the fact that they shape gastric tube completely
by endoscopic techniques. The amount of blood loss during operation is
insignificant, about 150ml.

4.2.4. Switching to open surgery.

In our research, the rate of switching to open surgery is 0,8%, due to
difficulty in removing pleural adhesion. We open a Scm incision at 5th
intercostal space to remove adhesion to create space in pleural space,
and then continue to place trocars as usual. In our experience, pleura
rarely adheres wholly, only in some locations. Therefore, while
operating patient with pleural adhesion, we recommend opening a Scm
incision at Sth intercostal space to remove adhesion. After achieving
sufficient operative space, continue to place trocars as usual.

4.2.5. Number of nodes dissected during operation.

Our average number of nodes dissected during operation are:
Thoracic nodes 14,3 (5-30), abdominal nodes 12,9 (5-21), total: 25,2
(13-45,2).

In the research of Smithers BM, the number is 11. In the research of
Osugi, the number is 34.1 £ 13.0. Iwahashi et al. compare 46 patients
receiving open surgery esophagectomy and 46 patients receiving
endoscopic esophagectomy and find that the difference in the number of
nodes dissected does not have statistical significance.

Researches show that the number of nodes dissected in the prone
position is equal and higher than that in left leaning position. This may
be due to the fact that surgical site in prone position is wider, esophagus
is exposed more obviously, allowing dissection of more nodes.

2.4.2. Ung dung phiu thuit.

- Pic diém phau thuat: thoi gian phau thut, lvong mau mat, ty 1&
chuyén md..

- bic dlem phau thuat d6i véi bénh nhan héa Xxa tri tién phau.

- Tai bién trong phiu thuat: tir vong trong md, chay mau, rach khi phé
quan.

2.4.3. Két qua sau mo: dién bién sau md, két qua sém, két qua xa

Chuwong 3
KET QUA NGHIEN CU'U

3.1.LAm sang va cin 1am sang.

- Pic diém bénh nhén.

- Gigi: TyleNam/Nu 117/ 1.

- Tubi: Tubi trung binh 1a 55 + 9 (35+69) tudi, trong do lira tudi chiém
ty 1¢ cao nhat 1a 50-59 tudi (55, 9%).

- Bénh Iy phéi hep: Bénh ly phdi hop: cao HA, Goute, dai thao
duorng - trong d6 cao HA chiém ty 1& cao nhét 12,7%.

- Mot s0 yéu to nguy co: 68,6% bénh nhan lién quan dén uong ruQu va
71,2% lién quan hut thuoc trong d6 ty 1¢ bénh nhan lién quan ca hai yéu
t6 udng ruou va hut thude 1a 63,6%.

3.1.2. Triéu chirng 1Am sang.

o Tri¢u chirng 1am sang.

Thoi gian tir khi c6 triéu ching dau tién cho toi thoi diém duoc
chan doan trung binh la 2,2 £1,5 thang (0,5+14 thang). Déu hiéu thudng
gip nhét 13 nudt nghen 77,67%.
¢ Tinh trang thé lwe.

- Chiéu cao TB la 1 64m; thap nhat la 1,5m va cao nhat la 1,75m.

- Can nang TB la 50,2kg; thap nhét 12 39kg va cao nhét 1a 70kg.

- Chi s6 BMI TB 20,8; thap nhét 13 16,2 va cao nhit 12 25. Bénh nhéan
c6 chi s6 BMI >18,5 chiém 85,6%.

- Mtrc d¢ sut can trén 15% trong lugng 1a 0,8%

- Trong nghién ctru 6 15/118 bénh nhén hoa xa tri trude md, chiém 12,7%

3.1.3. bac diém cén 1am sang.

- Ket qua xét nghlem huyét hoc: nim trong gi6i han binh thuong.

- Két qua xét nghlem sinh hoa mau: nam trong gidi han binh thuong.

- Hinh anh u sui chiém ty 18 cao nhét: 67,8%.

- Qua ndi soi da day chung t6i thay u ¢ vi tri 1/3 giita 44%, u & vi tri 1/3
duéi 56%,

- 99 bénh nhan chiém 83,9% khong c6 r6i loan hd hap trude mo.

- 7 (5,9%) trudng hop u dinh véi DPMC 1 goc < 45°; 3 (2,5%) truong
hop u dinh véi PMC 1 goc tir 45-90°, khong c6 trudng hop nao u dinh
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v6i DPMC gbc > 90°. Trong phau thuat khong xam lan PMC.
- Qua siéu am ndi soi chung t6i cling thdy s6 bénh nhan ¢ xép loai T1
chiém 38,1%; T2 728,6%; T3 33,3%.
3.2. Ung dung phiu thuat.
3.2.1. Pac diém phau thuit.
3.2.1.1. Thoi gian phiu thuit va lwong mau mit.
e Thoi gian phau thuat: trung binh thi nguc 109,4 phut ; thi bung 108,7
phat ; thi ¢4 96,0 phut, tong thdi gian mé 320,5 + 15,4 phat.
e Lugng mau mét trung binh 1a 150 ml. Lugng mau mét 1a khong dang
ké, khong c6 bénh nhéan nao phai truyén mau.
3.2.1.2. S6 lrgng hach nao vét duoc.
S6 luong hach TB nao vét dugc: trung that 1a 14,3 + 8,1 hach; ¢ bung
12 12,9 =5,4 hach. Tong s6 lwong hach 13 25,2 + 7,6 hach.
3.2.1.3. Chuyén mé mé trong phiu thuit.

Trong 118 truong hop phau thuat chung t01 ¢ 1 truong hop phai md
mo thi ngyc vi Iy do dinh mang phéi. Khi ddt trocart dau tién vao
khoang mang phdi, ching t6i thdy mang phéi dinh va tién hanh mé mo
nho Scm khoang li€n suon 5 duodng sau bén dé go dinh tao khoang
khong gian trong khoang mang phoi r01 chung t6i tiép tuc dat cac
trocart ¢ cac vi tri nhu binh thucmg va tién hanh béc tach TQ.
3.2.1.4. M& thong héng trang nudi an.

Chung t6i m¢ thong héng trang 100% truong hop. Sau 48 gio phau
thuat co thé cho bénh nhén dn qua mo thong hong trang.
3.2.1.5. Ky thuat lam mleng noi thuc quéan ong da day & co

Chiing t6i thuc hién miéng ndi khau tay voi duong khéu vét 1 16p bang
chi PDS 3.0.  Trong d6 1am miéng ndi tan bén 12 94 (80%) bénh nhén va
lam miéng ndi tan tan la 24 (20%) bénh nhén. S6 bénh nhén 1am miéng nbi
tan tan 1a do qua trinh dua ong da day 1én hoi ngan hodc dau tan da day
nudi dudng hoi kém.
3.2.1.6. Tao hinh mon vi.

Chuing t61 khong tao hinh mon vi trong 118 trudng hop bénh nhan.
3.2.1.7. Tinh chét cit u.

- Khoang cach trén u (cm): 7,1 £2,2 (3+15)

- Kich thugc u (cm): 3,5+ 1,4 (1,2 +5).

- Tinh chét triét can: 100% bénh nhéan duoc cét triét can.
3.2.2. Dic diém bénh nhin héa chit va xa tri tién phiu.

Nghién ciru ciia chiing t6i c6 15 bénh nhéan dugc hoa xa tri tién phiu
(4 bénh nhan c6 giai doan TANOMO, 11 bénh nhan giai doan T3N1MO),
véi liéu lugng trung binh 45Gy va phdi hop véi hoa chét Cisplatint5-
Fluorouracil 2 dot. Trong téng s6 15 bénh nhan hoa chit xa tri tién phau
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Good selection of patient and patient preparation before operation
help prevent complications during and after operation. Evaluation of the
whole body, respiratory and cardiovascular conditions, and liver and
kidney functions is very important in selecting patients for esophageal
surgery. Other authors consider that old age is not a major hindrance,
however age of being higher than 70 present increasing operative risks.
However, the condition of not having co-existing disease is of higher
important. We do not have any patients being 70 years old or higher.
4.2.2. Surgical technique.
4.2.2.1. Thoracic stage:

In our research, we use 4 trocars in each of the 118 cases. We find
that using 1 additional trocar for the 2nd assistant to operate helps
surgeon perform lymphatic dissection more easily.

Currently in the world, 2 main positions being applied in right-sided
thoracoscopy are: 90 degree left-leaning position and prone position.
Researchers show that right-sided thoracoscopy in prone position is
better than thoracoscopy in left-leaning position in terms of respiratory
conditions, blood loss, increased number of lymph nodes, and there is
no difference in mortality, early complications, rate of anastomotic
leakage, chyle fistula, injury to recurrent laryngeal nerve, hospital stay.
In left-leaning position, the left recurrent nerve is behind trachea,
therefore it is difficult to dissect left-sided nodes, requiring relocation of
lungs to get space. It is this relocation that increase risk of respiratory
complication during operation.

Currently, a number of author in Vietnam have applied thoracoscopy
in 30 degree leaning position. This position is almost similar to prone
position, with an improvement of placing a pillow along right chest to
lift the whole right-sided chest and abdomen of the patient by about 30
degree. 30 degree leaning position has all of the advantages of prone
position as compared to that of 90 degree left-leaning position. In
addition, 30 degree left-leaning position has a number of advantage
over prone position:

+ Posterior mediastinum can be opened wider, creating favorable for
dissection and control of complications.
+ Open surgery, if needed, can also be conducted more easily.
+ This 30° degree leaning position also allow surgeon and assistants to
control tools more easily without having to reaching out.
4.2.2.2. Abdominal stage:

We use 4 trocars in each of the 118 cases, combining with opening
small abdominal incisions to pull out stomach and esophagus. We use
straight stapler in shaping gastric tube. Advantage of small abdominal
incisions: It is not necessary to use endoscopic devices to create gastric
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longest is 14 months, however most are within the first three months.

o Difficulty swallowing: In our research, the percentage of patients
having difficulty swallowing is 77,67% during mean duration of 1,5 +
0,5 months, being lower than research results of Pham Dirc Huan [12]
and Db Mai Lam [141], being at 100% and 98,8% respectively. This
can be explained that our patients are in earlier stages of disease. Most
of the patients do not have difficulty swallowing (22,33%), or have
difficulty swallowing level I (74,76%) and level II (2,91%), and none
have complete difficulty swallowing or difficulty swallowing level I11.

o Weight loss: In our research, the percentage of patients having weight
loss is low, at 14,4% because the patients do not have difficulty
swallowing or complete difficulty swallowing, the patients having
pain while swallowing is low so they can eat and drink.

4.1.2.4. Subclinical features.

By means of soft tube endoscopy, we find that tumor locations
having the most possibility of developing cancer is in the middle third,
at 44%, and lower third, at 56% By means of CT, we find that tumor
locations having the most possibility of developing cancer is in the
middle third, at 42,4%, and lower third, at 49,9%. In the research of
Nguyen Minh Hai, of the 25 cases of esophageal cancer receiving
surgeries: esophageal cancer in the middle third accounts for 50%,
lower third 16,7%, and tumor in both of the middle and lower thirds
33,3%. In our research, no patient have aortic invasion at Picus angle >
90°, 2,5% of the patients have aortic invasion at Picus angle within 45° -
90°. Endoscopic ultrasonography plays important role in detecting
esophageal cancer. This not only helps diagnose the disease but also
helps surgeons assessing possibility of operation. Endoscopic
ultrasonography helps assess degree of tumor invasion and condition of
lymphatic metastasis. This in turn helps cancer state diagnosis be
accurate, allowing suitable indication of treatment. In our research, we
employ endoscopic ultrasonography to assess wall invasion of the
participated patients, of which results are 38,1% T1; 28,6% T2; 33,3%
T3.

In our research, most of the patients are in stage 0 to stage II, being
at 59,3%, and no patient in stage IV. 40,7% of the patients are in Stage
HI. In the research of Nguyen Minh Hai et al., patients having
esophageal cancer at state I and II account for 25%, and no patient in
stage IV. 75% of the patients are in Stage II1.

4.2. Application of endoscopic surgery.

4.2.1. Patient preparation before operation.

11

thi c6 10/15 trudng hop khong tim thay té bao ung thu sau khi phau

thuat. Céac két qua khac: khong co tir vong trong va sau md, khong cd

bién ching ho hap, 1 truong hop ro miéng ndi, 1 truong hop viém
sun suon do xa tri.

3.2.3. Tai bién trong mo.

Ching t61 ¢6 1 bénh nhén bi tén thuong ong nguc trong md, ton
thuong 6ng nguc ndy chi dugc phat hién sau md do tran dich dudng
trap. Chung t61 khong ghi nhan truong hop nao bi ton thuong tinh mach
don, ton thwong dong mach chu, rach khi quan, rach phé quan gdc hay
ton thuwong mang tim, tim.

3.2.4. Két qua giai phiu bénh.

e Vi tri u: vi tri u phin bd déu 1/3 giira va 1/3 dudi.

e Dic diém giai phiu bénh.

- Pai thé: Ung thu som: dang 161 3,4%, dang ph:?mg 6,8%, dang 10m
11%; ung thu tién trién: thé sui 41,5%, thé loét 22,9%, thé thim nhidm
14,4%.

- Vi thé: 100% ung thu biéu mé vay thuc quan.

- Dién cét trén va dudi thuc quan 100% khong con té bao ung thu.

3.3. Két qua sau md.

3.3.1. Két qua som.

3.3.1.1. Dién bién sau mo.

Thoi gian nam hdi stre trung binh 1a 36 + 12,2 gio (30+42 gid). Thoi

gian it ndi khi quan trung binh 1a 22,3 £ 4,1 gio (18+27,2).

Thoi gian nim vién: trung vi 9 ngay, khoang tir phan vi 8-12 ngay

Thoi gian trung tién: 61,1 + 14,5 gio (48+72 gio).

S6 ngay truyén dich: 7+ 1,5 ngay (6+32 ngay).

Tir vong sau mo chung t61 khong c6 trudong hop nao tir vong trong 30

ngay dau sau mo.

3.3.1.2. Bién chirng sau mb.

Bing 3.1: Bién chitng sau md

Bién chirng S6 bénh nhan Ty 18 %
Hb hap 8 6,8
RO miéng ndi 8 6,8
RO dudng chap 1 0,8
Hep miéng noi 12 10,1
Ton thuong TK quit ngugc 2 1,6
Bién chiing khac 8 6,8
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Nhén xét: bién chl'mg sau phiu thuat chu yéu 1a bién chimg hé hép, ro
miéng n01 hep miéng ndi.

3.3.2. Két qua xa.

3.3.2.1. Chdit lwong cujc song sau mé.

CLCS sau m6 bénh nhan tot 16,9%, trung binh 79,7%, xau 3,4%
3.3.2.2. Thoi gian séng sau mé.

Trong nghién ctru cla chung toi trén 118 bénh nhan cé 5 (4,23%)
bénh nhén mat lién lac, thoi gian theo doi trung binh la 18 thang, bénh
nhan c6 thoi gian tham gra nghién ctru dai nhat 1a 51 thang va ngan nhat
la 3 thang. Tinh den ngay 30 thang 3 ndm 2018 c6 21 (17,8%) bénh
nhéan tai phat u (deu tai phat hach trung that, khong ¢ truong hop nao
tai phat miéng noi hay chan trocart) 16 bénh nhan da chét, con lai 5
bénh nhan hién vin dang tiép tuc diéu tri hoa cht va xa tri tinh dén
ngay 30 thang 03 nam 2018.

Béng 3.2: Tir vong va thoi gian song sau md.

Két qua bénh nhén (6 thang - 3 nim) n Tilé %
T vong 19 16,1
Mat thong tin 5 4,23
Sbng c6 bénh 5 4,23
Song khong bénh 89 75,43
Téng 118 100
Thoi gian song sau md n Ty 1€ %
12 thing 103 91,2
24 thang 80 71
36 thang 67 58,9

Thoi gian song trung binh sau mé (thang) | 34,2 +7,3 (10-44)

Thoi gian song uoc tinh theo Kaplan-Meier

Tile song
0.50 0.75 1.00
| |

0.25
I

0.00
L

T T T T T T T
0 6 12 18 24 30 36
Thoi gian theo doi (thang)

Biéu dd 3.1: Thoi gian séng chung wéc tinh theo Kaplan-Meier.
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Survival Functions

Cum Survival

Thirl gian séng (Thang]
Log-rank test: p=0,35
Graph 3.7: Survival time by disease stage.
Chapter 4
DISCUSSIONS
4.1. Clinical and subclinical features.
4.1.1 Age, gender, related history.

In our research, average age of patients is 55, varying from 35 to 69;
the age group having the most patients is 50-59 years old (55,9%). This
result is similar to that of other authors in Viet Nam: Average age in the
research of Trieu Trieu Duong is 54,04 + 8,12, and Nguyén Hoang Béc
56,7 + 8,3. However, as presented in researches of foreign authors,
mean age of patients of these author is higher than that in our research:
In the research of Luketich, mean age of patients is 65; and that in the
research of Kinjo is 62,7 £ 7,4, and that in the research of Miyasaka is
64.

In our research, male:female ratio is 117:1. We find that this ratio is
not different from that of other domestic authors, but very different
from that of foreign authors, In the research of Nguyen Hoang Bac, the
ratio is 100%; meanwhile in the ratio in Luketich’s research is 4,4/1,
and that in Kinjo’s 4,1/1, and Miyasaka’s 5,8/1.

Alcohol and smoking are the two main risk factors of all types of
digestive tract cancer and upper respiratory tract cancer, including
esophageal cancer. In our research, 68,6% of the patients relate to
alcohol, 71,2% to smoking. Percentage of patients relate to both alcohol
and smoking is 63,6%.

4.1.2. Clinical and subclinical symptoms.

4.1.2.3. Epidemiological and clinical features.

® Duration of disease: Mean duration of disease is 2,2 + 1,5 months.
Time for the patients to decide to have examinations since the first
symptom are different. The shortest duration is 0,5 month, and the
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Log-rank test: p=0,03
Graph 3.5: Survival time by degree of lymphatic metastasis
e Degree of differentiation of cancer

Degree of differentiation of cancer does not have impact on
postoperative survival time with p=0,51.

Survival Functions
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Log-rank test: p=0,51
Graph 3.6: Survival time by degree of differentiation of tumor.
e Disease stage.

Disease stage does not have impact on postoperative survival time
with p=0,21.
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% Cac yéu 16 dnh hwong dén thoi gian sé'ng.
o Gidi tinh.
Ty 1¢ nam:nit 14 117:1, chiém da s6 1a bénh nhan nam. Chinh vi vay
khong tinh dugc anh huéng cta gisi tinh 1én thoi gian song sau mo.
o Tuoi.

Survival Functions

Cum Survival

0 +Zo 2o =00
Thei gian sdng (Thang)

Log-rank test: p=0,28
Biéu dd 3.2: Thoi gian song theo nhém tudi.
e Vitriu.
Thoi gian sdng theo vi tri u dugc trinh bay & biéu do 3.3 cho thiy su
khac biét vé thoi gian sdng theo vi tri u khac nhau khong c6 ¥ nghia
théng ké véi p=0,71.

Survival Functions

Cum Survival

o 120 20 00
Theri glan séng (Thang)

Log-rank test: p=0,71
Biéu do 3.3: Thoi gian song thém lién quan dén vi tri u.
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e Mirc do xdm lan thanh cia khoi u.

Mirc d6 xam l4n thanh c6 anh huong t6i thoi gian sdng sau mo véi
p=0,01.

Survival Functions

o T Mire 4 ¥im lin
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Thei glan séng [Thang)

Log-rank test: p=0,01
Bi€u d6 3.4: Thoi gian song theo mirc d§ xam lan thanh.
e  Mirc d di can hach.

Mirc d6 di cin hach anh huong toi thoi gian séng sau md voi
p=0,03.

Survival Functions
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haey

o
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Cum Survival

o 120 _LIDJ »® IT!:
Thet gian séng (Thing)

Log-rank test: p=0,03
Biéu d6 3.5: Thoi gian séng theo mirc dd di ciin hach.
e  Mikrc do biét hoa ciia ung thw.
Mirc d6 biét hoa cua té bao ung thu khong anh hudng t6i thoi gian
sdng sau md véi p=0,51.

Tumor location.

Survival time by tumor location presented in Graph 3.3 show the
difference in survival time by different tumor location does not have
statistical significance with p=0,71.
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Survival Functions

Cum Survival

Log-rank test: p=0,71
Graph 3.3: Survival time by tumor location.
Degree of wall invasion of tumor

Degree of wall invasion of tumor has impact on postoperative
survival time with p=0,01.
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Log-rank test: p=0,01
Graph 3.4: Survival time by wall invasion of tumor
Degree of lymphatic metastasis

Degree of lymphatic metastasis has impact on postoperative survival
time with p=0,03.
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36 months 67 | 589
Average postoperative survival time 342 +73 (10-44)
(month) ’ ’

Thoi gian song uoc tinh theo Kaplan-Meier

12 18 24
Thoi gian theo doi (thang)

Graph 3.1: Estimated survival time according to Kaplan-Meier:

« Factors affecting survival time.
¢ Gender.

Male:female ratio is 117:1, with most patients being male.
Therefore, it is impossible to calculate impact of gender on
postoperative survival time.

o Age.

Survival Functions

Cum Survival

Clﬂ IZ‘IJJ 24.00 h'l'.'f
Theri gian séng (Thang)

Log-rank test: p=0,28
Graph 3.2: Survival time by age groups.
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Survival Functions
1o - Mire 83 bl his

Cum Survival

Thei gian séng (Thang)
Log-rank test: p=0,51
Biéu d6 3.6: Thoi gian sdng thém lién quan dén dd biét héa ciia u.
e Giai doan bénh.
Giai doan bénh chua anh huong dén thoi gian séng sau mo véi
p=0,21.

Survival Functions

Cum Survival

- wm B ) e
Theri glan séng [Thang]

Log-rank test: p=0,35
Biéu dé 3.7: Thoi gian song theo giai doan bénh.
Chuong 4
BAN LUAN
4.1. bac diém 1am sang va cian lam sang.
4.1.1.Tudi, giéi, tién sir lién quan.

Trong nghién ctru cta chung t6i tudi TB cua b¢nh nhéan 1a 55, dao
dong tr 35 tudi dén 69 tudi; trong d6 Itra tudi chiém ty 1¢ cao nhét la 50-
59 tudi (55 9%). Két qua nay cling tuong duorng voi két qua clia cac tac
gid khac ¢ Vigt Nam nhu: tu6i TB trong nghién clru cua tac gia Tri¢u Triéu
Duong 1a 54,04 + 8,12, Nguyen Hoang Bic la 56,7 £ 8,3. Tuy nhién, theo
nghlen ciru ctia mot s6 tac gia nude ngoal tui trung binh ctia bénh nhan ciia
cac tac gia cao hon trong nghién clru cua ching t6i: trong nghién ciiu cia
Luketich, tudi TB ciia bénh nhan 13 65; Theo nghién ctru cuia Kinjo 13 62,7 +
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7.4; Theo nghién ctru ciia Miyasaka la 64.

Trong nghlen clru cua chung t6i, ti 1¢ nam:nir la 117:1. Ching t6i
thiy ty 1& nay khong khac biét voi tac gia trong nudc, tuy nhién lai rat
khac bi€t so voi tac gia nudc ngoai. Theo nghién ciru cua tic gla
Nguyén Hoang Bic ty 18 nay la 100%; Nhung theo nghlen cliu cua
Luketich, ty 1€ nam/nit chi c6 4,4/1; Theo nghién ctru cua Kinjo ty 1¢
nay la 4,1/1; Theo nghién ctru cua Mlyasaka la 5,8/1.

Ruou va thude 1a la hai yéu t6 nguy co ch1nh cua cac loai ung thu
duong tiéu hoa, ho hap trén bao gom ca UTTQ. Qua nghién ctru cua
cho thiy ty 1& bénh nhén nghlen ruou la 68,6%, nghién thudc 14 1a
71,2%. Ty 1€ bénh nhan nghlen ca rugu va thude 14 1a 63,6%.

4.1.2. Tri¢u chimg lam sang va can lam sang.

4.1.2.1. Dac dlem dich té va lim sang.

* Thoi gian mac bénh: Thoi gian mac bénh trung binh 2,2 £ 1,5 thang
Thoi gian dé benh nhan quyét dinh di kham bénh ké tir lac co trigu
chimg bénh dau tién 1a khong gidng nhau. C6 bénh nhan dén sém nhit
1a 0,5 thang va mudn nhét 1a 14 thang, nhung tap trung cao l1a trong
vong 3 thang dau tién.

e Nuét nghen: Trong nghién ciru cua chung t6i, ty 1¢ bénh nhan nudt
nghen la 77,67% thoi gian trung binh 1a 1,5 + 0,5 thang, két qua nay
thap hon két qua nghlen clru cua tac gia Pham buc Huan va tac gia
Do Mai Lam ty 1 nay lan luot 1a 100% va 98,8%. C6 thé giai thich
rang bénh nhan cua ching t6i phat hi¢n ¢ giai doan sém hon. Da 5O
cac bénh nhén ¢ tinh trang khong nghen (22,33%) hodc nudt nghen do
I (74,76%) va nuqt nghen do II (2,91%), khéng co bénh nhan dén
trong tinh trang nuot nghen hoan toan hay do I11 .

o Gay sut cin: Trong nghién clru cua ching t6i ty 1¢ bénh nhén bi gay
sut can gap it chiém 14,4% vi bénh nhén khong nudt nghen hodc
khong nghen dac, ty 1€ bénh nhan nudt dau it nén bénh nhan van in
uong duogc.

4.1.2.2. Dac dlem cdn lim sang.

Qua ndi soi ong mém ching t6i thy vi tri u hay gip ung thu nhit 13
doan thyc quan 1/3 gitra chiém ty 1€ 44% va 1/3 dudi chiém 56%. Trén
hinh anh cat 16p vi tinh vi tri u hay gap nhét 1a doan thyc quan 1/3 giita
chiém 42 A%, tiep dén 12 1/3 dusi chiém 49,9%. Theo nghién clru cua tac
gid Nguyén Minh Hai, trong 25 truong hop UTTQ duge phau thuat co:
UTTQ doan 1/3 glua chiém 50%, doan 1/3 dudi chiém 16,7%, khéi u
xuat hién & ca 2 vi tri 1/3 glua va 1/3 duéi chiém 33, 3%. Trong nghién
ctru cia chung t6i khong cé bénh nhan nao c6 xdm lan dong mach chu
ma goc Picus > 90°, chi ¢6 2,5% truong hop bénh nhén ¢6 goc Goc Picus
tir 45° - 90°. Siéu am ndi soi (SANS) cd vai tro rat quan trong trong
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Flatus time: 61,1 + 14,5 hours (48+72 hours).
Days of infusion: 7 + 1,5 days (6+32 days).
Death after surgery: We do not have any case of death in the first 30
days after surgery.
3.3.1.2. Postoperative complications:
Table 3.1: Postoperative complications:

s Number of | Percentage %
Complication .
patients
Respiratory complications: 8 6,8
Anastomotic leakage 8 6,8
Chyle fistula 1 0,8
Anastomotic stricture 12 10,1
injury to recurrent laryngeal nerve 2 1,6
Other complications 8 6,8

Remarks: Postoperative complications are respiratory complications,
anastomotic leakage, anastomotic stricture.

3.3.2. Remote results.

3.3.2.1. Postoperative quality of life.

Postoperative quality of life of patients: 16,9% good, 79,7% average,
and 3,4% bad.

3.3.2.2. Postoperative survival time.

In our research, we lost contact with 5 (4,23%) out of 118 patients,
mean time of monitoring is 18 months, longest time of patient’s
participation is 51 months, and shortest 3 months. As of 30 March 2018,
21 (17,8%) patients have tumor recurrence (all recurrences are of
mediastinal nodes, and none in anastomosis or trocar locations), 16
patients died, 5 patients are receiving chemotherapy and radiotherapy.

Table 3.2: Death and postoperative survival time.

Results of patients (6 months - 3 years) n Perc‘(:,/iltage
Death 19 16,1
Lost contact 5 423
Survive with disease 5 423
Survive without disease 89 75,43
Sum 118 100

n Percentage
Postoperative survival time. %
12 months 103 91,2
24 months 80 71
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patients, and end-to-end 24 (20%) The cases of end-to-end anastomosis

are due to short distance of gastric tube relocation or poor feeding

condition of gastric end.

3.2.1.6. Pyloroplasty.

We do not conduct pyloroplasty in 118 cases of patients.
3.2.1.7. Characteristics of tumor dissection.

- Distance above tumor (cm): 7,1 + 2,2 (3+15)

- Size of tumor: 3,5+ 1,4 (1,2 +5).

- Radical cystectomy: 100% of the patients receive radical cystectomy.

3.2.2. Characteristics of patients having preoperative chemotherapy

and radiotherapy.

In  our research, 15 patients received preoperative
chemoradiotherapy (4 patients in T4NOMO stage, 11 in T3N1MO0), with
average dose of 45Gy in combination with 2 courses of Cisplatin+5-
Fluorouracil. =~ Of the 15 patients having  preoperative
chemoradiotherapy, 10/15 are not diagnosed with cancer cells after
operation. Other results: There is no case of death during and after
operation, no case of respiratory complication, 1 case of anastomotic
leakage, and 1 case of costochondritis due to radiotherapy.

3.2.3. Intraoperative complication.

In our research, 1 patient suffer from thoracic duct injury; this injury
is only detected after surgery due to chyle effusion. We do not have any
patients having injury of azygos vein, injury of aorta, tracheal rupture,
bronchial rupture or injury of pericardium, heart.

3.2.4. Anatomical pathology results.

e Tumor location: Tumors situated similarly in middle and lower
thirds.

e Anatomical pathology features.

- Macroscopic: Early esophageal cancer: protruded 3,4%, flat 6,8%,
depressed 11%; tumor progression: Nodular 41,5%, ulcerated 22,9%,
infiltrated 14,4%.

- Microscopic: 100% esophageal squamous cell carcinoma.

- Dissection of upper and lower esophagus is 100% free of cancer cells.

3.3. Postoperative results.

3.3.1. Early results.

3.3.1.1. Postoperative progress.

Mean time for recovery is 36 £ 12,2 hours (30+42 hours). Mean time

for endotracheal extubation is 22.3 £ 4,1 hours (18+27.2 hours).

Length of stay: median 9 days, quartet range 8-12 days
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UTTQ. N6 khong chi gitip chan doan bénh ma con c6 vai trd quan trong
trong viéc danh gla kha nang phau thuat cho phau thuat vién. SANS
danh giad mirc 4o xam 1an cua khéi u va tinh trang di can hach, Piéu do
gitip chan doan giai doan duoc chinh xac, tir d6 ¢6 chi dinh diéu tri phu
hop. Trong nghlen ctru cua ching t6i, qua SANS dé danh gid xam lan
thanh cta cac bénh nhan tham gia nghién ciru, két qua c6 38,1% T1;
28,6% T2; 33,3% T3.

Ty 1€ benh nhén trong nghién clru cta ching t6i nam chu yeu O giai
doan 0 dén 11 chiém 59,3%, khéng c6 bénh nhan nao vao vién & giai doan
IV. Trong d6 c6 40,7% bénh nhén ¢ giai doan IIl. Theo nghlen cuu cua
Nguyén Minh Hai va cong su bénh nhan UTTQ o giai doan I va Il chiém
25%, khong c6 bénh nhan nao vao vién ¢ giai doan IV. Trong d6 c6 75%
bénh nhan ¢ giai doan IIL
4.2. Ung dung phiu thujt ni soi.

4.2.1. Chuin bi bénh nhén truéc mo

Viéc lya chon benh nhan va chuan bi bénh nhan trudc mo tdt co tac
dung trong vi€c phong ngtra cac blen chimg trong va sau mo. Vi¢c danh gia
tinh trang toan than, tinh trang hd hép, tim mach, chirc nang gan than 1a rat
quan trong de lwa chon bénh nhén cho phau thuat cat thuc quan. Cac tac gia
cho ring tudi khong phai 1a tro ngal chinh nhu‘ng tudi trén 70 thi nguy co
phau thuat ting cao. Tuy nhién, c6 hay khong cac bénh phdi hop mai quan
trong. Chung t61 khong ¢6 bénh nhan nao trén 70 tudi.

4.2.2. Ky thuit mo.
4.2.2.1. Thi nguec.

Trong nghién ciru cua chung toi su dung 4 trocart cho 118 bénh
nhan. Chung t61 nhan thay viéc co thém 1 trocart dé nguoi phu thir 2
thao tac gitp boc 16 cho phau thuat vién dé dang hon trong phau tich
va nao hach.

Trén thé gi6i hién tai dang pho bién 2t thé ndi soi nguc pha1 tu thé
nghleng trai 90 do va tu the sap. ] Nhleu nghién ctru chi ra rang phau
thuat ndi soi ngyc phai véi tu the sap t6t hon tu thé nam nghiéng trai vé
tinh trang hé hap, luong méau mat, ting so lucyng hach, khong c6 khac
bi¢t vé ty 1€ tr vong, bién chung som, ty 1€ ro miéng noi, ro duorng
chap, ton thuorng than kinh qut nguoc thanh quén, thoi gian mo, thoi
gian ndm vién. O tu thé nghiéng trai, than kinh quit nguoc trai nam sau
khi quan nén viéc phau tich hach bén trai 1a kho khan, doi hoi phdi vén
phoi de tao khodng khong gian rong. Chinh dong tac d¢ nén phéi 1am
tang bién chimg ho hap trong phau thuat.

Hién nay nhleu tac gia trong nudc da bat dau tién hanh noi soi nguc
pha1 VoI tu the sap nghleng 30 do. bac diém cua tu the nay gan gidng
voi tur thé nam sap chi céi t1en mot chut 1a ké mot gdi don doc theo bo
sudn phai dé nang toan bo phan nguc va bung bén phai ctia bénh nhan
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lén khoang 30 do. Tu thé sap nghiéng 30 d6 co tat ca nhitng wu diém
cua tu thé nam sﬁp so voi tu the nghiéng trai 90 d9. Tuy nhién né ¢ uu

diém hon tu thé nam sap:

+ Trung that sau dugc mo rong hon vi vy thuan loi cho phau tich, kiém

soat tai blen

+ Vin de mo mo s& thudn loi hon nhiéu.

+ Tu the sdp nghiéng 30° nay cung cho phep phau thuat vién va kip
mé diéu khién dung cu thoai mai nhat ma khong phai vuron nhiéu,
do moi tay.

4.2.2.2. Thi bung

Chung t6i sir dung 5 trocart cho 100% truo’ng hop, Kkét hop voi mé
bung nho dé kéo da day va khéi u thyc quan ra ngoal Tao ong da day
¢6 st dung stapler thang Buong m& bung nhé ¢6 loi diém: khong phai
su dung dung cu noi soi tao ong da day nhu cac tac gia khac rat dat tién
va van dat dugc cac uu dlem clia phiu thuat noi soi.Da day 1a b phan
duoc chon nhiéu nhit dé tai tao luu thong ong tiu hoa sau khi cat bo
thuc quan Vida day duogc cap mau tot, du dai aé lam mleng nbi & nguc
hodc & co va chi c6 mét rmeng nbi, thoi glan md ngén, phu hop voi
phau thuat ndng. Sau khi gidi phong ta trang va mac treo rudt dén mirc
toi da, co thé dua da day lén t6i tan nén ludi, ddc biét 1a khi tao hinh
bang 6 ong da day nho.

4.2.3. Thoi glan phiu thuit, lwong mau mat

Thoi gian mo TB la 320,5 phut; ngin nhit 210 phut, dai nhat 420
phut. Thoi gian TB thi ndi soi nguce 1a 109,4 phut; thi ndi soi bung la
108,7 phut; thi ¢b va 1am miéng ndi 96 phut tuong duong voi thoi gian
mo cua Nguyen, cao hon thoi gian m6 trong bdo céo cua Palanivelu
(220 phat) va Chen B (270,5 phut), va thap hon so v6i thoi gian mo
cua Luketich va Miyasaka (482 phut). So di thoi gian md cua
Luketich va Miyasaka dai c6 1€ do tac gia thuc hién qua trinh tao
ong da day hoan toan qua ndi soi. Luong mau mét trung binh trong
cudc mo 1a khong dang ké 150ml
4.2.4.Tylé chuyen moé mé.

Trong nghlen curu nay, ty 1€ co chuyen mo mo 13 0,8%, nguyen nhan
do mang phdi dinh rat khé boc tach va g& dinh. Chang t6i m¢ nho Sem
khoang lién suon 5 duong sau bén, boc tach dan khoang mang phdi va
dat thém cac trocart dé tién hanh phau thuat nhu binh thuong. Theo
kinh nghiém cua chung toi thi mang ph01 rét it khi dinh toan bo ma chi
dinh khu trd mét vai vi tri. Chinh vi vy khi gdp nhiing bénh nhén day
dinh mang phdi nén mé nho khoang lién swon 5 duong nach sau khoang
5 cm dé tién hanh g& dinh. Khi d4 c6 khoang khong thi tién hanh dit cac
trocart nhu binh thuong..
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chemoradiotherapy, accounting for 12,7%.

3.1.3. Subclinical features.

- Results of hematologic tests: Within normal limits.

- Results of blood chemistry tests: Within normal limits.

- Images of nodular tumor account for the highest percentage: 67.8%.

- By means of gastroscopy, we find that tumors in the middle third
account for 44%, and lower third 56%,

- 99 patients, accounting for 93,9%, do not have preoperative
respiratory disorders.

- 7 (5,9%) of the patients have tumors attached to aorta at an angle <
45°; 3 (2,5%) of the patients have tumors attached to aorta at an angle
45-90°, and no patient have tumors attached to aorta at an angle > 90°.
There is no aortic invasion during operations.

- By means of endoscopic ultrasonography, we find that the number of
patients classified T1 account for 38,1%; T2 728,6%; T3 33,3%.

3.2. Application of surgery.

3.2.1. Surgical features.

3.2.1.1. Operating time and blood loss:

e Operating time: Average operating time of thorax stage is 109,4
minutes, abdominal stage 108,7 minutes, neck stage 96,0 minutes, and
the total operating time is 320,5 &+ 15,4 minutes.

e Average blood loss is 150ml. The amount of blood loss is
insignificant, and no patient needs blood transfusion.

3.2.1.2. Number of dissected nodes:

Average number of dissected nodes: Mediastinum: 14,3 £ 8,1
nodes; abdomen: 12,9 + 5.4 nodes. Total number of dissected nodes:
25,2 £ 7,6 nodes.
3.2.1.3. Switching to open surgery.

Of the 118 cases of surgery, we have to switch 1 case to open
surgery during thorax stage due to pleural adhesion. While placing the
first trocar into pleural space, we find that pleura is adhesive and open a
Scm incision at Sth intercostal space to remove adhesion to create space
in pleural space, and then continue to place trocars as usual and remove
esophagus.
3.2.1.4. Opening jejunum for feeding.

We open jejunum in 100% of the cases. 48 hours after operation, it is
possible to feed patients via opened jejunum.
3.2.1.5. Technique of rejoining esophageal anastomosis.

We create a handsewn anastomosis with single layer technique using
PDS 3.0. Specifically, end-to-side anastomosis is applied on 94 (80%)
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- Computed tomography: Locations, image of tumor, assessment of
aorta invasion according to Picus, assessment of bronchial invasion,
lymphatic metastasis.

Endoscopic ultrasound: Degree of wall invasion, and degree of

lymphatic metastasis.

- Measuring respiratory functions: Assessing respiratory functions.

2.4.2. Application of surgery.

- Surgical features: Operating time, blood loss:

- Surgical features of patients having preoperative chemoradiotherapy.

- Intraoperative complications: Death during operation, bleeding,
rupture of bronchi.

2.4.3. Postoperative results: Postoperative progress, early results,

remote results

Chapter 3
RESULTS OF RESEARCH

3.1. Clinical and subclinical results.

- Patient characteristics:

- Genders: Male/Female ratio: 117/ 1.

- Age: Mean age is 55 £ 9 (35+69) years old, the age group having the
most patients is 50-59 years old (55,9%).

- Co-existing diseases: Co-existing diseases: Hypertension, diabetes, of
which the percentage of patients with hypertension is highest at
12,7%.

- Risk factors: 68,6% of the patients relate to alcohol, 71,2% to
smoking, and the percentage relate to both alcohol and smoking is
63,6%.

3.1.2. Clinical symptom.

e Clinical symptom.

Mean time from the first symptom to diagnosis is 2,2 £1,5 months
(0,5+14 months). The most common symptom is difficulty swallowing,
at 77,67%.
¢ Physical conditions:

- Mean height is 1,64m, of which the lowest is 1,5m, and the highest
1,75m.

- Mean weight is 50,2kg, of which the lowest is 39kg, and highest 70kg.

- Mean BMI is 20,8, of which the lowest is 16,2, and the highest 25.
Patients having BMI > 18,5 account for 85,6%.

- Patients having degree of weight loss of more than 15% account for
0,8%

-In  our research, there are 15/118 having preoperative
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4.2.5, S$6 hach nao vét duoc trong mo.

S6 lu’orng hach trung binh cua ching t6i 1a: hach nguc 14,3 (5-30), hach
bung 12,9 (5 21) tong hach 25,2 (13-45 2)

Nghlen cuu cuia Smlthers BM, s6 hach lay dugc 1a 11. Trong
nghién ciu cua Osugi, sO 1Lrong hach 1y dugc 1a 34.1 = 13.0.
Iwahashi va cong sy da so sinh 46 bénh nhan mé m& cat thuc quan
va 46 bénh nhan phau thuat noi soi cat thuc quan két qua sd hach nao
vét du’orc 0 hai nhém khac nhau khéng c6 y nghia

Nhleu nghlen ctru cho thay so lugng hach nao vét dugc trong tu the
sap bang va nhiéu hon so vdi tu thé nghleng trai. Co 1€ do truong md tu
thé sdp rong rii, thuc quan boc 16 16 rang hon nén ¢6 thé nao vét duge
nhiéu hach hon. Tuy nhién day chi 1a nhén dinh, hoan toan chua du bang
chirng dé ching minh s6 Iugng hach trong tu thé sip nao vét dwoc nhidu
hon tu thé nghiéng trai.

4.2.6. Tao hinh mén vi trong md.

Hién tai c6 rat nhiéu bio cdo chua thong nhat xung quanh viéc co
THMYV hay khong THMV. Mot sO tac gia cho rang khi cat ngang thuc
quan thi cat lubn ca than kinh X, gdy nén tinh trang liét da day sau mo,
chinh vi thé ty 1¢ ro miéng ndi da day thuc quan ¢6 thé do sy @ dong tai
da day sau mo. Nhiéu tac gia khuyén cdo nén THMV trong THTQ bang
ong da day

Mot s0 nghién ctu gan day cho thdy THMV trong THTQ béng 6ng
da day la khong can thiét, bién chiing tai miéng noi hay sy dong da
day sau mo 1a khong lién quan dén THMV. Tham chi THMV con gay
1én hoi chimg Dumping va trao ngugc dich mat vé sau nay. Tuy nhién,
trong nghién cuu cia ching toi ty 1¢ trao nguoc thuc quan da day la
40% vaty l¢ o dong dich da day hoac da day gian la 32,2%. Ching t6i
khong nhan thdy viéc THMV hay khong THMV ¢6 anh huong t6i
nhitng bién chimg sau md cit thuc quan.

4.2.7. Mé thong hong trang nudi an.

Trong nghi€n ctru nay, ching t6i md thong hong trang nudi dn cho
tat ca bénh nhan phau thuat cat thyc quan ndi soi. M& thong hong trang
dem lai rat nhiéu loi ich cho bénh nhén: an qua mo thong hong trang
ngay 48h sau phau thuat, nu6i dudng trong truong hop ré miéng noi.
4.2.8. Tai bién trong mo.
4.2.8.1. Chay mau.

Céc nghlen ctru deu thong nhit cit thyc quan ndi soi ngyc bung lam
giam 1uong méu mét.

Thi ndi soi nguc viéc phau tich thuc quan va nao vét hach dién ra rat
ca}n than va ti mi, chinh diéu nay lam cho lwong mau mét 1a khong dang
ké. Tuy nhién, khi xay ra tai bién ton thuong mach mau l6n nhu tinh
mach don, tinh mach pho6i, dong mach chu nguec,...viéc xir 1y qua ndi
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soi rat kho khan, thuong can chuyen mé ngue. Khi chuyén mé nguc,
néu bénh nhan ¢ tu thé nghiéng trai s€ dé dang hon.

Trong thi ndi soi bung, tai bién chay méau khi tién hanh nao hach
vung than tang, ton thuong lach cling kho khén khi xtr 1y qua néi soi, co
thé can chuyen mb mé. Dac biét tai bién ton thucmg b6 mach vi mac néi
phai s€ gay thiéu mau ong da day va gdy ro6 miéng ndi sau do. Trong
nghién ctru cta ching t6i 1u;(mg mau mat 150ml, khong cé truong hop
nao chdy mau ma chuyén mod mo.
4.2.8.2. Rach khi phé quan.

Nguyen nhén ton thuong khi phe quan thudong do 2 nhoém chinh: do
bac sy gdy mé€ va do phau thuét vién. Nguyen nhan do bac sy gay mé
xdy ra khi dat Carlen 2 nong ma bom c6p bong ndi khi quan qua cang
lam rach khi phe quan, hodc truong hop u to chén ép khi phé quan kho
dat noi khi quan. Nguyén nhan do phau thuét vién chu yéu la trong qua
trinh phau tich bang dao don cyc hodc dao siéu 4m do tic dong truc tlep
hodc do qué trinh truyen nhiét trong qua trinh phau tich. Ngoai ra co
nguyén nhan khac do ro miéng noi tao ap xe gdy ro khi quan (do dich vi
hay dich tiét khac tac dong). Nghlen ctru trén 118 bénh nhan khong co
truong hop nao tén thuong khi phé quan.
4.2.9.Tt vong trong mo.

Phau thuét cat thuc quan Van 1a mot phau thuat 1én doi hoi trinh do
phiu thuat vién va gy mé hdi sic. Trong nghlen ctru cta ching toi
khong co truorng hop nao tr vong trong mo cat thuc quan biéu nay
duogc ly giai boi trinh do phau thudt vién, trinh d6 gdy mé h01 suc, quy
trinh chan doan va danh gia kha nang phau thuat treéc mo 1a can than.
4.2.10. Héa chit va xa tri tién phau

Nghién ctru cua chung toi co 15 (12 7%) treong hop duoc hoa chat
va xa tri tién phiu, c6 chan doan trudc md g1a1 doan T3N1MO hodc T4.
Ket qua nhan thiy: khong co thr yong sau mo, khong ¢6 bién chung ho
hép, c6 1 trudng hop r6 miéng noi, 1 trudong hop bi viém sun suon tai vi
tri dinh vi cho xa tri. Dac biét c6 10/ 15 truong hop cho thay két qua cua
hoa chit va xa tri tién phau cho dap g hoan toan (tirc la giai phau
bénh sau md khong tim thiy té bao ung thu).

4.3. Két qua sau mo.
4.3.1. Két qua sé'm.
4.3.1.1. Dién blen sau md.
- Thoi gian nim h01 surc.

PTNS la phau thuat it xam lan vi vay gitp glam dau sau mo
giam thoi glan tho may, glam bién chimg ho hap, giam thoi glan nam
hoi sirc sau mo. Smithers va cong sy nghlen ctru thoi gian nam sin
soc dac biét 6 nhom UTTQ cat thuc quan (324 bénh nhan) ngan hon
so v6i m6 md& (114 bénh nhan), 19 gi¢ so véi 23 gio, p = 0,03.
Nghién ctru cua tac gia Wang va cong su ciing cho k&t qua tuwong tu
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surgery.

2.3.2. Surgical procedure.

Thoracoscopic stage:

- Patient lying in 30° left-leaning, prone position; placing carlen tube to
collapse right lung, using 4 trocars

- Technique: Ligating and cutting azygos vein, right bronchial artery.
Cutting the right pulmonary ligament, conducting thoracostomy.
Dissecting and placing clips for blood vessels of esophagus, removing
mediastinal nodes around esophagus and under bronchial junction by
employing technique of lifting and pushing esophagus to create
surgical site. Mediastinal nodes to be removed together with
esophagus: Nodes along esophagus, nodes along diaphragm opening,
nodes at carina, nodes along aorta, nodes along hila. We also remove
node group along sides of trachea (nodes along left and right recurrent
nerves). Avoiding causing injury to recurrent laryngeal nerve.

Laparoscopic stage

- We place 5 trocars.

- Separating stomach, reserving the right gastroepiploic artery and
pylorius. Ligating and dividing gastric vein and left gastroepiploic
artery Nodes to be removed: Groups of 1, 3,4, 8a, 12a, 7, 9, 11p.

- Completely separate abdominal esophagus from diaphragm, cutting to
widen diaphragm opening.

Left neck stage:

Cutting a J-shaped incision anterior of sternocleidomastoid muscle.
Cutting esophagus at the position near lower edge of thyroid gland,
closing lower end of esophagus and pulling esophagus down.

Shaping gastric tube.

Cutting a Scm incision under the xiphoid process, forming a gastric
tube with a 75mm straight LC cutter. Relocating gastric tube to neck via
posterior mediastinum and creating an esophageal end-to-side (end-to-
end) anastomosis with single-layer stitch of 3.0 single suture.

2.4. Contents of research.

2.4.1. Clinical and subclinical.

- Patient characteristics: Age, gender, history, disease duration, etc.

- Clinical symptom: difficulty swallowing, weight loss, chest pain,
hoarse.

- Esophageal endoscopy: Locations of tumor, images of tumor (nodular,
ulcerated, infiltration; stricture)
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leaning, prone position.

- Two-field lymphadenectomy.

- Having postoperative anatomical pathology results of T3NxMO.

- Endoscopic surgery is successful, or patient must be transferred for

open surgery due to various reasons.

- Patients has not been treated with preoperative chemotherapy and

radiotherapy.

2.1.2. Exclusion criteria.

- Being more than 75 years old, or having severe systemic diseases:
liver failure, renal failure, severe respiratory failure, heart failure,
etc.

- Not having microscopic anatomical pathological result of esophageal
cancer.

- Having been diagnosed with esophageal cancer but having not been
treated with esophagectomy.

- Cervical esophageal cancer, esophageal cancer in upper third, cardia
cancer or other patients treated by esophagectomy without recreating
esophageal tube.

- Being classified with ASA-PS > 3 (ASA-PS: physical status
classification system of American Society of Anesthesiologists).

- Having history of open surgery in the right side of chest.

Having history of open surgery in the upper abdomen.

2 2. Methods of research:

2.2.1. Type of research: Descriptive, longitudinal study.

2.2.2. Selection of sample.

p(l-p)

Formula: n=Z%qpn. d

N=82,19.

Estimated sample size: At least 83 patients.
2.3. Surgical method.
2.3.1. Selection and preoperative preparation.
+ Patients undergo complete preoperative testing include diagnostic
tests for esophageal cancer and surgical assessment tests: respiratory
function, cardiovascular function, liver function, kidney function.
Patients receive respiratory physiotherapy, patients in poor physical
conditions shall be provided with further care.
+ Patients and family members are thoroughly explained about disease
condition, surgical possibility, the risk of complications during and after
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v6i p=0,048. Tuy nhién, trong rat nhiéq nghién cuu khac nhau thi
thoi gian nam hoi strc gitta m6 mé va mo noi soi khac biét khong co
y nghia thong ké.

Thoi gian nam hoi st trong nghlen clru nay 1a 36 + 12,2 gio,
cling tuong duorng nhu céc tac gia trong nudc va trén thé gidi.
- Thoi glan nam vién.

Ciing giong nhu thoi glan nam hdi stc, thdi gian nam vién ciing la mot trong
nhimg tiéu chi dé danh gla uu thé cta PTNS. So sanh thoi glan nam vién ciia
phuong phap ndi soi va mé mé truyén thong. Gao nghién ctru 2 nhdm mo mé
(12,6 ngay) va mo ndi soi (17,5 ngay), khac biét c6 y nghla thong ké p<0,01.

Nghlen cuu 118 bénh nhan, thoi gian nim nam vién co trung vila9

ngay. Chung t6i c6 1 bénh nhan bi ton thuong ng nguc, o du’omg
chap nam vién, dén 42 ngay PTNS ¢6 uu dlem hon han so voi phau
thudt mo mé ve thoi gian nam vién. Tuy nhién van chua c6 nghién ciru
chung minh 10 rang sy khéc biét giita tu thé ndi soi nghiéng trai 90 do
va tu thé sip trong phau thuat UTTQ.

- T& vong sau mo.

Trong nghlen curu cta chiing t6i khong ¢ bénh nhan tir vong sau md

chiém. Ty 1& nay thdp hon ty 1 tr vong trong vong 30 ngay phau thuat
cla céc tac gia trong va ngoal nude nhu: Triéu Trieu Duong 1a 1,45%,
Luketich 1a 1,68%. Da co6 nhiéu cong trinh nghlen ciru so sanh ty 1€ tr
vong sau md g1u’a phdu thuat ndi soi va mé mo trong diéu tri ung thu
thuc quan da so nghién ctru deu cho rang ty 16 tir vong sau mo cia phau
thuat ndi soi cat thyc quan thap hon 1& tir vong ciia phau thuat mé mé
cét thyc quan. Theo nghién ctru cua Gao thi ty 1¢ tur vong trong phau
thudt ndi soi 1a 2,1%, trong khi do ty 1€ tor vong trong m6 mo cat UTTQ
la 3,8%.
4.3.1.2. Bién chirng sau mo
Bién chu’ng hé hép: La bién chimg thu’o‘ng gdp sau phau thuat cét thuc
quan va dugc cho la nguyén nhan chinh cta 50% dén 65% truorng hop
ttr vong sau phau thuat thuc qua. Nghlen ctru ciia chung t6i c6 8 (6,8%)
bénh nhén bién ching ho hap sau mo. Ty 18 bién chimg ho6 hap cua
chung t6i ciing twong ty nhu nghién ciru cia Chen B 1a 9,2%; thap
hon cta Miyasaka 32,4%, va cao hon ctia Palanivelu 1,54%.
Ton thwong thin kinh qudt ngwoc thanh quan Liét day thanh am la
mot bién chirg kha pho bién sau cat UTTQ v6i ti 16 thay doi tir 5% -
60%. Co thé liét mot hodc ca 2 day thanh 4m, nguyén nhan do gay ton
thuong day than kinh quat nguoc trong qué trinh phau thuat. Triéu
chimg 1am sang phd blen la khan giong. Ngoai ra, con c6 mot 5O triéy
ching khac nhu ho, nudt nghen, trao ngugc. Phin 16n bénh nhan c6 thé
phuc hoi. Nghlen ctru cua ching t6i c6 2 (1,7%) truong horp bi khan
tiéng sau mo. Tinh dén thang 12/2017 hai bénh nhan nay van con song,
hét khan tiéng va chua ghi nhan tai phat u.
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Ro migng néi: Theo Raymond D c6 nhiéu yeu t6 anh huong dén ro
mleng noi: ky thudt noi, vi tri mleng noi, vi tri ong thay thé thuc quan
va lya chon ong thay the thuc quan Trong nghién ctru cuia chung tdi co
8 trrong hop (6 8%) ro miéng noi c6 xuat hién sau mo6 va dugc dleu tri
bao ton_thanh cong bang cach mo rong vét mo, thay bang vét md hang
ngay, dan luu hiéu qua, ngimg &n duong miéng va nudi dudng qua ong
mé thong hdng trang. Ty 1¢ nay cling twong tu nhu nghién ctru cia
Pham Dirc Huén 1a 7,1%.

Ro duwong chap RO Ong ngyc sau phau thuat cat thyuc quan co ty lé
0,4%-2,7% va ti 1€ tir vong c6 thé dén 50%. Thanh phan cia dich
duong chap gdém bach cau, md, protein va dién gidi. Trung binh 1
ngay luu lugng dich duong chép chay qua dng nguc 1a 2-4 lit. Mat
dudng chap kéo ,dai s¢ gy lén tinh trang suy dinh dudng, suy giam
mién dich dan dén tinh trang nhiém trung toan than. Nghién ctru cla
ching t6i ¢6 mot bénh nhan bi ton thuong ong nguc, bénh nhan dugc
diéu tri noi khoa 1 thang lugng dich trung binh hang ngay ra 900ml.
Ching t6i quyét dinh mo lai bing noi soi nguc phai phat hién ton
thuong ong nguc tai vi tri khoang D5, thay dong chay dich trang Tién
hanh kep clip va khau xung quanh vi tri ton thwong. Bénh nhan on dinh
vara vién sau thém 2 tuan diéu tri.

Hep miéng noi: Hep miéng noi thuc quan ¢ 2 loai: lanh tinh va 4c tinh
(thuong do tai phat). Chung toi chi dé cap dén hep miéng ndi lanh tinh.
Hep miéng nbi thyc quan lanh tinh 1a tinh trang duong kinh cia miéng
noi thuc quan sau phau thuat < 12 mm va co6 két qua giai phau bénh tai
miéng ndi 1a lanh tinh.Diéu tri chu yeu hep mleng nbi thuc quan cd-Ong
da day la nong thyc quan qua ndi soi. Williams va cdng su da ghi nhan
ti 1¢ cai thién trong 77% bénh nhan sau trung binh 2 lan nong. Trong khi
do, van Heljl va cong su bao céo sb lan nong TB dén 5 lan. Ty 1€ hep
miéng noi cua chung t6i 1a 12 (10,1%) trong do ty 1€ nong miéng ndi la
6 (5%), thoi gian hep miéng noi trung binh la 3 £1,5 thang trong do so
lan nong’nhiéu nhatla 4 lan .

4.3.2. Két qua xa.

4.3.2.1. Chat lu'ong cufc song sau mo.

Chung to1 xép loai ‘chat luong cudc song sau phau thudt cat thuc
quan dya theo chi so0 Karnofsky co thay do6i mot s6 diém cho don gian
va thuan tién trong 4p dung. Theo thang diém nay thi co 20 (16,9%)
bénh nhan c6 két qua tot, 94 (79,7%) bénh nhan c6 két qué trung binh
va 4 (3,4%) bénh nhan c6 ket qué xau.
4.3.2.2. Thoi gian song sau mo.

Ty 1¢ song toan bd 1 nam 1a 91,2%; 2 nam la 71%; 3 nam 1a 58,9%;
Thoi gian song thém trung binh cta bénh nhan la 34,2 + 7.3 thang.
Theo nghlen ctru ciia Smithers va cong su ghi nhén ty 1¢ song 5 nam
85% dbi vai giai doan I, 33% dbi voi giai doan IIA, 37% ddi véi giai
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¢ Extensive two-field lymphadenectomy: Combining standard two-
field lymphadenectomy with dissecting superior mediastinal nodes
(nodes along sides of bronchi).

Figure 1.2: Standard (left) and extensive lymphadenectomy of
mediastinal nodes

1.8. Results of thoracoscopic surgery for treatment of esophageal

cancer.

- Operating time: thoracoscopic esophagectomy for treatment of
esophageal cancer has good results in terms of operating time, and in
some cases the results are even better than that of traditional open
surgery.

- Number of nodes: thoracoscopic surgery has results in terms of nodes
similar to that of open surgery. In some researches comparing
endoscopic surgery and open surgery, the number of nodes in
endoscopic surgery is higher than that of open surgery.

- Postoperative complications: A number of researches show that open
surgery has a relatively high rate of respiratory complication, being at
15-20%. Whether endoscopic surgery can lower risk of respiratory
complication or not is still a matter of discussion. However, most of
the researches show that endoscopic surgery has a lower rate of
respiratory complication than that of open surgery.

- Remote results: Endoscopic surgery has postoperative survival results
similar to that of open surgery.

Chapter 2
SUBJECTS AND METHODS OF RESEARCH

2.1. Subjects of research

2.1.1. Patient selection criteria.

- To be treated by thoracoscopic-laparoscopic esophagectomy in 30°
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Hospital. Other surgeons usually apply the 90°left-leaning, prone
position. The researches show that endoscopic esophagectomy has a
number of advantages: Inducing less pain, allowing faster recovery,
decreasing risks of respiratory complications, etc. However, remote
results of extensive esophagectomy, lymphadenectomy and especially
postoperative survival time must be further discussed.

1.7.2. Operative position in right-sided thoracoscopy.

Currently in the world, 2 main positions being applied in right-sided
thoracoscopy are: 90 degree left-leaning position and prone position.
Right-sided thoracoscopy in prone position is better than in terms of
respiratory conditions, blood loss, increased number of lymph nodes,
and there is no difference in mortality, early complications, rate of
anastomotic leakage, chyle fistula, injury to recurrent laryngeal nerve,
hospital stay. We revise this position into 30 degree leaning, prone
position. This position is almost similar to prone position, with an
improvement of placing a pillow along right chest to lift the whole
right-sided chest and abdomen of the patient by about 30 degree.

It can be said that the 30 degree leaning, prone position announced
for the first time by Pham Duc Huan in 2006 is more beneficial than the
prone position.

1.7.3 Lymphadenectomy in esophageal cancer surgery

1.7.3.1 Features of lymphatic metastasis in esophageal cancer.

- Esophageal cancer has high rate of lymphatic metastasis.

- The rate of cervical lymphatic metastasis in esophageal cancer is
low.

- The rate of cervical lymph node recurrence after esophagectomy is
low.

1.7.3.2 Lymphadenectomy in treatment of esophageal cancer.

¢ Two-field lymphadenectomy

- Mediastinal region: Nodes from bronchial junction to diaphragm.

- Abdominal region: Including coeliac nodes and branches (excluding

splenic) and periportal nodes

o Three-field lymphadenectomy: Including 2 field lymph nodes and

nodes along the splenic artery, along recurrent nerve, and in the base
of the neck.
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doan IIB va 16% dbi véi giai doan III. Ty 1¢ séng toan bo trong nghién

ctru cua chung t6i twong ty nhu nghién ctru cta Chen B trong do ty 1€

song toan bg 1 nam la 89,0%; 2 ndm la 67,0%. Tuy nhién khi danh gla
ty 18 séng toan bo & 3 nam thi két qua cua chung t6i trong duong so véi
nghién cru cua Miyasaka: ty 1¢ song toan b 3 nam la 71,5%. Theo

nghién ctru cua Luketich ty 1¢ song toan b sau 40 thang la gan 40%.

4.3.2.3. Cac yéu t6 anh hwéng dén thoi gian song sau mo.

. Tuol Chung t6i phan lam ba nhom 35-49 tudi, 50-59 tudi va =60
tudi. Két qua cho thay thoi gian song thém trung binh sau md cia
bénh nhan ¢ nhom tudi 35-49 tudi, 50-59 tudi va > 60 tudi 1an luogt 14
18 + 8 thang; 13 + 8 thang; 14 + 10 thang. Nhém tudi tr 35-49 ¢o thoi
gian song thém trung binh sau md cao hon cac nhom tudi con lai. Tuy
nhién, sy khac biét nay khong c6 y nghia thong ké véip = 0,28.

o Vitri u: Trong nghién ciru ciia chiing t6i, ty 18 séng thém cta bénh nhan
Gvitriul/3 gittala 15+ 9 thang, 1/3 dudi 1a 15 £ 9. Su khéc biét nay
khong c6 ¥ nghia thong ké véi p=0,71. Yéu to tién luong ctia vi tri u chua
duoc khang dinh 14 ¢6 lién quan dén thoi gian song thém sau mo.

® Mirc d¢ xim lin thanh ciia khéi u: Ty 18 song thém theo mirc do
xam l4n thanh cia khdi u Tis va T1, T2, T3 lan luot 1a 17+38 thang,
14 + 9 thang, 13 + 10 thang. Su khac blet c6 y nghia thong ké voi p=
0,01. Ket qua nay cua chung t6i cling tuong duong voi tac gia Pham
Duc Huin va tac gla Db Mai Lam. Mtrc d6 xam lan thanh cua khdi u
1a mot trong yéu td tién luong ve thoi gian sdng ciia bénh nhan UTTQ.

e Mirc dp di cin hach: Ty 1 séng thém theo muc d6 di can hach NO,
N1, N2 lan luot 12 18 + 9 thang, 14 + 10 thang, 14 + 7 thang. Khac blet
coy nghla thong ké véi p=0,03. Nghién ctru cuia ching toi cling twong
duong voi cac tac gia khac.

® Dj bi¢t héa cia mé b¢nh hoc: Ty 1€ song thém ciia bénh nhan c6 do
biét hoa cao, vira va thap 1an luot 13 16 £ 8 thang, 14 + 9 thang, 16 +
10 thang. Su khac biét nay khong c6 y nghia thong ké véi p = 0,21.
Tuy nhién trong nhiéu nghién ctru khac mirc d¢ bi€t hoa cua ung thu
lai anh huong 16 rét toi thoi gian song sau mo.

® Giai dogn b¢nh: Muc d§ xam lin thanh va di can hach 1a hai trong ba
yeu t6 dé xep loai giai doan bénh va 1a yéu t6 tién lugng quan trong duoc
hau hét cac tac gla thtra nhan. Di cén hach xa con dugc coi 1a di can xa va
c6 tién luong rat Xau Do d6 giai doan bénh cang mudn thi tién lugng
cang xau. Ty 1¢ séng thém ctia bénh nhan & giai doan I, II, 11T 1an luot 1a
14 + 8 thang, 15 + 10 thang, 14 + 9 thang. Su khéc biét nay khong co y
nghia théng ké v&i p < 0,35. Co 1€ do thoi glan theo doi clia chung t6i
chua du dai dé co danh gia tong thé vé yéu td giai doan bénh.
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KET LUAN

1. Pic diém 1am sang va cin lam sang.

- Nam g101 gap chu yeu 99 2%, tudi TB 14 55 + 9 tudi.

- Thoi gian mdc bénh sém 2,2 +1,5 thang, triéu ching chinh trong
UTTQ la nudt nghen 77, 67% benh nhan. Benh ly ph01 hop chiém
26,3%. Két qua giai phau bénh 100% ung thu biéu mo vay.

- Khi nang chan doan cta X quang 1a 91,5% trong d6 69,4% hinh
khuyét. Hinh anh ndi soi thuc quan chu yéu u sti 67,8%. CCLVT phat
hién 13,5% di can hach. SANS chan doan chinh xac giai doan T la
87,6%; phat hién di can hach 35,2%.

- Noi soi khi phe quan €0 2,5% benh nhan c6 d¢ ddy KPQ nhung trong
phau thuat khong c6 xam lan

2. Ung dung phiu thuit cat thue quan néi soi nguc bung tu thé sip

nghiéng 30°, nao vét hach rong hal vung trong diéu tri UTTQ.

PTNS lgng nguc tu thé nam sap nghiéng 30° va nao vét hach rong
la mot cai tién ctia nhom nghién ctru: voi tu thé va cach dat trocart nhu
vay da giup cho viéc trinh bay truong mo6 mét cach rong rai, giai phong
thuc quan va vét hach thuan lgi, thé hi¢n PTNS 1a mot phu’orng phap an
toan, khd thi, tai bién trong md tha
- Thoi gian mo TB 1a 320,5 +15.,4 phut (210+420 phat), lvong méu mét

TB 150ml.

- Tai bién trong md: khong co

- Khong c6 bénh nhan tir vong trong md.

- 86 hach nao vét dugc TB: 25,2 = 7,6 hach

3. Két t qua phau thuat.

Phau thuat cat thuc quan ndi soi nguc bung tu thé nam sap nghleng
30° va nao vét hach rong hai viing c6 tinh kha thi, an toan va hiéu qua.
Dap g yéu cau diéu tri ung thu.

3.1. Két qud s6m,

- Vé dic diém phau thuat: Thoi gian thé may TB: 22,3 + 4,1 gio. Thoi
gian nam vi¢n trung vi 1a 9 ngay. Thoi gian trung tién TB: 61,1 + 14,5
gio. Thoi gian rat dan lyu ngye: 6 £ 1,5 ngay.

- Bién chung sau mo thap 6,8% bién chung ho hép; 0,85% 1o dudng
chap; 6,8% 1o mleng ndi; 10,1% hep miéng nbi. Khong co bién chimg
tir vong sau mo.

3.2. Két qua xa. .

- Chét luong cude song sau md: tt 16,9%; TB 79,7%; xau 3,4%.

- Thoi gian song sau mo cai thi¢n dang ké. Trong do song toan b 1
nam 1a 91,2%; 2 ndm 1a 71%; thoi diém 3 nam la 58,9%. Thoi gian
song thém TB 1a 34,2 + 7,3 thang.

- Cac yéu td anh huorng t6i thoi gian séng sau mod bao gdbm: muc do
xam 14n thanh, mtrc d6 di cin hach.
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- Computed tomography: Evaluating tumor invasion, involvement of
lymph nodes, and distant metastasis
- Endoscopic ultrasound: Evaluating degree of invasion and lymphatic
metastasis, then evaluating possibility of tumor dissection.
- PET scan: Evaluating distant metastasis, recurrence
- Bronchoscopy: Detecting bronchial invasion
1.6. Treatment of esophageal cancer.
Esophageal X-ray with contrast,
esophageal endoscopy, anatomical I

|
¥ 3 3 3 3

Stage 0, Stage IB- | Stage IIIA IStage v
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v Radiotherap
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Figure 1.1: Schema for treatment of esophageal cancer
1.7. Application of endoscopic esophagectomy.
1.7.1. History of endoscopic surgery for treatment of esophageal
cancer.
1.7.1.1. Experience in the world.
The thesis presents a number of researches on endoscopic surgery
for treatment of esophageal cancer. The researches show that the rate of

accident and complication in groups treated by endoscopic
esophagectomy is lower than that of groups treated by open surgery.
1.7.1.2. Experience in Vietnam

The thesis presents a number of researches on endoscopic surgery
for treatment of esophageal cancer in Vietnam. Thoracoscopic
esophagectomy, in 30° left-leaning, prone position and laparoscopy was
described and applied for the first time by Pham Dic Huan in Viet Duc
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Left paracardial lymph nodes, 3: Lesser curvature Lymph nodes, 4:

Lymph nodes along the greater curvature, 5: Suprapyloric lymph nodes,

6: Infrapyloric lymph nodes, 7: Lymph nodes along the left gastric

artery, 8: Lymph nodes along the common hepatic artery, 9: Lymph

nodes along the celiac artery, 10: Lymph nodes at the splenic hilum, 11:

Lymph nodes along the splenic artery, 12: Lymph nodes in the

hepatoduodenal ligament, 13: Lymph nodes on the posterior surface of

the pancreatic head, 14: Lymph nodes along the superior mesenteric
vessels, 15: Lymph nodes along the middle colic artery, 16: Lymph
nodes around the abdominal aorta, 17: Lymph nodes on the anterior
surface of the pancreatic head, 18: Lymph nodes along the inferior

margin of the pancreas, 19: Infradiaphragmatic lymph nodes, 20:

Lymph nodes in the esophageal hiatus of the diaphragm.

1.3. ANATOMICAL PATHOLOGY.

Distribution of tumor location. Esophageal cancer in the middle and

lower third is the most common.

Macroscopic features: More 98% of esophageal cancer are carcinoma,

which is divided into 2 sub-types:

Classical type: Nodular, ulcerated, infiltrated

Early esophageal cancer: Type I - protruded, Type II - flat, Type III -

ulcerated.

Microscopic features.

- Squamous cell carcinoma: more than 90%, is divided into three sub-
types: High differentiation, medium differentiation, low
differentiation.

- Others: Adenocarcinoma, melanoma, sarcoma.

1.4. Staging of esophageal cancer.

- TNM staging system.

- JSED (Japanese Society for esophageal Diseases: JSED) staging
system.

- WNM staging system.

1.5. Diagnosis of esophageal cancer.

Clinical diagnosis: The most important and common clinical symptom

of esophageal cancer is difficulty swallowing. In addition, there are

other symptoms: Weight loss, sick, chest pain, vomiting blood, hoarse,
etc.

Subclinical diagnosis:

- X-ray diagnosis: Excavated, barum trap, lenses

- Endoscopic diagnosis: Endoscopy and biopsy for definitive

diagnosis.

- Histological and cytological diagnosis Gold criteria
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INTRODUCTION

Treatment of esophageal cancer is a difficult and complicated
problem, which usually employ three methods of: chemotherapy,
radiotherapy and surgery, with surgery being the main method of
treatment. Surgery of esophageal cancer must meet requirements of
extensive esophagectomy and extensive lymphadenectomy. Status of
lymph node metastasis varies greatly depending on primary tumor
location, tumor development trend, and selection of area for the
lymphadenectomy. Development of lymph nodes in esophageal cancer
is detected in three regions: Neck, mediastinum and abdomen. Surgery
combining extensive esophagectomy and extensive lymphadenectomy
has five-year survival rate much higher than esophagectomy only.

Since the end of the 20th century, endoscopic surgery has been
applied in treating esophageal cancer together with other methods such
as open surgery. Early results show that endoscopic surgery has more
advantages over open surgery: Inducing less pain, guaranteeing better
aesthetics, decreasing risks of complications, especially respiratory
complications. An issue being discussed is that whether endoscopic
surgery can meet requirement of cancer surgery, especially in terms of
lymphadenectomy and survival time after surgery. In Vietnam,
endoscopic esophagectomy for esophageal cancer surgery in 30° left-
leaning, prone position was described and applied for the first time by
Pham Dtc Huan in Viet Duc Hospital in 2006. Other surgeons usually
apply the 90°left-leaning, prone position. Therefore, I conduct this
project in order to:

4. Describe clinical and subclinical characteristics of esophageal
cancer patients undergoing endoscopic esophagectomy and two-
field extensive lymphadenectomy (chest-abdomen).

5. Explore  the  application  of  thoracoscopic-laparoscopic
esophagectomy in 30" leaning, prone position and two-field
extensive lymphadenectomy.

6. Assess results of endoscopic esophagectomy and two-field extensive
lymphadenectomy.

New contributions of the thesis:

Thoracoscopy in 30° tilt prone position is an improvement of the
research team: Posture and placement of trocar help achieve a wide
surgical site, expose esophagus and facilitate easy lymphadenectomy,
which show that endoscopic surgery is a safe and feasible method with
low risk of complication during operations.
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-Because surgical site is favorable, only ordinary endoscopic instrument
is needed, and there is no need for expensive and specialized
instrument.

- Small incision brings about 2 advantages: Using gastric tube making
tool as that used in open surgery, and eliminating the expensive use of
endoscopic tool for making gastric tube as recommended by other
authors, while guaranteeing advantages of endoscopic surgery.

- Early results show feasibility, safety and effectiveness of
thoracoscopy and laparoscopy in treatment of esophageal cancer.
Ability of dissecting lymph nodes is similar to that of open surgery,
with risk of complication being 0%, low risk of post-operative
complication, of which two common complications are respiratory
complication and anastomotic leakage, and postoperative mortality
being 0%.

- Remote results show that endoscopic esophagectomy bring about
quality of life for patients and prolong postoperative survival time.
Factors affecting postoperative survival time are histological
differentiation and stage of disease.

Structure of thesis

The thesis is 145 page long, comprising of: Introduction (2 pages),

Overview of literature (42 pages), Subjects and methods of research (20

pages), Results of research (30 pages), Discussions (48 pages), and

Conclusions (2 pages). The thesis has 80 tables, 10 graphs, and 25

illustrations. There are 274 reference materials, of which 33 are in

Vietnamese, and 240 English. In addition, the thesis also includes:

Table of Contents, List of abbreviations, List of tables, List of graphs,

List of illustrations, Form of medical record used in the research,

Informed Consent form, and List of patients participated in the research.

Chuongl
OVERVIEW
1.1. Anatomy of Esophagus
1.1.1. Shape, position, size of esophagus
Esophagus is the first section of digestive tract, connecting the

pharynx with the stomach. In adults, the length of esophagus is about 25

centimeters long.

1.1.2. In terms of histological structure, esophageal wall comprises

of 4 layers:

In terms of histological structure, esophageal wall comprises of 4
layers:

- Mucosal layer: Consisting of nonkeratinizing stratified squamous
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epithelium.
- Submucosal layer: Consisting of loose but strong connective tissues.
- Muscular layer: Consisting of circular muscles and longitudinal
muscles
- Adventitial layer: Consisting of loose connective tissues
1.1.3. Blood vessels and nerves
Arterial supply: The cervical and thoracic parts of the esophagus above
aortic arch receive blood from the inferior thyroid artery. The thoracic
part of esophagus under aortic arch: Receives blood from bronchial
arteries. The abdominal part of esophagus receives blood from left
inferior phrenic artery
Venous supply: Esophageal vein system starts from the capillaries,
radiating out into the esophagus 2 venous plexus, submucosal plexus
and periesophageal venous plexus.
Lymphatic system: There are 2 types of lymphatic vessels, of which
one is in the mucous membrane, and the other is in the the muscular
layer.
Nerve supply: The esophagus is innervated by the vagus nerve and
sympathetic nerve.
1.2. Anatomy of esophageal lymph nodes
1.2.4.Cervical lymph nodes.
Level 1: submental and submandibular
Level 2: upper internal jugular (deep cervical) chain
Level 3: middle internal jugular (deep cervical) chain
Level 4: lower internal jugular (deep cervical) chain
Level 5: posterior triangle posterior to the sternocleidomastoid muscle
Level 6: anterior compartment, prelaryngeal, pre- and paratracheal
Level 7: (anterior) superior mediastinal
In treatment of esophageal cancer, we only focus on level VI and level
VIL
1.2.5.Mediastinal Nodes.
International Association for the Study of Lung Cancer
(IASLC) in 2009 introduced a lymph node map as follows:
- Supraclavicular nodes (1).
- Superior Mediastinal Nodes (2-4).
- Aortic Nodes (5-6).
- Inferior Mediastinal Nodes (7-9).
- Hilar, Lobar and (sub)segmental Nodes
1.2.6. Abdominal lymph nodes.
According to Japanese Society for esophageal Diseases: JSED,
abdominal lymph nodes include: 1: Right paracardial lymph nodes, 2:



