PAT VAN DE

Tuyén thuong than la tuyén ndi tiét ndm sau sau phuc mac, ¢o vai tro
quan trong d6i voi hoat dong séng cia co thé. Tuyén thuong than (TTT)
ché tiét ra cac hocmon, tham gia qua trinh chuyén hod dudng va dién giai.
Dic biét sy bai tiét catecholamine ¢6 tac dung diéu hoa HA dong mach. U
TTT la nguyén nhan giy ting tiét bénh 1y cac noi tiét t6. Pai da sb cac u
TTT déu dugc diéu trj bi“mg ph?iu thuat va két hop diéu tri noi khoa.

Nam 1926, S. Roux va C. Mayo 14 nhimg nguoi dau tién thyc hién thanh
cong phau thudt u TTT. Tai Viét Nam phau thut nay di dugc Tén Thit Ting,
Nguyén Trinh Co va Nguyén Biru Triéu thue hién tir dau nhimg nam 1970.

Niam 1992 Gagner la ngudi dau tién thuc hién thanh cong phau thuat
citbo u thuong than qua ndi soi. O Viét Nam: Phau thuat ndi soi (PTNS) 6
bung diu tién & cac trung tdm 16n tai thanh phé HS Chi Minh va Ha Noi
vao nhitng nam 1992 — 1993.

Gan day, mot phuong phip méi tham chi con it xdm 14n hon so véi
phéu thuat ndi soi thong thudng da dugc phat trién, d6 1a phiu thudt mé noi soi
v6i chi mot 16 vao 6 bung, nham ting cuong hon nita cac loi ich ctia phau thuat
it xAm 14n trong khi giam thiéu bién chimg lién quan voi nhiéu vét mo. Nhiing
tién bo ban dau trong PTNS 1 156 di chimg minh ring k¥ thuét c6 tinh kha thi
v6i ki nang tién bd va dung cu t6i vu.

Nim 2010, tai Bénh vién Viét Dirc di bat dau ap dung PTNS 1 15 diéu
tri u TTT. Tuy nhién chang toi chwra thdy mot nghién ciru quy md nao vé viée
ap dung PTNS 1 16 dé diéu tri u tuyén thuong than lanh tinh. Chinh vi vay
chiing t6i tién hanh thyc hién dé tai: “Nghién citu itng dung phéu thugt néi
soi 1 16 diéu tri cac u tuyén thireng than lanh tinh” nham muc dich:

1. Ung dung ky thudt cit u tuyén thwong thin lanh tinh bang

phéu thudt ngi soi 1 16.
2. Pdnh gid két qua kj thudt nay tai Bénh vién Hitu nghi
Viét Dirc.
NHUNG PONG GOP MOI CUA LUAN AN

* Panh gia vé kha ning tmg dung PTNS 1 13 diéu tri u TTT lanh tinh
bang: Ap dung vao cac bénh, hoi chimg do u TTT gy nén, ty 1& thém
trocart trong phau thuat, phwong phap cAm mau tinh mach thugng than
chinh (TMTTC), kha nang thanh cong, ty 1¢ tai bién trong mo, ty 1& bién

chtng sau md.
* Xac dinh cac yéu td tién luong kha nang ap dung thanh cong PTNS
116 vao diéu tri u TTT lanh tinh. Pay 1 co s¢ dua ra nhitng khuyén céo



trong viéc ap dung mot cach an toan, hi¢u qua va phu hop véi hoan canh
thuc tién ctia nudc ta 1a muc dich cta luan an.
CAU TRUC CUA LUAN AN

Luan 4n gom 149 trang: dat van dé 2 trang, tong quan 44 trang, ddi
turong va phuong phap nghién ciru 19 trang, két qua nghién cau 24 trang,
ban luan 57 trang, két luan 2 trang, kién nghi 1 trang. 3 cong trinh nghién
ctiu, 45 bang, 02 biéu do, 31 hinh anh. 164 tai liéu tham khao, trong d6 24
tai liéu tiéng Viét, 140 tai liéu tiéng nudc ngoai.

Chuwong 1
TONG QUAN TAI LIEU
1.7. Nhitng cong trinh nghién ctru vé bénh Iy va diéu tri phiu thuit u
tuyén thuwong than
1.7.1. Thé gidi

Nim 1889 Thorton ngudi dau tién phiu thuét cit TTT sau md ning
né hau phau kéo dai. Nam 1923, Eugéne Villard & Lyon (Phap) thuc hién
lin dau tién cit bd Pheochromocytome rat tiéc bénh nhan (BN) di tir vong
sau d6. Ngay sau d6 Masson va Martin ciing tién hanh cit bo u TTT
(Pheochromocytome) nhung ciing thit bai bénh nhén tir vong. Ba nim sau,
Cesar Roux va Charles Mayor dd bdo cdo lan dau tién phau thuat thanh
cong diéu tri khoi Pheochromocytome.

Nhiing tién bo vé can 1am sang di nang cao chit lugng chan doan u
thuong than ngay ca u nho < lcm hodc nhitng truong hop phi dai TTT.
Nho d6 ¢6 thé dua ra mot chan doan giai phau trudéc mo chinh xac. Nam
1960, R. Mornex di thu thap trén 500 trudng hop phiu thuat cit bo
Pheochromocytome trén toan thé gidi véi ty 16 tir vong dudi 3%, J.P. Luton
(1981) cong bd nghién ctru cit bo u TTT trén 329 BN Cushing. Trong d6
héi chung (HC) Cushing do u vo thuong than 1a 26,5%, bénh Cushing
chiém 70% va hoi ching Cushing can ung thu 13 3,5%. Nam 1994 C.Proyer
da tong két 310 BN phiu thuét cit bo Pheochromocytome tai ba trung tam:
Lille, Goteborg va Hannover tor nam 1951-1992 véi ty 1€ to vong 1a 0%.
J.C. Matinot (1994) théng bao diéu tri phiu thuat 57 BN ¢6 HC cuong
aldosterone tién phat. Nam 1996 F. Crucitti tdp hop 129 u vo thugng than
dugc diéu tri Italya (1981-1991).

Niam 1992, Gagner thyc hién thanh cong phiu thuat noi soi cit u
tuyén thuong than dau tién trén thé gioi qua 2 truong hop (1 Cushing, 1
Pheochrmocytome). 1997 tac gia thong béo tiép 100 truong hop md cit u
TTT qua ndi soi. Cudi ndm 1997 Smith di thdng ké c6 khoang 600 trudng



hop duge md cit u TTT qua ndi soi. Nam 2006 Brunt thong bao mot thong
ké tir nam 1977 dén 2003 cua 10 tac gid ¢6 1080 u TTT duogc ph5u thuat
ndi soi. Mot tién bd véi wu thé va loi ich vugt bac trong diéu tri u TTT, da
lam thay d6i théi quen cua phiu thudt vién, hira hen twong lai tét dep trong
phau thuat u TTT.

1.7.2. Viét Nam

Phau thuat cit bo u TTT theo phuong phép kinh dién lan dau tién
dugc thyc hién vao nhitng nim 1960-1970 bai Ton That Tung, Nguyén Trinh
Co, Nguyén Biru Triéu. Nam 1992 Tén That Tung, Nguyén Nhu Bang,
Nguyén Biru Triéu, Tén Ptc Lang, Lé Ngoc Tir théng bao 6 truong hop HC
Conn duoc didu trj phiu thuit tai bénh vién Viét-Dirc.

Phau thuat ndi soi u myén thuong than ciing dugc trién Khai tir thang 8
nim 1998 tai Bénh vién (BV) Viét Dac. Nam 2000 Tran Binh Giang, Lé
Ngoc Tir théng béo hai truong hop cit u tuyén thuong than qua ndi soi tai
BV Viét Ptrc. Nam 2004 Vii Lé Chuyén thong bao cit bo budu tuyén thuong
than qua ndi soi 6 bung tai BV Binh Dén trong 5 nim (2000-2004). Nam
2006, Nguyén Durc Tién, Tran Binh Giang théng béo 140 trudong hop phiu
thuat noi soi u tuyén thuong théan tai Hoi nghi ndi soi thé gidi tai Hawai (Hoa
Ky). Nam 2007, theo nghién ctru ciia Nguyén Durc Tién v6i 95 bénh nhan u
TTT lanh tinh dugc phau thuat ndi soi dudng qua phic mac, trong d6 ty 16 u
vo gip 33 BN, u tity 40 BN, u khong bai tiét 12 BN, u nang 10 BN.

1.7.3 Phdu thudt cat u TTT ngi soi 1 16

Hirano va cong su (cs) bao cao dau tién cit u tuyén thuong than sau
phic mac vao nam 2005. Sau d6 5 nam, vao nam 2010, Cindolo va cs da bao
c4o ca cit U tuyén thugng than trong phic mac bing cac dung cu cia PTNS
mot 16 dau tién thanh cong. Trong hon 5 ndm qua, mot loat céc truong hop
cat tuyén thugng than qua PTNS 1 18 d4 duoc bao cao déu cho thiy tinh wu
viét cia PTNS 1 16. Nam 2009, Jeong BC va ¢s c6 mdt nghién ciru bénh
ching dbi chiéu gitra 9 bénh nhan duoc md cit tuyén thugng than PTNS 1 15
dé diéu tri u tuyén thuong than lanh tinh duogc so sanh véi 17 bénh nhan md
cét tuyén thuong than ndi soi thong thudng tic gia thiy twong dwong gitra 2
phuong phap vé thoi gian mo, lugng mau mat, thoi gian nim vién va mirc do
bién ching, c6 két qua thAm my tot hon & nhom phau thuat ndi soi mot 1.
Sau d6 nam 2012, trong mt nghién ctru so sanh twong tu cia Lin VC giita
cét tuyén thuong than ndi soi thong thuong va mot 18 trong u thuong than
lanh tinh v6i 21 bénh nhéan cho théy bénh nhan PTNS 1 16 an uéng duoc tro
lai nhanh hon (0,18 so véi 1 ngay; p < 0,001), thoi gian nam vién ngén hon



(2 so vai 4 ngay; p <0,001), va giam nhu cau thude giam dau sau md (0 so
v6i 0.84 mg/kg; p = 0,023) so voi bénh nhan mé ndi soi nhiéu 13.

Tai VN, tir thang 8 dén thang 10 nam 2010 ¢6 9 bénh nhan u TTT dugc md
ndi soi 1 15 tai BV Viét Ptc dugc bdo cdo boi Tran Binh Giang. Gan day
trong nghién ctru khac cia tac gia voi 36 bénh nhéan thoi gian md trung
binh 1a 86,39 phut, thoi gian ndm vién 1a 4,36 ngay. Khong c6 tai bién-bién
chimg ciing nhu thay d6i phuong phap phau thuat. Theo Tran Binh Giang
cat u TTT noi soi mot 15 1a k§ thuat kha thi, c6 két qua t6t, mang lai loi ich
cho nguoi bénh. Cling theo tac gia ky thuat nay can dugc thuc hién rong rai
va cin c6 nhitng nghién ciru 16n hon dé c6 dugc nhitng két luan co gia tri.

) Chuong 2
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. i twgng nghién ciru
2.1.1. Tiéu chudn lwa chen

- Bénh nhan u tuyén thuong than dwoc chan doan 14m sang, can 1am
sang vai cac hdi chung: HC Cushing, HC Conn, HC Apert-Gallais, u tuy
thuong than, u thugng than khong ché tiét, u nang thuong than

- Chén doan xac dinh c¢6 u TTT trén hinh anh siéu am (SA), chup cit
16p vi tinh (CLVT), cong hudng tir (CHT) véi kich thude khdi u < 6cm.

- Bénh nhan khong phan biét nam nit va ltra tudi.

- Pugc mé cit bo u TTT mdt bén béng dung cu phau thuat noi soi 1
16 ctia Covidien.

- Két qua xét nghiém giai phau bénh (GPB): u lanh tinh TTT.
2.1.2. Tiéu chudn logi trir

- U TTT nghi ngd ung thu dwa cha yéu vao dau hiéu goi y cua siéu

am va chup cit 1p vi tinh.

- C6 seo mo cil vung ha suon va that lung hai bén.

- Két qua giai phau bénh khong phai u TTT, hodc u TTT 4c tinh.
2.2. Phwong phap nghién ctru

Cong trinh dugc tién hanh theo phuwong phéap nghién ciru thir nghiém
1am sang khong ddi chimg.
2.3. Thiét ké nghién ciru
2.3.1. C& mau nghién ciru
Thay vao cong thiic ta ¢ s6 bénh nhan can thiét 1a: 73 bénh nhan.
2.3.2. Phwong phap xir Iy s6 liéu

S liéu nghién ctru thu thap trén s& duogc dwa vao may vi tinh, xir Iy
thdng ké theo cac chuong trinh thong ké y hoc chuan SPSS 16.0.



3.1. S6 liéu tong quat

) Chuwong 3 )
KET QUA NGHIEN CUU

3.1.1. Sé Iwong bénh nhan

Tir 01/01/2013 dén thang 10 ndm 2015 c6 83 bénh nhan dugc chan
doan u tuyen thuong thén lanh tinh dwgc phau thuat cat u tuyen thuong
than noi soi mot 16 thude dé tai nghién cau vaoi day du ho so bénh &n theo

mau bénh an nghién ciu. S6 ligu thu dugc cho két qua nhu sau:
3.1.2. Phén bé tuéi va gigi

~ Tudi hay gdp nhat ¢ lia tudi tir 31 — 50, chiém 62,7%. Trong do:
Tudi trung binh: 40,94 + 12,86, Ion nhit: 82 tudi va nho nhat 1a: 15 tudi.
Nit méc bénh chiém ty I& 80,7%, nam mic bénh ty 1& 19,3%. Ty 1& nit gap
4,19 1an cua nam.

Bang 3.7. Bénh Iy u TTT va kich thwéc u trén phim chup Cit 16p vi

tinh CLVT (hodc Cong hwéng tir CHT)

U tuyén Kich thu;(rc Kich thl{(’)’c Kich thqﬁc
thugng thn nhé nhat 16m nhat trung binh
: : (mm) (mm) (mm)
U vé
HC Cushing 13,00 33,00 22,43 +5,74
HC Conn 10,00 22,00 16,67 + 6,11
V6 khong ché 3,70 56,0 20,45 + 9,04
tiét
U tuy
Pheo 21,00 53,00 41,80 + 12,64
Tuy khong ché 28,00 54,00 39,44 + 9,28
tiét
Nang 45,00 46,00 4550 + 0,71
Trung binh 3,70 56,00 24,60 +11,73
chung (mm)

Nhin bang 3.7 ta thiy vé& kich thuéc I6n nhat Ia nang tuyén thuong
than vai 45,50 £ 0,71mm, kich thudc nho nhat 1a HC Conn véi 16,67 +

6,11mm. Kich thudc trung binh cua 83 u TTT la 24,60 + 11,73mm.

3.2.5. Gidgi phdu bénh

Bing 3.10. Giai phiu bénh

Giai phau bénh S6 bénh nhén (N) Ty 1€ (%)
U vo 64 77,1
Tang san vo 03 3,6

U tuy 14 16,9
Nang 02 2,4
Tong 83 100,0




Bang 3.10 cho thiy u vo thugng than chiém da sé voi 67/83 BN,
chiém ty I& 80,7%.
3.3. Ung dung PTNS 11§ diéu tri u TTT
3.3.2. Ung dung phdu thugt
Bang 3.17. Méi lién quan giita vi tri khéi u va s lwong trocart

Trocart )
oD Khdng thém Thém 01 Tong P
Vi tri trocart (N/%) trocart (N/%)  (N/%) OR
khoi u
Bén tréi 41 (87,2) 06(128)  47(1000) oo
Bén phii 11 (32,4) 23(67,6) 34 (100,0) OpR—l 129
Téng 52 (64,2) 29(358) 81 (100,0) =14

Trong nghién ciru ciia ching t6i ¢6 tong s 47 bénh nhan c6 u bén tréi,
ty 18 thém 01 trocart chiém 12,8%; trong tong s6 34 bénh nhan c6 u bén phai,
ty 1& thém 01 trocart chiém dén 67,6%. Ty 1¢ dat dan lu'u 6 bung 13 19,8%. 81
bénh nhéan phau thuat noi soi hoan toan, trong do tong s ca phai them trocart
1a 29 BN. Nhom c6 u bén phai can thém trocart nhiéu hon u bén trai gip 14,29
14n, su khéc biét nay c6 y nghia théng ké véi p < 0,05, OR = 14,29.

Bang 3.18. Kich thuéc khéi u (CLVT) va thém 1 trocart.
Kich thugc u (mm)
1-10 11-31 31-60
Khong thém 3(58) 41(78,8) 8(154) 52(100,0)
Thém trocart 1(3,4) 19(655) 9(31,0) 29(100,0) <0,05
Chuyén mo 0 (0) 0 (0) 2 (100,0) 2(100,0)
Tong 4(4,8) 60(72,3) 19(22,9) 83(100,0)
Nhin bang 3.18 cho thay: Kich thudc khdi u cang I6n thi ty 18 thém
1 trocart cang cao, ¢ su khac biét co y nghia thong ké (p < 0,05).
Bang 3.20. Kich thwéc khdi u (theo CT), ky thuit cAm mau TMTTC
va ty 1é chuyén mb mé
K¥ thuat Kich thuée CT (mm)
cimméu  1-10 11-30 31-60
Kep clip 04 (7,8) 39(76,5) 08 (15,7) 51 (100,0)

Thém trocart Tong p

Téng p

Ligasure 0(0) 21(70,0) 09(30,0) 30(100,0) < 0,05
Chuyénmd  0(0) 0(0) 2(100,0) 02(100,0)
Téng 04 (4,8) 60(72,3) 19(22,9) 83 (100,0)

Nhan xét: Nhin bang 3.20 ta thiy ty 1¢ kep clip va chi kep cit TMTTC
bang Ligasure & nhiing khoi u c6 kich thude 16n 31 < 60mm tuong duong la
42,1% va 47,4%. Kich thugc khoi u cang 16n thi ty I€ st dung ligasure cang



cao, ¢o 2 bn c¢o6 kich thugc khdi u 31 — 60mm phai chuyén mé ma. Co su
khéac biét co y nghia thong ké glua kich thudc khdi u va ky thuat cam mau.
C6 02 BN chuyén md mé chiém ty 18 2,4% & nhing khdi u 16n véi kich
thude 31- 60mm. Ty 1& kep clip TMTTC la da sé voi 51/83 BN chiém
61,5%. Ty Ié kep - dot va cat bang dao ligasure ma khéng dung clip la
30/83 BN chiém 36,1%.

3.4. Két qua PTNS 118 diéu tri u TTT

3.4.1. Ty ¢ cat u va toan bg tuyén thuweng th@n

Ty 16 cit toan bo tuyén 12 81 BN chiém 97,6%. Ty Ié cit u dé lai mot phan
tuyén c6 2 BN chiém 2,4%.

3.4.2. Céc tai bién, bién chirng trong mé

Trong tong s6 83 BN u TTT dugc PTNS 1 16 lugng mau mét trung
binh uéc luwong khoang 50ml.

Ty 18 chay mau trong md khong (;ﬁrn mau qua ndi soi dugc co ty 1€
2,4%. Ty 1¢& ting HA kich phét trong m6 dan dén nglmg tim c6 1 BN chiém
ty 1é 1a 1,2%.

3.4.3. Thei gian mé

Vé thoi gian m6, nhoém thoi gian duéi 70 phat c6 33 truong hop
(40,7%), tr 71 — 100 phut chieém 40 (49,4%) truong hop va trén 100 phut 1a
08 ca (9,9%). Thoi gian mo trung binh 1a 79,01 + 22,33 phut.

Trong nhém bénh nhan HC Cushing, 50% c6 thoi gian md tir 71 —
100 phut, tiep theo 1a < 70 phut (42,9%), c6 01 truong hop (7,1%) mo trén
100 phdat.

HC Conn ¢6 03/ 03 (100%) ca déu nam trong khoang < 70 phit. Co
50 ca u vé khong ché tiet, thoi gian mo tir 71 — 100 phit chiém ty 1€ cao
nhat trong nhém nay (54%).

Pheo c6 03 bénh nhan, s6 ca md & mdi nhom thoi gian 1a bang nhau
(33,3%). 09 ca u tuy khong ché tiét, thoi gian mb ¢ nhom 71 — 100 phut chiém
44,4%; dudi 70 phut 1a 33,3% va trén 100 phit c6 ty 1€ thap nhat (22,2%)).

Trong nghién ciru ¢6 02 trudng hop nang, thoi gian mé nhin chung
cling ngan hon so v&i mot s6 nhom khac, dudi 70 phat 1a 01 ca va tor 71 —
100 phiit c6 01 bénh nhéan.

Thoi gian md trung binh dai nhat 1a & nhém bénh nhan u tuy. Tuy
nhién, ki€ém dinh thong ké cho thay khong céd sy khac biét gilia thoi gian
mo v6i cac nhém bénh (p > 0,05).



Bang 3.24. Mdi lién quan giira thoi gian mé va vi tri khoi u

Thoi gian mo (phut) (N/%)

Vi tri khéiu <70 71-100 >100 Tong p
Bén trai 16 (34,0) 24 (51,1) 07 (14,9) 47 (100,0)

Bén phai 17 (50,0) 16 (47,1) 01(2,9)0 34(100,0) >0,05
Tong 33(40,7) 40(49,4) 08(9,9 81(100,0)

Trong s6 47 ca ¢ vi tri u bén trai, thoi gian mé chiém ty 18 cao nhét
1a tir 71 — 100 phit (51,1%); tiép theo 1a < 70 phut (34,0%); c6 14,9% &
nhom trén 100 phat. Trong s6 34 ca ¢6 vi tri u bén phai, ty 1& dudi 70 phut
la 50,0%; tir 71 — 100 1a 47,1%; nhém > 100 phut chiém 2,9%. Khéng co
su khéc biét vé mit thoi gian mé gitra u bén phai va bén tréi (p > 0,05).

Bang 3.25. Moi lién quan giira thoi gian mé va kich thuée khéi u

Kiﬁh thuée Thoi gian mo (phit) (N/%) Téng 0
khéiu(mm) <70 71100 > 100
01-10 03 (75,0) (2%?0) 0 (0) (188‘,0)
11-30 26433 4%?7) 06 (10,0) (188'0) > 0,05
31- 60 04 (23.5) (627) 02 (11,8) (13;0)
Téng 33 (40,7) ( 4‘;?4) 08 (9,9) (13&0)

Kich thudce khéi u duge chia thanh 03 nhom; & nhém kich thuge tir 1 -
10mm thi thoi gian m6 < 70 phat chiém ty 1& cao nhat (75,0%). Kich thudc
khéi u tir 11 - 30mm c6 thoi gian mo dai hon, chii yéu tir 71 — 100 pht
(46,7%). Va kich thuéc 31 — 60mm ciing c6 thoi gian md chi yéu tir 71 — 100
phut (64,7%). Khi so sanh thdi gian md véi kich thuée khdi u, mac di & nhom
¢6 kich thude 16n thi thoi gian md dai hon tuy nhién khéng ¢ su khac biét co ¥
nghia thong ké (p > 0,05).

3.5. Bién chirng sau PTNS 115 diéu trj u TTT

Ty I¢ bién chung sau mé hay gap nhét la ha kali mau véi 41/81 BN
chiém 67,21%. Tiép theo 1a cao HA ¢6 35/81 BN chiém 43,21%.

HC Cushing xét nghiém kiém tra lai cortisol sau md c¢6 4 BN, c6 2
BN c¢6 giam cortisol sau m6 chiém ty 1& 14,28% trong tong 14 BN c¢6 HC
Cushing.



3.6. Két qua diéu tri sau phiu thuat
3.6.1. Thei gian dung thudc gidm dau.
Bang 3.29. Mdi lién quan giira thoi gian dung thudc giam dau (ngay)
v6i kich thwée khdi u (mm)

Kich thwée Thoi gian Thoi gian dung giam

£ N dau (N/%) Téng p
khoi u trung binh 1-3 4 5
2,5+0,58
1-10 (NN: 2: LN: 3) 04 (5,3) 0 (0) 04 (4,9)
11-30 2'1_3 * 0'8_5 58 (77,3) 02(33,3) 60 (74,1)
(NN: 1; LN: 5) <005
s1-60 288105 a9 0ae67) 17(L0)
(NN: 2; LN: 5) ' ' '
2,31+0,93
Tong  \N:1: LN: 5) 75 (100,0) 06 (100,0) 81 (100,0)

Bang 3.29 cho thdy: Kich thudc khdi u cang bé thi thoi gian dung
thudc giam dau ngin hon. Trong nghién ciru cia ching t6i, & nhom 1 — 3
ngdy, kich thudc chu yéu ¢ nhom 11 — 30mm, tiép theo 1a tir 31 — 60mm.
Nguoc lai, trong nhom 4 — 5 ngay, c6 02 ca (33,3%) co6 kich thude 11 —
30mm va 04 ca (66,7%) kich thudc tir 31 — 60mm. C6 sy khac biét c6 ¥
nghia gitra kich thudc khdi u va thoi gian ding giam dau, kich thudc cang
16n thi thoi gian dung thude cang dai (p < 0,05).

Thoi gian trung tién & bénh nhan cé kich thudc khéi u tir 1 — 10mm
1a 24 — 72 gio (04 ca — 100%). O nhém kich thude 11 — 30mm cd thai gian
chu yéu 1a 24 — 72 gid (78,3%). Nhém 31 — 60mm thoi gian ciing chu yéu
1a 24 — 72 gio (76,5%). Thoi gian trung binh cho thiy & nhém kich thudc
I6n thi thai gian co trung tién cang lau, nhdm 31 — 60mm cé thoi gian TB
1a 48,24 £ 21,17; nhém 11 — 30mm la 41,45 + 16,23 va 1 — 10mm la 38,75
+ 6,13. Tuy nhién khong c6 su khac biét c6 ¥ nghia thong ké giira kich
thudc khdi u véi thoi gian trung tién (p > 0,05).



3.6.4. Thei gian nam vign
Bang 3.32. Mdi lién quan giira thoi gian nam vién va kich thuéc khoi u

Kich thuge Thoi gian  Thoi gian nam vién (ngay)

£ trung (N/%) Tong P
khoi u binh <03 3_4 >4
325+
0,25 0 04 0 04
1=1mm  \N:3; (0) (100) ©  (100,0)
LN: 4)
IR 4’(?\,,i\,9’21.7 06 36 18 60
Cov (10,0) (60,0) (20,0) (100,0)
LN: 9) 0.055
4,76 + !
0,37 0 08 09 17
31-60mm  \N:3: () (47.06) (52,94)  (100,0)
LN: 9)
» 412£015 g 48 27 81
Tong (E',\'}'fgf); (741)  (59.26)  (3.33)  (100,0)

Bang 3.32 cho thay kich thuéc khéi u cang lon thi thoi gian nam vién
cang dai, kich thuéc tir 1 — 10mm thi thoi gian nam 1a tir 3 — 4 ngay (trung
binh 3,25 + 0 ngay); kich thudc tir 11 — 30mm ¢ thoi gian chi yéu 12 3 — 4
ngay (60%) vai trung binh ndm vién 4,0 + 0,17. Va kich thudc 31 — 60mm
thi c6 dén 52,94% nam trén 4 ngay va 47,06% nam tir 3 — 4 ngay (trung
binh 4,76 + 0,37). Tuy nhién kiém dinh théng ké cho thiy khdng c6 su
khéc biét c6 y nghia thong ké vé kich thudc khdi u voi thoi gian nam vién
Véi p = 0,055.

3.7. Kham lai sau mé

Ty 1& cao HA va dau bung sau md 1a cao nhét véi 15,71%. Ty 1é dai
thao duong sau mo chiém 5,71%. Ty 1é suy TTT sau mo chiém 2,86%. Ty
1€ tr vong 1a 1,43% trong s6 BN duoc kham lai.

Bang 3. 35: Tinh trang seo 16i vét md va giai phiu bénh khoi u
Seo 16i vét mo (N/%)

Giai phau bénh Coseo  Khong seo Tong P
U vo 08 (14,8) 46 (85,2) 54 (100,0)
Tang san vo 0(0) 03 (100,0) 03 (100,0)
U tuy 05 (50,0) 05(50,0) 10(100,0) <0,05
Nang 01 (50,0) 01(50,0) 02(100,0)

Tong 14 (20,3) 55(79,7) 69 (100,0)




Trong téng s6 70 bénh nhan u tuyén thuong than kham lai, c6 69
bénh nhan chiém ty 18 85,18% trong nhom mé noi soi 1 16. Trong d6 ty 1é
seo vét md 1a 14 truong hop (20,3%). Seo vét md ctiia bénh nhén co6 giai
phau bénh Nang chlem 50% tong s6 ca nang; seo vét md bénh nhan u tuy
chiém 50,0% tong s6 ca u tuy. Ty 1é seo it nhat 1a & nhom u vo, chi chiém
14,8%. C6 thé noi, bénh nhan c6 giai phau bénh u vo c6 ty 18 seo vét md it
hon cac nhom con lai, co sy khac biét ¢6 y nghia thong ké giira seo vét mo
va cac nhom giai phau bénh (p < 0,05).

Chuong 4
BAN LUAN
4.1. Pic diém dich té& hoc miu nghién ciru
Trong 8 tai c6 83 bénh nhén duoc thyc hién phau thuat ndi soi mot
16 tir 01/01/2013 dén 10/2015 véi day du cac dir lidu nghién ctru.
4.1.1. Vé tuoi:

Trong nghién ctru cua ching t6i nhém tudi hay gap nhat ¢ lua tudi tr
31 - 50, chiem 62,7%. Trong do: Tudi trung binh: 40,94 + 12,86, l6n nhat:
82 tudi va nho nhét 1a: 15 tudi. Két qua nghlen clru clia chung t6i gan twong
duong véi nghién ctiru mot sb tac gia nude ngoal khac nhu Kwak 2011,
Walz 2010, Tunca 2012. Nhung nhé hon nghlen ctru cia Tran Binh Glang
tudi trung binh la 47,8 tuoi (tr 21-68), va mét so tic gid nude ngoai khac.
4.1.2. Ve Gigi

Trong nghién ctru ctia chiing t6i ty 1¢ nit mac bénh chiém 80,7%, nam
mac bénh ty 1€ 19,3%. Ty I¢ nix gap 4,19 Ian caa nam. Ty 1& nay cao hon nhiéu
so voi tac gla trong nude nhu Tran Binh Glang la 38 nir va 23 nam, vdi cac tac
gia nude ngoai ty 1€ nay tuong duong voi nghlen ctru ctia chung toi.

4.2. Ban luin vé ung dung va ket qua cia PTNS mét 16 dwong qua

phiic mac trong diéu tri cac u tuyen thuong than
4.2.1. Chdn dodn:

Bang 4.2: Bénh hoc vaPTNS u TTT (theo Hu Q.Y)
PTNS 1 I6/PTNS thong thuong
Tacgia S6 BN CKIC\JI Conn | Cushing | Pheo K
Jeong 2009 9/17 3/6 1/2 5/9
Walz 2010 47147 4/4 20/20 77 15/15 1/1
Ishida 2010 10/10 2/1 2/5
Shi 2011 19/38 5/7 7/15 4/11 3/5
Kwak 10/12 4/5 4/1 3/1 2/1 0/1
Vidal 2012 20/20 6/8 8/6 6/6
Wang 2012 13/26 6/7 5/10 2/6 0/3
Tunca 2012 22/74 | 3/20 4/7 7/18 8/26 0/3
Lin 2012 21/28 714 3/5

Ko CN: khéng chize nang




Trong nghién ciu cia Hirano D, chan doan 1am sang chu yéu la
Conn la 18 BN, Hai ching Cushing 1 13, va khéi u thugng than phat hién
ngau nhién 1a 23 bénh nhan, trong d6 ¢6 5 bénh nhéan co tien 1am sang
Cushing. Panh gia mé hoc da chirng minh rang tat ca céc khdi u hoat dong
1a u tuyén thuong than. Trong 23 khdi u tuyén thugng than phat hién ngau
nhién c¢6 17 truong hop u TTT va mot trudng hop ting san dang ndt, 01
nang, 01 xuit huyét trong nang, 01 u hach TKGC, 01 u m& tay bao, va mot
khéi u di can tir ung thu phdi. Tuy nhién, Téc gia ciing cho rang PTNS 1 15
1a khdng thich hop cho Pheochromocytome nhit la cac khdi u Ién can boc
16 dé co duoc du tam nhin. Vi khéi u c6 thé tang tiét catecholamin, dic biét
1a khi cac khéi u phia bén phai. Mic du vay tac gia ciing méi chi bit dau
phdu thuat trén nhitng bénh nhin c6 Pheochromocytome tuwong dbi nhé.
Nghién ciru cua Tran Binh Giang c6 cac chan doan bao gdm 20 bénh nhén
véi Pheochromocytome, 17 véi u TTT phat hién ngau nhién, 16 véi hoi
chirng Conn, 4 vé6i hoi chung Cushing va 4 véi u nang thugng than. Trong
nghién ctru cuia chiing t6i cho thay: Trong téng 83 BN ngién cau ty 18 u vo
thuong than khong ché tiét voi 50/83 BN chiém ty Ié cao nhét 60,24%. HC
Cushing c6 14 BN chiém 16,87%, HC Conn c6 3 BN chiém 3,61%,
Pheochromocytome c6 5 BN chiém 6,02%. Vé u TTT khong ché tiét thi u
vo TTT khong ché tiét bén T c6 31/83 BN chiém 37,35%, u vo TTT khong
ché tiét bén P c6 19/83 BN chiém 22,89%. U tay TTT khong ché tiét c6 9
BN chiém 10,84%.
4.2.2. Ung dung Phdu thugt ngi soi mét 16

Phau thuat kinh dién cit bo u tuyén thuong than van luén Ia phau
thuat nang né. C6 rat nhiéu phuong phap véi cac duong mé khac nhau da
duoc thuc hién, tt ca déu nham muc dich giam ty Ié tai bién va bién chung
trong va sau phau thuat, gidp cho bénh nhan sém tro lai sinh hoat binh
thuong. Mdi phuong phap co tinh wu viét riéng. Phiu thuat cit tuyén
thuong than qua ndi soi di dwoc bit dau tir nam 1992 boi Gagner, phau
thuat da cho thdy loi ich hon han ma phau thuat mé mé con nhiéu han ché.
Phiu thuat lam giam ton thuong thanh bung va cac tang trong mo, giam
dau sau phau thuat va phuc hdi tré lai sinh hoat binh thudng nhanh hon.
Nhét 1a d6i voi cac khdi u thuong than lanh tinh, phau thuat noi soi cat
tuyén thuong than da duoc coi Ia tiéu chuan vang cua diéu tri phau thuat u
TTT. Mic di k¥ thuat noi soi c6 mot ty 1¢ tai bién va bién chiing thip hon
s0 Voi phau thuat md maé, nhung PTNS thong thuong Van can 3-4 trocart
Vi n6 la can thiét dé boc 16 va phiu tich cac co quan trong 6 bung nhat la
v6i mot tang nho va nam sdu nhu TTT. Nam 2005, Hirano va cs bao cao



truong hop dau tién cat tuyén thuong than bang phiu thuat noi soi mot 19.
Phau thuat mai nay da lam giam chan thwong viing choc trocart va cac bién
chirng lién quan cta no.

Kinh nghiém ciia Wang L di chi ra riang chiéu dai cia vét seo da
trong nhém PTNS 1 15 giam hon mot nira so v&i tong chiéu dai cia 3 hodc
4 vét seo can thiét cho noi soi tiéu chudn. Ngoai ra, diém sb hai long vé
thim my ciia bénh nhan tng ho cach tiép can PTNS 116 (9.5 v6i 9.1, P =
0,042). Kinh nghiém ciia tac gia cho thay rang cach tiép can dudi suon cho
tuyén thuong than PTNS 1 15 14 tot hon & nhitng nguoi c6 chi s6 khdi co
thé 16n hon (23,4 véi 27,2 kg / m2, P = 0,024), véi sy sut giam dang ké
trong thoi gian phau thuat (177 5 voi 102 phat, P =0 ,030) so v6i phuong
phéap qua rén. Ngoal ra, cach tiép can du6i suon khong dong nghla v6i viée
giam dau sau md hodc sy hai long thim my (P > 0.05). Cach tiép can nay
cho phép mot khong gian lam viée rong hon cho dung cu phau thuat so véi
phuong phép sau phuc mac va truc tlep hon va ngan hon truy cap vao cac

"muc tleu so v6i cach tiép can qua ron. Ngoai ra, n6 1a d& dang hon dé tan
dung tdi da tiép xuc v6i tuyén thuong than.
4.2.3. Kj thugt mé
4.2.3.1. Puong vao, sé lwong trocart

Nhu d6i véi cit tuyén thugng than ndi soi thong thudng, ca hai
duong trong phuc mac va sau phiic mac da dugc mo ta cho duong rach va
noi dit cong Vao.

Trong nghién ctru cua ching tdi tit ca cac BN déu duoc dit cong
trocart & vi tri ngang ron, duong trang bén ton thuong.

Vi trf ma mot sd phau thuat vién dit trocart cho duong vao ctia PTNS 1
16 12 ron, cho lgi ich 1 rang vé mit tham my. Nozakiva cs gan day da mo ta ky
thuat chi tiét vé duorng vao qua rén dé giai quyét cac van dé lién quan den thlet
b1 giao nhau trong cat tuyen thuong than qua PTNS 1 10 Chiéu dai vét mo van
nam trong chd 16m ciia rén vi vay giit duge hinh dang rén binh thuong.

Tuy nhién, cit tuyén thuong than qua PTNS 1 156 qua rén c6 thé kho
khin do goc tiép can va vudng cac tang khac. That vdy, khi d6 khé khin
clia viéc phau tich trong phiu thuat PTNS 1 18 qua ron tang Ién gan nhu
theo cap s nhan.

Do giai phiu cua tuyén thuong than nam sau sau phtic mac, khoang
cach tir noi dat trocart ti u TTT theo duong vao PTNS 1 16 qua ron tré nén
dai hon so v&i khoang cach tir cac vi tri khac. Hon nita, dudng qua ron tré
thanh hudng tiép tuyén. Va véi cac thiét bi hién c6, viéc phiu thuat tro
thanh bat loi dang ké va cubi ciing tré nén doi hoi khit khe nhiéu hon.



Agha va cs bao céo céc truong hop clia 8 bénh nhan duge cit tuyén
thuong than 1 duong rach, 4 ngudi la ndi soi sau phic mac, 4 ngudi trong
phiic mac. Vi tri U tai chd 1a mot yéu td quan trong dé lya chon dudng vao.
Céc bénh nhan cit tuyén thuong than trai thudc nhom trong phiic mac, trong
khi khdiu & tuyén thuong than bén phai duoc md ndi soi sau phuc mac.

Trong nghién ctru cta chung t6i cho thy trong téng 81 bénh nhan
phiu thuat noi soi mot 16 hoan toan c6 52/81 BN chiém ty 1¢ 64,2%, s6 ca
phai thém trocart 1a 29 BN chiém ty 18 35,8%. Trong tong s6 47 bénh nhan
c6 u bén trai, ty 1¢ thém 01 trocart chiém 12,8%; trong téng s6 34 bénh
nhan ¢ u bén phai, ty 1& thém 01 trocart chiém dén 67,6%. Ty 1é dit dan
lru 6 bung 14 19,8%. Nhom c6 u bén phai can thém trocart nhiéu hon u bén
trai gip 14,29 lan, sy khac biét nay c6 ¥ nghia théng ké véi p < 0,05 (bang
3.17). Trong bang 3.18 vé ty 1& thém trocart va kich thudc khdi u chung t6i
cling nhan thiy khi kich thudc khéi u cang 16n thi ty 1 thém trocart cang
cao, co sy khac biét c6 ¥ nghia théng ké véi p < 0,05.

Trong nghién ctru ctia Vidal O va cs tac gia cling chi sir dung thém 1
trocart 5 cho mot bénh nhan. Néu can thiét, bac si phau thuat c6 thé chuyén
d6i PTNS 1 15 thanh mot phau thuat noi soi thong thuong bang cach thém
trocart khac trong khi van giir an toan cho cac bénh nhan. Dbi véi nhiing ly
do nay, no la rat quan trong can phai c6 kinh nghiém trong phau thuat noi
soi dé thuc hién ky thuat PTNS 1 15 ma khong dé xay ra tai bién hoic bién
chiing. Theo Walz MK va cs 44 bénh nhan da duoc phau thuat noi soi mot
16 sau phic mac mot bén (22 phai, 22 trai), va ba bénh nhan duoc phau
thuat hai bén (2 cho Pheochromocytomas, 1 bénh Cushing). Tong cong 50
PTNS 1 15. Trong d6 phau thuat da duoc thuc hién: 31 BN cét u dé lai mot
phan tuyén va 19 BN la cit hoan toan u va tuyén thugng than. Chuyén dé
mé phau thuat I1a khong can thiét nhung chuyén doi tir PTNS 1 16 thanh
PTNS thong thuong thong thudng la khong thé tranh khoi trong bon truong
hop (2 bén phai, 2 bén trai). Ly do chuyén ddi 1a viéc khong thé boc tach an
toan do kich thudc khéi u (6 cm) trong mét bénh nhan va do dinh nhiéu tur
I6p m& quanh than va tuyén thuong than trong ba truong hop. Trong ba
bénh nhan khac (tit ca bén tréi), tac gia di thém mot cong. Vi vay, hoan
thanh 43/50 PTNS 1 15 chiém (86%). Zhang X PTNS 1 15 tuyén thuong
than da dugc thyc hién thanh cong ¢ 23/25 bénh nhan (92%). Thém COng 5
mm dugc yéu cau ¢ 1 trong 2 truong hop khong thanh cong va no la can
thiét. Trong bénh nhan tha nhat thém mot cong 5 mm da duoc yéu cau do
rach mang bung va trong truong hop khac da chuyén doi sang PTNS théng
thuong chuan do dinh xung quanh khéi u. Wang L nghién ciu so sanh giira
3 nhém: 1. PTNS 1 15 qua rén, 2. PTNS 1 15 qua phic mac va 3. PTNS 1 16
sau phuc mac, tac gia ung ho céch tiép can ngoai rén ddi véi céc bénh nhan



c6 chi s6 BMI cao hon (> 30 kg / m2), vi thé trang co thé ciia nhitng bénh
nhan béo phi véi day mdé ma trong 6 bung s& lam cho thao tac théng qua
rén cuc ky kho khin. Tran Binh Giang c6 32 khdi u 1 trén trai va 29 1a bén
phai. Ky thuat PTNS 1 156 véi duong vao 1a duong trang bén ton thuong
ngang rén da dugc st dung trén tit ca cac bénh nhan. C6 44 truong hop
(72,13%) hoan thanh véi PTNS 1 15 tuyén thuong than, bao gdm 32 khéi u
bén trai (100.00%) va 12 khdi u bén phai (41,38%). Trong 17 khéi u bén P
khéac, tac gla can bd sung trocart (ki thuat hybrid) trong 16 truong hop
(55,17%), va mét truong hop da dugc chuyén ddi sang phau thuat noi soi
thong thudng véi ba cong. ,

4.2.3.2. Ky thudt va dung cu mé

Céac budc thu thuat trong phiu thudt cit tuyén thwong than qua
PTNS 1 16 nhét thiét phai giéng nhu thi thuat cit tuyén thugng than trong
phuc mac chuén hodc ndi soi sau phuc mac.

Vi Iy do nay, phau thuat vién phai déi mit véi van dé tiép sau cac
budc phiu thuat gidng nhau nhung trong tu thé go ép da duoc cong nhan va
cac han ché lién quan dén PTNS 1 13, chil yéu 14 phat sinh tir va cham dung
cu va thiéu xac dinh tam giac that sy. Nhitng thach thuc 16n c6 thé duoc
giai quyét mot phan nho s dung cac dung cu c6 khop ndi. Tuy nhién, hién
nay, dung cu c6 khop n6i khé co thé kho sir dung, cong kénh, va khong toi
uu vé phau thuat. ‘ .

Céc tac gia da thong qua nhimg chién lugc mo, chang han nhu “bat
chéo” hay thao tac “mot” tay, ma con nhiéu thach thirc va kém tién loi trong t6
chirc phiu thuat. Didu nay c6 thé gop phan gia tang tai gitr mo6 do kéo - day
khong thich hop hodc khong du va goc khong t6t cho phéu tich chinh xac va an
toan, cudi cting nd gy nén thoi gian md kéo dai.

Nhu da dé cap & trén, mac du tac dung thim my t6t hon va phéu
truong t6t hon, song trong khi cat tuyén thugng than qua PTNS 1 16 qua
ron, khoang cach gitra ron va tuyén thuong than dai hon, ma thuong lam
cho cac dung cu ndi soi thong thuong khoé khan dé dua dén duoc t6i cuc
trén cua tuyén thuong than. Do do, can c6 éng ndi soi 6 bung va dung cu
noi soi dai hon dé kéo va cét bo hiéu qua. Hon nita, trong cat tuyén thuong
than qua PTNS 1 16 trong phuc mac, viéc phau tich dé boc 16 TTT thi co
thé gay thuong ton cho gan hodc lach thuong la kho tranh khoi. Tuy nhién,
bat ky dung cu bd sung nao qua cing mot vét rach trong PTNS 1 1§ ciing
lam tiang canh tranh dung cu, do d6 khé thyc hién PTNS 1 15. Trong truong
hop nay, viéc sir dung dung cu vén gan c6 thé 1a mot giai phap hiéu qua.

Trong nhitng nim gan day, mot loat cic nghién ctru so sanh giira
phiu thuat ndi soi thong thuong va phiu thuat ndi soi mot 16 cit u TTT chi
ra rang PTNS 1 15 14 mot phau thudt thay thé an toan va kha thi cho phiu



thuat ndi soi thong thuong. Mac du thoi gian mo dai hon khong déng ké,
khong co6 sy khac biét dang ké trong luong mau mit trong mé cting nhu cac
blen chimg khac. Tuy nhién c6 su hai 1ong cta nguoi bénh vé thim my véi
vét mb nho. Ty 18 st dung thuc giam dau sau mo ciing thap hon trong
phau thuat ndi soi mot 15.

4.2.3.3. Phwong phdp xie Iy TMTT chinh:

Trong nghién ctru ciia chung t6i bang 3.18 cho thay: Ty 1& kep clip
TMTTC la da sé véi 51/83 BN chiém 61,5%. Ty Ié kep - d6t va cit bang
dao Ligasure ma khong dung clip 1a 30/83 BN chiém 36,1%.

Nghién ctru cta ching t6i ¢6 ty 18 kep clip va chi kep cat TMTTC
bang Ligasure & nhitng khdi u c¢6 kich thude 16n 31 - < 60mm 1a tuong
duong voi 42,1% va 47,4%. Kich thudc khéi u cang 1on thi ty 18 sur
dung ligasure cang cao, C6 su khac biét c6 ¥ nghia théng ké giira
kich thudc khéi u va k¥ thuat cam mau véi p < 0,05.

Trong nghién ctru cia Vidal O et al mot s6 bénh nhan dugc kep bang
Endoclip 5 mm va sau d6 duogc kep, cit bang cach s dung Ligasure. Mot
s6 tuyén thuong than khong dugc kep clip ma chi dugc kep, ddt, cit bang
Ligasure ma khong giap kho khan. Sau d6 khu phiu thuat da duoc dat
miéng Surgicel. Nghién ctu cua Koji Yoshimura et al tit ca bay bénh nhan
md u TTT T ciing déu duoc kep dot va cat bang Ligasure. Trong nghién
ctiru ciia Chung SD va cs tat ca 7 BN sau khi dét cam mau va boc tach thi
TMTTC dugc kep bang clip Hemolok. Theo Zhang X cac tinh mach
thuong than c6 thé dugc kiém soat mot cach an toan véi cac clip va phau
thuat c6 thé duoc thuc hién trong mot thoi gian hop 1y véi mat mau han
ché. Trong truong hop boc tach kho khan, chay mau khdng kiém soat dugc
hodc bat ky bién chang mé PTNS 1 15 ¢6 thé dwoc mot phan hoic hoan
toan chuyén doi ra PTN'S thong thuong chuan hoic mé mé.
4.2.3.4. Cdt chon loc u tuyén thuong thdn

Phéu thuét ni soi cit chon loc u tuyén thuong than co thé thyc hién
mot cach an toan va hiéu qua. Trong phau thuat PTNS thong thuong thong
thuong nhiéu tac cho rang c6 the cét chon loc u mot bén cling c6 thé cat chon
loc u hai bén cung mdt cudc md, tham chi c¢6 thé cit chon loc u mdt bén va
cit toan bo bén dbi dién. Chi dinh rit tot cho truong hop bénh nhan
Pheochromeytome ¢ yéu tb gia dinh nam trong bénh canh da u noi tiét tip
hai (Multiple Endocrine Neoplasia: MEN 2), ddi vi nhimng truong hop u
tuyén thuong than khong c6 yéu té gia dinh, hién con tranh cai. Vi u mot
bén chi dinh tot nhét cho nhung u c6 kich thude nho (<20-30mm), u don déc,
khu tra 0, vi tri ving ngoai vi tuyen Céac truong hop khac, can phai can
nhic dé tranh nguy co tai phat sau mo. Vi trudng hop tang sinh vo thuong
than hai bén, mot s6 tac gia ciing chu truong cit chon loc hai bén ciing mot



thi. Diéu quan trong khi cit chon loc u 1a x4c dinh gianh giGi ving sé& cit. Vi
thé sir dung SA trong mé 1a diéu kién can thiét. Van dé dugc dat ra cit bo
hay bao ton TMTTC, khi né 1a tinh mach chirc ning rat quan trong cho hoat
dong noi tiét cua TTT. Thai do xu trf voi tinh mach nay con phu thude vao vi
tri u so véi tuyén. Theo y kién ctia da s6 tac gia, giai phap tot nhit 1a ¢6 ging
bao ton t6i da TMTTC. Trong trudng hop kha ning khong bao ton dwoc
TMTTC, Martin. K khuyén bao ton toi da hé tinh mach phu bédi vi cac
TMTTP nay no s¢ thay thé TMTTC dam bao chic nang ndi tiét cho phan
tuyén con lai. V& ky thuét boc 19, phau tich nhin chung giong voi cét toan bo
chi khi thue hién cdt chon loc u thi khac. Céc tac gia déu khuyén nén ding
dung cu cam mau ty dong (vascular stapler) hodc dao siéu am (Hamonic
cappel) dé cit dam bao hiéu qua an toan cao vé k¥ thudt cling nhu chirc ning
phan con lai. Ikeda. Y va cong su da thong béo 9 truong hop cit chon loc u
tuyén thuong than, cho két qua nhu sau: Khong c6 chuyén md md, khong co
bién chimg va khéng c6 tir vong, chirc ning ni tiét phan con lai binh thuong
(kiém tra hocmon va xa hinh do), thoi gian theo doi sau md trung binh 20
thang. Brauckhoff. M qua 19 truong hop cho két qua tuong tu. Trong nghién
clru cua Nguyén Dt Tién s luong cit chon loc u con han ché: 7/95 truong
hop, tat ca 1a u co kich thude < 20mm, 1y do ctia nhom nghién ciru chua
manh dan thuc hién 13 ¢6 kho khin vé phuong tién chén doan va phau thuat.
Trong nghién ctru clia ching toi ¢6 02/81 BN u TTT chiém ty 1&

2,4% duge cit u dé lai 1 phan tuyén. Tt ca 02 BN nay déu la nang TTT
voi kich thuge thuong duong la 45mm va 46mm (bang 3.7).
4.3.8. Lugng mau madt trong mé

Bing 4.3: So sanh wéc tinh lweng mau mat trong mé ndi soi mat 16 va

ndi soi thwong (theo Hu Q.Y)

Tac gia Sé BN PTNS 115 (ml) | PTNS thuong (ml)
Jeong 2009 9117 177,8 £ 2447 204,7 + 2447
Ishida 2010 10/10 12,4 + 33,56 15,3 £ 33,56
Shi 2011 19/38 30 + 66,67 17,5 £ 66,67
Wang 2012 13/26 79,2 £ 77,83 92,7+13478
Tunca 2012 22174 484 %624 38+255

Nghién ctru so sanh cia Hu Q.Y, tac gia wdc tinh lvong mau mat

trong phau thuat 1a nhu nhau & hai nhom (bang 4.3).

Luwong mau mét trong md cia ching t6i wdc tinh khoang 50ml,
tuong dwong véi Koji Yoshimura va cs, Tunca 2012, Wang 2012 la khoang
50ml. Theo bang 4.4 nghién ctu cta ching t6i Ién hon Ishida 2010, Shi
2011, thap hon nhiéu so véi Jeong 2009. Nghién ciru cua Chung SD va cs
mat mau ugc tinh 12 100 ml. Téc gia cho rang lugng méau mét 1a khong



dang ké, ngoai trir trong truong hop 6. Trong truong hop nay 1a mot bénh
nhan Pheomochromocytome véi u &c tinh tiém tang da duoc thé hién qua
kinh hién vi ¢ vo bao bi xdm 1an va huyét khbi mach mau. Khéi u dinh
chat va dé chay mau nén mat khoang 600ml méu. Seiya Hattori so sanh
phau thuat PTNS 1 16 va phau thuat noi soi thuong & cac BN
Pheomochromocytome va u hach TKGC cho thay lwgng mit mau tdi thiéu
da duoc wdc tinh khoang 30 ml cho mdi phau thuat. Theo Tran Binh Giang
mat mau la khoang 70 ml. Xiaobin Yuan khoang 121,5 ml. Akira Saraki va
cs ude tinh lwong mat méau trong mé 12 10,5 + 12,1 m.

4.3.10. Thei gian mé

Bang 4.4: So sanh théi gian PTNS mét 16 va PTNS thong thwong
(Theo Hu Q.Y)
PTNS 1 I3/PTNS thong thuong

Tac gia S5 BN Thoi gian mé (ph)
Jeong 2009 9/17 160,2 £ 55,01 / 144,5 % 55,01
Walz 2010 47147 56+ 28/40+ 12
Ishida 2010 10/10 1252 + 29,14/ 119,7 + 29,14
Shi 2011 19/38 55+ 11,85/41,5 + 10,93
Lin 2012 21/28 145 + 49,38/ 95 + 49,36
Kwak 2011 10/12 127 + 29,48 / 112,92 + 33,87
Vidal 2012 20/20 95+20/80+8

Wang 2012 13/26 1485+ 63,53/ 112,9 + 34,47

Dua trén két qua (bang 4.4) Hu Q.Y cho rang thoi gian phau thuat co
vé dai hon & nhém PTNS 1 10 (P <0,00001) , tac gia nhan dinh rang boi
trong PTNS 1 156 c6 it hon rat nhiéu khoang trong so v&i PTNS thong
thudong dé thao tac phiu thuat, phdu thudng khong du rong va sy can trg
ctia nhiéu dung cu khac nhau. Nén thoi gian phau thuat kéo dai. , ‘

Trong 83 bénh nhin dugc md nodi soi ¢6 02 BN phai chuyén sang md
mo. Vay thoi gian md TB ciia 81 BN duge md ndi soi thanh cong trong
nghién ctru cua t6i 1 79,01 + 22,33 phit . Trong d6 nhé nhét 1a: 40 phat va
I6n nhét 1a 150p.

V& thoi gian mo, nhom thoi gian dudi 70 phat c¢6 33 bénh nhan
(40,7%), tir 71 — 100 phit ¢6 40 BN chiém ty 18 49,4% va trén 100 phut 1a
08 BN (9,9%). Thoi gian md trung binh 1a 79,01 + 22,33 phdt.

Trong nhém bénh nhan HC Cushing, 50% c6 thoi gian md tir 71 — 100
phut, tiép theo 1a < 70 phdt (42,9%), ¢6 01 BN (7,1%) md trén 100 phut.

HC Conn ¢c6 03/ 03 BN (100%) déu nam trong khoang < 70 phut.



C6 50 BN u V6 TTT khong ché tiét voi thoi gian mo tir 71 — 100
phat chiém ty 16 cao nhit trong nhdm nay (54%).

Pheo c6 03 bénh nhén, s6 ca md & mdi nhom thoi gian la bang nhau (33,3%).

09 ca u tuy khong ché tiét, thoi gian md ¢ nhém 71 — 100 phut chiém 44,4%;
dudi 70 phut 13 33,3% va trén 100 phut c6 ty 16 thép nhat (22,2%).

Trong nghién ciru c6 02 BN nang TTT, thoi gian md nhin chung
cling ngan hon so v6i mot s6 nhom khéc, dudi 70 phat 1a 01 BN va tir 71 —
100 phut ¢6 01 bénh nhan.

Thoi gian mé trung binh dai nhét 14 & nhom bénh nhan u tuy TTT.
Tuy nhién, kiém dinh thong ké cho thay khong co su khac biét giita thoi
gian md v6i cac nhom bénh (p > 0,05).

Nghién ctru ciia ching tdi ¢6 thai gian mé 16n nhat 13 150 phdt trong
bénh Iy u vo thuong than khong ché tiét voi kich thude khdi u 20mm dugc
mb tai khoa 1C. Tai day ching toi mdi trién khai k§ thuat nay nén sy dong
b6 con kém. Vi vay co & thoi gian phiu thuat kéo dai ciing mot phan phu
thuoc vao su an khép va dong bo cua E kip phau thuat. Nhat 14 trong g
dung cac ky thuat moi. Nhin bang 4.3 ta thdy thoi gian m6 cua ching toi
thip hon nhiéu so voi Jeong 2009, Wang 2012, Ishida 2010. Tuong duong
so vai Vidal 2012 va cao hon so véi Shi 2011, Walz 2010. Nghién ctru caa
Chung SD va cs thoi gian phau thuat dao dong 104-237 phat (TB la 159
phit). Theo Zhang X, trong 10 truong hop ban dau trung binh thoi gian
phau thuat 1a dai hon dang ké (62 véi 50 phat) va lwong mat mau trung
binh 16n hon déng ké (75 so véi 10 ml, p < 0,001) so véi sau d6 15 BN. 2
BN khong thanh cong da duoc phau thuat trong khoang 120 phut va xay ra
trong 10 trudng hop ban dau. 15 BN sau di ¢6 ging duoc PTNS 1 15 voi
mot thoi gian tir 30 dén 60 phat. Wang L so sanh giita 3 nhom: 1. PTNS 1
16 qua ron 2. PTNS 1 156 qua phtc mac va 3. PTNS 1 16 sau phic mac thoi
gian md trung binh tuong duong giita cac nhom la: 136 phut (120-285), 91
phat (70-144), 96 phut (65-160).
4.3.10.1. Thoi gian mé va Vi tri ciia u:

Trong nghién ctru cta ching t6i (Bang 3.24) thy rang trong sb 47
ca ¢0 vi tri u bén trai, thoi gian md chiém ty 1& cao nhat 1a tir 71 — 100
phut (51,1%); tiép theo 1a < 70 phut (34,0%); c6 14,9% & nhém trén 100
phut. Trong s6 34 ca ¢ vi tri u bén phai, ty 1& dudi 70 phit 1a 50,0%; tir
71 — 100 1a 47,1%; nhém > 100 phut chiém 2,9%. Kiém dinh théng ké
cho thiy khong c6 su khac biét vé mit thdi gian md gitta u bén phai va
bén trai (p > 0,05).

Theo Gagner. M bén phai 1a 138 phuat, bén trai 102 phat, I
Gockel 90 phat (40-215 phat) cho bén trai va 200 phat (195-315 phut)



cho bén phai. Nghién ctru cia Nguyén Puc Tién: bén phai 105 phit, bén
trai 80 phut.
4.3.11. Tai bién trong mé va ty 1¢ chuyén mé mé

Trong nghién ciru caa chdng ti ¢ hai bénh nhan phai chuyén sang
mb mé chiém ty 1& 2,4%. Ca hai bénh nhan nay déu 1a u tay TT bén P.
Nguyén nhan chuyén mé mé cua ching tdi 1a do khdi u déu co kich thudc
I6n (40, 45mm), mat khéac khdi u dinh rat kho boc tach, co chay mau trong
mb va kho kiém soét bang phau thuat noi soi. Nghién ctu cua ching tdi ¢é
mot bénh nhan ting HA kich phat din dén ngirng tim trong mé. Pay 1a
bénh nhan nit 29 tudi duoc chan doén u tuy thugng than bén P véi kich
thudc 45x50mm. Céc xét nghiém noi tiét caa tuyén thuong than trudc md
trong gidi han binh thuong. Trong md khi bat diu phau tich khéi u xuét
hién con mach nhanh, huyét ap tim thu trén 200mmHg va sau d6 rung that
va nging thé. Bénh nhan duoc hdi stc ép tim ngoai 16ng nguc. Sau 30 phat
mach, huyét ap tré lai trong gidi han binh thuong va duoc tiép tuc phau
thuat ngi soi mot 16 thanh cong. Trong nghién ctu tién phong caa Jeong va
cs. Mét nira s6 bénh nhan trong nghién ciru cua tac gia da duoc thay couté
bao ua crdm. Mic du phuong phéap noi soi da dugc ap dung cho hiu hét cac
khéi u té bao ua crom, song van con tranh luan vé viéc st dung phau thuat
noi soi cho u té bao wa crdm do lo ngai bat on dinh huyét dong béi giai
phong catecholamine va cac bién ching khac do bat 6n dinh huyét dong.
C6 thé suy doan rang nhimng khé khin trong viéc phau tich trong cit tuyén
thuong than qua PTNS 1 16 dan dén tiét catecholamine quéa mirc va tang
nguy co bi con tang huyet ap. Ngoai ra trong nghién ctru cua tac gia con co
02 bénh nhan phai chuyén sang mé ma vi dinh rat nhiéu vao mat duéi gan
va mit sau TM chi. Ca hai bénh nhan 1a u TTT bén P duoc chan doan 1a
Pheo vo¢i kich thudc twong duong 4 va 4,5cm. Trong do mét bénh nhan
nam 57 tudi c6 tién sir San 14 gan cii tai HPT V. Trong mét nghién cau so
sanh gitra PTNS 1 15 va PTNS thong thuong cua bénh Pheo Yuan cho thdy
c6 mot sy khac biét dang ké trong ty 18 méc bién dong huyét dong dang ké
gitra cac nhém (40,5% so véi 28,6%; p = 0,355). Khdng cé sy khac biét
trong ty 1€ nhip tim nhanh giira cAc nhom (21,4% so vai 28,6%; p = 0,530)
hoac nhip tim cham (7,1% so vai 4,8%; p = 1,000). Wang L chi c6 1
truong hop tran khi mang phoi xdy ra trong nhém u tuyén thuong than qua
ndi soi mot 15. Nguyén nhan cua tran khi mang phdi 1a do thuong ton co
hoanh. Véi viéc str dung mot 6ng Pigtail nguc va diéu chinh can than cac
thong s6 thd ctia bac si giy mé, 16 thing co hoanh da dugc st Iy bang phau
thuat noi soi. bién chimg sau phau thuat dién ra trong 4 bénh nhan trong
nhom PTNS 1 15, trong d6 ¢ 1 trudng hgp chay mau thir phét (Clavien cap
), 1 truong hop viém duong mat (Clavien cap II), va 2 truong hop sot



thoang qua (Clavien cap I). Hirano D va cs uéc tinh trung binh mat mau la
252 ml ¢ bon bénh nhan (7,4%) can truyén méu.

Trong mot nghién ctru so sanh giira PTNS 1 16 va PTNS thong
thuong, Hu Q.Y ciing chi ra rang thudc giam dau dung sau phau thuat véi
p = 0.00001 va thudc giam dau cdn dung kéo dai trén 24 gio véi p <
0.00001 déu cho thiy nguy co thdp hon dang ké & nhom PTNS 1 15. Vé
thoi gian phuc hdi dn udng bang duong miéng sau phiu thuat tac gia thay
khong c6 su khac biét co y nghia thong ké.

Trong nghién cu cia ching tdi bang 3.29 cho thay: Kich thudc
khéi u cang bé thi thoi gian dung thude giam dau ngin hon. O nhém ding
thdc giam dau tir 1 — 3 ngay hay gip ¢ nhom c6 kich thude cha yéu tir 11 —
30mm véi 77,3%. Nguogc lai, trong nhom 4 — 5 ngay ty 1é dung thudc giam
dau 1a cao hon chiém ty 18 66,7% & nhom c6 kich thude tir 31 — 60mm. C6
su khac biét c6 y nghia gitra kich thudc khdi u va thoi gian dung giam dau,
kich thudc cang 16n thi thoi gian ding thude cang dai v6i p < 0,05. Thoi
gian dung thudc giam dau trung binh ctia chiing t6i 1a 2,31 + 0,93 ngay Vvoi
1g paracetamol/24h (nho nhét 1a 1 ngay; 16n nhat 1a: 5 ngay).

Thoi gian trung tién caa bénh nhan trong nghién ciru cia ching toi
cho thay: O nhém bénh nhan c6 kich thuéc khdi u tir 1 — 10mm la 24 — 72
gio chiém ty 1é 100%. O nhém kich thudce 11 — 30mm c6 thoi gian chu yéu
1a 24 — 72 gio chiém 78,3%. Nhoém 31 — 60mm thoi gian ciing chu yéu la
24 — 72 gio v6i 76,5%. Thoi gian trung binh cho thay & nhém kich thuge
16n thi thoi gian ¢ trung tién cang lau, nhém 31 — 60mm c¢6 thoi gian trung
binh la 48,24 + 21,17; nhém 11 — 30mm la 41,45 + 16,23 va 1 — 10mm la
38,75 + 6,13. Tuy nhién khong c6 su khac biét co y nghia théng ké giira
kich thuéc khdi u vai thoi gian trung tién (p > 0,05).

4.3.12. Thei gian nam vién.

Bang 4.7: Thai gian nam vién sau phiu thuat caa PTNS mét 1§

va ndi soi thwong (theo Hu Q.Y)

Thoi gian nam vién sau phau thuat (ngay)
Téc gia, nam PTNS 115 PTNS thong thuong
Trung binh | S6 BN | Trung binh | S6 BN
Ishida 2010 5.2+0,50 10 6.9+1,75 10
Jeong 2009 | 3.2+1,128 9 3.5+£1,128 17
Kwak 2011 | 45+126 | 10 [4.08+124| 12
Shi 2011 6+ 2,222 19 6+ 1,667 38
Tunca 2012 | 2.45 + 0,96 22 3.04+£12 74
Walz 2010 24 +0,70 47 3.1x172 47
Wang 2012 52+191 13 6.3+1,37 26




Bang 4.7 thoi gian ndm vién sau phau thuat ciia Hu Q.Y ¢6 thoi gian
nam vién ngan hon dang ké & nhém PTNS 1 16 so véi PTNS thong thuong
véi p <0.00001.

Nghién ctru ctia chung t6i cho thiy: Trong sé 81 bénh nhan phau
thudt ndi soi hoan toan, c6 06 truong hop thoi gian nam vién dudi 3 ngay
(7,41%); 48 ca nam tir 3 — 4 ngay, chlem 59,26% va 27 ca nam trén 4 ngay
(33,33%). O nhém u vo, thoi gian nim vién tir 3 — 4 ngay chiém ty 18 cao
nhit (60,94%), nhom ting san vo 100% nam tir 3 — 4 ngay. Bénh nhan ¢
giai phau bénh u tuy, thoi gian ndm vién tir 3 — 4 ngay la 50,0%; trén 4
ngay la 41,67%. Nhém u nang c6 02 ca, 01 ca nim vién tir 3-4 ngay va 01
ca trén 4 ngay. Thoi gian ndm vién trung binh la 4,12 + 0,15; trong do
nhoém u tuy c6 thoi gian trung binh dai nhat (4,83 £ 0,55). Tuy nhién khong
¢6 su khac biét c6 ¥ nghia théng ké vé thoi gian nim vién v6i giai phiu
bénh (p > 0,05).

Mit khac, ciing qua bang 3.32 cho thay kich thudc khéi u cang 16n thi
thoi gian ndm vién cang dai, kich thude tir 1 — 10mm thi thoi gian ndm 1a tir 3 —
4 ngay (trung binh 3,25 £ 0,25 ngay); kich thudc tr 11 — 30mm c¢6 thoi gian
chii yéu 1a 3 — 4 ngay (60%) véi trung binh ndm vién 4,0 + 0,17. Va kich thudc
31 — 60mm thi co dén 52,94% nam trén 4 ngay va 47,06% nam tir 3 — 4 ngay
(trung binh 4,76 + 0,37). Tuy nhién kiém dinh théng ké ctia chung t6i lai khong
thay co su khac biét c6 y nghia thong ké vé kich thudc khdi u va thoi gian nam
vién voi p = 0,055.

Thoi gian nam vién cta chung t6i ciing twong dwong so voi cac
nghién ctru khac.

4.3.13. Tai bién, bién ching sau mé
Bang 4.8: Bién chitng nhe sau phiu thuit (theo Hu Q.Y)

T4c gis, nam __PTNS1 16 ’ PTNS théng thuong
’ Bienching | SO0 BN | Biénchiang | S6 BN

Ishida 2010 0 10 0 10
Jeong 2009 1 9 1 17
Kwak 2011 1 10 0 12
Lin 2012 0 21 1 28
Shi 2011 2 19 2 38
Tunca 2012 0 22 0 74
Vidal 2012 0 20 0 20
Walz 2010 2 47 2 47
Wang 2012 4 13 3 26

Trong nghién ctru cua Hu Q.Y tac gia da nghién ctru phén tich tong
hop, so sanh giita PTNS 116 va PTNS thong thuong cta 9 nghién ctu véi
171 va 272 BN tuong tng dugc xac dinh. Tac gia chi ra rang nguy co cua



bién chiing nhe sau phﬁu thuat ma dwoc phan loai d6 I hodac II theo hé
thdng phan loai Clavien- Dindo. Nghién ctru cua tic gia chi ra rang ty 18
trung binh cua bién ching nhe sau phau thuat cia PTNS 1 16 va PTNS
thong thuong trong cac nghién ciu twong duong la 5,8% (10/171) va 3,3%
(9/272) (bang 4.8). Tac gia cho rang ty 1& bién ching nhe 13 nhu nhau.

Trong nghién ciru cua ching toi thiy c6 44/81 BN chiém ty 1& 54,32%
c6 chi s6 HA thay déi. Trong d6 ty 18 ting HA 1a 35/81 BN chiém
43.21%, ty 1& giam HA 1a 9/81 BN chiém 11,11%. Ching ti sau md
kiém tra dién giai d6 duoc 61/81 BN chiém ty & 75,3% (bang 3.27).
Qua bang 3.27 ta thay ty 18 bién chirng sau mé hay gap nhat 1a ha kali
méau véi 41/61 BN chiém 67,21%. Ty I¢é ting duong huyét sau mo 12
6/81 BN chiém ty 1& 12,5%.
4.3.14. Kham lgi sau phdu thugt
4.3.14.1. Triéu chirng lam sang

Ching t6i goi dién kham lai dwgc 70 bénh nhan trong téng sé bénh
nhan dugc PTNS 1 15 thanh cdng trong nghién ctu chiém ty 1& 86,41%.
Thoi gian goi kiém tra ngin nhét la 10 thang, lau nhat 13 45 thang. Nghién
ctiu cho thay: Ty Ié cao HA sau mo 1a 11/70 BN véi 15,71%. Ty 1é¢ DTD
sau mo chiém 5,71%. Ty 1¢ Suy TTT sau mé chiém 2,86%. Ty I¢ tir vong la
1,43%. Ty 1€ ha huyet ap, dau dau, dau nguc, rdi loan nhip tim, dau vung
vét md va mét moi déu la 2,86%. Tt ca nhitng bénh nhan sau mé ching toi
déu chuyén bénh nhan vé khoa néi tiét va khoa tim mach BV Bach mai
kham va theo ddi.
4.3.14.3. Tinh trang hai long vét mé va seo 16i vét mo

V& tinh trang seo Io| vét md theo bang 3.35 chiing toi thiy rang co
14/69 BN bi seo 16i vét mo chiém ty 1¢ 20,3%. Seo vét mo cta bénh nhén
c6 giai phau bénh Nang chiém 50% tng s6 ca nang; seo vét md bénh nhéan
u tuy chiém 50,0% téng sd ca u tuy. Ty 18 seo it nhat 1a & nhom u vo, chi
chiém 14,8%. C6 thé n6i, bénh nhan co giai phau bénh u vo c6 ty 18 seo vét
md it hon cac nhom con lai, c6 sy khac biét c6 ¥ nghia thong ké giira seo
vét md va cac nhom giai phau bénh (p < 0,05).

KET LUAN

Két qua nghién ctru ing dung 83 truong hop u tuyén thuong than,
duoc chan doan va phau thuat ndi soi mot 16 dudng trong phiic mac tai
bénh vién Viét Purc, thoi gian tur 01/01/2013 dén thang 10 nam 2015,
nghién ctru di dén mot sb két luan sau:



1. Ung dung lam sang va cin lam sang trong phiu thuit cit u tuyén
thwong than lanh tinh bang PTNS 1 18.

* Tudi, gidi: Tudi hay gap nhat & lira tudi tir 31 — 50, chiém 62,7%.
Trong d6: Tudi trung binh: 40,94 + 12,86, 16n nhat: 82 tu6i va nho nhat 1a:
15 tudi. V& giéi nit mic bénh chiém ty 1& 80,7%, nam mac bénh ty &
19,3%. Ty I& nix gap 4,19 lan cua nam.

* Giai phau bénh: Nghién ciru ctia chung t6i co két qua GPB 1a u vo
thuong than chiém da sé véi 64/83 BN, chiém ty 1& 77,1%, ting san vo co
03 BN chiém 3,6%, u tay c6 14 BN chiém 16,9%, nang TTT c6 02 BN
chiém ty 1& 2,4%.

* Ty 1€ thém trocart: téng s6 47 bénh nhan c6 u bén tréi, ty 1€ thém
01 trocart chiém 12,8%; trong tong s6 34 bénh nhan c6 u bén phai, ty 1¢
thém 01 trocart chiém dén 67,6%.

2. Két qua ciia PTNS 115 trong diéu tri u TTT lanh tinh.

Thoi gian md TB cua 81 BN 1a 79,01 + 22,33 phit; nho nhat: 40
phat, 16n nhat 1a 150 phut.

* Thoi gian trung ti€n va cho an trd lai trung binh 1a 42,74 + 17,14
gio, nho nhét 1a 14 gio, 16n nhat 1a 110 gio.

* Thoi gian ndm diéu tri sau md trung binh 1a 4,09 + 1,91 ngay,
nho nhét 13 2 ngay, 16n nhét 13 14 ngay.

* Ty 1¢ chuyén md mé 12 2 BN u tiy TTT bén P chiém ty 1¢ 2,4%.

KIEN NGHI

Ung dung PTNS 1 15 diéu tri u tuyén thuong than lanh tinh 1a mot
k¥ thuat nang cao ciia PTNS, ap dung ky thuat nay doi hoi Phau thuat vién
kinh nghiém. Budc dau ung dung PTNS nén bat dau lya chon bénh nhan
kich thudc u < 6cm. Can tiép tuc nghién ciru danh gia két qua xa va tiép tuc
rng dung rong rdi PTNS 1 15 téi cac trung tdm ngoai khoa trong ca nuéc.



INTRODUCTION

The adrenal glands are endocrine located deep behind peritoneum,
which play an important role in the body’s vital function. The adrenal
glands secrete a variety of hormons evolved in the glucose and electrocytes
metabolism. In particular, catecholamine excretion regulates arterial blood
pressure. The adrenal tumors is the cause of increased pathologically
hormons. The majority of adrenal tumors are treated by surgeries combined
with medical treatment.

In 1926, S. Roux va C. Mayo were the first surgeons performed
successfully the adrenal surgery. In Viet Nsm, this surgery were performed
since early 1970 by Dr Ton That Tung, Nguyen Trinh Co and Nguyen Buu
Trieu.

Endoscopic adrenalectomy was first successfully performed in 1992
by Gagner. The first laparoendoscopic cases in Viet Nam were done in big
centres located at Ho Chi Minh city and Ha Noi in 1992-1993.

A novel method which was even less invassive than conventional one
was laparoendoscopic single-site (LESS) developed recently, enhancing the
advantages of less invassive surgery and minimising the complications related
to surgical incisions. The primary results of LESS have proved its feasible
technique and optimal instruments.

In 2010 Viet Duc hospital applied LESS in treatment of adrenal
tumors. However, we have not found any large-scale study of the LESS
application for benign adrenal tumors. Therefore, we conducted this study
“The laparoendoscopic single-site surgery application in the treatment
of benign adrenal tumors” with the purpose of :

1. Applying the benign adrenalectomy used the laparoendoscopic

single-site surgery.
2. Evaluating the results of this technique at Viet Duc hospital.
THE NEW CONTRIBUTION OF THE THESIS
* Evaluate the feasibility of the LESS application for benign adreanl
tumors in the treatment of diseases, syndromes caused by adrenal tumors,
the rate of intraoperatively additional trocart, the successful rate, The main
adenal vein hemostasis methods, intraoperative  and postoperative
complication rate.
* |dentify the prognostic factors for the possibility of successfully
applying LESS for treatment of benign adrenal tumors.This was to
provide the grounds for recommendation applying this technique
safely and effectively in the reality of our country.




THESIS STRUCTURE

This thesis include 149 pages: Introduction 2 pages, overview 44
pages, patients and methods 19 pages, results 24 pages, discussion 57
pages, conclusion 2 pages, recommendation 1 page, 2 researchs, 45 tables,
02 charts, 31 pictures. 164 reference papers, in which 24 in Vietnamese,
140 in foreign language.

CHAPTER 1
OVERVIEW

1.7. A review of studies regarding to the pathology and treatment for
adrenal tumors.
1.7.1. Worldwide

In 1889 Thorton was the first performing adrenalectomy. The
postoperative results, however, were long and extremely intense. In 1923,
Eugene Villard in Lyon (France) excised Pheochromocytome st the first
time. Unfortunately, the patient was died after that. Masson and Martin
then also performed adrenalectomy (Pheochromocytome) but the surgegy
failed and this patient died. Three year later, Cesar Roux va Charles Mayor
reported the first successfully surgical treatment for Pheochromocytome.

Advances in subclinical techniques had improved in the quality of
the adrenal tumors’ diagnosis, even small ones of under 1 cm or
hypertrophic ones. Therefore the preoperative diagnosis was offered
anatomically exact. In 1960, R. Mornex reported 500 cases of
Pheochromocytome excised with mortality rate of under 3%, J.P. Luton
(1981) publicised a study of 320 Cushing patients treated by
adrenalectomy. In those patients, Cushing symdrome caused by adrenal
tumors of 26,5%, Cushing disease of 70%, subclinical Cushing's syndrome
of 3,5%. In 1994 C.Proyer reviewed 310 Pheochromocytome excised at
three centres : Lille, Goteborg va Hannover (1951-1992) with mortality
rate of 0%. J.C. Matinot (1994) reported 57 primary hyperaldosteronism
cases treated by surgery. In 1996 F. Crucitti gathered 129 adrenal cortical
tumors treated in Italya (1981-1991).
In 1992, Gagner was successful in laparoendoscopic adrenalectomy for 2
cases (one Cushing, one Pheochrmocytome). In 1997 The author reported
100 more laparoendoscopic adrenalectomy cases. In the late 1997, Cudi
ndam 1997 Smith got statistics of about 600 laparoendoscopic
adrenalectomy cases. In 2006 Brunt published a stastistic from 1977 from
to 2003 of 10 authors with a total of 1080 adrenal tumors treated with
laparoendoscopy. Laparoendoscopic adrenalectomy which is a superior
and advanced method in adrenal tumors management changing surgeons’
habit promises a bright future in adrenal tumors’surgeries.



1.7.2. Viet Nam

Classic adrenalectomy was first carried out in 1960-1970 by Ton That
Tung, Nguyen Trinh Co, Nguyen Buu Trieu. In 1992 Ton That Tung, Nguyen
Nhu Bang, Nguyen Buu Trieu, Ton Puc Lang, Le Ngoc Tu announced 6 Conn
symdrome cases treated at Viet Duc hospital.

Laparoendoscopic adrenalectomy was also deployed in August 1998 at
this hospital. In 2000 Tran Binh Giang, Le Ngoc Tu reported two
laparoendoscopic adrenalectomy cases at Viet Duc hocpital. In 2004 Vu Le
Chuyen reported laparoendoscopic adrenalectomy at Binh Dan hospital for
fivr years (2000-2004). In 2006, Nguyen Duc Tien, Tran Binh Giang reported
150 laparoendoscopic adrenalectomy cases at World Endoscopy Conference
in (USA). In 2007, according to Nguyen Duc Tien’s study, 95 benign adrenal
gland tumor being transperotoneal Laparoendoscopy, of which 33 cortical
cases, 44 medullary cases, 12 nonfunctioning cases, 10 cystic cases.

1.7.3 Laparoendoscopic single-site adrenalectomy (LESS-A)

Hirano et al reported the first retroperitoneal adrenalectomy in 2005.
Five years later, in 2010, Cindolo et al reported first successful case treated
by intraperitoneal laparoendoscopic single-site adrenalectomy. Over past five
years, a series of LESS-A have been reported to indicate its superiority. In
2009, Jeong BC et al had a comparative case control study of 9 patientswho
underwent LESS-A for benign adrenal gland tumors compared to 17
conventional laparoendoscopic patients, the author found a similarity between
two methods of surgical time, blood loss, hospital stay, complications and
better comestic satisfaction in LESS-A group. Later in 2012, in a similar
comparative study of Lin VC between conventional laparoendoscopic
adrenalectomy (LA) and LESS-A in benign adrenal gland tumors with 21
patients showed that LESS-A patients had faster oral intake recorvery (0,18
vs 1lday; p<0,001), shorter hospital time (2 vs 4 days; p <0,001), and
decreased need for postoperative painkillers (0 vs 0.84 mg/kg; p = 0,023)
compared to multiple port laparoendoscopy.

In Viet Nam, from August to October 2010, 9 adrenal gland tumor patients
underwent LESS at Viet Duc hospital reported by Tran Binh Giang.
Recently In another study os this author with 36 patients had mean
operative time of 86,39 minutes, 4,36 days of hospital stay. There were 00
complications and surgical conversion. According to Tran Binh Giang
LESS-A is a feasible technique with promisingresults, benefits to patients.
Also, according to the author this technique needs to be widely
implemented and larger studies are needed to make valuable conclusions.

Chapter 2
PATIENTS AND METHODS



2.1. Patients
2.1.1. Inclusion criteria
- Patients with clinical and subclinical diagnosis of Cushing symdrome, Conn
Symdrome, Apert-Gallais symdrome, adrenal medullary tumors, non-
secreting adrenal tumors, cystic adrenal tumors .
- Patients diagnosed by ultrasound, CT scan, MRI with tumor size < 6cm
- Having no discrimination about sex and age.
- Having operated adrenalectomy on one side by Covidien’s
laparoendoscopic single site intrusments.
- Confirmed benign adrenal tumors by pathologic results
2.1.2. Exclusion criteria
- Adrenal tumors with suspicion of cancer according to ultrasound
and CT scan.
- Having surgical scar on flank and lumbar regions on both side.
- Pathologic results of having no tumors or malignant ones.
2.2. Methods
A clinical trial without controlled groups.
2.3. Study design
2.3.1. Sample size
Sample size was 73 patients.
2.3.2. Statistical analysis
Collected data were statistically analysed by SPSS 16.0

Chapter 3
RESULTS
3.1. Overview
3.1.1. Patients numbers
From January 1% 2013 to October 2015, there were 83 patients with
diagnosis of benign adrenal gland tumors operated laparoendoscopic single
site (LESS) adrecalectomy with completed case report. Results were
showed below:
3.1.2. Age and sex distribution
The most common age ranges from 31 to 50, accounting for 62,7%.
Of which: mean age (40,94 + 12,86, oldest: 82 years old and youngest 15
years old. Female cases accounted for 80,7%, meanwhile their male
counterpart were 19,3%. The ratio of females is 4,19 time that of males.

Table 3.7. Adrenal gland tumors and tumors’ size on CT scan (or MRI)

Biggest size  Mean (mm)

Adrenal gland tumors Smallest size (mm) (mm)




Cortical tumors

Cushing symdrome 13,00 33,00 22,43 + 5,74
Conn symdrome 10,00 22,00 16,67 + 6,11
Non-function cortex 3,70 56,0 20,45 + 9,04
Medullary tumors

Pheo 21,00 53,00 41,80 + 12,64
Non-funtion medulla 28,00 54,00 39,44 + 9,28
Cyst 45,00 46,00 45,50 + 0,71
Mean (mm) 3,70 56,00 24,60 + 11,73

From table 3.7, it is found that the biggest tumors were cystic adrenal
gland with average size of 45,50 = 0,71mm, the smallest tumors were in
Conn symdrome with average size of 16,67 + 6,11mm. Mean tumor size in
83 cases was 24,60 = 11,73mm.

3.2.5 Phathology

Table 3.10. Pathology
Pathology N percentages (%)
Cortex 64 77,1
Cortical hyperplasia 03 3,6
Medulla 14 16,9
Cyst 02 2,4
Mean 83 100,0

Table 3.10 shows that adrenocortical tumors are majority with 67/83
cases, accounting for 80.7% .
3.3. LESS application in adrenal gland tumors management
3.3.2. Surgical application
Table 3.17. the relationship between tumor location and the number of

trocart
{rocart Mo g’%i::'ctmal %rocart Total P
0,
L ocation (N/%) (N/%) (N/%%) OR
Left 41 (87,2) 06 (12,8) 47 (100,0) <005
Right 11 (32,4) 23(67,6) 34 (100,0) opR—121 >
Total 52 (64,2) 29 (358)  81(100,0) —

In our study, a total of 47 patients with tumors on the left side, the rate
of 1 additional trocart was 12,8%; of 34 patients with tumors on the right side,
the rate of 1 additional trocart accounted for 67,6%. The rate of lumbar catheter
was 19,8%. 81 patients completed laparoendoscopy, of which there was 29
cases having 1 additional trocart. Right side tumors required additional trocart
were 14,29 times than those on the left, the difference is statiscally significant
with p < 0,05, OR =14,29.



Table 3.18. Tumor size (MRI) va 1 additional trocart.
Tumor size (mm)
1-10 11-31  31-60

Non additional trocart 3 (5,8) 41 (78,8) 8 (15,4) 52 (100,0)
Additional trocarts 1 (3,4) 19 (65,5) 9 (31,0) 29 (100,0) <0,05
Surgical conversion  0(0) 0(0) 2(100,0) 2(100,0)
Total 4 (4,8) 60 (72,3) 19 (22,9) 83 (100,0)

From table 3.18 shows the larger the tumors the higer rate of 1

additional trocart, the difference was statistically significant (p < 0,05).
Table 3.20. Tumor size (CT scan), the main adrenal vein hemostatic
techniqgue and the rate of surgical conversion

Hemostatic techniques Tumor size on CT scan (mm)

Tong p

additional trocarts

110 1130 3160 0@ P
clips 04 (7,8) 39 (76,5) 08 (15,7) 51 (100,0)
Ligasure 0(0) 21(70,0) 09 (30,0) 30(100,0) <0,05
Surgical conversion 0 (0) 0(0) 2(100,0) 02 (100,0)
Total 04 (4,8) 60 (72,3) 19 (22,9) 83 (100,0)

Comments: From table 3.20, the rate of using clips
and the main adrenal vein ligation by Ligasure for
tumors with 31 - < 60mm in diameter were 42,1%,
47,4% respectively. The Dbigger tumors were the
higher rate of using Lagasure. Two cases with tumor
size of 31 - 60mm had to do surgical conversion.
There were statiscally significant differences
between tumor size and hemostatic techniques. Two
surgical conversion patients accounted for 2,4%
with big tumors of 31- 60mm in size. The rate of
clips using is majority with 51/83 cases,
accounting for 61,5%. The rate of clips-
cautery and cut Dby ligasure knife without
clips was 30/83 BN, accounting for 36,1%.

3.4. LESS results in adrenal gland tumors treatment
3.4.1. The rate of tumor and entire adrenal gland excision

The rate of entire adrenal gland excision was 97,6% (81 cases).
The rate of partial adrenal gland excision 2,4% (2 cases)
3.4.2. Intraoperative complications

In 83 cases with adrenal gland tumors treated by LESS, the mean
estimated blood loss was approximately 50ml.

The rate of intraoperative bleeding without endoscopic homostasis was 2,4%.
The rate of portal hypertension leading to cardiac arrest was 1,2% (1 case).



3.4.3. Operative time
There were 33, 40, 08 cases in the under 70 minutes group (40,7%),

71-100 minutes group (49,4%), over 100 minutes group (9,9%)

respectively. The mean operative time was 79,01 + 22,33 minutes.

In Cushing symdrome group, 50% had an operative time of 71 to
100 minutes, followed by under 70 minutes (42,9%). There was one case
(7,1%) with operative time over 100 minutes.

Conn symdrome had 03/ 03 (100%) cases with operative time in
about under 70 minutes. There were 50 nonfuntioning cortical cases
operated in 71 to 100 minutes, the highest percentages in this group (54%).

Pheo had 3 patients, the number of operations in each time groups is
equal (33,3%). 9 nonfunctioning medullary tumors, the 71-100 minutes,
under 70 minutes, over 100 minutes groups accounted for 44,4%,
33,3%,22,2% respectively.

In our study, there were 2 cases having cyst with shorter operative
time compared to other groups, one of under 70 minutes and the other of
71-100 minutes groups.

The longest operative time was in medullary group. However, the
statistic test showed no difference between operative time in different
patient groups (p > 0,05).

Table 3.24. Operative time and tumor location
Operative time (m) (N/%)
<70 71-100 >100

Tumor location Total p

. 16 24

Left side (340) (s11) 07(149) 47(1000)

o 17 16

Right side (500)  (47.1) 01(2,9) 34(100,0) >0,05
Total 33 40 08(9,9) 81(100,0)

(40,7) (49,4
Out of 47 cases with tumors on the left side, the highest operative time
group was 71 — 100 minutes (51,1%); followed by under 70 minutes (34,0%);
the rest group (over 100 minutes) was 14,9%. In 34 cases with tumors on the
right side, the under 70 minutes group, 70 to 100 minutes group, over 100
minutes were 50,0%; 47,1%; 2,9% respectively. There was no significant
difference in operative time between left and right tumors (p > 0,05).
Table 3.25. Operative time and tumor size

Tumor size Operative time (m) (N/%) Total
(mm) <70 71-100 > 100 P

01-10  03(750) 01(250) 0(0)  04(1000) ..
11-30  26(43,3) 28(46,7) 06(10,0) 60 (100,0) ’




31-60  04(235) 11(64,7) 02(11,8) 17 (100,0)
Total 33(40,7) 40(49,4) 08(9,9) 81 (100,0)

Tumor size was divided into 3 groups; the operative time in 1-10 mm
group was highest at < 70 minutes group. The tumor size of 11-30 mm have
longer operative time, from 70-100 minutes (46,7%). The biggest tumor size of
31 — 60mm had mostly operative time of 71 — 100 minutes (64,7%). Although
the bigger the tumors the longer the operative time, however there was no
statistically difference (p > 0,05).

3.5. LESS complication in adrenal gland tumors treatment

The most common postoperative complication was hypokalemia
(41/81) with a rate of 67,21%. The following common complication was
hypertension, accounting for 43,21% (35/81)

4 cases of Cushing symdrome got postoperative cortisol retest, 2
cases having postoperative decreased cortisol level acounting for 14,28% in
a total of 14 Cushing patients.

3.6. Postoperative results
3.6.1. Pain-killer using time.
Table 3.29. Pain-killer using time (day) vs Tumor size (mm)

Pain-killer using

Tumor size Mean time time (N/%) Total p
1-3 4-5
2,5+£0,58
1-10 (NN: 2: LN: 3) 04(53) 0(0) 04 (4,9)
2,13 +£0,85 58
11-30 (NN L LN 5)  (77.3) 02 (33,3) 60 (74,1) o0
2,88 £1,05 13 '
31-60 (NN:2: LN:5)  (17.3) 04 (66,7) 17 (21,0)
Total 2,31 0,93 06 (100,0) 81 (100,0)

(NN:1; LN:5) (100,0)

Table 3.29 showed that the smaller the tumors the shorter the pain-
Killer using time. In our study, the group of 1 to 3 days (using pain-
Killer)was mainly in the group of tumors with size of 11 — 30mm, followed
by 31-60 mm group. In contrast, in the group using painkiller for 4 — 5
days, there were 2 cases (33,3%) with tumor size of 11 — 30mm va 04
cases (66,7%) with the size of 31 — 60mm. There was significant
difference between tumor size and pain-killer using time (p < 0,05).

3.6.4. Hospital stay
Table 3.32. Hospital stay and tumor size

Tumor size  Mean time Hospital stay (day) (N/%) Total P




<03 3-4 >4

1 10mm 3,25 +£ 0,25 0 04 0 04
(NN:3;LN:4) (0) (100) 0) (100,0)
11— 30mm 400,17 06 36 18 60
(NN:2/LN:9) (100) (60.0) (200) ~ (1000) .
31— 60mm 4,76 + 0,37 0 08 09 17 '
(NN:3:LN:9) (0) (47,06) (52,94) (100,0)
Total 4,12 £0,15 6 48 27 81 (100,0)

(NN:2; LN: 9) (7.41) (59,26) (3,33)

It found from table 3.32 that the bigger the tumor size the longer
hospital stay. The smallest group (1-10mm) had hospital stay of from 3 to 4
days (mean 3,25 £ 0 days); the tumor size of k 11 to 30mm had
hospitalization of 3 to 4 days (60%) with mean time of 4,0 £ 0,17. And
Patients in the tumor size group of 31 — 60mm had 52,94% over 4days and
47,06% from 3 to 4 days (mean 4,76 + 0,37). Statiscal tests, however,
showed no significal difference in tumor size and hospital stay p=0,055.

Fart time in patients with tumor size from 1 to 10mm is 24 -72
hours (4 cases-100%). In the size group of 11-30 mm, the time was mainly
24-72 hours (78.3%). Group 31-60 mm had that time mostly from 24 to 72
hours(76.5%). The mean time showed that in the larger size group, the
longer time of fart time. Group 31-60 mm had mean time of 48,24 + 21.17;
group 11-30 mm was 41,15 * 16,23 and the smallest one was 38,75 + 6,13.
However there was no statistically significant difference between tumor
size and fart time (p>0.05).



3.7. Postoperative follow up
the highest rate was hypertension and adominal pain after surgery
with 15,71%. The incidence of postoperative diabetes was 5,71%. The rate
of postoperative adrenal failure was 2,86%. The mortality rate was 1,43%
Table 3. 35: Scar condition and tumor pathology

Scar (N/%)
Pathology Scar No scar Total P
08 54
cortex (14.8) 46 (85,2) (100,0)
Cortical 0(0) 03 03
hyperplasia (100,0) (100,0)
05 10
Medulla (50.0) 05 (50,0) (100,0) <0,05
01 02
Cyst (50,0) 01 (50,0) (100,0)
14 69
Total (20,3) 55 (79,7) (100,0)

Of follow up adrenal gland tumor 70 patients, there were 69 patients
accounted for 85,18% in LESS group. Of which the incidence of surgical
scar was 14 cases (20,3%). Scars of cystic patients on pathology was 50%
of total number of cystic cases; Scars of medullary patients was 50,0% of
total medullary cases. The least scaring rate was cortical tumors,
accounting for 14,8%. It can be said that cortical patients had high rate of
surgical scars than those of other groups (p < 0,05).

Chapter 4
DISCUSSION

4.1, Patients demographic

In our study 83 patients have done LESS from January 1% 2013 to
October 2015 with complete case report forms.
4.1.1. Age:

In our study, the age group most commonly encountered in the age of

31 - 50, accounting for 62,7%. Of which: mean age: 40,94 + 12,86, oldest:
82 years old and smallest: 15 years old. Our results are nearly similar to
those of other foreign authors such as Kwak 2011, Walz 2010, Tunca 2012.
However They are smaller than Tran Binh Giang’s, the mean age of 47,8
years old (from 21-68), and other foreign authors.
4.1.2. Sex

In our study, the rate of female cases accounted for 80,7%, male cases
accounted for 19,3%. The ratio of female is 4,19 times that of males. This rate



was much higher than that of domestic authors such as Tran Binh Giang, 38
females and 23 males, with foreign authors this proportion was comparable to
our study.
4.2. Discuss the transperitoneal LESS application and results in
treatment of adrenal gland tumors.
4.2.1. Diagnosis:

Table 4.2: Pathology va LESS adrenalectomy ( Hu Q.Y)

LESS/conventional laparoendoscopy
Authors No Non-F | Conn Cushing | Pheo K
Jeong 2009 9/17 3/6 1/2 5/9
Walz 2010 47147 4/4 20/20 717 15/15 | 111
Ishida 2010 10/10 2/1 2/5
Shi 2011 19/38 5/7 7/15 4/11 3/5
Kwak 10/12 4/5 4/1 3/1 2/1 0/1
Vidal 2012 20/20 6/8 8/6 6/6
Wang 2012 13/26 6/7 5/10 2/6 0/3
Tunca 2012 22/74 | 3/20 4/7 7/18 8/26 0/3
Lin 2012 21/28 7/4 3/5

Non-F: nonfunctioning

In Hirano D’s study, clinical diagnosis were mostly Conn (18
patients), Cushing symdrome (13 patients) and 23 adrenal incidentaloma
patients, of which 5 patients having pre-clinical Cushing. Histological
evaluation was proved that all functional tumors were adrenal gland
tumors. In 23 adrenal incidentaloma cases, there were 17 adrenal gland
tumors and one nodular hyperplasia, 01 cyst, 10 intracystic hemorrhage,
one sympathetic lymph nodes, one medullary lipoma and one pulmonary
metastatic tumors. However the authors also claimed that LESS was not
appropriated for Pheochromocytome, especially big tumors required widely
exposure for adequate vision. Tumors are possibly increased catecholamin
secretion, especially right side tumors. The authors just initially operated
on patients with relatively small Pheochromocytome. Tran Binh Giang’s
study had 20 patients with Pheochromocytome, 17 adrenal incidentaloma
cases, 16 Conn syndrome, 4 Cushing symdrome and 4 cystic adrenal
glands. In our study, we found that in the total of 83 patients, the incidence
of nonfunctioning adrenocortical tumors was 50/83 patients, accounting for
the highest rate of 60,24%. Cushing symdrome had 14 patients with
16,87%. Conn symdrome had three patients with 3,61%.
Pheochromocytome had 5 patients with 6,02%. Regarding non-functioning
adrenal gland tumors, the right adrenocortical with 31/83 patients
occupying 37,35%, the left had 19/83 patients, accounting for 22,89%. The




non-functioning medullary had 9 patients, accounting for 10,84%.
4.2.2. LESS application

Classic adrenalectomy have always serious surgery. Many methods
with different incisions have been done. All of them aimed to decrease the
rate of intra and post-operative complications, shorter interval time to
return to daily life. Each method has its own advantages. Laparoendoscopic
adrenalectomy started in 1992 by Gagner, this surgery showed superior
benefit to conventional ones which has lots of limitation. This technique
reduces intraoperative abdominal and organs injuries, post-op pain and
shorter time recorvery. Especially for benign adrenal gland tumors,
laparoendoscopic adrenalectomy was considered to be the standard of
surgical treatment. Although laparoendoscopic technique has lower rate of
complications compared to open adrenalectomy, however conventional
laparoendoscopy still need 3-4 trocarts to exposure abdominal organs,
especially for small and deep located like adrenal gland. In 2005, Hirano et
al reported first LESS adrenalectomy case. This novel technique reduces
trocart entering area injuries and its related complications.

Wang L indicated that the length of scars in LESS group was a half
shorter compared to the total length of 3 or 4 scars required in conventional
surgery. Besides, the score of comestic satisfaction supports for LESS
approach (9.5 vs 9.1, P = 0,042). The authors’ experience showed that
subcostal approach in LESS adrenalectomy is better in those with larger
body mass index (23,4 véi 27,2 kg / m2, P = 0,024), with a significant
decrease in operative tim (177,5 véi 102 phat, P = 0,030) compared to
transumbilical approach. In addition, subcostal approach was not associated
with decreased postoperative or increased cosmetic satisfaction (P > 0.05).
This approach allowed to have wider working space for surgical
instruments compared to retroperitoneal approach and more direct and
shorter access “the target” compared to transumbilical approach. Moreover,
it’s easier to approach adrenal glands.

4.2.3. Surgical techniques
4.2.3.1. Ports , number of trocarts

it’s the same for conventional laparoendoscopic adrenalectomy, both
intraperitoneal and retroperitoneal approach were used as location of
incision and port insertion.

In our study, all patients were inserted trocart port at navel level and
affected linea alba.

Navel which was the choice of entering for LESS by several surgeons
provided obvious comestic benefits. Nozaki et al recently described in detail
about transumbilical access to solve problems related to intersecting



instruments in LESS adrenalectomy. The length of the incision remains inside
the navel area, thus keeping the normal umbilical shape.

However, transumbilical LESS adrenalectomy may be difficult due
to access’ angle and others organs. Indeed, the difficulty of LESS
adrenalectomy increases almost exponentially.

Due to deep location anatomically behind peritoneum of adrenal
gland, the distance from trocart insertion to adrenal gland tumors becomes
longer than this from other sites. Furthermore, transumbilical approach
becomes tangential direction. With recent equiments, the surgery become
significant disadvantages and eventually become demanding.

Agha et al reported 8 cases with LESS adrenalectomy, of which 4
cases with retroperioneal approach, 4 cases with intraperitoneal approach.
Tumor location is an important factor for entering selection. Left
adrenalectomy patients belong to intraperitoneal access, while the right
adrenal gland tumors was operated through retroperitoneal approach.

In our study, in a total of 81 LESS cases, there were 52 complete
cases, accounting for 64,2%, 29 additonal trocart cases, accounting for
35,8%. Of the 47 patients with tumors on the left, the rate of adding 1
trocart was 12,8%; of 34 patients with tumors on the right, this rate was
67,6%. The rate of lumbar drainage was 19,8%. The right tumor group
needed more additional trocart than the left one 14,29 times, the difference
is statistically significant with p < 0,05 (table 3.17). In table 3.18 regarding
the rate of additional trocart and tumor size, we also found that the bigger
the tumors the higher rate of adding extra trocarts, the difference is
statistically significant p < 0,05.

In the study of Vidal O et al, the author just used one additional
trocart in one case. if needed surgeons can convert LESS to conventional
laparoendoscopy by adding trocarts while keeping patients safe. For these
reason, it is very important to have experience in laparoscopic surgery to
perform LESS without any complications. According to Walz MK et al
underwent 44 retroperitoneal LESS on one side (22 right, 22 left), three
bilateral (2 Pheochromocytomas, 1 Cushing). A total of 50 LESS cases. In
which 31 patients got tumor excision with partial gland left and 19
completely tumors and gland excision cases. Surgical conversion was not
necessary but converting from LESS to conventional laparoendocopy was
unadvoidable in four cases (2 right, 2 left). The reason for switching is that
it could not safely removing due to the tumor size(6¢cm) in one patient and
the adherence from perinephric fat to adrenal gland in three cases. In three
different cases (all left) the author added one port. Therefore, complete
LESS was 43/50, accounting for 86%. Zhang X successfully performed



LESS adrenaectomy in 23/25 patients (92%). Adding 5 mm port required
in one of two failed cases and it was necessary. The 5 mm port adding
patients was required because of peritoneal tears and the other was convert
to conventional laparoendoscopy due to adhesion around the tumor. Wang
L conducted comparative study among three groups: number 1
transumbilical LESS. Number 2 transperitoneal LESS, number 3
retroperitoneal LESS. The author recommended outside umbilical approach
in patient with higher BMI (> 30 kg / m2) as body condition in obese
patients with thick abdominal fatty layer made transumbilical operation
become extremely difficult. In the study of Tran Binh Giang, there were 32
left tumors and 29 right tumors. LESS with entry port at linea alba of tumor
side at navel level used in all patients. There were 44 cases (72,13%)
completed LESS adrenalectomy, including 32 left tumors (100.00%) and
12 right tumors (41,38%). Of 17 other right tumors, the author needed to
add trocart (hybrid technique) in 16 cases (55,17%), and one case was
switched to conventional laparoendoscopy with three ports.

4.2.3.2. Surgical techniques and instruments

Surgical procedure in LESS adrenalectomy is necessarily the same
as intraperitoneal and retroperitoneal adrenalectomy

For this reason, surgeons face the same surgical steps but in well-
defined compression posture and LESS related limitation, mainly arising
from intersecting surgical instruments and missing the true triangle
indentification. Major challenges can be solved by using articulated
devices. However, nowadays, articulation devices are dificult to use, bulky
and not optimal in surgery.

Authors have adopted surgical strategies such as « cross-over » or
«one hand » but also many challenges and disadvantages in organising
operation. This may contribute to increase tissue retention due to inappropriate
or inadequate angle for accurate ans safe surgeries which in the end results in
prolonged surgery.

As mention above, despite the better comestic and surgical incision but
in transumbilical LESS adrenalectomy the distance between navel and adrenal
glands is longer which often results in difficulty for conventional endoscopic
instrument to reach to the upper extremity of adrenal glands. Therefore, longer
laparoscopy and laparoendoscopic instruments needed to effective pull and
excision. Moreover, in intraperitoneal LESS adrenalectomy, the dissection to
exposure adrenal gland may cause damage to liver or spleen that is usually
unadvoidable. However, any supplementary device through the same incision
in LESS increased the tooling competency, thus it is difficult to perform LESS.
In this case, the use of tools to pull liver aside can be an effective solution. In



recent years, a series of comparative studies of conventional laparoendocopy
and LESS have indicated that LESS is a safe and feasible alternative methods
to conventional laparoendoscopy. Althogh operative time is not significant
longer. There was no significant difference in intraperative blood loss as well
as other complications. The patients’ satisfaction, however, is better with small
incision. The rate of post-op pain-killer using is also lower in LESS

4.2.3.3. Management of the main adrenal vein:

In our study, table 3.18 presented that the rate of clip the mail
adrenal vein was majority 51/83 patients, accounting for 61,5%. The rate of
clamping- cautery and cutting by Ligasure knife without using clips was \
30/83 BN, accounting for 36,1%.

Our study had the rate of clips and only clamping main adrenal vein
by Ligasure knife in big tumors of 31 - < 60mm which equivalent to 42,1%
; 47,4% respectively. The bigger the tumors the higher rate of using
ligasure knife. There was a statistically significant difference
between the tumor size and the hemostatic technique with p < 0,05.

In study of Vidal O et al some patients were clamped by 5mm
Endoclip and then clamed and cut using Ligasure. In some cases, adrenal
glands were not clip but just clamp, cautery by Ligasure knife without
difficulty. Then surgical area was placed with Surgicel pads. In the study of
Koji Yoshimura et al all 7 adrenalectomy patients were clamped and
cauterized by Ligasure. In the study of Chung SD et al all 7 patients after
cautery and dissection, main adrenal vein was clamped by Hemolok clip.
According to Zhang X adrenal veins was safely controlled by clips and the
surgery could be performed in reasonable time with limited blood loss. In
case of difficult dissection, uncontrolled heamorrhage or any LESS
complication, the surgery was partially or completely converted to
conventional laparoendoscopy or open surgery.
4.2.3.4. Selective adrenalectomy

The selective laparoendoscopic adrenalectomy can be safely and
effectively performed. In conventional laparoendoscopy many authors
believe that it is possible to do unilateral or bilateral selective adrenalectomy
in the same operation, even selective adrenalectomy on one side and
completely adreanalectomy on the other. It is well-indicated for
Pheochromcytome with family history of Multiple Endocrine Neoplasia type
2 ( MEN 2), for cases of adrenal gland tumors without family history. It is
still controversial. Unilateral tumors was best indication for small tumor size
(<20-30mm), solitary, well-located, peripheral gland locationu. In other cases
considerations need to be taken to advoid the risk of post-op recurrence. In
bilateral cortical adrenal hyperplasia, some authors also advocated bilateral



selective adrenalectomy in the same operation. It is important to identify
dissection area. Thus intraoperative unltrasound is necessary. The issue is
whether to remove or preserve the main adrenal vein, as it is funtional vein
that is important for adrenal endocrine activity. The main adrenal vein
management depends on the location of tumors in the gland. In the opinion
of the majority authors, the best solution is to try to maximum preserve this
vein.In case of not possibility of preserve the main adrenal vein, Martin. K
recommended preserving the auxillary venous systems as these auxillary
would replace the main vein to ensure endocrine function for the rest of the
gland. In terms of disclosure techniques, they were generally the same as
complete adrenalectomy but different if selective adrenalectomy done. The
authors recommends using automatic homostasis (vascular stapler) or
ultrasould knife (Hamonic cappel) to ensure high technical saferty as well as
the rest function.Y et al reported 9 selective adrenalectomy cases with the
results : no surgical conversion, no complications and no mortality, the
normal functional endocrine of the rest gland, ( hormone testand xa hinh dd)
mean follow up of 20 months. Brauckhoff. M through 19 cases gave the
same results. In study of Nguyén Puc Tién, the number of selective
adrenalectomy was limited (7/95), all benign tumors with under < 20mm in
size. The reason for not broader operation as difficulty in the means of
diagnosis and surgery.

In our study, two out of 81 adrenal gland tumor cases, accounting for
2,4% was partial gland excised. Both patients was cystic adrenal gland with
size of 45mm and 46mm respectively (table 3.7).
4.3.8. Blood loss during surgery

table 4.3: Comparision estimated blood loss in LESS and

conventional laparoendoscopy (theo Hu Q.Y)

Number

Authors . LESS (ml) Con-L (ml)
of patients
Jeong 2009 9/17 177,8 £ 2447 204,7 £ 244,7
Ishida 2010 10/10 12,4 + 33,56 15,3 + 33,56
Shi 2011 19/38 30 + 66,67 17,5 + 66,67
Wang 2012 13/26 79,2 £ 77,83 92,7 + 134,78
Tunca 2012 22/74 48,4 +£62,4 38+ 255

Con-L : conventional laparoendoscopy

Comparative study of Hu Q.Y, the author estimated that blood loss
during surgery is the same in both group (table 4.3).

The amount of introperative blood loss is estimated about 50ml,
equivalent to Koji Yoshimura et al, Tunca 2012, Wang 2012 ( about 50ml).



From table 4.3 the results in our study were higher than those of nghién
Ishida 2010, Shi 2011, much lower than those of Jeong 2009. Chung SD et
al’s study had estimated blood loss of 100 ml. The author claimed that
blood loss is not remarkble, except for case 6. In this case, a
Pheomochromocytome patient with latent malignant tumor demonstrated
throuh pathologic results of invassive capsule and thrombosis vessels.
Tight adhesion and easily bleeding to about 600ml. Seiya Hattori compared
LESS to conventional laparoendoscopy in Pheomochromocytome va
sympathetic lymp nodes tumors indicating an estimated minimum blood
loss of 30 ml for each technique. That in Tran Binh Giang’s, Xiaobin
Yuan’s study is approximately 70ml, 121,5 ml respectively . Akira Saraki
et al had intraoperative estimated blood loss of 10,5 + 12,1 ml.

4.3.10. Operative time

Table 4.4: Comparision of operative time of LESS and
conventional laparoendoscopy

(HuQ.Y)
LESS/conventional laparoendoscopy
Authors Number of Operative time (minutes)
patients

Jeong 2009 9/17 169,2 + 55,01 /1445 + 55,01
Walz 2010 47/47 56 +28/40+12
Ishida 2010 10/10 125,2 +29,14/119,7 + 29,14
Shi 2011 19/38 55+11,85/41,5+ 10,93
Lin 2012 21/28 145 + 49,38/ 95 + 49,36
Kwak 2011 10/12 127 £ 29,48 /112,92 + 33,87
Vidal 2012 20/20 95+20/80+8

Wang 2012 13/26 148,5 + 63,53 /112,9 + 34,47

Based on results of (table 4.4) Hu Q.Y suggested that the duration of
surgery appeared to be longer in LESS group (P < 0,00001) , The author
explained that the much smaller surgical space in LESS compared to
conventional laparoendoscopy to operate, the hindrance of many
instrument made operative time in LESS longer.

In 83 patients, 2 cases had to convert to open surgery. Thus mean
operative time of 81 laparoendoscopic cases in our study was 79,01 + 22,33
minutes. The fastest was 40minutes and longest was 150minutes.

Regarding to operative time, the under 70 minutes group 33 patients
(40,7%), From 71 — 100 minutes had 40 patients, accounting for 49,4% and
over 100 minutes had 8patients (9,9%). Mean operative time was 79,01 +
22,33 minutes.



In Cushing symdrome group , 50% had operative time from 71 —
100 minutes , followed by 42,9% of under 70 minutes (42,9%). Only one
patient (7,1%) operated over

Three patients with Conn symdrome operated in under 70 minutes.

There were 50 nonfunctioning adrenocortical adenoma with
operative time from 71 — 100 minutes, the highest rate in this group (54%).

In 03 Pheo patients, the number of operative in each time group is
the same (33,3%).

In 09 nonfunctioning medullary tumors, the rate of cases operated in
71 to 100 minute group, under 70 minute group; over 100 minute group
were 44,4%; 33,3% ; (22,2%) respectively.

In our study, there were two cystic adrenal tumor with shorter
operative time. one was under 70 minutes, the other was from 71 to 100
minutes.

The longest mean operative time in medullary adrenal tumor group.
However, Statistic test showed no significant difference between operative
time in each group. > 0,05).

In our study,the longest operative time was 150 minutes encoutered
in nonfunctioning adrenocortical adenoma with tumor size of 20 mm
operated in 1C department. We have just deployed this technique, thus the
synchronizaton is poor. The operative time was long because of the
matching and synchronization of the surgical teams. Especially for a novel
technique. Table 4.3 indicated that our operative time was much lower than
that of Jeong 2009, Wang 2012, Ishida 2010. It was comparable to that of
Vidal 2012 and higher than Shi 2011, Walz 2010. Chung SD et al study
had the operated duration ranging from 104 to 237 minutes (mean time 159
minutes). According to Zhang X, in the first 10 cases its operative time was
remarkable long (60 vs 50 minutes) and the average of estimated blood loss
was significant higher (75 vs 10 ml, p < 0,001) compared to following 15
cases. Of two failed cases which was operated in about 120 minutes and in
the first 10 cases. The following 15 cases got LESS in the duration of from
30 to 60 minutes. Wang L compared between 3 groups: 1. Transumbilical
LESS, 2. Transperitoneal LESS and 3. Retroperitoneal LESS. Their mean
operative time were 136 minutes (120-285), 91 minutes (70-144), 96
minutes(65-160) respectively



4.3.10.1. Operative time and tumor location

In our study (Table 3.24) we found that 47 cases with tumors on the
left side have operative time in a range of 71 to 100 minutes (51,1%);
Followed by under 70 minute group (34,0%); 14,9% in over 100 minute
group. Of 34 right tumor cases, 50,0% had the duration of operation
under 70 minutes; 47,1% had from 71 — 100 minutes and just 2,9% had
over 100 minutes. Statistical test showed no difference in operative time
between left and right side (p > 0,05).

According to Gagner. M right side and left tumor had duration of
138 minutes,102 minutes respectively. That was 90 minutes for the left
(40-215 minutes) and 200 minutes (195-315 minutes) for the right;
reported by I. Gockel. In the study of Nguyen Puc Tien: 105 minutes
for the right, 80 minutes for the left.
4.3.11. intraperative complication and the rate of surgical conversion

In our study, there were 2 cases which had to convert to open
procedure, accounting for 2,4%. Both cases were medullary adrenal gland
on the right. Reasons for surgical conversion were big tumoe size (40,
45mm), on the other hand adhesive tumors resulted in intraoperative
bleeding and difficult control by laparoendoscopy. In our study we got one
portal hypertesion resulting in intraoperative cardiac arrest. This was 29
year old female diagnosed medullary adrenal tumor on the right side with
45x50mm in size. Preoperative endocrine adrenal tests were in the normal
range. While tumor was dissecting tachycardia appeared . Systolic pressure
was over 200mmHg and then ventricular fibrillation and apnea. Patient was
was under cardiopulmonary resuscitation. After 30 minutes, blood pressure
and pulse returned to normal and LESS was continued successfully. In the
pioneering study of Jeong et al, half of cases in this study were found to
have pheochromocytomas. Although endoscopic methods have been
applied to most of pheochromocytomas, it is still under debate about using
it for pheochromocytomas due to hemodynamic instability because of
catecholamine release and complications related to hemodynamic
instability. It can be speculated that difficulties in dissection during
adrenalectomy by LESS lead to excessive catecholamine release and
increased risk of hypertension. In addition, in author’s study two patients
had to undergo open surgery the large amount of adhesion on the inferior
surface of the liver and posterior surface of vena cava. Both cases were
adrenal gland tumors on the right side diagnosed Pheo with 4x4.5cm in
size. In which one 57 male patient with history of live fluke. In a
comparative study between LESS and conventional laparoendoscopy for
pheochromocytomas, Yuan indicated that there was a significant difference



in the rate of hemodynamic instability between groups (40,5% vs 28,6%;
p = 0,355). There was no difference in the rate of tachycardia between
groups (21,4% vs 28,6%; p = 0,530) or bradycardia (7,1% vs 4,8%;
p = 1,000). Wang L had only case of pneumothorax occuring in adrenal
gland tumor group operated by LESS. The cause of pneumothorax is
diaphragmatic injury. With the use of chest pigtail and careful adjustment
breathing parameters of anesthesiologist, the diaphragmatic hole has been
treated by lanparoscopic surgery. Postoperative complications occured in
four cases in LESS group, including one secondary bleeding (Clavien level
I1), one cholangitis (Clavien level 1), and 2 cases fever transient (Clavien
level 1). Hirano D et al estimated an average blood loss of 252 ml and four
patients required blood transfusions (7,4%).

In a comparative study of LESS and conventional laparoendoscopy,
Hu Q.Y also indicated that postoperative analgesia with p = 0.00001 and
painkillers required over 24 hours with p < 0.00001 showed a significant
lower risk in LESS . Regarding oral intake recorvery the author found no
statistically significant difference. In our study, table 3 showed the smaller
the tumor size, the shorter the duration of painkillers using. Patients who
received pain relief for 1 to 3 days were more likely to be in the group of
10 to 30 mm with 77,3%. In constrast, in the 4 to 5 days group, the rate of
using pain Killer was higher at 66,7% in the group of 31 to 60mm. there
was a significant difference between tumor size anf the painkiller using
time. The bigger the tumor size the longer the duration with p < 0,05. Our
average duration of analgesia was 2,31 + 0,93 days with 1g
paracetamol/24h (min 1 day ; max: 5 days).

Fart time of patients in our study showed that in the group of
patients with tumor size from 1 to 10mm was 24 — 72 hours, accounting for
100%. In the size group of 11 — 30mm, the time mainly was 24 — 72 hours,
accoujnting for 78,3%. Group 31 — 60mm had an average time of 24 — 72
hours with 76,5%. Thus the bigger the tumor the longer the fart time, 31 —
60mm group was 48,24 + 21,17; group 11 — 30mm was 41,45 + 16,23 and
1 —10mm was 38,75 + 6,13. However there was no statistically significant
difference between tumor size and fart time (p > 0,05).

4.3.12. Hospital stay.

Table 4.7: Postoperative hospital stay of LESS and
conventional laparoendoscopy (Hu Q.Y)

Hospital stay (days)
LESS ‘ conventional laparoendoscopy

Authors, year




Mean N Mean N
Ishida 2010 52+0,50 | 10 6.9+1,75 10
Jeong 2009 32+£1,128 | 9 3.5+£1,128 17
Kwak 2011 45+126 |10 4,08 +1,24 12
Shi 2011 6+2,222 | 19 6+1,667 38
Tunca2012 | 245+0,96 | 22 3.04+172 74
Walz 2010 24 +0,70 | 47 31+12 47
Wang 2012 52+191 |13 6.3+1,37 26

Table 4.7 postopertive hospital stay in Hu Q.Y was significant
shorter in LESS compared to convention one with p <0.00001.

Our study found that: of 81 completed laparoscopic patients, there
were 6 cases of hospital stay less than 3 days (7,41%); 48 cases were from
3 to 4 days, accounting for 59,26% and 27 cases stayed over 4 days
(33,33%). In cortical tumor group, hospital stay from 3 to 4 days
accounted for the highest rate (60,94%), cortical hyperplasia group was
100% staying from 3 to 4 days. Patients with medullary tumors on
pathology , hospital stay from 3 — 4 days was 50,0%; over 4 days was
41,67%. Cystic goup had 2 cases, 1 hospitalizeed from 3 to 4 days and 1
case over 4 days. The mean hospital stay was 4,12 + 0,15; of these the
medullary group had longest mean hospital stay time (4,83 + 0,55).
However there was no stastistically significant difference in hospital stay
time and pathology (p > 0,05).

On the other hand, table 3.32 also showed that the bigger the tumor size
the longer hospital stay, the size from 1 — 10mm, the hospitalization from 3 — 4
days (mean 3,25 * 0,25 days); the size of 11 — 30mm had time of 3 — 4 days
(60%) with mean hospital stay time 4,0 £ 0,17. And the size of 31 — 60mm was
52,94% hospitalized over 4 days and 47,06% was from 3 to 4 days (mean 4,76
+ 0,37). However our statistical tests did not showed stastiscally difference in
tumor size and hospital stay with p = 0,055.

Our hospital stay time was comparable to other studies.

4.3.13. Postoperative complications
Table 4.8: Minor postoperative complications (Hu Q.Y)

LESS conventional laparoendoscopy

Authors, year . .
complications | No Complications No

Ishida 2010 0 10 0 10




Jeong 2009 1 9 1 17
Kwak 2011 1 10 0 12
Lin 2012 0 21 1 28
Shi 2011 2 19 2 38
Tunca 2012 0 22 0 74
Vidal 2012 0 20 0 20
Walz 2010 2 47 2 47
Wang 2012 4 13 3 26

In the study of Hu Q.Y, the author studied combined analysis and
comparison between LESS and conventional laparoendooscopy in 9 studies
with 171 and 272 patients respectively. The author indicated that the risk of
mild complications after surgery were classified as grade | or Il according
to Clavien- Dindo classification system. The author’s study pointed out that
the mean incidence of mild postoperative complications in LESS and
conventional one were 5,8% (10/171) and 3,3% (9/272) (table 4.8). The
author suggest that the rate was the same.

In our study, 44/81 patients had the rate of 54,32% having blood
pressure changed. In which the rate of hypertension was 35/81 patients,
accounting for 43,21%, the incidence of hypotension was 9/81 BN
representing for 11,11%. We had 61/81 patients with epileptic
examination, accounting for 75,3% (table 3.27). In table 3.27 the most
common postoperative complication was hypokalaemia with 41/61
patients, accounting for 67,21%. The rate of postoperative
hyperglycemia was 6/81 patients, accounting for 12,5%.

4.3.14. Postoperative follow up
4.3.14.1. Clinical symptoms

We recruited 70 patients for exammination again the total of
successful LESS cases in our study accounting for 86,41%. The shortest
time to re-exam was 10 months, the longest was 45 months. The study
showed that the rate of post-op hypertesion was 11/70 BN with 15,71%.
The rate of postoperative diabetes accounted for 5,71%. The rate of adrenal
gland faillure accounted for 2,86%. The mortality rate was 1,43%. The rate
of hypotension, headache, chest pain, arrhythmia, surgical site pain and
fatigue were 2,86%. All the patients after surgery we transferred to
endocrinology and cardiology department at Bach Mai hospital for
examination and follow up.
4.3.14.3. Satisfaction and scar condition




Regarding scar condition (table 3.35) we found that 14 out of
patients 69 BN had keloids scar occupying 20,3%. Scars of patients who
had pathology of cyst accounted for 50% of the total number of cystic
cases; that of medullary patients was 50,0% of total medullary cases. The
lowest rate of scar was at cortical tumors group, accounting for 14,8%. It
can be said that patients with pathology of cortical tumor had lower rate of
scar than other groups. There was a statisticlly significant diffrence
between surgical scars and pathologic groups (p < 0,05).

CONCLUSION

The results of 83 adrenal gland tumor cases operated by
intraperitoneal LESS at Viet Duc hospital from January 1% 2013 to
October 2015 came to some conclusions:

1. Clinical and subclinical application in benign adrenalectomy by
LESS.

* Age, sex: the most common age was from 31 to 50, accounting for
62,7%. Of which: mean age 40,94 + 12,86, max 82 years old and minl5
years old. About 80,7% of female infected, 19,3% infected. The ratio of
female is 4,19 times that of male.

* Pathology: Our study had pathologic results was the majority of
cortical adrenal tumors with 64/83 patients, accounting for 77,1%, cortical
hyperplasia with 03 patients, accounting for 3,6%, medullary ones with u
14 patients, accounting 16,9%, Cystic adrenal gland with 02 patients,
accounting for 2,4%.

* The rate of additional trocarts: 47 patients with left tumor side, the
rate of 1 additional trocart accounted for 12,8%; Of the 34 patients with
tumors on the right side, this rate accounted for 67,6%.

2. LESS results in benign adrenal gland tumor treatment

The mean operative time of 81 patients was 79,01 + 22,33 minutes;
min: 40 minutes , max:150 minutes.

* The fart time and oral intake recovery time were 42,74 + 17,14
hours , min 14 hours, max110 hours

* The mean post opertive hospital stay was 4,09 + 1,91 days, min 2
days, max 14days.

* The rate of converting to open surgery was 2 medullary patients
on the right side, accounting for 2,4%.

RECOMMENDATION



LESS application in benign adrenal gland tumors treatment is an
advanced technique of lanparoscopy, applying this technique requires
experienced surgeons. Initially LESS application should begin to select
patients with a tumor size of < 6¢cm. It is neccessary to continue the long
term outcome and widespread LESS to surgical centers throughout the
country.





