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PAT VAN PE

Ung thu da day (UTDD) la bénh 1y ac tinh, thuong gip, dimg dau
trong céc bénh ung thu dudng tiéu hoa. Nam 2008 thé gisi c6 989.600 ca
mé&i mac, 738.000 ca tir vong. Tai Viét Nam, udc tinh ty 1é mic ung thu
da day 1a 23,7/100.000 dan ¢ nam va 10,8/100.000 dan & nit.

Cac nha khoa hoc da théng nhét phat hién sém va phau thuat triét
dé 1a 2 bién phap kéo dai thoi gian sdng thém cho bénh nhéan. Cac
nghién ctru vé ddc diém di can hach, cac gi6i han cit da day, k¥ thuat
nao vét hach gép phin ning cao chét lugng diéu tri va kéo dai thoi
gian séng cho bénh nhan. Trong d6 phai ké dén k¥ thuat nao vét hach
D2 (vét hoan toan ching N1,N2), D2 m¢ rong (vét hoan toan ching
N1, N2 va vét it nhat mot hach ching N3,N4), D3(vét hoan toan ching
N1, N2, N3) trong diéu trj ung thu da day.

KV thuat cit da day vét hach D2 duoc xay dung & Nhat Ban tu
nhitng nam 1960, dugc coi 1a diéu tri chuén trong ung thu da day.

Nam 1991, Kitano phau thuat ndi soi cit da day thanh cong cho bénh
nhan ung thu da day sém. Ké tir do, phau thuat ndi soi duoc thyc hién &
nhiéu trung tam y té trén thé gidi, luc dau dugc ap dung cho ung thu da
day sém, sau d6 ap dung cho giai doan tién trién.

Nam 1994- 2003, tai Nhat Ban phau thuat noi soi duoc thuc hién
cho 1294 bénh nhan ung thu da day,207 bénh nhan dugc vét hach D2.
Con sb nay tai Han Qudc nam 2015 13 525 bénh nhan. Cac tac gia déu
cho ring, day 1a phuong phap can thiép t6i thiéu véi nhitng wu diém
giam dau sau mo, it nhiém khuan, thim m¥ va nhanh chéng binh phuc,
nhung khéng lam giam di muc tiéu didu tri triét cin ung thu, két qua
¢6 thé so véi md mo.

Tai Viét Nam, phau thuat noi soi cit da day vét hach D2, D2 mé
rong diéu tri ung thu da day con nhiéu tranh cii va chua c6 nhiéu
nghién ctru danh gia hiéu qua cua phuong phéap nay. Vi vay, chung t6i
thuc hién dé tai véi hai muc tiéu:

1. Nghién cuu ung dung phcfu thudt néi soi cdt da day, nao vét

hach D2, D2 mé réng diéu tri ung thw biéu mé da day.

2. Danh gia két qud phcfu thudt néi soi cat da day, ngo vét hach

D2, D2 mé rong diéu tri ung thi biéu mé da day.



NHUNG PONG GOP MOI CUA LUAN AN

Nghién ciru tién hanh trén 74 BN ung thu da day dwoc PTNS cit da
day, vét hach D2, D2 mé rong tai Bénh vién Trung wong Quan doi 108
va Bénh vién Quéan y 103 tir thang 12/2013 dén thang 04/2018.

1. V& irng dung phiu thuit

- Chi dinh: 67,57% truong hop u 1/3 dudi da day. Thé loét la
48,65%. Xam lan thanh da day mirc T2 1a 35,14%, T3 1a 58,11%.
Giai doan IITa chiém 40,54%.

- Pic diém ky thuat: 100% st dung 5 trocar. 36 truong hop
(48,65%) PTV ding bén phai BN khi vét nhoém 12, 13. Vét nhom 7, 9,
11 tir mat sau da day thuéan loi hon (¢ 66 BN). 25 BN (33,78%) duoc
vét hach nhom 10. Vét hach D2 mé rong & 90,54% BN. 65 BN
(87,84%) cit ban phan da day, 9 BN cit toan bo da day. Cit ta trang
bang stapler chiém ty 18 82,43%.

2. V& két qua diéu tri

- Két qua sém: Thoi gian phau thuét trung binh 174,39 phit; nim
vién sau mo 8,58 ngay. Tai bién trong md 13 4,05%; bién ching sau mo
2,70%. Khong c6 BN tir vong.

- Két qua nao vét hach: S6 hach vét dugc 1a 1702, trung binh 23,00
hach/ BN. Ty 1€ hach di can/ hach vét dugc 1a 10,58%. UTDD 1/3 dudi
di can mo rong 14 BN (18,92%); 1/3 gilta 1a 2 BN (2,70%). Ty 1€ hach
D2 mo rong di can/ s6 hach D2 m& rong vét duoc 1a 5,87%.

- Két qua xa: Thoi gian theo ddi xa 6 — 52 thang. Péanh gia chat
lwong cude sdng sau md chiém ty 16 95,38%. Thoi gian song thém trung
binh sau mé 13 41,51 + 2,09 thang.

Nhiing dong gop trén co tinh thiét thuc, gitp cac PTV c6 thém mot
lya chon trong phau thuat diéu tri UTDD. Két qua nghién ctru ¢6 nhitng
dong gop méi, khang dinh tinh an toan, kha thi, hiéu qua, giam dau sau
md va dam bao nhitng nguyén tic vé ung thu hoc ciia PTNS cit da day,
vét hach D2, D2 mé rdng.

CAU TRUC CUA LUAN AN
Luén an gom 137 trang: ddt van dé 2 trang, tong quan 40 trang, doi
twong va phuong phap nghién ctru 23 trang, két qua nghién ciru 30 trang,
ban luan 40 trang, két luan 2 trang. 5 cong trinh nghién ctru, 48 bang, 09
biéu dd, 30 hinh anh. 127 tai liéu tham khao, trong d6 26 tai liéu tiéng
Viét, 101 tai lidu tiéng nudc ngoai.

Chuong 1
TONG QUAN TAI LIEU
1.1. Pic diém giai phiu cia da day
1.1.1. Hinh thé gidi ph&u va phén chia cdc ving ciia da day

Da day hinh chit J c6 hai thanh trudc va thanh sau, c6 hai bd cong 16n
va nho. Tt trén xuéng dudi, da day chia thanh 4 ving: Tam vi, phinh vi
16n (day vi), than vi, hang moén vi.

1.1.2. Mach madu ciia da day

Bit ngudn tir dong mach than tang gdm: Vong mach bo cong nhé,
vong mach bo cong 16n, nhitng M vi ngdn, DM déy vi va tam vi.

1.1.3. Hé bach huyét

Bach huyét 1a con duong di can phd biét nhét trong UTDD. Vi vay,
nghién ciru day du hé thng bach huyét da day lam co so cho phau thuat
diéu tri UTDD. Nam 1981 va 1995, Hoi nghién ciru UTDD Nhat Bén -
JRSGC dua ra bang phan loai hé théng hach cua da day chia lam 16 nhém
va 4 chang hach: Nhom 1, 2, 3,4, 5,6, 7, 8,9, 10, 11, 12, 13, 14, 15, 16.

Nam 1998, JGCA chia chi tiét hon cic nhom hach bach huyét cua
DD thém cac nhom 3a, 3b, 4sa, 4sb, 4d, 8a, 8p, 11p, 11d, 12a, 12b, 12p,
14v, 14a.

Tuy theo vi tri khdi u & da day ma mdi ching dugc qui dinh gdm
nhitng nhém hach khac nhau. Pay 1a co s& ciia phau thuat nao vét
hach UTDD.

1.2. Pic diém giai phiu bénh va phan chia giai doan UTDD
1.2.1. Vi tri ung thw da day

UTDD c¢6 thé gip bat ky & vi tri nao, nhung hay gip nhat & hang
modn vi (54 - 70%). Tiép theo 1a ving BCN (20 - 30%). Céc vi tri khéc it
gap 1la BCL, than vi, tdm vi, phinh vi 16n va toan bd da day.

1.2.2. Kich thwoc u
1.2.3. Dj xém lin ciia u

Niam 1984, UICC, AJCC va JRSGC thong nhit chia mirc d6 xdm 14n
cua UTDD theo 4 murc: T1, T2, T3, T4.

Nim 2009, UICC dua ra bang phan chia mic d6 xam lan dugc
AJCC va JGCA chép thuan gém: Tia, Tiv, T2, T3, Taa, Tav.

Mirc d6 xam lan khdi u 1a mot yéu t& quan trong trong chi dinh didu
tri, danh gia giai doan bénh UTDD, ciing nhu tién lwong UTDD.

1.2.4. Di can ung thuw da day



Hach bach huyét 1a con dudng di cin chinh ctia ung thu da day, ¢6 hay
khéng c6 di can hach 1 mét yéu té quan trong trong tién lugng UTDD.
1.2.5. Hinh dnh dai thé ciia ung thw da day tién trién

Dang 0 (UTDD sém), Dang 1(Thé sui), Dang 2 (Thé loét), Dang 3 (Thé
loét xAm 14n), Dang 4 (Thé tham nhiém), Dang 5 (Khong thé xép loai).
1.2.6. Hinh dénh vi thé ciia ung thw da day
1.2.6.1. Phadn logi cia Hiép hoi ngi soi tiéu hoa Nhdt Ban (1998)
1.2.6.2. Phdn logi ciia t6 chirc y té thé giGi nam 1977 gom 5 logi:

UTBM tuyén (tuyén nhu, tuyén 6ng, tuyén nhay, té bao nhan,
UTBM kém biét hoa); UTBM khong biét hoa; UTBM tuyén vay;
UTBM té bao vay; Ung thu khong xép loai.
1.2.6.3. Phan logi cia WHO 2010

UTBM da day dugc chia lam rat nhiéu tip, bao gdbm: UTBM tuyén
nhu tuyen ong, tuyen nhdy, té bao nhin, kém két dinh, hdn hop, tuyén
viy, té bao Vay, tuyén dang t& bao gan, UTBM véi md dém lympho,
UTBM dang biéu bi nhay, UTBM khéng biét hoa.

1.2.7. Phan logi giai doan UTDD

Phanloai giai doan UTDD theo TNM cua UICC va AJCC

T: Ung thu nguyén phat (Primary Tumor): T1, T2, T3, T4

N: Hach vung (regional lymph nodes): NO, N1, N2, N3

M: Di can xa (distant metastasis): M0, M1

Phan loai giai doan bénh theo TNM ctia UICC nam 1997: Giai doan
Ia, Ib, 11, IIa, IIIb, IV
1.3. Piéu tri ung thu da day
1.3.1 Phéiu thugt diéu tri ung thw da day
1.3.1.1. Phau thudt tam thoi
1.3.1.2. Phau thudt triét dé

a/ Cdc phau thudt triét @ cdt DD diéu tri UTDD (kém theo nao vét hach) bao
gom : Cit ban phan dau dudi; Cit ban phin dau trén (phiu thuat Sweet) ;
Cit toan bo da day, Cit da day bao toan mén vi, ...

b/ Phéu thudt nao vét hach

Theo céc tac gia Chau A, phau thuat nao vét hach dugc phan loai
nhu sau:

DO (Cét da day + vét khong hoan toan nhom hach N1)

D1 (Cit da day + vét hoan toan nhoém hach N1)

D2 (Cit da day + vét hach hoan toan nhém hach N1,N2)

D3 (Cét da day + vét hoan toan nhom hach N1,N2, N3)

D4 (Cét da day + vét toan bd nhom hach N1,N2, N3, N4).

Theo Kodama, va hoi nghién ctu UTDD Nhat Ban (1995): Phau
thuat nao vét cac hach D2 phu thudc vao vi tri ung thu (Bang 2.1)
1.3.2.Ung dung PTNS cit da day vét hach D2, D2 mé réng
1.3.2.1. Chi dinh

PTNS cit da day vét hach D2, D2 mé rong, D3 diéu tri UTDD duoc
ap dung cho ung thu da day tién trién. Tuy nhién mot s tac gia ap dung
vét hach D2 cho ung thu da day som. Chi dinh vét hach D2, D2 m¢
rong duoc dua vao do xam lan thanh da day, vi tri ung thu da day va
phén chia ching hach cia Nhat Ban. Vét hach D2 mé rong la vét hach
toan bd chang N1, N2 va it nhét mot hach chang N3 /N4,

Nam 2009, Toshihiko S. chi dinh PTNS cét toan bo da day vét hach
D2 (N1,N2), D2 mo rong nhém 12 (N3) cho 55 BN UTDD, trong do 24
BN xam l4n T1-T2; 31 BN T3-T4 cho két qua tbt.

Nam 2014, Ke Chen chi dinh PTNS vét hach D2 cho 240 bénh nhan
UTDD c6 mirc xdm lan tir T1 — T4a.

Nghién ctu da trung tdm cua tac gia Hoon H. (2015) va Yangfeng
H. (2016) cho thiy co thé chi dinh PTNS cat da day, vét hach D2, D2
mé rong cho UTDD tién trién xam 14n T2-T4a cho két qua tuong duong
md mé. Pdng thoi khing dinh wu diém cia PTNS giup BN giam dau
sau mo va tré lai cude séng sém hon.
1.3.2.2. Pdc diém ky thudt PTNS cdt da day, vét hach D2, D2 mé rong.

Hau hét cac tac gia sir dung 4-6 trocar trong mé.

Vét hach gf”)m cac budce: vét nhom 4d, 4sb, cit DM vi mac ndi trai,
vét nhom 6, cit M vi phai, vét nhom 12a, 8a, 9, 7, cat DM vi trai, vét
nhém 11p, 1 va 3. Cat da day phuc hdi luu thong tiéu hoa theo phuong
phép Billroth — I, Billroth — II, hoac Roux-en-Y.

Ming Cui (2012) sir dung 5 trocar vao bung. Cit toan bo mac ndi 16n,
loai bo nhom 4. Vét nhém 2, cit 1a trude cia mac treo dai trang ngang,
vét hach nhém 6, 14v, cit DM vi mach ndi phai. Vét nhom 5, cit DM vi
phai, vét hach nhom 8a.Vét nhoém 7,9, cit DM vi trai, vét nhom 11. Vét
hach nhém 1,3,2,12a. Rach da dudng tréng gitta trén ron 5 cm. Cit toan bd
da day phuc hdi luu thong tiéu hoa theo phuwong phap Roux-en-Y. Hoic cit



ban phan dau dudi da day cho ung thu 1/3 dudi, phuc hdi luu thong tiéu
hoa theo phuong phap Billroth I, Billroth II.

1.3.3. Tinh hinh PTNS diéu tri UTDD trén thé gidi va Viét Nam
1.3.3.1.Trén thé gidi

Niam 1991, PTNS hd trg cit da day diéu tri UTDD sém dugc Kitano
S. thyc hién dau tién. Tir d6 phuong phép dan dugc dp dung va phat
trién tai cac trung tdm 16n. Cac nghién ciru ddi chimg va so sanh giita
PTNS va md mé déu cho thiy kha ning vét hach PTNS va mé mo
khong co6 sy khac biét.

Nam 2015, Chen R.F. so sanh PTNS cho 330 BN vét hach D2 va
664 BN vét hach D2 + nhom 11, nhém 12 cho két qua tot.

Chen Q.Y. (2016) PTNS cit da day vét hach D2, D2 mé rong 1096
BN UTDD tién trién. Tac gia vét nhom 14v (thude ching N3) cho 151
BN, ty I¢ di can hach D2 mé rong 1a 17,2%.

Kidogami S (2015) PT cit toan b da day, vét hach D2 + nhom 16a;
cho 1 bénh nhan UTDD tién trién (giai doan CTa,, NO, M1).

Céc nghién ctru déu thdy PTNS di mang lai nhiing két qua tt cho
nguoi bénh nhu d6 dau, mAt méu it, bénh nhan hoi phuc nhanh va giam
ngay nam diéu tri sau mo, giam ty 1€ tai bién va bién ching.
1.3.3.2. Tai Viét Nam

Niam 2005, PTNS cit da day, nao hach diéu tri UTDD duogc thyc
hién dAu tién tai Bénh vién Viét Dtrc va Bénh vién Chg Ray.

Ké tir 40 PTNS cit da day, vét hach D2 din duoc trién khai tai nhiéu
trung tdm 16n: Trinh Hong Son (2007), Triéu Triéu Duong (2008),
Pham e Huén, DS Vin Trang (2012), HO Chi Thanh (2016) bao cdo
PTNS cit da day, vét hach D2, D2 mé rong cho BN UTDD. Thoi gian
PT trung binh 186,1 — 264 phut; s6 hach vét dugc trung binh 15,3 — 21,9
hach/ BN. Cac tac gia déu nhan dinh PTNS c6 luwong mau maét it hon, BN
héi phuc nhanh, giam dau sau md, giam ngay nam diéu tri, két qua vét
hach PTNS tuong dwong nhu mé mé, tai bién va bién ching sau mb
khong c6 su khac biét gitta hai phuong phap.

Chuong 2
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. Pdi twong nghién ciru

Bénh nhan UTDD duoc PTNS cit da day, vét hach D2, D2 mo rong
tai Bénh vién Trung wong Quan d6i 108 va Bénh vién Quan y 103 tir
thang 12/2013 dén thang 04/2018.
2.1.1. Tiéu chuén lwa chon

- BN duogc chan doan UTBM da day; xam lan T, Ta, T3 (Theo TNM
ctia UICC 1997) xéc dinh bang GPB sau mo.

- PTNS cit da day + vét hach D2, D2 mé rong (cac bénh nhan duoc
PTNS thanh cong)

- Vitri u: 1/3 dudi, 1/3 gita, 1/3 trén da day.

- BN ddng ¥ tham gia nghién ctru.
2.1.2. Tiéu chudén logi triv

- BN ¢6 chdng chi dinh véi PTNS, giy mé

- Xam lan T4 duoc xé4c dinh b?‘“mg GPB sau md; Di cin xa duoc xac
dinh trudc va trong md.

- UTDD tai phat hodc ung thu khac kém theo.

- Céc bénh man tinh niang chtc ning khong hdi phuc: suy gan,
suy tim, suy than...
2.2. Phuong phap nghién ciru
2.2.1. Thiét ké va ¢é méu nghién ciru
* Thiét ké nghién cwu:

Nghién ctru tién ctru, theo ddi doc khong ddi chung.
* C§ mdu: Tinh theo cong thirc

- p laty 18 tai bién, bién ching trong PTNS cit da day, theo cac
tac gia ty 1¢ nay 1a 0,099 (p= 0,099).
- d 12 sai s6 tuyét dbi, trong nghién ctru nay 1a 0,07.
Thay s6 vao cong thirc ta ¢6 sé miu nghién ciru phai tir 70 bénh

nhén trd 1én.



2.2.2. Quy dinh nao vét hach D; D; mo rgng trong nghién ciru
- Nao vét hach duoc goi 1a D1, D2, D3, D4 tuong tng véi vi tri ung
thu va cac nhom hach duoc 1y bo theo Kodama (1981),va hoi nghién
cttu UTDD Nhat Ban (1995):
Bang 2.1: Vi tri u va cac chiang hach di can

Vitriu N1 N2 N3 N4

1/3dwéi | 34,56 1,7,8,9 11,12,13, 14,2,10 | 15,16

1/3 giirta | 3,4,5,6,1 7,8,9,11, 2,10 12,13,14 15,16

1/3 trén 1,234 5,6,7,8,9, 11,10 12,13,14 15,16

Nao vét DI D2 D3 D4
* Vét hach D2:

- U 1/3 duéi: vét nhom hach N1(3,4,5,6); N2 (1,7,8,9)

- U 1/3 gitta: vét nhom hach N1(3.,4,5,6,1); N2 (7,8,9,11,2,10).

- U 1/3 trén: vét nhom hach N1(1,2,3,4); N2 (5,6,7,8,9,10,11).

* Vét hach D2 mé réng:

- U 1/3 duéi: vét hach D2 (N1,N2) va it nhat mot hach thudc chang
N3 (11,12,13,14,2,10), chang N4 (15,16).

- U 1/3 gitra: vét hach D2 (N1,N2) va it nhat mot hach thudc chang
N3 (12,13,14), chang N4 (15,16).

- U 1/3 trén: vét hach D2 (N1,N2) va it nhat mot hach thudc chiang
N3 (12,13,14), chang N4 (15,16).
2.2.3. Quy trinh PTNS cit da day vét hach D; D, mo rong
2.2.3.1. Chi dinh phdu thudt
2.2.3.2. Chudn bi bénh nhan:
2.2.3.3. Chudn bi dung cu va phirong tién PT
2.2.3.4. Phwong phdp vé cam, tw thé BN va vi tri kip PT

* Phuong phap vo cam: Gay mé ndi khi quan.

* BN ndm ngira, hai chan dang 45°, hai tay dang ra hai bén. Tu thé
BN c6 thé nghiéng phai, nghiéng trai, diu cao hodc dau thép.

* PTV ding gilra hai chan BN, phu camera ding bén phai, phu dung cu
dung bén trai.
2.2.3.5. Cac budc ky thudt
< Budrc 1: Pit trocar, bom CO2, danh gia ton thwong

Str dung 5 trocar: 1 trocar 10mm & gitta hoac dudi rén; Trocar sb 2

(10 hodc 12 mm) & ngang rén va duong giita don trai; Trocar s6 3 (5
mm) & ngang ron trén dudng giita don phai; Trocar s 4 (5 mm) &
duong nach trude bén phai véi dudi by suon 2cm; Trocar s 5 (5 mm) &
duong nach trude bén trai voi dudi bo suon 2cm.

% Budc 2: Cit mac ndi 16n, vét cac hach nhém 4,6,14, cit PM vi
mac ndi trai, PM vi mac ndi phai

% Budc 3: Vét hach ving cuéng gan va hach nhém 13

Phiu tich vét hach nhém 5, 12. Vét hach mé rong: lam di dong ta
trang, vét hach nhom 12 sau tinh mach ctra, nhom 13.

« Buwéc 4: Giai phong mac ndi nho, vét hach nhém 8,7,9,11,10,16
cit DM, tinh mach vi trai

< Buédc 5: Vét hach nhém 1 va 2 (Vét hach nhém 2 déi véi u 1/3
trén, 1/3 giira DD).

< Budée 6: Cit va dong ta trang.

< Budée 7: Cit da day, phuc hdi luu thong tiéu hoa.

Rach da duong tring giita 5cm, kéo da day ra ngoai.Cit ban phan
hodc toan bd da day, phuc hoi luu thong tiéu hod kiéu péan, polya,
finterer, hodc Roux-en-y. Nhom 3, 4 dugc liy theo cung da day.

% Budrc 8: Dit dan hru, Kkiém tra va dong bung.
2.2.4. Cac chi tiéu nghién ciru
2.2.4.1. Ung dung PTNS cdt da day, vét hach D2, D2 mé réng.
* Mot s6 dic diém chung lién quan dén chi dinh PT

= Mt s6 dic diém 1am sang: Tudi, gidi, bénh ndi khoa két hop,
chi s BM, triéu chirng 1am sang; soi da day, si€u am, cét 16p vi tinh o
bung trudc md.

= Djc diém giai phiu bénh va giai doan bénh

Dai thé: Vi tri u, kich thudc u, dang ton thuong

Vi thé: Po xam l4n cua u, chang hach di can, giai doan bénh theo hé
thong TNM ciia UICC 1997

Phan loai type m6é bénh UTBM da day theo WHO 1977

* Mot s6 diic diém ky thuat
- Tu thé BN, vi tri PTV khi vét hach nhom 12, 13, s6 trocar sir dung

trong mo.



- S6 BN vét hach D2; s6 BN vét hach D2 mo rong.

- Pic diém vét hach nhom 7,9, 10, 11, 12, 13.

- Phuong phép cét da day; cit mom ta trang.

- Phuong phap phuc hoi Iuu thong tiéu héa.
2.2.4.2. Két qua PTNS cadt da day, vét hach D2, D2 mé rong
* Trong md: Thoi gian PT (theo phwong phap cit da day, theo BMI,
theo d6 xam lan u); tai bién trong mo.

* Két qua nao vét hach.

- S lugng hach vét duge theo phuong phép PT.

- Pic diém DCH theo nhom hach tir 1 - 16.

- Pic diém di can hach m& rong N3,N4 va do xam lan.

- Phan b hach nao vét va hach di can theo chéng.

- bic diém di can hach nhay céc; di can hach theo vung.

- Dic diém BN di cin hach theo phuong phap PT.

- Lién quan giita di can hach ving, véi mirc do xdm l4n.

- Lién quan gitta di can hach véi kich thudc u, vi triu
*Két qua sém

-Y thire BN 6-12-24 gid sau md.

- Mitc d6 dau sau md theo thang diém VAS.

- Thoi gian van dong sém, trung tién, rat dan luu, nam vién sau mo

- Bién chung sém, tir vong sau mo.

*Két qua xa

- Péanh gia chét luong cudc sdng theo thansg diém Spitzer tai hai
thoi diém sau mo 6 thang va 12 thang.

- Theo ddi thoi gian séng thém sau md bang phuong phap truc tiép;
theo thudt toan Kaplan-Meier:Thoi gian séng thém toan bo, theo giai
doan, 6 xam 14n, di can hach vung.

2.2.5. Xir ly s6 liéu
2.2.6. Pao dirc nghién civu ciia dé tai

Chuong 3
KET QUA

Qua nghién ciu 74 bénh nhan UTBM da day, dugc PTNS ct da
day, vét hach D2, D2 mo rong ching t6i thu duoc cac két qua sau:
3.1. Ung dung PTNS cit da day, nao vét hach D2, D2 mé rong
3.1.1. Mgt s6 diic diém chung lién quan dén chi dinh PT
3.1.1.1. Bdc diém lam sang

- Tudi trung binh 13 58,4 + 10,38 (35-82 tudi). BN nam chiém ty 1¢
70,3%. 19 BN (25,68%) c6 bénh noi khoa két hop. Chi sé BMI trung
binh 14 21,15 + 2,31 kg/m?.

- Triéu chimg 1am sang: Pau bung chiém ty 1 cao nhét 100%.
3.1.1.2. Bdc diém cdn lim sang

- Siéu am: xac dinh 4/74 truong hop (5,41%) c6 u da day.

- Chup CLVT: 37 BN (52,11%) xac dinh duoc khdi u da day, 13
truong hop xac dinh hach 6 bung (18,31%).
3.1.1.3. Pdc diém gidiphc?u bénh va giai doan bénh
* Pai thé

- Vi tri u thuong gdp nhéat & vi tri hang mon vi (51,36%). Phan chia
vi tri theo JGCA, u hay gap nhat la ving 1/3 duéi (67,57%).

- U c6 kich thudc tir 1 dén < 3cm chiém ti 1é cao nhét vai 48,65%.

- U thé 1oét chiém ti 18 cao nhat (43,25%)
* Vi thé

- Xam l4n T3 chiém ty 1& cao nhit 43 BN (58,11%)

-UTBM tuyén éng chiém ti 1& cao nhit v&i 33/74 trudng hop
(44,59%), sau d6 1a UTBM kém biét hoa chiém ti 1¢ 33,79%.

Bang 3.13. Panh gi giai doan bénh sau mé (Theo UICC 1997)

Giai doan S6 BN (n=74) Tilé %
Ia 2 2,70
Ib 14 18,92
11 22 29,73
Illa 30 40,54
IIb 6 8,11

Nhdn xét: BN ¢ giai doan Illa chiém ty 1¢ cao nhét 40,54%



3.1.2. Mt s6 dic diém ky thuét

- 100% BN dugc sir dung 5 trocar.

- 42 BN (56,76%) phai vao hau cung mac ndi dé kiém tra mat sau DD.

- C6 36 truong hop (48,65%) PTV phai di chuyén sang phai BN dé
vét hach nhom 12, 13

- Vét hach nhém 7,9,11 cit dong mach, tinh mach vi trai tir mat sau
da day 66 BN (89,19%), tir mat trudc da day 8 BN (10,81%)

- Vét hach nhom 10 ¢6 25 truong hop (33,78%)

- S6 BN vét hach D2: 7 BN (9,42%).

- S6 BN vét hach D2 mé rong: 67 BN (90,54%).

12,16%
® Cit ban phan da day

® Cattoan bo da day

Biéu db 3.3. Phwong phdp cit da day

Nhdn xét: - BN cit ban phan dau dudi da day (87,84%).Cit ta trang:
Bing stapler 82,43%; bang dao dién: 13 BN (17,57%).

- Phyc héi luu thong theo phuong phap Finsterer 51,35%
3.2. Két qua PTNS cit da day, vét hach D2, D2 mé rong
3.2.1. Trong mé y
3.2.1.1. Thoi gian phau thudt

Thoi gian PT trung binh 174,39 + 46,58 phut (150 - 300 pht).
3.2.1.2. Tai bién trong moé )

C6 3 BN tai bién rach mac treo dai trang ngang, chiém 4,05%.
3.2.2. Két qua nao vét hach

Bang 3.18. S6 lwgng hach vét dwgc theo phwong phap PT

Phuwong S6 | S6hach Trung binh Min - b
phapPT BN | vét dugc Max
cég ban phan | 65 1465 22,54£2,13 | 19-28 | oo
Cit toan bo 9 237 2633+£0,74 | 24-29 |
Chung 74 1702 | 23,00+2,34 | 19-29

Nhdn xét: Tong so haph vét duoc 1a 1702, trung binh 1a 23,00 + 2,34
(19 — 29) hgch/BN. sé hach vét dugc & nhom cat toan bo da day cao
hon nhom cét ban phan da day (p< 0,001).

- Pic diém di cin hach theo nhém:

+ HDC vét duge 1a 180 hach, chiém 10,58% so véi s6 hach vét
duge. S6 HDC trung binh 1a 2,43 + 2,38 hach/BN. Nhom 12 hach di can
chiém ty 1¢ 7,06%, nhém 13 hach di can chiém ty 1€ 16,67%.

+Nhom 2 vét duge 29 hach, con 12 mau vét hach am tinh.

+ Nhém 10 vét duge 17 hach, 8 mau vét hach am tinh.

- Pic diém di cin hach mé rong ¢ nhém u 1/3 duwéi: Co 14 BN
(18,92%) di can hach mo rong ¢ nhom 11,12,13,14.

- Pic diém di cin hach mé rong ¢ nhém u 1/3 giira va 1/3 trén
da day: DCH m¢ rong c6 2 BN (2,70%) vao nhom 12,13 thudc vi tri
ung thu 1/3 gitra da day.

Bing 3.24:Pic diém di cin hach mé rong va d9 xam lin

Do U1/3dwéi | U1/3 gilra | U 1/3 trén
xam DCH DCH | DCHmé | Téng | Til§ %
lin mé rong mé rong rong
T, 0 0 0 0 0
T, 2 0 0 2 2,7
T; 12 2 0 14 18,92
Chung | 14(18,92%) | 2(2,70%) 0 16 21,62

Nhdn xét: C6 16 BN (21,61%) di can hach mé rong. Khdiu ¢ 1/3 dudi
da day c6 14 BN (18,92%) di can hach mé rong, 2 BN ( 2,70%) u & vi
tri 1/3 gitta da day di can hach mé rong.

900
795 & Hach vét dwoc
800
i B Hachdi cin
700
600 566
500
400 341
300
200
92

100 68 = 20

0

D1 D D2 mir ring

Biéu db 3.4: Phin bo hach nao vét va hach di cin theo ching
Nhin xét:Vét D2 mo rong, thay di can 20 hach trén tong sb 341 hach
vét duoce (5,87%)

- Pic diém di cin hach nhay coc: C6 9 BN (12,61%) khong DCH
chang N1 (vét D1) ma di can chang N2, N3 (vét hach D2, D3).



Bing 3.26. Dic diém di cin hach theo viing

Di ciin hach S6 BN (n=74) Tilé %
NO 20 27,03
N1 47 63,51
N2 7 9,46
Téng 74 100,0

Nhdn xét: Co 20 BN (27,3%) khong di can hach; 54 BN (72,92%) di cén
hach. Di cin hach ving N1 chiém ti 1& cao nhét véi 63,51%.

- Pic diém DCH theo phwong phap PT: Trong 54 BN di cin hach:
ty 1€ HDC/HVD la 14,31%, trung binh ¢6 3,33 £ 2,38 hach di can/BN.
) Iwgng hach di can trung binh & nhom bénh nhan cit toan bo da day
cao hon nhom cét ban phan da day (p<0,05).

Bang 3.29. Lién quan giira s6 lrgng HCD véi mire d9 xam lan

Xamlin | séBN | S0 hach di S6 hach di ciin o
can trung binh
Tl 5 4 0,8 +0,55
T2 26 31 1,19+ 1,30 0,001
T3 43 145 3374255
Téng 74 180 2,43 +2.38

Nhdn xét: S6 hach di cin trung binh & murc xAm 1an T3 cao nhat: 3,37 £
2,55 hach/ BN

- Lién quan giira di cin hach véi kich thwée u: u kich thuée > 5
cm ¢6 sb hach di can trung binh cao nhét 4,8 + 2,41 hach/ BN.

3.2.3. Két qud som sau mé

3.2.3.1. Y thitc BN sau mé 6 gio: Pa phan BN tinh, tu tho (chiém 98,65%).

3.2.3.2. Pdnh gic mirc @ dau theo VAS tai thoi diém 24 gior sau mo
Pa s6 BN dau vira va dau it. Chi ¢6 7 BN (9,46%) dau nhiéu.

Bing 3.33. Thoi gian van dong, trung tién riit din luu,
niam vién sau méd

Chi tiéu S6m nhat | Mudn nhit | Trung binh
Van dong sém (ngay) 1 3 2,36 £ 0,65
Trung tién (gio) 38 75 56,07 £9,22
Rt dan luu (ngay) 2 5 3,36 £ 0,65
Nam vién sau mo (ngay) 4 27 8,58 £4,10
Béng 3.34. Bién chirng sém
Bién chirng S6 BN (n=74) Tilé %
Nhiém khuan vét md 1 1,35
Viém phoi 1 1,35
Téng 2 2,70%

3.3.3. Két qua xa
3.3.3.1. Tinh hinh theo doi BN
Bang 3.35: Két qua theo ddi BN

Két qua theo déi BN S6 BN Ti 1 %
S6 BN c6 tin con séng 65 87,84
S6 BN c6 tin da chét 9 12,16
S6 BN mét tin 0 0
Tong sb 74 100

3.3.3.2. Panh gid chdt hrong cudc song theo thang diém Spitzer

- Mot BN ¢6 diém dudi 5 diém (1,35%) do suy kiét co thé, khong dn
duge. Sb diém tang dan sau md 12 thang: 9 — 10 diém dat 95,38%.
3.3.3.3. Theo doi thoi gian song thém sau mé
* Thoi gian song sau mo theo phwong phap true tiép:

- BN theo dai it nhit Ia 6 thang, dai nhét 1a 52 thang.

- C6 6 BN song thém > 42 thang. Két thuc nghién ciru c6 9 BN chét.
3.3.3.4. Thoi gian song thém sau mé theo Kaplan-Meier

Thoi gian song thém toan b trong nghién ciru 13 41,51+2,09 thang.




Bang 3.38: Thoi gian song thém theo giai doan bénh

Giai P ; Trung binh
S0 BN | Tu vong i P
doan (thang)
Ia 2 0
Ib 14 1 35,7142,20 Test Log Rank
I 22 0 r=2568
IIla 30 4 38,56 +2,84 p=0277
IIb 6 4 30,29 +£ 6,33

Nhdn xét: Dén thoi diém két thic nghién ctru, 100% BN giai doan Ia va
11 con séng. Giai doan IIIb c6 thoi gian séng thém trung binh thap nhat

(30,29 + 6,33 thang)

Bing 3.40: Thoi gian song thém trung binh theo d§ xam l4n (T)

Do xdm ; . Trung binh P
ln So BN T vong (thang)
Tl 5 0 Test Log
Rank
T2 26 1 4536+ 1,61 | = 2,490
T3 43 8 38,17+221 0p1;5

Nhdn xét: 100% BN xam l4n T1 hién con séng 100%. Thoi gian séng
thém ciia BN x4m 14n T2 14 45,36 + 1,61 thang.

Chuong 4
BAN LUAN
4.1. Mt s6 dic diém chung lién quan dén chi dinh phiu thuat

Tudi trung binh trong nghién ctru 1a 58,64 + 10,38 tudi (35-82 tudi).
BN nam chiém ty 1¢ 70,3%. Nghién ctru c6 11 BN c6 tién sir viém loét da
day chiém 14,86%; dai thao dudng 5,41%; ting huyét ap 5,41%. BMI
trung binh cta BN 14 21,15 + 2,31 kg/m? twong duong nghién ctru ctia Ho
Chi Thanh, thdp hon cic tac gia nudc ngoai. Tac gia Lee J. PTNS cho
400 BN ung thu da day c6 thé trang theo BMI khéc nhau, cho két qua tét.
Chung t6i ¢6 cung nhan dinh véi cac tac gia: Tudi cao, bénh ndi khoa két
hop hay chi s6 BMI cao khong phai 1a chdng chi dinh ctia PTNS cit da
day, vét hach D2, D2 mé rong

100% BN duoc siéu 4m 6 bung, ¢ 4 trudng hop xac dinh duoc khdi
u, chiém ty 1& 5,41%. Khong c6 truong hop nao xac dinh dugc hach 6
bung. Ty 1& nay thap hon tac gia DS Van Trang, Ho Chi Thanh.

C6 71 BN (95,9%) dugc chup cit 16p vi tinh trudc mo. Trong d6 37
BN (52,1%) xac dinh duoc khéi u da day, 13 truong hgp xac dinh
duoc ¢6 hach 6 bung (35,1%). Cac BN khong c6 di can xa dugc chi
dinh PTNS cit da day, vét hach D2, D2 m¢ rong.

4.2. Ung dung PTNS cit da day, vét hach D2, D2 mé rong
4.2.1. Chi dinh phdu thugt
4.2.1.1. Chi dinh phd~u thudt theo vi tri u

Nghién ciru thdy vi tri u thuong gip nhét & ving hang mén vi chiém
51,36% va bo cong nhd (32,4%).Phén chia vi tri theo JGCA, u hay gap
nhét 13 ving 1/3 dudi (67,57%), sau d6 dén 1/3 giira da day (31,08%).
Cin ctr vao vi tri u, chi dinh cét da day ching t6i twong tu cac tac gia
trong nude va nudc ngoai.
4.2.1.2. Chi dinh phd~u thuat theo kich thuoc u

Nghién ciru thay: u c6 kich thude tir 1 —< 3 cm chiém ti 16 cao nhét
Vi 48,65%. Cac tac gia khac ciing cho thdy kich thudc u thay ddi rat
nhiéu nhung trung binh dao dong tir 3,5cm - 5,5cm.
4.2.1.3. Chi dinh phdu thudt theo cdc thé GPB

Theo két qua cua chiang t6i,UTDD thé loét chiém ti 1& cao nhét
(43,25%), phu hop voi két qua nghién ctru ciia Trinh Hong Son. Cac
dang thé 10ét, loét sui, loét tham nhiém, sui (Bang 3.9) déu khu tri ¢ cac
vi tri khac nhau ciia da day, do d6 van dugc chi dinh PTNS cat da day,



vét hach D2, D2 mé rdng.
4.2.1.4. Chi dinh phdu thudt theo d xam lan

Nghién ctru thdy u xdm lan chi yéu 1a T2 (35,14%), T3 (58,11%).
Theo huéng dan diéu tri UTDD, néu trong mé PTV nghi hach di cin
dén chang nao thi vét dén chiang do, dé tranh sét té bao ung thu va giai
doan bénh. Cac tac gia khac chi dinh cit da day, vét hach D2, D2 mo
rong cho xam 14n T1 - T4 cho thdy PT an toan, bién chung thap.
4.2.1.5. Chi dinh phd~u thudt theo phdn logi vi thé UTDD

UTBM da day duoc chi dinh cit da day (cit ban phan, cét toan bo,
cit da day hinh chém,...) vét hach D1, D2, D2 m¢ rong, D3. Chiing
t6i chi dinh PTNS cat ban phan da day, cit toan bo da day vét hach
D2,D2 mé rong diéu tri UTBM da day, trong d6 UTBM tuyén éng
chiém 44,59%, UTBM kém biét hoa 33,79% ; UTBM tuyén nhi, tuyén
nhdy, khong biét hoa, té bao nhin lan luot 1a 1,35%; 8,11%; 1,35%;
10,81%. Tuong tu cac tac gia khac.
4.2.1.6. Chi dinh phd~u thudt theo giai dogn bénh

Trong nghién ctru cia ching t6i, UTBM da day giai doan II, Illa
chiém da s6 v6i 29,73% va 40,54%. Phau thuat cit ban phﬁn da day, ct
toan bo da day duoc chi dinh theo giai doan bénh. Nghién ctru cta cac
tac gia chi dinh vét hach D2, D2 mo rong cho giai dan bénh tir giai doan
Ta dén giai doan IV.

4.2.2. Mt s6 dic diém ky thugt

100% BN sir dung 5 trocar. Tuong tu cac tic gia khac, ching toi thiy
rang viéc sir dung 5 trocar gitip vét hach thuan loi hon.

Khi vét hach mé rong nhém 12, 13, vi tri PTV chuyén sang bén phai
BN (36 truong horp) véi vi tri nay, viéc vét hach thuén lgi hon.

Chiing t6i thdy rang vét hach nhom 7,9,11 tir mit sau da day G 66
BN (89,19%) thuan lgi hon so véi tir mat trude, vi da day duoc c6 dinh
& dau dudi va dau trén, nguoi phu nang mit sau da day 1én, tinh mach
va PM vi trai dugc cang ra, bo trén tuy dugce boce 19, cuong lach cling
duoc bde 10. Khi d6 vét hach nhom 10 cling thuan loi.

Cit va dong ta trang bang stapler (82, 43%) thuan loi, sau d6 khéu tang
cudng mom ta bang 3 miii chi roi ¢ 2 dAu va gitta mom cit nham tranh
bong ghim, khong ¢6 trudng hop nao xi rd mém té trang. 13 BN dong bang
tay gap kho khin do vét mé nho, t trang ndm & su.

Cit da day, phuc héi heu théng tiéu héa:

Nghién ctru c6 65 BN (87,84%) duoc cit ban phan DD, 9 BN cit toan
b6 da day (12,16%). Két qua nay phu hop véi cac nghién ciru khac. Cac
tac gia phan 16n chi dinh cit ban phan da day cho ung thu & 1/3 dudi. 0 9
BN cit toan bo da day, chung t6i bao ton khong cét lach. Viée cit lach
hay khong cit trong mé mé ciing nhur PTNS con nhiéu tranh cii. Tac gia
Usui S PTNS cit toan bo da day vét hach D2 (59 BN béo ton lach va 19
BN cit lach) va két luan bao ton lach 1a kha thi va an toan. Theo huéng
dan diéu tri UTDD cta Nhat Ban nam 2014 khong nén cit lach, trir khi
khdi u T2 — T4 x4m l4n truc tiép vao lach.

Tai bang 3.14 phuc hdi luu thong theo phuong phép Péan 13 4,05%,
Finsterer 1a 51,35%, Roux-en-Y la 37,84%, Omega 1a 6,76%. Sy phuc
hdi lwu thong tiéu héa phu thude vao vi tri u, kich thudce u, do xam lan
va théi quen cua phﬁu thuét vién.

4.3. Két qua PTNS cat da day, vét hach D2, D2 mé rong
4.3.1. Két qud trong moé
4.3.1.1. Thoi gian phdu thudt

Thoi gian PT trung binh ctia ching t6i 1a 174,39+ 46,58 pht, truong
duong céc tac gia khac (thoi gian PT tir 182 — 267 phut). Nghién cuu
cua cac tac gia Tamimura S.; Zhen- Hong Zu, Hoon Hur, ... déu két
luan thoi gian mé noi soi dai hon md mé.
4.3.1.2. Tai bién trong mé

Nghién curu c6 3 truong hop (4,05%) rach mac treo dai trang ngang
trong mo. Pay ciing 1a nhitng BN & nhém thira can, chiing toi khau cam
méu qua ndi soi ma khong phai thém trocar hay chuyén mé mé. Cac tac
gia khéc ciing cho thdy PTNS cit da day, vét hach D2, D2 mé rong la
an toan, ty 18 tai bién va mat mau trong mo it.

4.3.2. Két qua ngo vét hach D2, D2 mé rjng diéu trj UTBM dg day.
4.3.2.1. 86 hach vét degc theo phwong phap phdu thudt

O nhém BN cit ban phan DD, tong s0 hach vét dugce la 1465, trung
binh 22,54 + 2,13 hach/BN. Nhom cit toan bd DD, sb haph vet duoc 1a
237, trung binh la 26,33 + 0,74 hach/BN. Chung t6i thay cat toan bd
DD, vét hach thuén loi do cac hach doc theo BCL, BCN duoc lay theo
cung da day lién mot khoi ra ngoai.

Tong s6 hach vét dugce 1a 1702 hach, trung binh 1a 23,00 + 2,34
hach/BN. S6 h"c,lCh vét dugce trong cac nghién ciru l§héc tr 15,3 ’dén 373
hach/BN. Nhi€u nghién ctru so sinh PTNS va m6 mé cho thay khong



¢6 su khac biét vé nao vét hach. Céac tac gia_ két luan PTNS diéu tri
UTDD an toan, két qua diéu tri c6 thé so véi mb mé, bao dam bao duoc
nguyén tic v& mat ung thu hoc véi uu diém giam dau, hdi phuc nhanh,
giam ngay nam diéu tri va thim my.

4.3.2.2. Dic diém di cin hach

Két qua nghién ciru thay, trong tong sd hach vét dugc, co trung binh
2,43 + 2,38 hach di can/BN. Ty 1¢ HDC/HVD 1a 10,58%. Cac nhém
hach khac nhau c6 ty 1&¢ HDC/HVD khac nhau. Nghién ctu cla
Muruyama, T.H. Son cac nhom hach déu co di can. Chung t6i vét 15
nhom hach, nhom 10, 16 khong cé di can hach, nhém 15 khong vét
hach, con cac nhom khac co di can hach. Ty 1€ di can hach nhom 1 1a
17,44%, nhém 3 1a 12,33%, nhom 5 (19,78%), nhém 7 (17,33%), nhém
8 (11, 56%), nhom 13 ( 16,67%).Két qua nghién ctru cho thiy dbi véi
UTDD vi tri 1/3 dudi, nén vét hach nhém 11,12,13,14. Di can hach
nhém 13 d& gy nén tic mat som.

D6i véi ung thu 1/3 giita va 1/3 trén, tong s6 hach vét dwoc 1a 583,
HDC/HVD 1a 47 hach. Ty 1¢ HDC/HVD la 8,06%. Nhém 10 c6 8 miu
vét hach am tinh, 16 hach khong cé di can. Ung thu DD & 1/3 gilita
nhom 12,13 c6 ty 1€ di can hach 1a 4,00%; 16,67%. Tac gia Trinh Héng
Son, théiy ung thu 1/3 gitra da day c6 di can hach nhom 10,11,12,14 nén
tac gia dé nghi can vét hach cac hach nay.
4.3.2.3. Bac diém di can trong vét hach D2 ma rong

Theo Bang 3.22 vét hach D2 mo rong c6 14 BN (18,92%) UT 1/3
dudi co ty 1¢ di can cac nhom 11,12,13,14 lan luot 1a 2,70%; 12,17%;
2,70%; 1,35%. Bang 3.23, BN ung thu 1/3 gitta ¢6 2 BN, di can hach
nhom 12 1a (1,35%), nhom 13 1a (1,35%). Nhu vay, ching t6i c6 16 BN
di can hach md rong chang N3, N4, chiém ty 1€ 21,62%. Ty 1¢ di can
hach mo rong trong nghién ctru cua B.V. Trang, B.Q Minh tu 22,3 —
32,5%. Tac gia Chen QY (2016) PTNS cit da day vét hach D2, D2 mé
rong 1096 BN UTDD tién trién, ty 1¢ di cin hach nhom 14v 1a 17,2%.
4.3.2.4. Ddc diém di can hach nhay céc

Chung t6i ¢6 9 BN khong di can hach chang D1, nhung lai di can hach
chiang D2 va D2 mé rong, chiém 12,16%. Ty 1¢ nay trong cic nghién ctru
khac tur 5,5 — 10,6%.

4.3.2.5. Dican hach va cac lién quan

Nghién citu c6 20 BN (27,6%) khong di can hach (NO). Trong d6 c6 7
BN x4m lan T3 khéng di cin hach (9,46%). Chu yéu 1a di cin hach ving
N1 (63,51%), con di can hach N2 1a 9,46%, khong c6 di can hach ving
N3. U cang 16n thi di can hach cang nhiéu, kha ning PT triét dé cang
thdp. Két qua nay phu hop véi cac tac gia khac.

Bang 3.29, xam l4n T1 s6 hach di cin trung binh 1a 0,8 £ 0,55
hach/BN; T2 (1,19 £ 1,30 hach/BN); T3 (3,37 £ 2,55 hach/BN). Murc
d6 xam lén lién quan chat ch€ véi di can hach, do xam lan cang 16n thi
di can hach cang nhiéu. Khoéng c6 sy khac biét gitra ) luong hach di
can voi vi tri u, p > 0,05. C6 18 s lwong UTDD & 1/3 giita va 1/3 trén
ctia chiing t6i con thap.

4.3.3. Két qud som sau mé
4.3.3.1. Két qua héi phuc sém sau mé

Sau mé 6 gi0, BN tinh, ty tho (98,65%), 1 BN phai thd oxy hd tro,
chiém ty 1& 1,35%.Da s6 BN dau vira va dau it, chi c6 7 BN (9,46%)
dau nhiéu.Thoi gian trung tién trung binh 56,07 £ 9,22 gid.

Thoi gian ndm vién sau md trung binh 8,58 + 4,10 ngay. Cac tac gia
déu khang dinh wu diém 16n nhit cia PTNS giup BN d& dau, hoi
phuc nhanh hon sau mo.
4.3.3.2. Bién chitng sém

Ching t6i gap 2 truong hop c6 bién ching sau mé (2,7%). Trong d6 1
BN (1,35%) nhidm khuén vét md do co thé suy kiét, chi cin nudi dudng
tinh mach, khang sinh, thay biang hang ngay, BN lién vét m sau 14 ngay.
1 BN viém phdi (1,35%), ddy 1a BN suy nhugc co thé, d4i thao duong
tuyp II, BN duoc ding khang sinh, rit sonde da day, ngdi day sém, thd
oxy hd trg, sau 10 ngay BN hét sbt, hét kho tho.

4.3.4. Theo doi xa
4.3.4.1. Chdt lwong séng sau mé

Chiing t6i str dung thang diém Spitzer dé danh gia chét luong song

sau md ciia BN. Theo bang 3.36, tai thoi diém 6 thang sau mé: ¢6 1 BN



¢6 diém dudi 5 (1,35%) do co thé suy kiét, khong an udng duoc; 61 BN
(82,43%) dat diém 9-10. Sau md 12 thang c6 1 BN (1,54%) duéi 5
diém, BN nay co6 di can hach ching N3 (di can hach m¢ rong). Nhu vay
BN dat diém 9-10 diém ting dan tir 82,43% 1én 95,38%. Pa s6 BN hai
long véi két qua PT.

4.3.4.2. Thoi gian song thém sau mé

* Thoi gian song thém theo phirong phdp truc tiép

Trong thoi gian theo dbi 6 — 52 thang, ¢6 téng cong 9 BN chét, trong
d6 c6 4 BN roi vao thoi diém 24 — 30 thang sau md. Chung t6i thdy co
mdi lién quan giita d6 xam l4n, di can hach md rong ching N3, N4:
Xam lan T3: c6 2 BN khéng di cin ching N3, BN sdng dugc 26; 36
thang. C6 6 BN chét lién quan dén di cin ching N3, N4, thoi gian song
thip nhat 1 BN 14 13 thang. Nhu vay d6 xam lan cang 16n, di cin hach
dén ching N3, N4 cang nhiéu, thi tién lugng cang x4u. Vét hach D2 mé
rong nham danh gia dung giai doan bénh sau md va tién luong bénh sau
mé.

* Thoi gian song thém sau mé bang phwong phdp Kaplan Meier
- Thoi gian séng thém trung binh trong nghién ctru 1a 41,51+2,09 thang.
- Thoi gian song thém theo giai doan bénh

Theo két qua bang 3.38, khi Kkét thuc nghién curu, giai doan Ia, II con
song 100%. Thoi gian sdng trung binh cia giai doan Ib 14 35,71 + 2,20
thang, I1la 1a 38,56 + 2,84 thang, 11Ib 1a 30,29 + 6,33 thang.

Cac tac gia két luan thoi gian song thém sau md lién quan chit ché
véi giai doan bénh.

- Thoi gian sdng thém trung binh theo di can hach ving.

Bang 3.39 thoi gian sng thém trung binh theo di cin hach ving ¢
lién quan voi nhau. Két thuc thoi gian theo ddi di can hach ving NO
khong co di can hach, 19 BN con séng (98,65%), 1 BN (1,35%) chét do
suy kiét. Di cin hach ving N1 ¢6 thoi gian séng trung binh 1au hon so
v6i chang N2 (42,704 2,08 so v6i 29,63+ 5,30 thang).

- Thoi gian song thém trung binh va d6 xam lan.

Thoi gian séng trung binh ctia nhém T2 va T3 khong ¢6 su khéc biét (p
> 0,05), ¢6 18 thoi gian theo ddi sau m cua ching t6i chua du dai. Trong
khi d6 100% BN xam 14n T1 con séng. Theo cac nghién ctru khac, do xam
14n cang 16n thi thoi gian séng thém sau mo cang ngin.

KET LUAN

Nghién ctru 74 bénh nhéan ung thu biéu mé da day duoc phau thuat noi
soi cit da day, vét hach D2, D2 mé rong tai Bénh vién Trung wong Quan
doi 108 va Bénh vién Quéan y 103 tir thang 12 nam 2013 dén thang 4 niam
2018. Chiing t6i riit ra mot sb két luan sau:

1. Ung dung phiu thuit ndi soi cit da day, vét hach D2, D2 mé
rong diéu tri ung thu biéu mé da day.
* Chi dinh:
- Vitriung thu da day: 1/3 duéi: 67,57%; 1/3 gitra: 31,08%.
- Kich thudc u: 1 - <3cm chiém 48,65%; 3 - < 5 cm chiém 39,19%.
- Thé giai phiu bénh: thé loét: 43,25%; thé loét sui 40,54%.
- Xam l4n thanh da day: T2:35,14%; T3:58,11%.
- Typ md bénh hoc: UTBM tuyén 6ng: 44,59%; UTBM kém biét hoa: 33,79%.
- Giai doan bénh: giai doan II chiém ty 1€ 29,73%; giai doan Illa
chiém ty 18 40,54%; giai doan IIIb chiém ty 1& 8,11%.

Tudi cao, gidi tinh, bénh két hop (ting huyét ap, dai thao duong,
viém loét da day), thiéu mau, xuét huyét tiéu hoa, cac tinh trang BMI
khac nhau khong c6 chdng chi dinh phiu thuat noi soi cat da day, vét
hach D2, D2 m& rng.

* Ky thuat:
- St dung 5 trocar: 74 BN (100%).
- Danh gia tén thwong mit sau da day 42 trudng hop (56,76%).



Vét hach nhom 12,13 phiu thuat vién chuyén vi tri tir dimg giita hai
chan bénh nhan sang diig bén phai bénh nhan 36 truong hgp (48,65%).
Vét hach nhom 7,9,11 tir méat sau da day 66 truong hop (89,19%).

Vét hach nhom 10: 25 BN (33,78%).

Vét hach D2: 9,42%; D2 mé rong: 90,54%.

Phuong phép cit da day: cit ban phan da day 87,84%; cit toan
bd da day 12,16%.

Cit t trang bang stapler 82,43%; cit ta trang bang dao dién 17,57%.
Phuc héi luu thong ti€u hoa: phuong phap Finsterer 51,35%;
Roux-en-Y 37,84%.

2. Két qua phiu thuat ndi soi cit da day vét hach D2, D2 mé rong

diéu tri ung thw da day.

* Ket qud som

Thoi gian phau thuét trung binh 174,39 + 46,58 phut; ngay nim diéu

tri trung binh sau mé 1a 8,58 + 4,10 ngay. Tai bién trong md 1a 4,05%;

bién chimg sau mé 2,70%. Khong c6 BN tir vong.

* Két qua ngo veét hach

S6 luong hach vét duogc 1a 1702, trung binh 23,00 + 2,34 hach/ BN.

Ty 1€ hach di can trén hach vét duoc la 10,58%.

Ung thu da day 1/3 dudi di can mé rong 14 BN (18,92%); 1/3 gitta
122 BN (2,70%).

Vét hach D2 md rong: ty 1€ hach di can trén hach vét duoc 1a 5,87%.

Di can hach vung: NO 12 27,03%; N1 1a 63,51%; N2 1a 9,46%.

* Két qud xa

Thoi gian theo doi ngén nhét 13 6 thang, dai nhat 14 52 thang.

Panh gia chat lugng cudc sdng sau mo theo thang diém Spitzer: sau
6 thang va 12 thang diém 9 — 10 tang tir 82,43% 1én 95,38%.

Thoi gian séng thém trung binh sau md 1a 41,51 + 2,09 thang.
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INTRODUCTION

Gastric cancer is a malignant disease, common, leading in
gastrointestinal cancers. In 2008 there were 989,600 new cases, 738,000
deaths. In Vietnam, the estimated incidence of stomach cancer is 23.7
per 100,000 in men and 10.8 per 100,000 in women.

Scientists have agreed on early detection and radical surgery as two
measures to prolong survival for patients. Studies about lymph node
metastatic features, gastrectomy limits, and lymph node dissection have
contributed to improving the quality of treatment and prolonging patient
survival. D2 dissection (complete dissection of N1, N2), extended D2
(complete removal of N1, N2 and at least one N3, N4), D3 (complete
dissection of N1, N2, N3) in the treatment of stomach cancer.

Gastrectomy with D2 dissection was developed in Japan in the
1960s, considered the standard treatment for gastric cancer.

In 1991, Kitano performed laparoscopic gastrectomy successfully
for patients with early gastric cancer. Since then, laparoscopic surgery
has been performed in many medical centers around the world, initially
applied for early gastric cancer, and then applied for advanced stages.

In 1994- 2003, laparoscopic surgery was performed in 1294 gastric
cancer patients in Japan, and 207 patients underwent D2 dissection.
This figure in South Korea in 2015 is 525 patients. The authors
conclude that this is a minimally invasive intervention with
postoperative anesthesia, minimally invasive, aesthetic side and rapid
recovery, but does not reduce the target for radical cancer treatment,
The results may be compared to open surgery.

In Vietnam, laparoscopic gastrectomy for dredging of the lymph
nodes D2 and D2 widely has been much discussed. So, we do the
following with two goals:

1. Study on the application of laparoscopic gastrectomy, D2,
extended D2 dissection treatment of gastric carcinoma.

2. Assessment of the results of laparoscopic gastrectomy, D2 and
extended D2 dredging in treatment of gastric carcinoma.

THE CONTRIBUTION OF THE DISSERTATION

The study was carried out on 74 gastric cancer patients with
laparoscopic gastrectomy, dissection of D2, extended D2 at 108 Central
Military Hospital and 103 Military Hospital from December 2013 to
April 2018.

1. On the application of surgery
- Indication: 67.57% of cases, the mass is in the lower third of

stomach. Ulcers is 48.65%. Invasive gastric with T2 level is 35.14%, T3
is 58.11%. Phase Illa accounts for 40.54%.

- Specification: 100% use 5 trocar. 36 cases (48.65%) surgeron
standing right of patients in group 12, 13.Brief group 7, 9, 11 from the
back of the stomach more favorable (in 66 patients). 25 patients
(33.78%) were dredged in group 10. Extended D2 dissection in 90.54%
of patients. 65 patients (87.84%) had partial gastrectomy, 9 patients had
complete gastrectomy. Cutting duodenum with staples was (82.43%).

2. The results of treatment

- Early results: average duration is 174.39 minutes; hospitalized
time after surgery is 8.58 days. Incidence in surgery is 4.05%;
complications after surgery is 2.70%. No deaths.

- Lymphadenectomy results: The number of lymph nodes is 1702,
an average of 23.00 nodes / patient. The rate of lymph node metastasis
was 10.58%. Gastric cancer at the lower thirth with metastases in 14
patients (18.92%); middle thirh in 2 patients (2.70%). The rate of
extensively spreading metastatic D2 per removed D2 is 5.87%.

- Long-term results: follow-up time is 6 - 52 months. Evaluation of
postoperative quality of life get 95.38%. Average postoperative survival
was 41.51 £ 2.09 months.

These contributions are practical, giving the surgeron an additional
option in gastric cancer surgery. The results of the study have made new
contributions, confirmed the safety, feasibility, effectiveness,
postoperative pain relief and ensure the principles of cancer of the
stomach, dredging D2 and extended D2.

STRUCTURE OF THE DISSERTATION

The dissertation consists of 137 pages: 2 pages, 40 pages, 23 pages
and 30 pages, 40 pages and 2 pages. 5 works, 48 tables, 09 charts, 30
images. 127 references, of which 26 are in Vietnamese, 101 are in
foreign languages.



Chapter 1
OVERVIEW DOCUMENT
1.1. Anatomical features of the stomach
1.1.1. Anatomy and division of the stomach

The J-shape has two front and back walls, with gareater and lesser
curvatures. From top to bottom, the stomach is divided into 4 regions:
cardia, fundus, body, pylorus.

1.1.2. Stomach vessels

Originating from the celiac trunk: Lesser curvature arcade, greater
curvature curvature arcade, short gastric arteries, cardiac and fundus
artery.

1.1.3. Lymphatic system

Lymphoma is the most common metastasis in gastric cancer.
Therefore, full study of gastric lymphatic system as the basis for gastric
cancer surgery. In 1981 and 1995, the Gastric cancer Japan Society -
JRSGC issued a classification system for gastric necrosis divided into
16 groups and 4 lymph nodes: Groups 1, 2, 3,4,5,6,7,8,9, 10, 11, 12,
13, 14, 15, 16.

In 1998, JGCA classified more details into groups of lymph nodes
of stomach, added the groups 3a, 3b, 4sa, 4sb, 4d, 8a, 8p, 11p, 11d, 12a,
12b, 12p, 14v, 14a

Depending on the location of the tumor in the stomach, each leg is
defined as different ganglion groups. This is the basis of gastric cancer
lymph nodes surgery.

Depending on the location of the tumor in the stomach, each leg is
defined as different ganglion groups. This is the basis of
lymphadenectomy in gastric cancer surgery.

1.2. Anatomical features and phases of gastric cancer
1.2.1. Location of gastric cancer

Gastric cancer can occur anywhere, but is most common in the
pylorus (54-70%). Followed by lesser curvature (20 - 30%). Other less
common sites are greater curvature, body, cardia, fundus and whole
stomach.

1.2.2. Size of tumor
1.2.3. Invasion scale of tumor

In 1984, UICC, AJCC and JRSGC unanimously classified the level

of invasive gastric into four levels: T1, T2, T3, T4.
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In 2009, the UICC issued an AJCC and JGCA approved scale of
invasiveness, including: T1a, T1b, T2, T3, T4a, T4b.

The extent of tumor invasion is an important factor in the
indication of gastric cancer treatment, assessment of gastric cancer, as
well as gastric cancer prognosis
1.2.4. Metastasis of gastric cancer

Lymph nodes are the major pathway of gastric cancer, with or
without lymph node metastases as an important predictor of gastric
cancer.

1.2.5. The general picture of progressive gastric cancer

Type 0 (Early age), Type 1 (Vegetans), Type 2 (ulcerative), Type 3

(Invasive Ulcer), Type 4 (plastica), Type 5 (Unclassified).

1.2.6. Microscopic picture of stomach cancer

1.2.6.1. Classification of the Japan Gastroenterological Endoscopy
Society (1998)

1.2.6.2. Classification of the World Health Organization in 1977
consists of five categories:

Adenocarcinoma (Papillary, Tubular, Mucinous, Signet ring cell,
poorly cohesive carcinoma); Undifferentiated carcinoma; Squamous
cell carcinoma; unclassified cancer
1.2.6.3. WHO Classification 2010

Gastric carcinomas divided into many types, including: Papillary
adenocarcinoma, Tubular adenocarcinoma, Mucinous adenocarcinoma,
Signet-ring cell carcinoma, poorly cohesive carcinoma, Diffuse type,
Mixed carcinoma, Adenosquamous carcinoma, Squamous cell
carcinoma, Hepatoid adenocarcinoma, Carcinoma with lymphoid
stroma, Choriocarcinoma, Carcinosarcoma, Parietal cell carcinoma,
Malignant rhabdoid tumor, MucoepidermoidcarcinomaPaneth cell
carcinoma, Undifferentiated carcinoma, Mixed adeno-neuroendocrine
carcinoma, Endodermal sinus tumor, Embryonal carcinoma, Pure
gastric yolk sac tumor, Oncocytic adenocarcinoma
1.2.7. Classification of gastric cancer

Classification of gastric cancer by UICC and AJCC

T: PrimaryTumor: T1, T2, T3, T4

N: regional lymph nodes: NO, N1, N2, N3

M: distant metastasis: M0, M1

Classification of UICC upon TNM in 1997: Phase Ia, Ib, II, Illa,
llb, IV



1.3. Treatment for stomach cancer

1.3.1. Surgical treatment for stomach cancer
1.3.1.1. Temporary surgery

1.3.1.2. Thorough surgery

a/ The radical surgery to cut stomach to treat gastric cancer (with
nodes dissection) includes: Removal of the inferior half; Removal of the
superior half (Sweet Surgery); complete gastrectomy, Pylorus-
preserving gastrectomy, ...

b / Lymphadenectomy

According to Asian authors, lymphadenectomy is classified as
follows:

DO (gastrectomy + non-complete dissection of group N1)

D1 (Gastric banding + complete dissection of group N1)

D2 (Gastrectomy + complete dissection of group N1, N2)

D3 (Gastric banding + complete dissection of group N1, N2, N3)

D4 (Gastrectomy + complete dissection of group of N1, N2, N3, N4).

According to Kodama, and the Japanese research organization
gastric cancer (1995): D2 removal depends on the location of the cancer
(Table 2.1).

1.3.2. Application of laparoscopic gastrectomy for dissection of
extended D2 and D2 lymph nodes
1.3.2.1. Point

Dissection of D2, expanded D2, D3 treatment for gastric cancer is
used for advanced gastric cancer. However, some authors apply D2
lymph node dissection for early gastric cancer. D2, extended D2
dissection are based on gastric invasion, gastric cancer, and clasification
in Japan. Extended D2 lymph node dissection is the dissection of whole
node N1, N2 and at least one node N3, N4.

In 2009, Toshihiko S. assigned a total gastrectomy with dissection
of D2 (N1, N2), D2 to expand the group of 12 (N3) to 55 patients,
including 24 patients T1-T2 invasive; 31 patients with T3-T4 showed
good results.

In 2014, Ke Chen assigned D2 lymphadenectomy for 240 patients
with gastric cancer in levels of T1 - T4a.

The multi-center study by Hoon H. (2015) and Yangfeng H. (2016)
showed that it is possible to designate laparoscopic gastrectomy, D2 and
D2 extension for gastric invasion of T2-T4a. equivalent to open
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surgery. At the same time confirm the advantages of laparoscopy to
help patients pain after surgery and return to life sooner.

1.3.2.2. Technical specifications of laparoscopic gastrectomy,
dissection of d2 and D2 glands.

Most authors use 4-6 trocar in surgery.

The laceration consists of 4d, 4sb, 4sb, the left suture, 6th group,
the right suture, group 12a, 8a, 9, 7, left, group 11p, 1 and 3. Digestive
restoration of digestive tract circulation by Billroth-1, Billroth-II, or
Roux-en-Y method.

Ming Cui (2012) uses 5 trocar in the abdomen. Cut the whole of the
large reticulum, remove the group 4. Brief 2, cutting the front leaves of
the mesentery, horizontal lymph nodes 6, 14v group, right. Group 5, cut
the right gastric artery, remove group 8a. Dissection of group 7.9, cut
the left gastric artery, remove group 11 and group 1,3,2,12a. Cut skin in
lineaalba, 5 cm higher than umbilicus. The entire gastrointestinal tract is
restored by the Roux-en-Y method. Or removal of Removal of the
inferior half for gastric cancer in lower thirth, digestion was restored as
Billroth I, Billroth II.

1.3.3. Laparoscopic gastrectomy for gastric cancer in the world and
in Vietnam
1.3.3.1. The world

In 1991, the laparoscopy supported gastrectomy for early gastric
cancer treated by Kitano S. first. Since then the method has been
applied and developed in large centers. Comparative studies and
comparisons between laparoscopy and open surgery have shown that
there is no difference in PTNS and open surgery.

By 2015, Chen R.F. Compared laparoscopy for 330 patients with
D2 dissection and 664 patients with dissection of D2 + group 11, group
12 with good results.

Chen Q.Y. (2016) DDS, D2, D2 expanded dissection of gastric
cancer. 1096 patients developed gatriccander. He remove group 14
(N3) for 151 patients, the rate of extended D2 was 17.2%.

Kidogami S (2015) Total gastrectomy, dissection of D2 + group
16a2 for one patient with advanced gastric cancer (CT4a, NO, M1).
Studies have shown that laparoscopy has shown good results for
patients, such as pain, low blood loss, rapid recovery and reduced
postoperative days, reduction in seizures and complications.
1.3.3.2. In Viet Nam
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In 2005, laparoscopic gastrectomy, lymphoma treatment gastric
cancer was first performed at Viet Duc Hospital and Cho Ray Hospital.
Since then, laparoscopic gastrectomy has been implemented in many
large centers: Trinh Hong Son (2007), Trieu Duong Duong (2008),
Pham Duc Huan, Do Van Trang (2012), Ho Chi Thanh 2016) report on
laparoscopic gastrectomy, dissection of lymph nodes D2 and extended
D2 for patients with gastric cancer. Average time of operation was
186.1 - 264 minutes; Average number of removed lymph nodes was
153 - 21.9 lymph nodes / patient. The authors conclude that
laparoscopy has less blood loss, rapid recovery, postoperative pain
reduction, treatment days reduction, results of laparoscopy comparable
to open surgery, complications and complications after surgery are not
available difference.

Chapter 2
OBJECTIVES AND RESEARCH METHODS

2.1. Research subjects

Patients with gastric cancer are routinely excluded from
laparoscopy, D2, extended D2 dissection at the 108th Central Military
Hospital and 103 Military Hospital from December 2013 to April 2018.
2.1.1. Standard selection

- Patients with gastrointestinal disease; Invasive T1, T2, T3 (according
to TNM of UICC 1997) identified by postoperative pathology.

- Laparoscopic gastrectomy+ D2, extended D2 dissection
(successful Laparoscopic surgery)

- Location of tumors: lower thirth, middle thirth, upper thirth of
stomach.

- Patients agree to participate in the study.
2.1.2. Exclusion criteria

- Patients with contraindications to PTNS, anesthesia

Invasive T4 was determined by GPB after surgery; The distal
metastasis is defined before and during surgery.

- Recurrent gastric cancer or other cancer;

- Chronic irreversible functional chronic diseases: liver failure,
heart failure, kidney failure ...
2.2. Research Methods
2.2.1. Design and sample size

* Research design:

Cohort study.
* Sample size: Calculated according to the formula
p-(1-p)
n=7’ (1-a/2) ==============
dZ

- p is the rate of complications in laparoscopic gastrectomy,
according to the authors, this rate is 0.099 (p = 0.099)
- dis the absolute error, in this study is 0.07

Put these into the formula, the needed number of patients in the
study was more than 70.
2.2.2. D2, extended D2 dissection guidelines in the study

- D1, D2, D3, D4 correspond to the location of the cancer and the
ganglion is removed according to Kodama (1981), and the gastric
cancer (1995) Society of Japan:

Table 2.1: Location of tumors and metastases

Location N1 N2 N3 N4
Lower thirth | 3,4,5,6 1,7.8,9 11,12,13,14,2,10 | 15,16
Middle thirth | 3,4,5,6,1 | 7.8,9,11,2,10 12,13,14 15,16
Upper thirth | 1,2,34 | 5,6,7,8,9,11,10 12,13,14 15,16

Dissection D1 D2 D3 D4

* Dissection of lymph node D2:

- Lower thirth tumor: Dissection of group N1 (3,4,5,6); N2 (1,7,8,9)

- Middle thirth tumor: Dissection of group of N1 (3,4,5,6,1); N2
(7,8,9,11,2,10).

- Upper thirth tumor: Dissection of the group of N1 (1,2,3,4); N2
(5,6,7,8,9,10,11).

* Expanded D2 lymph nodes:

- Lower thirth tumor: D2 (N1, N2) and at least one node of N3
(11,12,13,14,2,10), N4 (15,16).

- Middle thirth tumor: D2 (N1, N2) and at least one node belonging
to N3 (12,13,14), N4 (15,16).

- Upper thirth tumor: D2 (N1, N2) and at least one node of N3
(12,13,14), N4 (15,16).
2.2.3. D2 and extended D2 dissection procedure
2.2.3.1. Surgical appointment



2.2.3.2. Prepare patients:
2.2.3.3. Preparation of tools and equipment PT
2.2.3.4. Anesthesia, posture and PT position
* Insemination method: Intestinal anesthesia.
* The patient lies on his back with two legs in the form of 450, with
his arms spread out on both sides. Patients can lean right, left, high or low.
* SURGERON stands between the legs of the patient, the camera is
standing on the right, the left side instrument
2.2.3.5. Technical steps
e Step 1: Place the trocar, CO2 injection, evaluate the injury
Use 5 trocar: One 10mm trocar in the middle or below the navel,
Trocar No. 2 (10 or 12 mm) at the navel and midline; Trocar No. 3 (5
mm) in the navel on the right midline; Trocar No. 4 (5 mm) in the right
anterior artery with 2 cm below the ribs; Trocar No. 5 (5 mm) at the left
forearm with 2cm below the ribs.
e Step 2: Cut the large junction, dissection the ganglion
e Step 3: Scan the lymph nodes of the liver and lymph nodes
Suturing of ganglion group 5, 12. Extensive lymphadenectomy:
intraperitoneal dissection, venous drainage of group 12 after portal vein,
group 13.
e Step 4: Cut lesser omentum, dissectin of ganglion 8,7,9,11, 10,16
cutting, left gastric venous and artery
e Step 5: Group 1 and 2 nodal dissection (group 2 for upper and
middle thirth tumor,
e Step 6: Cut and close the duodenum
e Step 7: Remove stomach, restore digestion
Cut in lineaalba, 5 cm higher than ambilicus, strain the stomach to
the outside. Remove the whole or part of the stomach, restore
circulation digestion with péan, polya, finterer, or Roux-en-y style.
Groups 3, 4 are taken along with stomach.
e Step 8: Drain, check and close the abdomen.
2.2.4. Research indicators
2.2.4.1. Application of laparoscopic gastrectomy, dissection of lymph
node D2, D2.
* Some common features associated with surgery designation
Some clinical characteristics: Age, gender, combined medical
disease, BMI, clinical symptoms; endoscopy, ultrasound, computerized
abdominal surgery before surgery.
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Characteristics of anatomy and disease stage

General: tumor location, tumor size, type of lesion

Microcirculation: Invasive tumors, metastases, disease stages in the
UICC system of TNM 1997

Classification of gastric carcinoma type according to WHO 1977

* Some specifications

- Patient position, SURGERON position when take
lymphadenectomy groups 12, 13, the number of trocar used in surgery.

- Patients with dissection of D2; Patients with extended D2
dissection.

- Characteristics of dissection group 7.9, 10, 11, 12, 13

- Method of gastrectomy; cut duodenum.

- Methods of restoring digestive circulation.
2.2.4.2. Results of laparoscopic gastrectomy, dissection of lymph node
D2, extended D2

In operation: time of operation (by gastrectomy, BMI, invasive
tumor); complications in surgery.

* Nodal dissection results.

- Number of removed ditches under surgery’s method.

Characteristics of metastatic nodes in groups of 1 to 16.

- Characteristics of metastatic nodes N3, N4

- Distribution of removed nodal and nodal metastases by route.

- Characteristics of patients with lymph node metastasis by method.

- Relationship between regional nodal metastasis, with invasive level.

- Relationship between nodal metastasis with tumor size, u location

* Early results

- Patient awareness 6-12-24 hours postoperatively.

- Postoperative pain level according to VAS scale.

- Time for early mobilization, delivery, drainage, hospitalization
after surgery

- Early complications, death after surgery.

* Outcome

Evaluate quality of life according to Spitzer scores at two post-
operative times of 6 months and 12 months.

- Follow-up postoperative survival by direct method; Kaplan-Meier
algorithm: Full-length, periodic survival, invasive, regional nodal
metastases.

2.2.5. Data processing
2.2.6. Research ethics
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Chapter 3
RESULT

Based on the study of 74 patients with gastric and duodenal ulcer,
the results were as follows:
3.1. Application of laparoscopic gastrectomy, D2, extended D2
dissection
3.1.1. Some common features associated with designation
3.1.1.1. Clinical features

- The mean age was 58.4 £ 10.38 (35-82 years). Male patients were
70.3%. 19 patients (25.68%) had combined medical illness. The average
BMIis 21.15 +2.31 kg / m2.

- Clinical symptoms: Abdominal pain is the highest rate of 100%.
3.1.1.2. Subclinical characteristics

- Ultrasound: 4 out of 74 cases (5.41%) have gastric tumors.

- CT: 37 patients (52.11%) identified gastric tumors, 13 cases
identified node (18.31%).
3.1.1.3. Characterization of pathology and disease stage

* Overall

- The most common tumor position is located in pyloric cavity
(51.36%). Segmentation by JGCA, the most common one is the lower
third (67.57%).

- The size of tumor were from 1 to <3cm accounted for the highest
rate of 48.65%.

- Ulceration accounted for the highest rate (43.25%)

* Micro

- Invasive T3 accounted for the highest rate of 43 patients (58.11%).

The highest rate was found in 33/74 cases (44.59%) followed by
non-differentiated carcinoma (33.79%).

Table 3.13. Postoperative period assessment (According to UICC 1997)

Phase Number of patients (n = 74) Percentage
I 2 2.70
Ib 14 18.92
I 22 29.73
Ila 30 40.54
1Ib 6 8.11

Comment: Most patients in phase I1la (40.54%).
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3.1.2. Some specifications

- 100% of patients use 5 trocar. - 42 patients (56.76%) had to go to
the back of the anus to check the back of stomach. - There were 36
cases (48.65%). SURGERON had to move to the right patients for
dissection of groups 12, 13 - Group 7,9,11 cut left gastric vein and
artery from the back of the stomach 66 patients (89.19%), from the front
of the stomach 8 patients (10.81%) - Group 10 had 25 cases (33.78%). -
Patients with diphtheria D2: 7 patients (9.42%). - Patients with
dissection of extended lymph node D2: 67 patients (90.54%).

12,16%
® Partial gastrectomy

m  Complete gastrectomy

Figure 3.3. Gastrectomy method

Comment: patients were undergoing removal of inferior half of
stomach (87.84%). Cutting duodenal: with stapler 82.43%; with electric
scalpel: 13 patients (17.57%).

- Traffic recovery by Finsterer method 51,35%

3.2. Results of laparoscopic gastrectomy, dissection of lymph node
D2, extended D2

3.2.1. In surgery

3.2.1.1. Time of surgery

Average duration of 174.39 + 46.58 minutes (150 - 300 minutes).
3.2.1.2. Stroke in surgery

There are 3 cases of tentacles hanging from the horizontal colon,
accounting for 4.05%.

3.2.2. Dredging results

Table 3.18. The number of latch nodes each method

Methodology Number of patients Number of dipsticks Average
Min - Max p

Partial cuts 65: 146522.54+2.13 19 - 28
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Cut all 9: 23726.33£0.74 24 - 29
General 74: 1702 23.00 £2.34 19 - 29
Comment: The total number of latch nodes was 1702, an average of

23.00 + 2.34 (19-29) nodes / patients. The number of lymph nodes in
the whole gastrectomy group was higher than that in the gastric section
(p <0.001).

- Characteristics of nodal metastasis:

+ Metastatic node number is 180, accounting for 10.58% compared
to the number of lands. Average Metastatic node was 2.43 + 2.38 nodes
/ patient. Group 12 nodal metastasis accounts for 7.06%, group of 13
nodal metastasis accounts for 16.67%.

Group 2 removed 29 nodes, while 12 samples negative lymph node.

+ Group 10 removed 17 ligaments, 8 samples negative lymph node

- Characteristics of enlarged nodal metastasis in the lower third
tumor group: There were 14 patients (18.92%) with enlarged nodal
metastasis in groups 11,12,13,14.

Characteristics of extended nodal metastasis in the middle third and
upper third tumors in the stomach: extended metastatic nodes with 2
patients (2.70%) in the 12-13 group in the middle thirth of stomach.

Table 3.24: Extended nodal metastasis and invasive characteristics
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900 795

566 # Removed lymph nodes

341  Metastatic lymph nodes

68 ET I

D1 D2 Extended D2

Figure 3.4: The distribution of removed lymph nodes and metastatic nodes

Comment: D2 enlargement, 20 lymph node metastasis out of 341
lymph nodes (5.87%).

- Characteristics of leptospirosis: There were 9 patients (12.61%)
without DCH on stage N1 (D1) which metastasis stage N2, N3 (D2, D3).

Table 3.26. Characteristics of nodal metastases by region

lower thirth Middle Upper thirth

Invasion tumor thirth tumor tumor
Total %
Lymph node | Lymph node | Lymph node
metastasis metastasis metastasis

T, 0 0 0 0 0
T, 2 0 0 2,7
T3 12 2 0 14 18.92
General 14(18.92%) 2(2.70%) 0 16 21.62

Patient numbers
Nodal metastases Percentage
(n=74)
NO 20 27,03
N1 47 63,51
N2 7 9,46
Total 74 100,0

Comment: There were 16 patients (21.61%) with enlarged lymph
nodes. Tumors in the lower third of the stomach had 14 patients
(18.92%) of extended lymph nodes, 2 patients (2.70%) of tumors in the
middle thirth position of with extended lymph node.

Comment: There were 20 patients (27.3%) without DCH; 54 BN
(72.92%) DCH. N1-zone lymphadenopathy accounted for the highest
rate of 63.51%.

- Characteristics of DCH by PT method: In 54 patients with nodal
metastases: HDC / HV percentage is 14.31%. Mean 3.33 + 2.38 metastatic
nodules / patients. The average number of nodal metastases in the gastric
band was higher than that in the gastrointestinal tract (p <0.05).
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Table 3.29. Relationship between the number of HCD and the degree of

invasiveness.
. Number of | Average number
. Patient .
Invasiveness metastatic of nodal p*
numbers
nodes metastases
Tl 5 4 0,8 +0,55
T2 26 31 1,19+1,30 0,001
T3 43 145 3,37 +2,55
Total 74 180 2,43 +£238

3.3.3. Outcome far
3.3.3.1. Situation monitor patients
Table 3.35: Patient follow-up results
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Patient follow-up results Patient numbers | Percentage %
Number of patients still alive 65 87.84
Patients have died 9 12.16
Number of patients lost 0 0

Total 74 100

3.3.3.2. Evaluate the quality of life according to the Spitzer scale

Comment: The number of median nodes at the highest T3 invasion
level: 3.37 + 2.55 nodes / patient

- The relationship between nodal metastasis and tumor size: tumor
size > 5 cm had the highest number of lymph node metastases of 4.8 £
2.41 nodes / patient.
3.2.3. Results after surgery
3.2.3.1. Patient consciousness after 6 hours surgery: Most patients in
the province, breathing (accounted for 98.65%).
3.2.3.2. VAS pain assessment at 24 hours postoperatively
3.2.3.2. Assessment of pain level follow VAS at 24 hours
postoperatively

Most patients have moderate pain and little pain. Only 7 patients
(9.46%) had severe pain.

Table 3.33. Time of mobilization, hospitalization after surgery

A patient with a score below 5 points (1.35%) due to body
exhaustion,can not eat. Increased score after 12 months surgery: 9 - 10
points reached 95.38%.
3.3.3.3. Monitor postoperative survival

* Life time after surgery by direct method:

Patients were followed for at least 6 months, the longest was 52 months.

- There were 6 patients who were alive> 42 months. At the end of
the study, nine patients died.
3.3.3.4. Survival after Kaplan-Meier surgery

The overall survival in the study was 41.51 £ 2.09 months.

Table 3.38: Time to live by disease stage

Stage | Patient numbers | Dead | Average (month) p
la 2 0
Ib 14 1 35,71+2,20 Test Log Rank
11 22 0 r=2568
[la 30 4 38,56 +2,84 p=0277
11Ib 6 4 30,29 + 6,33

Comment: By the end of the study, 100% of patients in phase la
and Il were alive. Stage IIIb had the lowest mean lifetime (30.29 + 6.33

months).
Table 3.40: Mean duration of survival by invasive (T)
. Patient Average P
Invasiveness Dead
numbers (month)

Tl 5 0 Test Log Rank
T2 26 1 4536+ 1,61 ' =2490
T3 43 8 38,17 +£221 p=0115

Targets Earliest | Latest medium
Early Mobility (day) 1 3 2,36 + 0,65
Fart (hour) 38 75 56,07 £9,22
Take the sonde out (days) 2 5 3,36 £ 0,65
Hospitalization after surgery (day) 4 27 8,58 £4,10

Table 3.34. Early complications
Symptoms complications after surge Patient Percentage
ymp P gery (n=74) %

Infection of the incision 1 1.35
Pneumonia 1 1.35
Total 2 2.70%

Comment: 100% of patients with T1 infection live 100%. Patients'
lifetime survival was 45.36 + 1.61 months.
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Chapter 4
DISCUSSION

4.1. Some common features associated with surgical indications

The mean age of the study was 58.64 + 10.38 years (35-82 years).
Male patients occupy 70.3%. The study included 11 patients with a
history of gastric ulcer, 14.86%; diabetes mellitus 5.41%; high blood
pressure 5.41%. The average patient's BMI was 21.15 + 2.31 kg / m2,
equivalent to that of Ho Chi Thanh, which was lower than that of
foreign authors. Authors Lee J. Laparoscopic surgery for 400 patients
with gastric cancer may have different BMI status, giving good results.
We have the same opinion with the authors: Age, combined medical
disease or high BMI is not contraindicated by the gastric bypass
surgery, dilation of the enlarged D2, D2

100% of patients with abdominal ultrasonography, 4 cases
identified tumors, accounting for 5.41%. No cases of lymph nodes were
identified. This rate is lower than that of Do Van Trang, Ho Chi Thanh.
71 patients (95.9%) were undergoing preoperative CT. Of these, 37
patients (52.1%) had gastric tumors, and 13 cases had lymphadenopathy
(35.1%). Patients without distant metastasis were assigned to gastric
bypass surgery, dissection of the extended d2 and d2 ganglion.
4.2. Application of laparoscopic gastrectomy, dissection of D2,
extended D2 lymph node
4.2.1. Surgical appointment
4.2.1.1. Indication of tumor placement surgery

The most common tumors in the pyloric cavity were 51.36% and
small curvature (32.4%). According to the JGCA, the most common
tumors are the lower third (67.57%), followed by the third (31.08%) by
the stomach. Based on the location of u, our gastrointestinal indications
are similar to those of domestic and foreign authors.
4.2.1.2. Indication for Tumor size surgery

The study found that tumor have a size of 1 - <3 cm accounting for
the highest rate of 48.65%. Other authors have also shown that the tumor
size varies greatly, but the average size varies from 3.5cm to 5.5cm.
4.2.1.3. Indenture surgery according to the GPB

According to our results, gastric cancer is the highest rate
(43.25%), consistent with the results of research Trinh Hong Son.
Forms of ulceration, ulceration, ulcerative infiltration (Table 3.9) are

18

focally located in different positions of the stomach, so are still assigned
gastric bypass surgery, dissection of the extended D2 and D2 ganglion.
4.2.1.4. Indenture surgery according to invasiveness

Investigated tumors mainly T2 (35.14%), T3 (58.11%). Follow the
guidelines for treating gastric cancer if you have metastasis in the
surgical site, to avoid the cancer cells and the stage of the disease. Other
authors indicated that gastric lavage, dissection of the extended D2 and
D2 ganglia for T1-T4 encapsulation showed safe PT, low complication.
4.2.1.5. Surgical treatment according to the type of gastric cancer

Gastric tumors are indicated for gastric bypass surgery (partial
gastrectomy, complete gastrectomy, etc.). D1, D2, extended D2, D3.

We recommended surgical laparoscopy gastrectomy, dissection of
D2, D2 extensible treatment gastric carcinoma, in which gastric
carcinoma accounted for 44.59%, cancer Minorized epithelium 33.79%;
Papillary carcinoma, mucinous, non-differentiated, ring cells are 1.35%;
8.11%; 1.35%; 10.81%. Similar to other authors.
4.2.1.6. Assignment surgery by disease stage

In our study, stage II hyperthyroidism, Illa accounted for the
majority with 29.73% and 40.54%. Surgical removal of the gastric
section, the entire gastric section is indicated by the stage of the disease.
Studies of D2 and D2 lymph node enlargement for phasela to stage [V.
4.2.2. Some specifications

100% of patients use 5 trocar. Similar to other authors, we found that
the use of 5 trocars helped to make the lymph node more convenient.

As the lymph node enlarges in groups 12, 13, the location of the
surgeon moves to the right of the patient (36 cases), where the lymph
nodes are more convenient.

We found that the ganglionic ganglion 7,9,11 from the back of the
stomach in 66 patients (89.19%) was more favorable than from the
front, because the stomach was fixed at the lower and upper end, lifting
the back of the stomach up, the veins and the left of the left are
stretched, the pancreas is exposed, the spleen is also revealed. At this
point, the 10 th grading is also advantageous.

Cutting and closing the duodenum with a stapler (82.43%) are
favorable, then stitched reinforcement with three separate nose tip at
both ends and between the cut to avoid staples, there is no case cochlear
duodenal ulcer. 13 hand-operated patients have difficulty due to small
incision, duodenum located deep.
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Remove stomach, restores digestive circulatory:

In the study, 65 patients (87.84%) were excised from the
gastrointestinal tract, and 9 patients had gastrectomy (12.16%). This
result is consistent with other studies. Most of the authors recommend
cutting the gastric section for cancer in the lower third. In 9 patients
who underwent complete gastrectomy, we preserved no splenectomy.
Inoperable or non-surgical splenectomy or laparoscopic surgery is
controversial. Author Usui S performed a complete laparoscopic
diphtheroscopy (59 patients with splenic preservation and 19 splenic
patients) and concluded that conservative splenectomy was feasible and
safe. According to the guidelines for treatment of stomach cancer of
Japan in 2014 should not splenectomy, unless tumor T2 - T4 invades
directly into the spleen.

In Table 3.14, Péan method is 4.05%, Finsterer is 51.35%, Roux-
en-Y is 37.84%, Omega is 6.76%. Digestive restoration depends on the
tumor location, tumor size, invasion and surgical practices.

4.3. Result of laparoscopy with D2, extended D2 dissection
4.3.1. Results in surgery
4.3.1.1. Time of surgery

Our average operation time was 174.39 £ 46.58 minutes, with other
authors (time of surgery from 182 - 267 minutes). Studies by Tamimura
S; Zhen-Hong Zu, HoonHur, ... all concluded that the laparoscopy
surgery is longer than open surgery.
4.3.1.2. Stroke in surgery

There were 3 cases (4.05%) of transverse mesenteric perforation in
operation. These are also patients in the overweight group, we stapled
blood through the endoscope without the need to add trocar or open
surgery. Other authors also showed that laparoscopy gastrectomy,
dissection of the enlarged D2 and D2 lymph nodes were safe, incidence
of haemorrhage and low blood loss during surgery.
4.3.2. D2, extended D2 lymph nodes dissection results in treatment
of gastric carcinoma.
4.3.2.1. Number of lymph nodes for each surgical method

In the group of patients with partial gastrectomy, the total number
of removed lymph nodes was 1465, an average of 22.54 + 2.13 lymph
nodes / patient. Total gastrectomy, 237 patients with an average of
26.33 + 0.74 nodules / patient. We found that there’s no difficulty to
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take the total gastrectomy, lymphadenectomy as the nodes wich were
along the greater curvature, lesser curvature were taken along with the
stomach.

The total number of removed lymph nodes was 1702, an average of
23.00 + 2.34 nodes / patient. The number of removed lymph nodes in
other studies ranged from 15.3 to 37.3 lymph nodes/ patient. Numerous
studies comparing laparoscopic and open surgery show no difference in
lymph node dissection.

The authors conclude that laparoscopic surgery for the treatment of
gastric cancer is safe, the results of treatment may be compared with
open surgery, ensuring the principle of cancer with analgesic, decreases
the date of treatment and aesthetic.
4.3.2.2. Nodal metastasis

Results of the study showed that, in the total number of removed
lymph nodes, an average of 2.43 + 2.38 metastatic nodes / patients. The
metastatic nodes / removed lymph nodes ratio is 10.58%. Different
ganglion groups have different metastatic nodes / removed lymph nodes
rates. Research by Muruyama, T.H. Paint of ganglion groups has
metastatic. We removed 15 lymph nodes, 10 and 16 without lymph
node metastases, 15 lymph nodes without lymph nodes, and others with
lymph node metastases. Group 1 was 17.44%, group 3 was 12.33%,
group 5 was 19.78%, group 7 was 17.33%, group 8 was 11, 56%
(16.67%). Research results show that for gastric cancer in lower thirth,
should remove group 11,12,13,14. Metastatic group 13 is likely to cause
early biliary obstruction.

For cancer of the middle third and upper third, the total number of
removed lymph nodes is 583, metastatic node / removed lymph nodes is
47. The metastatic nodes / removed nodes ratio is 8.06%. Group 10 had
8 negative lymph node, 16 non-metastatic lymph nodes. Gastric cancer
in the middle third between 12.13 group had a lymph node metastasis
ratio of 4.00%; 16,67%. Authors Trinh Hong Son, found that cancer of
the middle third of the stomach has nodal metastasis group 10,11,12,14,
so the authors suggest that these lymph nodes need to be removed.
4.3.2.3. Metastatic features in D2 lymph node removal

According to Table 3.22, extended D2 dissection in 14 patients
(18.92%). Cancer in lower thirth had metastatic rate in groups of
11,12,13,14 respectively 2.70%; 12.17%; 2.70%; 1.35%. Table 3.23, 2
patients with middle thirth cancer, group 12 (1.35%), group 13 (1.35%).
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Thus, we have 16 patients with nodal metastasis N3, N4, accounting for
21.62%. Ratio of extension of nodal metastasis in the study of D.V.
Trang, D.Q. Minh, were from 22.3 to 32.5%. By Chen QY (2016),
laparoscopic gastrectomy, D2 and extended D2 dissection in 1096
patients with advanced gastric carcinoma, group 14v was 17.2%.
4.3.2.4. Characteristics of discrete nodal metastasis

We had nine patients without D1, but with D2 and extended D2
nodal metastasis, accounting for 12.16%. This rate in other studies
ranged from 5.5 to 10.6%.
4.3.2.5. Nodal metastasis and related

There were 20 patients (27.6%) without nodal metastasis (NO). Of
these, 7 were non-metastatic T3 (9.46%). Mainly N1 (63.51%), N2 is
9.46%, no N3 nodal metastasis. The larger the tumor, the more nodal
metastasis, the less ability to remove all the nodes. This result is
consistent with other authors.

Table 3.29, T1 invasiveness of lymph node metastasis was 0.8 +
0.55 nodes / patient; T2 (1.19 £ 1.30 lymph nodes / BN); T3 (3.37 +
2.55 nodes / BN). Invasive levels are closely related to lymph node
metastasis, the greater the invasion, the more lymph node metastasis.
There was no difference between the number of nodal metastases and
tumors, p> 0.05. Perhaps the number of gastric cancer in the middle
third and upper third of us is low.

4.3.3. Early results after surgery
4.3.3.1. Results of early recovery after surgery

6 hours after the surgery, patients were awake, self-breathing
(98.65%), 1 patient required mechanical ventilation, accounting for
1.35%. Most patients with moderate pain and pain, only 7 patients
(9.46%) had severe pain. Mean time to fart was 56.07 £ 9.22 hours.

Average postoperative hospital stay was 8.58 + 4.10 days. The
authors affirm the biggest advantages of laparoscopy to help patients
with pain, recover faster after surgery.
4.3.3.2. Early complications

We had two complications after surgery (2.7%). Of which 1 patient
(1.35%) of the wound infection as to be exhausted, only need
intravenous feeding, antibiotics, ice replacement daily, the patient
healed after 14 days. That patient had asthma, type II diabetes mellitus,
and was treated with antibiotics, stomach tube removal, early rise up,
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oxygen support, after 10 days the patient had no fever, no difficulty
breathing.

4.3.4. Follow up

4.3.4.1. Quality of life after surgery

We used a Spitzer score scale to evaluate the quality of life after
surgery. According to table 3.36, at the time of 6 months after surgery:
1 patient with less than 5 points (1.35%) due to depleted body,can not
eat; 61 patients (82.43%) scored 9-10. After a 12-month, 1 patient
(1.54%) was below 5 points. This patient had nodal metastases N3
(extended nodal metastases). Thus, the patients scored 9-10 points,
increasing from 82.43% to 95.38%. Most patients are satisfied with
results of operation.
4.3.4.2. Additional life after surgery

* Additional living time by direct method

During the follow-up of 6 to 52 months, a total of 9 patients died,
in which 4 patients died at the moment of 24 to 30 months after surgery.
We found that there was an association between invasiveness, nodal
metastasis, N3, N4: Invasive T3: Two non-metastatic N3 patients, 26
survivors; 36 months. There were 6 dead patients involved in metastasis
N3, N4, the lowest survival time of 1 patient was 13 months. Thus, the
more the invasion is, the more lymph nodes to N3, N4, the worse the
prognosis. Extended D2 dissection helped to evaluate the stage of
postoperative stage and prognosis after surgery.

* Postoperative additional living time by Kaplan Meier method

- The mean of survival time in the study was 41.51 = 2.09 months.

- Time to live by disease stage

According to Table 3.38, at the end of the study phase Ia, I was
100% alive. The median duration of stage Ib was 35.71 £ 2.20 months,
IITa was 38.56 + 2.84 months, I1Ib was 30.29 + 6.33 months.

The authors conclude that additional living time is closely related
to the disease stage.

- The mean of additional living time for regional nodal metastases.
Table 3.39 Mean median survival times by regionally related
metastasis. At the end of NO nodal metastasis, there were 19 patients
alive (98.65%), 1 patient (1.35%) died from exhaustion. N1-mediated
nodal metastasis was significantly longer than N2 (42.70 + 2.08 versus
29.63 £ 5.30 months).
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- Mean of additional living time and invasiveness. The Mean of
additional living time of T2 and T3 groups was not significantly
different (p> 0.05). Probably the duration of postoperative follow-up
was not long enough. Meanwhile, 100% of patients who survived T1
are alive. According to other studies, the more the invasion is, the
shorter the survival time after surgery.

CONCLUDE

A study of 74 gastric carcinoma patients undergoing gastrectomy,
D2, estended D2 dissection at 108 National Army Hospital and 103
Military Hospital from December 2013 to April 2018. We draw some
conclusions:

1. Application of laparoscopic gastrectomy, dissection of d2 and
extended D2 for gastric carcinoma treatment.

* Indication

- Location of stomach cancer: one third below: 67.57%; 1/3
between: 31.08%.

- Size of tumor: 1 - <3cm accounting for 48.65%; 3 - <5 cm,
accounting for 39.19%.

- Anatomical disease: ulcerted: 43.25%; ulcered-superficial 40.54%.

- Invasive stomach: T2: 35.14%; T3: 58.11%.

- Type of histopathology: ductogenic carcinoma: 44.59%; poorly
cohesive carcinoma: 33.79%.

- Disease stage: stage Il accounts for 29.73%; Stage Illa accounts
for 40.54%; Stage I1Ib accounts for 8.11%.

High blood pressure, diabetes mellitus, gastric ulcer), anemia,
gastrointestinal bleeding, various BMI conditions have no contraindications
gastric bypass surgery, dilation of lymph node D2, D2.

* Technique:

- Use 5 trocar: 74 BN (100%).

Evaluation the damage of posterior side in 42 cases (56.76%).

- Dissection of group lymph nodes12,13, surgeon moved from standing
between patients' legs to the right of patients in 36 cases (48.65%).
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- Dissection of group lymph nodes 7,9,11 from the back of the
stomach in 66 cases (89.19%).

- Group 10 lyphadenectomy: 25 patients (33.78%).

- Dissection of D2: 9.42%; extended D2: 90.54%.

- Gastrectomy: partial gastrectomy 87.84%; complete gastrectomy 12,16%.

- Duodenostomy with a stapler 82.43%; duodenostomy with electic
scalpel 17.57%.

- Recovery of digestive tract: Finsterer method 51,35%; Roux-en-Y 37.84%.
2. Results of laparoscopic gastrectomy with D2, extended D2
dissection in gastric cancer.

* Early results

Average operation time was 174.39 + 46.58 minutes; The mean of
postoperative day was 8.58 + 4.10 days. Incidence in surgery is 4.05%;
complications after surgery 2.70%. No deaths.

* Nodal dissection results

- The number of removed lymph nodes was 1702, an average of
23.00 £ 2.34 nodes / patient.

- Proportion of lymph node metastasis was 10.58%.

- Gastric cancer in the lower third with extending metastatic in 14
patients (18.92%); In middle thirth: 2 patients (2.70%).

- Extended D2 lymph node dissection: the proportion of removed
lymph node metastasis was 5.87%.

- Regional nodal metastasis: NO is 27.03%; N1 is 63.51%; N2 is 9.46%.
* Long - term results
- The shortest follow-up is 6 months, the longest is 52 months.

- Spitzer score for living standard after operation: after 6 months
and 12 months gain 9,10 increased from 82.43% to 95.38%.

- The mean additional living time after operation was 41.51 £ 2.09
months.
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