PAT VAN PE

Trong 30 ndm qua, chién lugc diéu tri ung thu truc trang (UTTT)
da thay doi dang ké. Tt khi Heald gioi thiéu ky thuét ¢t toan bd mac
treo tryc trang, va mot s6 tiéu chuén khac nhu dién cét vong quanh tryc
trang , va quan trong hon ca la hiéu biét vé sinh 1y bénh hoc cua UTTT
da gitp cai thién dang ké vé thoi gian séng sau mo, dong thoi giam ty 1¢
tai phat tai chd. PTNS trong UTTT dang dan dan chimg minh wu diém,
lot ich cho BN trong nhimg NC thu nghiém, tuy nhién con nhiéu tranh
cdi van chua dat duogc su dong thuan. Va ngay ca viéc ph01 hop Xa tri -
phau thut — hoa chat trong diéu tri UTTT ciing con nhiéu ¥ kién khac
nhau ca vé chi dinh 1an chién luoc diéu tri.

Khi thuc hién nhitng phiu thuat bao ton co that trong UTTT giira
va dudi, o MN 1a mot trong nhimg bién chimg nang né va kho kiém
soat. Ty 1& o MN sau phau thuat cit doan truc trang dao dong tur 4% -
20%. Bién chimg nay anh huéng rat 16n dén qua trinh diéu tri, cham soc
bénh nhén, kéo dai thdi gian nam vién, chi phi didu tri ting lén...Rét
nhiéu NC trén thé gi6i da chi ra dugc nhimg yéu td nguy co tac dong
dén ty 18 rd buc MN nhu yéu td trudc phﬁu thuat (nhu tudi, gidi, bénh ly
no6i khoa kém theo...), yéu to trong mo (thit DM MTTD, giai phong dai
trang goc lach, kich thugce khdi u, vi tri miéng nbi, viéc dat dan luu, mo
thong hodi trang bao v¢...) vay nhiing yeu to sau phau thuat (nhimg rdi
loan dién giai...). Viéc tim ra nhiing yéu t6 nguy co anh huéng dén ro
buc MN dai tryc trang s& giup nguoi PTV tién luong dugc cho timg
bénh nhén, tir d6 c6 chién lugc diéu tri thich hop.

Su suy giam chuirc nang ti€u hoa va tinh dyc la nhitng 16i loan anh
hudng dén chat lugng cudce sdng ciia bénh nhén sau phau thuat. Pay 1a
hau qua cua ton thuong dam rdi than kinh giao cam va pho giao cam &
ving tiéu khung trong qué trinh phau thuat. Sy suy giam chirc ning
duoc biéu hién boi hoi chtng sau phau thuat cit doan truc trang voi 3
triéu chung: Pai tién nhiéu lan, sén phan, dai tién gép. Gén nhu tat ca
BN UTTT giira va dudi déu gip hoi chimg nay sau phau thuat, nhung
déu cai thién sau d6. Bén canh do, giam ham mudn tinh duc, réi loan
cuong dwong va xuét tinh nguoc dong 1a nhimg biéu hién cua su suy
giam chirc nang tinh duc. Pay ciing 1a hau qua cta ton thuong dam rdi
than kinh tiéu khung v&i ty 1& gap kha cao, kha ning phuc hdi nhimg rdi
loan nay thuong kéo dai.

Tu nhitng van dé con ton tai trong diéu tri phau thuat ung thu tryc
trang giita va dudi, luan an tién si “Nghién citu ting dung phiu thugt
ngi soi bdao ton co thit trong ung thw truc trang gira va dwoi” dugc
thue hién véi muc tiéu:

1. Mé ti chi dinh va kj thudt ciia phéu thudt ngi soi bdo ton co thit
trong ung thu tryc trang giiva va dugi

2. Ddnh gia két qud sau mé ciia phdu thugt néi soi bio ton co thit
ctia nhom bénh nhdn nghién ciru.

NHUNG PONG GOP CUA LUAN AN
1. Y nghia cia dé tai

Ung dung phau thuat noi soi bao t6n co that trong didu tri ung thu
tryc trang gitra va dudi van dang 1a mot van dé duoc quan tim, nghién
clru va danh gia, khong chi trong nudc ma con ca trén thé giéi.

Lua chon chi dinh phiu thuat ndi soi bao ton co thit trong ung thu
tryc trang gitra va dudi can tiép tuc dugc nghién ctru thém, khong chi vé
mit ung thu hoc ma con lién quan dén cham séc sau mé ciing nhu chirc
ning sau md cta ngudi bénh. Chinh vi vay d& tai: < Nghién citu ting
dung phéu thugt ngi soi bio ton co thit trong ung thw tryc trang giira
va dwéi” c6 tinh cép thiét, mang y nghia khoa hoc trong nghién ciru Iya
chon phwong phap thich hop gitp béo ton khdi co thit hau mon dbi voi
nhitng ung thu tryc trang giita va dudi, nhdm bao ton chirc ning dai tién
t6i da co thé duge ma van dam bao duoc tinh an toan vé mit ung thu hoc.

Ngoai ¥ nghia dong gop vao s liéu nghién ctru trong nude vé kha
ning phiu thuat ndi soi bao ton khdi co thit cho nhitng bénh nhan bi
ung thu tryc trang gitra va dudi, ludn an con dua ra nhing dy doan vé
nguy co ro buc miéng nbi clia miéng n01 thip, rat thip, dai trang - ong
hau mén, cac yéu td trude mo, cac yéu td k¥ thuat trong qua trinh thuc
hién phau thuat TME. Qua d6 luan an s& gitip cho ngudi phau thuat vién
¢6 chién lugc phiu thuat dbi véi timg bénh nhén.

2. B6 cuc ciia luan 4n

Luan an gbm 140 trang voi 69 bang, 4 biéu dd, 17 hinh. Cau tric
cta luén an bao gom 4 chuong co ban: Dat van dé 2 trang; Chuong 1 -
tong quan tai lidu 37 trang; Chuong 2 - d6i twong va phuong phap
nghién ctru 16 trang; Chuong 3 - két qua nghién ctru 30 trang; Chuong
4 - ban luén 54 trang va két luan 2 trang, tai liéu tham khao c6 212 tai
lidu (18 tai lidu tiéng viét; 194 tai liéu tiéng anh).



Chuwong 1: TONG QUAN TAI LIEU

1.1. Chén do4n xac dinh ung thw truc trang giira va duéi

Viée quyét dinh chién luge diéu tri chu yéu dua vao danh gia tén
thuong u tai tryc trang, dugc thyc hién baéi tham tryc trang, chup cong
huong tir viing tiéu khung, hay thuc hién si€u &m ndi soi truc trang.
1.1.1. Vi tri khoi u lién quan dén chi dinh diéu tri phdu thudt
1.1.1.1. Tham tryc trang: dua ra mot s6 chi tiéu cua khdi u truc trang:
Vi tri - Kich thudc khéi u lién quan dén chu vi cia tryc trang - Dic
diém dai thé ctia khi u.
1.1.1.2. Céng hiong tir tiéu khung: MRI 12 mot phuong phép chan doan
hinh anh hién dai c6 thé cho biét dién cat tryc trang an toan, sy xam lan
clia u ra tiéu khung, sy xam lan hach xung quanh tr d6 gitp tién luong
cho phiu thuat
1.1.2. Chén doan mirc d§ xAm lan u tai chd

Chi dinh cua phiu thuét bao ton co thit trong UTTT giita va dudi
phu thude vao cac yéu t6 sau:
1.1.2.1. Mukc d9 xém lén u tai ché (Tumor theo phan logi TNM)
Phdn logi ung thu theo TNM dugc chia ra 4 nhom: R4t som (mot sd
T1); Sém (T1-T2, mét s6 T3); Trung gian (T3, T4a); Tién trién (T3 c6
xam 14n bao MTTT, mot s6 T4a, tit ca T4b).
- Giai doan rdt sém: Polyp 4c tinh hoa co do biét hoa thip, nén chi dinh
phau thuat triét can TME. U xam lan sau dén 16p dudi niém mac
(Haggitt 4, T1 Sm 2-3) hodc u T2, nguy co u tai phat va di can hach la
rat cao > Chi dinh TME.
- Giai dogn som: UT GbP T1-2; hoac GD T3 sém (T3a- T3b va khong
¢6 xam l4n bao MTTT, dya trén MRI) dbi véi ton thwong UTTT
trén/gitra
- Giai doan trung gian: UTTT thép giai doan T3a — T3b, khong c6
xam l4n co thit, bao MTTT con nguyén ven trén MRI; hoac UTTT
trén/gitta giai doan T3a/T3b, c¢6 di can hach quanh truc trang, khong c6
xam 14n mach mau > XTTP va héa chat tién pthu duoc xem xét.
- Giai doan tién trién: UTTT giai doan T3¢/T3d, < T4aNO va xam lan
mach mau trong MTTT, chua c6 xam 14n bao MTTT. Pidu tri bd tro
trudc phau thuat.
- Khoi u khéng dam bao dién cdt an toan: Khéi u giai doan T4a/b hodc
T3 ¢6 x4m l4n bao MTTT hodc dién cét vong quanh bi xam lan; Di can
hach chdu (+): hoa-XTTP liéu diéu tri duoc dit ra.

1.1.2.2. Vi tri u lién quan dén chi dinh cdt co thdt trong (ISR)

Theo Cipe: chi dinh cit co thit trong mot phan hay toan bd phy
thudc vao vi tri u va mirc d6 xam l4n vao co thit trong. Cit co thét trong
duogc chia ra 3 loai: toan bg, ban ph?m hoac 1 ph?m. Vé mat ung thu hoc,
dién cét dudi cach bd dudi u 1 cm duoc coi 1a an toan. Dién cat dudi an
toan nam trén hodc ngang mirc duong lugc, chi dinh cit co thit trong
mot ph?m. Dién cit dudi an toan so voi bo dudi u ndm & vi tri gilta
duong luge va rinh co thit trong, chi dinh cat co thit trong ban phan.
Khéi u lan t6i duong lugc, cit toan bo co thit trong.

1.1.3. Cic phwong phdp phdu thudt béo ton co thit

vé mat k¥ thuat, PT bao tdn co thit duoc chia ra hai nhém:

> Phdu thudt bao ton co that cé sir dung may néi: voi miéng nbi dai
tryc trang thap va rat thép.

= Phdu thudt bdo ton co that khong sir dung mdy néi: Vi miéng ndi
thuc hién qua 6ng hau mon (dai tryc trang rat thép, miéng ndi dai trang
- 6ng hau moén).

1.2. Két qua sau phau thuét bio ton co thit

1.3.1. Ro miéng noi va cdc yeu ] nguy co: RoO MN sau phau thuat cét
doan truc trang dugc xac dinh khi c6 sy thong thuong giita trong va
ngoai long rudt do tén thuong hoan toan thanh rudt tai vi tri MN dai
truc trang thép hay DT — OHM. Ro MN dugc chia ra 3 do: Py A: Ro
MN lién quan dén su xac dinh bang chin doan hinh anh. D6 B: doi hoi
thi thuat can thiép: khang sinh va/hodc dat dan luu tiéu khung hodc rira
qua 6ng hdu mon. - B6 C: RO miéng ndi: Can thiét phai can thiép phau
thuat lai.

- Céc yéu td trude phau thut: Tudi > 60; Gidi: Nam; BMI > 25 kg/m?

- Xa tri tién phau

- Céc yéu td lién quan dén k¥ thuat trong md: Bao ton dong mach
dai trang trai trén; Ha dai trang goc lach; Vi tri miéng ndi; Hau mon
nhan tao bao vé.

1.3.2. KQ chirc néing sau phéu thuit BTCT trong UTTT giiva va duwéi

1.3.2.1. KQ chitc nang tiéu héa: qua biéu hién hoi ching sau cit doan
truc trang thép (Low anterior resection syndrome LARS). Lién quan
BN sau phau thuat c6 cét co thit trong co biéu hién suy giam chirc nang
co nay. Cit co thit trong lién quan dén lam giam 4p lyc ong hiu moén
ltc nghi va sy ty chi, nhung khong lam tdi té thém so lan dai tién (trung



binh 2 14n/24h) va tinh trang dai tién gdp. Sir dung thang diém danh gia
murc d§ tu chu Jorge and Wexner.
1.3.2.2. KQ chirc nang tiét niéu sinh duc:

- Réi loan tiéu tién: Rbi loan chirc ning bang quang sau md xay ra
& nhitng BN sau phau thuat UTTT c6 kém theo cét toan bo MTTT.

- Két qua chirc nang tinh duyc: BN nam: Réi loan chiic ning cuong
dwong, r6i loan xudt tinh, bao gdm xuét tinh nguge dong va mat/giam
kha nang xuét tinh. Con & nit gidi: giam ham mudn tinh duc, thay doi su
tiét dich nhon am dao.

Chuong 2: POI TUQONG VA PHUONG PHAP NGHIEN CUU
2.1. Pdi twong nghién ciru i ,

Bénh nhan UTTT gitta va dudi duoc phau thuét nodi soi cat truc
trang c6 bao tdn co thét tai bénh vién Viét Dt va bénh vién Pai Hoc Y
Ha Noi thoi gian tir 01/2015 dén 6/2018.

2.1.1. Tiéu chuén lwa chon BN

- Chéan doan xac dinh UTTT qua ndi soi dai truc trang 6ng mém va sinh
thiét cho két qua: Ung thu biéu md tuyén cua truc trang.

- Vi tri khéi u:

- UTTT 1/3 gitta

- UTTT 1/3 dudi cach dudng luge > lem, c6 giai phau bénh trude
md 12 UT biéu md tuyén.

- Mirc 6 xam 14n u tai chd:

- Khong ¢6 xam l4n co thit trong hdu mon

- Khéng c¢6 di can phuc mac tiéu khung

- UT giai doan T3a/T3b

- UT giai doan T3¢/T3d/T4a c6 diéu tri bd tro trude md (hoa xa tri
tién phau), c6 giam kich thudc va giam giai doan sau giai doan diéu tri
bd tro.

- Lua chon PP bao tdn co thét dua vao vi tri khdi u so véi ria HM.

- Khéi u cach ria HM > 4cm, tirc 1a cach duong luge > 2cm: Cit
doan tryc trang va toan bd MTTT, thyc hién MN dai tryc trang thép, dai
tryc trang rat thap.

- Khéi u cach ria HM < 4cm: Cét toan bd truc trang va toan bd
MTTT, thyc hién MNdai trang - 6ng hau mon.

2.1.2. Chin dodn ré buc MN dai trwc trang: Biéu hién viém phuc mac;
Hoi, phan hay dich trong rudt chay ra ngoai theo dan luu tiéu khung;
Ap xe tiéu khung hoic c6 bang ching trén chan doan hinh anh.
2.1.3. Tiéu chudn logi trir

- UTTT 1/3 trén (cach ria HM > 10 cm); UTTT phdi hop véi ung
thu dai trang; Ung thu viing 6ng hau mén.

- UTTT T4 (a/b): khong dap tmg hodc it dap timg vai didu tri bd trg
trudc phau thuat, tic 1a khong hiéu qua giam giai doan, giam kich thudc.

- UTTT x4m l4n co thét trong, co that ngoai

- Céc khéi u trye trang gitra va dudi ndm trong nhom u khong biéu mo.

- Tién sir phau thuat mé mé khong c6 kha ning thuc hién PTNS.

- Chuc nang co thét kém; Ho so khéng dﬁy du thong tin nghién ctru.
2.2. Phuong phap nghién ciru
2.2.1. Thiét ké nghién ciru: St dyng phuong phap mo6 ta, theo ddi doc.
2.2.2. Cic buwdc tién hanh thu thip cdc bién sé

Nghién ctru xdy dung bénh 4n mau théng nhat in sin.
2.2.3.Cdc chi tiéu nghién cuu:
* Pic diém 1am sang: Tudi, gidi, BMI, 1y do vao vién, tién su, triéu
chimg 14m sang, thim kham tryc trang, XTTP.
* Can lam sang Soi tryc trang Ong climg — Soi dai trang ong mém;
CLVT — MRI tiéu khung; Xquang phéi, siéu am bung; Chirc nang ho
hap trudc md,; Chat chi diém ung thu:
* Tén thwong va phwong phap phiu thuit trong mod: S6 luong
trocar; Vi tri u, kich thudce; Vi tri thit DM MTTD; Léy toan bd MTTT;
Giai phong dai trang goc lach; Phuong phap bao ton co thit: ndi thip —
rat thdp — DPT-OHM; C6 kém theo cat co thit trong; Sinh thiét tirc thi
trong mé; Hau mon nhén tao bao vé.
* Hiu phdu

- Thoi gian ndm vién sau phau thuat

- Thoi gian dung thudc giam dau theo dwdng tinh mach

- Thoi gian tai luu thong ti€u hoa

- Thoi gian dai tién lan dau

- Tan sut dai tién trong ngay

- Bién chimng trong thoi gian hau phau Ri loan co thit bang
quang; Chdy mau sau mo6; Nhiém tring vét mo ; Rat da quanh m¢ théng
hoi trang; RO miéng nbi (Ngay phat hién sau md; Mirc do; Diéu tri);
Chay mau miéng n6i; Viém phiic mac; Tac rudt sém sau mo



- Thoi gian ndm vién (ngay) 3

- Tr vong trong thoi gian hau phau.

2.3.4. Gidgi phdu bénh: Dién cit dudi u; Do biét hoa U; S6 luong hach
nao vét; SO hach di can; Giai doan bénh theo TNM.

2.4. Theo ddi bénh nhén sau md

2.4.1. Thong tin tai kham ciia BN

- BN duogc goi tai kham hodc kham dinh ky theo hen sau mé 3
thang, 6 thang, 9 thang, 12 thang, 18 thang, 24 thang...

- Mdi lan tai kham: kham lam sang, thim tryc trang danh gia
miéng ndi, chup Xquang phdi, siéu am bung, CEA; Tong phén tich té
bao mau, ndi soi dai truc trang 6ng mém, chyp CLVT néu can.

- Xac dinh nguyén nhan tur vong.

2.4.2. Biéu hién lam sang chirc ndng tiéu hoa

- Panh gia tinh trang ty chi hdu moén dya vao thang diém Wexner score.

- Tham tryc trang kiém tra miéng noi
2.4.3. Biéu hién lam sang chivc ndng tiét nigu sinh duc

- Panh gia chtc nang tiéu tién: dya theo hé thong cau hoi ciia IPSS

- Panh gia két qua chirc ning tinh duc: Ham muén tinh duc; Réi
loan cuong duong; Xuét tinh nguoc dong; Giam tiét dich &m dao.

2.5. Phuwong phap thu thap théng tin va xir 1y s6 liéu

- Thu thap théng tin tir hd so bénh 4n ctua BN, luu trit tai kho luu
trt bénh an cia Bénh vién Hiru nghi Viét Dlrc va bénh vién Pai hoc Y
Ha Noi.

- S6 liéu duoc nhap va quan ly bang phan mém SPSS.

- Théng k& mo ta: trung binh, trung vi, do 1éch chuén cho bién dinh
luong va tan sd, ty 1& phan tram cho bién dinh tinh

- Théng ké suy luan bao gom céc test thong ké tham sb, phi tham
sO (T-test, Man-Whitney test) ; Chi-square test. Ap dung phwong phap
Kaplan-Meier.

Chuong 3: KET QUA NGHIEN CUU
3.1. Pic diém 1am sang
- Tudi trung binh 58,2 tudi, nam gidi chiém 62,5%.
- Triéu chirng 1am sang: Pai tién phan mau: 95,5%; Mot ran: 87,5%

3.2. Chi dinh phéu thuit bao ton co that
3.2.1. Xdc dinh vi tri u truéc mé

- Tham kham truc trang: Khodng cach u so vdi ria hau moén: 8,67
+ 1,12 cm. Vi tri khéi u qua tham tryc trang cé thé thuc hién MN DT-
OHM: 4,44 + 0,86 cm. Du doan duoc loai MN du kién thuc hién qua
tham tryc trang (P <0,05).

- Noi soi dai tryc trang dng mém: Dy doan lya chon phwong phép
phiu thut qua danh gia vi tri u trudc mod (P<0,05). So sanh khoang
cach vi tri khbi u trong MN DT-OHM giita tham truc trang va NS dai
trang c6 su khac biét (4,44cm — 3,67cm) voi P = 0,012 va tham truc
trang cho két qua chinh x4c hon.

- Chyp MRI tiéu khung: Cuc dudi u trong ing véi vi tri cua dét xuong
cung S5 va Cut ¢6 thé du doan MN du kién 1a DT — OHM (P <0,05).

- Vi tri khéi u lién quan dén cit co thit trong: bao ton/cat 1 phan co
that: 4,5 + 0,8 (cm). Cit ban phan co thit trong duoc ap dung voi BN
UTTT rét thip cach RHM 3cm (trén dudng luoc lem).

* Dién cdit dwdi u

- Ty 18 sinh thiét ttc thi trong md DCDU; 53,4%

- DCDU trung binh ctia nhom NC: 2,71 £ 1,18 (cm), ty 1€ DCDU =
lem; 1 —2cm; > 2em tuong ung 1a 5,7% - 13,6% - 80,7%. 100% DCDU
am tinh.

- 5,2% truong hop u T3 ¢6 DCDU =1 cm, khong co trudng hop u T4.

- 13,8% truong hop u T3 ¢6 DCDU 1 -2 cm
3.2.2. Xdc dinh mirc d¢ xam lin u tai ché

- Ngi soi dai truc trang 5ng mém: ty 1€ u > % chu vi ciia nhom u <
T2 va > T2 tuong ung: 46,2% - 85,5% véi P < 0,001

-Ty 1é u < T2 — T3 — T4 truéc XTTP trén MRI (CLVT) tiéu
khung: 19,3% - 79,5% - 1,1%. Sau XTTP ty 1¢ u < T2 - T3 — T4:
21,6% - 78,4% - 0%.

- Ty 1€ XTTP: 11,4%, ty 1€ dap ung: 30%; u T3 vi tri tryc trang 1/3
dudi duge XTTP: 23,3%

3.2.3. Phdu thudt ngi soi bdo ton co thit

- Thét thidp DM MTTD (59,1%) c6 thé ap dung véi MN dai truc
trang thap/rat thdp. Thit cao ap dung véi MN DT-OHM.

-70,5% c6 ha BT goc lach (100% voi MN BDT-OHM)

- Ty 1¢ miéng ndi thap/ rat thap/ DT-OHM: 34,1% - 454% -
20,5%. Miéng ndi tan - tan 14 95,5%



- HMNT bao v¢ dugc thyc hién 6 nhom c6 XTTP, gidi nam.

- Thoi gian phau thuat kéo dai ¢ gidi nam, u > 5cm, MN DT —
OHM (P<0,05)
3.2.4. Két qua gidi phéu bénh

-Ty 1€ uT1, T2, T3, T4a tuong trng: 6,8% - 22% - 67% - 3,4%

- Giai doan I, I, IIT : 25,0% - 36,4% - 38,6%. Ty 1€ di cén hach: 38,7%.

-Sé luwong hach nao vét trung binh: 11,95 £ 6,55. Ty 1¢ hach nao
vét theo mirc do xdm ldn u < T1, T2, T3, T4 : 7,67 — 12,11 — 12,13 —
16,33 (P > 0,05). Di cin hach : 38,6%. S6 luong hach nao vét nhom that
cao/thit thap: 12,44 — 11,62

- UTBM tuyén biét hoa cao/ vira/ kém/ ché nhay: 3,4% - 79,5% -
10,2% - 6,8%
3.3. Két qua diéu tri phiu thuit
3.3.1. Ro miéng néi sau phdu thudt

- RO MN: 10,2%; Phan d6 A;B;C: 33,3% - 44,4% - 22,2%. M5 lai:
22,2%.

- BMI <25 va BMI > 25: 7,5% - 37,5% (P=0,008);

- Gi6i nam ; XTTP ; Bénh tim mach khong anh hudng dén ro MN
(P>0,05)

- Thit cao DM MTTD; Khong ha DT géc lach ¢6 ty 1& rd MN cao
hon (P>0,05)

- S6 bang dan dong dau dudi: <2 va > 2: 8,8% - 50% (P=0,056)

- Loai miéng ndi: thap; rat thap; DT-OHM: 3,3% - 15% - 11,1%
(P=0,28)

- Kich thudc u nhém khong ro va ro MN: 3,63 + 1,3 va 5,06 + 1,84
(P=0,004)

- Ty 1€ 16 MN ctia nhom c6 va khong HMNT bao vé€ 1a nhu nhau
(P=0,74)
3.3.2. Két qud sém sau phéu thudt

- TG trung tién: 2,65 = 0,85 ngay; TG cho an qua miéng: 3,99 +
2,91 ngay

- TG cho an ctia nhom khong c6 16 MN: 3,56 £+ 1,41 ngay, nhém
¢6 10 MN: 7,78 £ 7,39 ngay (P<0,001)
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- TG nam vién: 11,78 + 5,42 ngay. Nhém khong rdo MN: 10,53 +
3,1 ngay; va nhom c6 ro MN: 22,78 + 8,6 ngay (P< 0,001)

- Ty 1¢ RL co that bang quang: 19,3%. Kich thudéc u > 5 cm
(P=0,012) va BMI > 25 (P=0,021) anh huéng dén bién chimg nay.
Nhom c6 XTTP (P=0,95) khong lam tang thém nguy co.

3.3.3. Két qud chikc ning sau phéu thudt
* Két qua chire ndng tiéu héa

- S6 14n dai tién (1an/ngay): sau 1 thang — 6 thang: 8,7 + 7,8 va 5,7
+ 3,2 (P=0,028). MN thip co cai thién rd rét nhat sau 6 thang so véi cac
miéng ndi con lai (P = 0,035).

- Son phan: co cai thién sau 1 thang — 6 thang: 71,8% - 28,6%
(P=0,038). MN thép cai thién nhiéu nhét (P<0,05) v&i triéu chimg nay.

- Pai tién gp: giira cac nhéom MN khéng c6 su khac biét trong
thang dau sau m6, nhung sau 6 thang, cho thdy MN thip c6 su cai thién
0 rét so voi MN con lai (P=0,02). Lién quan dén vi tri MN cho théy cod
su cai thién & MN thap (P=0,001) va MN DT-OHM (P=0,043).

* Thang diém danh gid mire @6 tw chii

- Sau 6 thang, diém Werner giam nhiéu tir 9,1 + 4,6 xuéng con 6,1
+4,3 (P=0,004). Lién quan dén vi tri MN cho thay c6 su cai thién & MN
thdp (P=0,027) va MN BDT-OHM (P=0,041).

* Kot quad chiec nang tinh duc: mat ham muén tinh duc: 25,7%; r6i loan
cuong duong: 71,4% va giam $6 Iwgng tinh dich: 85,7%.
3.3.4. Két qua xa sau phdu thudt

- Theo d&i BN sau mé tir 2 — 43 thang: 94,1% BN con séng. Ty 16
tai phat (tai chd va di cin) 1 9,76%. 5,9% BN chét, do tai phat 1a 40%.

- TG theo ddi trung binh 20,78 + 11,33 thang. 93,8% BN con song
sau phau thuat 24 thang, 90,4% BN song sau 36 thang.

- TG séng sau 3 nam theo giai doan I, II, III: 100% - 81,2% -
92,6%. Khong co6 su khac biét gilra cac giai doan.

- Ty 18 tai phat (tai chd va/hodc di cin xa) & giai doan II, III: 10,7%
- 15,2%.

- Ty 1€ tai phat & BN c6 ro MN dai tryc trang (25%); DCDU < 1,0
cm (20%) va di can hach (15,2%) cao hon (P > 0,05). U T3 — T4 anh
huong dén ty 1¢ tai phat (13,3%) sau phau thuét véi (P = 0,049).
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Chuwong 4: BAN LUAN

4.1. Mot S(,iq dic diém dich t&, tri¢u chirng lam sang )
* Tuoi: Tuoi trung binh: 58,16 £ 10,2 tudi. Tudi trung binh ciia mot so
NC trong nuéc nhu: Nguyén Trong Hoe véi nhom BN UTTT giita va
dudi: 50,5 + 12,0; Truong Vinh Qui: 62,7 + 12,8; Mot s6 NC UTTT
gitta- dudi trén thé gidi: Martellucci: 68,3; Chueng: 68; Fazio: 60,2 +
12,03; Staudacher: 63,9 + 12,2. Denost: 64; Kim: 56 + 9,2; Tubi cua
nhém NC gan nhu khong khéc biét so véi nhitng NC trude d6 & VN
ciing nhu trén thé gisi.

* Gigi: Ty 18 Nam giéi gap nhiéu hon so v6i nit. Ty 18 nam gidi cia cac
NC: Quach Vin Kién: 62,5%; Nguyén Trong Hoe: 69,6%; Truong Vinh
Qui: 53,8%; Denost: 57%; Saito: 72,4%; Chamlou: 65,5%; Martellucci:
57,5%; Chueng: 54,8%; Staudacher: 57,2%. Leroy: 56,1%. Pay la mot
yéu t6 c6 thé noi 1a bat loi cho PTNS bao ton co thét ciing nhu md mo:
khung chau nam giéi thuong hep hon BN nit, din dén kha ning phiu
tich, 1dy bo toan bd MTTT sé& kho khan hon rat nhiéu, dic biét trudng
hop ¢6 khbi u 16n. PTNS da thé hién vai trd trong qua trinh phu tich
tryc trang trong ving hep dén sat co nang.

* Mt s6 triéu chirng lam sang trong UTTT giita va dudi

TG xuét hién triéu ching (dai tién nhay mau, mot ran) trung binh:
13,2 tudn, tirc 12 > 3 thang, c6 BN dén vién sau 1 nim. NC cia Nguyén
Minh An, Tran Bang Théng cho két qua tuong tmg 67% - 48,9% trudng
hop dén vién kham 3 thang sau khi xuét hién triéu ching.

Ty 1€ xuét hién céc triéu ching dai tién nhay mau — moét ran — roi
loan khuén phan — Sut can lan luot 12 95,5% - 87,5% - 65,9% - 40,9%.
Cac NC trong nudc vé triéu ching dai tién nhay mau nhu Nguyén Minh
An: 87%; Nguyén Trong Hoe: 100% va Truong Vinh Qui: 75%.

4.2. Chi dinh phiu thuit ndi soi bao ton co thit trong UTTT giira
va dudi
4.2.1. Céc phwong ti¢n chin dodn khoi u trwc trang giita va dwéi

Cac phuong tién duoc st dung trong NC la: Noi soi dai truc trang
(100%); MRI tiéu khung (79,55%); chup CLVT 6 bung (20,45%); Siéu
am ndi soi tryc trang (2,3%).
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4.2.2. Vi tri khéi u lién quan dén phwong phdp phiu thugt
4.2.2.1. Cac phwong tién xdac dinh vi tri khoi u truc trang

100% BN dugc tham truc trang, 84/88 BN (95,5%) co khéi u duge
xac dinh vi tri. Khoang cach khdi u trung binh dé thyc hién PT BTCT
ctia NC: 6,8 + 1,99 cm. khoang cach vi tri kh6i u qua tham tryc trang
ctia MN thép; rat thip ; DT- OHM twong mg 13 8,67 + 1,12 cm; 6,46 +
1,5 cm; 4,44 £+ 0,86 cm (P<0,05), tuc 1a co thé du doan chinh xac miéng
ndi thyc hién du kién.

NS dai tryc trang gitip do luong gan nhu chinh xéac vi tri khéi u,
tuy nhién diéu nay con tuy thudc vao nguoi thyc hién, miac do sa ctua
khéi u dén dau. Gia tri ciia NS ciing gidng nhu tham tryc trang trong du
doan phuong tién str dung cho cudc phiu thuat. So sanh khoang cach vi
tri khdi u trong MN BT-OHM giita tham tryc trang va NS dai trang c6
su khac biét (4,44cm — 3,67cm) véi P = 0,012. Biéu nay cho thdy cin
phai c¢6 sy phdi hop giira tham truc trang va NS dai trang dé c6 thé xac
dinh rd vi tri khdi u.

MRI tiéu khung ciing nhu phim chup CLVT cho thay khi cuc dudi
u nam & mirc ngang S5 - cut thi kha ning phau thuat dit ra 1a MN DT-
OHM, con khi cuc dudi u & vi tri tir S4 trd 1én thi hau hét c6 thé thuc
hién MN rit thp, thp (P < 0,05). NC ciia Lotte Jacobs (2018): so sanh
muire d6 chinh xé4c vé chan doan vi tri khéi u gitta MRI va NS dai trang:
mot so luong 16n NS dai trang cho két qua UTTT vi tri trén- gira,
nhung lai 13 thap trén MRI, anh huéng dén du doan chién luoc diéu tri.
Két luan xac dinh vi tri khdi u truc trang béng MRI c6 gia tri hon ca.
4.2.2.2. Vi tri khéi u lién quan dén cdt co thdt trong

Ty 18 BN dugc phau thuat bao ton/cit 1 phan co thit trong 1a
94,4% véi vi tri u trung binh 1a 4,4 £+ 0,8 cm, day la nhling truong hop
¢6 DCDU nam ngay trén hodc ngang dudng luge. Chi co 1 truong hop
cét ban phan co that trong, khbi u nam trén duong lwoc lem. Cde NC
dwa ra chi dinh ISR dya vao vi tri khéi u: Lam Viét Trung (2017): Khéi
u cach dudng luge 1-4 cm; Dimitriou (2015): Khéi u T1 -> T3, nam
cach ria HM 30 — 35mm, ¢ hay khong xam 14n co thit trong; Martin
(2012): Khdi u ndm trong khoang lcm so v&i vong HM-TT; Spanos
(2012): Khéi u cach RHM 30mm/ cach duong lwoc 15mm /cach vong
HM-TT 10mm.
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4.2.2.3. Dién cat dudi u

DCDU trung binh cua NC: 2,71 + 1,18 (cm), Co6 5/88 (5,7%)
truong hop c6 DCDU = 1 cm; 12 (13,6%) truong hop c6 1em < DCDU
< 2cem. Két qua GPB sau mé 100% DCDU am tinh. Bujko 2012: DCDU
nhd hon va 16n hon lem khong c6 sy khac biét vé ty 1é tai phat tai chd
du c6 diéu tri bd tro hoa xa tri tién phau hay khong. NC cua Nash
(2010): ty 1€ tai phat & nhém c6 DCDU < 8mm cao hon nhéom cod
DCDU > 8mm (P < 0,05). NC cua Lee (2013) v6i UTTT dudi, u T3,
DCDU > lecm duge khuyén nghi trong truong hop ¢6 di can hach, xam
lan than kinh. Nc cta Berstein (2012) khuyén cdo DCDU > 1 cm, boi
khéi u tryc trang & vi tri nao di nita thi véi DCDU < lcm déu co ty 1€ tai
phat sau md cao hon véi P < 0,05.

Nhu vdy, tiéu chuan DCDU > 2 cm dugc khuyén cdo cho BN
UTTT gitra va dudi. DCDU = 1 cm ¢ thé chép nhan dugc nhung doi
hoi phai c6 STTT trong mo dé dam bao vé mit ung thu hoc, khong
khuyen cao trong nhirng truong hop khéi u kich thude 16n. Khéi u T3
trudc md nén ¢6 DCDU > 1| cm, tuc 1a xac dinh o vi tri khdi u dé lua
chon MN thich hop
4.2.3. Chén dodn xdc dinh mirc d¢ xam lin u tai ché
4.2.3.1. Ngi soi dai rang: Kich thuéc khdi u qua NS dai tryc trang ¢6 c6
thé du doan muc d6 xam l4n u tai chd. Trong NC nay, ty 1¢ muac do
chiém > % chu vi ciia hai nhém T1 — T2 va T3 — T4 twong tmg 14 46,2%
- 85,5% (P < 0,001). NC Nguyen Van Hiéu (2002) ty 18 u co kich < ¥
chu vi va > % chu vi xam 1an vao t6 chirc xung quanh tuong Umg la
13,58% - 37,1 (P = 0,0023). Horie (2016): khéi u tryc trang chiém >
50% chu vi 1a mét tiéu chuan dy doan mirc d6 xam lan u T3-T4 vai do
nhay, d6 dac hiéu tuong ung 72%, 88%.
4.2.3.2. MRI va CLVT tiéu khung: nhém BN NC ¢ giai doan u tién trién
(T3-T4) chiém da s6 (> 80%). Ty 1& BN dugc XTTP ctua NC 1a 11,4%
va ty 1& dap ung tot v6i xa tri trude md (30%). CB XTTP dugc dit ra
chii yéu & nhoém BN T3/T4: 10,2% u T3 va 100% u T4 (chi ¢6 1 BN U
T4), Ty 1¢ ha giai doan nhom T3- T4 tuwong tng la 28,6% - 100%. NC
ctia chiing t6i dua ra cho thay ty 16 XTTP ciing ting Ién tiy thudc vao vi
tri khdi u. NC vé ty 16 XTTP v6i MN BT- OHM trong UTTT, Lam Viét
Trung (2017): u Gb T3 1a 75%, Denost (2015): 87% chi dinh XTTP
cho BN u T3/T4 vi/hodc c¢6 N (+) trén phim MRI/ CLVT tiéu khung.
CP mé u T3 theo mirc 46 xam l4n u tai chd lién quan dén vi tri khéi u
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qua tham tryc trang < 6 cm va > 6 cm tuong ung 1a 71,8% - 83,7%;
khong c6 truong hop ndao u T4 dugc chi dinh mo ngay. Két qua cho
thy chi dinh phau thuat u T3 twong ddi cao v6i nhitng khdi u rat thap,
do da phan BN dén kham khi bénh di & giai doan tién trién nén ty 18
nay con cao.

4.2.4. Phdu thudt bdo ton co thit trong ung thw trwc trang giita va
duoi

4.2.4.1. Yéu t6 lién quan dén ky thudt:

- Pa s6 BN trong nhom NC dugc st dung 5 trocar (88,6%). 5
trocar giup cho PTV dé dang boc 16 ton thuong ciing nhu nhin rd cac
thanh phin quan trong...tir d6 tranh duoc nhimg bién chimg, tai bién
trong md nhu chay mau do ton thuong bé mach sinh duc, ton thuong
niéu quan bén phai, bén trai, tai tinh 2 bén ¢ nam gidi, tui cung am dao
o nit gioi.

- Thit DM mac treo trang dudi: Ty 1¢ thit cao va thit thap ciia NC

: 40,9% - 59,1%. Dworkin va Seike két luan that cao gdy giam dang ké
tudi mau cua doan dai trang phia trén miéng nbi, d6 1a mot yéu td nguy
co cua buc miéng ndi, dic biét 1a & nhitng BN c6 bénh 1y xo vita DM,
tudi gia. Uu diém thir (2) cta that thip: Tranh lam ton thwong ddm réi
ha vi trén, dugc hinh thanh day dac quanh géc PM MTTD.

- Ty 1&é miéng ndi dai truc trang théap, rt thap, DPT-OHM tuong tmg
1a 34,1% - 45,4% - 20,5%. V6i miéng ndi DPT-OHM, 100% la miéng
nbi tan tan. V6i miéng ndi dai tryc trang thip va rat thap ciing vy,
95,5% la MN tan — tan duogc thuc hién b.%mg may ndi, chi co 4 truong
hop thuc hién MN bén tan.

- 48,9% truong hop duge lam HMNT béo vé, chu yéu 1a mé théng
hoi trang. Y van dac biét nhén manh céac yéu tb phau thuat quan trong
dugc xem 1a chi dinh cia 1am HMNT béao vé: Vi tri khdi u thip; MN
cing; Khung chiu nam hep; Céac bién chimg trong qua trinh thyc hién
MN; Giam tudi méu mom tryc trang, sau diéu tri hoa xa tri tién phau
va/hodc khoang tiéu khung rong sau cit toan bo MTTT.

4.2.5. Pic diém gidi phidu bénh
4.2.5.1. Phdn logi giai doan bénh

Chi dinh BTCT cta NC v6i u T3 - T4a cua NC: 66% - 3,4% cho
thiy nhom d6i twong NC thuong dugce phat hién khi khdi u xam lan
nhiéu. Phéan loai theo giai doan I, II, III trong NC: 25,0% - 36,4% -
38,6%. Martellucci (2014): u T3-T4 14 52.5 % - 6 %, 51% BN c6 di can
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hach. S6 luong hach nao vét dugc trung binh 1a 14 (tr 6-49), s song > 5
nam: 77%, ty 18 tai phat tai chd 4,8%, chu yéu lién quan dén ton thuong
T4, di cin xa 17,1%. Cheung (2011) : GD II, III: 79%, tai phat tai cho
chii yéu ¢ G III. Tac gia khuyén cao: khbi u T4 chi nén ap dung khi
khéi u nam thanh trudc tryc trang, khong xdm 1an vao t6 chirc xung
quanh (T4a) va khéng nam & doan truc trang thip.

Mirc d6 xdm lan u T3 trong NC véi MN DT-OHM 1a 66,7%.
Khong c6 U T4 trong nhém MT DT-OHM cho thiy lya chon BN nhém
ndy ciing rat than trong. Nguyén Trong Hoe (2009) CD BTCT véi
MNDT-OHM: 90% BN u T2, T3; 10,9% u T4. Ty 1 tai phat tai chd voi
u T3, T4 tuong Gng 1a 25% va 60%. Tac gia dua ra Cb BTCT véi MN
DT-OHM: (1) Bo dudi khéi u cach mép hau mén 5 — 8cm; (2) Khéi u
con khu tra & thanh tryc trang, khong x4m 1an vao cac mo va co quan
xung quanh (co thit ngoai va co nang hau mon).Denost (2015):20% &
GD 11, 33% & GD. Tai phat tai chd: 4,5%, di can xa: 21,8%. Koyama
(2016): u GP 1II- III : 28,9% - 45,9%. Téi phat tai chd trong thoi gian
theo doi 7 nam la 13,6%.
4.2.5.2. Nao vét hach trong UTTT

NC cho thiy sb lwong hach nao vét TB 1a 11,95 + 6,55 (bang 3.23),
va sb lugng hach tang dan theo murc d6 xam 14n u tai chd < T1 — T2 —
T3 — T4a tuong Gng 1a 7,67 — 12,11 — 12,13 — 16,33, tuy nhién chua c6
su khac biét o rét voi P > 0,05 nhung ciing cho théy ) lugng hach nao
vét > 12 voi T3/T4 tie GD II. NC cua Betge (2017) cho thdy T cang
cao thi sb luong hach nao vét cang nhiéu (P <0,01).

Ty 1€ di can hach trong NC cuia chung t6i 1a 38,6%, sy khac biét co
¥ nghia vé ty 1¢ di cin hach giita T1-T2 véi T3-T4 véi P = 0,003. Piéu
nay cho thay khdi u cang x4m lan tai chd, nguy co di can hach cang cao.
NC tong hop ciia Marilyne M. Lange cho thay ty 1& di cin hach canh
DM MTTD thap, tir 0,3 dén 8,6%. Mot khi u di c6 di can hach ving
ndy, c6 thé di co di can xa hon. Thit cao chi thich hop & BN ¢6 bang
chimg di cin hach canh PM MTTD. NC ciia chiing t6i chi ra rang so
lwong hach nao vét ciia nhom thit cao va thit thip twong ung 13 12,44 —
11,62 va khong c6 sy khac biét gitta 2 nhom. Béi chung t6i thuc hién ky
thuat 1iy bo toan bo té chirc bao quanh DM MTTD 1én dén tn nguyén
iy cia PM DT trai trén, chinh vi vay, viéc nao vét hach van duoc dam
bao ma van bao ton dwoc nhanh PM nay. Theo Tjandra, nhiing loi ich
vé thoi gian sdng cua k¥ thuat thit cao DM MTTD véi muc tiéu nao vét
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sach hach quanh PMCB 1a rat thap, va ky thuat thit cao nay chi duoc
chi dinh khi c¢6 hach gbc DM MTTD bi xam lan. Ciing c6 thé hiéu sy co
mit di can hach gdc DM MTTD lién quan dén giai doan tién trién ciia
bénh, va do d6 1am giam co hoi didu tri triét can. NC cho thiy s6 luong
hach nao vét cua gitra nhom c6 kich thudc u > Scm nhiéu hon so véi
nhom con lai nhung chua c6 sy khac biét (P > 0,05), co thé s luong
BN con chwa du 16n. Tac gia Betge (2017) cho két qua trong nhom BN
ung thu T3/T4, nhém c6 s6 luong hach nao vét > 12 thoi gian song
khong bénh va thoi gian song khong tai phat cao hon nhiéu so v6i nhom
con lai vai P < 0,05, trong khi @0, tudi > 70, giéi khong anh huong dén
céc tiéu chi trén.
4.2.5.3. Bdc diém giai phau bénh

Két qua mo bénh hoc trong nghién ciru ciia chung t6i 1a 93,2% ung
thu biéu mo tuyén, trong do biét héa vira 1a 79,5%. NC clia tac gia
Nguyén Trong Hoe (2009) ung thu biéu mé tuyén chiém 95,7%. Cac tac
gia déu nhan thiy ung thu biéu mé tuyén 1a két qua mo bénh hoc phd
bién nhét, chiém 60 — 95%.
4.3. Két qua diéu tri phiu thuit ndi soi bio ton co thit
4.3.1. Bién chirng ro miéng néi sau phau thugt

RO MN trong NC 1a bién chimg hay gip nhat véi ty 18 10,2%,
trong d6 22,2% trudng hop ro MN ¢ d6 3 c6 Cb phau thuét cap ctru lai.
Koyama (2016) c6 ty 1€ mo lai do ro MN 1a 59%, tat ca BN déu duoc
bao t6n MN: 1am sach 6 apxe va lam mo thong hoi trang. Ty 1¢ 16 MN
cua Xiao (2011) 6,7%; trong d6 66,7% phai phau thuat mbé mo lai. RO
MN trude hét anh hudng dén diéu tri: co thé phai phau thuat lai, va kéo
dai thoi gian ndm vién. Vi vdy, rat quan trong dé xac dinh truéc md
bénh nhén nao c6 nguy co cao bj o MN sau md.
4.3.1.1. Céc yéu té trude phiu thudt

Céu trac giai phau tiéu khung hep ¢ nam gidi thuong hep hon nén
viéc thuc hién thao tac tré nén kho khin va khé chinh xac hon. Nhiéu
NC chi ra sy khac biét vé ty 1& o MN ¢ nam giéi. Mdi lién quan chit
ché gilra MN dai tryc trang v6i d tép trung Collagen tai ving MN da
duoc chimg minh ring Hoocmon nir lién quan dén sy tap trung
Collagen, va Estrogen la mot yeu t6 bao vé gian tiép.

NC ctia chiing t6i cho thiy ngudng BMI c6 anh huéng dén ro MN la
> 25 (P=0,008). NC cua Part (2016) nguong BMI c6 anh hudng 1a 23,6;
Yamamoto (2012) 1a 24,7. Liu Yang 1y giai: & BN béo phi, viéc phau tich
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kho khan hon, kho boc 16 truong phiu thuat, gdy nén nhimng chin thuong
trong khi phau thuat, lam thleu méu tai dién cat va MN. Komen (2010):
béo phi co the lam suy yéu ciu trac mo va sy hen vét thuong.

Xa tri tién phau khong co6 sy khac biét vé ty 1€ ro MN. Salmenkyla
(2012): ty 1& r6 MN ciia 2 nhom c6 va khong diéu tri XTTP khong co
khac biét. Vermeulen (2006) ty 1¢ ro MN gitta 2 nhom cé va khong
XTTP tuong Gmg 1a 41% - 4% (P< 0,006%). HMNT bao vé c¢6 thé giup
lam giam sy xuat hién cta ro MN ¢6 triéu chimg & BN ¢6 MN thép sau
XTTP 30Gy.
4.3.1.3. Cdc yéu 16 lién quan dén ky thudt trong mé
* Bdo ton dong mach dai trang trai trén: NC cho két qua ro buc MN
khong khac nhau & 2 nhom thit cao (11,1%) va that thap (9,6%). NC
ctia Cirocchi (2012) ciing cho két qua twong tu. Trencheva (2013): nguy
co 10 MN ¢ nhom c6 bao ton DM DT tréi trén thap hon so vi nhom
thit cao (P = 0,028).

* 86 bang dan sir dung <2 va>2 : 8,8% - 50% vai P = 0,056 cho thiy
nhém thir 2 1am ting nguy co bién ching nay Ién rat nhiéu. Nhiéu NC
trén thé gi6i ciing dua ra két luan nhu vy, Kawada (2014), Park (2013),
Kim (2009). Sé luong biang dan duoc s dung ting 1én, din dén su
chdng chéo giira cac hang ghim va do d6 lam ting ty 1& rd MN,

* Vi tri khoi u — Vi tri miéng néi: RO MN tang 1én dang ké ¢ nhom
miéng ndi rat thip (15%) va MN DT-OHM (11,1%) (P>0,05) cho thay
MN rét thap va DPT-OHM c6 nguy co cao hon nhidu. Wang (2010): vi
tri MN < 4 cm 1a yéu t6 nguy co doc 1ap gay ro MN. Shiomi (2010) dua
ra vai tro cia HMNT bao vé 6 BN ¢c6 MN dai tryc trang cach ria HM <
Scm, dic biét MN DT-OHM.

* Kich thuée khoi u: Co su khac biét (P = 0,004) vé kich thudce khdi u
gitta hai nhom c6 hay khong ro MN (3,63¢m — 5,06cm). Kawada (2014)
rd MN & nhém c6 kich thuée u > 5cm cao hon hin (P<0,05). Khung
chau bi gi6i han, kém theo d6 khéi u kich thude 16n lam anh huong dén
kha ning di dong, phau tich va ddt may cit phan tryc trang phia dudi.
Yasui (2017): khdi u > 4cm va phan loai u T4 dugc cho 1a yéu td nguy
co doc lap cua cac bién chung sau PT.

* Hgu mén nhan tao bdo vé: NC cho thdy khong c6 sy khac biét vé ty 16
r0 MN gilta hai nhom c6 hay khong lam HMNT (P= 0,74). Phan tich
téng hop ciia Wen-long Gu (2015): HMNT béo vé trong MN thap va rét
thdp: giam ty 1& o MN va phau thuat lai. Koyama (2016) bét budc lam
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HMNT bao vé v6i nhitng truong hop phau thuat BTCT kém ciét co thit
trong. Seo (2013): HMNT dugc thuc hién: MN rat thép, tudi mau kém,
MN khoéng kin khi bom hoi; Héa XTTP va c6 bénh ly nang kém theo.
4.3.2. Két qua sé'm sau phiu thuit

4.3.2.1. Thoi gian cho an qua miéng sau mé

NC cuia chung t6i cho két qua 2,65 + 0,85 ngay. NC cta Nguyén
Minh An (2013) 1a 47,3 + 11,8 gio. Thoi gian cho an qua miéng la 3,99
+2,91 ngay cao hon so véi mot s NC Jaiswal (2013), Gonzalez (2008).
4.3.2.2. Thoi gian nam vién: TG ném vién trung binh sau md: 11,87 +
5,42 ngay. BN noi thip c6 TG ngan nhat (P>0,05). RO MN c6 thoi gian
nim vién kéo dai hon nhiéu (22,78 ngay — 10,53 ngay) véi P < 0,001.
Diéu nay cho thiy vé6i nhitng BN ¢6 nguy co rd MN nén lam HMNT
bao vé.
4.3.2.3. Két qua chirc ndang tiét niéu sau mé

Ty 1& RL co thit bang quang sau m6 17/88 BN (19,3%). Pa sé6 BN
duoc rat sonde tiéu 3 ngay sau phau thuat. NC cia Nguyén Minh An
(2013) ty 1¢ RL nay 1a 13%. Lam Viét Trung (2011) cho thay 11,8% cé
biéu hién RL chirc ning bang quang sau phiu thuat. NC cua Morino
(2009): 14%, Sterk (2005): 24,5%.

Kich thudc u > 5 cm 1a mot yéu té nguy co giy rdi loan nay ngay
sau mo (38,1% - 13,4%) véi P = 0,012, nguyén nhan do khdi u to, phat
trién ra thanh mac, lam cho kha ning phau tich va giai phong tryc trang
khé khan, d& 1am ton thuong cac nhanh TK 2 bén thanh tryc trang. Tac
gia Morino (2009) [183] cling cho rang kich thudc u la yeu t6 nguy co
gy ra RL co thit bang quang. XTTP khong phai 1a yéu t6 gay RL co
that bang quang (P = 0,954).

BN c6 BMI > 25 (50%) ciing c6 bién chirng nay cao hon so voi
BN c6 BMI < 25 (16,3%) voi P = 0,021. Ly giai nguyén nhan nay do
BN béo, nhiéu mé md, choan tiéu khung, lam giam kha ning phiu tich
nén rat dé tén thuong cac nhanh cua dam r6i ha vi dudi.

4.3.3. Két qua chirc niing sau phiu thuat
4.3.3.1. Két qua chirc ndng tiéu héa
* Hoi chitng sau PT cdt doan truc trang thap

NC nay cho thiy cac triéu chimg cua hoi chimg sau cit doan tryc
trang thap: s6 1an dai tién — son phan — dai tién gép ciia nhoém BN sau
md 6 thang déu cai thién khi so sanh véi thoi diém sau md 1 thang (Chi
s6 P tuong tmg theo tridu chimg 0,028; 0,038; 0,002). Két qua nay gitip
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cho ngudi bac si ¢6 co s& dé tu van cho nguoi bénh vi sau mdo BN
thuong mac cam va cé cam giac bét tién khi bi cac triéu chung cta hoi
chimg nay vai tan xuit cao

Ty 1& son phan sau 6 thang ctia NC 1a 46,2%, con cac NC trén thé
gi6i ciing dao dong tir 27,9% dén 63%. Hau hét cac NC déu danh gia
sau 12 thang, 24 thang nén nhiing tri¢u ching cta hdi chiing nay ciling
rat kha quan. NC ctia Nguyén Trong Hoe (2009) [57] cho biét chuc
nang ty chi trd vé gan nhu binh thudng sau 12 thang.

Khi so sanh 3 biéu hién ctia hoi chimg nay theo vi tri MN cho thay
tat ca cac MN dai tryc trang thap, dai truc trang rat thap, DT- OHM déu
cho két qua cai thién 3 biéu hién trén sau 6 thang. Trong d6, cai thién rd
nhit 12 MN thép véi P < 0,05 ca trén 3 triéu chimg, 2 MN con lai: rat
thip va PT-OHM déu cho con sb cai thién (P>0,05). Téng hop cac NC
vé PT BTCT cho thiy s 1an dai tién tir 2 — 4 14n, v&i kha nang tu chi
dao dong 40 - 50%. Phan tich tong hop cua Martin (2012) cho thay
51,2% c6 kha nang tu chi hoan toan, 29,1% son phan, 23,8% khong tu
chu duoc hoi, 18,6% phai phau thuat lai lam HMNT.

* Panh gia murc do tw chu

NC cho thdy sau 6 thang, diém Werner giam nhiéu va ¢ su khac
biét so v6i sau md 1 thang (P=0,004). Mit khéc, lién quan dén vi tri MN
cho thiy c6 sy cai thién rd rét & MN thip (P=0,027) sau 6 thang, diém
Werner giam di rat nhiéu (3,7 + 3,2) cho thdy BN c¢6 MN thap sém hoa
nhap tro lai cude séng binh thuong, tham gia vao cac hoat dong xa hoi.
MN DT-OHM (P=0,041) sau 6 thang c6 diém Werner ciing giam di &
rét (P=0,041), tuy nhién, diém trung binh cua MN nay van rat cao (7,9 +
4,3) cho thay ap luc o ong HM bi anh hu()’ng rat nhidu khi kém theo ISR.

* Anh hwong ciia vi tri miéng noi dén khad nang tir chii sau mé

Theo Bretagnol (2004) vi tri khdi u anh huéng rd rét dén nguy co
mét ty chu co thit sau md (P < 0,001), nguyén nhan gy mét ty chu sau
PT ISR 1a do suy giam chirc ning co that HM. Va néu cit bo 1 phan co
thit trong va thyuc hién MN ngay trén duong luge sé lién quan dén 30%
mét ap luc HM liic nghi, con néu cit bo toan bd co thét trong thi co téi
70% mét ap lyc lic nghi. Tac gia ciing cho théiy su khéc biét vé diém
Wexner giita 2 nhom IRS va nhém Néi thép (10,6 — 6,9; P <0,01) va
can nhiéu thudc chéng tiéu chay hon.

Saito (2014) cho thay khong c6 su khac biét vé chirc ning tiéu hoa
giita nhom cit 1 phin v6i nhom cit toan bo co thit trong. Barisic (2011)
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nhin manh rang mic du ty chii phan va hoi van 1 van dé sau PT ISR,
nhung van dam bao dugc sy thoai mai & hau hét BN va c6 sy cai thién
dan theo thoi gian.

4.3.3.2. Két qua chikc nang tinh duc

Ty 1& BN mat ham mudn tinh duc 14 25,7% con ty 1¢ giam va mat
ham mudn 1a 74,3%. NC ctua Nguyén Minh An [97] dénh gia chirc ning
tinh duc & BN nam sau phau thuat noi soi UTTT cho thay 66,7% BN bi
glam/mat hoat dong nay. NC cta Triéu Triéu Duong (2012) [153] cho
két qua 74% BN nam con hoat dong tinh duc sau md, nhung noéi dén
anh huong cta PT thi 66,7% truong hop c6 giam/mat hoat dong nay.

Ty 1€ r6i loan cuong duong: 71,4%; Giam ) lugng tinh dich:
85,7%. Két qua nay co thé cho thdy PT UTTT giita va dudi rat dé ton
thuong cac nhanh TK ctia dam rdi ha vi dudi, ca nhanh giao cam va phéd
giao cam.

Ba ving dugc xac dinh c6 nguy co ton thuong than kinh: 1 & ving
bung va 2 vi tri con lai ¢ tieu khung. Nhu vy, trong qua trinh phau tich
di dong phan truc trang tleu khung, diéu quan trong la phai di sat bao
MTTT, tranh ton thuong tdi da cac nhanh TK ma van dam bao vé mat
PT ung thu.

4.3.4. Két qua xa sau phiu thuit
4.3.4.1. Tinh trang bénh nhdn

NC theo doi dugce trén 85/88 BN va ghi nhan c6 80 (94,1%) BN
con séng. Ty 1é tai phat (tai chd va di can) 1 9,76% sau khi loai bo nhiing
truong hop chét vi nguyén nhan khac (suy tim, suy ho hip, suy kiét).
5,9% (5/85) BN da chét, véi nguyén nhan do tai phat 1a 40% (2/5 trudng
hop): 1 truong hop di can gan, 1 truong hop di cén phéi Nguyén nhan
con lai do cac bénh 1y n6i khoa nang: suy tim, suy h6 hap va suy kiét.
4.3.4.2. Thoi gian song thém sau mo

Trén 85 bénh nhan chung t6i lién lac duoc sau phau thuat voi thoi
gian theo ddi tir 2 — 43 thang cho thdy TG séng sau mo 3 nam 1a 90,4%.
Theo kiém dinh Log-rank (sig — Chi Square = 2,004, P = 0,367) va biéu
d6 Kaplan-Meier cho thdy TG song sau 3 nim tuong tng voi ting GD
L IL, 111, 1a 100% - 81,2% - 92,6%. C6 sy khac biét gitta GD 1 véi GD
2,3 nhung khong c6 sy khac biét vé thoi gian song thém cua cac GD 2
va 3. TG song toan b 5 nam sau md cia cic NC trude do tir 70% -

95%. NC cua ching t6i ¢c6 TG sdng 3 nim la 90,4% nhung mdi chi
danh gia trong 3 nam cho nén NC chua du tinh thuyét phuc.
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Nec ciia Liu (2011) TG séng 5 ndm sau md giita 2 nhém BN G 11,
IIT khac biét (71,3% vs 51%) v6i P < 0,05, nhung ty 18 tai phét tai chd
giita 2 GD khong khéc biét, hiu hét déu xdy ra trong 24 thang dau. Vi
PTNS TME nén than trong véi khéi u to > 4 cm va BN > 75 tudi.

NC cia Martellucci (2014) TG sdng toan by 5 nim va 10 nim
tuwong tng 1a 77% (116 BN) va 54% (31 BN), tai phat tai chd 4,8%. Tac
gia cling so sanh két qua ung thu trong PTNS tuong tu nhu md mo: sd
lwong hach nao vét, thoi gian séng thém sau mb. NC cua Akagi (2013)
khi so sanh 2 phuong phap ISR va cit cut truc trang cho thay khong co
su khac biét vé ty 1& séng 5 nam sau md khong tai phat mic di ty 1& nay
6 ISR cao hon (81,7% vs 70,2%) (P=0,136).
4.3.4.3. Ty 1é tdi phat tai ché va di can sau phau thudt

NC nay ghi nhan c6 3 trudng hop BN chét khong do tai phat ma do
suy tim, suy ho héap, suy kiét, cho nén chung t6i danh gia tai phat trén
82 BN. Thoi gian theo ddi cua NC la 2 — 43 thang voi ty 1€ tai phat
chung (di cin va tai chd) 9,76%, tang dan theo GB bénh (0% - 10,7% -
15,2%) du chua co sy khac biét nhung c6 thé thdy GD bénh ting thi
nguy co tai phat cling ting theo. Ty 1¢ tai phat tai chd va di can xa tuong
g 14 1,22% - 8,54%, ting dan theo giai doan. Khi nghién ctru mot s6
yéu t6 anh huong dén ty 1é tai phat, cho thiy muc d6 xam lan u tai chd
T3-T4 véi P = 0,049. NC ciia Nguyén Minh An (2013) vé PTNS trong
UTTT thap cho thiy ty 18 tai phat 16,4%, ting dan theo mirc do xam lan
uT2—-T3-T4 (0% - 4,8% - 10,7%), tuc la can than trong khi chi dinh
PTNS béo ton co that d6i voi UTTT T3-T4. NC cta Truong Vinh Qui
(2018) tai phat tai chd lién quan dén biét hoa u, di can hach, kich thudc
u (P <0,05).

Mot s6 yéu tb khac ciing cho thdy nguy co tai phat tang 1én: ro MN
(25%); DCDU < 1,0 cm (20%); Di can hach (15,2%) mac du chua c¢6 y
nghia thong ké. NC cta Nguyén Vin Hiéu (2002) cho ty 18 tai phat (tai
chd va di can) sau phau thuat BTCT 1a 19,8%, va Kkét qua tai phat tai
chd lién quan chit ché t6i phuong phap phau thuat, vi tri u, kich thudc
u, tinh trang di can hach. NC cta Nash (2010) cho théiy DCDU < 8mm
¢6 ty 18 tai phat tai chd cao hon nhiéu so v6i nhom > 8mm (5% - 2%,
P <0,001).
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* Tdi phat tai ché va di can doi véi MN PT-OHM

NC cua chung t6i trén 18 BN MN DT-OHM, c6 1 BN khong lién
lac duogc, ty 1€ tai phat cia nhom MN nay 1a 1/17 BN (5,88%). NC cua
Nguyén Trong Hoe (2009) c6 ty 1¢ tai phat tai chd va di cin xa tuong
mg 26,1% - 17,5%, tac gia dua ra y kién can quan tdm thoa dang dén
dién cit vong quanh, mo hoc té bao (UT biéu mé kém biét hoa va ché
nhay tai phat tai chd cao hon). NC cta Koyama (2014) so sanh két qua
giita 3 phuong phap phau thuat: MN BT- OHM; MN thap/rit thap; Cit
cut truc trang, cho théy khong c6 su khac biét vé GP bénh gitta 3 nhom;
Ty 1¢ tai phat (tai chd+ di cin) twong tng 1a: 7,8% - 11,7% - 12,1%. Ty
1¢ tai phat tai chd tuong tng: 2,6% - 5,9% - 6,1%; TG song 5 nim toan
bd sau md tuong Gng: 76,4% - 80,7% - 51,2%; TG sdng 5 nam khong
tai phat: 93,5% - 88,2% - 87,9%. Két qua trén cho thiy TME kém MN
DT-OHM cho két qua ung thu hoc con t6t hon so véi cit cut tryc trang.

NC cuia Saito (2014) trén 199 BN dwoc PT ISR c6 hay khong cit
mdt phan co thit ngoai, TG sdng toan bd sau mo 7 ndm 76,6% voi ty 18
di cin phdi, tai phat tai chd, di cin gan twong tmg 1a 14,1% - 13,6% -
7,5%. Téc gia cho thdy v&i BN u T3-T4, hoa xa tri tién phau la can thiét
béi né lam giam nguy co tai phat tai chd sau ISR, mic du khong co su
khac biét vé TG sbng toan bd ciing nhu TG séng khong bénh. NC cua
Akagi (2013) trén 124 BN ISR cho thiy ty 1¢ tai phat 16,1%, ting dan
theo GD L, 11, III twong ung 1a 4,7% - 19,5% - 25%. NC nay ciing dua ra
so sanh giita 2 PP phau thuét: ISR va APR va cho két qua: TG sbng 5
nam sau mo; Ty 1¢ tai phat tai chd, di can xa khong c6 su khac biét. Yéu
t6 kinh nghiém va k¥ ning ctua PTV c6 mét vai trd quan trong. NC cia
Akasu (2008) [130] trén 103 BN cit ban phan co thét trong va 17 BN
cit toan bd co thit trong véi TG theo ddi trung binh 3,5 nam (0,9 — 11
nim) cho thiy mét s6 yéu té anh huong thuc sy (P < 0,05) dén ty 16 tai
phat tai chd 3 nam déi voi PT ISR: U T3; GP III; Dién cit vong quanh
(+); CA 19-9>37 U/mL.

Nhu viy, qua ciac NC trong nude va thé gisi cho thdy PTNS bao
tdn co thit 1a mot lya chon kha thi cho nhung UTTT gitra, tha‘ip va rat
thip, ngoai nhirng wu diém vé két qua som thi két qua xa vé ung thu hoc
ciing rat kha thi.
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KET LUAN

Qua nghién ctru, phén tich chi dinh va két qua phiu thuat noi soi
bao tdn co thét trong diéu tri UTTT giira va dudi & 88 bénh nhan tir
01/2015 dén 06/2018, chung toi rat ra mot sé két luan sau:
1. Chi dinh PTNS béo tdn co thit trong UTTT giira va duéi
1.1.Vitriu

- Vi tri bo dudi U trong khoang 3 = 5 cm qua tham tryc trang va
S5- cut trén MRI c6 thé du doan chinh xéac kha nang thyc hién MN DT-
OHM. Quyét dinh cit co thit trong (mdt phan, ban phan) phu thudc vao
danh gia vi tri khdi u so voi duong lugc.

- 100% DCDU am tinh. Can thiét tién hanh STTT véi DCDU < 2cm.
1.2. Mikc d@é xém lin u tai ché

-Tylgu chiém > % chu vi qua ndi soi dai tryc trang ctia hai nhém
T1 -T2 va T3 — T4 tuong ung la 46,2% - 85,5% (P < 0,05).

- Chi dinh PTNS bao tén co thit cia NC lién quan dén U < T2; T3,
T4 trén phim chup MRI - CLVT tuong tng la 21,6 - 78,4% - 0%.

- Ty 18 XTTP trudc mo: 11,4%. Can danh gia 1o mirc do xam lan u
T3 trén MRI dé dwa ra quyét dinh diéu tri t6t nht.
1.3. Phdu thudt ngi soi béo ton co thit trong UTTT giita va dwdi

- Thét thdp PM mac treo trang dudi nén duoc xem xét véi BN ¢6
yéu t6 nguy co. K thuat ha dai trang goc lach khong lam kéo dai thoi
gian phau thuat.

- Hau mon nhan tao dugc thuc hién chii dong voi BN XTTP, gidi nam.
1.4. Bic diém gidi phdu bénh

- Phan loai theo giai doan I, 11, IIL, IV cta NC tuong ung: 25,0% -
36,4% - 38,6% - 0%. Di can hach: 38,6%.
2. Két qua diéu tri PTNS bio tén co thit trong UTTT giira va dwéi
2.1. Két qua sém sau phéu thugt

- Tir vong: 0%; Ty 1& bién chimg chay mau MN, tic rugt sém sau
md, hep ma thong hdi trang, ro miéng ndi twong tng: 5,7% - 2,3% - 7%
- 10,2%.
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- Ty 18 RL co thit bang quang sau md: 19,3%. BMI > 25 ¢6 anh
huéng dén bién ching nay (P < 0,05).

- TG nam vién: 11,87 + 5,42 ngay. Khong c6 khac biét giita cac
phwong phap phiu thuat, nhung c6 su khéc biét giita 2 nhom ro MN va
khong ro (P< 0,05).

2.2. Yéu té anh huong dén ro buc miéng néi dai truc trang thd'p

- Ty 18 RO MN: 10,2%, Ty 1& m6 lai trong nhom 1o MN: 22,2%.

- BMI > 25 1a yéu t6 gay rd MN (P < 0,05).

- S6 bang dan st dung > 2; Kich thudc khéi u 14 yéu t6 1am ting
bién chimg ro MN

- HMNT béao vé nén chu dong thyc hién & nhom bénh nhan co
nguy co.

2.3. Két qua xa sau phiu thuit
3.1. Thoi gian séng sau mé va ty 1é tdi phdt

-Thoi gian séng thém duy kién 36 thang: 90,4%. TG sdng sau 3 nim
tuong ung véi ting GB 1, 11, 111, 1a 100% - 81,2% - 92,6% ( P> 0,05).

- Ty 18 tai phat (tai chd va di cin) 14 9,76%. Ty 1é tai phat trong TG theo
doi 21 thang theo GD L, 11, III twong tmg: 0 — 10,7% - 15,2% (P > 0,05)

- Khéi u T3-T4 ¢6 nguy co tai phat cao ( P = 0,049). XTTP; Bién
ching ro MN, DCDU < 1,0 cm; Di can hach ¢6 nguy co tai phat sau md
cao hon nhung chua c6 sy khac biét.

3.2. Két qud chirc nang sau mé

- Biéu hién cua hoi chung sau cit doan truc trang thép cai thién sau
md 6 thang khi so sanh véi thoi diém sau mé 1 thang (P < 0,05).

- Piém Wexner sau md 1 thang va 6 thang tuong tng: 9,1 + 4,6 va
6,1 = 4,3 (P=0,004). Lién quan dén vi tri MN cho thdy c6 su cai thién &
MN thép (P=0,027) vi MN DT - OHM (P=0,041).

- M4t ham mudn tinh duc: 25,7%; rdi loan cuong dwong: 71,4% va
giam sb lugng tinh dich: 85,7%.
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INTRODUCTION

In the last 30 years, strategy for rectal cancer treatment has been
changing significantly. Heald’s introduction of total mesorectal excision, and
a number of other standards, for example rectal circumferential resection
margin, and more importantly new understandings of pathophysiology of
rectal cancer, have resulted in remarkable improvement in terms of
postoperative survival time and reduction of local recurrence. Endoscopic
surgery in rectal cancer treatment has proved its advantages and benefits for
patients in trial researches. However, there have been a number of arguments
preventing an overall consensus. Even the combination of radiotherapy -
surgery - chemotherapy in rectal cancer treatment is still raising a number of
different opinions in terms of treatment indications and strategies.

Regarding sphincteric preserving surgery for middle and low rectal
cancer treatment, anastomotic leakage is one of the complications which are
serious and hard to control. The rate of anastomotic leakage after rectal
excision varies from 4% to 20%. This complication severely affects
treatment and care for patients, lengthening admission period and increasing
treatment expenses, etc. Various researches in the world have shown risk
factors related to the anastomotic leakage rate, such as preoperative factors
(age, gender, co-existing diseases, etc.), intraoperative factors (ligation of the
inferior mesenteric artery, release of splenic flexure, size of tumor, location
of anastomosis, placement of drainage, protective ileostomy, etc.) and
postoperative factors (electrolyte disorder, etc.) Finding factors affecting
colorectal anastomosis leakage shall help surgeons to have prognosis of each
patient in order to determine suitable treatment strategy.

Decreased digestive and sexual function are disorders that affect the
quality of life of patients after surgery. These are consequences of lesions of
sympathetic and parasympathetic plexus in pelvic region which are caused
by surgery. Decreased functions are shown by postoperative syndrome after
rectal excision, with three symptoms: frequent bowel movement, faecal
incontinence, faecal urgency. Almost all middle and low rectal cancer
patients have this syndrome after surgery, but their situations are improved
later. In additions, loss of libido, erectile dysfunction, retrograde ejaculation
are manifestations of decreased sexual function. This is also the consequence
of lesion of pelvic plexus with high rate of occurrence, and recovery from
this dysfunction is often prolonged.

From these limitations of middle and low rectal cancer treatment, the
doctoral thesis “Research on laparoscopic sphincteric preserving surgery
for middle and low rectal cancer treatment” 1s aimed at:

Describing indications and technique of sphincteric preserving

surgery for middle and low rectal cancer treatment
2. Assessing postoperative outcomes of sphincteric preserving

endoscopic surgery of the patient groups.
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CONTRIBUTIONS OF THE THESIS
1. Implications of the thesis

Application of sphincteric preserving endoscopic surgery on middle and
low rectal cancer treatment is an issue of concern, research and evaluation,
not only in Viet Nam but also in the world.

Selection of indication for sphincteric preserving surgery for middle and
low rectal cancer treatment must be further researched, not only related to
oncology but also to postoperative care and postoperative functions of
patients. Therefore the thesis: “Research on laparoscopic sphincteric
preserving surgery for middle and low rectal cancer treatment’ has urgent
and scientific implications in selecting suitable methods for preserving anal
sphincteric in middle and low rectal cancer treatment, in order to preserve
fecal function at the highest possible extent while ensuring oncologic safety.

In addition to making contribution to research data in Viet Nam in terms
of capability of applying sphincteric preserving endoscopic surgery on
middle and low rectal cancer patients, the thesis also presents a number of
predictions related to the risk of anastomosis leakage of low, very low and
coloanal anastomoses, preoperative factors, technical factors during the
course of TME surgeries. As such, the thesis helps surgeons to define
surgical strategy specifically for each patient.

2. Structure of thesis

The thesis comprises of 140 pages, with 69 tables, 4 charts and 17
images. The thesis has 4 chapters: Introduction (2 pages); Chapter 1 -
Overview of literature (37 pages); Chapter 2 - Subjects and methods of
research (16 pages); Chapter 3 - Results of research (30 pages); Chapter 4
- Discussion (54 pages) and Conclusion (2 pages); the thesis has 212
references (18 in Vietnamese, and 194 in English).

Chapter 1: OVERVIEW OF LITERATURE

1.1. Definitive diagnosis of middle and low rectal cancer

Determination of treatment strategy mainly depends on evaluation of
tumor lesions in rectum, which is conducted by rectal examination, pelvic
MRYI, or rectal endoscopic ultrasonography.
1.1.1. Tumor location related to indications for surgical treatment
1.1.1.1. Rectal examination: Obtaining criteria of rectal tumors: Location - tumor
sizes related to rectal circumference - macroscopic features of tumors.
1.1.1.2. Pelvic MRI: MRI is a state-of-the-art imaging method which can
indicate safe rectal resection margin, tumor invasion in pelvic region, and
lymphatic invasion, thereby helping determine surgical prognosis.



27

1.1.2. Diagnosis of extent of local tumor invasion
Indication for sphincteric preserving surgery in middle and low rectal
cancer treatment depends on following factors:
1.1.2.1. Extent of local tumor invasion (Tumor by TNM Classification)
TNM Classification has 4 stages: Very early (some T1 tumors); Early (T1-
T2, some T3 tumors); Median (T3, T4a); Advanced (T3 tumors spread to
mesorectum, some T4a tumors, all T4b tumors).
- Very early stage: Malignant polyps have a low degree of differentiation,
resulting in indication for TME. Tumors invades deep into mucous membranes
(Haggitt 4, T1 Sm 2-3) or T2 tumors, risks of tumor recurrence and lymphatic
metastasis are high =, resulting in indication for TME.
- Early stage: Cancer in T1-2 stage; or in early T3 state (T3a - T3b and
without invasion to mesorectum, based on MRI) of high/middle rectal cancer
lesions.
- Median stage: Low rectal cancer in T3a — T3b stage, without invasion to
sphincter, mesorectum being intact on MRI; high/middle rectal cancer in
T3a/T3b stage, with lymphatic metastasis around rectum, without invasion
into blood vessels = neoadjuvant radiotherapy and chemotherapy are
considered.
- Advanced stage: rectal cancer in stage T3c¢/T3d, < T4aNO and invasion to
blood wvessels in mesorectum, without invasion into mesorectum.
Preoperative adjuvant treatment.
- Tumors not allowing safe resection margin: T4a/b or T3 tumors with
invasion to mesorectum or to circumferential resection margin; pelvic
lymphatic metastasis (+): preoperative chemoradiotherapy is considered.
1.1.2.2. Tumor location related to indication for intersphincteric resection (ISR)
According to Cipe: Indication for partial or total intersphincteric
resection depends on extent of invasion to internal sphincteric. There are 3
types of intersphincteric resection: Total, subtotal, and partial. In terms of
oncology, resection margin 1 cm under lower margin of tumor is considered
safe. If safe resection margin is above or at the level of dentate line,
indication for partial intersphincteric resection is recommended. If safe
resection margin compared to lower margin of tumor is between dentate line
and intersphincteric groove, indication for partial intersphincteric resection is
recommended. If the tumor spreads to dentate line, total intersphincteric
resection is recommended.
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1.1.3. Methods of sphincteric preserving surgery
In terms of techniques, sphincteric preserving surgery is divided into 2
categories:
=2 Sphincteric preserving surgery using stapling device: For low and very
low colorectal anastomoses.
> Sphincteric preserving surgery not using stapling device: For anal
anastomosis (very low colorectal or coloanal anastomoses).
1.2. Results after sphincteric preserving surgery
1.3.1. Anastomotic leakage and risk factors: Anastomotic leakage after
rectal excision is determined when there is a leak between external and
internal region of intestine due to total injury of intestinal wall at the location
of low colorectal anastomosis or coloanal anastomosis. Anastomotic leakage
is sorted into 3 grades: grade A: Anastomotic leakage related to
determination by imaging diagnosis. Grade B: Requiring intervening
procedures: Antibiotic and/or placement of pelvic drainage or cleasing
through anal canal. - Grade C: Anastomotic leakage: Requiring reoperation.

- Preoperative factors: Age > 60; Gender: Male; BMI > 25 kg/m’

- Preoperative radiotherapy

- Factors related to techniques during operation: Preserving superior left
colic artery; lowering splenic flexure; location of anastomosis; protective stoma.
1.3.2. Functional outcomes after sphincteric preserving surgery in middle
and low rectal cancer treatment
1.3.2.1. Digestive functions: Shown by low anterior resection syndrome
(LARS). Patients after surgery involving intersphincteric resection may have
symptoms of dysfunction of this muscle. Intersphincteric resection relates to
decrease of pressure in anal canal in resting condition and continence, but not
resulting in worsening times of bowel movement (in average 2 times per
day) and fecal urgency. Using Jorge-Wexner incontinence score.
1.3.2.2. Genitourinary function

- Urination disorder: Postoperative bladder dysfunction occurs in
patients undergoing rectal cancer surgery with total resection of mesorectum.

- Sexual function: Male patients: Erectile dysfunction, ejaculation
dysfunction, including retrograde ejaculation and loss of/reduced ejaculation.
Female patients: Loss of libido, change in vaginal lubrication.
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Chapter 2: SUBJECTS AND METHODS OF RESEARCH

2.1. Object of research

Patients having middle and low rectal cancer undergoing rectal
resection endoscopic surgery with sphincteric preservation in Viet Duc
Hospital and hospital of Hanoi Medical University from January 2015 to
June 2018.

2.1.1. Patient selection criteria

- Definitive diagnosis of rectal cancer by flexible-tube colorectal
endoscopy and biopsy showing: Rectal adenocarcinoma
- Tumor location:

- Rectal cancer in the middle third of the rectum

- Rectal cancer in the lower third of the rectum, > lcm from dentate
line, with preoperative anatomical pathology of adenocarcinoma.

- Extent of local tumor invasion:

- No sphincteric invasion in anus

- No metastasis in pelvic peritoneum

- Cancer in T3a/T3b stage

- Cancer in T3c/T3d/T4a with preoperative adjuvant treatment
(preoperative radiotherapy), with tumor decreasing in sizes and stages after
preoperative adjuvant treatment.

—> Selection of sphincteric preserving method based on tumor location
compared to anal verge.

- Tumors being > 4cm from anal verge, or > 2cm from dentate line:
Dissecting a section of rectum and all mesorectum, creating low colorectal
anastomosis, very low colorectal anastomosis.

- Tumors being < 4cm from anal verge: Dissecting a section of rectum
and all mesorectum, creating coloanal anastomosis
2.1.2. Diagnosis of colorectal anastomosis leakage: Peritonitis; gas, feces or
fluid in the intestine flowing out through pelvic drainage; pelvic abscess or
with evidence of imaging diagnosis.

2.1.3. Exclusion criteria

- Rectal cancer in the upper third of rectum (> 10 cm from anal verge);
rectal cancer combined with colon cancer; anal canal cancer.

- Rectal cancer in T4 stage (a/b): Non-responsive or less responsive to
preoperative adjuvant treatment, with tumor not decreasing in sizes and stages

- Rectal cancer spreading to internal sphincter, external sphincter

- Tumors in middle and low rectum belonging to nonepithelial tumor
category.
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- History of open surgery, being not eligible for endoscopic surgery.

- Poor sphincter function; medical records not having sufficient data.
2.2. Methods of research
2.2.1. Design of the research: Descriptive, longitudinal method.
2.2.2. Steps of variable collection

The thesis employs printed medical record form.
2.2.3. Research criteria:
* Clinical features: Age, gender, BMI, reason of admission, past medical
history, clinical symptoms, rectal examinations, preoperative radiotherapy.
* Subclinical features: Rigid-tube colonoscopy - soft-tube colorectal
endoscopy; pelvic CT — MRI; Pulmonary X-ray, abdominal ultrasound;
Respiratory function before surgery, tumor markers:
* Intraoperative injury and surgical method Quantity of trocars; tumor
location and size; location of ligation of the inferior mesenteric artery; total
removal of superior mesorectum; release of splenic flexure; sphincteric
preservation method. low; very low; coloanal anastomosis; with
intersphincteric resection; intraoperative biopsy; protective stoma.
* Post-operation

- Postoperative length of stay

- Time of using intravenous analgesics

- Thoi gian tai luu thong tiéu hoa

- Time of first bowel movement

- Frequency of bowel movement per day

- Postoperative complication: - bladder spasm; postoperative bleeding;
infection of incision; skin irritation around ileostomy; anastomotic leakage
(date of detection after surgery; grade; treatment); bleeding of anastomosis;
peritonitis; early bowel obstruction after surgery.
- Length of stay (days)
- Death in postoperative time.
2.3.4. Anatomical pathology: Resection margin; tumor differentiation;
number of dissected nodes; number of metastasized nodes; stage by TNM
Classification.
2.4. Postoperative follow-up
2.4.1. Reexamination of patients

- Patients are called for reexamination or routine reexamination by
appointment after surgery 3 months, 6 months, 9 months, 12 months, 18
months, 24 months, etc.
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- In each reexamination: physical examination, rectal examination to
evaluate anastomosis, pulmonary X-ray, abdominal ultrasound, CEA; complete
blood count, flexible-tube colorectal endoscopy, CT scan if needed.

- Determination of cause of death.

2.4.2. Clinical manifestations of digestive function

- Evaluating continence by Jorge-Wexner incontinence score
- Conducting rectal examination to evaluate anastomosis
2.4.3. Clinical manifestations of genitourinary function

- Evaluating urinary function: Based on questionnaire of IPSS

- Evaluating sexual function: Libido; erectile dysfunction; retrograde
gjaculation; decreased vaginal lubrication.

2.5. Method of information collection and data interpretation

Data is collected from patients’ medical records kept in medical record
archive of Viet Duc Hospital and hospital of Hanoi Medical University.

- Data is entered into and managed by SPSS.

- Statistical description: mean, median, standard deviation for
quantitative variables and frequency, percentage for qualitative variables

Statistical inference includes parametric, non-parametric tests (T-test, Man-
Whitney test); Chi-square test. The thesis also applies Kaplan-Meier method.

Chapter 3: RESULTS OF RESEARCH
3.1. Clinical features

- Average age: 58,2 years old; male patients constitute 62,5%.

- Clinical symptom: Blood in stool: 95,5%; tenesmus: 87.5%
3.2. Indication for sphincteric preserving surgery
3.2.1. Determining tumor location before surgery

- Rectal examination: Distance of tumor from anal verge: 8,67 + 1,12
cm. Tumor location determined by rectal examination suitable for coloanal
anastomosis: 4,44 £ 0,86 cm. It is possible to predict type of anastomosis to
be applied by rectal examination (P <0,05).

- Flexible-tube colorectal endoscopy It is possible to predict surgical
approach by evaluating tumor location before surgery (P<0,05). Comparing
tumor locations in coloanal anastomosis between rectal examination and
colonoscopy shows a difference (4,44cm — 3,67cm) with P = 0,012, and
rectal examination shows a more accurate result.
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- Pelvic MRI: Lower end of tumor corresponds to location of sacral
vertebrae S5 and it is possible to predict the anastomosis to be coloanal
anastomosis (P <0,05).

- Tumor location related to intersphincteric resection: Preserving/partial
dissecting of sphincter: 4,5 = 0,8 (cm). Partial intersphincteric resection shall
be applied on patients with very low rectal cancer 3 cm from anal verge (1
cm above dentate line).

* Distal resection margin

- Rate of intraoperative biopsy during surgery at resection margin; 53,4%

- Mean distal resection margin of this research: 2,71 =+ 1,18 (cm), rates
of resection margin = lecm; 1 — 2cm; > 2cm are 5,7% - 13,6% - 80,7%
respectively. 100% of the case are negative resection margin.

- 5,2% of cases of T3 tumor have resection margin = 1 cm, and there is
no case of T4 tumor.

- 13,8% of cases of T3 tumor have resection margin of 1 - 2 cm
3.2.2. Determining extent of local tumor invasion

- Flexible-tube colorectal endoscopy Rates of tumor > V5 perimeter of the
tumor groups < T2 and > T2 are: 46,2% - 85,5% respectively with P < 0,001

- Rates of tumor < T2 — T3 — T4 before preoperative radiotherapy on
pelvic MRI: 19,3% - 79,5% - 1,1%. After preoperative radiotherapy, rates of
tumor < T2 — T3 — T4: 21,6% - 78,4% - 0%.

- Rate of preoperative radiotherapy: 11,4%, responsive rate: 30%; T3 tumor
in lower third of rectum treated by preoperative radiotherapy: 23.3%

3.2.3. Laparoscopic sphincteric preserving surgery

- Low ligation of the inferior mesenteric artery (59,1%) can be applied
on low/very low colorectal anastomosis. High ligation can be applied on
coloanal anastomosis.

- 70,5% of the cases have splenic flexure lowering (100% with coloanal
anastomosis)

- Rates of low; very low; coloanal anastomosis: 34,1% - 45,4% - 20,5%.
End-to-end anastomosis: 95,5%

- Protective stoma is used for male patient group having preoperative
radiotherapy.

- Duration of operation is prolonged for male patients with tumor > 5
cm and coloanal anastomosis (P<0,05)

3.2.4. Anatomical pathology results
- Rates of T1, T2, T3, T4a tumors: 6,8% - 22% - 67% - 3,4%
- Stage I, I, I : 25,0% - 36,4% - 38,6%. Rate of lymphatic metastasis: 38.7%.
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- Average number of dissected nodes: 11,95 £ 6,55. Rate of dissected
nodes by extent of tumor invasion < T1, T2, T3, T4: 7,67 — 12,11 — 12,13 —
16,33 (P > 0,05). Lymphatic metastasis: 38.6%. Number of dissected nodes
of groups with high ligation/low ligation: 12,44 — 11,62

- Well/moderately/poorly  differentiated and mucin-producing
adenocarcinoma: 3,4% - 79.5% - 10.2% - 6,8%

3.3. Surgical treatment results
3.3.1. Post-operative anastomotic leakage

- Anastomotic leakage: 10,2%; grade A;B;C: 33,3% - 44,4% - 22,2%.
Reoperation: 22.2%.

- BMI <25 and BMI > 25: 7,5% - 37,5% (P=0,008);

Gender: male; preoperative radiotherapy; Cardiovascular disease does
not affect anastomotic leakage (P > 0,05)

- high ligation of inferior mesenteric artery; not lowering splenic flexure
results in higher rate of anastomotic leakage (P>0,05)

- number of cartridges: <2 and > 2: 8,8% - 50% (P=0,056)

- Type of anastomosis: Low; very low; coloanal: 3,3% - 15% - 11,1%
(P=0,28)

Tumor sizes of groups not having and having anastomotic leakage: 3,63
+1,3 and 5,06 = 1,34 (P=0,004)

- Rates of anastomotic leakage of groups having and not having
protective stoma are the same (P=0,74)

3.3.2. Post-operative early result

- Flatus time: 2,65 + 0,85 days; oral feeding time: 3,99 & 2,91 days

- Feeding time of group not having anastomotic leakage: 3,56 + 1,41
days, of group having anastomotic leakage: 7,78 + 7,39 days (P<0,001)

- Length of stay: 11.78 £ 542 days. Group not having anastomotic
leakage: 10,53 + 3,1 days; and group having anastomotic leakage: 22,78 +
8,6 days (P<0,001)

- Rate of bladder spasm: 19.3%. Tumor size of > 5 cm (P=0,012) and
BMI of > 25 (P=0,021) have effects on this complication. Group having
preoperative radiotherapy (P=0,95) does not have increased risk.

3.3.3. Postoperative functional results
* Digestive functions:

- Times of bowel movement (times/day): After 1 month - 6 months: 8,7
+ 7,8 and 5,7 + 3,2 (P=0,028). Low anastomosis has the most remarkable
improvement compared to other anastomoses (P = 0,035).

- Fecal incontinence: Improved after 1 month - 6 months: 71,8% -
28,6% (P=0,038). Low anastomosis has the most improvement (P<0,05).
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- Fecal urgency: Groups having different types of anastomosis show no
difference in the first month after surgery, but after 6 months group having
low anastomosis shows better improvement than other groups (P=0,02).
Regarding location of anastomosis, there is an improvement in group having
low anastomosis (P=0,001) and coloanal anastomosis (P=0,043).

Score scale for evaluating continence:

- After 6 months, Werner score decreases remarkably, from 9,1 =4.,6 to
6,1 = 43 (P=0,004). Regarding location of anastomosis, there is an
improvement in group having low anastomosis (P=0,027) and coloanal
anastomosis (P=0,041).

* Sexual function: Loss of libido: 25,7%; erectile dysfunction: 71,4% and
reduction of semen volume: 85.7%.
3.3.4. Post-operative remote result

- Postoperative follow-up from 2-43 months: 94,1% of the patients
survive. Rate of recurrence (local and metastasized) is 9,76%. 5,9% of
patients died, of whom 40% due to recurrence.

- Mean period of follow-up is 20,78 + 11,33 months. 93,8% of the
patients survive 24 months after surgery, and 90,4% of the patients survive
36 months.

- 3 year survival time by stage L, II, I1I: 100% - 81,2% - 92,6%. There is
no difference between stages.

Rate of recurrence (local and/or metastasis) in stage II, III: 10,7% -
15,2%.

- Rate of recurrence in patients with colorectal anastomotic leakage
(25%); resection margin < 1,0 cm (20%) and lymphatic metastasis (15,2%) is
higher (P > 0,05). T3 - T4 tumor has effects on rate of recurrence (13,3%)
after surgery with (P = 0,049).

Chapter 4: DISCUSSIONS

4.1. Epidemiological features and clinical symptom

* Age: Average age: 58,16 + 10,2 years old Average age of domestic
researches: Nguyen Trong Hoe with patient group having middle and low
rectal cancer: 50,5 = 12,0; Truong Vinh Qui: 62,7 + 12,8; Researches in the
world on middle and low rectal cancer: Martellucci: 68,3; Chueng: 68; Fazio:
60,2 = 12,03; Staudacher: 63,9 = 12,2. Denost: 64; Kim: 56 £+ 9,2; Age of
patients of the research is almost similar to that of other researches in Viet
Nam and in the world.

* Genders. Percentage of male patients is higher than that of female patients.
Percentage of male patients in the researches: Quach Van Kién: 62,5%;
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Nguyén Trong Hoe: 69,6%; Truong Vinh Qui: 53,8%; Denost: 57%; Saito:
72,4%; Chamlou: 65,5%; Martellucci: 57,5%; Chueng: 54,8%; Staudacher:
57.2%. Leroy: 56.1%. This can be considered as a disadvantage to
sphincteric preserving endoscopic surgery, as well as to open surgery: Males’
pelvis is usually narrower than females’, resulting in the fact that dissecting
and removing the entire superior mesorectum will be much more difficult,
especially in the case of a large tumor. Endoscopic surgery has played a role
in rectal surgery in a narrow area up to lifting muscle.

* Clinical symptoms of middle and low rectal cancer

Average time of occurrence (bloody mucus in stool, tenesmus): 13,2
months, or > 3 months, some patients only visit hospital after 1 year.
Researches of Nguyén Minh An, Tran Bang Théng show similar findings,
with 67% - 48,9% of patients visiting hospital 3 months after occurrence.

Rates of occurrence of bloody mucus in stool, tenesmus, abnormal stool
shape, weigh loss are 95,5% - 87,5% - 65,9% - 40,9% respectively. Researches
in Viet Nam on the symptom of bloody mucus in stool are that of Nguyén
Minh An: 87%; Nguyén Trong Hoe: 100% and Truong Vinh Qui: 75%.

4.2. Indications for sphincteric preserving surgery for middle and low
rectal cancer treatment
4.2.1. Technigques for diagnosing middle and low rectal tumor:

Techniques employed by the research are: Colorectal endoscopy
(100%); pelvic MRI (79,55%); abdominal CT scan (20,45%); rectal
endoscopic ultrasonography (2,3%).

4.2.2. Tumor location related to surgical approach
4.2.2.1. Techniques for determining rectal tumor location

100% of the patients have rectal examination, 84/88 patients (95,5%)
have their tumors located. Average tumor distance for conducting sphincteric
preserving surgery of the research: 6,8 = 1,99 cm. Tumor distance
determined in rectal examination of low; very low; coloanal anastomosis are
8,67+ 1,12 cm; 6,46 + 1,5 cm; 4,44 + 0,86 cm respectively (P<0,05), which
means that it is possible to accurately predict type of anastomosis.

Colorectal endoscopy helps relatively accurately determine tumor
location, however, this is still depends on examiners and extent of prolapse of
tumor. Value of endoscopy is similar to that of rectal examination in
predicting techniques to be used in surgery. Comparing tumor locations in
coloanal anastomosis between rectal examination and colonoscopy shows a
difference (4,44cm — 3,67cm) with P = 0,012. This shows that it is necessary
to combine rectal examination and colonoscopy to accurately determine
tumor location.
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Pelvic MRI and CT scan show that when lower pole of tumor
corresponds to sacral vertebrae S5, surgical possibility can be determined as
coloanal anastomosis, and when lower pole of tumor is S4 or higher, low and
very low anastomosis can be applied on most cases (P < 0,05). Research of
Lotte Jacobs (2018): Comparison of accuracy in diagnosing tumor location
of MRI and colonoscopy: A large number of cases, colonoscopy shows
result of high and middle rectal cancer, but MRI shows low in the same
cases, which affect the prediction of treatment strategy. It can be concluded
that determination of rectal tumor by MRI is of the best value.
4.2.2.2. Tumor location related to intersphincteric resection

Rate of patients treated by preserving/partial dissecting of sphincteric is
94,4% with average tumor location being 4,4 + 0,8 cm; these are cases
having resection margin right before or on dentate line. There is only 1 case
of partial dissecting of internal sphincter having tumor being 1 cm above
dentate line. Researches suggesting indication of IRS based on tumor
location: Lam Viét Trung (2017): Distance of tumor from dentate line: 1-4
cm; Dimitriou (2015): T1-3 tumors located within 30-35 mm from the anal
verge, with or without internal anal sphincteric invasion; Martin (2012):
Tumor lying within 1 cm from anorectal ring; Spanos (2012): tumors located
30mm from anal verge / tumors located 15 mm from dentate line / tumors
located 10 mm from anorectal ring.
4.2.2.3. Distal resection margin

Mean distal resection margin of this research: 2,71 £+ 1,18 (cm); 5/88
(5,7%) of cases have distal resection margin = 1 cm, 12 (13,6%) from 1 cm
to 2 cm. Postoperative anatomical pathologic outcome: 100% have negative
distal resection margin. Bujko 2012: Margins of less than and more than 1
cm do not result in difference in local recurrence rate regardless of with or
without preoperative chemoradiotherapy. Nash (2010): Rate of recurrence
was higher in the group with a distal resection margin <8 mm than it was in
the group with a distal resection margin >8 mm (P < 0,05). Lee (2013): a
distal resection margin > 1 cm is recommended in cases of T3 low rectal
cancer with lymph-node metastases and perineural invasion. Berstein (2012)
recommends a distal resection margin > 1 cm, because regardless of rectal
tumor location a distal resection margin of < lcm has higher postoperative
local recurrence rate with P <0,05.

As such, a distal resection margin of > 2 cm is recommended for cased
of middle and low rectal cancer. A distal resection margin of > 1 cm is
acceptable, but requires intraoperative biopsy to meet oncological
requirements, and is not recommended for large tumor. Before surgery, T3
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tumor should have resection margin > 1 cm, which means to clearly
determine tumor location so as to determine suitable type of anastomosis.
4.2.3. Diagnosis of extent of local tumor invasion
4.2.3.1. Colonoscopy: Tumor size determined by colorectal endoscopy can
help predict extent of local tumor invasion. In this research, rate of tumor > >
of perimeter of the two groups T1 — T2 and T3 — T4 are 46,2% - 85,5%
respectively (P < 0,001). In the research of Nguyén Vian Hiéu (2002), rate of
tumor < %2 and > ' of perimeter invades into surrounding organs are 13,58%
- 37,1% respectively (P = 0,0023). Horie (2016): Rectal tumor occupying
>50% of perimeter is a criteria for predicting extent of invasion of T3-T4
invasion, with sensitivity, specificity are 72%, 88% respectively.
4.2.3.2. Pelvic MRI and CT scan: Patient group at advanced tumor stage (T3-
T4) makes up the most of proportion (> 80%). The percentage of patients
treated with preoperative radiotherapy is 11,4% and the percentage of good
responsive cases is 30%. Indications for preoperative radiotherapy are mostly
for patients with T3/T4 tumor: 0,2% T3 tumor and 100% T4 tumor (there is
only one patient having T4 tumor). The rates of patients with decrease grade
of T3 and T4 tumor are 28,6% - 100% respectively. Our research shows that
the rate of preoperative radiotherapy is also increasing, depending on tumor
location. Researches on the rate of preoperative radiotherapy on coloanal
anastomosis, Lam Vié¢t Trung (2017): T3 tumor being 75%, Denost (2015):
87% have indications for preoperative radiotherapy for patients having
T3/T4 or N (+) on MRI/CT scan films. Indication for surgery of T3 tumor
based on extent of local tumor invasion determined by rectal examination
being <6 cm and > 6 cm are 71,8% - 83,7% respectively. There is no case of
T4 tumor with indication for surgery immediately. Results show that
indication for surgery for T3 tumor is relatively high in cases of very low
tumor, because most of the patients go to hospital at advanced stage.
4.2.4. Laparoscopic sphincteric preserving surgery for middle and low
rectal cancer treatment
4.2.4.1. Factors related to techniques:

- Most of the patients of this research are placed with 5 trocars (88,6%).
5 trocars helps surgeons easily expose lesions as well as clearly see important
tissues, so as to avoid intraoperative complications, such as bleeding due to
genital vessels, left and right ureteral injury, injury of seminal vesicles or
vaginal fornix.

- Ligation of the inferior mesenteric artery: Rates of high ligation and
low ligation of the research: 40,9% - 59,1%. Dworkin and Seike conclude
that high ligation cause remarkable hypoperfusion to colon section above
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anastomosis, and this is a risk factor of anastomotic leak, especially in
patients with history of atherosclerosis or patients of old age. The second
advantage of low ligation: Helps avoid injury to superior hypogastric plexus,
which is densely formed around root of inferior mesenteric artery.

- Rates of low, very low, coloanal anastomosis are 34,1% - 45,4% -
20,5% respectively. For coloanal anastomosis, 100% are end-to-end
anastomosis. Regarding low and very low colorectal anastomosis, 95,5% are
end-to-end anastomosis created by stapler, and there are only 4 cases of end-
to-side anastomosis.

- 48,9% of the cases have protective stoma, most of them ileostomy.
Medical literature especially emphasize on important surgical factors
considered as indication for protective stoma: Low tumor location; tightening
anastomosis; narrow pelvis of male patients; complications while creating
anastomosis; hypoperfusion of rectal stump, after preoperative
chemoradiotherapy and/or wide pelvic cavity after total resection of superior
mesorectum.

4.2.5. Anatomical pathology features
4.2.5.1. Classification of disease stage

Indication for sphincteric preserving of the research for T3 - T4a tumor:
66% - 3,4% show that the subject groups are often detected when the tumor
has spread extensively. Classification by stage I, II, III, IV of the research:
25,0% - 36,4% - 38,6%. Martellucci (2014): T3-T4 tumor are 52.5 % - 6 %,
51% of the patients have lymphatic metastasis. Average number of dissected
nodes is 14 (from 6 to 49), and survival time of > 5 years: 77%, rate of local
recurrence 4,8%, mostly related to T4 lesions, distant metastasis 17,1%.
Cheung (2011) : Stage II - I1I: 79%, local recurrence mostly in Stage III. The
author recommends: T4 tumor should only be applied when the tumor resides
on the front wall of rectum and has not invaded surrounding organs (T4a) and
not on the low rectum section.

Extent of invasion of T3 tumor in the research in cases of coloanal
anastomosis is 66,7%. There is no T4 tumor in the group having coloanal
anastomosis show that selection of this patient group is very cautious.
Nguyen Trong Hoe (2009) recommended indication for sphincteric
preserving surgery for coloanal anastomosis: 90% of patients having T2, T3
tumor, and 10,9% T4 tumor. Rates of local recurrence of T3 and T4 tumor
are 25% and 60% respectively. The author recommended indication for
sphincteric preserving surgery for coloanal anastomosis: (1) lower margin of
tumor is 5-8 cm far from anal verge; (2) the tumor still resides in rectal wall,
has not invaded other surrounding tissue and organs (external sphincteric and
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lifting muscle). Denost (2015):20% at Stage II, 33% at Stage. Local
recurrence: 4,5%, distant metastasis: 21.8%. Koyama (2016): Tumor in stage
1T - TII: 28,9% - 45,9%. Local recurrence in 7-year follow-up period is 13,6%.
4.2.5.2. Lymphadenectomy in rectal cancer treatment

The research shows that the average number of dissected nodes is 11,95
+ 6,55 (table 3.23) and the number of nodes increases corresponding with
extent of local tumor invasion <T1 -T2 - T3 - T4ais 7,67 — 12,11 — 12,13
— 16,33 respectively. However, there is no significantly difference with P >
0,05, but it is shown thay the number of dissected nodes is > 12 with T3/T4
tumor, or in Stage II. Research of Betge (2017) shows that the higher T value
is, the more nodes are dissected (P <0,01).

Rate of lymphatic metastasis in our research is 38,6%, a difference of
statistic significance in terms of rate of lymphatic metastasis between T1-T2
tumor and T3-T4 tumor with P = 0,003. This shows that the more the tumor
invades locally, the higher the risk of lymphatic metastasis is. Research of
Marilyne M. Lange shows that the rate of lymphatic metastasis near inferior
mesenteric artery is low, from 0,3 to 8,6%. Once the tumor metastasizes to
this region, there may be distant metastasis. High ligation is only suitable for
patients having evidence of lymphatic metastasis near inferior mesenteric
artery. Our research shows that the numbers of dissected nodes of high and
low ligation groups are 12,44 — 11,62 respectively, and there is no difference
between the two groups. Because we employ the technique of removing all
organs around inferior mesenteric artery up to the root of superior left colic
artery, lymphadenectomy is guaranteed while preserving this artery.
According to Tjandra, benefit in terms of survival time of the technique of
high ligation of inferior mesenteric artery for the purpose of dissecting nodes
around abdominal aorta is very low, and this high ligation technique should
only be indicated when nodes in the root of inferior mesenteric artery are
invaded. It can be understood that the presence of lymphatic metastasis in the
root of inferior mesenteric artery relates to the advanced stage of the disease,
which reduce chances of radical treatment. Research show that the number of
dissected nodes of the group having tumor size > Scm is higher than that of
other groups, but there is no difference (P > 0,05), maybe because of the
number of patients is not large enough. Betge (2017) presents results that of
patients with T3/T4 cancer, the group with number of dissected node > 12 has
disease-free survival time and recurrence-free survival time much higher than
that of other groups with P < 0,05, meanwhile age of > 70 years old and gender
does not affect above criteria.
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4.2.5.3. Anatomical pathology features

Histopathological result in our research is that 93,2% of the cases are
adenocarcinoma, of which moderately differentiated is 79,5%. In the
research of Nguyén Trong Hoe (2009), adenocarcinoma takes up 95,7%. The
authors all see that adenocarcinoma is the most common Histopathological
result, taking up to 60 - 95%.
4.3. Results of laparoscopic sphincteric preserving surgery
4.3.1. Postoperative anastomotic leakage

Anastomotic leakage is the most common complication, with the rate of
occurrence being 10,2%, of which 22,2% of the case of grade 3 anastomotic
leakage has indication for re-operation. In the research of Koyama (2016),
the rate of reoperation due to anastomotic leakage is 59%, all patients have
the anastomosis preserved: Cleansing of absess and creating ileostomy. Rate
of anastomotic leakage in the research of Xiao (2011) is 6,7%, of which
66,7% must have another open surgery. Anastomotic leakage affects
treatment: Reoperation may be required, and length of stay maybe
prolonged. Therefore, it is important to determine before surgery which
patient has high risk of anastomotic leakage.
4.3.1.1. Preoperative factors

Anatomically, pelvic structure of male is often narrower than that of
female, so surgical actions are of more difficulties and less accuracy. A
number of researches show a difference in the rate of anastomotic leakage in
male patients. A close correlation between colorectal anastomosis with
collagen concentration in anastomotic region proves that female hormone
relates to collagen concentration, and estrogen is an indirect protective factor.

Our research shows that BMI threshold having impact on anastomotic
leakage is > 25 (P=0,008). In the research of Part (2016), that BMI threshold is
23,6, and in Yamamoto (2012) is 24,7. Liu Yang explains: In obese patients, it
is more difficult to conduct dissection and reveal the surgical field, causing
injuries during surgery, anemia in the resection margin and anastomosis.
Komen (2010): Obesity can weaken tissue structure and wound healing.

Preoperative radiotherapy: There is no difference in terms of rate of
anastomotic leakage. Salmenkyla (2012): Rates of anastomotic leakage of
the two groups having and not having preoperative radiotherapy do not have
any difference. In the research of Vermeulen (2006), the rate of anastomotic
leakage of the two groups having and not having preoperative radiotherapy
are 41% - 4% (P< 0,006%) respectively. Protective stoma can help reduce
occurrence of anastomotic leakage having symptom on patients having low
anastomosis after 30Gy preoperative radiotherapy.
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4.3.1.3. Factors related to techniques during operation

* Preserving superior left colic artery: The research shows that the rates of
anastomotic leakage do not have any difference between the two groups of
high ligation (11,1%) and low ligation (9,6%). The research of Cirocchi
(2012) shows a similar result. In the research of Trencheva (2013): The risk
of anastomotic leakage in the group having preserved superior left colic
artery is lower than that in the high ligation group (P = 0,028).

* Number of cartridges <2 and > 2 : 8,8% - 50% with P = 0,056 shows that
the second group significantly increase this risks of complication. Researches
in the world shows similar conclusions, for examples those of Kawada (2014),
Park (2013), Kim (2009). The number of cartridge used increases, resulting in
overlapping of staples and in an increased rate of anastomotic leakage.

* Tumor location - Anastomosis location: Rate of anastomotic leakage
increases significantly in the group having very low anastomosis (15%)
coloanal anastomosis (11,1%) (P>0,05), showing that very low and coloanal
anastomosis have much higher risks. Wang (2010): Anastomosis location <4
cm is an independent risk factor causing anastomotic leakage. Shiomi (2010)
proves role of protective stoma on patients having colorectal anastomosis
being < 5cm far from anal verge, especially on patients having coloanal
anastomosis.

* Tumor size: There is a difference (P = 0,004) in terms of tumor size
between the groups having and not having anastomotic leakage (3,63cm —
5,06cm). In the research of Kawada (2014), rate of anastomotic leakage in
the group having tumor size being > Scm is much higher (P<0,05). Limited
pelvic space and large size tumor affect possibility of moving, dissecting and
placing tools for dissecting lower section of rectum. Yasui (2017): Tumor
being > 4cm and in T4 stage are considered as independent risk factors of
postoperative complication.

* Protective stoma: Researches show that there is no difference in terms of
rate of anastomotic leakage between groups having and not having protective
stoma (P=0,74). In the research of Wen-long Gu (2015): protective stoma in
low and very low anastomosis: Helps reduce rates of anastomotic leakage
and reoperation. In the research of Koyama (2016), it is compulsory to create
protective stoma for cases of sphincteric preserving surgery with
intersphincteric resection. In the research of Seo (2013): Protective stoma is
created: Very low anastomosis, poor perfusion, anastomosis not closed when
inflated; preoperative radiotherapy and severe coexisting diseases.

4.3.2. Post-operative early result
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4.3.2.1. Postoperative oral feeding time:

Our research shows a result of 2,65 = 0,85 days, and that in the research of
Nguyén Minh An (2013) is 47,3 + 11,8 hours. Oral feeding time is 3,99 + 2,91
days higher than that in the researches of Jaiswal (2013), Gonzalez (2008).
4.3.2.2. Length of stay: Average postoperative length of stay: 11,87 + 5,42
days. Patients having low anastomosis have the shortest time (P>0,05).
Patients having anastomotic leakage have a much longer length of stay
(22,78 days — 10,53 days) with P < 0,001. This shows that for patients having
risk of anastomotic leakage, protective stoma should be created.
4.3.2.3. Postoperative urinary functional results

Rate of postoperative bladder spasm: 17/88 patients (19,3%). For most
patients, urinary sonde are removed 3 days after surgery. In the research of
Nguyén Minh An (2013), rate of this disorder is 13%. Research of Lam
Viét Trung (2011) shows that 11,8% of patients have signs of bladder
dysfunction after surgery. That in the research of Morino (2009): 14%,
Sterk (2005): 24.5%.

Tumor size > 5 cm is a risk factor of this dysfunction after surgery
(38,1% - 13,4%) with P = 0,012, the reason is that the tumor is large, spread to
serosal membrane, making it hard to dissect and release rectum while may
causing injury to nerves om the sides of rectal wall. Morino (2009) also presents
that tumor size is a risk factor causing bladder spasm. Preoperative radiotherapy
is not a factor causing bladder spasm (P =0,954).

Patients having BMI > 25 (50%) also have rates of this complication
higher than patients having BMI <25 (16,3%) with P = 0,021. The reason is
that the patients is obese, have many adipose tissues occupying pelvic space,
resulting in reduced possibility of dissection and increased risk of damaging
branches of inferior hypogastric plexus.

4.3.3. Postoperative functional results
4.3.3.1. Digestive functions:
* Low anterior resection syndrome

This research shows symptoms of low anterior resection syndrome:
Frequency of defecation - fecal incontinence - fecal urgency of patient group
6 months after surgery are improved when compared with the time of 1
month after surgery (P index corresponding to symptom: 0,028; 0,038;
0,002) This result helps doctors have a basis to advise patients because after
surgery patients often feel shy and inconvenient when affected by these
symptoms of this syndrome at high frequency.

Rate of fecal incontinence after 6 months of this research is 46,2%, and
that in other researches in the world varies from 27,9% to 63%. Most of
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researches provide evaluations after 12 and 24 months, so symptoms of this
syndrome are optimistic. Research of Nguyén Trong Hoe (2009) shows that
continence returns to normal after 12 months.

Comparing 3 symptoms of this syndrome with anastomosis location
shows that all of low and very low colorectal anastomosis and coloanal
anastomosis have improved results after 6 months. The most remarkable
improvement is shown on patients having low anastomosis, with P < 0,05 for
all of the 3 symptoms; regarding 2 other types of anastomosis: Very low and
coloanal anastomosis also show improved results (P>0,05). Researches on
sphincteric preserving surgery show that frequency of defecation is 2-4
times, and continence varies from 40 to 50%. Analysis of Martin (2012)
shows that 51,2% of patients have complete continence, 29,1% have fecal
incontinence, 23,8% cannot control flatus, and 18,6% have reoperation for
creating artificial anus.

* Evaluating continence:

Research shows that after 6 months, Werner score decrease significantly
and there is a difference compared with the time of 1 month after surgery
(P=0,004). Furthermore, regarding anastomosis location, there is a
remarkable improvement in group having low anastomosis (P=0,027): after 6
months their Werner score decreases significantly (3,7 + 3,2), showing that
patients having low anastomosis can soon return to normal life and join
social activities. Group having coloanal anastomosis (P=0,041) also has their
Werner score decreased (P=0,041). However, mean score of this type of
anastomosis is still high (7,9 = 4,3), showing that anal canal pressure is
remarkably affected when combined with ISR.

* Impacts of anastomosis location on postoperative continence

According to Bretagnol (2004), tumor location has significant impact
on risk of sphincteric incontinence after surgery (P < 0,001); the reason
causing incontinence after ISR is the decrease of anal sphincteric function.
And if a portion of internal sphincteric is dissected and anastomosis is created
right above dentate line, a loss of 30% of anal pressure in rest condition shall
result; and in the case of total dissection of internal sphincter, that shall be
70%. The author also show difference in Werner scores of the two groups
having ISR and low anastomosis (10,6 — 6,9; P <0,01) and need more anti-
diarrhea medication.

Saito (2014) sees no difference in digestive function between the groups
having partial and total resection of internal sphincteric. Barisic (2011)
emphasizes that although fecal and flatus continence is still a problem after
ISR, most of the patients still enjoy comfort and improvement.
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4.3.3.2. Sexual function

Rate of patients having loss of libido is 25,7%, and rate of reduced and
loss is 74,3%. Research of Nguyén Minh An on evaluating sexual function of
female patients after rectal cancer endoscopic surgery show that 66,7% of
patients have loss/reduction of this activity. Research of Tri¢u Triéu Duong
(2012) shows that 74% of male patients have sexual activities after surgery,
however 66,7% of patients have loss/reduction of this activity.

Rate of erectile dysfunction: 71,4%; reduction of semen volume:
85.7%. This result show that middle and low rectal cancer surgery may easily
cause injury to nervous branches of inferior hypogastric plexus, both
sympathetic and parasympathetic ones.

Three regions are determined as in risk of nervous injury: 1 in
abdominal region and 2 in pelvic region. As such, while dissecting pelvic
section of rectum, it is important to follow superior mesorectum to avoid
causing injury to nervous branches while still meeting cancer surgery
requirements.

4.3.4. Post-operative desease free and recurrent result
4.3.4.1. Patient status

The research follow-up 85/88 patients, and 80 (94,1%) patients survive.
Rate of recurrence (local and metastasized) is 9,76% after excluding death
cases caused by other reasons (heart failure, respiratory failure, cachexia)
5,9% (5/85) of the patients died, of whom 40% (2/5 patients )died of
recurrence: 1 case of liver metastasis, 1 case of lung metastasis. Other causes
are severe diseases: heart failure, respiratory failure, cachexia
4.3.4.2. Postoperative survival time

Regarding the 85 patients we are keeping contact with after surgery
with follow-up period of 2-43 months, 3-year postoperative survival rate is
90,4%. Log-rank test (sig - Chi Square = 2,004, P = 0,367) and Kaplan-
Meier chart shows that 3-year survival rate corresponding to each stage I, I,
and III is 100% - 81.2% - 92.6%. There is a difference between Stage 1 and
Stage 2,3, but there is no difference between Stage 2 and Stage 3. 5 year
survival rate of previous researches varies from 70% to 90%. In our research,
3 year survival rate is 90,4%, but the evaluation is only 3 years long, which is
not persuasive enough.

In the research of Liu (2011), 5 year survival rate of the two patient
groups in Stage I and III has a difference (71,3% and 51%) with P < 0,05,
but rate of local recurrence does not have difference, mostly occurring in the
first 24 months. Regarding endoscopic TME, it is recommended to be
cautious with tumor being >4 cm and patients being > 75 years old.
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In the research of Martellucci (2014), 5 year survival rate and 10 year
survival rate are 77% (116 patients) and 54% (31 patients), local recurrence
4,8%. The author also compares cancer treatment results of endoscopic
surgery and open surgery: Number of dissected nodes, postoperative survival
rate. In the research of Akagi (2013), comparison of ISR and rectal dissection
shows that there is no difference in 5 year recurrence-free survival rate,
although this rate of ISR is higher (81,7% vs 70,2%) (P=0,136).
4.3.4.3. Rate of local recurrence and metastasis after surgery

In this study, there were 3 cases of patients who died without recurrence
but due to heart failure, respiratory failure, cachexia, so we assessed
recurrence in 82 patients. Follow-up period of the research is 2 - 43 months
with rate of recurrence (metastasis and local) is 9,76%, increasing
corresponding to stage of disease (0% - 10,7% - 15,2%)); although there is no
difference, it can be seen that when stage of disease increases, risk of
recurrence also increases. Rates of local recurrence and distant metastasis are
1,22% - 8,54% respectively, increasing corresponding to stages of disease.
While researching on factors affecting rate of recurrence, extent of local
tumor invasion of T3-T4 tumor is P = 0,049. Research of Nguyén Minh An
(2013) on endoscopic surgery in low rectal cancer treatment shows a rate of
recurrence of 16,4%, increasing corresponding to extent of invasion of T2 — T3
— T4 tumor (0% - 4,8% - 10,7%), which means that it is necessary to be
cautious when indicating laparoscopic sphincteric preserving surgery for T3 -
T4 rectal cancer. In the research of Truong Vinh Qui (2018), local recurrence
relates to tumor differentiation, lymphatic metastasis and tumor size (P <0,05).

A number of other factors show increased risk of recurrence:
anastomotic leakage (25%); resection margin < 1,0 cm (20%); lymphatic
metastasis (15,2%), although there is no statistical significance. Research of
Nguyén Vin Hiéu (2002) shows a rate of recurrence (local and metastasized)
after sphincteric preserving surgery of 19,8%, and local recurrence is
closedly related to surgical approach, tumor location, tumor size, and
lymphatic metastasis. Research of Nash (2010) shows that resection margin
< 8mm has a rate of local recurrence much higher than resection margin >
8mm (5% - 2%, P <0,001).

* Local recurrence and metastasis of coloanal anastomosis

In our research on 18 patients having coloanal anastomosis, we cannot
contact 1 patient. In this group, rate of recurrence is 1/17 patients (5,88%).
Research of Nguyén Trong Hoe (2009) shows rates of local recurrence and

46

distant metastasis of 26,1% - 17,5% respectively, and the author suggests that
it is necessary to pay sufficient attention to circumferential resection margin,
cell histology (poorly differentiated and mucin-producing carcinoma have
higher rate of local recurrence). Research of Koyama (2014) compares
results of 3 surgical approaches: coloanal anastomosis, low/very low
anastomosis, and rectal resection shows no difference in terms of stages of
disease among the 3 groups; rates of local recurrence (local and
metastasized) are: 7,8% - 11,7% - 12,1%. Rates of local recurrence are: 2,6%
- 5,9% - 6,1% respectively; 5 year postoperative survival rates are: 76,4% -
80,7% - 51,2% respectively; 5 year recurrence-free survival rates are: 93,5%
- 88,2% - 87,9%. These results show that TME combined with coloanal
anastomosis provide better oncological results than rectal resection does.

In the research of Saito (2014) on 199 patients having ISR with or
without partial resection of external sphincter, 7 year survival rate is 76,6%
with rate of ling metastasis, local recurrence and liver metastasis being 14,1%
- 13,6% - 7,5%. The author shows that with patients having T3-T4 tumor,
neoadjuvant chemoradiotherapy is necessary, because this helps reduce risk
of local recurrence after ISR, although there is no difference in terms of
survival rate and disease-free survival rate. Research of Akagi (2013) on 124
patients having ISR show that rate of recurrence is 16,1%, increasing
corresponding with Stage I, 11, I1I at 4,7% - 19,5% - 25%. This research also
compares 1 surgical approaches: ISR and APR and shows that: 5 year
postoperative survival rates, rates of local recurrence, and rates of distant
metastasis do not have difference. Experience and skills of surgeons play
important roles. Research of Akasu (2008) on 103 patients having partial
intersphincteric resection and 17 patients having total intersphincteric
resection with average follow-up period of 3,5 years (0,9 — 11 years) shows
that factors affecting (P < 0,05) 3 year rate of recurrence of ISR are: T3
tumor, Stage III, resection margin (+); CA 19-9 > 37 U/mL.

Thus, researches in Viet Nam and in the world show that laparoscopic
sphincteric preserving surgery is a viable option for middle, low and very
low rectal cancer; in addition to advantages of early results, long-term
oncologic results are also very feasible.
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CONCLUSIONS

By researching on and analyzing indications for and results of
laparoscopic sphincteric preserving surgery in middle and low rectal cancer
treatment on 88 patients from 01/2015 to 06/2018, we have reached
following conclusions:

1. Indications for sphincteric preserving surgery for middle and low
rectal cancer treatment
1.1. Tumor location

- Location of lower margin of tumor is within 3 = 5 ¢cm determined by
rectal examination and S5 - coccyx determined by MRI helps accurately
predict possibility of applying coloanal anastomosis. Decision on
intersphincteric resection (partial or subtotal) depends on evaluation of tumor
location compared to dentate line.

- 100% of the case are negative resection margin. It is necessary to
conduct intraoperative biopsy with resection margin < 2cm.

1.2. Extent of local tumor invasion

- Rate of tumor > % of perimeter of the two groups T1 — T2 and T3 —
T4 are 46,2% - 85,5% respectively (P < 0,05).

- Indications for laparoscopic sphincteric preserving surgery of the
research related to tumor < T2; T3, T4 shown on MRI - CT scan films are
21,6 - 78,4% - 0% respectively.

- Rate of preoperative radiotherapy before surgery: 11.4%. It is
necessary to clearly extent of T3 tumor invasion shown on MRI to get best
treatment decision.

1.3. Sphincteric preserving surgery for middle and low rectal cancer
treatment

- Low ligation of the inferior mesenteric artery should be considered for
patients having risk factors. The technique of lowering splenic flexure does
not prolong surgical time.

- Protective stoma is used for male patient group having preoperative
radiotherapy.

1.4. Anatomical pathology features

- Classification by stage I, II, III, IV of the research: 25,0% - 36,4% -

38,6% - 0%. Lymphatic metastasis: 38.6%.
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2. Results of sphincteric preserving surgery for middle and low rectal
cancer treatment
2.1. Post-operative early result

- Death: 0%; Rates of anastomotic bleeding, early postoperative bowel
obstruction, narrowing of ileostomy, anastomotic leakage are: 5,7% - 2,3% -
7% - 10.2%.

- Postoperative bladder spasm: 19.3%. BMI > 25 has effect on this
complication (P < 0,05).

- Length of stay: 11.87 £ 5,42 days. There is no difference between
surgical approaches, but there is a difference between the 2 groups having
and not having anastomotic leakage (P< 0,05).

2.2. Factors affecting low colorectal anastomotic leakage

- Rate of anastomotic leakage: 10,2%, rate of reoperation of the group
having anastomotic leakage: 22.2%.

- BMI > 25 is the factor causing anastomotic leakage (P < 0,05).

- Number of cartridge used being > 2 and tumor size are factor causing
increased risks of anastomotic leakage.

- Protective stoma should be applied proactively on patients having risk
factors.

2.3. Post-operative remote result
3.1. Postoperative survival time and rate of recurrence

- Expected 36 month survival rate: 90.4%. 3-year survival rate
corresponding to each stage I, II, and IIT is 100% - 81.2% - 92.6% ( P> 0,05).

- Rate of recurrence (local and metastasized) is 9,76%. Rates of
recurrence in 21 month follow-up period by Stage L, I, III are: 0 — 10,7% -
15,2% respectively (P > 0,05)

- T3 - T4 tumor has high risk of recurrence (P = 0,049). Preoperative
radiotherapy; anastomotic leakage complication, resection margin < 1,0 cm,
lymphatic metastasis have higher risk of recurrence after surgery, but there is
no difference.

3.2. Postoperative functional results

- Signs of low anterior resection syndrome improve 6 months after
surgery as compared with that in the time of 1 month after surgery.

Postoperative Wexner scores after 1 month and 6 months are: 9,1 + 4,6
and 6,1 £ 4,3 (P=0,004). Regarding location of anastomosis, there is an
improvement in group having low anastomosis (P=0,027) and coloanal
anastomosis (P=0,041).

- Loss of libido: 25,7%; erectile dysfunction: 71,4% and reduction of
semen volume: 85.7%.
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