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PAT VAN PE

Ung thu thuc quan (UTTQ) 1a mét trong nhiing bénh ung thu kha
phd bién trén thé gidi, c6 khoang 400.000 bénh nhén ung thu thuc
quan dugc chin doan mdi nam. Ty 1& mic UTTQ khéc nhau giita cac
vung, noi co ty 1& méc cao nhu Trung Qudc, Iran va Nga. Tai Viét
Nam, UTTQ ding hang thtr 4 trong cac ung thu dudng tiéu hoa va
nam trong s 10 loai ung thu thudng gip nhit 0 nam gidi.

Ung thu thyc quan 14 bénh c6 tién lugng xau, diéu tri rat phic tap
va kho khan doi hoi ph01 hop nhleu phuong phap (phau thuat, xa tri
va hoéa tri). Trong d6 phiu thuét vin 1a mot phuong phap diéu tri ¢6
hiéu qua nhét. Phau thudt mo cat thuc quan c6 nhuge dlem 1a phai
phéi hop nhiéu duong md dé cit thue quan nén cudc md rit nang né,
¢6 nhiéu tai blen va bién chung.

Phéu thuat cit UTTQ qua ndi soi nguc phai két hop v6i mé bung
dugc Collard m6 ta va ap dung thanh cong lan dau tién vao nim
1991. O Viét Nam, PTNS diéu tri UTTQ duoc thuc hién tir nam 2003
tai Bénh vién Viét Ptic va Bénh vién Chg Riy. Sau d6 dugc ap dung
& mot s6 trung tim khac nhu Bénh vién da khoa Trung uong Hué;
Bénh vién Dai hoc Y Dugc thanh phd Ho Chi Minh, Bénh vién
108.. Cat TQ qua ndi soi nguc, tu thé nam sap, nghiéng trai 30° va
nodi soi 6 bung dugc tac gia Pham Dirc Hudn mo ta va ap dung lan
dAu tién tai Bénh vién Viét buc. Cac phiu thuat vién khac thuong
su dung tu the nam sp, nghiéng trai 90°. Céac nghién ctru déu cho
thay PTNS cét TQ ¢6 nhiéu wu diém hon phau thuat mo vé két qua
som: giam dau, nhanh hdi phuc, it bién chig ho hap... Tuy vay, két
qua xa vé mit ung thu nhu kha ning cit TQ rong, vét hach va dic
biét thoi gian song sau mé con 1a van dé dugc ban luén.

Xuét phét tir nhimg van dé khoa hoc va thuc tién trén, chung toi thuc
hién dé tai: “Nghién ciru rng dung phau thudt nji soi long ngwce va é
bung diéu tri ung thw thuwe qudn nguc”, nhiam hai myc tiéu:

1. Ung dung phdu thudt néi soi long nguec tw thé nam sdp, nghiéng
trdi 30° va néi soi 6 bung diéu tri ung thu thwe quan nguec.

2. Pdnh gid két qua cat thiec quan qua ngi soi long nguec tw thé nam
sdp, nghiéng trdi 30° va ndi soi 6 bung diéu tri ung thu thue quan nguec.

Nhirng dong gép méi cia ludn an

- PTNS 10ng nguc tu thé nam sép, nghiéng trai 30° 1a mot cai tién
ctia nhém nghién ctru: v6i tu thé va cach dat trocart da gitp cho viée
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trinh bay truong md mot cach rong rii, giai phong thuc quan va vét
hach thuén loi, thé hién PTNS 1a mot phuong phap an toan, kha thi,
tai bién trong md thép.

- Truong md thuén loi nén chi can cac dung cu md ndi soi thong
thuong, khong can dén cac dung cu ndi soi chuyén dung dét tién.

- Puong md bung nho ¢6 2 loi diém:

+ Bénh thudng chin doan mudn, u 16n kéo qua vét md bung tranh
tai phat u néu kéo qua vét md c6 nhur cac tac gia khac.

+ Str dung cac dung cu tao dng da day nhu mb mé, khong phai sir
dung dung cu ndi soi tao 6ng da day nhu cac tac gia khac rat dat tién
va van dat dugc cac vu diém cua phau thuat ni soi.

Két qua sém cho thay tinh kha thi, tinh an toan va hiu qua cua
phiu thuat ndi soi 16ng nguc va & bung diéu tri ung thu thuc quan.
Kha nang nao vét hach twong duong mé6 m, tai bién 2%, bién ching
sau mo 12,5% trong s6 do 2 bién chimg thuong gap 1a ho hap va ro
miéng nbi, tr vong sau md 2%.

Két qua xa cho thiy PTNS cit TQ di mang lai chat lugng cude
song cho ngudi bénh va kéo dai thoi gian song sau md. Yéu té anh
hudng dén thoi gian song sau md 1a do biét hoa ciia mo bénh hoc va
giai doan bénh

Céu tric ctia luin 4n

Luan an dai 126 trang bao gom Dit van dé 2 trang, Tong quan 38
trang, DSi tugng va phuong phép nghién ctru 22 trang, Két qua
nghién ctru 22 trang, Ban luan 39 trang, Két luan 2 trang, Kién nghi 1
trang. Trong luan an c6 31 bang, 9 biéu dd, 21 hinh minh hoa. Tai
liéu tham khao c6 169 tai li¢u tham khao, trong d6 36 tai liéu Tiéng
Viét, 118 tai lidu Tiéng Anh, 15 tai liéu Tiéng Phap. Ngoai ra bénh
an con co cac phén: muc luc, danh muc céac chir viét tit, danh muc
bang, danh muc biéu dd, danh muc hinh, mau bénh 4an nghién curu,
phu luc, phiéu df“)ng y tham gia nghién ctru, danh sach bénh nhén
nghién ctru.

Chuong 1
TONG QUAN
1.1. Dich t& ung thw thuc quén

Ung thu thyc quan (UTTQ) nim trong s6 10 bénh ung thu trén
toan cau va ding tha 7 trong so cac nguyén nhan tir vong thuong gép
nhit do ung thu.
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Tai Viét Nam, mdi nam c6 khoang 150.000 ca mic ung thu, 75%
trong s6 ndy & giai doan tién trién. S6 truong hop tir vong hang nam
do ung thu udc tinh khoang 70.000 truong hop.

1.2. Thue trang bénh ung thu thuc quéan

Mic du di c6 nhiéu tién bod trong cac bién phap diéu tri, UTTQ
van con 1a mét trong sé cac ung thu gy tir vong cao voi ty 1& sdng
5 nam con thap.

1.3. Giai phiu thuc quén va lién quan

Thyc quan (TQ) 1a (‘Sng hep nhét cua duong ti€u hoa. TQ tan cung
bang cach md vao chd phinh to nhat, d6 1a da day. Chiéu dai cia TQ
duoc xac dinh vé mit giai phiu la khoang cach giira sun mong va 15
tam vi. O nguoi truong thanh, chiéu dai nay do duoc tir 22-28cm
(24+5), trong d6 c6 doan nam trong khoang bung dai 2-6¢m.

Lién quan ciia thyc quan: Luan an mo ta lién quan phéan thuc quan cd,
thuc quan nguc va phan thuc quan chui qua 16 thuc quan ciia co hoanh.
1.4. Cac phwong phap chin doan giai doan bénh truéec mé dbi
voi UTTQ

- Vai tro ciia chup cdt 6p vi tinh (CLVT) trong chin dodn giai
doan bénh doi véi UTTQ: Panh gia tinh trang xam lan khi phé quan;
banh gia xam l4n vao dong mach chu; Panh gia xam l4n vao hach
vung; Panh gia di cén xa.

- Vai tro ciia siéu dm ndi soi trong chan dodn giai doan bénh doi véi UTTQ:

+ Siéu 4m ndi soi chin doan mirc d6 ton thuong tai thanh thyc quan.
Nhing dic diém hinh anh SANS la co so dé phéan chia giai doan
bénh UTTQ theo hé thdng phan loai TNM ciia AJCC (2010).

+ Siéu am noi soi trong viéc khao sat cac hach tai ché va hach viung

- Vai tro ciia chup cong hwong tir (MRI) trong chin dodn giai
doan bénh doi véi UTTQ: thoi gian gan day, voi nhitng tién bd méi
trong k¥ thuat chup cong hudng tir ciing véi cac thude can quang méi
da md ra nhitng kha nang vu viét hon cia CCHT trong viéc phén loai
giai doan bénh cia UTTQ.

- PET/CT: 13 su két hop PET véi CT tuc 1a ghép 2 loai ddu do trén
mdt may va dung chung hé théng ghi nhan luu giit sé liéu, cac k¥
thuat ctia may tinh. Trong nhitng ndm gan day véi sy ra doi ciia PET,
PET/CT da giup danh gia chinh x4c hon giai doan ciia nhiéu bénh
ung thu néi chung va UTTQ noi riéng.



4

1.5. Cac phuong phap diéu tri ung thu thye quan
1.5.1. Cic phwong phdp phéu thudt diéu tri ung thw thuc qudn
a. Cit thwre quan qua dwong nguc

+ Phdu thudt Sweet

+ Phdu thudt Lewis — Santy

+ Phdu thudt Akiyama
b. Cit thue quan khong mé nguc

+ Phau thudt Orringer
c. Cit thue quéan qua ndi soi

V6i su phat trién nhanh ciia phau thuét ndi soi noi chung, trén thé
gi6i tir dau thap ky 90, phau thuat noi soi di dugc 4p dung trong phau
thuat TQ. Giéng nhu md md, PTNS ciing dan timg budc phat trién,
hoan thién va cho thdy nhimg uu diém it xam lan, thoi gian phuc hoi
strc khoe nhanh, it cac bién ching vé ho hép. Cac phau thuat phat
trién theo hai hudéng chinh la cit TQ qua ndi soi nguc - bung va cét
TQ qua ndi soi khe hoanh.
1.5.2. Vai tro cuia tia xa va hoa chit trong diéu tri ung thu thuc qudn

Viée két hop xa tri va hoa tri s€ cho két qua tdt hon so véi chi
dung xa tri hodc héa tri riéng r&. Thoi diém két hop hoa - Xa tri va
phiu thuat c6 thé khac nhau tuy theo tung trung tdm. Mot s6 nghién
cttu cho thay hoa xa tri trudc mo va hoa tri sau mo cai thién dang ké
thoi gian song sau md cia bénh nhén.
1.6. Nghién ciru a4p dung phiu thuit ndi soi trong diéu tri UTTQ
* Trén thé gidi: Luan an trinh bay nhiéu nghién ctru 4p dung phiu
thuét ndi soi diéu tri ung thu thyc quan. Céc nghién ciru cho thay ty
1¢ tai bién va bién chung ¢ nhom phau thuat ndi soi cit thuc quan
thdp hon dang ké so véi md mo.
* Tai Vigt Nam: Luan an trinh bay nhiu nghién ctru ap dung phau
thuat noi soi diéu tri ung thu thyc quan ¢ Viét nam. Cat TQ qua noi
soi nguc, tu thé ndm sip, nghiéng trai 30° va ndi soi 6 bung dugc tac
gia Pham Ptrc Huin mo ta va ap dung 1an dau tién tai Bénh vién Viét
Puc. Cac phau thuat vién khac thuong st dung tu thé nim sip,
nghiéng trai 90°. Cac nghién ctru déu cho thdy PTNS cit TQ c6 nhiéu
vu diém: giam dau, nhanh hdi phuc, it bién ching ho hip...Tuy vay,
két qua xa vé mit ung thu nhu kha ning cit TQ rong, vét hach va dic
biét thoi gian séng sau mo con 13 van dé dugc ban luan.
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* Time-prolonging result: The endoscopic for the esophageal
removal brings a better quality of life to the patient and
to prolong the lifetime after surgery.

- The post-operative quality of life: 82,8% patients have
the moderate or good quality of life

- The post-operative survival time was significantly improved. The
first-year survival rate was 87,0%; The second-year was
65,0%; The third-year was 53,0%; The fourth-year was
47,0%; and the fifth-year was 35,0%. The average
survival rate of the patient was 42,73 + 3,09 months.

* The factors affect the post-operative time:

The factors affect the post-operative time is the
histopathological differentiation and the stage of
disease.

REQUEST

The chest endoscopic and the abdominal endoscopic for the
treatment in the thoracic esophageal cancer are the
safe and feasability method. It is necessary to operate
more and monitor for a long time as well as the great
number of patients to come to precise conclusion on
this method for the esophageal removal in the
esophageal cancer treatment.
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the 5-year survival rate is 53% at the stage I; 38.8% at
the stage IIA; 38.5% at the stage IIB and 13.4% at the
stage III. In the research by Smithers and the partner
have confirmed that the 5-year survival rate is 85% at
the stage I; 33% at the stage 11A; 37% at the stage 1B

and 16% at the stage 111
CONCLUSION

1. The application of The chest endoscopic in prone
position, 30-degree left lateral positions and the
abdominal endoscopic for the treatment in the

thoracic esophageal cancer.
The endoscopic of the chest in prone position, 30-degree left lateral
positions is the improvement of the study group: The posture and
placement of the trocart help to make the presentation of the surgical
site widely, to expose the esophagus and to dredge the lymph node
easily. These advantages show that endoscopic of the chest is a safe
and feasability method and also less intracomperative complication:

- The average surgical time is 338,22 + 94,54 minutes.

- The intracomperative complication is 2,0%.

- The blood loss is negligible.

- There are not any patients must to undergo open-surgery.

- There are not any patients die during the surgery.

- The average lymph node dredging is 21,01 + 3,33 nodes.

2. The result of the esophageal removal by the chest
endoscopic in prone position, 30-degree left lateral
positions and the abdominal endoscopic for the
treatment in the thoracic esophageal cancer

* The early result:The endoscopic for the esophageal removal have
the low mortality rate and low complication rate.

- Low post-operative complication: 12,5%; The respiratory
complications and the leakage are two common complications, are
respectively 7.2% and 3.3%.

- The post-operative death rate is 2,0%.
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) . Chuong2 .
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. P6i twong nghién ciru

Nhiing bénh nhan dugc chan doan ung thu thyc quan nguc, duoc
phiu thuat ndi soi 1ong nguc va 6 bung dé didu tri ung thu thyc quan
nguc tai khoa Phau thuat tiéu hoa bénh vién Viét Puc tir ngiy
01/01/2008 dén 31/12/2014.

2.1.1. Tiéu chuén chon bénh nhin ,

- Bénh nhan dugc chan doan ung thu thyc quan nguc. Co két qua
xét nghiém mo bénh hoc 14 ung thu biéu mé vy hodc ung thu biéu
mod tuyén.

- U < T3, chua c6 xa4m lan dong mach chu, khi phé quan, mang
tim, khong c6 di cén xa.

- Pugc md ndi soi 16ng nguc va 6 bung thanh cong hodc chuyén
md m.

- Toan trang & murc d9 (0, 1, 2) theo tiéu chuin WHO.

2.1.2. Tiéu chudn loai triv

- Ung thu ctia co quan khac x4m lan, di cin thuc quan.

- UTTQ nguc khong dugc cit thue quan bang phau thuat noi soi.

- Bénh nhan gia yéu, suy kiét mirc d6 3 va 4 theo WHO.

- Bénh nhan c6 bénh toan than nang: Suy tim, bénh mach vanh
khong 6n dinh; Suy gan Child: B, C; Suy than tir mirc d6 II trd 1én;
Suy hé hap ning; HIV; Suy dinh dudng ning hodc sit can trén 15%
trong lugng co thé.

2.2. Phwong phap nghién ciru
2.2.1. Thiét ké nghién cibu: 13 nghién ctru md ta tién ciru, theo ddi doc.
2.2.2. Ci'miu

Duogc tinh theo cong thic:

22 axpx(1—p)
-3

d?
Trong do: o i
-72 =196 (v6i a=0.05); d = 0.06 (sai s0 t0i thiu cho phép).
1—

2

n=

-prty 1€ bién chimng, theo cac nghién clru gan day bién ching hod
hap 1a bién ching thuong gdp nhat sau phau thuét néi soi 1ong nguc
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va 6 bung cit thuc thyc quan. ty 18 nay tir 9,2% dén 32,4%. Chung toi
chon p = 15%.

-n: ¢ mau.

Thay cac gia tri vao ta co n = 136 (bénh nhan).
2.2.3. Cac ngi dung nghién ciru
2.2.3.1. Céc bién nghién ciru
a. Lam sang va cdn lam sang
* Ddc diém bénh nhan: tudi, , 810, tién sir, thoi gian mic bénh.
* Triéu chung lam sang: nudt nghen, sut can, dau nguc, khan tiéng.
* Chi 56 khoi co thé: BMI = Can ning (kg)/[Chiéu cao (m)]?
* Noi soi thuc qudn: nhan dinh Kkét qua: vi tri u, hinh anh u (u sui,
loét, tham nhidm; chit hep); két qua sinh thiét.
* Chup cat I6p vi tinh: nhan dinh két qua: vi tri, hinh anh u, danh gia
xam lan dong mach chu theo Picus, danh gia xdm lan khi phé quan
(KPQ), di can hach.
* Siéu dm néi soi: nhan dinh két qua: mirc d6 xam lan thanh, hach di cin.
* Do chirc ndng hé hdp: danh gia chire nang hé hap.
b. Cac ngi dung nghzen ctu diegre thu thap trong hic mo:
* Thi ngi soi nguc: sO lugng trocart, vi tri u, mire do xam lan cua
kh01 u, vi tri hach, khoang cach cat trén u (cm), tinh chit cat u, mure do
mat mau, tai bién trong md, kho khin trong mo, chuyén mé ma, thoi
gian phau thut.
* Thi ngi soi bung: Vi tri va s6 luong trocart, tinh trang da day va cac
tang trong b bung, tinh trang di can trong ) bung, murc do mét mau, tai
bién trong mo, kho6 khan trong md, chuyén mb mo, thoi gian phau thuat.
* Thi ¢6 va mé nhé bung: md bung, k¥ thuat tao dng da day, k¥ thuat
lam miéng ndi thuc quan - da day.
c. Giai phc;u bénh:
Pai thé: hinh anh dai thé, chiéu dai u (cm), khoang cach cat trén u (cm).
Vi thé: loai ung thu: biéu mé véy, biéu mé tuyén; mirc do biét hoa,
mirc d6 xam l4n thanh, di can hach, di can xa, xét nghiém tim té bao
ung thu tai dién cét trén thue quan.
* Phan loai TNM trong ung thw thyc quan theo AJCC 7™ 2010.
d. Cac noi dung nghién ciru sau mé: thoi gian tho may, tr vong sau
md, 1o miéng ndi, bién chimg ho hap, cac bién chimg khéc.
e. Pdanh gid két qua xa sau mo:
* Chdt lwong cudc song sau mo:
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67.0%. This difference is not statistically significiant
with p > 0.05. The predictor of the tumor position have
not been confirmed to be related to the post-operative
survival time.
*Histopathology

The survival rate in the adenocarcinoma patient is
100.0% and it is much higher then the squamous cell
cancer. However, this difference is not statistically
significiant with p > 0.05. It is possible that in our
study, the number of the adenocarcinoma patient was

only one patient.
* Histopathological differentiation
The survival rate of the high differentiation is 52.0%.

It is higher than the moderate differentiation (25.0%)
and non-differentiation (14.0%). This difference is
statistically significiant with p < 0.01 Su khéc biét nay
c6 ¥ nghia thdng ké véi p < 0,01. The differentiation
of the cancer significantly affects on the post-
operative survival time. In the research by Do Mai
Lam, the average survival time in the group of the
high differentiation is 36,208 + 4,262 months. It is
much higher than the survival time in the other group
with p < 0.01. It has showed that there was an
association between the differentiation and the post-
operative survival time.
* The stage of disease

The survival rate of the third stage is 20.0%.
Meanwhile, the survival rate of the first stage is 50.0%,
the second stage 1s 37%. The difference is statistically
significiant with p < 0.05. In the research by Lozach,
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IIB and 16% for the phase III. The mortality rate of
our research is the same as the mortality rate in the
research by Chen B. Meanwhile, the first-year
survival rate was 89.0%; the second-year was 67.0%.
However, The third-year survival rate and the fifth-
year survival rate of our research are lower than the
Miyasaka’s research: The third-year survival rate was
71.5%; the fifth-year survival rate was 61.5%. In the
same research by Luketich, the survival rate on 40

months was 40%.
4.6. The factors affect the post-operative time

* Age

The average post-operative survial time in the patient at the age of
0 - 40 years, 40-49 years, 50-59 years and >60 years are respectively
45.19 + 8.75 months; 35.50 + 4.53 months; 47.65 + 4.55 months and
33.53 £ 5.79 months. The average post-operative survival of the age
group between 50 and 59 is higher than the other groups. However,
this difference is not statistically significant with p = 0.336.

* The tumor size

In our research, the 5-year survival rate in the
patient at the tumor size of 3-5 cm is 40%, the tumor
size < 3cm 1s 38%. This difference is not statistically
significiant with p > 0.05. The result is the same in the
open surgery. In the research by Tabech and partner
has showed that the difference in the survial time of
the tumor size of < 4cm and the tumor size of > 4cm are
not statistically significiant.

* The tumor position
In our study, the survival rate in the patient with the
tumor is located in the 1/3 middle part of the
esophagus is 26.0%; the 1/3 lower part is 45% and the
1/3 middle part combined with 1/3 lower part is
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+ Tét: khong cé triéu chiing, hoac cac triéu chung nhe, 1€n can,
hoat dong binh thuong hodc gan binh thuong.

+ Trung binh: cac triéu ching & mirc d vua, ting hoac khong
tang can, co thé lam duoc cac cong viéc nhe.

+ Xau: khong hoat dong tré lai dugc hodc cac triéu chirng nang
phai vao vién diéu tri.

* Thoi gian séng thém sau mo:

* Pdnh gid yéu té dnh hiong toi thoi gian song thém sau mé: bao
g&m tuéi, kich thude u, vi tri u, dic diém mé hoc, do biét héa cia mé
hoc, giai doan bénh.

2.2.3.2. Quy trinh k thudt cit thie qudin qua ndi soi long ngwc va 6 bung
a. Chudn bi bénh nhan trudc mo:

- Tham kham lam sang va can lam sang dé lua chon bénh nhan
cho phau thuat. Ngoai ra mdi bénh nhan trude md con dwoc yéu ciu
lam mét sé viéc sau day nhdm cai thién chice nang ho hép, tinh trang
suy dinh dudng trudc mb :

- Bit budc bénh nhan ngimg hit thude it nhat 10 ngay trude md.

- Thyc hién mot s6 dong tac ly liéu phap vé hd hép (tap tho hit sau
su, thoi bong cao su, tap ho...) két hop dung thudc lam lodng, long
dom qua khi dung va sir dung mét sb thude c6 tac dung dan phé quan.

- V¢ sinh rang miéng.

- Tang cuong nudi dudng tinh mach dam bao > 2000 calo/ngay
cho nhitng bénh nhan cé suy dinh dudng.

b. Ky thudt mo:
* Thi ngi soi ngwe: Giai phong thyc quan va vét hach trung that

- Gay mé: Mé noi khi quan, éng Carlen 2 ndng, xep hoan toan
phdi phai khi md.

- Tw thé bénh nhén: nam sip, nghiéng trai khoang 30°.

- Cac bwoce ky thuat:

Buwére 1: DBat Trocart

Buoc 2: Dat éng soi quan sat va danh gia muc do xam l4n coa
khéi u, hach va cac tang trong nguc.

Bude 3: Phiu tich, budc, Clip cit doi quai tinh mach don (bang
budc chi hodc bing clip Hemolock. Phiu tich, Clip va cit doi dong
mach phé quan phai.

Bwéc 4: Boc tach thyc quan va hach quanh thuc quan

Bude 5: Vét hach ngi 3 khi phé quan.
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Buéc 6: Hut rira nguc, dat dan luu, né phéi va khau lai cac 16 trocart.

* Thi ngi soi bung: giai phong da day

- Tu thé bénh nhan: bénh nhin nam ngira, c6 nghiéng trai, chan
dang, tay phai dang ngang, tay trai dat doc theo than minh.

- Cac buée ky thuat:

Buwéc 1: Dat Trocart

Buwére 2: Giai phong bo cong 1on

Buoce 3: Giai phong bo cong nho.

Budéc 4: Cit cuéng mach vi trai va véthach 7, 8,9, 11

Buwéc 5: Boc tach thuc quan bung va mé rong 16 hoanh.
* Thi ¢é va mé bung nhé: Cit thuc quan c¢d va tao hinh thyuc quan

+ M ¢b trai doc bo trude co (e don chiim trai.

+ Boc tach thyc quan c6 xudng nguc cit doi thuc quan cd trén

khop trc don khoang 1 cm.

+ Mo bung 5 cm duong gitta, dudi miii trc.

+ Tao 6ng da day.

+ Keo ong da day 1én ¢b qua duong trung thit sau.

+ Lam miéng noi thyc quan - da day (tan — bén), khau vat, 1 16p

toan thé.

+ Pit dan luu canh miéng ndi va khau vét md co.

+ Mo thong hdng trang kiéu Witzel, khau dinh thanh bung.

+ Dit dan luu hé lach.

+ Poéng bung va cac 16 trocart.
2.2.4. Phwong phap xvr ly s0 liéu

- Tao tép file nhép so6 liéu trén mdy tinh bang phan mém Efidata,
vao sb liéu, lam sach sd liéu.

- Sir dung phan mém SPSS dé thuc hién cac phén tich thdng ké.

- Cac bién roi rac dugc trinh bay duéi dang ty 1& phan trim, so
sanh két qua cac nhom bang thuat toan 2.

- Céc bién lién tuc duoc trinh bay dudi dang két qua trung binh, so
sanh két qua giita cac nhom bang thuat toan test t - Student.

- Thoi gian sdng sau md dugc tinh bang phuong Kaplan-Meier.

- So sanh thoi gian sdng sau mo bang test Log rank.

- Su khéc biét co y nghia thong ké giira cic nhém khi p < 0,05.
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reflux. Most studies suggest that postoperative
mortality rates for laparoscopic surgery lower
esophageal surgery mortality of open surgery cut the
esophagus. According to Gao's study, the mortality
rate in laparoscopic surgery was 2.1%, while the
mortality rate in the surgical opening of the esophagus

was 3.8%.
4.4. The quality of life after the surgery

We classify the quality of life after the esophageal
surgical removal based on The Karnofsky
Performance Status Scale with some changes for sau
phﬁu thuat cét thuc quan dya theo chi s6 Karnofsky
and we have made a few adjustment to provide a
simpler and more convenient application process.
With this classification, 32% of the patinets are
viewed with good results, 50.8% average, 17% bad.
For the better results, the early detection is very
important, the applicaton of the modern diagnostic
method to assess exactly the stage of disease. The
continual improvement of the surgical technique
reduce the period time of the surgery and also to

reduce the post - operative time period.
4.5. The survival rate

The first-year survival rate was 87,0%; The second-
year was 65,0%; The third-year was 53,0%; The
fourth-year was 47,0%; and the fifth-year was 35,0%;
The average survival rate of the patient was 42,73 +
3,09 months. The research by Smithers and his partner
has showed that the 5-year survival rate was 85% for
the phase I, 33% for the phase IIA, 37% for the phase
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results; 2 cases had difficulty breathing on day 3 after
surgery, thorax x-ray of the lung, pulmonary
rehabilitation, mechanical ventilation, but no results, the
family asked to return on Saturday after surgery. Both
cases are considered death after surgery. Our respiratory
complications were similar to that of Chen B's 9.2%;
slightly lower than Miyasaka's 32.4%, and higher than
Palanivel's 1.54%.

- Anastomotic leak

According to Raymond D, there are many factors that affect
the Anastomotic leak: junctional technique, junctional location,
position and choose of the esophageal replacement tube. In our
study there were 5 cases (3.3%) anastomotic leakage of neck
appeared after surgery and successful conservative treatment is
by widening the incision, changing the wound daily, draining
effectively, stopping the oral intake and feeding through the
catheter opening. This rate is similar to Nguyen Hoang Bac's
study of 3.8%

- Chyle leak

We encountered two cases of chyle leak, which accounted
for 1.3% (one case of successful preservation, one with
continuous pleural effusion but no results, On the 36th day,
the thoracic duct was removed and the thoracolumbar ligation
was performed. The patient was given continuous pleural
drainage after 1 month of stable patient discharge. Our rate of
leakage is similar to that of Biere's 1.7%.
4.3.4. Death during or after surgery

In our study, 3 patients died after surgery accounted
for 2.0%. This ratio is similar to the mortality within
30 days of surgery by domestic and foreign authors
such as Trieu Duong, 1.45%, Luketich and 1.68%.
There have been a number of studies comparing
postoperative mortality between laparoscopic surgery
and open surgery for the treatment of esophageal
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) Chwong 3 .
KET QUA NGHIEN CUU

3.1. Mot s0 dac diém vé dich t& hoc
* Tudi: Tu01 trung binh: 53 05 + 8,21; Thép nhét 34, cao nhat 77;
bénh gip nhidu & nhém tudi 40-59, chiém ty 1€ 69,8%.
* Gigi: Ty 1¢ Nam/Nir: 49,67/1. Ty 1€ bénh nhan nam chiém 98%; Ty
1¢ bénh nhén nir chiém 2%.
* Cace yeu té nguy co: 61,8% bénh nhan lién quan den uong ruQu va
hut thudc, trong do ty 1€ benh nhan lién quan ca hai yéu t6 udng ruou va
hat thudc 14 42, 1%.
* Thoi glan mic bénh: Thoi gian tir khi c6 triéu chimg dau tién dén
khi dugc xac dinh UTTQ trung binh 1a 2,20 £ 2,55 thang (0,5-20
thang).
3.2. Lam sang
* Dau hiéu thuong gip nhit 1a nudt nghen, chiém 70,3%.
* S6 bénh nhan khong sut can chiém ty 1¢ 87,5%. Chi c6 2% 5O
bénh sat can trén 10% trong luong co thé.
* Bénh nhan co chi s6 BMI >18,5 chiém 84,9%.
* Trong nghién cuu c6 17/152 benh nhan hoa xa tri trude mo, chiém 11,2%.
3.3.Céan lam sang
* Hinh anh u sui chiém ty 1& cao nhat 71,0%.
* Qua ndi soi da day chung t6i thay u ¢ vi tri 1/3 gifta 56,6%, u & vi
tri 1/3 dudi 37,5%, u ¢ hai vi tri 1/3 gitra + 1/3 dudi chlem 5,9%.
* 151 bénh nhan chlem 99,3% khong co r6i loan ho hap trude mo.
Mot bénh nhan ¢6 rdi loan nhe, chiém 0,7%.
* C6 94,1% bénh nhan khong c6 xam lan dong mach chu ciia UTTQ
trén phim ChL_lp CLVT. Khéng c6 bénh nhan nao c6 xam lan dong
mach chu cua UTTQ trén phim chup CLVT ma géc Picus > 90°
* Qua siéu 4m noi soi ching t6i cling thdy s6 bénh nhén c6 xép loai
TO chiém 1,3%; T1 7,9%; T2 26 ,3%; T3 64.,5%.
3.4. Ung dung phiu thuat ndi soi Iong ngwe va 6 bung diéu tri UTTQ
3.4.1. 86 lwong Trocart

Bing 3.1. S6 Trocart

; S6 bénh nhén 2 1a o
So lwgng Trocart (n =152) Ty 1€ %
J X 3 Trocart 141 92,7
So luo‘nr% "lL"rrCocart thi 4 Trocart 9 6.0
gt 5 Trocart 2 1,3
S6 Iwgng Trocart thi 5 Trocart 150 98,7
bung 6 Trocart 2 1,3
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Nhdn xét: Trong thi nguc ching t6i chii yéu xit dung 3 trocart,
chiém 92,7%. Trong thi bung ching t6i sir dung chii yéu 5 trocart
chiém 98,7%.

3.1.2. Kj thudt tao ong da day
Bdng 3.2. Ky thudt tao éng da day

S6 Stapler S6 bénh nhén Ty 1& %
2 3 2,0
3 138 90,8
4 11 72
Tong 152 100,0

Nhan xét: 90,8% so bénh nhan dwoc tao ong da day bang 3
Stapler thang 75mm ciia hdng Johnson & Johnson.
3.1.3. Thoi gian phiu thudt
Bing 3.3. Thoi gian phiu thudt

Thoi gian phiu thuat | S bénh .
g (phIZ’lt) nh?in X+SD Min - max
Thi nguc 54,84 +24.12 30 - 150
Thi bung 152 75,20 + 14,08 30-170
Toan bd 338,22 + 94,54 180 - 720

Nhdn xét: Thoi gian phdu thudt trung binh thi nguc la 54,84 +
24,12 phut, thoi gian phau thudt trung binh thi bung 1a 75,20 + 14,08
phut; thoi gian phau thuat trung binh toan b¢ la 338,22 + 94,54 phut
3.1.4. Tai bién trong mé

Chung t6i c¢6 3 truong hop tai bién trong md chiém ty 16
2,0%: 1 truong hop chay méau dién cit/bénh nhan xo gan dau
dinh, 2 truong hop rach phé quan trai (1 trudng hop do bong
NKQ qua cang, 1 truong hop do dao SA cét phai khi phau tich
hach ngi 3 KPQ). 2 trudng hop rach phé quan trai déu duoc khau
qua ndi soi thanh cong. Khong co trudng hop nao tén thuong
than kinh quit nguoc thanh quan.

3.3.6. Ty 1é chuyén mo mé

Trong nghién cltu cua chung to6i khong cé truong hop nao phai
chuyén mé mé: ca & thi ngyc va thi bung. Nhu vay ty 16 md thanh
cong 1a 100% va ty 1¢ chuyén mo mé 1a 0%.

3.1.3. Lugng mau miit

Luong mau mat trung binh trong cudc mo 1a khong dang ké, khong

¢6 bénh nhan nao phai truyén méau trong mod. C6 mot trudng hop phai
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loss during surgery is almost negligible, one patient
(0.66%), esophageal bleeding cut area / cirrhosis. In
this case, preoperative tests are completely normal.
We only detect cirrhosis when the laparoscopic
abdominal examination. After surgery for patients
with coagulopathy who have been treated with
positive resuscitation but no results, this case is
considered postoperative mortality. In this case we
find that it is necessary to accurately evaluate Bilan

prior to surgery.
4.3.2. Bronchial laceration

In laparoscopic thoraco-abdominal surgery, bronchial injury
can be caused by direct effects from the transfer of heat from
unipolar burns, medial dredge or by invasive invasion. We have
two schools bronchial exacerbation: the first case of bronchial
epithelial lesions (T) of the membrane, transverse to the 1 cm
segment with thoracic lesions. In this case we managed by
stitching the thoracic and traumatic (T) lesions with Prolen 4.0,
draining and lung opening. After 7 days of treatment in the
patient's recovery department is more severe, treatment did not
work, the family discharged. The second case, the patient tearing
along the bronchial (T) 1 cm. We performed sutures with Prolen
4.0, drainage and lung opening. This case after the treatment, the
lungs appear left lung image due to occlusion upper lobe, has
conducted bronchial aspiration cleaning. In this case, after the
treatment, the left lung image appears images atelectasis by
block of branch upper lobe, conducted bronchoscopy for
bronchial. The result is that the patient recovered, discharge
from hospital.
4.3.3. Early complications after surgery

- Respiratory complications: There were 11 cases of
respiratory complications, accounting for 7.2% of cases,
of which 9 cases of pleural effusion had to be
resuscitated with intraperitoneal dialysis for good
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these, the number of thoracic lymph ganglions was 12.99 +
5.47; the abdominal lymph ganglions were 8.02 *= 1.59.
Smithers BM’s study, the number of lymph ganglions removed
was 11. In the study of Osugi, the number of lymph ganglions
obtained was 34.1 £ 13.0. Iwahashi and colleagues compared
46 patients who underwent open-cut surgery and 46 patients
who underwent esophageal surgical resection, the results of
the number of dredged lymph ganglions in the two groups
were not significant.
4.2.4. Transfer to open surgery

The incidence of transfer to open surgery according to
Luketich’s study was 5.3%, according to Hoang Trong Nhat
Phuong, 2%, Trieu Duong Duong at 2.9%. In our study no case
be transferred to open surgery. We are especially interested in
bilan before surgery, carefully evaluate the patient and the
ability to remove the tumor. The surgical procedure is always
performed carefully and in particular to master the anatomy of
the esophagus, related components: bronchial gas, large blood
vessels in the thorax...
4.3. Complications

In our study, 3 patients had surgical complications of
2.0%, including 1 case of bleeding cut, 2 cases of
bronchial tear (2 cases of bronchial laceration included
1 case with thorax injury). There were 19 patients with
postoperative complications, accounting for 12.5% (11
cases with respiratory complications accounted for
7.2%, 5 cases of anastomotic leak accounted for 3.3%,
2 cases chyle leak accounted for 1.3%, 1 case of

surgical infection accounted for 0.7%.
4.3.1. Blood loss

In the studies of many authors have shown that
surgical removal of esophageal endoscopy has less
blood loss than open surgery. More or less bleeding
depends on the tendency of lymph ganglions removed.

In our study, the majority of patients with blood
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truyén 3 don vi mau sau md do 1a trudng hop chay mau dién cit/bénh
nhan so gan dau dinh duoc phat hién luc mo.
3.1.4. 86 hach vét dwoc

Bing 3.4. Sé hach vét dwoc

S6 hach vét dwge | SO bénh nhén X +SD Min - max
Hach nguc 12,99 + 5,47 5-28
Hach bung 152 8,02+1,59 3-18

Toan bd 21,01 +£3,33 8-42

Nhdn xét: S6 hach vét todn bé trung binh la 21,01 + 3,33 hach; it nhat la
8 hach, nhiéu nhat la 42 hach. Trong do, 56 hach nguee trung binh la 12,99
+ 5,47 hach, 56 hach bung thu doc trung binh la 8,02 £ 1,59.
3.2. Két qua sau md
3.2.1. Két qui som
3.2.1.1. Bién chitng
Bdng 3.5. Cac loai bién chikng sau phdu thugt

Bién chirng S6 bénh nhin Ty 18 %
H6 hip 11 72
RO miéng noi 5 3,3
Ro dudng chap 2 1,3 12,5
Nhiém khuan vét md 1 0,7
Khoéng c6 bién chiung 133 87,5
Téng 152 100,0

Nhén xét: Ty I¢ bién chimg som sau ph,d~u thudt chiém 12,5%.
Trong do bien chumg ho hdp gap nhiéu nhat chiem 7,2%, 3,3% ro
miénﬂg noi, 1,3% bénh nhdn ro duong chdp, 0,7% bénh nhdan nhiém
khudn vet mo.
3.2.1.2. Tir vong

Trong nghién ctru cta ching t6i c6 3 bénh nhén tir vong sau md:
mot bénh nhér} chay mau dién cat thuc quan/xo gan dau dinh; 2 bénh
nhan suy hd hap sau mo.
3.2.1.3. Hep miéng néi

Trong nghién ctru cua ching t6i ¢6 5 bénh nhan hep miéng péi
sau mo chiém 3,3%. Ca 5 bénh nhan nay ching t61 déu di€u tri bang
cach nong thyuc quan qua ndi soi va cho két qua tot.
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3.2.2. Két qud xa

vTrong 152 bénh phén nghién curu, trir 3 bénh nhan tu vong sau
md, 2 bénh nhan mat tin. Con lai 122 bénh nhén c6 tin tirc day du
trong d6 bénh nhan c6 thoi gian theo doi dai nhat la 69 thang, ngan
nhat 1a 5 thang. C6 66 bénh nhan da chét, 56 bénh nhan con song.

3.2.2.1. Chiit lwong cujc song

Bdng 3.6. Xép logi chit lwong cujc séng sau mé

Xép loai S6 bénh nhén Ty 1& %
Tt 39 32,0
Trung binh 62 50,8
X4u 21 17,2
Tong 122 100,0

Nhén xét: C6 32,0% bénh nhén cé chat lwong cudc sé'ng sau moé
tot; 50,8% chat lu’ang‘cuéc song sau mo trung binh; 17,2% chat
lwong cudc song sau mo xau.

3.2.2.2. Thoi gian sﬁ'ng thém toan bo

Thei gian séng thém toan b (thang)
Biéu dé 3.1. Thoi gian séng thém toan bj
Nhan xeét: Ty I¢ sé'ng them toan bo 1 nam la 87,0%, 2 nam la
65,0%; 3 nam la 53,0%; 4 nam la 47,0%; va 5 nam la 35,0%;.
Duong cong song thém di xuong nhanh vao nam thir 2. Thoi gian
song thém trung binh cua bénh nhdn la 42,73 £ 3,09 (thang).
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30° tilting posture also allows the surgeon and
operative to control the most comfortable
instruments without having to stretch during
surgery.

In our study, we used 3 trocars in the majority of
patients (141 patients), accounting for 92.7%; 9
patients (6.0%) had 4 trocars; 2 patients had 5
trocarts. Additional trocart should be given in
difficult cases, large tumors or sticky lung. We
found that when placing extra trocart, the
presentation for esophagealectomy and lymph
ganglion removed would be easier and later we put 4

trocart systematically.

Abdominal phase:

We used 5 trocart for 98.7% of cases, combined with small
abdominalectomy to pull the stomach and esophageal tumors
out. Create a gastric tube using a straight stapler. Small
abdominalectomy have two advantages: The disease is usually
diagnosed late, large tumors are pulled through the abdominal
cavity to avoid recurrence of u if pulled through the neck
incision as the other authors. The use of gastrostomy tube
devices such as open surgery, without the use of gastric tube
endoscopy as other authors is very expensive and still achieves
the advantages of laparoscopic surgery.

Comparison of surgical time with the authors applying
thoracic and abdominal endoscopic surgery in the treatment of
esophageal cancer. We found that the mean total surgery time
was 338.22 + 94.54 minutes, equivalent to Nguyen's surgery time,
higher than Palanivelu (220 minutes) and Chen B (270,5
minutes), and lower than the operating time of Luketich and
Miyasaka (482 minutes). The length of operation of Luketich and
Miyasaka is probably due to the fact that the author performs
the complete gastric laparotomy.

4.2.3. Lymph ganglions removed

We dredged the lymph ganglions in two location: the thorax
and the abdomen. The total number of lymph ganglions
obtained was 21.01 + 3.33 nodes, the highest was 42 nodes. Of
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important. In our study, 3 patients were over 70 years
old, accounting for 2.0%. All 3 patients recovered

well after surgery, no complications
4.2.2. Surgical technique

Thoracic phase: Posture patients, number and location of
trocart

Due to the anatomical features, the posture of the
left side of the 30 ° tilt has the advantage that the
opening angle of the chest cavity and large
diaphragm, the mediastinum and the entire length of
the esophagus do not deform and reveal almost
straight, very convenient in the process of surgery.
The entire lung at collapse weighs and the pose falls
forward so it does not interfere with sight, blood and
fluid during surgery if the discharge will flow down
to the lower position does not accumulate bleeding
position so convenient for holding blood. On the
other hand, the manipulation of the tools also
contributes to keeping the lung tight. In particular,
with this posture, the patient's spine protrudes first
to make the surgical position and esophageal tract
easier to present and clear, and to mediate more
easily. This position is different from the left side of
the 90° posture or the stomach posture because it
gives the most extensive angle of the breast
esophagus as mentioned above, while the posterior
esophagus posture is covered by the spine covering
the back. With the posture, the surgeon must remove
the trocart to the outside of the spine muscles, while
the posture is tilted to the left 30° allow to poke
through the chest wall of the relatively thin ribs. The
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3.2.2.3. Cdc yéu t6 anh hwéng dén thoi gian song thém sau mo
- Thoi gian song thém theo nhom tudi

10+ Nhom tudi

M <40
—140-49
50- 59

0.8 1 =60

T T T T T T T
0 12 24 36 48 60 72

Thei gian séng thém toan bé (thang)
Biéu @6 3.2. Thoi gian song thém toan b theo tudi
Nhan xet: Ty 1¢é sé'ng thém ciia bénh nhan nhém tudi tir 50 - 59 la
cao hon cdc nhém tuéi con lai. Tuy nhién, sw khdc biét ndy khéng cé
¥ nghia théng ké véi p> 0,05.
- Thoi gian song thém theo kich thwéc u

Kich thuae u

o] I_'_fl._L gl

=5
0.8 ’ |

0.0

cl IIJ _’I4 '<II:i 4‘“ ‘:iIU ?'IZ!
Théi gian séng thém toan ba (thing)
Biéu db 3.3. Thoi gian séng thém toan b theo kich thuwéc u
Nhan xét: Ty ¢ S(fng thém cua bénh nhdan co kich thwoc u tu
3-5cmla40,0% cao hon kich thuoc u < 3 cm la 38,0%. Sw
khéc biét nay khéng cé y nghia thong ké véi p > 0,05.



- Thoi gian thém theo vi tri u

Vitriu
= 143 gitra
~7 143 duéi
143 gitra + 1/3 dwoi

1 T

0.07

6 1‘2 2‘4 3‘6 4‘8 6‘0 7‘2
Theri gian séng thém toan bs (thing)
Biéu dé 3.4. Thoi gian song thém toan b theo vi tri u
Nhan xét: Ty Ié séng thém ciia bénh nhdn ¢ vi tri u 1/3 giita la 26,0%
thp hon vitri u 1/3 du6i va 1/3 giita két hop 1/3 dudi lan heot la 45,0%
va 67,0%. Sw khdc biét nay khong co y nghia thong ké voi p> 0,05.
- Thoi gian séng thém theo dic diém mé hoc

1.0 WM& bénh hoc
7 Bidu ma tuyén
—I1 Bigu mé vay

0.8

0.6

Cum Survival

029

6 1‘2 2‘4 3‘6 4IE EIO 7‘2
Thei gian song thém toan b (thang)
Biéu db 3.5. Thoi gian séng thém toan bé theo mé bénh hoc
Nhin xét: Ty 1é song thém ciua bénh nhin & té bao tuyén la
100,0% cao hon han té bao biéu mé vay. Tuy nhién, sy khdc biét nay
khéng cé y nghia thong ké véi p > 0,05.
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Endoscopic ultrasound plays a very important role
in esophageal cancer. It not only helps diagnose the
disease, but it also plays an important role in assessing
the surgical capabilities of the surgeon. Endoscopic
ultrasonography assesses the extent of tumor invasion
and lymph node status. This helps to diagnose the
stage correctly, from which therapeutic indication is
appropriate. In our study, endoscopic ultrasonography
evaluated the invasiveness of the patients in the study,
resulting in 1.3% at TO; 7.9% T1; 26.3% T2; 64.5%
T3.

The proportion of patients in our study was
predominantly in the first and second stages, accounting
for 63.8%, no patient was hospitalized in stage IV. Of
these, 36.2% patients were in stage III. According to
research conducted by Nguyen Minh Hai and
colleagues, patients with esophageal cancer in stage I
and II accounted for 25%, and no patient was admitted
to hospital in stage IV. Of these, 75% patients were in
stage II1.

4.2. Surgical procedure
4.2.1. Preparing patients before surgery

Patient selection and preoperative preoperative
preparation are effective in preventing complications
during and after surgery. The assessment of systemic
status, respiratory status, cardiovascular, liver and
kidney function is very important for the selection of
patients for surgical excision of the esophagus. The
authors say that age is not the main obstacle but over
70 years of age the risk of surgery increase. However,
whether or not the disease coordinates is most
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The rate of swallow choking patients was 70.3%,
which was bottom than that of Do Mai Lam’ study, with
a swallow choking rate of 98.8%. Can be explained that
our patients are selected at an earlier stage. The majority
of patients were non-swallow choking (29.6%) or level I
(66.4%) and level II (4.0%). No patients come in
complete swallow choking state or level I1I.

In our study, the prevalence of weight loss was low,
at 12.5%, because patients who did not swallow
choking or did not choking, therefore, were still
eating.

4.1.4. Subclinical characteristics

Through soft endoscopy we found that the most
common tumor location is the 1/3 middle of the
esophagus, accounting for 56.6% and the 1/3 bottom
37.5%. However, esophageal cancer has a mucosal-
spreading characteristic, which can lead to cancer in
many places. In our study, 5.9% of patients had tumors
in both at the 1/3 middle and the 1/3 bottom.

In computerized tomography, the most common
tumor location was the 1/3 middle of the esophagus
(51.9%), followed by the 1/3 bottom (45.0%), with
3.1% of tumor appear in both at 1/3 middle and 1/3
bottom. According to a study by Nguyen Minh Hai, in
25 cases of esophageal cancer were operated: cancer of
the esophagus segment 1/3 middle is 50%, segment 1/3
bottom is 16.7%, tumors appear in both the 1/3 middle
and the 1/3 bottom is 33.3%. In our study, none of the
patients had aortic invasion of the aorta at a Picus's
angle> 90 °, only 1.3% of patients had a Picus's angle
of 45°—90°.
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- Thoi gian song thém theo dd biét héa ciia méd bénh hoc

Bé biét hoa

1.09
—I7 Cao
—I Vira
Khang biét haa
087

0.0

Théi gian séng thém toan ba (thang)
Biéu db 3.6. Thoi gian séng thém toan b theo dé biét héa

Nhan xét: Do biét hoa cua mé bénh hoc anh huong toi thoi gian
séng thém sau mo. Ty l¢ séng thém cua bénh nhdn co do biét hoa
cao la 52,0%, cao hon dé biét hoa vira va khong biét hoa ty I¢
tuong dwong la 25,0% va 14,0%. Su khac biét nay co y nghia
thong ké véi p< 0,01.
- Thoi gian song thém theo giai doan bénh

I Giai doan bénh

! I

= —I7 Giai doan |

~I7 Giai doan |l
Giai doan Ill

Ty 18 (%)

T

024

0.0

T T T T T T T
1) 12 24 36 48 60 72

Théi gian séng thém toan bé (thang)
Biéu db 3.7. Thoi gian song thém toan b theo giai doan bénh
Nhan xét: Giai doan bénh anh hwong tdi thoi gian song thém sau
mo. Sy khdc biét co y nghia thong ké voi p < 0,05.
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Chuong 4
BAN LUAN

4.1. Pic diém 1am sang va cin lim sang ciia nhém bénh nhén
nghién ciru
4.1.1. Tuol, gidi, tién st lién quan

Tudi mac bénh trong nghién ctru ctia ching toi nam trong khoang tur
34 -77 tudi. Tudi trung binh cta bénh nhan 1 53,05 + 8,21. Tudi méc
bénh hay gdp nhét tir 40-59 tudi chiém ty 18 69,8%, voi hai nhom tudi
dinh cao cta bénh tir 4049 tudi (23,7%) va 50-59 tudi (46,1%). Két qua
nghién ctru nay ciing phit hop véi két qua cia cac tac gia khac & Viét
Nam nhu: tudi trung binh trong nghién cfru cia tac gia Triéu Triéu Duong
1a 54,04 +38,12, Nguyen Hoang Béc 1a 56,7 + 8,3. Tuy nhién, theo nghién
clru clia mot sd tac gia nude ngoai, tudi trung binh cta bénh nhan coa cac
tadc gia cao hon trong nghién ctu clia ching toi: trong nghién cuu cua
Luketich, tudi trung binh ciia bénh nhén 13 65; Theo nghién ciru cia Kinjo
1a 62,7 + 7.,4; Theo nghién clru ciia Miyasaka 1a 64.

Ty 1€ nam/nit trong nghién ctru cua ching t61 = 49,67/1 (98%).
Theo nghién ctru cua tac gia Nguyén Hoang Bic ty 18 nay 13 100%;
Nhung theo nghién ctu cia Luketich, ty 1€ nam/nit chi c6 4,4/1;
Theo nghién ctu cua Kinjo ty 1¢ nay la 4,1/1; Theo nghién ctru cta
Miyasaka la 5,8/1.

Ruou va thude 14 1a hai yéu t6 nguy co chinh cua céc loai ung
thu dwong tiéu hoa, ho hap trén bao gdm ca ung thu thyc quan. Qua
nghién ctru ciia ching t6i cho thay ty 18 bénh nhan nghién ruou 1a
17,1%, nghién thudc 14 12 2,6%. Ty 1€ bénh nhan nghién ca rugu va
thude 14 1 42,1%.

4.1.2. Thoi gian miic bénh

Thoi gian méc bénh hay gip nhat 1a 3 thang chiém 79,6%, trung
binh 2,2 + 2,55 thang. Bénh nhan dén bénh vién som nhét 1a 0,5
thang va mudn nhét 1a 20 thang, nhung tap trung cao 1a trong vong 3
thang, co rat it bénh nhan dén mudn sau 6 ké tir khi co triéu chung
dau tién.

4.1.3. Triéu chirng lam sang

Ty 1& bénh nhan nudt nghen 1a 70,3%, két qua nay thip hon két qua
nghién ciru ctia tac gia D6 Mai Lam, c6 ty 1¢ nudt nghen 14 98,8%. Co
thé giai thich ring bénh nhéan cua chung t6i duoc chon ¢ giai doan sém
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most common age from 40-59 years accounted for
69.8%, with two main age groups of disease is 40-49
years old (23.7%) and 50-59 years (46.1%). The results
of this study are consistent with those of other authors in
Vietnam: the mean age in Trieu Duong Duong's study
was 54.04 £+ 8.12, Nguyen Hoang Bac was 56.7 £ 8.3.
However, according to the study of a number of foreign
authors, the average age of patients of the authors was
higher in our study: in the Luketich study, the mean age
of patients is 65; According to Kinjo's study is 62.7 +
7.4; According to Miyasaka 's research is 64.

The proportion of men and women in our study was
49,67 / 1 (98%). According to research by Nguyen
Hoang Bac, this percentage is 100%; According to
Luketich’s study, the male / female ratio is only 4.4 /
1; According to Kinjo’s study, the rate is 4.1 / 1;
According to Miyasaka's research, the rate is 5.8 / 1.

Alcohol and cigarettes are two major risk factors for
gastrointestinal cancers including esophageal cancer. Our
study found that the incidence of alcoholism was 17.1%,
and cigarette smoking was 2.6%. The proportion of
patients who are addicted to alcohol and tobacco is
42.1%.

4.1.2. Disease duration

The most common period was 3 months, accounting
for 79.6%, the average of 2.2 + 2.55 months. Patients
go to the hospital as early as 0.5 month and at the
latest by 20 months but the high concentration is
within 3 months, with very few patients coming late

after 6 months since the first symptoms.
4.1.3. Clinical symptoms
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Image 3.6. Extra lifetime according to differentiation of
histopathology

Comment: Differentiation of histopathology affects
the duration of postoperative survival. The survival
rate of patients with high differentiation was 52.0%,
higher than medium and non-differentiation, the
proportion  respectively is 25.0% and 14.0%
respectively.  This difference was  statistically
significant with p <0.01.

- Extra lifetime by stage disease
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Image 3.7. Total extra lifetime by stage disease
Comment: The stage of disease affects the
postoperative survival time, which is statistically
significant at p <0.05.
Chapter 4
DISCUSS

4.1. Clinical and subclinical characteristics of the study group
4.1.1. Age, gender, related history
Age of disease in our study ranged from 34 -77 years

old. The mean age of the patients was 53.05 + 8.21. The
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hon. Pa s cic bénh nhan ¢ tinh trang khong nghen (29,6%) hodc nudt
nghen do 1 (66,4%) va nudt nghen do 1I (4,0%). Khong c¢6 bénh nhan
dén trong tinh trang nudt nghen hoan toan hay d III.

Trong nghién clru cta chung toi, ty 1& bénh nhan gy sut can
chiém ty 1¢ it 1a 12,5% vi bénh nhan khong nudt nghen hodc khong
nghen dic nén bénh nhan van an uéng duogc.

4.1.4. Pdc diém cén lam sang

Qua ndi soi 6Hng mém chiing t6i thay vi tri u hay gip ung thu nhat
1a doan thyc quan 1/3 giita chiém ty 1& 56,6% va 1/3 duéi chiém
37,5%. Tuy nhién ung thu thyc quan c6 dic tinh lan tran dudi niém
mac do d6 ¢6 thé gip ung thu ¢ nhiéu vi tri, trong nghién ctru cua
chung t6i ¢6 5,9% bénh nhan ¢6 u ¢ hai vi tri 1/3 gilta va 1/3 dudi.

Trén hinh anh cit 16p vi tinh vi tri u hay gdp nhat 1a doan thuc quan
1/3 gitra chiém 51,9%, tiép dén 14 1/3 duéi chiém 45,0%, ¢6 3,1% khdi
u xuat hién & ca hai vi tri 1/3 gita va 1/3 dudi. Theo nghién ctru cua tac
gid Nguyén Minh Hai, trong 25 trudng hop ung thu thuc quan dugc
phéu thuat c6: ung thu thuc quan doan 1/3 giita chiém 50%, doan 1/3
dudi chiém 16,7%, khéi u xuat hién & ca 2 vi tri 1/3 giita va 1/3 duéi
chiém 33,3%. Trong nghién ctru cuia ching t6i khong c6 bénh nhén
nao c6 xam lan déng mach chi ma goc Picus > 90°, chi co 1,3%
truong hop bénh nhan c6 goc Goc Picus tir 45° - 90°.

Siéu am ndi soi ¢o vai tro rat quan trong trong ung thu thuc quan.
N6 khoéng chi giup chan doan bénh ma con c6 vai trd quan trong
trong viéc danh gia kha nang phau thuat cho phau thuat vién. Siéu am
ndi soi danh gia mirc d6 xam 14n cua khéi u va tinh trang di can hach.
Diéu d6 gitip chan doan giai doan duoc chinh xéc, tir d6 c6 chi dinh
diéu tri phii hop. Trong nghién ciru ciia chung t6i, qua siéu am noi soi
dd danh gia xam lan thanh ciia cic bénh nhan tham gia nghién ctu,
két qua c6 1,3% 6 T0; 7,9% T1; 26,3% T2; 64,5% T3.

Ty 1& bénh nhan trong nghién ciru cta chung t6i nam chi yéu & giai
doan I va II chiém 63,8%, khong c6 bénh nhan nao vao vién & giai doan
IV. Trong d6 c6 36.2% bénh nhan ¢ giai doan III. Theo nghién ctru cia
Nguyén Minh Hai va cong su bénh nhan ung thu thuc quan & giai doan I
va II chiém 25%, khong c6 bénh nhan nao vao vién ¢ giai doan IV.
Trong do6 c6 75% bénh nhan ¢ giai doan I11.

4.2. Quy trinh phiu thut
4.2.1. Chudén bi bénh nhén truée mé
Viéc lya chon bénh nhan va chuén bi bénh nhan truéc md tdt co
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tac dung trong viéc phong ngira cac bién chimg trong va sau mo. Viée
danh gia tinh trang toan than, tinh trang ho hép, tim mach, chitc nang
gan than la rat quan trong dé luya chon bénh nhén cho phau thuat cét thuc
quéan. Céc tac gia cho rang tudi khong phai 1a trd ngai chinh nhung tudi
trén 70 thi nguy co phiu thuat ting cao. Tuy nhién, c6 hay khong cac
bénh phdi hop méi quan trong. Trong nghién ctru ciia ching t6i c6 3
bénh nhan trén 70 tudi, chiém 2,0%. Ca 3 BN déu phuc hdi t6t sau khi
md, khong gip bién chimg gi.
4.2.2. Kj thugt mé

Thi nguc.: Tu thé bénh nhan, sé lwong va vi tri trocart

Do dic diém giai phau, tu thé nim sip nghiéng trai 30° c6 cac
loi diém 1a goc m& cua khoang nguc va vom hoanh 16n, trung that
va toan b chiéu dai thyc quan khong bién dang va boc 16 hau nhu
thang, rat thudn lgi trong qua trinh phau tich. Toan bd phoi khi
xep xudng cb trong luong va tu thé roi xubng _phia trudc nén
khoéng can tr¢ tam nhin, mau va dich trong khi m6 néu chay ra sé
chay xudng phan thap khong dong lai vi tri chay mau nén thuan
loi cho viéc cam mau. Mit khac, khi thao tac cac can dung cu
cling gop phan giit cho phoi khong ciang lén. Dic biét, vai tu thé
nay, cot song cua bénh nhan udn ra trudc lam cho truong md va
duong vao thuc quan duoc trinh bay rong rai, rd rang va vét hach
trung that dé dang hon. Tu thé nay khac tu thé nim nghiéng trai
90° hay tu thé nim sap vi né cho tiép cén thuc quan nguc trong
goc rong nhét nhu trén da noéi, trong khi tu thé sap thuc quan bi
cot sdng che lap bo sau. Vi tu thé nim sap cac phiu thuat vién
phai choc trocart lui sat bo ngoai khéi co cot séng, trong khi tu
thé nam sip nghiéng trai 30° cho phép choc qua thanh nguc cac
khoang lién suon twong d6i mong. Tu thé nam sap nghiéng trai
30° ciing cho phép phiu thuét vién va kip mé diéu khién dung cu
thoai mai nhat ma khong phai vuron nhiéu trong lac phiu thuat.

Trong nghién ctru cia chung t6i, chung t6i su dung 3 trocart
trén phan 16n bénh nhan (141 bénh nhan) chiém (92,7%), 9 bénh
nhan (6,0%) phai dat 4 trocart, 2 bénh nhan dat 5 trocart. Viéc
phai dat thém trocart trong cac trudng hop kho, u 16n hodc phdi
dinh. Ching t6i nhan thiy rang khi dat thém trocart thi viéc trinh
bay dé phdu tich thuc quan va vét hach s& dé dang hon va sau nay
chung t6i dat 4 trocart mot cach hé théng.
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Image 3.5. Extra lifetime according to histological characteristics

Comment: The extra lifetime rate of patients in
adenocarcinomas was 100.0% higher than that of
epithelial cells. However, this difference was not
statistically significant with p> 0.05.
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Comment: The survival rate of patients with
tumor size of 3 - 5 cm was 40.0% higher than tumor
size <3 cm at 38.0%. This difference was not
statistically significant with p> 0.05.

- Extra lifetime according to tumor location
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Image 3.4. Extra lifetime according to tumor location

Comment: The extra lifetime rate of patients with
tumors located in the 1/3 middle was 26.0%, bottom
than the tumor position in the 1/3 bottom and the
combination of 1/3 middle and 1/3 bottom below 45.0%
and 67.0%. This difference was not statistically
significant with p> 0.05.

- Extra lifetime according to histological
characteristics
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Thi bung:

Ching t6i sir dung 5 trocart cho 98,7% cac trudng hop, két hop
v6i mé bung nho dé kéo da day va khdi u thyc quan ra ngoai. Tao
ong da day co st dung stapler thing. Pudng mé bung nho ¢6 2 loi
diém: Bénh thuong chan doan mudn, u 16n kéo qua vét md bung
tranh tai phat u néu kéo qua vét mo ¢d nhu céc tac gia khac. St dung
cac dung cu tao ong da day nhu mé mo, khong phai sir dung dung cu
ndi soi tao ong da day nhu cic tac gia khac rat dat tién va van dat
duge cac vu diém cua phau thuat ndi soi.

So sanh thoi gian md véi nhiing tac gia cung ap dung phau
thudt ndi soi nguc va bung trong diéu tri ung thu thyc quan.
Nghién ctru chung t6i thay: thoi gian md toan bd trung binh 1a
338,22 + 94,54 phut twong dwong véi thoi gian mo cua Nguyen,
cao hon thoi gian md trong bao cio cua Palanivelu (220 phut) va
Chen B (270,5 phat), va thap hon so véi thoi ‘glan mo cua
Luketich va Miyasaka (482 phut). So di thoi gian mé cua Luketich
va Miyasaka dai co 1& do tac gia thuc hién qué trinh tao ong da
day hoan toan qua ndi soi.

4.2.3. Nao vét hach

Chiing t6i tién hanh nao vét hach 2 ving: nguc va bung. Sé
hach léy duogc toan bo trung binh 1a 21,01 £ 3,33 hach, nhiéu nhét
1 42 hach. Trong d6 s6 hach nguc 1a 12,99 + 5,47, hach bung 1a
8,02 £ 1,59 hach. Nghién ctru cua Smithers BM, s6 hach léy duoc
la 11. Trong nghién ctru cua Osugi, sb lugng hach léy duoc 1a 34.1
+ 13.0. Iwahashi va cong su da so sanh 46 bénh nhan md mo cit
thuc quan va 46 bénh nhan phau thuat noi soi cat thue quan két
qua s hach nao vét dugc & hai nhom khac nhau khong c6 ¥ nghia.
4.2.4. Chuyén mé mé

Ty 1& chuyén md mé theo nghién ciru cia Luketich 1a 5,3%,
theo Hoang Trong Nhat Phuong la 2%, Triéu Triéu Duong la
2,9%. Trong nghién ctru cia chung toi khong c6 truong hop nao
phai chuyén md mé. Chung t6i dic biét quan tam dén bilan trude
mod, danh gia k§ bénh nhan va kha ning cit bo khbi u. Qué trinh
phau thuat ludn dugc thuc hién mot cach thén trong va déc biét
phai nim viing giai phau cua thuc quan, cac thanh phan lién quan:
khi phé quan, cac mach mau 16n trong 16ng nguc..

4.3. Tai bién va bién chirng
Trong nghién ctru ctia chung t6i, 3 bénh nhén ¢6 tai bién trong md
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chiém 2,0% trong d6 c6 1 truong hop chay mau dién cit, 2 trudng hop
rach phe quan (trong 2 truong hop rach phé quéan c6 1 truong hop kém
theo ton thuong 6ng nguc). C6 19 bénh nhan co bién chimg sau md
chiém 12,5% (trong d6 11 truong hop co bién chimg ho hép chiém ty 1&
7,2%, 5 truong hop ro miéng noi chiém 3 ,3%, 2 truong hop ro dudng
chép chiém 1,3%, 1 truong hop nhiém khuén vét mo chiém 0,7%).

4.3.1. Chdy mdu

Trong cac nghién ctru ctia nhidu tac gia déu da cho thiy phau thuat
ndi soi cat thuc quan co6 lvong mau mat it hon so v6i md mo. Luong
mau mét nhiéu hay it con phu thudc vao xu huéng nao vét hach.

Trong nghién ciru cia chung toi, phan 16n cic bénh nhan c6
lugng mau mét trong md gan nhu khong dang ké, co mot bénh
nhan (0,66%) chay mau dién cit thuc quan/xo gan dau dinh.
Trudng hop nay, trudéc mod cac xét nghiém hoan toan binh thudng.
Chung t6i chi phat hién dugc xo gan khi tién hanh noi soi thi
bung. Sau mé bénh nhan cé rbi loan dong méau di dugc diéu tri
hdi st tich cuc nhung khong c6 két qua, trudong hop nay dugc coi
1a tr vong sau mo. Qua trudng hop nay ching toi thay rang vigce
danh gia Bilan truéc md mot cach chinh xac 1a rat can thiét.

4.3.2. Réch khi phé quin

Trong phau thuat ndi soi nguc bung cit thuc quan, ton thuong khi
phé quan c6 thé do tac dong truc tiép tir sy truyén nhiét cua ddt dién
don cuc, do nao vét hach trung that hodc do u xam ln.. .Chung t6i c6
2 truong hop ton thuong phé quan: truong hop thu nhét ton thuong
phé quan goc (T) phan mang, ngang dudi chd chia 1cm kém theo ton
thuong bén ong nguc. Trudong hop ndy chung t6i xtr tri bang cach
khau lai chd ton thuong bén ong nguc va t6n thuong phé quan gbe
(T) bang chi Prolen 4.0, dat dan luu va né phdi. Sau 7 ngay diéu tri
tai khoa hoi stc bénh nhan dién bién nang hon, didu tri khong cé két
qua, gia dinh xin v&. Trudong hop thir hai, bénh nhan rach doc phé
quéan (T) 1 cm. ching t6i tién hanh khau vét rach bang chi Prolen 4.0,
dat dan luu va nd phoi. Trudng hop nay sau diéu tri, chup phdi xuét
hién hinh anh xep phdi trai do tic nhanh thily trén, di tién hanh soi
hut 1am sach phé quan. Két qua bénh nhén khoi, ra vién.

4.3.3. Bten chirng som sau mo

- Bién chimg hé hdp: Co 11 trudng hop co6 bién ching ho héap
chiém 7,2% trong d6 9 truong hop tran dich mang ph01 phai dat
lai dan lwu mang phdi két hop didu tri noi cho két qua tot, 2

41

5 years is 35.0%. The survival curve goes down
rapidly in year 2. The median survival time of the
patient was 42.73 + 3.09 (months).

3.2.2.3. Factors affecting Extra lifetime after surgery
- Extra lifetime by age
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Image 3.2. Total Extra lifetime by age
Comment: Extra lifetime rate of patients aged 50-
59 years was higher than the other age groups.
However, this difference was not statistically
significant with p> 0.05.
- Extra lifetime according to tumor size
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3.2.1.3. Narrow anastomosis

In our study, 5 patients had narrow anastomosis after surgery,
accounting for 3.3%. All 5 patients were treated with esophageal
dilatation endoscopic and performed well.
3.2.2. Late results

In 152 patients, except for 3 patients who died after surgery, 2
patients had disfigurement. The remaining 122 patients had full
information in which the patient had the longest follow-up period of 69
months, the shortest was 5 months. There were 66 patients died, 56
patients alive.
3.2.2.1. Life quality

Table 3.6. Ranked quality of life after surgery

Rank Num}) er of Ratio (%)
patients
Good 39 32,0
Medium 62 50,8
Bad 21 17,2
Total 122 100,0

Comment: 32.0% of patients had good quality of life after
surgery,; 50.8% had medium quality of life after surgery, 17.2% had
bad life quality after surgery.

3.2.2.2. Total Extra

lifetime
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Image 3.1. Total Extra lifetime
Comment: I-year total Extra lifetime was 87.0%, 2
vears is 65%; 3 years is 53.0%, 4 years is 47.0%, and
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truong hop xuét hién khé thd ngay thi 3 sau mo, chup phim phdi
thay xep phdi, diéu tri hdi stc tich cuc, thé may, nhung khong co
két qua, gia dinh xin vé vao ngay thir 7 sau mo6. Ca 2 trudng hop
nay duoc coi 1a tir vong sau mo. Ty 1é bién chimg ho hip cua
chiing t6i cling twong ty nhu nghién ctru ciia Chen B 1a 9,2%; thap
hon cua Miyasaka 32,4%, va cao hon cia Palanivelu 1,54%.

- Ro miéng noi

Theo Raymond D ¢6 nhiéu yéu té anh huéng dén ro miéng nbi: ki
thuat nbi, vi tri miéng ndi, vi tri éng thay thé thuc quan va lya chon
ong thay thé thuc quan. Trong nghién ctru cua ching toi ¢6 5 trudng
hop (3,3%) ro6 miéng noi co xuat hién sau md va duoc dleu tri bao
ton thanh cong bang cich mé rong vét mo, thay bang vét mo hang
ngay, dan lwu hiéu qua, nglmg an dudng miéng va nudi dudng qua
ong mo thong hdng trang. Ty 1€ nay cling tuong tu nhu nghién ctru
ctia Nguyén Hoang Bic 14 3,8%.

- Ro dudng chap

Chung t6i gip 2 trudng hop ro dudng chap chiém 1,3% (mot
truong hop diéu tri bao ton thanh céng, mot truong hop dan luu
mang ph01 hat lién tyc nhung khong co két qua, s6 luong dich
dudng chap qua dan luu mang ph01 khoéng giam, ngay thu 36
phai m& nguc khau lai chd rach 6 ong nguc, bénh nhan dugc dat lai
dan luu mang phéi, hut lién tuc, sau 1 thang bénh nhan on dinh,
ra vién). Ty 1& rd dudng chap cua chung toi ciing tuong tu nhu
nghién ctru cta Biere 1a 1,7%.
4.3.4. Tir vong trong hodc sau mé

Trong nghién ctru cua ching t6i c6 3 bénh nhén tir vong sau md
chiém 2,0%. Ty 1¢ nay tuong tu nhur ty 1¢ tr vong trong vong 30 ngay
phau thudt ciua cac tac gia trong va ngoai nudc nhu: Tri€u Triéu
Duong la 1,45%, Luketich la 1,68%. Da c6 nhiéu cong trinh nghién
ctru so sanh ty 18 tir vong sau md gilia phau thuat ndi soi va mé mo
trong diéu tri ung thu thyc quan, da s6 nghién ctru déu cho rang ty 1&
tr vong sau mo cua phau thuat néi soi cit thuc quan thip hon 1é tur
vong cua phau thuat mé mé cét thyc quan. Theo nghién ctru cia Gao
thi ty 1¢ tr vong trong phau thuat ndi soi 14 2,1%, trong khi d6 ty 1¢ tir
vong trong moé mo cit ung thu thuc quan la 3,8%.
4.4. Chit lwgng cufc song sau mo

Chiing t6i xép loai chét lugng cudc séng sau phiu thuat cit thyuc
quan dya theo chi s6 Karnofsky ¢ thay doi mot sé diém cho don
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gian va thuan tién trong ap dung. Theo cach xép loai ndy, s6 bénh
nhan dugc danh gia tot 1a 32%, trung binh 1a 50,8%, va 17,2% c6 két
qua x4u, Dé dat duoc két qua tdt hon viéc phat hién bénh sém la rat
quan trong, ap dung cac phuong phap chan doan hinh anh hién dai dé
danh gia chinh xac giai doan bénh, tiép tuc cai tién ky thuat mé dé rat
ngin thoi gian phau thuat, giam thoi gian hau phau.
4.5. Thoi gian sng thém toan b

Ty 1€ séng toan bd 1 nam la 87,0%; 2 nam la 65,0%; 3 nam la
53,0%; 4 nam la 47,0%; va 5 nam la 35,0%; Thoi gian séng thém
trung binh ctia bénh nhén 1a 42,73 + 3,09 thang. Theo nghién ctru cta
Smithers va cong su ghi nhan ty 1& sdng 5 nim 85% dbi vai giai doan
I, 33% dbi voi giai doan ITA, 37% ddi v6i giai doan 1IB va 16% dbi
voi giai doan III. Ty 1é séng toan bo trong nghién ctru ciia chiing t6i
tuong tu nhu nghién ciru ciia Chen B trong d6 ty 1& séng toan bo 1
nim 1a 89,0%; 2 nim 1a 67,0%. Tuy nhién khi danh gia ty 1 séng
toan bo & 3 nim, 5 nam thi két qua ciia chung toi thap hon so véi
nghién ciru ciia Miyasaka: ty 1& song toan bd 3 nam 1a 71,5%; 5 nim
1a 61,5%. Theo nghién ciru ctia Luketich ty 1¢ song toan bo sau 40
thang 1a gan 40%.
4.6. Cac yéu t6 anh hwong dén thoi gian song thém sau mé

* Thoi gian song thém theo nhém tudi

Thoi gian sdng thém trung binh sau mo ciia bénh nhan & nhom
tudi < 40 tudi, 40-49 tudi, 50-59 tudi va > 60 tudi lan luot 1 45,19 +
8,75 thang; 35,50 + 4,53 thang; 47,65 + 4,55 thang va 33,53 + 5,79
thang. Nhom tudi tir 50 - 59 ¢6 thoi gian séng thém trung binh sau
md cao hon cac nhom tudi con lai. Tuy nhién, sy khac biét nay khong
¢6 ¥ nghia thong ké véi p = 0,336.

* Thoi gian song thém theo kich thwéc u

Trong nghién ctru cia chung t6i, ty 1& sdng 5 nim sau md cia
bénh nhan nhém kich thuéc u tor 3-5cm 1a 40% cao hon kich
thude u < 3em la 38%. Su khac biét nay khong c6 ¥ nghia thong
ké vai p > 0,05. Két qua nay ciing twong tu nhu trong md md. Theo
nghién ciru cuia Tabech va cong sy cling thiy rang thoi gian song cua cac
khéi u < 4cm va cac khdi u> 4cm khac nhau khong ¢6 ¥ nghia khong ké.

* Thoi gian séng thém theo vi tri u

Trong nghién ctru ciia chiing toi, ty 18 sdng thém cta bénh nhéan &
vi tri u 1/3 gitra 1a 26,0%; 1/3 dudi 1a 45% va 1/3 giita két hop véi
1/3 duéi 1 67,0%. Su khac biét nay khong co y nghia thong ké véi p
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The average blood loss during surgery is negligible,
no patient had a blood transfusion during surgery.
There is one case to transmit 3 units of blood after
surgery, this is the case of bleeding in the cut /

cirrhotic patients detected during surgery.
3.1.4. Number of ganglions removed
Table 3.4. Number of ganglions removed

N}lmber of Num_ber of X +SD Min - max
ganglions removed patients
Thoracic ganglion 12,99 + 5-28
152 5,47
Abdominal ganglion 8,02 +1,59 3-18
Total 21,01+ 8-42
3,33

Comment: The average number of ganglions removed is 21,01 + 3,33
ganglions; minimum is 8 ganglion, maximum is 42 ganglions. In it, the
average number of thoracic ganglions is 12,99 + 5,47 ganglions, the
average number of abdominal ganglions is 8,02 £ 1,59 ganglions.

3.2. Postoperative results

3.2.1. Early results

3.2.1.1. Complications

Table 3.5. The types of complications after surgery

Complications N;;lil;l;:f Ratio (%)
Respiratory 11 7,2
Anastomotic leak 5 33
Chyle leak 2 1,3 12,5
Infection of incision 1 0,7
No complications 133 87,5
Total 152 100,0

Comment: The rate early postoperative complications accounted
12,5%. In which, respiratory complications are most common,
accounting for 7,2%, 3,3% have leak anastomosis, 1,3% of patients
have leak chyle, 0,7% patients have an infection of incision.

3.2.1.2. Death

In our study, 3 patients died after surgery: a patient with esophageal
bleeding cut area / cirrhosis ; 2 patients with postoperative respiratory failure.
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Table 3.2. Gastrostomy tube placement technique
Number of Stapler Num}) er of Ratio (%)
patients
2 3 2,0
3 138 90,8
4 11 7,2
Total 152 100,0

Comment: 90,8% of patients were placed on gastrostomy tube by
3 straight Stapler 75mm of Johnson & Johnson.
3.1.3. Time of surgery
Table 3.3. Time of surgery

Time of surgery Number
. of X+SD Min - max
(minute) .
patients
Thoracic phase 54,84 + 24,12 30-150
Abdominal phase 152 75,20 + 14,08 30-170
Total 338,22 + 180-720
94,54

Comment: Average surgery time in thoracic phase is 54,84
+ 24,12 minutes; average surgery time in abdominal phase is
75,20 * 14,08 minutes; average surgery time is 338,22 + 94,54
minutes.
3.1.4. Complications in surgery

We have 3 cases of complications in surgery accounted for 2.0%:
1 case of bleeding in the cut / cirrhotic patients, 2 cases of left
bronchial laceration (1 case is due to overstretched endotracheal ball,
1 case is due to SA knife cut when ganglions dissection at the fork
trachea-bronchi). 2 cases of left bronchial laceration are successfully
stitching through endoscopy. No cases have recurrent laryngeal nerve
damage.
3.3.6. Ratio of transfer to open surgery

In our study no case be transferred to open surgery: both in the
thoracic phase and the abdominal phase. Thus, the rate of successful
surgery is 100% and the rate of transfer to open surgery is 0%.
3.1.3. Blood loss
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>0,05. Yéu td tién luong cua vi tri u chua dugc khang dinh 1a c6 lién
quan dén thoi glan song thém sau md.

* Thoi gian song thém theo moé bénh hoc

Ty 1& song thém ciia bénh nhan ung thu biéu mé tuyén 1a 100,0%
cao hon han ung thu biéu mé vay. Tuy nhién, sy khac biét nay khong
¢6 ¥ nghia thong ké voi p > 0,05. C6 thé do trong nghién ciru cia
ching t6i s6 bénh nhan c6 té bao biéu mé tuyén chi co 1 bénh nhan.

* Thoi gian séng thém theo d¢ biét hoa ciia mé bénh hoc

Ty 1€ séng thém cua bénh nhan c6 dd biét hoa cao 1a 52,0%, cao
hon d6 biét hoa vira va khong biét hoa ty 1¢ twong duong 1a 25,0%va
14,0%. Sy khéc biét nay c6 y nghia thong ké véi p < 0 ,01. Mirc do
biét hoa cua ung thu lai anh huong 13 rét t6i thoi gian song sau mo.
Theo nghién ciru cua tac gia DS Mai Lam thoi gian song thém trung
binh cia nhom biét héa cao 1a 36,208 + 4,262 thang, cao hon hin
thoi gian song thém ciia nhom biét hoa vira va nhom khong biét hoa
voi p < 0,01. Cho thiy c6 su lién quan giira do biét hoa va thoi gian
song thém sau mo

* Thoi gian song thém theo giai doan bénh

Ty 1é song thém cuia bénh nhan & giai doan III 1 20,0%, trong khi d6
ty 1¢ séng thém cta bénh nhan & “giai doan 1 1a 50%; giai doan II 1a 37%.
Su khdc biét nay c6 ¥ nghia thong ké voi p < 0,05. Theo nghién ctru
ctia Lozach’ ty 18 sng 5 nam 1a 53% db6i véi giai doan I, 38,8% dbi
v6i giai doan 1A, 38,5% dbi véi giai doan IIB va 13,4% dbi véi giai
doan III. Theo nghién ctru cua Smithers va cong sy ghi nhan ty 1¢
song 5 nam theo giai doan ung thu thyc quéan sau phau thuat noi soi
cat thue quan. Két qua: ty 18 song 5 nam la 85% doi v6i giai doan 1,
33% @di voi giai doan IIA, 37% dbi voi giai doan 1B va 16% dbi voi
giai doan IIL

KET LUAN

1. Ung dung phglu thuét ni soi lf)ng nguc tuw thé nim s:ip, nghiéng
trai 30° va ndi soi 6 bung diéu tri ung thu thuc quéan nguc

PTNS 16ng nguc tu thé nim sap, nghiéng trai 30° 1a mot cai tién
ctia nhom nghién ctru: véi tu thé va cach dit trocart nhu vay da gitp
cho viéc trinh bay truong md mot cach rong rii, giai phong thuc quan
va vét hach thuan loi, the hién PTNS la mdt phuong phap an toan,
kha thi, tai bién trong mé thap:
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- Thoi gian m6 trung binh 1a 338,22 + 94,54 phit.

- Tai bién trong mé chiém 2,0%.

- Luong mau mat khong dang ké.

- Khéng c6 bénh nhan phai chuyén mé mé.

- Khong c6 bénh nhan tir vong trong md.

- S6 hach nao vet duoc trung binh la 21,01 + 3,33 hach.

2. Két qua cit thue quan qua ndi soi long nguc tw thé nam sap,
nghleng trai 30° va ndi soi 0 bung diéu tri ung thu thue quan nguc

* Két qud sém: PTNS cat TO c6 ty I¢ tir vong, tai bién va bién
chirng thap

- Bién chimg sau md thap: 12,5%; bién chimg h6 hip v ro miéng ndi
14 hai bién chimg thudng gip chiém ty 1¢ 1an luot 13 7,2% va 3,3%.

- Ty 18 tir vong sau mo: 2,0%.

* Két qud xa: PTNS cat TQ da gitip mang lai chat luwong cuoc
song cho nguwoi bénh va kéo dai thoi gian song sau moé

- Chat lugng cude song sau md: 82,8% bénh nhan c¢6 chét luong
cudc sdng duoc xép vao loai tét va trung binh.

- Thoi gian song sau md d duoc cai thién dang ké. Trong d6 song
toan bo 1 nam la 87,0%; 3 nam la 53,0%; va 5 nam la 35,0%. Thoi
gian song them trung binh 14 42,73 + 3,09 (thang)

* Cdc yeu 16 anh huwong dén thoi gian song thém sau mo:

Yéu t6 anh huong dén thoi gian song sau md 1a do biét hoa cia
mo bénh hoc va giai doan bénh.

KIEN NGHI

Phéu thuét ndi soi 10ng nguc va 6 bung diéu tri ung thu thuc quan
nguc la phau thuét co6 tinh kha thi, an toan va hiéu qua. Can tiép tuc
tién hanh nhiéu hon va theo dai trong thoi gian dai cling nhu )
lwong bénh nhan 16n dé c6 nhimg két luan chinh xac vé phuong phap
nay trong cét thyc quan diéu tri ung thu thuc quan.
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* Body mass index (BMI) >18.5 accounting for 84.9%.

* In the research, there were 17 out of 152 patients having undergone
chemo-radiotherapy prior to surgeries, accounting for 11.2%.

3.3. Subclinical

* Images of papilloma are highest: 71.0%.

* Through gastric endoscopy, we found 56.6% tumors
in the middle third part of the esophagus, 37.5% in the
lower third part, and 5.9% of two positions of middle
third plus lower third part 5,9.

* 151 (99.3%) patients didn’t have any preoperative
respiratory dysfunction. One patient had mild respiratory
dysfunction, accounting for 0.7%.

* 94.1% of the patients didn’t have any esophageal
cancer invasion of the aorta as shown in the computed
topography scan. No patients had esophageal cancer
invasion of the aorta as shown in the CT scan with

Picus angle > 90°
* Through endoscopic ultrasound, we found that the number of
patients classified as TO, T1, T2 & T3 are 1,3%, 7.9%, 26.3% and
64.5% respectively.
3.4. Application of thoracoscopic surgery and laparoscopic
surgery for esophageal cancer
3.4.1. Number of Trocarts

Table 3.1. Number of Trocarts

Number of Ratio

Number of Trocars patients (n = 152) (%)
Number of Trocarts 3 Trocart 141 22,7
in thoracic phase 4 Trocart 2 6,0
5 Trocart 2 1,3

Number of Trocarts | 5 Trocart 150 98,7
in abdominal phase | 6 Trocart 2 1,3

Comment: In the thoracic phase, we mainly use 3 trocarts,
accounting for 92.7%. In the abdominal phase, we mainly use 5
trocarts, accounting for 98,7%.

3.1.2. Gastrostomy tube placement technique
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+ Carry out jejunostomy applying Witzel
tecnique, stich to the abdominal wall.
+ Insert an armpit drain.

+ Abdominal closure and troccar wound closure.
2.2.4. Data processing method

- Create a file for data entry with Efidata software, enter data, treat
data.

- Use SPSS software for analytic and statistic purposes.

- The interrupted variables are presented as percentage, compared
the results of different groups with algorithm 2.

- The continuous variables are presented as average, compared the
results between different groups with algorithm test t - Student.

- Postoperative survival rate is calculated with the Kaplan-Meier
estimator.

- Compare postoperative survival by the logrank test.

- The difference between the groups is statistically significant
when p < 0,05.

Chapter 3
RESEARCH RESULTS

3.1. Some epidemiological features

* Age: Average age: 53.05 £ 8.21; Youngest 34, oldest 77; most
common in the age group from 40-59, accounting for 69.8%.

* Gender: The male/female ratio: 49.67/1. Male patients are of 98%;
whilst female patients are of 2%.
* Risk factors: 61.8% patients have some connection to drinking alcohol
and/or smoking, of which 42.1% relate to both drinking alcohol and
smoking,
* Time of contraction: From the first symptoms to the confirmation of
esophageal cancer is 2.20 + 2.55 months in average (0.5-20 months).
3.2. Clinical symptoms

* The most common symptom is dysplasia of 70.3%.

* Patient without weight loss are of 87.5%. Only 2% of the
patients lost more than 10% of their body weight.
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ABSTRACT

Esophageal cancer is one of the most common
cancerous diseases in the world, with approximately
400,000 patients diagnosed with esophageal cancer per
annum. The incidence rates of esophageal cancer vary
between different regions, with the high epidemiology
in China, Iran and Russia. In Viet Nam, esophageal
cancer is the fourth most common cancerous diseases
of the digestive tract in male.

Esophageal cancer is of poor prognosis and very
complicated and challenging treatment requiring a
combination of many different types, including
surgery, radiation therapy and chemotherapy. Surgery
is the most effective method of treatment.
Esophagectomy has the short-coming of making many
incisions to remove some or most of the esophagus is
a big, complicate surgery which is of high risks of
complication.

Collard described and successfully applied the right
thoracoscopic ~ esophagectomy  combined  with
abdomin incision for the first time in 1991. In Viet
Nam, the endoscopic surgical technique has been
applied at Viet-German Hospital and Cho Ray
Hospital since 2003. Then it has been applied at some
other centers such as Hue General Central Hospital;
Medical University of Ho Chi Minh City, Military
Hospital 108, etc. Pham Duc Huan describes and
applied the thoracoscopic esophagectomy with
patients in prone, 30° left-side tilt position for the first
time at Viet-German Hospital. Other surgeons often apply
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prone, 90° left-side tilt potion. Other studies have shown that
endoscopic esophagectomy is better than open esophagectomy
in short-term outcomes of pain management, fast recovery and

minimal respiratory complications, etc. However, the long-
term outcomes in terms of cancer such as removal of a
larger part of the esophagus, lymph node removal and
especially postoperative survival rates are still under
controversy.

With regards to the above scientific and practical
matters, we perform the study, “The application of
combined thoracoscopic and laparoscopic minimally
invasive esophagectomy in esophagus cancer”, with two
purposes:

1. Apply thoracoscopic surgical approach with
patient in prone, 30° left-side tilt position and
abdominoscopy in treating cancer of the thoracic
esophagus.

2. Evaluate the outcomes of thoracoscopic
esophagectomy with prone, 3(0° left-side tilt positioning
and abdominoscopy in treating thoracic esophageal

cancer.
New contributions of the thesis

- Thoracoscopic surgery with patients in prone, 30° left-side tilt
position is a modification of the team: with the position and trocar
placement approach helps expose a wide operating field, easy release
of the esophagus and lymph node removal, which indicates that
endoscopic surgery is a safe and feasible method with low
intraoperative complication.

- Because of the good operating field, only common endoscopic
equipment is needed, there is no need for specialized and expensive
endoscopic equipment.

- Small abdominal incisions have 2 benefits:
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lung and suture the troccar incisions.

* Abdominal phase: Free up the stomach

- Patient positioning: Suppine positioning, with
head left tilting, legs abducted, right hand extended,
left hand placed along the body.

- Steps:

Step 1: Insert a Troccar

Step 2: Free up the the greater culvature

Step 3: Free up the lesser culvature.

Step 4: Resect the left gastric vein and remove lymph

nodes 7, 8,9, 11

Step 5: Free up the abdominal esophagus and enlarge the

esophageal hiatus.

* Transhiatal esophagectomy: Resect the cervical
esophagus and create a stomach tube

+ Make an incision on the left of the neck along
the anterior border of the left sternocleidomastoid
muscle.

+ Dissect the cervical esophagus to the thorax and
resect the cervical esophagus approx. 1 cm superior
to the sternoclavicular joint.

+ Make a 5 cm abdominal incision for medial
approach, below the xyphoid process.

+ Create a stomach tube.

+ Mobilize the gastric tube upward to the neck
through the posterior mediastinum.

+ Prepare a stalper for esophagus-stomach bridging
(inferior - lateral), inverting suture pattern,
continuous muscular suture.

+ Insert the drain close to the stapler and close the
neck wound.
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asked to do the followings to improve their respiratory
fuction & malnutrition before the surgery:

- Patients must stop smoking for at least 10 days
before the surgery.

- Practice some respiratory physiotherapy such as deep
backward breathing in, blowing a baloon & practising
coughing, etc., in combination with nebuliser mucomyst
and use some bronchidalators.

- Dental and mouth cleaning.

- Increase IV feeding to make sure feeding > 2000
calories per day for malnourished patients.

b. Surgical technqiues:
* Thoracic phase: Release the esophagus and remove
mediastinal lymph nodes

- General anesthesia: Endotracheal anesthesia, a
double-lumen Carlen’s catheter, completely flatten the
right lung during the surgery.

- Patient positioning: prone & approx. 30° left-sided
tilt positioning.

- Steps:

Step 1: Troccar insertion

Step 2: Insert the light source and assess the
invasion of the tumor, lymph nodes and organs in the
thorax.

Step 3: Dissect, tie, clip and resect the Azygos vein
(by a suture tie or a Hemolock clip). Dissect, clip and
resect the right brochial artery.

Step 4: Free the esophagus and sorrounding lymph
nodes

Step 5: Remove the tracheobronchial lymph nodes.

Step 6: Irrigate the thorax, insert a drain, expand the
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+ The disease is often diagnosed late, large tumor pulled out via
the abdominal incision to prevent recurrence as if pulling out via the
incision in the neck as described by other authors.

+ Use similar gastric curettes as for open surgeries, not necessary
to use endoscopic tools for reconstruction of the gastric tube as
described by other authors which are expensive whilst still achieve
the similar endoscopic surgical benefits.

The early outcomes have shown the feasibility, safety and efficacy
of thoraciscopic and abdominoscopic surgical techniques in treating
esophageal cancers. The possibility of lymph node removal is similar
to the open surgery, complication and postoperative complication are
2% and 12.5% respectively, of which the two common complications
are respiratory complications and leaks at the place where the
stomach is connected to the esophagus, 2% of postoperative
mortality.

The long-term outcomes have shown that endoscopic esophagectomy
has brought about patients’ quality of life and prolonged postoperative
survival duration. The factors which affect the postoperative survival
duration include the histological grade of tissue sarcoma and disease stage.
Structure of the dissertation

The dissertation is 126 pages, including Abstract of 2 pages,
Overview of 38 pages, Subjects and method of 22 pages, Results of
22 pages, Discussion of 39 pages, Conclusion of 2 pages,
Recommendations of 1 page. There are 31 tables, 9 graphs and 21
illustration figures used employed in the dissertation. References
with 169 literatures, of which 36 in Vietnamese langugae and, 118 in
English and 15 in French. In addition, there also include the table of
content, abbreviations, lists of tables, graphs and figures, sample
patient files under studied, appendices, patients’ consents for the
inclusion in the study and the list of patients under studied.

Chapter 1
OVERVIEW

1.1. Epidemiology of esophageal cancer

Esophageal cancer is one of the ten cancerous diseases
in the world and is ranked 7% of the most common
mortality causes by cancerous diseases.
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In Viet Nam, there are about 150,000 cases of new
cancerous diseases, 75% of them are at advanced stage.
It is estimated approximately 70,000 mortalities per
annum.

1.2. Current situation of esophageal cancer

Although there has been a lot of progress in
treatment options, esophageal is still one of the most
fatal cancerous diseases with a low rate of 5 year

survival.
1.3. Surgeries of the esophagus and related organs

Esophagus is the narrowest tube of the digestive tract. The lower
end of the esophagus enters the largest part of the digestive tract,
which is the stomach. The anatomical length of the esophagus is the
distance between the cricoid cartilage and the gastric cardiac orifice.
In adult, this distance is 22-28cm (24+5), of which the abdominal
segment is 2-6cm long.

Related parts of the esophagus: The description of the dissertation
relates to cervical, thoracic segments and the segment that passes through
the esophageal hiatus.

1.4. Pre-operative diagnosis for esophageal cancer

- The role of computed tomography (CT or CAT) scan in staging
esophageal cancer: assess invasion to the trachea and bronchi;
Assess invasion to the aorta; Assess invasion to regional lymphatic
nodes; Assess distant metastases.

- The role of endoscopic ultrasound in staging esophageal cancer:

+ Endoscopic ultrasound is used to diagnose the damage level of the
esophageal wall. The endoscopic ultrasound imaging features are the basis
for the determination of esophageal cancer staging in accordance with the
TNM Staging System of AJCC (2010).

+ Endoscopic ultrasound for localized and regional
lymphatic nodes

- The role of magnetic resonance imaging (MRI) scan in staging
of esophageal cancer: recently, new advances in magnetic resonance
imaging together with new gadolinium have opened more superior
capability of MRI for the determination of esophageal cancer staging.

- Positron emission tomography (PET/CT) scan: is the
combination of PET and CT, i.e. the combination of both probes on
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* Transhiatal esophagectomy: abdominal incision,
gastric tube placement technique, esophagogastric
bridging technique.

c. Cytology:

Macro: macro-images, tumor length (cm), resection distance from
the tumor (cm).

Micro: Types of cancer: squamous cell carcinoma,
andenocarcinoma; differentiation, invasion of the wall,
lymph node metastasis, distant metastasis, testing to
identify cancerous cells in the cross-section of the
esophagus.

* TNM classification of esophageal cancer in
accordance with AJCC 7" 2010.

d. Postoperative research contents: time under ventilation, postoperative
mortality, gastro esophageal fistula, respiratory complications, other
complications.
e. Evaluation of long-term postoperative outcomes.
* Quality of postoperative life:

+ Good: no or mild symptoms, weight gain, normal
or nearly normal activities.

+ So so: average symptoms, weight gain or no gain,
capable of doing light work.

+ Poor: unable to come back to normal activities or
suffering severe symptoms requiring hospitalization.
* Postoperative survival time:
* Assess factors affecting postoperative survival time,
including tumor age, size and position, tumor cell

cytology and differentiation, cancer staging.

2.2.3.2. Thoracoscopic and laparoscopic esophagectomy procedures and
technique

a. Preoperative patient preparation:

- Clinical and subclinical examinations of patients
to select patients for the surgery. Patients are also
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* Patient characteristics: age, gender, history, disease
duration.

* Clinincal symptoms: dysphagia, weight loss, chest
pain, hoarseness.

* Body mass Index: BMI = Weight (kg)/[Height (m)]?
* Endoscopic examination of the upper esophagus:
determine the results of tumor position & image
(rough, ulcerous, invasive; narrowing); biopsy result.

* Computed topography scan: evaluate results:
position, image of the tumor, assess the invasion of the
aorta in accordance with Picus, assess the invasion of
the tracheobronchi, lymph node metastasis.

* Endoscopic ultrasound: determine the results: the
invasion of the wall, metastatic lymph nodes.

* Measure the respiratory function: Assess the

respiratory function.
b. Research contents collected intraoperatively:

* Thoracoscopic resection: number of troccars
inserted, tumor position and invasion, lymph node
position, resection distance from the tumor (cm),
characteristics of tumor resection, blood loss,
intraoperative complications, intraoperative
challenges, referral for open esophagectomy, surgery
duration.

* Laproscopy: positions and number of troccars,
conditions of the stochmach and other organs in the
abdominal cavity, metastasis in the abdominal cavity,
blood loss, intraoperative complications and challenges,
referral for open esophagectomy, surgery duration.
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one single machine and utilize the same data recording system, and
computer techniques. In recent years, with the introduction of PET,
PET/CT has assisted in more accurate evaluation of staging of many
cancerous diseases including esophageal cancer.
1.5. Treatment options for esophageal cancer
1.5.1. Surgical techniques for treating esophageal cancer
a. Transthoracic esophagectomy

+ The Sweet Approach

+ The Lewis — Santy Approach

+ The Akiyama Approach

b. Transhiatal esophagectomy

+ Orringer Approach
c. Endoscopic esophagectomy

With the fast development of endoscopic surgical
techniques, endoscopic surgical techniques have been
applied in esophageal surgeries all over the world
since the 90’s of the last century. Similar to open
surgeries, endoscopic surgical techniques have
gradually developed, accomplished and shown benefits
such as minimally invasive, quick recovery and less
respiratory complications. These techniques have
developed into two main trends, namely,
thoracoabdominoscopic esophagectomy and
endoscopic esophagectomy via the esophageal hiatus.
1.5.2. The roles of radiation therapy and chemotherapy
in treating esophageal cancer

The combination of radiation therapy and
chemotherapy will produce better outcomes than using
only radiation therapy or chemotherapy alone. The time
for the combination of chemo- radiotherapy and surgery
may vary between different health care providers. Some
studies show that applying preoperative
chemoradiotherapy and postoperative chemotherapy
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makes considerable improvement of postoperative

survival rates.

1.6. Application of endoscopic surgeries in treating esophageal
cancer

* In the world: The dissertation quotes many studies
applying endoscopic surgeries in treating esophageal
cancer. The studies show that the complication rates are
considerably lower in the group with endoscopic esophagectomy
than in the group with open esophagectomy.

* In Viet Nam: The dissertation also quotes many studies applying
endoscopic surgeries in treating esophageal cancer in Viet Nam.
Thoracoscopic esophagectomy with patients in prone, 30° left-sided
tilt positioning and laparoscopy was first described and applied by
Pham Prc Hudn at Viet-German Hospital. Other surgeons often use
prone & 90° left-sided tilt positioning. The studies show that
endoscopic esophagectomy has more benefits such as less pain, quick
recovery, minimal respiratory complications, etc. However, the
distant outcomes in terms of cancer such as the possibility of large
esophagectomy, lymph node removal and especially postoperative
survival rates is still an issue under discussion.

Chapter 2
RESEARCH SUBJECTS AND METHOD

2.1. Subjects

Patients who have been diagnosed of thoracic esophageal cancer
and had been treated with thoracoscopic and laparoscopic surgeries at
Viet-German Hospital from 01/01/2008 to 31/12/2014.
2.1.1. Criteria for patient selection

- Patients having been diagnosed of thoracic
esophageal cancer with cytopathological test
confirmation of either squamous cell carcinoma or
adenocarcinoma stages.

- u < T3, has not spread to the aorta, the
tracheobronchi, the pericardium, no distant metastasis.
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- With successful thoracoscopic and laparoscopic
surgeries or transferred for open surgeries.
- General health status (0, 1, 2) by WHO standards.

2.1.2. Exclusion criteria

- Invasive cancer from cancerous diseases of other
organs, esophageal metastasis.

- Thoracic esophageal cancers without endoscopic
esophagectomy.

- Elderly and fatigue patients, fatigue levels 3 & 4
according to WHO.

- Patients with severe systemic diseases: cardiac
failure, unstable coronary artery disease; hepatitis B,
C; renal failure level II or above; severe respiratory
failure; HIV; severe malnutrition or weight loss more

than 15% of body weight.
2.2. Research method
2.2.1. Research design: is a prospective cohort descriptive study.
2.2.2. Specimen size
Is calculated by:

-

z
Z _axpx (1—p)
Z

n =
iZ
of which:

- Zf_m =1.96 (v6i o= 0.05); d = 0.06 (allowable minimal error).

- p: complication rate, according the recent studies, respiratory
complications are most common following thoracoscopic and
laparoscopic esophagectomy. The rates are between 9.2% to 32.4%.
We choose p = 15%.

- n: specimen size.

Replace the figures we have n = 136 (patients).

2.2.3. Research contents
2.2.3.1. Complications studied
a. Clinical and subclinical



