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CHU VIET TAT

TVB : Thoat vi ben
TAPP : Transabdominal preperitoneal
TEP : Total extraperitoneal

PAT VAN PE

Thoét vi ben (TVB) 14 hién tuong cic tang trong 6 bung chui qua ong
ben hay mét diém yéu ctia thanh bung ving ben trén day ching ben ra dudi
da hay xudng biu. Bénh thudng gip ¢ nam gidi, dic biét & tré em dudi 01
tudi va ngudi 10n trén 40 tudi. Picu tri TVB bang phiu thuit md (sir dung
mo ty than hay luéi nhan tao) con mat s6 han ché nhu nguoi bénh dau nhiéu
sau mo, su trd lai hoat dong hang ngay va cong viéc cham.

Hi¢n nay, phﬁu thuat nd1 soi qua o phuc mac dat ludi nhan tao — TAPP
(Transabdominal preperitoneal) khong nhitng han ché nhugce diém cua céc
phau thuat mé ma con 1a mot su lya chon hop 1y khi diéu tri cac truong hop
TVB tai phat dd duoc md mo qua nga trude (phau thuat Bassini, Shouldice,
Lichtenstein...) vi viing phau thuat khong c6 seo dinh. Vé tung dung k¥ thuat,
phau thuat TAPP thudng dé hoc, dé 1am chu k¥ thuat, thoi gian dao tao ngén
do phau truong lam viée rong va ti 16 can chuyén d6i phuong phap mo ciling
it hon so véi phau thuit noi soi hoan toan ngoai phuc mac. Tuy nhién, do
phai di vao 6 phiic mac nén c6 thé gip cac bién ching nhu ton thuong tang,
thoat vi 16 trocar hodc tao dinh. Chinh vi vay chung t6i tién hanh nghién ctru
dé tai: “Nghién civu vrng dung phdu thudt nji soi qua 6 phiic mac dat lwdi
nhén tao diéu tri thodt vi ben tai Bénh vién Hiru Nghi Viét Pirc”, nham hai
muc tiéu:

1. Mo ta chi dinh va ung dung phcfu thudt noi soi qua 5phdc mac dat
luGi nhén tao diéu tri thodt vi ben.

2. Panh gid két qua phdu thudt ni soi qua 6 phiic mac dat lwdi nhan tao
diéu tri thodt vi ben.

GIOI THIEU CAU TRUC CUA LUAN AN

Luan an gém 127 trang, 36 bang, 10 biéu d6 va 111 tai liéu tham khao,
trong d6 c6 71 tai liéu tiéng Anh. Phan dit van dé 02 trang, Tong quan tai
liéu 34 trang, Doi tuong va phuong phap nghién ctru 23 trang, Két qua
nghién ctru 23 trang, Ban luan 42 trang, Két luan 2 trang, Kién nghi 1 trang.
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NHUNG PONG GOP MOI CUA LUAN AN

Nghién ctru tién hanh trén 95 bénh nhan nam véi 104 thoat vi duoc diéu
tri bang phau thuat TAPP tai Bénh vién Hitu Nghi Viét Puc, tir thang
10/2015 dén thang 04/2018.

Pay 1a luan an dau tién & Viét Nam nghién ctru vé chi dinh, tng dung k§
thuat mo va danh gia két qua phau thuét ndi soi qua 6 phiic mac diéu tri thoat
vi ben.

Vé chi dinh mo: phiu thuat TAPP c6 thé ap dung diéu tri cho hau hét
cac kiéu thoat vi ben & nguoi 16n.

Vé mg dung phau thuat TAPP: bénh nhan duoc gy mé ndi khi quan
(100%). K§ thuat mé géom 6 budc. Chung toi sir dung chu yéu 3 trocar
(97,9%); 4 trocar (2,1%). Phau tich khoang ngoai phtic mac di vao ving vo
mach gitra phic mac va mac ngang. Bao thoat vi dugc kéo vao b bung
(86,3%), cit ngang bao thoat vi tai 16 ben sau (13,7%). Ludi nhan tao duoc
trai phang & trén thung tinh, duoc ¢d dinh bang Protack (60,0%), khau cb
dinh (15,8%), khong ¢d dinh (24,2%). Phic mac dugc dong béng chi tiéu,
khau vat (100%). Pong can trocar rén va da (100%).

Vé két qua phau thuat: phau thuat thuc hién thanh cong trén 100% bénh
nhan; khong c6 chuyén d6i phuong phap md; khong cé tir vong. Thoi gian
phau thuat trung binh cho thoat vi ben mot bén 13 107,6 + 32,2 phut; hai bén
la 172,2 + 68,3 phat. Tai bién trong mo thap (2,2%). Bién chung sém
(12,6%), thuong tu gidi han. Thoi gian nam vién trung binh 4,9 + 1,8 ngay.
Theo d&i sau mo trung binh 18,4 thang. C6 12,1% bién ching xa va 2,2% tai
phat.

Nhitng dong gbop trén cé tinh thiét thue, gitp cho cac phau thuat vién co
thém mot phuong phap dé lya chon trong diéu trj TVB. Két qua nghién ctru
da c6 nhitng dong gép méi, khang dinh tinh an toan, kha thi va hiéu qua cua
phau thuat noi soi qua b phuc mac dat ludi nhan tao.

Chuong 1
TONG QUAN
1.1. Gidi phiu hoc viing ben va irng dung trong phiu thuit TAPP
L.1.1. Ciu tao 6'ng ben: gém 4 thanh la thanh trudc, thanh sau, thanh trén,
thanh duéi va hai dau 13 156 ben sau va 16 ben nong.
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1.1.2. Gidgi phdu hoc ving ben qua néi soi é6 bung: néu nhin ving ben tir
phia trong bung, chiing ta s& thay:
- Céc 16p phau thuat gdom: phlic mac, mac ngang, can va co ngang bung.
- Cac hd ben gdm: ho trén bang quang, hd ben trong, hd ben ngoai.
- Khoang ngoai phuc mac: 13 mot khoang m& niam gitra phiic mac va 14 sau
ctia mac ngang, gdm khoang Retzius va khoang Bogros.
- Céc cau tric trong khoang ngoai phic mac gom: cic diy than kinh; céc
mach mau sdu ving ben; éng dan tinh; ddy ching Cooper; dai chiu mu; cung
can co ngang bung
1.1.3. Ung dung trong phéu thugt TAPP

Céc phau thuét vién noi soi nhdn manh dén cac thanh phan nam trong
hai tam gidc mach va tam giac dau, ching c6 nguy co bi ton thuong trong
khi phau thuat.
1.2. Sinh 1y hoc vaing ben: C6 hai co ché bao vé thanh ben dé phong ngira
thoat vi.
- Co ché thir nhét 13 hoat dong man trap cua bo dudi co chéo bung trong va
cung can co ngang bung.
- Co ché thir hai 1a co ché déng 16 ben sdu.
1.3. Sinh ly bénh hgc thoat vi ben: cic nguyén nhan gay ra thoat vi ben.
- Con bng phiic tinh mac.
- Su suy yéu cua cac 16p can co — mac cta thanh bung ving ben.
- Hoat dong man trap cua co chéo bung trong va co ngang bung.
- Su tang ap luc 0 bung.
1.4. Phan loai thoat vi ben: theo Gilbert, Rutkow va Robbins va Nyhus.
1.5. Chan doan thoat vi ben: chil yéu dua vao 1am sang va siéu am.
1.6. Piéu tri thoat vi ben bang phiu thuit TAPP
1.6.1. Chi dinh va chong chi dinh
- Chi dinh: phau thuat TAPP c6 thé duoc chi dinh cho tit ca cac loai thoat vi
ben.
- Chdng chi dinh: ngudi bénh dudi 18 tudi; khong phu hop véi gdy mé toan
than; c6 nhiém trung trong 6 bung; r6i loan dong mau khong cam. Mot sd
chéng chi dinh tuong doi gém: thoat vi truot 16n chira dai trang; thoat vi biu
khong thé giam bot; bung acistes; tién sir phau thuat trén xwong mu nhiéu lan
hodc xa tri vung chau.



1.6.2. Uu diém, han ché
* Uu diém:
- V& chan doan: phau thuat TAPP co thé chan doan xac dinh c6 thoat vi hay
khong; vi tri thoat vi; kiéu thoat vi ben, cac thoat vi kin ddo bén dbi dién; c6
thé phat hién thoat vi dui phéi hop.
- Vé diéu tri: cac thoat vi vung ben — dui, thoat vi ben hai bén, thoat vi ben
tai phat, thoat vi ben nghet. Vé k¥ thuat mo: k¥ thuat TAPP thuong dé hoc
hon, thoi gian dao tao ngin hon va ti 1& chuyén d6i phuong phap mo cling it
hon khi so vé1 k¥ thuat ndi soi TEP.
* Mot s6 han ché:
- Can phai gdy mé toan than.
- K¥ thuat mo néi soi thudng kho hon va thoi gian dao tao dai hon so véi k§
thudt m6 md va nguy co cao gip cac bién chimg & 30 — 50 ca dau tién.
- C6 thé gdp cac tai bién do bom khi CO2 vao 6 bung, c6 thé gay ton thuong
tang, thoat vi qua 15 trocar hoic tao dinh.
1.6.3. Cdc tai bién, bién chirng sau phéu thuit TAPP gom:
- Cac bién chung lién quan t6i bom khi vao 6 bung.
- Cac bién chung phiu thuat: ton thuong than kinh; bién chimg thimng tinh,
tinh hoan; nhiém khuan vét mé; tu dich, mau vung ben; bi tiéu, nhiém khuén
niéu; ton thuong tang, mach mau; thoat vi 16 trocar; tac rudt; tai phat.
1.7. Céc nghién ciru vé phiu thuit TAPP trén thé giéi va Viét Nam.
1.7.1. Cic nghién ctvu vé chi dinh va ky thudt mo

Litwin va cs (1997), chi dinh phau thuat TAPP cho tat ca cac loai thoat
vi ben thuong va mot s6 thoat vi ben ket hodc nghet dugc lam giam bét ndi
dung thoat vi trudc mb. Vé chéng chi dinh 12 bénh nhan duéi 18 tudi; khong
chiu dugc gdy mé toan than; co tién st phau thuat bung duéi nhiéu 1an hodc
phau thuat khoang ngoai phiic mac; cac bénh 1y viém nhiém trong 6 bung va
thoat vi nghet c6 hoai tur ru6t. Vé ky thuat mo: st dung 3 trocar (trocar 12mm
& dudi rén, trocar 10mm hodc Smm ¢ 2 bén mang sudn). Mg phiic mac ving
ben trén vi tri thoat vi theo mot dudng cong bat dau tir ngoai di vao trong dén
day chang ron. Phau tich khoang ngoai phiic mac, boc 16 thimg tinh va day
chang Cooper. Bao thoét vi duoc kéo vao 6 bung; truong hop bao thoat vi 16n
duogc cat ngang tai 16 ben sau. Sir dung ludi Marlex kich thude (10 x 14)cm,
che phu tat ca cac vi tri thoat vi truc tiép, gian tiép va dui. C6 dinh ludi bang
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Stapler vao ddy chang Cooper va cac goc trén trong, trén ngoai. Pong phuc
mac bang Stapler.

Nghién ctru cua Memon va cs (2014), nhan manh viéc chi dinh phau
thuat TAPP trong nhitng tinh hudng dic biét nhu thoat vi tai phat, thoat vi
hai bén va nhiing trudng hop TVB gip tinh co trong khi phau thuit ndi soi
diéu tri mot bénh khac. Vé ky thuat mé twong tu cua Litwin; tuy nhién c6
mot s6 diém khac: trong TVB mot bén str dung ludi 6 kich thudce it nhat (6
x 11)em & trén thimg tinh; c6 dinh ludi bang Stapler bat dau & giira ci mu
bén ddi dién doc bo trén cua luéi dén gai chau trudc trén; dbi véi TVB hai
bén c6 thé dit mot ludi nhan tao 16n kich thuéde (30 x 7,5)cm tur trai sang
phai.

O Viét Nam, phiu thuat thoat vi ben noi soi dugc Pham Hitu Thong va
cs béo cao dau tién trén tap chi Y hoc thanh phé H6 Chi Minh nam 2003, s
lidu duogc thu thap tir thang 2/1998 dén 1/2002, gdm 30 bénh nhan. Cac tac
gia ciling chi dinh phau thust TAPP cho céc truong hop thoat vi ben mot hoic
hai bén, truc tiép hoac gian tiép, lan dau hodc tai phat; tuong ung vd6i phan
loai TVB cua Nyhus la loai 2, 3A, 3B va 4.

1.7.2. Cic nghién civu vé két qud diéu tri

Nghién ctru tién ciru ctia Baca va cs (2000), trén 1950 bénh nhan (2500
thoat vi), dwoc md bang phau thuat TAPP, ghi nhan két qua: thoi gian phiu
thuat trung binh 32 phit (11-109 phut); c6 05 bénh nhan (0,24%) can chuyén
d6i phuong phap mo do dinh rong trong 6 bung. Tai bién trong mé 0,48%
(gdm: ton thuong bang quang, chay mau mac treo rudt, chay mau bd mach
thuong vi dudi); tir vong 01 bénh nhan khi gdy mé. Bién ching som 3,08%
(gém: tdn thuong than kinh, tu mau ben, tu dich, nhiém trung ron, tinh hoan,
tic rudt non do dinh, thoét vi 13 trocar nghet, thoat vi mac ndi nghet); tai phat
1,04%.

Nghién ctru tién ctiru cua Kockerling va cs (2015), trén 10887 bénh
nhan TVB mot bén 1an dau, ghi nhan két qua: thoi gian phau thuat trung binh
l1a 47 phut; tai bién trong mb 1,40%; bién chig sém 3,97%; thoi gian nam
vién trung binh 1a 1,93 + 2,22 ngay.

Nghién ctru hoi ctiru két hop véi tién ctru ctia Triéu Triéu Duong va cs
(2012), trén 151 bénh nhan nam TVB duogc diéu tri béng phau thuat TAPP
tai Bénh vién trung wong Quan d6i 108, ghi nhan két qua: thoi gian phiu
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thuat trung binh 13 42 phat; mic d6 dau sau md: dau rat nhe va nhe
(86,08%), dau vira (11,25%), dau nhiéu (2,67%). Tai bién do chay mau dong
mach thuong vi dudt (1,98%). Cac bién ching som: tu dich vung ben
(1,99%), tu méau biu (1,32%), bi tiéu (4,63%); tran dich mang tinh hoan
(1,32%). Bién ching xa: di cam ving ben (3,31%). Tai phat 0,66%.

Chuong 2
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. Poi twong nghién ciru

La nhitng bénh nhan nam gidi, tir 18 tudi trd 1én, duoc chan doan 1a
thoat vi ben (1511 dau hodc tai phat, mdt bén hoac hai bén, thé truc tiép, gian
tiép hodc hdn hop), co chi s6 ASA I, ASA II, ASA III va duoc md theo
chuong trinh bang phuong phap ndi soi qua 6 phiic mac dit ludi nhan tao tai
Bénh vién Hitu Nghi Viét Duc, trong thot gian tir thang 10/2015 dén thang
04/2018.
* Tiéu chuén loai trir
- Céac bénh 1y noi khoa ning né nhu suy tim, suy ho hap, bénh tim phoi
man tinh, réi loan dong mau khong cam, ...
- Thoat vi ben nghet, thoat vi ben tai phat sau cac phau thuat TAPP, TEP.
- Tién sir phau thuat & phan thip cua 6 bung nhiéu lan hoic khoang ngoai
phtc mac ving chau (nhu 14y s6i niéu quan doan chau).
- Tién st xa tri vung chau, nhiém khuan vung chau (nhu bénh Crohn; viém
tui thira dai trang sigma, viém tai thira manh trang).
2.2. Phwong phap nghién ctiru
2.2.1. Thiét ké nghién ciru

Nghién ctru mo6 ta tién clru ¢6 can thi¢p, khong so sanh va theo doi doc.
2.2.2. Céng thirc tinh ¢é mdu: c¢& mau toi thiéu dugc tinh theo cong thirc
udce tinh mot ti 1€ trong quﬁn thé:

p(1-p)
A2

Z -2y = 1,96 (hé s6 tin cdy tuong Gmg voi a = 0,05).

p = 0,938 : ti 1¢ thanh cong cua phau thuat TAPP diéu tri TVB cua tac
gid Pham Hitu Thong ndm 2007.

n =272



A =0,05: sai s6 cho phép.
Thay vao cong thirc trén, c& mau tdi thiéu ctia nghién ctru 1a 90 bénh nhan.
2.2.3. Quy trinh phdu thudt néi soi qua o phuc mac dat lwoi nhan tao diéu
tri thodt vi ben
2.2.3.1. Chudn bi bénh nhan triedéc mé: bénh nhan dugc tam rira va cao 16ng
ving ben mu; nhin dn udng trudc phau thuat 06 tiéng.
2.2.3.2. Phuong phdp vo cam: gay mé ndi khi quan.
2.2.3.3. Tw thé bénh nhdn va kip mé
- Tu thé: BN nim ngira voi hai tay khép sat vao than.
- Vi tri kip mo: phAu thuat vién va ngudi phu dting ddi dién vai bén thoat vi;
dung cu vién ding bén dbi dién véi phau thuat vién; ban dung cu ¢ phia chan
bénh nhan; man hinh ¢ cung bén vaéi vi tri thoat vi.
2.2.3.4. Ky thudt mé gom 6 budc
* Budc 1: Dat trocar.
* Buoc 2: Boc 16 vung ben va xac dinh cac mbc giai phau.
* Buoc 3: Tao khoang ngoai phiic mac vung ben.
* Buoc 4: Xt 1y bao thoat vi.
* Budc 5: Dat ludi nhan tao.
* Budc 6: Pong phuc mac ving ben va cac 16 trocar.
2.2.3.5. Theo ddi va chim séc bénh nhan sau md
* Theo doi:
- Toan than: mach, huyét ap, nhiét do.
- Pau sau mo: danh gia mirc d6 dau theo thang diém VAS.
- Kha nang phuc hdi sau md (van dong, sinh hoat, nam vién)
- Céc bién chig sém va xt tri: nhiém khuan vét mo; tran khi dudi da; bi
tiéu, tu dich, mau vung ben; viém tinh hoan; thoat vi qua 15 trocar; tic rudt
sau mo; nhiém khuan luéi nhan tao.
* Sdn soc sau mo: thay bang vét mo; str dung thube giam dau, khang sinh.
2.2.3.6. Theo do1 bénh nhan sau khi ra vién
- Theo dbi tai thoi diém: 03 thang, 12 thang va kham lai xa (kham truc tiép,
dién thoai, thu)
- Céac ndi1 dung theo doi (bién chiing xa): dau, t€ vung ben; dau tinh hoan,
thung tinh; roi loan phong tinh; gidam ham mudn tinh duc; tic rudt sau mo;
thoét vi 18 trocar; nhiém khuan ludi, di ung ludi nhan tao; thoat vi tai phat.



2.2.4. Cac chi tiéu nghién ciru
2.2.4.1. Cac ddc diém chung ciia nhém nghién ciru: tudi, gidi, ghé nghiép,
thoi gian mac bénh, thé trang, bénh két hop, chi sd ASA, 1y do vao vién, tién
St seo md bung dudi, tricu chung lam sang.
2.2.4.2. Phan loai thoat vi ben
- Kiéu thoat vi ben (nguyén phat, tai phat).
- Vi tri xdy ra thoat vi (bén trai, bén phai, hai bén).
- Phan loai theo vi tri giai phau (truc tiép, gian tiép, hdn hop); theo Nyhus
(loai 1, loai 2, loai 3A va 3B, loai 4A va 4B).
2.2.4.3. Ky thudt mé
- Phuong phép v6 cam: gy mé ndi khi quan
- Vi tri, sb luong, kich thudc trocar st dung.
- K¥ thuat tao khoang ngoai phic mac.
- K¥ thuat xu 1y bao thoat vi.
- Kich thudc ludi nhan tao; phuong tién ¢ dinh luéi.
- K§ thuat déng phiic mac, dong cic 16 trocar.
- Céc phau thuat két hop.
2.3.4.4. Két qud phdu thudt
* Céc két qua som:
- Chuyén d6i phuong phap md, 1y do.
- Thoi gian phau thuat.
- CAc tai bién: ton thuong tang, ton thuong mach mau, ton thuong 6ng dan
tinh, t6n thuong than kinh.
- Pau sau mo.
- Céc bién chimg som.
- Thot gian phuc hoi van dong, sinh hoat, nam vién.
- Panh gia két qua sém: theo tiéu chuan cta tac gia Triéu Triéu Duong.
Tét: khong c6 tai bién trong mo va bién chimg sém sau mo.
Kha: bi tiéu; tran khi dudi da bung; dau thung tinh - tinh hoan; viém tinh
hoan duoc diéu tri ndi khoa.
Trung binh: nhiém khuan vét mé; tu dich vung ben; tu mau vung ben;
ton thuong tang; ton thuong mach méau; nhiém khuan ludi nhan tao; thoat vi
15 trocar; tic rudt sau mo.
Kém: to vong.



* Céc két qua xa:
- Thoi gian tré lai cong viée.
- Céc bién chung xa.
- Panh gia két qua xa: dya theo tiéu chuan cua tac gia Trinh Van Thao.

Tét: khong tai phat, khong bién ching.

Kha: dau vung ben; té bi vung ben; dau thung tinh - tinh hoan dugc diéu
tri no1 khoa.

Trung binh: dau khi xuét tinh; giam ham mudn tinh duc; teo tinh hoan;
thoét vi 13 trocar; tic rudt sau md; nhidm khuan luéi nhén tao.

Kém: tai phat.
2.2.4.5. Cac méi lién quan
- Lién quan gitta kiéu TVB truc tiép, gian tiép voi tudi va chi sé BML.
- Lién quan gifta vi tri TVB véi thoi gian phau thuét, thoi gian phuc hoi van
dong, thoi gian nam vién, thoi gian trd lai cong viéc.
- Lién quan giita kiéu TVB truc tiép, gian tiép vdi tai bién, bién chimg sém.
2.2.5. Xir ly s6 liéu
- 86 liéu duoc phan tich bang phan mém 16.0. St dung céc test thong ké tng
dung trong nghién ctru y sinh hoc dé phan tich két qua.
- O nhitng bénh nhan TVB hai bén, chung t6i quy udc: cac triéu ching duoc
ghi nhan mét lan (tai bién trong mé, bién chimg sau md va két qua kham lai
sau phau thuat) néu nd xay ra it nhat & mdt bén thoat vi duoc phau thuat.

Chuwong 3
KET QUA NGHIEN CUU

Tir thang 10/2015 dén thang 04/2018, chiing t6i tién hanh phau thuat cho
95 bénh nhan nam TVB thudng (104 thoat vi) bang phuong phap TAPP, thu
duoc cac két qua sau:
3.1. Mt so dic diém chung ciia nhém bénh nhan nghién ciru
3.1.1. Tuéi, gidi: 100% bénh nhan 13 nam gidi, tudi trung binh 50,6 + 20,0
(19 — 86 tudi). Nhom tudi gip thoat vi ben nhiéu nhat tir 50 — 70 tudi, chiém
34,7%.



3.1.2. Nghé nghiép
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Biéu d6 3.1. Phén bé bénh nhén theo nghé nghiép
Nhan xét: S bénh nhan ¢6 nghé nghi¢p lao dong nhe chiém 54,7%.
3.1.3. Thoi gian mdc bénh
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Biéu d6 3.2. Phéin bé thoi gian mic bénh
Nhan xét: Bénh nhan c6 thdi gian mac bénh trén 1 ndm chiém 83,2%.
3.1.4. Chi sé BMI: trung binh 1a 22,0 (17,5 —30,1).
3.1.5. Bénh két hop: Bénh két hop véi thoat vi (44,2%).
3.1.6. Ly do vao vign: khoi & ben chiém da sb (67,4%).
3.1.7. Tién sir seo mé ving bung dwéi
Bang 3.3. Seo mo vung bung dwoi

Tién sir seo md bung duéi S6 bénh nhan Til€ (%)
Bén phai 6 6,3
Thoat vi ben tai phat Bén trai 3 3,2
Hai bén 1 1,1
Mb mé cit rudt thira 2 2,1
M6 mé boc u xo tuyén tién liét 1 1,1

Tong 13 13,8

Nhan xét: Tién st bénh nhan c6 seo mod bung dudi chiém ti 1& 13,8%.
3.1.8. Trigu chirng lim sang: khoi thoat vi & ben (84,2%); khéi thoat vi
xubng dén biu (15,8%); 16 ben nong rong (100%).
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3.2. Phan loai thoat vi ben

3.2.1. Thoat vi ben nguyén phat va thoat vi ben tai phat
Bang 3.5. Phédn loai thoat vi ben nguyén phat va tai phat

Phéan loai thoat vi theo hinh thai S6 bénh nhén Ti 1€ (%)
TVB nguyén phat 85 89,4
Bén phai 6 6,3
TVB tai phat Bén trai 3 3,2
Hai bén 1 1,1
Tong 95 100,0

Nhan xét: Thoat vi ben nguyén phat chiém da s6 (89,4%).
3.2.2. Vi tri thoat vi

Ty 1€ %
T 43,1 47,4
40 -
9,5
201 -
0 -+ T T T
Bén phai  Bén trai Hai bén

Biéu dob 3.5. Phén bé theo vi tri thodt vi
Nhan xét: TVB bén phai va bén trai tuong duong nhau.
3.2.3. Phdn theo thé thodt vi

60 -

] 360

40 - o

30 -

20 - 5,8

04 7 - | -

0 -~ T T |
Gian tiép Truec tiép Hon hop

Biéu do 3.6. Phén bé theo thé thodt vi
Nhan xét: TVB thé gian tiép gap nhiéu nhat, chiém ti 1& 57,7%.
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3.2.4. Phan loai thodt vi theo Nyhus:

Bdng 3.6. Phdin bé thodt vi ben theo Nyhus

Phéan loai theo Nyhus S6 truong hop Til€ (%)
Loai 2 25 24,0
Loai 3A 34 32,7
Loai 3B 35 33,7
Loai 4A 4 3,8
Loai 4B 6 5,8
Tong 104 100,0
Nhén xét: TVB loai 3 gip nhiéu nhét, chiém 66,4%. TVB loai 4 (tai
phat) chiém 9,6%.
3.2.5. Phin dj ASA
Ty 1€ %
53.7
. 40
.
w] -
T ASA1 | ASA I | ASA III |

Biéu dé 3.7. Phén bé bénh nhén theo phin dé ASA
Nhén xét: S6 bénh nhan c6 chi s ASA I va II chiém ti 16 93,7%
3.3. K¥ thuit mo
3.3.1. Phuwong phdp véo cam: 100% bénh nhan dugc gdy mé ndi khi quan.
3.3.2. 86 lwong va kich thudéc trocar
Bang 3.7. Phin bo so lweng va kich thwée trocar

S6 lwong va kich thwéc trocar S6 bénh nhén Ti 1€ (%)
2 trocar 10mm — 1 trocar Smm 70 73,7
3 trocar
I trocar 10mm — 2 trocar Smm 23 24,2
4 trocar 2 2,1
Tong 95 100,0

Nhan xét: S6 bénh nhan st dung 03 trocar chiém ti 18 97,9%.
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3.3.3. Xw Iy bao thodt vi
" 13,7%

m Kéo vao 0 bung

® Cit ngang c6 bao

Biéu do 3.8. Xir Iy bao thodt vi
Nhan xét: 86,3% bénh nhan bao thoat vi duoc kéo vé phia b bung.
3.3.4. Kich thwodc lwoi nhan tao
Bang 3.8. Kich thwoc lwoi nhan tao

o e 2 S . + .. |Sobénh | Tilé
Loai thoat vi SO lwgng lwdi | Kich thwéce lwoi nhin (%)
A 1A . (10-15 x 15)cm 80 84,2
TVB mgt bén Huol M6 10x 10-14)em | 6 6,3
2 ludi (10-15x 15)cm 5 5,2
TVB hai bén (6x 11) cm 2 2,1
1 luéi (8 x 15)cm 1 1,1
(10 x 20)cm 1 1,1
Tong 95 100,0

Nhan xét: 89,4% bénh nhan TVB duoc dat lusi (10-15 x 15)cm.
3.3.5. Phwong phdp cé dinh lu6i nhén tao

Ty 1€ % 60
15.8 242
100 -
0 T T T T
Protack Khau Khong
c0 dinh

Biéu do 3.9. Phwong phdp cé dinh luéi
Nhan xét: S6 bénh nhan duge ¢ dinh ludi béng Protack 1a 57 chiém
60,0%; cb dinh ludi bang khau 13 15 chiém 15,8%.
3.3.6. Ky thudt déng phiic mac: 100% BN dong phiic mac bang chi tiéu.
3.3.7. Phdu thudt két hgp: Mot bénh nhan thoat vi ben trai 41 tudi kém tinh
hoan trai trong b bung teo nhé duoc md cét tinh hoan; mét bénh nhan thoat
v1 ben trai kém tinh hoan phai trong b bung dugc mé ha tinh hoan trong cung

thi mo.
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3.3.8. Chuyén déi phwong phdp mé: phiu thuit thanh céng 100% bénh
nhan, khong c6 bénh nhan phai chuyén d6i phuong phap mé vi Iy do k¥ thuét.
3.4. Két qua s6m
3.4.1. Thoi gian phdu thudt trung binh: d6i voi thoat vi ben mot bén 1a
107,6 + 32,2 phit (40-210), trong d6 ctia thoat vi ben truc tiép 1a 100,3 +
34,9 phat va gian tiép 1a 113,8 + 30,4 phut; d6i v6i thoat vi ben hai bén thoi
gian nay la: 172,2 + 68,3 phut (120-340).
3.4.2. Cdc tai bién: 01 bénh nhan chdy mau dong mach thuong vi dudi
(1,1%); 01 bénh nhan thoat vi ben hai bén, bén phai tai phat, khi phau tich
khoang ngoai phiic mac bén phai gay rach bang quang do seo dinh (1,1%).

3.4.3. Cdc bién chirng ,
Bang 3.12. Cac bién chirng

Bién chirng sé'm S6 bénh nhén Ti 1€ (%)
Nhiém khuan vét mo 1 1,1
Tran khi dudi da bung 1 1,1
Tu dich vung ben 4 4,2
Tu mau vung ben 3 3,1
Dau tinh hoan, thung tinh 3 3,1
Tong 12 12,6

Nhan xét: Tu dich, tu mau vung ben chiém 7,3%; dau thung tinh — tinh
hoan 3 bénh nhan chiém 3,1%.
3.4.4. Pdanh gid mirc dp dau sau mé
EDaunhidu ®Pauvia #Paunhe ™Khong dau

TV 1§ %

71.6 80 81.1

P osEsY g0 os 1178

Ngay thir 1 Ngay thir 2 Ngay thir 3
Biéu d6 3.10. Phén bé mirc dp dau ciia bénh nhin sau mé
- Ngay thir 1: S6 bénh nhan dau vira 71,6%; dau nhe 18,9%.

- Ngay thr 2: S5 bénh nhan dau nhe 80,0%; khong dau 9,5%.
-Ngay thtr 3: S6 bénh nhan khong dau chiém 81,1%.
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3.4.5. Thoi gian phuc héi vin djng
Bing 3.15. Thoi gian phuc héi vin djng

Thoi gian TVB 1 bén TVB 2 bén Chung
phuc hoi P R PR R P R
van dong SO bf:nh Tile¢ | So b’(:enh Tile So bf;nh Tile
(ngiy) nhan (%) nhan (%) nhan (%)
1 ngay 34 35,8 4 4,2 38 40,0
2 ngay 38 40,0 4 4,2 42 442
3 ngay 10 10,5 0 0,0 10 10,5
> 4 ngay 4 42 1 1,1 5 5,3
Tong 86 90,5 9 9,5 95 100,0
X +SD 1,81 + 0,82 1,89 +1,27 1,82 + 0,86

Nhan xét: S6 bénh nhan phuc hdi van dong tir 01 ngay dén 02 ngay
sau mo 13 80 chiém 84,2%. Thoi gian phuc héi van dong trung binh l1a 1,82 +

0,86 ngay.

3.4.6. Thoi gian phuc hoi sinh hoat
Bing 3.16. Thoi gian phuc hoi sinh hoat

Thoi gigl} TVB 1 bén TVB 2 bén Chung
phuc hoi . . p

sinh hoat | SObénh | Tilg¢ | Sobgnh | Tilg | Sobénh | Tilg
(ngay) nhan (%) nhan (%) nhan (%)
1 —3 ngay 23 24,2 4 42 27 28,4
4 -6 ngay 45 474 4 4,2 49 51,6
>7 ngély 18 18,9 1 1,1 19 20,0
Tong 86 90,5 9 9,5 95 100,0

X +SD 4,8 +2,0 4,0+1,9 4,7 +2,0

Nhan xét: S6 bénh nhan phuc hdi sinh hoat dudi mot tuan 1a 76 chiém
80,0%. Thoi gian phuc hdi van dong trung binh 13 4,7 + 2,0 ngay.
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3.4.7. Thoi gian nam vién
Bang 3.17. Thoi gian nam vién

Thoi gian TVB 1 bén TVB 2 bén Chung
nimvién | Sobénh | Tilé | Sobénh | Tilé¢ | Sobénh | Tilé
(ngay) nhin (%) nhin (%) nhin (%)
3 ngay 8 8,4 0 0,0 8 8,4
4 ngay 33 34,7 2 2,1 35 36,8
5 ngay 27 28,4 5 5,3 32 33,7
6 ngay 11 11,6 0 0,0 11 11,6
> ngay 7 7.4 2 2,1 9 9,5
Tong 86 90,5 9 9,5 95 100,0
X =SD 4,8+1,2 6,4 + 4,4 49+18

Nhan xét: SO bénh nhan nam vién tir 3 ngay dén 5 ngay 1a 75 chiém
78,9%. Thoi gian nam vién trung binh nhém bénh nhén 14 4,9 + 1,8 ngay.
3.4.8. Thoi gian tro lai cong viéc

Bang 3.18. Thoi gian tro lai cong viéc

Thoigian | 1yp {1 pan TVB 2 bén Chung
tro lai
cong viéc | Sobénh | Tilé | S6bénh | Tilé | Sobénh | Tilé
(tudn) nhan (%) | nhén (%) nhéan (%)
1 - <2 tuan 37 38,9 7 73 44 46,2
3 - <4 tuan 23 24,2 1 1,1 24 25,3
> 4 tuan 26 27,4 1 1,1 27 28,5
Tong 86 90,5 9 9,5 95 100,0
X+ SD 19,5 12,3 13,1£7,8 18,9 £ 12,1

Nhan xét: Gan mot nira sd bénh nhan trd lai cong viéc sau mo 2 tuan 1a
44 chiém 46,2%. Thoi gian trd lai cong viée trung binh 13 18,9 + 12,1 ngay.
3.4.9. Panh gia két qua sém
- Tot: 85,2% (khong c6 tai bién va bién ching sau md)
- Khé: 4,2% gom: tran khi dudi da (1,1%), dau thimg tinh-tinh hoan (3,1%).
- Trung binh: 10,6% gdm: nhiém khuan vét mo (1,1%), tu dich ving ben
(4,2%), tu mau vung ben (3,1%), tén thuong mach thuong vi dudi (1,1%),
ton thwong bang quang (1,1%).
- Kém: 0%.
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3.5. Két qua xa

3.5.1. Céc bién chirng xa ,
Bang 3.25. Cac bién chirng xa

3 thang 12 thang Trung binh
, B _ 18,4 thang
Cic bién ching xa (n=95) (n=93) (n =91)

n % n % n %

Dau vung ben 5 5,3 7 7.5 4 4.4
T€ vung ben 4 4,2 4 4,3 | 1,1
Dau, té vung ben 2 2,1 0 0 0 0,0
Pau tinh hoan 3 3,1 3 3,2 3 3,3
Giam ham mudn 3 3.1 3 32 3 3.3
Tong 17 17,8 17 18,2 11 12,1

- Tai thoi diém 03 thang sau md: sb bénh nhan bi dau, té vung ben la 11
chiém 11,6%; s6 bénh nhan dau thung tinh-tinh hoan 1a 03 chiém 3,1%; sb
bénh nhan giam ham mudn tinh duc 14 03 chiém 3,1%.

- Tai thoi diém 12 thang sau md: ¢6 02 bénh nhan dau va té vung ben hét
tri¢u chirng té bi chi con tri¢u chig dau, do do6 s6 bénh nhan dau vung ben
tai thoi diém nay 1a 07 chiém 7,5%.

- Tai thoi diém sau md trung binh 18,4 thang: 03 bénh nhan hét tricu
chimg dau va 03 bénh nhan hét triéu ching té bi nén s6 bénh nhan dau, té
ving ben tai thoi diém tai kham cudi cing 1 05 chiém 5,5%.

3.5.2. Tdi phat: v&i thoi gian theo doi trung binh 18,4 + 8,8 thang, ghi nhan
02 bénh nhan tai phat chiém 2,2%.
3.5.3. Panh gia két qua xa
- Thot gian theo do1 trung binh: 18,4 + 8,8 thang (3 — 33 thang).
- Két qua tot: 85,7%; kha: 8,8% (dau, t€ vung ben 5,5%; dau thung tinh-tinh
hoan 3,3%); trung binh: 3,3% (giam ham mudn tinh duc); kém: 2,2% (tai
phat).
Chuong 4
BAN LUAN

4.1. Mt s6 dic diém chung ciia bénh nhan nghién ciru

Bénh nhan trong nghién ctru cta ching t6i c¢6 dic diém chung tuong tu
vO1 cac nghién ciru khac vé tudi, gio1, dac diém lao dong, bénh no1 khoa két
hop, 1y do dén vién, triéu chtimg 1am sang.
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4.2. Chi dinh mé
4.2.1. Thoat vi ben nguyén phat — Thodat vi ben tdi phdat
Céc nghién ctru déu cho thiy rang, phau thuat TAPP co thé chi dinh

cho nhimng bénh nhan TVB lan dau ciing nhu tai phat. Nghién ctru Litwin
(1997) cho thdy TVB nguyén phat (87,0%), tai phat (13,0%). Zacharoulis
(2009, ti 1€ TVB nguyén phat 1a 88,9% va tai phat 1a 11,1%. Nghién ctru cua
chtng t0i cling phu hop véi cac tac gia khi ti 16 TVB nguyén phat chiém
89,4% va tai phat chiém 10,6%.
4.2.2. Vi tri thoat vi ben

Hau hét cac tac gia déu thy rang, phau thuat TAPP c6 thé chi dinh cho
moi vi tri thoat vi nhu bén phai, bén trai va dac bi¢t hiru ich dbi vi TVB hai
bén vi khong can thém trocar thao tac hodc dudng mo nhu trong phiu thuat
m¢. Baca va cs (2000), TVB bén phai (38,7%); bén trai (33,2%) va hai bén
(28,1%). Qua biéu dd 3.5 cho théy ti 16 TVB bén trai (47,4%) nhiéu hon bén
phai (43,1%) va hai bén (9,5%).
4.2.3. Loai thodt vi

Céc nghién ciru déu cho thiy rang, phau thuat TAPP c6 thé chi dinh cho
moi hinh thtc thoat vi. Mayer va cs (2016) cho thdy TVB gian tiép 1a
60,34%, truc tiép 1a 28,79% va hon hop 1a 10,87%. Qua biéu d6 3.6 cho thay
thé thoat vi gian tiép (57,7%), thé truc tiép (36,5%) va thé hdn hop (5,8%).
Két qua: khong c6 bénh nhan phai chuyén doi phuong phap mo.
4.2.4. Chi s6 ASA

TVB c¢6 thé duoc diéu tri bang nhiéu phuong phap khac nhau, tuy nhién
khi str dung phau thuat TAPP can gdy mé ndi khi quan, do d6 cac tac gia
thuong chi dinh phau thuit nay & nhitng bénh nhan co chi s ASA I, ASA 11,
ASA 1II. Muschalla trén 787 bénh nhan c6 chi s6 ASA 1 (26,2%), ASA 11
(61,3%), ASA III (11,5%), ASA IV (1,1%). Chiing t6i ciling chi dinh phau
thuat TAPP cha yéu & nhitng BN c6 chi sé6 ASA 1 (40,0%) va ASA II
(54,7%); ASA 111 (6,3%) (Biéu db 3.7).
4.2.5. Seo mé ving bung dudi

Pa s6 cac tac gia cho rang, tiép cin qua nga sau bang phiu thuat ndi soi
TAPP diéu tri TVB tai phat hoic cac trudng hop ¢ seo mo cii dudi rén (nhu
mo mé viém rudt thira dudng Macburney, moé mo boc u xo tuyén tién liét) 1a
t6t hon so véi moé mé qua nga trude vi ving phau thuat khong co seo dinh,
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nén han ché dén murc tdi da céac tai bién trong mo. Bang 3.3 cho thay: c6 10
bénh nhan TVB tai phat (10,6%) (tién sit mé mé qua nga trudc sir dung mo
tu than); 02 BN md m& viém rudt thura duong Macburney (2,1%); 01 BN md
m¢ duong gitra dudi ron boc u xo tién liét tuyén (1,1%), tat ca déu duge mod
thanh cong, khong c6 bénh nhan can chuyén dbi phuong phap mo.
4.3. Ky thuat mo
4.3.1. Phuwong phap vo cam: gay mé noi khi quan 100% BN.
4.3.2. Vi tri, kich thwéc va sé lwong trocar trong phédu thudt

Nhu hau hét cac tac gia, chung toi cha yéu sit dung 3 trocar (97,9%):
trocar thr 1 ¢6 kich thuéc 10mm, dit & trén rén theo phuong phap mé
Hasson; hai trocar théo tac co6 kich thudc Smm hoac 10mm dat & mang suon
bén phai va bén trai ngang muic v4i ron, trén dudng gitta xuong don hai bén.
C6 02 bénh nhan TVB hai bén, khi phau tich bao thoat vi kho khin chung toi
dat thém 1 trocar Smm & ha vi (2,1%). Macho (2010), stt dung trocar ¢ trén
ron c6 kich thude 12mm, giup cho viéc dua ludi nhan tao vao khoang ngoai
phiic mac dugc dé dang hon. Memon va cs (2014), sit dung céac trocar co
kich thuéc 16n (10mm va 12 trocar) giup cho viéc phau tich khoang ngoai
phic mac va ¢ dinh ludi nhan tao duoc thuin loi nhét.
4.3.3. Ky thudt tao khoang ngoai phiic mac vaung ben

Céac tac gia khuyén khi phau tich hoan toan khoang ngoai phuc mac di
vao ving vé mach gifra phiic mac va mac ngang, tir khoang Retzius dén
khoang Bogros, khi c6 chay mau phai cAm mau k¥ tranh bién chung tu dich,
tu mau vung ben. Su phau tich khoang ngoai phiic mac dat duoc khi tat ca
céc cAu tric giai phau chu yéu sau duoc xac dinh: mach mau sinh duc, 6ng
dan tinh, bo mach thuong vi dudi, tinh mach chau ngoai, day chéng Cooper
va dai chau mu.
4.3.4. Xur ly bao thodt vi

Bao thoat vi truc tiép hoac gian tiép nho duogc phau tich can than khoi

thirng tinh va duoc kéo vao trong 6 bung; ddi voi bao thoat vi 16n xudng dén
biu céac tac gia khuyén khong nén cd ging 1ay toan bo bao thoat vi vi c6 thé
gay ton thuong ning cho thimng tinh, trong trudng hop ndy phau thuat vién cé
thé cit ngang c6 bao thoat vi tai 16 ben sau, dau xa dé nguyén. Qua biéu do
3.8 cho thiy chung toi xir 1y bao thoat vi bang cach kéo vao trong 6 bung
(86,3%); cat ngang ¢ bao thoat vi tai 16 ben sau (13,7%).
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4.3.5. Kich thwoc lwoi nhan tao

Pa s cac tac gia cho rang, trong phau thuat TAPP ludi nhan tao phai co
kich thudc (10 x 15)cm méi dam bao che phu tat ca cac vi tri thoat vi ¢ thé
cta 16 co luge va gbi 1én du theo cac hudng, do d6 s& han ché tai phat thoat
vi. Qua bang 3.8 cho thay, & nhém TVB mot bén ching toi sir dung chi yéu
ludi c6 kich thude (10-15 x 15)cm chiém 84,2%; ludi (6-10 x 10-14)cm
chiém 6,3%. O nhém TVB hai bén, st dung hai luo1 riéng r€ (7,3%); mot
lu6i 16n tir bén phai sang bén trai (2,2%).
4.3.6. Ky thudt dat va phwong phap cd dinh lwoi nhdn tao

Pé ¢6 thé dua ludi nhan tao vao khoang ngoai phiic mac dé dang, chung
t61 cudn tron ludi nhu cudn diéu thudc 14 dén nira ludi, sir dung mot miii chi
vieryl 3/0 khau ¢6 dinh trude khi cudn tiép phan con lai cta ludi va dua luéi
vao 0 bung qua trocar ¢ kich thudc 10mm. Luéi dugc trai phiang & trén thirng
tinh, cac goc ludi ndm & dudi phic mac, ludi dam bao che pht tit ca cac vi tri
thoat vi c6 thé cling nhu gbi 1én du & cac vi tri s& duge ¢b dinh (day ching
Cooper; trén vi tri thoat vi 2cm). Ngay nay, van dé ¢b dinh luéi van dang con
tiép tuc duoc tranh luan. Nhiéu tic gia di chung minh dugc rang, nguyén
nhan chinh gy nén thoat vi tai phat khong phai 14 do luéi khong dugc cb dinh
ma con rat nhiéu nguyén nhan khac nhu sai sét vé ky thuat, bo sot thoat vi, su
dung luéi nho...Qua biéu d6 3.9 cho thdy, chung toi thuc hién cb dinh ludi
nhan tao béng Protack (60,0%); khau cd dinh (15,8%); khong ¢d dinh
(24,2%).
4.3.7. Ky thudt dong phuc mac va cac 16 trocar

Pa s6 tac gia dong phuc mac st dung chi tiéu Vieryl khau vit, dam bao
phtic mac phai kin dé tranh ludi tiép xuc truc tiép véi tang trong 6 bung hoic
tranh thoat vi ndi do rudt chui qua khe hé phuc mac; mot s6 tac gia khac khi
dong phuc mac lai st dung tacker, clip hodc Stapler. Ching t61 dong phuc
mac bang chi tiéu Vicryl 2/0 hodc 3/0, khau vat cho 100% bénh nhan, két
qua khong c6 truong hop nao tdc rudt sém do thoat vi ndi; mat khac khi
dong phuc mac bang chi tiéu con tiét kiém chi phi cho bénh nhan.
4.3.8. Phéiu thudt két hop: phau thuat TAPP do di vao 6 bung nén c6 thé xur
1y cac ton thwong trong 6 bung kém theo. Trong nghién ctru ndy ching tdi co
02 bénh nhan tinh hoan trong b bung: 01 bénh nhan duogc cit tinh hoan do
teo nho va 01 bénh nhan duoc ha tinh hoan Xuéng biu.
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4.3.9. Chuyén déi phwong phdp mo

Pa s cac nghién ctru thong bao ti 1é chuyén d6i phuong phap mo tir ki
thuat TAPP sang k¥ thuit mé mé 1a thap. Muschalla va cs (2016) ti 1& nay 1a
0,3%. Trong nghién ctru nay chung t6i khong c6 bénh nhan phai chuyén doi
phuong phap md vi 1y do k¥ thuat, két qua twong tu ctua Paganini (1998),
Sharma va cs (2015), Bui Vian Chién (2015).
4.4. Két qua s6m
4.4.1. Thoi gian phdu thudt

Nghién ctru ctia ching toi ghi nhan thoi gian mo trung binh cua TVB
gian tiép (113,8 phut) dai hon so véi TVB truc tiép (100,3 phut), nhung su
khac nhau khong c6 y nghia théng ké véi p > 0,05. Thoi gian mo ciia ching
to1 tuong ty tac gia Pham Hiru Thong (2007).

4.4.2. Cic tai bién

Céc tai bién lién quan dén k¥ thuat mo gdm ton thuong tang, mach mau
va than kinh. Tuy nhién, cac nghién ctru gan day ghi nhan khi phiu thuat
vién thanh thao v& PTNS thi ti 1¢ céc tai bién nay thap. Jacob va cs (2015), ti
1¢ tai bién & nhom TVB mot bén va hai bén lan lugt 1a: chay méau (0,99% va
0,84%); ton tuong mach mau (0,31% va 0,33%); ton tuong rudt (0,13% va
0,14%); ton thuong bang quang (0,14% va 0,99%). Nghién ctru cua chiing
to1, chay mau tir dong mach thugng vi duéi 01 bénh nhan (1,1%) dugc xur 1y
bang cap clip; ton thuong bang quang 01 bénh nhéan (1,1%) do seo dinh
khoang ngoai phuc mac & bénh nhan TVB hai bén, bén phai tai phat, dugc
Xt tri bang khau bang quang 2 16p va luu sonde tiéu 11 ngay.

4.4.3. Cdc bién chirng

Sau phau thuat TAPP, cic bién ching thuong gap la tu dich, tu mau
vung ben, sung dau tinh hoan, tran khi duéi da...

Tu dich ving ben 1a do phau tich thd bao 1am ton thuong cac mach mau,
bach huyét trong khoang ngoai phic mac. Moldovanu c6 6% tu dich. Ching
t6i gip 04 bénh nhan (4,2%). Tu mau vung ben thudng do phau tich tho bao
thimg tinh khoi bao thoat vi hodc khong cAm mau k¥ cac mach mau nho
trong khoang ngoai phuc mac. Lé Quang Hung, tu mau vung ben (2,2%), tu
mau biu (1,1%). Nghién ctru cia chiing toi gip 03 bénh nhan chiém (3,1%).
Pau thimng tinh-tinh hoan c¢6 thé xay ra do chan thuong than kinh sinh duc
dui hodc than kinh giao cam cua tinh hoan khi phau tich thirng tinh khoi bao
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thoat vi. Ti 1¢ nay cua chung toi 1a 3,1%, dugc diéu tri bang khang viém,
giam dau.
4.4.4. Pau sau mo
Pa sd cac nghién ctru thong bao, dau sau phau thuat TAPP thuong ¢
muc do dau nhe, dau vira va muc do dau giam dan theo thoi gian. Tri¢u
Triéu Duong: dau nhe va rat nhe (86,08%), dau vira (11,25%), dau nhiéu
(2,67%). Qua biéu do 3.10 cho thay & ngay thir 1: dau nhe (18,9%), dau vira
(71,6%), dau nhiéu (9,5%); ngay thir 2: khong dau va dau nhe (89,5%), dau
vua (10,5%); ngay tha 3: 81,1% khong dau.
4.4.5. Thoi gian phuc hoi vin dong
Thoi gian phuc hoi van dong sau mo thoat vi ben khac nhau tiy ting

tac gia. Pham Hitu Thong (2007), thot gian nay 1a 1,31 (ngay). Qua bang 3.15
cho thay thoi gian phuc hdi van dong trung binh 1a 1,82 ngay, dai hon so véi
tac gia Pham Hiru Thong.
4.4.6. Thoi gian phuc héi sinh hoat binh thwong

Theo Koninger va cs (2004), phau thuat TAPP khong gay chin thuong
16n ¢ thanh bung nén sau md bénh nhan it dau hon, sém hoi phuc cac hoat
dong thuong ngay. Pham Hitu Thong (2007), thot gian trg lai sinh hoat binh
thuong 1a 4,4 ngay. Qua bang 3.16 cho thay thoi gian trd lai sinh hoat binh
thuong 1a 4,7 ngay, tuong duong voi tac gia Pham Hiru Thong.
4.4.7. Thoi gian nam vién

Theo Hamza va cs (2009), thoi gian nam vién phu thudc vao nhiéu yéu
td nhu diéu kién kinh té, phong tuc tap quan, yéu td bénh nhan... Triéu Triéu
Duong va cs (2012), thoi gian nam vién 14 3,6 (ngay). Nghién ctru cia chung
to1 la 4,9 £ 1,8 (ngay) (Bang 3.17).
4.4.8. Thoi gian tro lai cong viéc: Theo Hamza va cs (2009), thot gian tré
lai cong viéc 1a 14,87 + 8,774 (ngay). Nghién clru cua chung t61 1a 18,9 +
11,2 (ngay). Nhu vay, thoi gian trd lai cong viéc trong nghién clru cua ching
t6i dai hon so voi cac tac gia khac vi da sé bénh nhan sau mé khi duoc hoi
déu tra 101 khong mudn tré lai 1[am viée sém vi ho rét so tai phat thoat vi.
4.5. Két qua xa
4.5.1. Céc bién chirng xa

Theo Nienhuijs va cs (2007), sau cac phau thuat thoat vi ben co dit ludi
nhan tao thi ti I¢ dau vung ben man tinh 1a 11% va t€ bi vung ben man tinh la
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9%; tuy nhién mac do dau, té bi thuong nhe, khong can dung thubc giam
dau, phong bé than kinh hay phiu thuat va c6 xu hudng giam dan theo thoi
gian. Muschalla va cs (2016), ti 1¢ dau vung ben 1a 4,35%, trong d6 dau nhe
2,77%; dau vira 0,99%; dau nhiéu 0,59% véi thoi gian theo do1 05 nam. Qua
bang 3.25 cho thay, ti 1¢ dau va té ving ben tai thoi diém 3 thang sau mo 13
11,6%; v6i thoi gian theo ddi trung binh 18,4 thang ti 18 nay giam xudng con
5,3%. Vé thoat vi 1 trocar va tic rudt, da sb cac nghién ctru thong bdo gap
bién chtng nay véi ti 16 thap. Nghién ctiru cia Muschalla va cs (2016), trén
787 BN (1010 thoat vi), ti 1é thoat vi 16 trocar (3,18%), tac rudt non (0,1%).
V61 thot gian theo doi trung binh 18,4 thang, chung t61 khong ghi nhén
truong hop nao thoat vi qua 16 trocar ciing nhu c6 dau hiéu ban tic hay tic
rudt phai nhap vién diéu tri.
4.5.2. Tdi phdt: theo Lowham, tai phat sau phau thuat TAPP thuong xay ra
trong nim dau tién, voi ti 18 0 — 2% tuy theo tac gia. Nghién clru ciia chung
to1 gdp 02 bénh nhan tai phat (2,2%).
4.6. Panh gia két qua s6m va xa
4.6.1. Panh gia két qua sém

S6 bénh nhan chung t6i theo ddi dugc 14 95/95 chiém 100%.

Xép loai: Tot (85,3%), kha (4,2%), trung binh (10,5%), kém (0%).
4.6.2. Panh gia két qua xa

S6 bénh nhan chung t6i theo ddi dugc 14 91/95 chiém 95,8%.

Xép loai chung: Tét (85,7%), kha (8,8%), trung binh (3,3%), kém (2,2%).

KET LUAN

Qua nghién ctru 95 bénh nhan nam TVB duoc phau thuat bang phuong
phap TAPP, tai Bénh vién Hitu Nghi Viét Ptrc chung t6i dua ra cac két luan
sau day:
1. Chi dinh va ing dung phiu thuat TAPP.
* Chi dinh mé: 100% 1a nam gidi, tudi trung binh 50,6 + 20,0 (19 — 86 tudi).
Chi s6 ASA I: 40,0%, ASA II: 53,7%; ASA III: 6,3%. Thoat vi ben bén phai
43,1%, bén trai 47,4%, hai bén 9,5%; thoat vi nguyén phat 89,4%, tai phat
10,6%; thoat vi truc tiép 36,5%, gian tiép 57,7%, hdn hop 5,8%.
* Uhg dung phcfu thuat TAPP trong diéu tri thodt vi ben

— Phuong phap vo cam: 100% bénh nhan dugc gay mé nd1 khi quan.
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— K¥ thuat m6 gom 6 budc. Bude 1: sir dung 03 trocar (97,9% BN), 04
trocar (2,1% BN); budc 2: boc 10 vung ben bén thoat vi va xac dinh cac mdc
giai phau (100% BN); buéce 3: tao khoang ngoai phiic mac vung ben (100%
BN); budc 4: xtr 1y bao thoat vi bang cach kéo vao 6 bung (86,3% BN), cit
ngang co bao (13,7% BN); budc 5: dit va c¢b dinh ludi nhan tao bang Protack
(60,0% BN), khau cb dinh (15,8% BN), khong cb dinh (24,2% BN); budéc 6:
dong phiic mac ving ben bang chi tiéu, khau vat (100,0% BN).
2. Két qua phiu thuat TAPP.
— Ty 1¢ thanh céng ctia phau thuét 1a 100%; khong c6 trudng hop chuyén
d6i phuong phap mo; khong cé tir vong.
— Thoi gian phiu thuat trung binh cho TVB mét bén 1a 107,6 + 32,2 phut,
hai bén la 172,2 + 68,3.
— Pau sau md: chu yéu dau vira va dau nhe.
— Tai bién trong md 2,2%. Bién chtng sém 12,6%.
— Thoi gian phyc héi sinh hoat trung binh 4,7 + 2,0 ngay.
— Thoi gian nam vién trung binh 4,9 + 1,8 ngay.
— Bién chimg xa 12,1%. Tai phat 2,2%.
— Két qua sém: tot 85,3%, kha 4,2%, trung binh 10,5%, kém 0%.
— Két qua xa:
+ Sau mo6 03 thang: 100% bénh nhan dén kham lai véi két qua tét
81,1%; kha 14,7%; trung binh 3,1%; kém 1,1%.
+ Sau md 12 thang: 97,9% bénh nhan dén kham lai véi két qua tot
79,6%:; kha 15,1%; trung binh 3,2%; kém 2,1%.
+ Sau mb 18,4 + 8,8 thang (3 — 33 thang): 95,8% bénh nhan dén kham
lai v&i két qua: tét 85,7%, kha 8,8%, trung binh 3,3%, kém 2,2%.

KIEN NGHI
Phau thuat ndi soi qua b phtc mac dat ludi nhan tao cé thé chi dinh cho
tat ca cac kiéu thoat vi ben thuong va co thé ap dung tai cac bénh vién phat
trién vé phau thuat ndi soi vi chi can mot s dung cu ndi soi thong thuong va
phau thuat vién duoc dao tao vé ky thuat véi ti 18 tai bién, bién chimng va tai
phat chap nhéan dugc.
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ABBRAVIATIONS

TAPP : Transabdominal preperitoneal
TEP : Total extraperitoneal
y/o : years old.
INTRODUCTION

An inguinal hernia is a protrusion of abdominal-cavity contents through
the inguinal canal or a weak spot in the muscles covering the abdomen.
Inguinal hernia is commonly seen among male patients, especially under 1
year old kid and over 40 year old men. Treatment of the disease is various
but mainly is surgical repair. Open operations including open tissue repair
technique and tension free repair using a mesh showed a lot of disadvantages
such as: bad postoperative pain, longer recovering time.

Nowadays, laparoscopic TAPP procedure can reduce open techniques’
drawbacks and is a good option to treat recurrent hernia after anterior
approach technique ( Bassini, Shoulgice, Lichtenstein...) because there is no
sticky scar in the operation area. Technically, in comparision with TEPP,
TAPP procedure is easier to learn and to master the technique; the operative
conversion rate is lower and the procedure’s education curve is shorter
thanks to a larger operation areas. However there are some potential
postoperative complications of approaching the abdominal cavity like organs
injury, trocar’s port hernia, bowel obstruction...We conducted the research:
“Application of laparoscopic TAPP on inguinal hernia treatment with
artificial mesh in Viet Duc Hospital” with 2 targets:

1. Describe the indications and applications of laparoscopic TAPP to
inguinal hernia treatment.
2. Evaluate results of laparoscopic TAPP treatment of inguinal hernia
with artificial mesh.

STRUCTURE

The thesis include 127 pages, 36 tables, 10 charts, and 111 references (71
foreign documents). Introduction: 2 pages; literature reviewing 34 pages,
research subjects and methodology 23 pages; results: 23 pages; discussion :
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42 pages; conlusions : 2 page and suggestions 1 page.

NEW CONTRIBUTIONS OF THE THESIS
Our study involved 95 male patients with 104 hernias treated with
laparoscopic TAPP using artificial meshes in Viet Duc Hospital from
October of 2015 to April of 2018

This is the first research about applying and evaluating results of
laparoscopic TAPP treatment of inguinal hernia in Vietnam.

Indication: TAPP procedure can be used to treat most inguinal hernia
types in adults.

In terms of applying TAPP procedure: 100 % patients underwent
general endotracheal anesthesia and the procedure was done in 6 steps. We
used 3 trocars in 97.9 % cases and 4 trocars in 2.1 % cases. Preperitoneal
space was created by dissecting to a nearly avascular plane between the
preitoneal and transverse fascia. The hernia sacs were retracted into the
abdomen cavity in 86.3 % and were cut at internal inguinal ring level in 13.7
%. A mesh was spread and adapted wrinkle-free to the under-lying tissues.
The mesh was fixed by sutures and tacks in 15.8 % and 60 % respectively
and in the rest 24.2 % cases the mesh was left unfixed. Peritoneal closure
using running absorbable suture was performed in all patients. The last step
was trocar incision closure in all patients.

Results: the procedure was applied sucessfully in 100 % cases with no
operative conversion and no perioperative fatality . The mean operation time was
107.6 = 32.2 minutes for one lateral inguinal hernia case and 172.2 + 68.3
minutes for one bilateral inguinal hernia case. Intraoperative complication rate
was 2.2 %. Short term complication, which healed shortly, was obsered in 12.6
% cases. Postoperative hospital stay was 4.9 + 1,8 days on average. The patients
were followed up in 18.4 months and there was a rate of 11.7 % patients had
long term complications. The recurrent hernia rate was 2.2 %.

The study’s findings are very practical, which bring surgeons a new
option to treat inguinal hernia. Our results affirmed that laparoscopic TAPP
was safe, feasible and effective.
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Chapter 1
LITERATURE REVIEW

1.1. Anatomy of the inguinal canal and applications in TAPP technique
1.1.1. Inguinal canal anatomy: The inguinal canal is bordered by anterior,
posterior, superior (roof) and inferior (floor) walls. It has two openings — the
superficial and deep rings.
1.1.2. Anatomy of the groin under laparoscopic view

Several important landmarks that we can see when approaching the groin
area from the intraperitoneal route include:

- Surgical layers: peritoneal, Transverse fascia, transversus abdominis
muscle.

- The median umbilical fold, the medial umbilical fold, the lateral umbilical fold

- Praeperitoneal space: include preperitoneal retropubic space (space of
Retzius) and extraperitoneal space posterior to the transverse fascia (space of
Bogros)

- Anatomical structures in the extraperitoneal space: nerves, vessels, the vas
deferens/the round ligament of the uterus, Cooper’s ligament, Iliopubic tract
1.1.3. Anatomical application in TAPP

Laparoscopic surgeons emphasized structures in the dangerous triangle:
triangle of doom and the triangle of pain, which can be damaged
intraoperatively.

1.2. Physiobiology of the groin

There are 2 mechanisms that protect the abdominal walls from hernia
formation:

- Shutter mechanism at the inguinal canal of the internal oblique aponeurosis
and transversus abdominis muscle

- Squeezing action at the internal ring
1.3. Pathophysiology of inguinal hernia

Causes leading to inguinal hernia

- present of patent processus vaginalis

- Muscles and facias of inguinal walls are weaken

- Failure of Shutter mechanism at the inguinal canal

- Abdomnial cavity pressure increase
1.4. Hernia classifying: Gilbert’s, Rutkow and Robbins, and Nyhus’
classifications.
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1.5. Diagnosis: based on clinical symptoms and ultrasonic images.
1.6. Inguinal hernia repair with TAPP technique
1.6.1. Indication and contra-indication

- Indication: TAPP can be applied to treat all types of normal hernia.

- Contra-indication: patients under 18y/o, inability to tolerate general
anesthesia., intra-peritoneal cavity infection, blood clotting disorders. Relative
contraindications: lower midline incision, previous preperitoneal surgery,
irreducible hernia, previous radiation therapy at the groin.

1.6.2. Advantage and disadvantage

* Advantage:

- In terms of diagnosis: TAPP procedure can determine hernia’s present,
location and types of the hernia, undiscovered hernia on the oposite side and
femoral hernia.

- In terms of treatment: TAPP procedure can repair all type of inguinal and
femoral hernia, lateral and bilateral hernia, recurrent hernia, strangulated
hernia. Technically, in comparision with TEP, TAPP procedure is easier to
learn and to master the technique; the operative conversion rate is lower and the
procedure’s education curve is shorter.

* Disadvantage:

- General anesthesia required;

- Laparoscopic technique is harder compared to open techniques, high risk of
complication in the first 30 — 50 cases,

- Establishing pneumoperitoneum related complication, organs damages,
trocar hole hernia and bowel stick formation.

1.6.3. Intra-operative and postoperative complications of TAPP

- Establishing pneumoperitoneum related complication,

- Operation complications: nerves injury, hematomas, scrotal emphysema,
urinary retention, urinary infection, trocar hole hernia, bowel obstruction,
recurrent hernia.

1.7. Other researches on TAPP procedure
1.7.1. Researches on indication and surgical technique

Litwin and others (1997) declared: The procedure can be carried out for
indirect, direct, femoral or combined hernias, both primary and recurrent.
Incarcerated hernias can usually be reduced and repair performed in standard
fashion. Strangulated hernias can also be repaired provided the contents are
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reducible and sterile. The operative approach was similar for all hernias.
Relative contraindications to the TAPP procedure included the following:
unsuitability for general anesthesia; age under 18 years; multiple previous
lower abdominal operations; an intraabdominal inflammatory process, such as
active Crohn’s disease; previous intra-abdominal preperitoneal surgery, such as
retropubic prostatectomy; and strangulated hernia with necrotic gut. About the
procedure, 3 trocars were used: a 12-mm port was placed in the subumbilical
position, a 10- mm port was placed on the side of the hernia and a 5-mm port
on the contralateral side. A curvilinear incision was made in the peritoneum,
starting laterally and carried superomedially to the level of the obliterated
umbilical vessel (lateral umbilical ligament). A flap of peritoneum was created
medially by blunt dissection inferiorly to expose Cooper’s ligament. An
indirect sac was usually reduced by blunt dissection, but if the sac was large it
can be transected with electrocautery. 10 x 14-cm piece of Marlex mesh was
used. It was placed as flat as possible against the abdominal wall, and the
indirect, direct and femoral spaces were covered broadly. The mesh was stapled
to Cooper’s ligament and to the superomedial and superolateral corners.
Reperitonealization was carried out by stapling the peritoneal edges together.

In 2014 Memon and his research partners highlighted the advantages of
TAPP in cases of recurrent hernia, bilateral hernia and hernia discovered
accidentally while treating another disease with laparoscopic surgery. In terms
of technique, Memon’s procedure was similar to Litwin’s except for: usage of
minimum 6 X 11 cm for one-side hernia, the mesh was fixed by stapler starting
from the oposite pubic tubercle and continueing over the area of the ipisilateral
pubictubercle; a large mesh sized 30 x 7.5 cm was used for bilateral hernia

In Vietnam Pham Huu Thong et.al were the first ones who reported about
TAPP procedure on Ho Chi Minh City Medical Junial in 2003. The data was
collected from 02/1998 to 01/2002 on 30 patients. Their indications TAPP
included one-side and bilateral hernias, direct and indirect hernia, recurrent
hernia, hernia type 2, 3A, 3B and 4 based on Nyhus’s classification.

1.7.2. Researches on results of the procedure

Baca and his team performed a study in 150 patients with 2500
consecutive laparoscopic transabdominal hernia repairs (TAPP) and showed
that: the average operating time was 32 mins (11 — 109 minutes). In five
patients (0.24%), conversion to open repair was necessary be cause of
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extensive intraabdominal adhesions. There were 89 complications (3.56%).
Twelve (0.48%) of these were seen intraoperatively (bladder injury, Mesenteric
bleeding, Epigastric vessel injury) and 77 (3.08%) postoperatively ( Nerve
irritation, inguinal hematoma, seroma, umbilical infection, testicular problems ,
small bowel adhesion, incarcerated trocar hernia, incarcerated omentum;
recurrent rate was 1.04 %.

A research, which conducted in 2015 by Kockerling and others on 10887
patients with one side inguinal hernia, reported that the operation time was 47
minutes on average, intraoperative complication was 1.4 %; short term
postoperative complication was 3.97 %, the average length of hospital stay was
1.93 £2.22 days.

Trieu Trieu Duong and his research group studied retrospectively and
prospectively on 151 male hernia patients who underwent TAPP at 108
Military Central Hospital and concluded that the mean operation time was 42
minutes; pain levels after surgery were mild (86.08 %), medium (11.25%) and
severe (2.67%). Epigastric vessel injury was seen intraoperatively in 1.98 %
cases. Early postopetative complications included: Inguinal seroma (1.99%),
scrotal hematoma (1.32%), urinary retention (4.63%), testicular effusion (1.32
%). Long term complication was pins and needles at the groin (3.31 %)).
Recurrent rate was 0.66 %.

RESEARCH SUBJECTS AND METHODOLOGY
2.1. Research subjects
95 over -18 — year — old — male patients that were diagnosed with
inguinal hernia ( first time hernia, recurrent hernia, one-side and bilateral
hernia, direct, indirect and combination hernia), and that had ASA score of I,
IT or 111, and that were treated with laparoscopic TAPP at Viet Duc Hospital
from 10/2015 to 04/2018.
* Exclusion criterias
- Serious internal disorders like cardiac failure, respiratory failure, COPD,
blood clotting diseases.
- Recurrent hernia after TAPP, TEP and Lichtenstein procedures
- Multiple previous lower abdominal operations; previous intra-abdominal
preperitoneal surgery, such as removal of ureteral - pelvic segment stone
- Intra-abdominal inflammatory process, such as active Crohn’s disease...



2.2. Research methodology
2.2.1. Research design: prospective descriptive interventional study.

2.2.2. Sample size calculation
The sample size was calculated using the following formula:

p(1-p)
AZ

n =712

where n is the required sample size

Z(1-0/2) = 1.96 (standard normal variate at 5% type 1 error).

p = 0.938 : expected propotion of successfully perforemed TAPP
procedure based on Pham Huu Thong’s findings (2007).

A = 0.05: absolute error

The minimum sample size was 90 patients.
2.2.3. Laparoscopic TAPP procedure
2.2.3.1. Patient preparation for surgery: Stop drinking and eating for 6 hours
before the time of surgery. Bathed or cleaned, and shaved the groin area to
be operated on. antibiotic was given to prevent infections at the surgical site
1 hour prior to surgery. Inserted urinary catheterization at operation room
after performing general anasthesia.
2.2.3.2. Anesthetiazation : general endotracheal anesthesia
2.2.3.3. Patient and surgical team position
- The patient was in supine position with the upper limb along the body on
the opposite side of the hernia
- Surgical team: main surgeon and assistant were on the oposite side of the
hernia. nurse and the surgical material were on the side of hernia beside the
patient’s feet. The screen was in front of main surgeon.
2.2.3.4. Six steps of laparoscopic TAPP procedure

* Step 1: Trocars placement

* Step 2: Expose the inguinal area with hernia and determined anatomical
landmarks.

* Step 3: Create the preperitoneal space on the hernia side

* Step 4: Sissecting the hernia sac

* Step 5: Mesh placement

* Step 6: peritoneal closure and ports closure.
2.2.3.5. Post-operative patient follow up and care



* Follow up

- Pulse, blood pressure, temperature.

- Postoperative pain: assessing pain level with VAS scale.

- Recovery after surgery (movement, normal daily activity, hospitalization
length)

- Early complications and management: surgical site infection, subcutaneous
emphysema, urinary retention, Inguinal seroma and hematoma, Testicular
effusion, bowel obtruction, trocar port hernia, mesh infection

* Patient care after surgery: changing bandages; use analgesics and
antibiotics.

2.2.3.6. Patient follow up after hospital discharge

- Follow up after 3 months, 12 months and further postoperatively via email,
telephone and dicrect examining.

- Content : Late complications, including pain or pins and needles at the
groin area, painful testicular and spermatic cord, loss of libido, postoperative
bowel obstruction, port hernia, mesh infection, allergy to mesh, recurrence
2.2.4. Research variables

2.2.4.1. Clinical characteristics of researching group: age, genders, job,
disease duration, BMI, combined diseases, reasons for hospital admission,
clinical symptoms.

2.2.4.2. Inguinal hernia classifications

- Type of inguinal hernia (primary / recurrent hernia),

- Hernia position (left / right side or bilateral hernia).

- Anatomical relation type (direct / indirect / Pantaloon hernia); Nyhus’s
classification (type 1, type 2, type 3A, 3B and type 4A, 4B)

2.2.4.3. Operation technique

- Anesthetiazation : general endotracheal anesthesia

- Locations and number of trocars used;

- Preperitoneal space creating technique;

- Hernia sac dissecting technique;

- Mesh size; fixation methods;

- Peritonealization technique; ports closure;

- Other additional surgery.

2.3.4.4.Operation result

* Short term results



- Operative conversion and reasons
- Surgical procedure time
- Intraoperative combinations: organ damages, vessel injury, nerves injury, vas
deferens injury
- Postoperative pain
- Early postoperative complications.
- Timing of return to daily activity; length of hospital stay
- Early postoperative result classification: according to Trieu Trieu Duong’s
standard
+ Very good: no intraoperative and early po stoperative complication
+ Good: mild complication: urinary retention, subcutaneous emphysema,
painful testicular and spermatic cord, testicular inflamation that was cured with
drugs
+ Medium: site infection, Inguinal seroma and hematoma, organs damage,
vessel injury, mesh infection, trocar port hernia, bowel obstruction.
+ Bad: perioperative mortality
* Long term results
- Timing of return to work
- Late complications
- Evaluation of long term result was based on Trinh Van Bao’s standard
+ Very good: no complication, no recurrence
+ Good: pain or pins and needles at the groin area, painful testicular and
spermatic cord healed by internal treatment.
+ Medium: loss of libido, postoperative bowel obstruction, port hernia, mesh
infection, allergy to mesh, recurrence
+ Bad: recurrent hernia
2.2.4.5. Relations
- Relation between direct/ indirect inguinal hernia and age /BMI
- Relation between hernia position and surgical time, time of recover to daily
activity and to work, length of hospital stay
- The relevance between direct/indirect hernia and perioperative complication.
2.2.5. Data analysis
We used SPSS software version 16.0 to analyse the data.
Convention on patients with bilateral hernia: symptoms were recorded
once (intra / post-operative complications and findings of re-examination after
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surgery).
Chapter 3

RESULTS
From 10/2015 to 04/2018 we applied 104 laparoscopic TAPP repairs for

95 hernia patients and found the following results.

3.1. General characteristics of researching group

3.1.1. Age and genders: 100 % patients were male at the average age of 50.6
y/o (19 — 86). Inguinal hernia was seen the most commonly in group of patients
aged from 50 to 70 y/o, with 34.7 %.

3.1.2. Patient’s job: Light workload (54.7%), heavy workload (25.3%) and

others (20%).
. - ® Heavy workload
Light workload
- 54,7% / ® Others

Chart 3.3. Patient’s job
Comment: Percentage of patients who had light workload was 54.7%.
3.1.3. Duration of the hernia
Percentage 379 3
50 7 16.8
N

<lyear 1- Syears >S5 years

0 r

Chart 3.4. Duration of the hernia

Comment: 83.2% patients had been suffered from the disease for more than 1 year.
3.1.4. Patient’s BMI : 22.0 on average (17.5 —30.1).
3.1.5. Combined diseases: Other disease combined with hernia — 44.2 %.
3.1.6. Reasons for hospital admission

Lump underneath the skin of the groin was the most commen (67.4 %).
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3.1.7. Previous lower abdomen surgery
Table 3.3. Previous lower abdomen surgery

Previous lower abdomen surgery | Number of patients | Percentage
R S On the right 6 6.3
ecurrent. nstina On the left 3 3.2
hernia :
Bilateral 1 1.1
Open appendectomy 2 2.1
Open prostectomy | 1.1
Total 13 13.8

Comment: 13.8% had undergone a lower abdomen surgery previously.
3.1.8. Clinical symptoms
Major symtom was a lump in the groin (84.2%); hernia lump in the
scrotum was seen in 15.8%. All patients had larger superficial ring.
3.2. Inguinal hernia classification
3.2.1. Primary and recurrent inguinal hernia
Table 3.5. Primary and recurrent inguinal hernia

Types of inguinal hernia Number of patients Percentage
Primary hernia 85 89.4
R Left side 6 6.3
ccurrent Right side 3 32
hernia _
Bilateral 1 1.1
Total 95 100.0

Comment: Most cases (89.4%) were primary hernia.

3.2.2. Location of the inguinal hernia

Percentage

60 13,1 474
40
20 - 2.2

Right side Left side Bilateral

Chart 3.5. Location of the inguinal hernia
Comment: The rate of patients who had inguinal hernia on the left and on the
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right was similar.

3.2.3. Types of inguinal hernia

Percentage 577
60 -

40 -+

20 -+

I
l l g 5’8 -

Indirect hernia  Direct hernia Saddlebag hernia

Chart 3.6. Types of inguinal hernia
Comment: Indirect hernia was seen in the most cases, accounting for 57.7%.

3.2.4. Nyhus’s classification
Table 3.6. Nyhus’s classification

Nyhus’s classification Number of cases Percentage
Type 2 25 24.0
Type 3A 34 32.7
Type 3B 35 33.7
Type 4A 4 3.8
Type 4B 6 5.8
Total 104 100.0

Comment. Nyhus’s 3 was the type that was the most common among research
patients. 9.6 % cases was Nyhus’s 4 (recurrent hernia).
3.2.5. ASA classification

Percentage
53.7
40
60 -
50 -
40 -
30 | . _ 6.3
20 - -
104 .~ o -
0 + T T T
ASA1 ASA 1T ASA TII

Chart 3.7. ASA classification

Comment: there were 93.7% patients, whose ASA score were I and II.
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3.3. Factors related to the application of TAPP

3.3.1. Anesthetiazation : 100 % general endotracheal anesthesia

3.3.2. Locations and number of trocars used
Table 3.7. Locations and number of trocars used

Locations and number of trocars | Number of patients | Percentage
2 trocars 10mm — 1 70 73.7
3 trocars trocar Smm
I trocar 10mm — 2 23 24.2
trocars Smm
4 trocars 2 2.1
Total 95 100.0

Comment: we used 03 trocars in 97.9% patients.
3.3.3. Hernia sac dissecting technique
" 13,7%

H retracted into the
abdomen cavity

M cut at internal
inguinal ring
level

Chart 3.8. Hernia sac dissection
Comment: The hernia sacs were retracted into the abdomen cavity in 86.3 %

3.3.4. Mesh size
Table 3.8. Mesh size

. | Number . Number
Type of hernia of mesh Mesh size of patients Percentage
1 (10-15 x 15)cm 80 84.2

One side hernia

mesh | (6-10x 10-14)cm 6 6.3
(10-15x 15)cm 5 52
2 meshes <11 5 0
Bilateral hernia (6x11)cm -
(8x15)cm 1 1.1
1 mesh
(10 x 20)cm 1 1.1

Total 95 100.0
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Comment. the percentage of patients who were implanted (10-15 x 15)cm
mesh was 89.4%.
3.3.5. Mesh fixation methods

Percentage 60
60 -
40 -

15.8
. |
0 T T r '.

Protack Suturing Not fixed

Chart 3.9. Mesh fixation methods

Comment: The mesh was fixed by sutures in 15.8 % and tacks in 60 % cases
and in the rest 24.2 % cases the mesh was left unfixed
3.3.6. Reperitonealization technique.

Running absorbable suture was used to close the peritoneal in all patients
3.3.7. Other additional surgery

There was a 41 year old patient who sufered from left inguinal hernia and
testicular atrophy at the same time, was given added orchiectomy (Testicle
Removal Surgery). Another patient who had left inguinal hernia together with
undescended right testicle was given an orchidopexy to move the testicles into
the correct position.
3.3.8. Conversion: the procedure was applied sucessfully in 100 % cases with
no operative conversion
3.4. Short term results

3.4.1. Average surgical time: For one lateral inguinal hernia the average
operation time was 107.6 = 32.2 minutes(40-210 minutes); more specificaly, it
was 100.3 = 34.9 minutes for one direct inguinal hernia case, 113.8 = 30.4
minutes for an indirect inguinal hernia case and 172.2 £ 68.3 minutes for a
Pantaloon hernia case (120-340 minutes).
3.4.2. Intraoperative complications

There were 2 complications during operation, which included 1 case of
Epigastric vessel injury — 1.1 % and 1 case of bladder injury on a bilateral
inguinal hernia with recurrent hernia on the right patient (1.1 %) because of
abdominal adhesions.



15

3.4.3. Postoperative complications
Table 3.12. Postoperative complications

Postoperative complications Number of patients | Percentage

surgical site infection 1 1.1
subcutaneous emphysema 1 1.1
inguinal seroma 4 4.2
inguinal hematoma 3 3.1
painful testicular and spermatic cord 3 3.1

Total 12 12.6

Comment: Early postoperative complication were obsered in 12.6 % cases
included inguinal seroma (4.1 %) and hematoma (3.1 %), painful testicular and
spermatic cord 3.1 %

3.4.4. Level of pain after surgery

Esevere Mmedium ®mild ®no pain

%

811

90 80
80 i
70
60
50
40
30
20
10

1st day 2 nd day 3 rd day

Chart 3.10. Postoperative pain level
- On the 1st day after TAPP: 71.6 % patients complainted about medium
pain and 18.9 % of them had mild pain
- On the 2nd day: mild pain was seen in 80 % patients, 9.5 % patients
reported no pain at all
- On the 3rd postoperative day 81.1 % patients felt no pain.
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3.4.5. Timing of movement recovery

Table 3.15. Timing of movement recovery

Timing of | One side hernia Bilateral hernia General
movement (n =86) n=9) (n=95)
recovery (Number| Percentage | Number | Percentage |Number of| Percentage
(days) of of patients
patients patients
1 days 34 35.8 4 4.2 38 40.0
2 days 38 40.0 4 4.2 42 44.2
3 days 10 10.5 0 0.0 10 10.5
>4 days| 4 4.2 1 1.1 5 53
Total 86 90,5 9 9.5 95 100.0
X +=SD 1.81 +0.82 1.89 +1.27 1.82 +0.86

Comment: Normal movement recovered in 1.82 + 0.86 days on average. Most

patient could move normaly after 1 — 2 days (84.2 %).

3.4.6. Timing of recover to daily activity

Table 3.16. Timing of recover to daily activity

Timing of One side hernia Bilateral hernia General
recover to (n = 86) (n=9) (n=9)5)
daily Number | Percentage |[Number| Percentage | Number | Percentage
activity of of of
(days) | patients patients patients
1 —3 days 23 242 4 4.2 27 28.4
4—6 days 45 47.4 4 4.2 49 51.6
> 7 days 18 18.9 1 1.1 19 20.0
Total 86 90.5 9 9.5 95 100.0
X +SD 4.8+2.0 4.0+1.9 4.7£2.0

Comment: Timing of recover to daily activity averaged 4.7 + 2.0 days. 79.1 %

patients were able to carry out daily activities within a week.
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3.4.7. Postoperative hospital stay

Table 3.17. Postoperative hospital stay

One side hernia | Bilateral hernia General
Postoperative (n=86) (n=9) (n=95)
hospital stay |Number Number Number of
(days) (.)f % (.)f % patients %
patients patients
3 days 8 8.4 0 0.0 8 8.4
4 days 33 34.7 2 2.1 35 36.8
5 days 27 28.4 5 5.3 32 33.7
6 days 11 11.6 0 0.0 11 11.6
> 7 days 7 7.4 2 2.1 9 9.5
Total 86 90.5 9 9.5 95 100.0
X £ SD 4.8+1.2 6.4 +4.4 49+1.8

Comment: The average length of hospital stay after the procedure was 4.9 +
1.8 days. The majority number of patients (78.9%) stayed in the hospital from 3
— 5 days after surgery.

3.4.8. Timing of return to work
Table 3.18. Timing of return to work

Timing of One side hernia | Bilateral hernia General
return to (n =86) (n=9) (n=9)5)
work Number of | % | Number of | % Number of | %
(weeks) patients patients patients
1-<2 weeks 37 38.9 7 7.3 44 46.2
3 -<4 weeks 23 24.2 1 1.1 24 25.3
> 4 weeks 26 27.4 1 1.1 27 28.5
Total 86 90.5 9 9.5 95 100.0
X+ SD 19.5+12.3 13.1+7.8 18.9 £12.1

Comment: Timing of return to work was 18.9 £ 12.1 days on average. Number
of patient who returned to work after 2 weeks was the most with 46.3 %.

3.4.9. Short term result evaluation

- Very good: 85.2 % ( no complications)
- Good: 4.2 % ( mild complications: subcutaneous emphysema 1.1 %. and
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painful testicular and spermatic cord 3.1 %)

- Medium: 10.6 % (surgical site infection 1.1 %. Inguinal seroma 4.2 %.
inguinal hematoma 3.1 %. bladder injury - 1.1 % and Epigastric vessel injury —
1.1 %)

-Bad: 0%

3.5. Long term resuls after surgery
3.5.1. Long term postoperative complication

Table 3.25. Long term postoperative complication

Long term 3 months 12 months averaged 18.4
postoperative months after surgery
complication n % n % n %

Chronic inguinal pain 5 53 7 7.5 4 4.4

Chronic inguinal 4 4.2 4 4.3 | 1.1

numbness

Chronic inguinal pain 2 2.1 0 0 0 0.0

and numbness

Painful testicular and 3 3.1 3 3.2 3 33

spermatic cord

Loss of libido 3 3.1 3 3.2 3 33
Total 17 17.8 17 18.2 11 12.1

On the 3rd month of postoperative period 11 patients (11.6%) had pain and
regional numbness at inguinal area and the number of patients who complained
about painful testicular and spermatic cord and loss of libido were both 3
accounting for 3.1 %.

After 12 months 02 of the mentioned inguinal-pain-and-numbness-patients
no longer felt numbness but only pain, which reduced the number of patients
with inguinal pain to 07 patients (7.5%) at this time.

At the time of the last follow-up visit in July 2018, which was 18.4 months
after surgery on average, 03 patients had no more pain and 03 patients did not
have any symptoms of numbness. Thus, the total number of patients with
chronic pain and inguinal numbness was 5, accounting for 5.5%.

3.5.2. Recurrency
- Number of patients who had inguinal numbness and pain were 05 (5.3%).
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- 03 patients. accounting for 3.2%. suffered from loss of libido
3.5.3. Long term result evaluation

- Average time of following up : 18.4 £ 8.8 months (3 — 33 months).

- Very good: 85.7 %j;

- Good: 8.8 % (chronic pain and thumbness at the groin 5.5 %; . painful

testicular and spermatic cord 3.3 %)

- Medium : 3.3 % - loss of libido

- Bad: 2.2 % - recurrence

Chapter 4
DISCUSSION

4.1. General characteristics of the research group

Our stdied patients had similar characteristics with other author’s about

age. gender. type of job. combined internal diseases. reasons for hospital

admission and clinical symptoms.
4.2. Surgical indication
4.2.1. Primary and recurrent inguial hernia

Researches showed that TAPP could be used for both primary and
recurrent inguinal hernia. A report by Litwin in 1997 mentioned that primary
hernia rated 87.0 % and recurrent hernia rated 13.0 %. The data of 88.9 % and
11.1 % was reported by Zacharoulis in 2009. Our result on percentage of the
mentioned 2 type of inguinal hernia was similar with other authors: primary
ernia 89.4 % and recurrent hernia 10.6 %.
4.2.2. Location of the inguinal hernia

Practically. most authors agreed that TAPP procedure can be used for all
inguinal hernia location including left side. right side hernia and especially
bilateral hernia because it did not require added incision or trocar port. In
Baca’s study in 2000 right inguinal hernia was seen in 38.7 % cases; left side
hernia was seen in 33.2 % and both sides hernia was seen in 28.1 %. In Baca’s
report in 2000. 38.7 % inguinal hernia were on the patient’s right side; 33.2 %
were on the left side and 28.1 % were on 2 sides. Our observation, which was
shown in chart 3.5, resulted that the rate of left inguinal hernia was higher than
that of right inguinal (47.4 % compared with 43.1 %) and the rate of bilateral
inguinal hernia was 9.5 %.
4.2.3. Type of inguinal hernia

Studies have shown that TAPP surgery can be used for any type of hernia.
Mayer et al (2016) showed the rate of indirect hernia was 60.34%. the rate of
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direct hernia was 28.79% and saddlebag hernia rate was 10.87%. Chart 3.6
gave information that indirect hernias occurred in 57.7% cases. direct hernia
occcurred in 36.5% cases; and saddlebag hernia occurred in 5.8% cases.
Eventually no surgical conversion was required in our research.
4.2.4. ASA classification

There are various options of surgical treatment for inguinal hernia.
Laparoscopic TAPP surgery required general endotracheal anesthesia. so
surgeons often apply the procedure for patients whose ASA score ranged from
[ — III. Muschalla studied 787 patients and their ASA score was [ in 26.2 %. 11
in61.3 %. Il 'in 11.5 % and IV 1n 1.1 %. In our research TAPP technique was
indicated to those with ASA T (40.0%). ASA 1II (54.7%) and ASA 1II (6.3%)
(chart 3.7).
4.2.5. Previous incision at lower part of the abdomen

An agreement was made among surgeons that laparoscopic approach in
TAPP procedure had more advantage in cases who had previous lower
abdominal operations compared to anterior approach in open surgery. Because
the laparoscopical operation area did not relate to any tough tissue bands of the
scar so there would be less complication. As shown in table 3.3 there were 10
patients suffered from recurrent hernia after open tissue repair procedure
(10.6%); 2 patients had undergone open appendectomy (2.1 %) and 1 patient
had undergone open prostectomy. Fortunately. all of the patients were treated
successfully with TAPP technique without any conversion.
4.3. Application of the procedure
4.3.1. Anesthetization : 100 % general endotracheal anesthesia
4.3.2. Position, size and number of trocars used

In a same way with most authors. we mainly used 3 trocars (97.9 %): the
first trocar. which was 10 mm. was placed above the umbilical region with
Hasson’s technique. Two other trocars sized 5 mm or 10 mm were placed on 2
midclavicular lines at the umbilical level. There were 2 cases of bilateral hernia
(2.1 %). because of having trouble dissecting the sacs. we inserted a 4th trocar
in the hypogastrium region. In 2010 Macho used the first trocar sized 12 mm to
make it easier to put mesh to the preperitoneal space. In 2014 Memon used
large trocars (10 and 12 mm) to creat preperitoneal space and fix the mesh
conviniently.
4.3.3. Preperitoneal space creating technique

The authors recommend that the dissection should be done on nearly
avascular plane between the peritoneal and transverse fascia from the space
Retzius to the space of Bogros in order to create the pre-peritoneal space
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successfully. If there was, bleeding must be stopped carefully to avoid
complications of inguinal hematoma. Preperitoneal space creating was
completed if all of the following major anatomical structures are defined:
genital blood vessels, vas deferens, epigastric vessels, external pelvic veins.
Cooper ligaments and iliopubic tract.
4.3.4. Hernia sac dissecting technique

Small direct or indirect hernia sacs were carefully removed from the
spermatic cord and pulled into the abdominal cavity; For a larger hernia sac
that extended into the scrotum. authors recommended not trying to remove the
sac entirely as it could cause severe damage to the spermatic cord. In this case
surgeon could cut the hernia sac at the internal inguinal ring level. and left the
distal part of the sac where it was. Chart 3.8 showed that we treated hernia by
pulling the sac into the abdomen in 86.3% cases and cut the hernia sac in
13.7% cases.
4.3.5. Mesh size

The majority of authors said that in TAPP surgery. the artificial mesh must
be sized (10 x 15) cm to ensure that the mesh covered fully all possible
herniation positions. thus limiting recurrence. Table 3.8 informed that in the
one side hernia group we used mainly (10-15 x 15) cm mesh accounting for
84.2%; mesh sized (6-10 x 10-14) cm usage accounted for 6.3%. In bilateral
inguinal hernia we used two separate meshes (7.3%) or a large one that covered
from the right to the left (2.2%).
4.3.6. Mesh placement and fixation methods

In order to put an artificial mesh into the preperitoneal cavity easily. we
curl the mesh like a cigarette roll to a half of the mesh. using a single knot of
vicryl 3/0 to fix the mesh before rolling the rest of it and put it into the
abdomen through the 10mm trocar. The mesh was spread on the spermatic cord
in a way that all angles of the mesh was located under the peritoneum and the
mesh covered all the possible hernia positions as well as overlapped on the
fixation points (Cooper ligaments; 2cm beyond hernia position). Today. the
issue of mesh fixation is still being debated. Many authors have proved that the
main cause of recurrent hernia is not non-fixed meshes but many other factors
such as technical errors. hernias omission. small mesh usage. ... We made
fixation with protacks in 60.0% patients; suturing in 15.8% patients and we did
not fix the mesh in 24.2% cases.
4.3.7. Reperitonealization and ports closure technique

Most authors closed the peritoneum with running suture Vicryl to make
sure the peritoneum was fully closed to prevent the mesh from contacting
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directly with organs in the abdomen or avoid internal hernia due to intestine
leakage through the peritoneal opening; some other authors closed the
peritoneum using tacker. clip or Stapler. We made reperitonealization with
Vicryl 2/0 or 3/0 using running suture for 100% of patients. resulting in no
cases of early intestinal obstruction due to internal hernia. On the other hand.
the closure of the peritoneum by absorbable suturing also saved money.
4.3.8. Additional surgery

TAPP surgery approach the hernia by going into the abdomen so it should
be able to treat the accompanying abdominal lesions. In this study. we had 02
patients with intra-abdominal hidden testicles: one of them had a testicular
removal due to testicular atrophy and the other was given orchidopexy to move
the testicles into the correct position.

4.3.9. Surgical conversion

Most reports showed that the rate of surgical conversion from TAPP
procedure was low. The rate was 0.3 % according to Muschalla (2016). In our
study there was no conversion due to technical problem, which was similar to
the findings of Paganini (1998), Shama (2015) and Bui Van Chien (2015).
4.4. Short term result
4.4.1. Surgical time

For one lateral inguinal hernia the mean surgical time of an indirect
inguinal hernia case was 113.8 &+ 30.4 minutes. which was longer than that of a
direct inguinal hernia repair (100.3 £ 34.9 minutes). Howerver the difference
was not statistically significant. This rerult of ours was similar to Pham Huu
Thong’s (2007).
4.4.2. Intraoperative complication

The complications related to surgical techniques include organ damage.
blood vessels and nerves injury. However. recent studies have noted that when
the surgeon is proficient in laparoscopic surgery. the rate of these complications
is low. Jacob et al (2015) showed the incidence of complications in one-sided
and bilateral inguinal hernia groups are respectively: bleeding (0.99% and
0.84%); vascular lesions (0.31% and 0.33%); intestinal lesions (0.13% and
0.14%); bladder injury (0.14% and 0.99%). In our research. intraoperative
complication included bleeding from the epigastric vascular - 01 patient (1.1%)
. which was processed by clips; bladder injury -1 patient (1.1%) due to scarring
of the preperitoneal space of the recurrent hernia patient; the injured bladder
was sutured with 2 layers and the urinary catheter was maintained in 11 days.
4.4.3. Postoperative complications
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After TAPP surgery. common complications were inguinal seroma.
inguinal hematoma. swelling and painful testicular. subcutaneous emphysema

Inguinal regional seroma is caused by rough careless dissection that
damaged blood vessels. lymphatic vesels in the pre-peritoneal space.
Moldovanu had 6% of his research group suffering from seroma. In our
research there 04 inguinal seroma patients (4.2%).

Inguinal hematoma is often caused by rudimentary careless hernia sac
dissection from the spermatic cord or lack of hemostatic control with small
blood vessels in the preperitoneal space. Le Quang Hung’s data: inguinal
hematoma (2.2%). scrotal hematoma (1.1%). Our study had 03 inguinal
hematoma patients accounting for (3.1%).

Spermatic cord pain may occur due to the femoral genital nerve injury or
sympathetic nerve of the testicle when the the hernia sac is removed from the
spermatic cord. Our rate of this complication was 3.1%. These patients were
treated with anti-inflammatory and analgesic drugs.

4.4.4. Level of pain after surgery

Most studies reported that pain after TAPP surgery was usually at mild and
moderate pain level and that the level of pain decreased with time. Trieu Trieu
Duong’s result: mild and very mild pain (86.08%). moderate pain (11.25%).
severe pain (2.67%). Through chart 3.10 we can see that on the 1st day after
TAPP: 71.6 % patients complainted about medium pain and 18.9 % of them
had mild pain; on the 2nd day: mild pain was seen in 80 % patients. 9.5 %
patients reported no pain at all.
4.4.5. Timing of movement recovery

The period of movement recovery after inguinal hernia surgery varied by
author. According to Pham Huu Thong (2007) this period was 1.31 (day). As
shown in table 3.5 our result on patient's activity recovery time was 1.82 days,
which was longer that Pham Huu Thong’s.
4.4.6. Timing of recover to daily activity

According to Koninger et al (2004). TAPP surgery did not cause major
injury in the abdominal wall so after surgery the patient was less painful and
soon recovering daily activities. Pham Huu Thong (2007) recorded the time to
return to normal activities was 4.4 days. Information shown in table 3.16 was
tha it took our patient 4.7 days on average to recover daily activites. This data
of ours was similar to Pham Huu Thong’s.
4.4.7. Postoperative hospital stay

According to Hamza et al (2009). length of hospital stay after surgery
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depended on many factors such as economic conditions. customs and habits.
patient factors ... Trieu Trieu Duong et al (2012) reported that the length of
hospital stay was 3.6 (days). Our data was 4.9 + 1.8 (days) (Table 3.17).
4.4.8. Timing of return to work

The data of Hamza (2009) was 14.87 + 8.774 days and ours was 18.9 +
12.1 days on average. Timing of return to work in our finding was longer than
other authors’. The reason was that most of our patients did not want to get
back to work too soon because of being afraid of recurrent hernia.
4.5. Long term resuls after surgery
4.5.1. Long term complications

In 2007 Nienhuijis and his team reported that the rate of patients who had
chronic pain was 11 % and that the rate of inguinal numbness was 9% after
inguinal hernia repairs that used artificial mesh. However, the pain and
numbness level was mainly mild and reduced gradually so patients did not need
any drugs to release the symptoms. In 2016 Muschalla and his team reported
results of following up their patients in 5 years that the rate of inguinal pain was
4.35 %, which included mild pain 2.77 %. medium pain 0.99% and severe pain
0.59 %. According to our findings shown in tbale 3.25, inguinal pain and
numbness was seen in 11.6 % patients on the 3rd month after surgery. The date
decreased to 5.3 % after average 18.4 months of following up. Trocar port
hernia and bowel obstruction complications were both rare in most researches.
We did not observed any patients that had these complication after following
up our patients in 18.4 months on average. In a group of 787 patients (1010
hernias) studied by Muschalla and his team there was 3.18% cases of port
hernia and 0.1 % cases of bowel obstruction.
4.5.2. Recurrent hernia

According to Lowham. recurrent rate after TAPP procedure was 0 — 2 %
and the second time hernia occurred mostly in the Ist year of postoperation.
Our rate of recurrence was 2.2 %.
4.6. Short term and long term result evaluation
4.6.1. Short term result evaluation

95/95 patients (100.0%) were followed up after the surgery.

The short term result was evaluated as “very good” (85.3%), “good”
(4.2%), “medium” (10.5%) and “bad” (0%).
4.6.2. Long term result evaluation

91/95 patients (95.8%) were followed up after the surgery.

Final evaluation: very good (85.7%). good (8.8%). medium (3.3%). bad
(2.2%).
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CONCLUSION

By applying laparoscopic TAPP repairs for 95 female inguinal hernia
patients at Viet Duc Hospital we have come to conclusions that:
1. Indication and application of TAPP procedure on inguinal hernia
treatment
* Indication: 100 % female patients aged 50.6 =+ 20.0 y/o on average (19-86
y/0). Patients’ ASA score were: ASA I in 40.0%, ASA II in 53.7%; ASA 111
in 6.3%. The hernias were 47.4 % on the left, 43.1 % on the right and 9.5 %
bilateral. The rate of primary and recurrent inguinal hernia was 89.4% and
10.6% respectively. Direct hernia was seen in 36.5 %; indirect hernia was
seen in 57.7 % and 5.8 % patient had Pantaloon hernia.
* Applications of TAPP procedure on inguinal hernia treatment
- Anesthetiazation : 100 % general endotracheal anesthesia.
- Laparoscopic TAPP procedure included 6 steps. Step 1: We used 3 trocars
in 97.9 % cases and 4 trocars in 2.1 % cases; step 2: expose the inguinal area
with hernia and determined anatomical landmarks 100.0%; step 3: create the
preperitoneal space on the hernia side 100.0%, step 4: manage the hernia sac
by retracting it in to the abdominal cavaty 86.3% or cutting it at the internal
inguinal ring level 13.7%; step 5: mesh placement and fixation using protack
60.0%, suturing in 15,8% and in the rest 24.2% patients the mesh was left
unfixed; step 6: peritoneal closure and ports closure 100.0%.
2. Postoperative results of TAPP procedure
- The procedure was applied sucessfully in 100% cases with no operative
conversion and no perioperative fatality .
- The mean operation time was 107.6 + 32.2 minutes for one lateral inguinal
hernia case and 172.2 + 68.3 minutes for one bilateral inguinal hernia case.
- Postoperative pain was mostly medium and mild.
- Intraoperative complication rate was 2.2%. Early postoperative complication
rate was 12.6 %
- Timing of return to normal daily activity averaged 4.7 + 2.0 days
- Postoperative hospital stay was 4.9 & 1.8 days on average.
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- Long term complications were observed in 12.1% case. The rate of recurrency
was 2.2 %.
- Short term postoperative results were classified as very good in 85.3%; good
in 4.2 %; medium in 10.5 % and bad in 0 % cases.
- Long term result evaluation:

+ 3 months after surgery: 100.0% patients were re-examined and the result
was 81.1% very good — 14.7% good — 3.1 %. medium — 1.1% bad.

+ 12 months after surgery: 97.9% patients were re-examined and the result
was 79.6% very good — 15.1% good — 3.2 % medium — 2.1% bad.

+18.4 + 8.8 months after surgery (3 — 33 months): 95.8% patients were re-
examined and the result was 85.7% very good — 8.8% good — 3.3 % medium —
2.2% bad.

RECOMMENDATIONS
Laparoscopic TAPP can be an indication to treat all types of normal

inguinal hernia and can be applied in every hospital where surgeons have
mastered laparoscopic techniques and been trained about TAPP procedure.
Required equipments are basic surgical instruments for laparoscopy. The rate
of intraoperative and postoperative complication and the rate of recurrence is
acceptable.
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