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GIOI THIEU LUAN AN
1. Pat van deé:

Diéu tri ung thu truc trang (UTTT) 1a diéu tri da mo thic trong do
phau thuat (PT) dong vai trd quan trong cin ban. Cit cut truc trang
duong bung tang sinh mon hy sinh co tron 1a phuong phap chinh dé
diéu tri UTTT doan giira va thap va nhét 1a ddi voi doan thip nhung
nguoi bénh phai mang hau moén nhan tao (HMNT) sudt doi. Xu huéng
hién nay 1a ting cudng PT cit trude thip va rat thap bao ton co tron
nham cai thién chit luong sdng bénh nhan (BN). Tién bd khoa hoc cong
nghé voi sy ra doi cac may cit va may ndi rudt hién dai dugc ung dung
ngay cang nhiéu trong phau thuat UTTT budc ddu da mang lai cac hiéu
qua thiét thuc, dic biét 1a tang kha nang thyc hién cit ndi thép trong
khung chau hep tranh cho ngudi bénh phai mang HMNT vinh vién va
rt ngén thoi gian phau thuat. Mic du vdy, trong thuc tién lam sang, PT
diéu tri UTTT giita va thap bao ton co tron van con mot ty 1& bién
chung nhét 13 ro miéng noi 1a thach thuc ddi voi phau thuat vién, dac
biét ting 1én khi cang xubng thép trong khung chau. Tuy nhién, chua cé
nhiéu nghién ctru (NC) danh gia két qua PT cat va ndi baing may trong
diéu tri UTTT glua va thap.

Bén canh do, ndi thang tan tan dai trang - tryc trang - éng hau mon co
thé dan dén rdi loan dai tién anh huong dén chat luong song ctia bénh nhén.
Céc ky thuét (KT) tao hinh bong truc trang, ching han nhu tai J dai trang,
ndi bén tan va tao hinh dai trang theo chleu rong, da duoc phat trién dé cai
thién roi loan dai tién. Trong do6, KT ndi bén tan c6 tai chir J cai bién dé
doan dai trang quat nguoc tu do dai 6cm da dugc chiing téi va mot ) trung
tam tién hanh nhung chua c6 NC day du.

2. Muc tiéu ciia dé tz‘li
1. Nhdn xét mét sé ddc diém lam sang, cdn lam sang ung thw truc
trang doan gitta va thap dwgc phau thudt cdt noz may.

2. Ddanh gid két qua phdu thudt cdt doan va noi mdy bén tin cé tii
chit J cai bién cua nhom bénh nhdn trén.
3. Nhirng dong gop cia luin an:

Luan an c6 nhiing dong gop cho chuyén nghanh ngoai khoa ung thu
trong viéc chon lya dp dung KT cit doan va ndi hoan toan bang may
diéu tri UTTT giita va thdp cho thay gid tri cua viéc su dung cac thiét b
cong nghé hién dai nhu cac may cat ndi gitip rit ngén thoi gian PT voi
trung binh 113,4 phit dong thoi cling danh gia két qua PT ddi véi nhom
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bénh nhan NC c6 ty 1¢ bién chimg thap 14 an toan chip nhan dugc nhat
1a bao ton dugc co tron hau mén cho nhimg u cach ria hau mén (RHM)
thap nhat 4cm giip néng cao chat luong cudc sdng clia nguodi bénh ma
van dam bao triét dé vé phuong dién ung thu hoc.

Bén canh d6, KT cét doan va ndi may bén tin co tai chir J cai bién cho
thdy an toan gop phan giam bién chimg hiu phau nhat 14 ty 18 rd miéng ndi
chi 1,8%, phuc hoi co nang thuan 191 va cai thién dang ké tan sut dai tién
hang ngay giam dan theo thang va dat trung binh 1,8 lan/ngay tai thoi diém
24 thang sau PT.

4. Ciu tric cia ludn 4n:

Luan an gdm 131 trang, véi 4 chuong chinh: Pat van dé 2 trang,
Chuong 1 (Tong quan) 40 trang, Chuong 2 (Di tugng va Phuong phap
nghién ctru) 20 trang, Chuong 3 (Két qua nghién ctru) 29 trang, Chuong
4 (Ban luan) 37 trang, Két luan va Kién nghi 3 trang.

Luan 4n c6 55 bang, 16 hinh va 10 biéu do, 161 tai liéu tham khao
(40 tai liéu tiéng Viét, 118 tai liéu tiéng Anh va 3 tiéng Phap).

CHUONG 1: TONG QUAN

1.1. Giai phiu Wng dung

Tryc trang dai khoang 15cm va thuong dwoc chia lam 3 phan: 1/3
trén cach ria hau moén 11-15cm ndm trén tii cing Douglas, 1/3 giita
cach RHM 7-10cm, 1/3 dudi cach RHM 3-6¢m, tuong Gng voi vi tri
khoi uma UTTT c6 tén 1a UTTT cao, UTTT giita, UTTT thap.
1.2. M6 bénh hoc

Phin logi theo WHO 2010: Ung thu biéu mo tuyén (UTBMT)
NOS, UTBMT triing c4 dang sang, Ung thu biéu mo thé tay, Ung thu
biéu mé vi nhi, UTBMT nhay, UTBMT ring cwa, Ung thu biéu mo té
bao nhin, UTBMT vay, Ung thu biéu mé té bao hinh thoi NOS, Ung
thu biéu mo vay NOS, Ung thu biéu mé khong biét hoa.

UTDTT ¢6 mo bénh hoc cha yéu 1a UTBMT.
1.3. Chan doan
1.3.1. LAm sang: Co ndng, Toan than, Thuec thé,..
* Tham khdm trwc trang:

Thiam kham tryc trang bang ngén tay 1a phuong phép kinh dién danh
gid mic xam 1an ung thu bang cach xac dinh mic di dong cta u so véi
thanh truc trang va so véi to chirc xung quanh. Viéc danh gia chinh xac
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khoang cach tir khéi u dén RHM va co thit hau mén dic biét quan trong
trong viéc quyét dinh bao ton co that hay khong.
* Tham khdam cdc co quan toan thdn:

Danh gia tinh trang cac co quan toan than, cac bénh 1y phdi hop.
1.3.2. Can ldm sang

Hién nay, ndi soi ong mém dugc dung cha yéu dé chan doan UTDTT
ddng thoi tién hanh sinh thiét chdn doan mé bénh hoc.

Céc xét nghiém chan doan hinh anh khac nhu siéu 4m ndi tryc trang,
chup cit 16p vi tinh (CT) 6 bung, cong hudng tir tiéu khung (MRI), PET-CT,
xa hinh xuong gitip danh gia giai doan va xac dinh chién luoc didu tri.

1.4. Piéu tri phdu thuat UTTT giira va thap
Phéu thudt cit doan truc trang dudong bung

Gom c6 PT cit trude thip ddi voi UTTT gitra va PT cit trude rét
thip d6i v6i UTTT thap. Trong do, nguyén tic ung thu hoc la cat
MTTT t6i thiéu 12 5 cm bd mac treo dudi u ddi véi doan tryc trang cao
va cit toan bd MTTT ddi voi doan gitra va thap. PT cét trude thip va rat
thip van gip nhiéu khé khin va thach thic trong thyc hanh va van con
c6 ty 1€ tai bién va blen chung nhét 12 rd miéng ndi. Theo y van, ty 1¢ ro
mleng ndi cang Xuong thap cang tang lén tr 3% dén 11% vi mic do
giam tudi mau miéng ndi va thao tac cat ndi khé khan trong khong gian
hep. Cac NC ciing cho thdy ty 16 hep miéng ndi gip tir 5% dén 20%.

Miéng ndi thap c6 thé thyc hién kiéu tan tan hay bén tan va c6 mot
s tac gia da tién hanh cac NC ngau nhién c6 d6i chimg so sanh hai loai
mi¢ng noi. Theo Mc Namara D.L. , thue hién miéng noi tan tan dai trang
- 6ng héu mon ¢6 ty 1€ r6 miéng ni cao hon rd rét (15%) so véi miéng
ndi bén tdn vdi tao hinh thi J dai trang (2%). Tac gia Brisinda trong NC
s0 sanh 2 loai miéng ndi may tan tan va bén tan sau PT cat trudc thap
trong UTTT gila va thip ciing cho két luan tuong tu voi ty 1é ro miéng
noi tan tdn cao hon 1o rét (29,2%) so voi miéng noi bén tan (5%).

Cit bo toan bd MTTT di dan dén giam tai phat tai chd va cai thién séng
con & bénh nhan UTTT. Tuy vay, ndi thang tan tn dai trang - truc ting -
ong hau mon sau d6 co thé dan dén rdi loan chirc ning dai tién bao gdm
tang hoat dong rudt, 1di loan tao khudn phan va di phan khong kiém ché
duoc. Su rdi loan nay goi 1a "Hoi chimg cét trude". Theo y van, co tir 25
dén 80% bénh nhan UTTT gitia va thap sau PT cat trude thap va rat thap
thyc hién miéng nbi thang tan tan gdp hoi ching cét trude v6i cac rdi loan
vé dai tién trong d6 tan suét dai tién trén 3 lan/ngay c6 thé chiém dén 75%
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cac truong hop PT. Do d6, cac chién luoc thay thé dé phuc hdi bong truc
trang, chang han nhu tai J dai trang, miéng n6i bén tan va tao hinh dai trang
theo chiéu rong, da dugc phat trién dé cai thién chirc ning dai tién.

Gan day, mot thir nghiém ngiu nhién co ddi chimg da dugc dugc
cong bd boi Fazio va cong su bao gdm 354 BN, trong d6 96 BN khong
thé 1am tui J dai trang vi nhiing 1y do khac nhau (khung chau hep, mac
treo cong kénh, chiéu dai dai trang khong du) va bi loai trir tir phan tich.
Tong s6 268 BN duoc chon ngiu nhién: 137 trong nhém tai J (JP) va
131 trong nhém tao hinh dai trang theo chiéu rong (CP). Két qua: nhom
JP c6 tong sb hoat dong rudt nho hon so véi nhém CP & 4, 12 va 24
thang sau md, co su khac biét ung ho ti J lién quan dén hoat dong rudt
ban dém, diém muc d6 nghiém trong khong kiém soat phan (FISI -
Fecal Incontinence Severity Index) thap hon ¢ ¥ nghia trong nhom JP
va su khong kiém ché dai tién cao hon & nhém CP. Bén canh do, 96 BN
bi loai trir tr thir nghiém duoc tiép tuc chon ng?tu nhién dé nhan mot
nbi thang (n = 49) hodc mot tao hinh dai trang theo chiéu rong (n =
47). Céc két qua phan tich tiép theo cho thiy khong c6 loi ich gi tir tao
hinh dai trang theo chiéu rong so sanh v6i ndi thang va tac gia dé xuat
giai phap tot nhit 1a ndi bén tin, mot giai phap don gian va nhanh chéng
trong truong hop kho khan thue hién tai J.

Trong NC da phan tich tong hop cua Brown va cong su, co ba NC
ngau nhién c6 d6i chimg cua Huber (1999), Machado (2003 va 2005) va
Jiang (2005), méc du c& mau chua da 16n nhung da cho théy két qua
tvong duong gilra nbi bén tan va tai J dai trang. Céc tic gia nay goi
phuong phéap ndi bén tan 1a mot bién thé cua thi J dai trang va cho rang
c6 thé thay thé cho viéc tao hinh tai J vi thu thuat it phirc tap va it mat
thoi gian trong khi két qua sau PT 14 twong duong.

Ky thudt cit - néi bang mdy trong ung thw truc trang

Ngoai cich cit - ndi rudt bang tay con cd cach cit - ndi rudt bang
méy dap ghim (stapler). Cling v&i sy tién bg ctia khoa hoc cong nghé,
cac stapler hién dai ra doi dugc ché tao ding mét lan hodc nhiéu lan, thiét
ké véi dang cong dé d& dang thao tac PT. Viéc st dung cac stapler ngay
cang tré nén phd bién trong PT UTTT véi sy da dang KT thé hién qua
nhieu NC. Stapler tryc trang cong Contour 1a thiét bj m&i véi hai hang dap
ghim kép va mot con dao cong cit giita ching. Do thiét ké cong, no cho
phép tiép can t6t hon voi khoang chau dé cat tryc trang dudi u. Didu nay
cho phép cit bo thip hon, tao diéu kién dé dang cho PT bang cach khong
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phai thuce hién cat rudt thi cong bang tay voi dung cu cat rudt thong thuong
va tranh nhiém ban & miéng cat xa va gan ma ching van déng kin khi cit.

CHUONG 2: POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. Pbi twong nghién ciru

56 BN UTTT giita va thép dugc diéu tri PT cét doan truc trang su
dung may cit - nbi va thuc hién miéng nbi bén tan c6 tai chir J cai bién
tai bénh vién K thoi gian tir thang 01 nam 2013 dén thang 09 nam 2017.
Tiéu chuin lya chon: BN dugc chan doan UTTT giita va thap, u cach
RHM 3-10cm; M6 bénh hoc 1a UTBMT; Giai doan bénh I, II va III dugc
chi dinh PT ngay hodc sau khi da diéu tri hoa xa dong thoi truge PT;
BN dugc PT chu'cmg trinh cat doan truc trang ¢6 stir dung may cit - ndi
va thuc hién miéng ndi bén tan ¢6 tai chit J cai bién.

2.2. Phuong phap nghién ctru

2.2.1. Thiét ké nghién ciru

- Str dung mé hinh nghién ctru can thiép 1am sang khong doi ching.

- Cach chon mau: thuan tién c6 chu dich. C& mau: 56

2.2.2. Phwong ti¢n nghién ciru

- Hd so bénh 4n, mau bénh an nghién ciru thdng nhat, thu tham do.

- My cit Linear cutter, Contour, may ni tron CDH ¢ 28 - 31mm.

2.3. Cac bude tién hanh va ndi dung nghién ciru

Buéc 1: Lua chen bénh nhan theo tiéu chuan nghién ciru, d4nh gia
Iam sang, can 1am sang trwdc dieu tri

* Dac diém lim sang: Tudi, gidi, tién sir ban than, tién sir gia dinh;
biéu tri tién phau; Ly do vao vién; Thoi gian tir luc ¢6 triéu ching dau
tién dén khi vao vién; Tri€u ching co niang, toan than, thuc thé.

* Dc diém u qua tham tric trang:

+ Vi tri u phan theo Hiép hoi ngoai khoa Hoa Ky (dugc md ta trong bai
Ung thu truc trang cua Steven K. nam 2014): UTTT cao: 1/3 trén cach
RHM 11-15 cm; UTTT gitra: 1/3 gitta cach RHM 7-10cm; UTTT thap:
1/3 dudi cach RHM 3-6 cm.

+ Hinh dang dai thé; Xam lan cua khéi u so véi chu vi truc trang;

+ X4c dinh d6 di dong u: D&, han ché hay c6 dinh.

* Cdn ldm sang:

+ Noi soi tryc trang: Khoang cach cyc dudi u voi RHM. Vi tri u. Hinh
dang dai thé, kich thudc u. Xam lan cta khoi u so voi chu vi tryc trang.
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+ Chan doan hinh anh: X quang ph01 CT long nguc néu nghi ngd; Siéu
am gan, 6 bung; CT 6 bung; MRI tiéu khung: danh gia mirc d6 xam lan
cda u va hach.

+ Chét chi diém khéi u (CEA); Cong thirc mau.
Budéc 2: Danh gia giai doan va chi dinh phiu thuat
Panh gia giai doan TNM theo AJCC 2010. Chi dinh PT dua trén
phac dd diéu tri UTTT tai M¥ va hién dang ap dung tai Viét Nam:
e Giai doan T1-2, NO, MO: phﬁu thuat
Néu sau PT: pT1-2, NO, MO: theo d&i; pT3, NO,MO0 hoac pT1-3, N1-2,
MO: hoéa xa tri bd tro.
e Giai doan T3, NO hodc bat ky T, N1-2: hoa xa tri tién phiu, sau do
PT va hoa tri.
e Giai doan T4 (c6 hodc khong céd kha nang PT): hoa xa tri, sau do
PT (néu co khé nang) va hoac hoa tri
e Trong mét sd trudng hop dic biét néu khéi u gdy ban tac rudt hoic
tac rudt didu tri noi khoa tam on dinh thi co thé PT trudc sau do
tién hanh diéu tri hoa xa tri bd tro theo dic diém giai doan sau PT.
Budc 3: Tién hanh phiu thuat cit doan va ndi bing may
Chi tiét ky thudt chinh:
o Cit dai trang trén khéi u: M dai trang doc bo ty do ngay bén dudi vi
tri du dinh cét dai trang dai 2,5-3cm. Chon ¢& may ndi tron tir 28 dén
31mm phu hop v6i khiu kinh cua dai truc trang. Thao roi ¢au may khoi
than may, luén dau may vao long dai trang dén vi tri du dinh néi. Cap
cét dai trang trén khdi u bang may cat thang 75mm.
o Cit truc trang dudi khéi u: Vi tri cét cach xa bo dudi khdi u it nhit
2cm, dung méy cét thing 75mm hodc may cit Contour kep cit truc
trang dudi u> 2cm nhung phai & sat trén co thit.
e Nbi dai trang v6i truc trang hodc dng hau mon kiéu bén tan véi doan
dai trang quat nguoc tu do ¢o chleu dai 6cm: tién hanh KT tai lap luu
thong ti€u hoa cai bién tir KT ndi bén tan tao hinh ti J voi cac déc diém
chinh la: thyc hién miéng nbi bang may n01 tron ¢& 28-31mm, dat doan
dai trang xa c6 chiéu dai 6cm tir vi tri ndi quit nguoc vao bén phai tiéu
khung mot cach tu do theo thanh chéu, khong thuc hién thi mo khau tao
hinh tai J dai trang gitta doan dai trang quat ngugc sau miéng ndi va doan
dai trang trude mleng n6i nhu trong tao hinh tii J dai trang kinh dién. C6
thé goi day 1a KT ndi bén tan c6 thi chit J cai bién.
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Budrc 4: Danh gia md bénh hoc va giai doan bénh sau PT: Phén loai
UTBMT va d¢ biét hoa; Panh gia xam lan cta u, dién cat va hach; Phan
loai giai doan bénh sau PT theo AJCC 2010.
Budic 5: Panh gia két qua
> Két qua trong PT
- Céc loai may cat ndi duoc sir dyng; Sé BN c¢6 ha dai trang goc lach; S6
BN lam HMNT trén dong; Béo ton than kinh ty dong (TKTD) trong PT;
Sinh thiét dién cat tirc thi, khoang cach bo dién cat va cuc dudi u.
- Tai bién trong PT:
+ Lién quan sir dung may cit ndi.
+ Lién quan qué trinh phau tich.
- Thoi gian PT trung binh (phut).
-Sb luwgng hach mac treo phﬁu tich duoc.
> Két qud gan hdu phiu trong thing dau tién:
- Thoi gian trung tién, thoi gian rut sonde tiéu va dai tién 1an dau sau
PT; Thoi gian nam vién sau khi PT.
- Bién chumg:
+ RO miéng nbi khu tra hay viém phiic mac toan thé.
+ Khac: T vong, chay rpéu sau PT, tic ruf)t sau PT,W dai tiéu tién
khong ty chi, nhi€m tring vét mo, hep miéng noi, ap xe ti€u khung,..
+ Bién ching toan than: Viém phéi, viém tic tinh mach,....
_Tuy theo tinh trang cua timg truong hop s& quyét dinh PT lai hay
diéu tri noi khoa bao ton.
- Piéu tri hd trg sau PT tuy theo giai doan sau PT.
> Két qud chung phéu thudt: Dya vao tiéu chuan danh gia thuong ap
dung tai Bénh vién K Vé’tuo*ng tur cac NC tm’éc (jéy nhu cia Mai Puac
Huing, chia 3 muac d6: Tot: Khépg ¢0 tai bién, bién chﬁ:ng PT ’cén phai
can thi€p xu tri. BN phuc hoi t6t; Trung binh: C6 tai bien, bién chimg
nhung xr trf dugc va BN ra vién On dinh, khong d¢€ lai di chimg néng;
Xau: Tai bién, bién chiig nang phai PT lai hodc tir vong.
> Két qud phuc héi tir sau 3 thang: BN ty danh gia qua phong van
truc ti€p hay dién thoai - thu tin.
- Stre khoe chung; Kha ning lao dong.
- Tinh trang dai tiéu tién:
+ Tinh trang tiéu tién: binh thuong hay rdi loan.
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+ Tinh trang dai tién: dic diém dai tién, tinh chat phan.
+ Tan suat dai tién hang ngay sau PT 3 thang, 6 thang, 12 thang, 18
thang va 24 thang.
- Rbi loan sinh duc nam sau PT.
Budc 6: Theo dai sau diéu tri
- Thoi gian: 3 ‘théng/lﬁn trong 2 nim dau va 6 thang/lan trong nhiing
nam tiép theo bang tham kham lam sang va can lam sang.
- Ddnh gid song thém khong bénh va toan bg sau 1 nim, 2 nim, 3
nam, 4 nam, 5 nam theo thuét toan Kaplan Meier.
2.4. Thu thp va phan tich s0 liu: Thu thp thong tin theo mau bénh 4n
NC, ma hoa va xur ly s6 liéu theo phan mém SPSS 22.0.
2.5. Thoi gian nghién ctru: tir thang 01 ndm 2013 dén thang 10 nim 2018.
2.6. Van dé dao dirc trong nghién ciru
- Moi thong tin thu thdp dugc dam bdo bi mat cho BN va chi sir dung
cho muc dich NC.
- Pugc sy dong y ciia BN.
- NC duoc su phé duyét cuia bénh vién, nha truong va hoi déng y duc.
- NC khéng lam lam thay d6i nhitng gia tri vé mat diéu tri theo hudng
xau di doi véi BN.
- Két qua NC dam bao trung thuce, khach quan, gop phan trong viéc diéu
tri bénh nhan UTTT gitia va thap.
CHUONG 3: KET QUA NGHIEN CUU

Nghién ctru 56 BN UTTT giira va thip duoc PT cit doan va ndi may.
3.1. Pic diém bénh nhén nghién ciru

- Tubi trung binh 12 60,4 + 9,3. Hau hét tudi trén 40 (98,2%), nhoém tudi
thuong gap nhét: 50 - 59 tudi. Ty 1& nam nit 1a 1,15 (30 nam — 26 ni¥).
3.1.1. Lam sang

- Céc triéu chimg co ning thudng gip lan luot 1a: dai tién phan nhay méau
(92,9%), cam gidc moét ran di ngoai khong hét phan (71,4%), thay dbi
khuon phan nho det (66,1%), thay ddi tan suat dai tién > 2 lan/ngay
(64,3%). Triéu chimg toan than thuong gap nhét 1a sut can (53,6%).

- Tham tryc trang c6 mau dinh ging gip hau hét véi 92,9%.

- Chi s thay rd u qua tham tryc trang trong 44 truong hop (78,6%), cac
u & Vi tri cao trén 7cm khong so thay rd qua tham tryc trang.

- Phén 16n khéi u di dong dé chiém 79,5%.



3.1.2. Cgn lim sang

- Vi tri u trong nhém NC qua ndi soi phan 16n ¢ doan thap (62, 5%),
trung binh cach RHM 6,3cm, trung vi 6¢cm, thap nhit 4cm va cao nhat
8cm. Kich thudc u trung binh 1a 3,4cm (tir 2 dén 5cm).

- Hinh thai dai thé gap cha yéu 1a thé sui hay loét trén nén ton thuong
sti (92,9%) va khong gip thé tham nhiém trong NC.

- C6 55,4% BN nhom nghién ciru ting nong d6 CEA trén mirc t6i da
binh thuong 5 ng/ml va trung binh 1a 14,2 ng/ml.

3.1.3. M6 bénh hoc va giai doan sau PT

- UTBMT théng thuong 1 chi yéu chiém 91,1%, do biét hoa vira chiém
phan 16n (78,6%).

- 100% dién cét kiém tra lai sau PT khong c6 té bao ung thu xam lan.

- Trong s6 48 trudng hop PT ngay, ty 1¢ ddng nhét chin doan giai doan
trén MRI va md bénh hoc 1a 43,8%, ty 1¢ danh gia thép giai doan trén
MRI 1a 56,2%.

- Phan 16n ¢6 giai doan bénh sém tir I dén 11 (66,1%).

3.2. Két qua diéu tri phiu thuit cit doan va ndi may trong UTTT
giira va thap

- Cit dai trang trén u toan bd bang may cit thing Linear Cutter. Pa sd
cat dudi u bang may cit truc trang Contour chiém 76,8%, may cét thang
chi ap dung cho u cach RHM > 7 ecm. May ndi tron CDH c6 kich c&
29mm thuong duoc dung (80,4%).

- Thoi gian phau thuat trung binh 1a 113,4 + 16,1 phut, dai nhat 1a 160
va ngan nhét 1a 90 phit.

- C6 9 truong hop (16%) thuc hién ha dai trang goc lach.

- C6 4 truong hop (7%) tién hanh mé thong hdi trang 1am HMNT trén
dong khi danh gia trong PT miéng nbi khong an toan.

- 100% thyc hién dugc bao tén dugc TKTD.

- 100% sinh thiét tire thi dién cét khong c6 té bao ac tinh xAm nhap.

- Khoang cach tir cye dudi u dén b dién cét sau PT: trung binh 3cm va
100% dién ct cach u > 2cm.

- Vét du > 12 hach chiém 46,4%. S6 lugng hach mac treo trung binh
nao vét dugc la 11,1 + 4,9 (hach).

- Trong NC khong gap truong hop nao ¢ tai bién lién quan qua trinh sir
dung may cat - ndi v qué trinh phiu tich.



10

- KT ha dai trang goc lach dugc thyc hién cho u tryc trang thép coty I¢
25,7% va khong c6 truong hop u truc trang gitta nao ha dai trang goc
lach, khac biét co y nghia théng ké v6i p = 0.019 (2 phia).
- Khoéng co6 su lién quan c6 y nghia gitra lam HMNT trén dong va
khoang cach u dén RHM véi p = 0,611.
- Thoi gian PT trung binh ¢ 2 nhom vi tri u truc trang giita va thip
khong co6 su khac biét voi p = 0,638.
3.3. Két qua hiu phiu
3.3.1. Phuc héi sau phéu thugt

Bing 3.1. Thoi gian phuc hoi sau phiu thudt

Thoi gian Trung binh | Lén nhiat | Nhoé nhit | Pon vi
Trung tién 3,2+0,6 5 2 ngay
Dai tién 1an dau 45+12 7 3 ngay
Rt thong tiéu 3,3+05 5 3 ngay
Nam vién 11,0+2.2 21 9 ngay
Nhan xét:

- Pa s6 BN trung tién tro lai trong vong 3 ngay dau sau PT (75%).
- Thoi gian nam vién hau phau trung binh 11 ngay.
3.3.2. Dién bién hgu phéu trong thing dau tién

Bing 3.2. Bién chitng hiu phéu

Bién chirng hiu phiu thing ddu | S6 bénh nhén Ty 18 %
Chung 7 12,5
RO miéng ndi khu trii khong PT lai 1 1,8
Téc rudt sau mod 1 1,8
Nhiém trung vét md 4 7,1
Dai tién khong tu chu 1 18

Nhdn xet:

- Céc bién chimg gap phai dugc diéu tri noi khoa 6 6n dinh.

- Khéng co6 cac blen chu'ng nhu: chay mau 6 bung hay miéng ndi, tir
vong, r0 mi¢ng nbi gay viém phiic mac phai PT lai, tiéu khong tu chu,
hep miéng ndi va cac bién ching toan than.

3.4. Két qué chung sau PT

- Két qua cho thiy toan bo PT cho 56 BN déu dat két qua trung binh trd
lén, trong d6 92,9% ca md dat Kkét qua tdt.
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3.5. Két qua phuc hoi co niing tir sau 3 thang
3.5.1. Phuc hoi co néing va dai tiéu tign
- Sau 3 thang, phan 16n BN phuyc héi co nang t6t: stc khoe chung binh
thuong (96,4%), c6 thé 1~ao dong kiém song duoc (80,4%), tiéu tién binh
thuong (100%), dai tién de (91,1%) vdi phéan binh thuong (91,1%).
- Khong c6 truong hop nao dai tiéu tién khong tu chu.
3.5.2. Tan sudt dgi ti¢n sau mé

Bing 3.3. Tan sudt dai tién hang ngay sau 3, 6, 12, 18 va 24 thang

Tén suét dai tién hang | S6 BN Trung Nhiéu I’t,
ngay binh nhat nhat
Sau 3 thang 56 33+13 8 1
Sau 6 thang 56 29+11 6 1
Sau 12 thang 56 2,712 6 1
Sau 18 thang 53 2,1+09 5 1
Sau 24 thang 44 1,8+0,9 4 1
Nhan xét:

- Sau 3 thang, phén 16n dai tién hang ngay tir 1-3 1an chiém 69,6%.

- Tan suat dai tién trung binh hang ngay giam dan sau 3, 6, 12, 18 va 24
thang lan luot la: 3,3 1an, 2,9 1an, 2,7 lan, 2,1 lan va 1,8 lan.

3.5.3. Tinh trang réi loan sinh duc nam gidi sau 3 thang

- Trong 25 trudng hop duge khao sat trude PT khong rdi loan hoat dong
sinh duc ¢6 02 BN (8%) bi giam kha nang cuong duong nhung hoi phuc
ve binh thuong sau 3 thang.

3.6. Két qua tai phat va séng thém
3.6.1. Thoi gian theo doi ciia nghién ciru

Thoi gian theo doi toan bd trung binh la 48,8 thang. Thoi gian theo
ddi dén khi co tai phat trung binh 1a 47,7 thang.
3.6.2. Tai phat
- Ty 1é tai phat 1a 8,9%, trong d6 khong c6 tai phat tai chd tai ving.
3.6.3. Song con

C6 3/56 BN da chét (5,4%) tai thoi diém két thic NC.
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3.6.4. Ty I¢ song thém
Bing 3.4. Ty I¢ song thém tai thoi diém 1, 2, 3, 4, 5 nam

Ty 1é song thém % | 1 nim | 2nim | 3nim | 4 nim | 5 nim

Khong bénh 98,2% | 98,2% | 958% | 93,4% | 88,4 %

Toan bd 100% | 100% | 97,6 % | 952% | 92,7 %

Nhgn xét: Song thém khdng bénh 5 nam 1a 88,4% va song thém toan bo
5 nam la 92,7%.

CHUONG 4: BAN LUAN
4.1. Tudi, giéi

D6 tudi trung binh 13 60,4 + 9,3, hiu hét BN gip ¢ tudi trén 40 (98,2 %),
thuong gip nhit tir 50-59 tudi (44,6%). Nhimg dic diém nay ciing tuong
duong véi két qua trong NC vé phau thuat UTTT ciia cac tac gia khac nhur:
Tran Anh Cuong, Mai Puc Hung, Pham Qudc Pat.

Ty 1& nam/nlr ctia nhom BN nghién ctru ching t6i 1a 1,15. Cac NC
khéc cua V& Tan Long, Hoang Viét Hung va Ellenhorn D.I. c6 ty 18
nam/nit 1an luot 1a: 1,3; 1,13 va 1,7. Nhu vay, ty 16 nam/nr cia NC
chiing t6i twong tu véi cac NC nay.

4.2. Pic diém 1am sang va cin 1am sang
4.2.1. Lam sang

Triéu ching 1am sang cia nhoém BN nghién ctru chung t6i duge thé
hién kha da dang thudng gap 1an luot 1a: dai tién phan nhay mau (92,9%),
cam giac mot ran di ngoai khong hét phan (71,4%), thay ddi khuon phan
nho, det (66,1%), thay doi ting tan suit dai tién hang ngay > 2 lan
(64,3%) va sut can (53,6%).

Nghién ctru cia Pham Cim Phuong cho thiy céc triéu ching phd
bién lan luot 1a: dai tién phan nhﬁy mau (94,3%), cam giac moét ran di
ngoai khong hét phan (70,1%), khudén phan nho det (66,7%), dai tién > 3
lan/ngay (44,8%) va gy sut can (41,4%). NC cua Tran Anh Cudng cho
thdy cac triéu chimg thuong gip lan luot 1a: di ngoai phan c6 mau
(93,1%), thay d6i khuén phan (87,1%), dai tién kho (82,8%), thay ddi
théi quen dai tién (75,9%), di ngoai ngay nhiéu lan (70,7%), cam gic
mot rin di ngoai khong hét phan (54,3%). NC cua ching t6i ciing twong
tu cac tac gia trong nudc trén. Nhu vy co thé tha"iy triéu chiing dai tién
phan c6 nhdy méau 13 ddu hiéu quan trong phd bién dé chan doan.
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Qua tham truc trang, ching t6i so thiy rd u trong 44 truong hop
(78,6%), cac truong hop khac u & vi tri cao > 7cm khong tham khdm
duogc tuong t nhan dinh trong y vin va hau hét (92,9%) c6 mau dinh
giang khi tham kham truc trang cho tat ca BN. Panh gia khdi u qua thim
kham cho thay dai thé suii va hdn hop suii ¢6 loét chiém wu thé véi 93,1%
va phan 16n khdi u di dong d& chiém 79,5% tirc 1a chwa xam 14n ra ngoai
thanh tryc trang.

4.2.2. Pic diém khéi u qua néi soi dai truc trang

Cyc dudi u cach RHM trung binh kha thap la 6,3 + 1,1cm, trung vi la
6¢m, gin voi ranh gi¢i phan doan tryc trang gitra va thap, khoang céch cao
nhét 1 8cm va thap nhat 1a 4cm. Ty 1€ UTTT doan thap duge PT cat doan
trye trang ma khong phal cét cut truc trang trong NC chiém phan lén
(62,5%). Pdi chiéu véi cac NC diéu tri phau thuat UTTT gnra va thap ndi
bén tan c6 u cach RHM < 10cm twong tu NC cua ching t6i ¢6 thé thiy nhu
sau: khoang cach u so véi RHM trung binh ctia chung toi thap hon tac gia
Mai Birc Hung NC trén 138 BN 12 9,28 + 2,61cm, tac gia Jiang NC trén 24
BN la 8,6 £ 0,3cm va cao hon tac gia Huber NC trén 30 BN 14 5,8cm.

Khi quan sat dai thé khéi u qua ndi soi dai tryc trang, chung toi thuong
gdp u c6 dang sui hay loét trén nén ton thucmg sui (92,9%), ton thuong u
dang loét hay xo chit hep chi chlem 7,8% va khong gip thé tham nhiém.
Ty 1€ gap the sui hay loét trén nén ton thuong sui ciing trong tu voi tac gia
Tran Anh Cudng 14 99,1% va Mai Dirc Hung 14 89,1%.

4.2.3. Xét nghiém CEA

C6 31/56 BN (55,4%) co tang nong d6 CEA truéc mo trén murc tdi da
binh thuong 5 ng/ml. Két qua NC cua chung t6i 1a thap hon cua tac gla
Nguyén Thu Hu:ong trén nhom dbi tuong UTDTT g1a1 doan mudn véi
76,4% co tang nong do CEA nhu’ng lai cao hon két qua NC cua tac gia Vo
Tan Long cho thiy 36% c6 tang nong do CEA véi dic diém phan 16n BN
giai doan s6m. Mac du CEA 1la ddu 4n ung thu khong dac hiéu trong
UTTT, nhung nong do tang cao CEA trudc mo ciing c6 tinh chat goi y kha
nang xam l4n hay lan rong ciia ung thur.

4.2.4. Pic diém u trén cong hwéng tiv

Chiing t6i tién hanh khdo sat 48 BN duoc chi dinh PT ngay vé su
dong nhat gitra MRI tleu khung va giai doan u trén mo6 bénh hoc sau
md. Theo két qua cho thay nhin chung ty 1& dong nhat chan doan (chinh
XAac) g1a1 doan trén MRI va m6 bénh hoc 1a 43,8% cac tru0’ng hop, ty 1€
danh gia thap giai doan trén MRI 1 56,2%. Két qua ctia ching t6i thap
hon han cac tac gia khac ¢6 do chinh xac dao dong tur 81 - 100%. Tuy
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nhién theo y van thi cac tru(‘mg hop T3 som hay T4 xam lan vi thé kho
phat hién trén MRI ma chi c6 thé xac dinh chinh x4c trén mé bénh hoc
do d6 danh gi4 chinh xac giai doan T dao dong manh tir 65% dén 86%.
Theo chung toi, trong thuc hanh 1am sang can chu trong néng cao nang
luc va tinh chuyen biét trong dénh gia két qua MRI tiéu khung dé phat
huy hon ntra g1a tri chan doan.

4.2.5. Pic diém moé bénh hoc sau phéu thudt

Trong nghién ctu ndy, UTBMT thong thuong 1a chi yéu chiém
91,1%, UTBMT ché nhay chiém 7,1%, c6 1 truong ho*p ung thu biéu
mo té bao nhin chi chiém 1,8%. Két qua nay phu hop véi y van va két
qua cla céc tac gia khac. Theo tac gida Nguyén Vin Hiéu, thé mo hoc
UTBMT chiém 93,2% trong UTDTT. Trong NC cua Poan Hiru Nghi,
UTBMT ciing chiém ty 1¢ cao 88,0%, UTBMT ché nhay chiém 7,9%.
Ty I¢ UTBMT trong nghién ctru UTTT ctua Hoang Viét Hung 12 91,3%,
Mai Ptrc Hung 1a 99,3%, Pham Cam Phuong 1a 89,6% va Tran Anh
Cuong 1a 93,1%.

Két qua cho thay d¢ biét hoa vira chiém phan 16n véi 78,6%, do biét
hoa cao va biét hoa kém chiém ty 1& thap. NC cua tic gia Tran Anh
Cuong, thé biét hoa vira chiém phan 16n véi 84,5%. Tuong tu trong NC
ctia Mai Ptic Hung 1a 87%. Cac NC khac trong UTTT ciing cho két qua
d6 biét hoa vira 1a phd bién nhéat nhu ciia Pham Cam Phuong 1a 73,6%,
Hoang Viét Hung 1a 72,5%. Nhu vay, két qua NC cua ching t6i ciing
phu hop vé&i nhiéu tac gia khac & cac co so khac nhau tai Viét Nam.
4.2.6. Giai dogn bénh sau phiu thugt

Phan loai giai doan sau PT cho thiy phan I6n nhom bénh nhan NC
c6 giai doan bénh sém (I va II) chiém 66,1%. Viéc thuc hién PT trong
giai doan nay thuong thuén 1gi va co thé dé dang bao tdn duoc co tron.
4.3. Két qua diéu tri phiu thuit ciit doan va néi may trong UTTT
giira va thap
4.3.1. Cic diic diém trong phéu thugt
Vé kj thudt sir dung mdy cit néi

May cét cho phép tiép can va cit bo dai trang va truc trang nhanh va
dé dang hon, cho phép cit bo truc trang voi nhiing u g vi tri thap va
thip nhét trong nghién ciru cach RHM chi 4cm ma van dam bao 100%
dién cat cach cyc dudi u > 2cm. Pdi voi cét dai trang trén u, chiing toi
thye hién hoan toan bang may cat thang (Linear Cutter). C6 2 loai may
cit duge s dung trong cit dudi u: Linear Cutter va Contour. Két qua
NC chlng t6i cho thiy phan 16n cit dudi u bing may cit truc trang cong
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Contour (76,8%) va chi ¢6 13 trudng hop cit dudi u bang may cat thing
cho nhiing u cach ria hdu mén > 7cm. Trong qua trinh PT ching t6i nhan
thdy may cat Contour v6i thiét ké cong, than dai cho phép tiép can va cit
bé truc trang t6t hon déc biét u & vi tri thép tr 6cm tro xuéng dén 4cm. Mot
s6 NC cua Jiang va Huber str dung may cét ndi con cho thiy c6 thé cat va
n6i ddi voi nhimg u chi cach RHM 3cm. Viée thuc hién miéng ndi bén
tan thuong bang may ndi tron CDH ¢ 29mm (80,4%) 1a tuy theo
duodng kinh thyc té trong PT cua 6ng tiéu hoa.

Thoi gian phéu thugt

Thoi gian PT ciia NC ngén, trung binh 1a 113,4 phit (d6 1éch chuan
16,1 phut), dai nhit 13 160 phut va ngin nhit chi 90 phat. Theo Mikael
Machado va cong su 1a 197 phut, theo Huber la 149 phut, theo Jiang la
238 phut cac tac gia nay cung thyc hién miéng ndi bén - tan nhung co6
mot s6 budc va mot phan BN dugc thuce hign KT cit va ndi bang tay
nén thoi gian PT dai hon so voi cit doan truc trang (trén va dudi u) va
nbi hoan toan bang may nhu NC cua ching t61. Tac gia Mai Duc Hung
nghién ctru PTNS cét trude thip truc trang ndi mdy ciing c6 thoi gian
PT trung binh 1au hon 1a 209 phit. Diéu nay co thé lién quan dén thao
tac cit truc trang dudi u thip trong khung chau chat hep kho khin hon
trong PTNS do han ché vé tinh nang va d¢ linh hoat cua cac dung cu
nodi soi dong thoi tic gia cat dai trang xich ma trén u khong bang may.

Nghién ctru tong hop cia tac gia Siddiqui cho thy thoi gian PT trung
binh cta tao hinh ti J dai trang la 191 phut, vdi khodng tin cay 95% thi
thoi gian PT dao dong tir 179,4 phut dén 250,3 phut. Sir dung test thong ké
(One Sample T test) so sanh két qua cua chung toi véi gia tri ciia phén tich
téng hop nay cho thiy gia tri t = - 36,073, béc tw do 55 va p < 0,001 (2
phla) Nhu véy, thoi gian PT trung binh cta cat ndi may bén tan co tai chir
J cai bién va khong c6 thém thi md khau tao hinh tai dai trang trong NC
cua ching t6i do chi de lai doan dai trang dai 6cm qudt nguge dét vao tiéu
khung va tién hanh ni ngay ngin hon ¢6 y nghia so v6i KT tao hinh ti J
dai trang kinh dién trong phan tich tong hop trén.

Déi véi u tryc trang thap, thao tac PT trong khung chau hep thuong
kho6 khéan hon. Tuy nhién khi so sanh thoi gian PT trung binh & 2 nhom vi
tri u tryc trang gitta va thap khong c6 su khac biét voi p = 0,638. Co thé
n6i viéc tmg dung cac may cat noi da glam dang ké d6 khé va thoi gian
PT khong bi thay d6i ngay ca nhiing vitriu thap. Pic biét, ching t61 st
dung mdy cit Contour c6 hinh thai gin giéng kep phdu tich c¢b co giup
thao tac cat dudi u thap trong khung chau hep dugc linh hoat va nhanh
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hon va khong gap trudng hop nao t6n thwong mom cit tryc trang. Giam
thot gian PT gitip két thuc cudc mo nhanh chong va thuan loi cho BN khi
phuc hoi va tranh cac nguy co ciia gdy mé khi PT kéo dai.

Mot trong nhitng diém méi cuia NC nay 1a nhd ap dung céc tién bo
cong nghé vé cit ndi may da lam tiét kiém t6i da thoi gian va hd tro tich
cuc cho cac phau thuat vién vé ca ki thuat, cong sirc cling nhu sy vét va
khi khdng dung cong nghé may.

Nhitng diém chii y vé ky thudt
Vin dé ha dai trang goc lach

Trong NC ¢6 9 BN (16%) thyuc hién ha dai trang goc lach. Con phﬁn
16n BN (84%) c6 dai trang xich ma dua xubng di dai va khong cing dé
nbi bén tan co thi chir J cai bién ma khong can ha dai trang goc lach. Ty
1¢ nay thip hon nhiéu NC tao hinh tdi chir J dai trang khac nhu tic gia
Machado, Jiang, Huber va nghién ctru PT ndi may bén tan cta Brisinda 1a
100% ha dai trang goc lach voi doan dai trang quat ngugc co thé dai dén
10cm. Phén tich lién quan gitra vi tri u truc trang va ha dai trang goc lach
thi KT nay chi dugc thyc hién cho u tryc trang thép co ty 1€ 25,7% va
khong c6 truong hop u tryc trang gitra nao ha dai trang, khac biét co y
nghia thong ké véip = 0,019. Diéu nay ciing phu hop v6i nhan dinh cua
mot s6 tac gia khuyén cdo ha dai trang goc lach khi thyc hién miéng nbi
cang thap dé dam bao khong cang. Du vay, trong NC van c6 74,3% u truc
trang thap khong can phai thuc hién ha dai trang goc lach trong PT khi
déanh gia doan dai trang dua xudng du dai va mi¢ng ndi khong cang. Thuc
té trong qua trinh phu tich sat nguyén ty cudng mach vét hach mac treo
va thuc hién miéng ndi bén tan, chung t6i nhan théy mac treo dai trang
sau khi phau tich dua xudng trd nén di dong dé dang va khong cang tai vi
tri ndi bén tan ma kinh nghiém thyc hanh ndi tan tan cho théy do6i khi mac
treo dai trang lai cang khi ni mac du c6 tién hanh ha dai trang goc lach.
Dbay ciing co thé 1a mot loi diém cua KT ndi bén tan. Bén canh d6, doan
dai trang quat nguoc trong NC cta ching t6i chi dai 6¢cm ciing 1a 1y do
ma ha dai trang goc lach it phai thuc hién hon céc tac gia khac da néu &
trén.

Vin dé mé théng hoi trang 1am hdu mén nhan tao

Trong NC cua chung t6i, c6 4 trLrO'ng hop phai mo thong hoi trang lam
HMNT trén dong (7%) khi danh gia trong PT c¢6 nguy co miéng noi khong
an toan hodc bénh nhan gia yeu két qua nay tuong tir NC cua Bui Chi Viét
voi 14,4% BN c6 mo thong hdi trang bao vé miéng ndi va ciia Tran Tuin
Thanh 13 9,5% nhung khac va thap hon han tac gia V& Tan Long 1a 50%.
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Theo y van da c6 nhiéu NC tong hop khong chimg minh duoc gid tri lam
giam ty 1¢ buc ro miéng ndi cua lam HMNT trén dong va chi c6 khuynh
hudng 1am giam sy tram trong ciia bién chimg ro miéng no1 khi xay ra.
Theo Doan Hitu Nghl mo thong hoi trang bao vé miéng n01 1a khong can
thiét khi mi¢ng n6i dam bao chac chan ton trong nguyén tic khong cang,
khong thiéu mau va kin miéng nbi va tac gia Brisinda ciing dong quan
diém nhu vay. Trong NC cuia ching ti, khong ¢6 su twong quan giira lam
HMNT trén dong hay khong voi khoang cach tir u dén RHM véip =0,611.
Thyc té, chung t6i danh gia miéng ndi bén tan bang may c6 tai J cai bién
trong PT rat tot va kiém tra ki khong xi khi bom hoi nén khong can thiét
lam HMNT trén dong.
Van dé bao ton than kinh tu dong

Chung t6i thyuc hién bao ton TKTD dugc 100%. Thuc chét day la
mot bude trong qua trinh phiu tich giai phong tryc trang, cit toan bo
MTTT, nao vét hach, ching toi nhén biét cac day than kinh nay (bang
quan sat truc tiép) thiy khong bi cit bo. Hién nay, chua thay tac gia nao
cong bd cach thic hitu hiéu nhan biét cac dy than kinh bang cac bién
phap khac nhu ding chét chi thi mau hay kich thich dién. Theo ching
toi, viéc bao tdn TKTD hoan toan phu thudc vao kinh nghiém cua phﬁu
thuat vién nhét 1a phai thong thudc giai phiu va duong di cia day than
kinh. Két qua NC cta chung t6i tuong tu nghién ctru PTNS cit trude
thap ciia Mai Ptrc Hung 13 100% khong ton thuong TKTD trong PT.
Vin dé dam bao dién cdt an toan

Trong NC cua chung t6i, v6i khoang cach tir cyc dudi u dén RHM
trung binh la 6,3cm, cung v6i uu diém cua viéc sir dung cong nghé may
cit rudt nhét 1a may cit truc trang cong Contour khi xudng thip, tat ca
56 BN nay (100%) déu dat dugc dién cit cach cuc dudi u > 2cm va
trung binh 1a 3cm. Bé dam bao an toan dién cat trong PT, sinh thiét tic
thi dién cét dugc chung t6i thuc hién thuong quy, 100% déu cho két qua
khong c6 xam l4n té bao 4c tinh tai dién cit dudi. Cac két qua nay con
dugc kiém tra thém mét 1an nita trén bénh pham cit bo sau PT bang xét
nghiém mo bénh hoc dién cit sau 48 gio. Két qua cua chung toi gidng
nhu cia tac gia Mai Ptirc Hung ciing dat dugc dién cit cach cuc dudi u
> 2cm va trung binh 12 4,2cm va dién cit 4m tinh 100%. Két qua ching
t6i tot hon NC ctia tac gia Hoang Viét Hung vi ¢6 2 truong hop dién cit
duong tinh va cac truong hop nay déu co dién cét cach cuc dudi u <
2cm va khong lam sinh thiét tic thi trong mé. Nhu vdy, két qua NC
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chung t6i dam bao dugc tinh triét dé vé ung thu hoc dbi véi dién cat
trong phau thuat UTTT.
Bdc diém vét hach mac treo

S6 lugng hach mac treo trung binh nao vét dugc trong NC ciia chl’mg
toi la 11,1 = 4.9 hach, trong d6 c6 46,4% vét du 12 hach tr¢ 1€n. NC cta
Tran Tuan Thanh, sO lugng hach vét dugc trung binh 1a 10,3 + 5,5 hach.
NC cua Tran Anh Cudng, sé lwong hach vét dugc trung bmh la 12,5 +
3,6 hach vé1 50,8% vét du 12 hach tr¢ 1én. Nhu Vay, két qua cua chung
to1 khong khac bi€t vai cac tac g1a trong nudc nay. Trén thé gioi, da co
nhiéu NC thong ké danh gia vé s6 lugng hach vét trung binh trong phau
thuat UTTT ciing twong tu chiing t6i. NC cua Madbouly K.M. va cong
su, s6 lwong hach vét dugc trung binh 14 12,1 va > 12 hach 12 48%. Ince
M. va cong su NC tir nim 1996 dén nam 2011 cho thay sé luong hach
vét duoc trung binh la 11,5 + 8 va vét du 12 hach 1a 42,3%. NC cua
Nadoshan J.J. va cong su €0 s luong hach vét duge trung binh 1a 10, 3

Tai bién trong phéu thudgt cit doan truc trang siv dung mdy cit noi

Trong NC khong gap truong hcrp nao co tai bién trong PT lién quan
dén qua trinh sir dung may cit ndi va qua trinh phau tich.

Nghlen clru 69 BN cua tac gia Hoang Viét Hung chi ¢ 3 truong hop
chay mau miéng nbi. NC 138 BN cua tac gia Mai Duc Hung thi cling
chi ghi nhéan 3 trucmg hcrp tai blen lién quan sir dung may n6i gom: 1
truong hop thiéu mau miéng ndi, 1 truong hop hé miéng ndi phai khau
tang cuong va lam HMNT béo v¢€, 1 truong hop xoay van miéng noi.

Céc ton thuong thuong gip trong phau thuat UTTT gf”)m t6n thuong
ni¢u quan, dam r6i tinh mach truéc xwong cung va than kinh tu dong
ving chau. Trong NC cuia chung t61, khong gip cac ton thuong néu
trén. Trong lic mo, 2 ni¢u quan duoc boc 10 mot doan dai 20cm, va sau
d6 cat nao hach duoc tién hanh duéi quan sat truc tiép. Dé tranh ton
thuong dam rdi tinh mach trudce xuong cung va TKTD vung chiu, can
phai hét st ton trong g1a1 phiu ving chau va boc 16 tot dé quan sat truc
tiép trong lic mo. Tac gia Dong X.S. cling c6 cung nhan xét nay. NC cia
ching t6i cling khong gap céac blen chimg khéc trong PT nhu: tr vong,
chdy mau trudc xuong cfmg, ton thuo‘ng niéu dao va bang quang, ton
thuong am dao. Trong NC cua tac gla Mai bic Hung, ty 1€ bién ching
trong PT la 4,3% (6 BN), trong d6 c6 1 BN ton thuong lach, 1 BN rach
thanh mac co bang quang va 1 BN rach thanh am dao.

Qua qua trinh NC trong g1a1 doan tir ndm 2013 dén 2018, chung t6i thay
rang KT cét ndi sir dung may 13 an toan va thun loi v6i cac thiét bi cong
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nghe hién nay. Bén canh do, nang lyc va kinh nghiém cia nhém NC 1a rat
tot nén khong cd truong hop nao xay ra tai bién trong PT.
4.3.2. Két qud hiu phiu
4.3.2.1. Phuc héi hdu phéu
Thoi gian trung tién tré lai sau phdu thudt

Thoi gian trung tién sau PT trung binh la 3,2 ngay, da s6 BN trung
tién tro lai trong vong 3 ngay dau sau PT (75%), két qua nay phu hop
voi két qua cua nhiéu tac gia khac. Ty 1¢ s6 BN trung tién tr¢ lai trong 3

ngdy dau sau phau thuat UTTT trong NC cua céc tac gia Tran Tuan
Thanh, Trmh Viét Thong lan luot 13 77,8% va 70,1%.

Thoi gian nam vzen hdu phdu

Thoi gian ndm vién hau phiu trung binh 1a 11 ngay Két qua nay
khong khac biét so voi cac nghlen ctru PT ho khac nhu cia tac gia Tran
Tuén Thanh trung binh 13 10,9 ngay; cua tac gia Machado trung binh la
11 ngay, cua tac gla Jlang trung binh 13 10,4 ngay. Két qua chung toi
nam vién lau hon c¢6 ¥ nghia (p < 0 ,001, One-Sample T Test) so voi
nghién ctru PTNS trong UTTT cua Vo6 Tan Long la 8,3 ngay, cua Mai
Dirc Hung la 8,25 ngay va cua tic gia Okkabaz la 5 ngay. Nhin Chung,
su phuc hoi hau phau vé ngoai khoa 1a khd nhanh va tuorng ty v6i dién
bién cua cac nghlen ctru PT ho khac ngoai trir thoi gian nam vién hau
phau lau hon so véi PTNS trong UTTT.
4.3.2.2. Bién chung sau phau thudt trong thdng dau tién
Bién chitng ro miéng noi

Trong NC cua chiing t6i, két qua cho thdy bién chimg ro miéng ndi
chi xay ra & 1/56 BN (1,8%), tuy nhién truong hop ne‘ly mirc d6 ro khu
tra, dwoc diéu tri ndi khoa va siic rira tai chd, ducmg 10 lién tot khong
phai PT lai, Két qua NC cua chung t6i nbi ben tan cé ty 1€ ro miéng noi
thip hon ndi tan tan cia Phan Anh Hoang la 6,5%, Nguyén Trong Hoe
la 10 9%, Hoang Viét Hung 1a 5,8%, Tran Tuan Thanh 1a 4,4%. Mot
NC méi cong bo ndm 2018 cua Pham Due Huén va cong su trén 88 BN
UTTT gnra va thap duoc PTNS cat nbi tan tan bao ton co that cung cho
thay ty 1€ ro mleng néi 1a 10,2%. Qua NC tac gla da co két ludn rang cho
dén nay, d01 Vo1 phau thuat ndi soi UTTT glua va dudi bao ton co that, ro
mleng nbi van 1a mot thach thirc du da co nhung tlen bd Ve cong nghé
cting nhu 13 ky thuét. NC xac dinh dugc chi s6 khdi co the (BMI) > 25,
kich thudce kh01 u > 5cm va sb bang dan st dyng > 3 la yeu to nguy co
anh huong dén ty 16 ro buc miéng noi trong PT cat doan noi thap

Theo y van, ty 1€ bién chung ro miéng ndi trong PT cit trugc tha
bao ton co tron trong khoang 15%. Theo tac gia Mc Namara D.L., két
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qua NC ngiu nhién c6 d6i chimg cho thay: thuc hién miéng ndi tin tin
¢6 ty 1¢ o miéng ndi cao hon 15 1ét (15%) so v6i miéng ndi bén tan véi
tao hinh tli J dai trang (2%) Téc gia Brisinda trong NC so sanh 2 loai
mleng nbi ‘may tan tan va bén tan sau PT ct trude thap trong UTTT
giita va thap ciing cho két luan tuorng tu voi ty 1€ ro miéng noi tan tan
cao hon ro rét (29 2%) so v61 migng ndi bén tan (5%). Co thé noéi ty 1&
1o miéng ndi giam thap trong NC chiing t6i 1a ket qua rat dang khich 1¢
va cho thay nhan dinh viéc kiém tra ki miéng nbi trong PT va khong dé
xay ra tai bién lién quan lam rrueng noi bang rnay cung v6i viée thuc hién
nodi bén tan co the giup glam ap luc trén mleng nbi dong thoi dong vai tro
quan trong dan dén ty 1 10 mleng nbi giam thip cua chung toi va cac tic
gia khéc 1a phu hop va két qua nghlen ctru da 1am rd thém. Theo chung
toi, viéc u‘ng dung cac may cat noi the h¢é méi hién nay véi cac tién bo
khoa hoc cong nghé ciing da gop phan giam ty 1é ro miéng ndi.
Bién chitng chung ciia phau thudt

Ty 1é bién chimg chung sau PT 14 12,5%. NC ciia Tran Anh Cudng trén
116 BN UTTT duoc PT c6 ty 1é bién chimg chung 1a 19,9%. NC cia
Mai Pirc Hung trén 138 BN UTTT duoc PTNS cit trudc thip ndi may
co ty 1€ bién chung sém sau PT 1a 15,1%. NC ctua Tsunoda thyc hién
miéng ndi bén tan co6 tai dai 6cm ghi nhan c6 4/20 BN (20%) gip bién
ching sau PT. NC téng hop cua Siddiqui ghi nhén ty 1& bién chung
chung sau PT cit doan truc trang ndi bén tan 1a 18%. Nhin chung, két
qua ciia NC chung t6i khong kém hon cac tac gia khac va cho thiy PT
cit doan tryc trang ndi bén tan biang may 1a mot KT an toan vé& ngoai
khoa 6 bung. Pay ciing 14 nhan dinh ciia nhiéu tac gia khac nhau dic
biét khi so sanh véi cac nhom BN thuc hién ndi théng tan tan thi két qua
hau phau trong vong 30 ngay 14 an toan va it bién ching hon ¢ y nghia
trong cac phan tich tong hop da trung tim.
4.3.2.3. Két qud chung cﬁaphéu thudt

Nhitng BN ¢6 cac bién ching nhu nhiém tring vét md ndng phai xur
tri cit chi khau da dé ho vét mo, dai tién khong tu chu, tic rudt som
diéu tri noi khoa bao ton hay 10 mleng ndi khu tra khong phai PT duge
danh gia & muc trung binh. Ket qua cho thay toan bo déu dat trung binh
tr¢ 1€n, trong d6 92,9% ca mo dat két qua tot, khong co truong hgp nao
c6 két qua xau. NC gan day cua tac gia Mai buc Hung (2012) cho két
qua som tu:orng tu voi mirc tot 1a 89,9%, trung binh 1a 10,1% va khong
6 két qua xau. Pay 1a mot két qua dang khich 1€ d6i v6i nhimng PT cat
doan truc trang (tru(yc thap va rat thap) va ndi may bén tan c6 tai chir J
céi bién trong diéu tri UTTT giita va thip nhu NC cuta chiing t6i.
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4.3.3. Két qua theo doi xa
Ddnh gid phuc hoi co ning sau 3 thing diu
Tinh trang dai tién

Tai thoi diém 3 thang sau PT, tinh trang dai tién ctia BN duogc khao
sat lai qua cac dic diém tinh chét dai tién va tinh chat phan. Két qua NC
cho thay da s6 BN hai long vé dai tién voi ty 16 s6 BN ¢6 thé dai tién dé
chiém 91,1%, tinh chat phan binh thuong 1a 91,1%, khong co truomg
hop nao dai tién khong tu chi va tinh chét phan long hay c6 nhiy méu.
Két qua NC nay cling twong ty ghi nhan cta Nguyén Minh Hai, Mai btrc
Hung va Pham Quédc Pat. Co thé bude dau nhan dinh KT ndi bén tan c6
tai chit J cai bién trong NC chiing t6i d& mang lai két qua chirc ning dai
tién tot va dang khich 18 sau PT.

Tinh trang tiéu tién va sinh duc nam.

NC cua chung toi ghi nhan 100% tiéu tién binh thuong va khéng co
truong hop nao co cac dau hiéu réi loan chiic ning bang quang nhu sén
tiéu, tiéu khong tu chu, tiéu khong hét bai,... kéo dai sau 3 thang dau. Két
qua NC cta Mai Dire Hing 14 97,1% tiéu tién binh thudng.

Chtre nang sinh duc sau PT dugc chung t6i theo dbi trén 25 BN nam
c6 hoat dong sinh duc trudc PT binh thuong. Chung t6i gdp 2 truong
hop (8%) giam kha ning cuong duong so véi trude PT, hdi phuc dan va
tro lai binh thuong sau 3 thang. Theo Pocard, ¢o6 tdi 31% BN nam giam
kha ning cuong duong sau PT cit toan bo MTTT. NC ctia Nguyén Anh
Tuén sau PTNS diéu tri UTTT thap va Phan Anh Hoang sau PT cat nbi
trude thap diéu trj UTTT giita, ty 18 rbi loan cuong duong 1a 7-8%.

Nhu vay, két qua vé co nang dai tién, tiéu tién va sinh duc ctia NC
chung t6i kha t6t gop phan gitip BN hai 1ong vé chat luong song.

Tan sudt dai tién sau phéu thudt 3, 6, 12, 18 va 24 thing

Két qua cho thiy tan suit dai tién hang ngay sau 3, 6, 12, 18 va 24
thang lan luot 14 3,3 14n, 2,9 lan, 2,7 lan, 2,1 lan va 1,8 lan. Trong do,
tai thoi diém sau PT 3 thang, phan 16n BN nghién ctru c6 sb 1an dai tién
trong ngay tir 1-3 lan chiém 69,6%. Ty 1& ndy thap hon hin duoc ghi
nhan & trong NC phau thuat UTTT ndi théng tan tin cua tac gia Pham
Qudc Dat 13 9,9%, cua Tran Tuan Thanh la 17,7% dai tién 1-3 lén/ngay
Theo y vin, sau PT cit truge thip va rat thap thyc hién miéng noi thang
tan tan gap hoi chu:ng cét trudc véi cac rdi loan vé dai tién trong do tan
suét dai tién trén 3 lan/ngay c6 thé chiém dén 75% cac tnrorng hop PT.
Nhu véy, két qua ndi bén tan c6 tai chir J cai bién di cai thién dang ké
vé tan suat dai tién.
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Tan suit dai tién sau PT 13 mot két qud quan trong nhét anh hudng
dén chat luong song cua BN. Rat nhi€u NC so sanh ngau nhién doi
chung da tap trung mo ta va ap dung cac phuong phéap khac nhau dé cai

thién két qua nay.

Bing 4.1. Tan sudt dai tién doi chiéu véi cac NC khiu tao hinh tii J

Nghién ctru 3thang | 6thang | 12 thdng | 24 thang

Jiang (2005) 4 3 2,3 1,9
Machado (2005) 2,6
Machado (2003) 3,4 3,1

Huber (1999) 2,2 2,3
Chung tdi (2018) 33 2,9 2,7 1,8

Nhin chung, két qua tan suat dai tién hang ngay cta ching toi khong
khac biét v6i tao hinh bong truc trang bang tui J dai trang. C6 thé néi
viéc ap dung KT ndi bén tan co tai chir J cai bién dé thay thé cho KT
tao hinh tui J dai trang 12 hop 1y va kha thi trén thyc tién 1am sang vi
mang lai két qua twong dwong.

Theo ching toi, KT nbi bén tan c6 tai J cai bién hira hen 1a mot lya
chon hop 1y d6i v6i tai 1ap luu thong tiéu hoa trong phiu thuat UTTT
glua va thap gop phan khong nhiing giam ty 1€ 10 miéng nbi ma con
giam rdi loan dai tién nhiéu lan trong hoi chimg cét trude nho KT tao
hinh béng truc trang vira khong qua phire tap vira khong mat nhiéu thoi
gian nhu NC chiing t6i va mot s6 NC khac d cing chung nhan dinh.
4.3.4. Két qua tdi phdt va song thém
Tai phat

Két qua cho thay ty 18 tai phat ciia nhom BN nghién ctru 13 8,9%,
trong d6 khong c6 tai phat tai chd tai ving. Két qua nay thip hon NC
ctia Nguyén Vian Hiéu 1a 16%, Nguyén Trong Hoe 1a 26,1% va V& Tan
Long la 20,7%. Theo tac gia Philip Rubin (2012), ty 1€ tai phat chung
cua UTTT la 18%, trong do6 giai doan bénh c6 y nghia tién luong manh
cho tai phat tai chd, ddc biét néu hach di cin thi c6 thé 1én dén 65%.

Theo tong hop ctia Wong D., ty 1é tai phat tai chd sau cat bo triét dé
khéi UTTT 6 trong khoang 4-33%, trong d6 chi c6 mot s it BN tai phat
san sang chép nhén PT lai va hoa trj bd tro. Trong NC cua Yin Y.H. va
cong su, ty 1¢ tai phat 1a 31,4% sau 5 nam. C6 thé 1y giai két qua khong
c6 tai phat tai chd ctia NC chung t6i nhu vay 1a do chung toi di tuan thu
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chit ch& cac nguyén tic ung thu hoc trong PT dam bao tinh triét dé va
BN chu yéu & giai doan sém.
Ty 1¢ song thém theo thudt todn Kaplan Meier

Két qua song thém khong bénh 1a 88,4% va séng thém toan bo 1a
92,7% tai thoi diém 5 nam. NC cua Tran Anh Cudng thi song thém toan
bo tai thoi diém 3 ndm 1a 91,2%. NC ciia Mai Ptic Hing thi séng thém
toan bo tai thoi diém 36 thang 1a 79,7%. Hién nay, theo y vin séng thém
toan bd 5 nam cho tat ca giai doan bénh udc tinh 1a 62,3% nhung khi
bénh con khu tra tai chd tai ving thi song thém toan bo ting 1én dén
90,1%. Cac BN trong NC ctia chung t6i déu & giai doan khu tré tai chd tai
ving nén két qua séng thém toan b 5 nim ciing twong dwong 14 hoan
toan phu hop. Két qua nay mot 1an nita cho thay cac tién bo khoa hoc k¥
thuat cong nghé va tién bo vé ung thu hoc ngoai khoa dugc ap dung trong
NC cua ching t6i da gop phan mang lai két qua xa tot dang ké va tién
luong tot ctia bénh UTTT giita va thap giai doan khu tru tai chd tai ving.

KET LUAN
1. Pic diém 1am sang va cin lam sang cia nhém BN ung thw tryc
trang doan giira va thap dugc phau thuit cat n6i may:
- Tubi thudng gap nhét 1a 50-59 tuodi (44,6%), ty 1¢ nam/nit = 1,15.
- Cac triéu chimg thuong gap: phan nhay méau (92,9%), mot ran di ngoai
khong hét phén (71,4%), thay doi khuén phan (66,1%), thay doi tan suat dai
tién > 2 lan/ngay (64,3%) va sut can (53,6%).
- Tham truc trang: 79,5% u s& thiy con di dong dé.
- Noi soi cho t‘héy: 92,9% thé sui va hdn hop sui c6 loét, vi tri u doan
thap chiém phén 16n (62,5%) cach RHM trung binh 6,3cm; 55,4% tang
nong do CEA trudc mo trén 5 ng/ml; 91,1% UTBMT, 78,6% do biét hoa
vira; 66,1% giai doan bénh som (I - 11).
2. Két qua phiu thuit cit doan va ndi may bén tin cé tii chir J cai
bién:
- P}lﬁu thuat cho phép bao ton dugc co tron ¢ bénh nhén UTTT thip
nhat u cach RHM 4cm; 100% bao ton dugc TKTD.
- Thoi gian PT nhanh chong, trung binh 113,4 phat.
- Khong ¢ tai bién xay ra trong PT.
- Ty 18 mo thong hoi trang 1am HMNT trén dong 1a 7%.
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- K¥ thuat an toan, ty 1€ bién chung sau PT thép: 12,5%, trong do6 ro
miéng ndi 1,8%.

- Phuong phap PT di dam bao vé phuong dién ung thu hoc: 100% sinh
thiét tirc thi dién cat am tinh; 100% bd dién cét cach cuc dudi u > 2cm;
100% xét nghiém dién cat sau PT khong c6 té bao 4c tinh.

- Panh gia két qua PT chung: Tot (92,9%), trung binh (7,1%) va khong
6 két qua x4u.

- Cai thién dang ké co nang sau PT: tai thoi diém 3 thang c6 69,6% dai
tién 1-3 lﬁn/ngély, 91,1% dai tién dé, 91,1% di phan binh thuong, 100%
tiéu binh thuong va 8% giam kha ning cuong duong c6 hdi phuc; Tan
suét dai tién trung binh hang ngay giam dan tai thoi diém 3, 6, 12 va 24
thang sau PT lan luot 14: 3,3 lan, 2,9 1an, 2,7 1an va 1,8 lan.

- Két qua theo ddi xa: Ty 18 tai phat 1a 8,9%, trong d6 khong co tai phat
tai chd tai ving; Song thém khong bénh 5 nam 14 88,4% va séng thém
toan bd 5 nam 1a 92,7%.

KIEN NGHI
Qua nghién ciru nay chiing t6i xin dwa ra mot s kién nghi:
1) Nén sir dung may cit truc trang cong Contour cho UTTT thdp.
2) Ha dai trang goc lach nén thyc hién doi véi UTTT thap khi danh
gid doan dai trang dwa xuéng khéng dii dai va miéng noi bi cing.
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INTRODUCTION

5. Rationale:

Treatment for rectal cancer (RC) is multimodal in which surgery is
significantly important. Even though anterior resection through
episiotomy at the expense of anal sphincter muscle is the current major
treatment for middle and low RC, the RC patients will have to live with
an artificial anus to the rest of their lives. The present trend is to enhance
low and very low anterior resection to save anal sphincter muscle to
improve RC patients’ quality of life. Scientific advancement and advent
of modern devices in intestine incision and anastomosis in the surgery for
RC have brought about effectiveness, particularly in increasing
possibility and efficiency in low resection and anastomosis in narrow
pelvis to reduce operation time and prevent RC patients from having
permanent stoma. However, in clinical practice, performing anterior
resection and anastomosis in middle and low RC to preserve anal
sphincter muscle still has complications to some extent, particularly
anastomotic leak rate, which is a challenge for surgeon when operating in
low pelvis ward. Yet, there have not been many research papers assessing
operative results of anterior resection and anastomosis by mechanical
staplers in the treatment for middle and low RC.

In addition, straight end-to-end anastomosis (ETEA) of the colon -
rectum - anal canal could result in bowel dysfunction which will affect
patient’s quality of life. Neorectal construction techniques, e.g. colonic
J pouch, side-to-end anastomosis (STEA) and transverse coloplasty
pouch, have been developed to improve functional outcome. In fact,
STEA techniques with modified J pouch to construct colonic reservoir
for 6cm have been applied by us and a few centers yet with inadequate
research findings.

6. Objective of the dissertation:

1. Comment on clinical and paraclinical signs of middle and low RC
with anterior resection and anastomosis by mechanical staplers.

2. Evaluate operative results of mechanical stapling anterior
resection and STEA with modified J pouch for experimented patients
above.

7. Significance of the dissertation:

This dissertation makes new contributions to surgical oncology in
terms of selecting and totally applying mechanical staplers in anterior
resection and anastomosis in the treatment for middle and low RC. It
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also shows the effectiveness of using technological devices to reduce
operation time averaging at 113.4 minutes and evaluate operative
results of RC patients with risks of complications. In this sense, the low
rate of disaster and complications is acceptabe and more importantly,
anal sphincter muscle will be preserved for tumors which are at least
4cm from anal margin; accordingly cancer patient’s quality of life will
be improved and oncological features are guaranteed as radically.

In addition, our study shows that anterior resection and STEA with
modified J pouch using mechanical staplers are safe contributing to reducing
postoperative complications, especially anastomotic leak rate with only
1.8%, which are favorable physical rehabilitation and significantly improving
daily stool frequency which gradually decreases by month and reaches
average 1.8 times/day at 24th month post operation.

8. Structure of the dissertation:

This dissertation consists of 131 pages, with 4 major chapters:
Introduction (2 pages), Chapter 1 (Literature review - 40 pages);
Chapter 2 (Research Objective and Methods - 20 pages); Chapter 3
(Research findings - 29 pages); Chapter 4 (Discussion - 37 pages);
Conclusion and Recommendations - 3 pages.

Also, there are 55 tables, 16 pictures and 10 charts, 161 references
(40 in Vietnamese and 118 in English and 3 in French).

CHAPTER 1: LITERATURE REVIEW

1.1. Practical anatomy

Rectum is normally 15cm long and divided into 3 parts: 1/3 high 11-
15cm from anal margin allocated on the Douglas pouch, 1/3 middle 7-
10cm from anal margin, 1/3 low 3-6¢cm from anal margin, equivalent to
the tumor location namely high RC, middle RC and low RC.
1.2. Histopathology

WHO-2010 classification: Adenocarcinoma (AC), Cribriform comedo-
type AC, Medullary carcinoma, Micropapillary carcinoma, Mucinous AC,
Serrated adenocarcinoma, Signet ring cell carcinoma, Adenosguamous
carcinoma, Spindle cell carcinoma NOS, Squamous cell carcinoma NOS,
Undifferentiated carcinoma.

Mostly colorectal cancer has histopathology of AC.
1.3. Diagnosis

1.3.1. Clinical examination: Function symptom, Performance status,
Physical signs,..
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* Rectal examination:

Digital Rectal Examination (DRE) is a typical method assessing the
invasive level of cancer by identifying the movement of tumor with
reference to the rectum wall and surrounding tissues. The accuracy of
assessment of distance between the tumor and anal margin and anal
sphincter muscle is significantly important as it will direct decisions
regarding preserving sphincter muscle.

* Other organ examination:

Assessing conditions of other organs in whole body and comorbid diseases.

1.3.2. Paraclinical examination

At present, soft-tube colorectal tele-endoscopy is used mainly to
diagnose colorectal cancer in accordance with histopathological biopsy.

Other imaging diagnosis exams like endorectal ultrasound,
abdominal computed tomography (CT), pelvic magnetic resonance
imaging (MRI), PET-CT, and bone scan help evaluate staging and
select treatment strategies.

1.4. Surgical treatment for middle and low RC
Abdominal anterior resection

Abdominal anterior resection includes low anterior resection for
middle RC and very low anterior resection for low RC. Oncological
principles are mesorectal excision of at least 5cm from mesocolon
below the tumor in high rectum, and total mesorectal excision (TME) in
middle and low rectum. Low and very low anterior resection had
difficulties and challenges in practice and there are certain cases of
complications, especially anastomotic leak. According to our literature
review, the lower the anterior resection is, the more risk of anastomotic
leak will be from 3% to 11% as the level of anastomosis perfusion and
resection and anastomosis become more challenging in narrow pelvis.
Literature review also found that the percentage of strait anastomosis
was from 5% to 20%.

Low anastomosis could be performed with either STEA or ETEA
options. There have been some randomized controlled trials (RCT)
research benchmarking between the two options. According to Mc
Namara D.L., rectum - anal canal ETEA has higher anastomotic leak
rate (15%) than STEA with colonic J pouch (2%). Brisinda, in his
research comparing STEA and ETEA of anterior resection in middle
and low RC, shared similar findings with higher anastomotic leak rate
in ETEA (29.2%) than STEA (5%).
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TME results in reducing local recurrence and improving RC
patients’ survival. However, straight ETEA of colon-rectum-anal canal
could result in bowel dysfunction consisting of a mixture of increased
stool frequency, bowel fragmentation, fecal urgency, and incontinence.
This is so-called ‘‘anterior resection syndrome’’. According to our
literature review, about 25-80% middle and low RC patients with low
and very low ETEA anterior resection suffered from anterior resection
syndrome with bowel dysfunction including stool frequency (over 3
times/day) accounting for 75% operated patients. Therefore, alternative
options for neorectal reconstruction, for example colonic J pouch,
STEA, and transverse coloplasty pouch, have been developed to
improve functional outcome.

Recently, a RCT on 354 patients (96 patients are withdrawn as
colonic J pouch options could not be performed for various reasons:
narrow pelvis, bulky mesocolon, insufficient colon length), published
by Fazio et al. Among 268 patients, randomly selected, 137 were in the
colonic J pouch group (JP), and 131 in the transverse coloplasty pouch
group (CP). The results were: JP had smaller stool frequency than CP at
the 4th, 12th and 24th months respectively post operation; had different
J pouch related to bowel movement at night time; lower Fecal
Incontinence Severity Index (FISI) is significant; and higher fecal
urgency than those from the CP group. In addition, 96 withdrawn
patients were randomly reselected for a straight anastomosis (n=49) or
transverse coloplasty pouch (CP) (n=47). The results continuously
showed that there was no point in transverse CP compared to straight
anastomosis. They recommended that the best option is STEA for cases
that are difficult in performance of a J pouch.

In a meta-analysis research by Brown et al, including 3 RCT by
Huber (1999), Machado (2003 and 2005) and Jiang (2005), showed
similar results between STEA and colonic J pouch. These researchers
considered STEA a modified J pouch method and that STEA could be
an alternative option for colonic J pouch for less complicated and less
time-consuming operative procedures while the postoperative outcomes
were similar.

Resection and anastomosis by mechanical staplers for RC treatment

In addition to hand-sewn intestine resection and anastomosis, there
is resection and anastomosis by mechanical staplers. With scientific and
technological advancement, staplers, for single-use or multiple-use,
have been designed with a curved cutter to make operative procedures



29

more easily. The use of staplers has become more and more popular in
RC surgery with diverse techniques demonstrated in many research
papers. At present there is a new device named Contour with two rows
of double staples and a curved knife that cuts between them, which
allows better access to the pelvic cavity for rectal incision below the
tumor. This permits lower resections, facilitating the procedure by not
having to perform the intestinal cut manually and avoiding
contamination on the distal and proximal stump that remain closed
during incision.
CHAPTER 2: SUBJECTS AND METHODOLOGY

2.2. Research subject

In this research, 56 middle and low RC patients were treated with
anterior resection and anastomosis by mechanical staplers and STEA
with modified J pouch at K hospital from January 2013 to July 2017.

Selection criteria: Patients with middle and low RC diagnosis, tumor 3-
10cm from anal margin; histophathology of AC; stage I, Il and Ill, were
selected for immediate operation or after concurrent pre-operative
chemoradiotherapy; patients were treated purposefully with anterior
resection and anastomosis by mechanical staplers and STEA with
modified J pouch.

2.2. Research Methodology

2.2.1. Research design

- This research uses non-controlled clinical intervention trial.

- Sample selection: selected on purpose. Sample size: 56.

2.2.2. Research tools

- Medical records, uniformly record samples, and surveys.

- Linear cutter, Contour stapler, Curved circular stapler (28-31mm CDH).

2.3. Research procedures and content

Step 1: Select patients meeting research criteria, pre-treatment
clinical and paraclinical assessment

* Clinical characteristics: Age, gender, personal medical history,
family medical history; pre-operative treatment; reason for hospital
admission; symptoms: functional, performance status, physical signs.

* Description of tumor through DRE:

+ Position of tumor (according to American Clinic Surgery Association,
described in RC lecture by Steven K., 2014): high RC: 5 high 11-15cm
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from anal margin; middle RC: ¥ middle 7-10cm from anal margin; low
RC: '5 low 3-6¢m from anal margin.
+ Macroscopic types; tumor invasion compared to rectal circumference;
+ Level of tumor movement: Easy, limited or fixed.
* Paraclinical:
+ Rectal tele-endoscopy: Distance of low tumor border to anal margin. Tumor
position. Tumor shape and size. Invasion level to rectal circumference.
+ Imaging diagnosis: lung x-ray, chest CT (if suspected); liver and
abdominal ultrasound; abdominal CT; pelvic MRI: assess the level of
invasion of tumor and nodes.
+ Carcinoembrionic antigen (CEA); Complete Blood Count.
Step 2: Staging assessment and operative indication

Staging assessment TNM according to AJCC 2010. Operative
indication is based on treatment guidelines for RC in the U.S. and
currently applied in Viet Nam:

e Stage T1-2, NO, MO: operation

If post operation: pT1-2, NO, MO: follow up; pT3, NO,MO or pT1-3, N1-
2, MO0: adjuvant chemoradiotherapy.

e Stage T3, NO or any T, N1-2: preoperative chemoradiotherapy,
then operation, and adjuvant chemotherapy.

e Stage 4: (with or without operation): chemoradiotherapy, then
operation (if possible) and/or chemotherapy.

e In certain cases, if the tumor causes bowel obstruction or semi-
obstruction, then provide patients with internal medicine treatment
before operation, and then adjuvant chemoradiotherapy according
to postoperative stages.

Step 3: Anterior resection and anastomosis by mechanical staplers
Major specifications:

¢ Colonal incision above tumor: Open up the free border of bowel at the
verge below the expected incision line about 2.5-3cm long. Select the
28-31mm mechanical stapler suitable with colorectal thickness.
Remove the stapler head from its body, pass the anvil into the colon to
reach the expected anastomosis site. Make the colon incision above
tumor using the 75mm Linear cutter.

¢ Rectal incision below tumor: The incision line is at least 2cm from
low tumor border. Use the 75mm Linear cutter or use Contour staplers
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to make the rectal incision below tumor of > 2cm yet above the
sphincter muscle.

e Colon - rectum or anal canal STEA with moveable colonic reservoir
of 6¢cm long: applying modified techniques of restorative digestive flow
from STEA with colonic J pouch which are specified as follows: Use
curved circular stapler to make 28-31mm anastomosis, place the colonic
reservoir of 6cm long into the right side along the pelvis, otherwise not
implement to sew construct the colonic J pouch located between the
post-anastomosis colonic reservoir and pre-anastomosis colon as in
typical techniques. This is so-called “STEA with modified colonic J
pouch technique”.

Step 4: Postoperative histopathological and staging assessment:
Classify AC and differentiability; Invasion of tumor, margins and nodes;
postoperative staging with reference to AJCC 2010.

Step 5: Outcome assessment
» Operation outcomes

- Types of staplers; number of patients with taking down the splenic
flexure; number of patients with upper stoma, preservation of automatic
nervous system in operation; immediate margin biopsy, distance
between low tumor border and resection margin.

- Intraoperative complications:
+ Stapler-related complications.
+ Operative procedure related complications.
- Average operation time (minutes).
- Number of operated mesentery lymphonodes.
» Early outcomes in the first month post operation:

- Time to flatulence; to remove bladder sonde for urination and the first
defecation post operation; postoperative hospitalization time.

- Complications:
+ Localized anastomotic leak or wholistic peritonitis.

+ Others: death, bleeding post operation; intestinal occlusion post
operation; defecation and urinary incontinence; surgical incision
infection,; strait anastomosis; pelvic abscess, etc.

+ Whole body complications: pneumonia, venous thrombosis, etc.
Re-operation or preserving internal medicine treatment will be prescribed
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with reference to the status of each condition.
- Adjuvant treatment belong to postoperative staging.

» General outcomes of surgery: The current assessment criteria
applied at K Hospital and in other research by Mai Duc Hung
classify into three categories: Good: No complications related to
operation, good recovery post operation; Fair: Certain extent of
complications yet could be treated and patients are able to be
discharged from hospital post operation without serious sequela;
Bad: Serious complications, patients die or need re-operation.

» Recovery outcome at the third month onward: Patients make self-
assessment and report via in-person interview, telephone - post.

- General health; Ability to work.
- Urination and defecation status:
+ Urination: normal or dysfunction.
+ Defecation: defecation status, fecal feature.

+ Daily stool frequency at the 3rd, 6th, 12th, 18th, and 24th month
post operation.

- Male sexual dysfunction post operation.
Step 6: Post-treatment follow-up

- Time: every 3 months in the first 2 years, and every 6 months in
following years in terms of clinical and paraclinical exam.

- Disease-free and overall survival evaluation after 1 year, 2 years, 3 years,
4 years, and 5 years using the Kaplan Meier’s statistical algorithm.

2.4. Data collection and analysis: Collecting data from record
samples, encoding and analyzing the data using SPSS 22.0 software.

2.5. Research time: from January 2013 to October 2018.
2.6. Research ethics

- All information and data are kept confidential and used for research
purposes only.

- Research got permission from RC patients.

- Research received approval from hospital, university, and medical
ethical Council.

- Research did not change treatment values and outcome for the worse.
- The research findings were honest, objective, contributing to middle
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and low RC treatment.
CHAPTER 3: RESEARCH RESULTS

The research was experimented on 56 middle and low RC patients with
anterior resection and anastomosis by mechanical staplers.

3.1. Description of research patients

- Average age range: 60,4 + 9,3. Most of them are over 40 years old
(98.2%), especially from 50-59 years of age. Male - female rate is 1.15
(30 males - 26 females).

3.1.1. Clinical examination

- Common function symptoms include: stool with bloody mucus
(92.9%), a sense of incomplete defecation (71.4%), change stool shapes
(66.1%), increased daily stool frequency > 2 times/day (64.3%). Most-
common symptom for performance status was weight loss (53.6%).

- Rectal exam: bloody glove with 92.9%.

- Detection of tumor by DRE was found in 44 patients (78.6%).

- Most of the tumor motion are easy, accounting for 79.5%.

3.1.2. Paraclinical examination

- The location of tumor detected via tele-endoscopy mostly was low
(62.5%), approximately 6.3cm from anal margin, median was 6cm,
highest was 8cm and lowest was 4cm. The average size of tumor was
3.4cm (from 2 to 5 cm).

- The most common macroscopic types was protuberant tumor or
ulceration on the protuberant lesion (92.9%) and diffuse infiltration
were not found in this research.

- There were 55.4% RC patients having higher CEA concentration than
normal level of 5 people/ml and averaging at 14.2 ng/ml.

3.1.3. Histopathology and postoperative stage

- AC accounted for 91.1%, medium differentiation accounted the most
(78.6%).

- Margins were examined after resection and 100% of them had no
invasive cancer cells.

- With 48 patients having immediate operation, MRI and
histopathological diagnoses both had similar results of staging (43.8%),
the lower assessment of staging on MR was 56.2%.

- Most of them had early stage of | to 11 (66.1%).
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3.2. Results of mechanical stapling anterior resection and
anastomosis in middle and low RC treatment

- All colon incisions above tumor used Linear Cutter. Rectal incisions
below tumor mostly used Contour staplers (accounted for 76.8%) and
Linear Cutter only applied for tumor > 7cm from anal margin. Curved
circular stapler CDH 29mm was often used at 80.4% for anastomaosis.

- Average operation time as 113.4 + 16.1 minutes. The longest
operation was 160 minutes while the shortest one was 90 minutes.

- There were 9 patients (16%) with taking down the splenic flexure.

- There were 4 patients (7) opening ileum for artificial anus when
assessing that anastomosis would not be safe during operation.

- 100% patients had automatic nervous system preserved.
- 100% patients with immediate biopsy had non-invasive carcinoma cells.

- Distance between low tumor border and resection margin: averaging
at 3cm and 100% at least 2cm.

- Node dissection enough to > 12 lymphonodes, accounted for 46.4%. The
average number of dissected mesentery nodes was 11.1 + 4.9 (lymphonodes).

- In this research, we encountered no complications related to the use of
mechanical staplers for resection - anastomosis and dissection procedures.

- The techniques for taking down the splenic flexure for low RC accounted for
25.7% and there was no for medium RC, a statistical significant differentiation
with p =0.019 (2 tailes).

- There was no significant correlation between having upper stoma and
distance from tumor to anal margin with p = 0.611.

- There was no significant differentiation between average operation
time in the two groups of middle and low rectal tumor with p = 0.638.
3.3. Postoperative outcomes
3.3.1. Postoperative recovery

Table 3.1. Time for postoperative recovery

Times Average Max | Min Unit
Flatulence 3.2+£0.6 5 2 date

First bowel movement 45+1.2 7 3 date
Bladder tube release 3.3+£05 5 3 date
Hospitalization 11.0+£2.2 21 9 date

Comment:
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- Most patients were able to flatulence within 3 days after operation (75%).
- Average postoperative hospitalization was 11 days.

3.3.2. Postoperative follow-up in the first month post operation
Table 3.2. Postoperative complications

First month postoperative complications plzgéﬁ];s Percg/(r)l tage
Total (Common) 7 12,5
Localized anastomosis leak - no reoperation 1 1,8
Postoperative intestinal occlusion 1 1,8
Surgical incision infection 4 7,1
Incontinent defecation 1 1,8

Comment:

- These mentioned-above complications treated with internal medicine.
- There were no such complications as: stoma or anastomosis bleeding, death,
anastomosis leak infection causing holistic peritonitis and re-operation, urinary
incontinence, strait anastomosis, and whole body complications.

3.4. General outcomes post operation

- The results showed that all 56 patients had above fair outcomes post
operation, in which 92.9% operations were good or successful.

3.5. Function symptom recovery postoperative three months onward
3.5.1. Function symptom recovery and urination and bowel movement
- After three months, most patients recovered function symptoms: normal
general health (96.4%), ability to work again (80.4%), normal urination
(100%), easy defecation (91.1%) with normal stools (91.1%).

- There were no patients suffering from defecation and urinary incontinence.

3.5.2. Stool frequency post operation

Table 3.3. Daily stool frequency at the 3™, 6™, 12™, 18" and 24"

months post operation

Daily stool frequency plzgé?;s Average Max Min
After 3 months 56 3.3+13 8 1
After 6 months 56 29+1.1 6 1
After 12months 56 27+1.2 6 1
After 18 months 53 21+0.9 5 1
After 24 months 44 1.8+09 4 1
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Comment:

- Three months post operation, most patients had daily stool frequency
from 1-3 times, accounted for 69.6%.

- The daily stool frequency reduced gradually to reach 3.3, 2.9, 2.7, 2.1
and 1.8 times at the 3", 6™, 121", 18", and 24" months respectively.

3.5.3. Male sexual dysfunction three months post operation

- Among 25 patients with normal sexual activities pre-operation, two
cases (8%) suffered from male erectile disorder and recovered 3 months
post operation.

3.6. Recurrence and survival results
3.6.1. Research Follow-up time

Overall average surveillance time was 48.8 months. The average
surveillance time till recurrence was 47.7 months.

3.6.2. Recurrence
- The percentage of recurrence was 8.9% with no localized and regional recurrence.
3.6.3. Survival
Three out of 56 patients were dead (5.4%) at the end of researching period.
3.6.4. Percentage of survival
Table 3.4. Percentage of survival at 1, 2, 3, 4, 5 years post operation

Percentage of
survival % 1 year 2 year 3 year 4 year 5 year
Disease free 98.2% | 982% | 95.8% | 93.4% | 884 %
Overall 100 % 100% | 976% | 95.2% | 92.7%

Comment: The percentage of disease free survival after 5 years was
88.4% and overall survival after 5 years was 92.7%.

CHAPTER 4: DISCUSSION
4.1. Age, Gender

Average age range was 60.4 £ 9.3. Most patients were over 40 years
old (98.2%), most common was 50-59 years old (44.6). This age range
was similar to those in research by Tran Anh Cuong, Mai Duc Hung,
and Pham Quoc bat.

The male-female rate was 1.15. This rate in other research was: 1.3
(by Vo Tan Long), 1.13 (by Hoang Viet Hung) and 1.7 (by Ellenhorn
D.L.). In this sense, our research had similar male-female rate.

4.2. Clinical and paraclinical examination
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4.2.1. Clinical examination

The most common clinical symptoms of these experimental patients
were quite diverse: stool with bloody mucus (92.9%), a sense of
incomplete defecation (71,4%), small and flat stool shapes (66.1%),
increased daily stool frequency > 2 times (64.3%) and weight loss (53.6%).

A research by Pham Cam Phuong found that most common
symptoms were: stool with bloody mucus (94.3%), a sense of
incomplete defecation (70.1%), small and flat stool shapes (66.7%),
bowel frequency > 3 times/day (44.8%) and weight loss (41.4%). A
research by Tran Anh Cuong found most-common symptoms were:
blood in stool (93.1%), change in stool shapes (87,1%), difficult bowel
movement (82.8%), change in bowel habit (75.9%), incontinence
(70,7%), a sense of incomplete defecation (54,3%). Our research shared
similar findings of research of Vietnamese researchers. Accordingly,
the most common symptom was stool with bloody mucus which was a
popularly important sign for diagnosis.

Using DRE, we detected tumors in 44 patients (78.6%). In fact,
tumors over 7cm high were unavailable for similar examination which
was concluded in literature review, and in most cases (92.9%) there was
blood in medical gloves after examination. Assessment of the tumor
after clinical examination showed that macroscopic type with
protuberant tumor or ulceration on the protuberant lesion were most
dominant with 93.1% and most tumors were easily moved accounted
for 79.5% which means rectal wall has not been invaded yet.

4.2.2. Descriptions of tumor through colorectal tele-endoscopy

The low tumor border is average 6.3 £ 1.1cm from anal margin, with
mean of 6cm, close to middle and low rectal division, the maximum
distance was 8cm and minimum was 4cm. The percentage of low RC
with resection (without anterior resection) was dominant in research
(62.5%). Compared with other similar research about middle and low
RC treatment and STEA having tumor < 10cm from anal margin, we
found that: average distance between tumor and anal margin in our
research is smaller than those by Mai Duc Hung (on 138 patients) of
9.28 + 2.61cm, by Jiang (on 24 patients) of 8.6 + 0.3cm and higher than
that by Huber (on 30 patients) of 5.8cm.

Upon examination of macroscopic tumor via colorectal tele-endoscopy,
we found that the most common macroscopic type was protuberant tumor
or ulceration on the protuberant lesion (92.9%), other types only accounted
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for 7.8% and without infiltrates. The percentage of protuberant tumor or
ulceration on the protuberant lesion was similar to that of research findings
by Tran Anh Cuong (99.1%) and Mai Duc Hung (89.1%).

4.2.3. CEA test

Thirty-one out of 56 patients (55.4%) had increasing preoperative
CEA level of 5 people/ml compared to normal concentration. Our
results were lower than those by Nguyen Thu Huong on late stage
colorectal cancer patients with 76.4% increasing CEA level, and higher
than those by Vo Tan Long on early stage cancer patients with 36%.
Although CEA result is an insignificant signal of RC, increasing CEA
level pre-operation is also a signal for invasion or spread of cancer.

4.2.4. Description of tumor from MRI

We examined 48 patients prescribed for immediate operation about
the homogeneity between MRI bowel structure and tumor stage
histopathologically post operation. The results showed that identical
diagnosis (accuracy) of staging between MRI results and
histopathological results was 43.8% of all patients, the percentage of
early stage assessment on MRI was 56.2%. These results were
significantly lower than those by other researchers with accuracy ranges
from 81-100%. However, from literature review, in cases of early T3 or
micro invasive T4 which are difficult to be detected on MRI and can be
detected on histopathology, thus, accurate detection of T staging ranges
from 65% to 86%. We believe that in clinical practice, we should focus
on improving capacity and specialized skills in reading the MRI results
to enhance diagnosis values.

4.2.5. Post operation pathological description

In this research, AC was dominant with 91.1%, mucinous AC
accounted for 7.1% with one patient of signet ring cell carcinoma,
accounted for 1.8%. These results were in accordance with our
literature review and by other researchers. According to Nguyen Van
Hieu, histopathology type of AC accounted for 93.2% in colorectal
cancer. Similarly, in a research by Doan Huu Nghi, AC accounted for
88% and mucinous AC accounted for 7.9%. The results of AC in other
researches by Hoang Viet Hung were 91.3%, by Mai Duc Hung was
99.3%, by Pham Cam Phuong was 89.6% and by Tran Anh Cuong was
93.1%.

The results showed that medium differentiability was dominant with
78.6%, high differentiability and low differentiability accounted for an
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insignificant amount. In a research by Tran Anh Cuong, medium
differentiated signs were dominant with 84.5%. Similarly, in a research
by Mai Duc Hung, this result was 87%. Other results from RC research
shared similar medium differentiability of 73.6% (by Pham Cam
Phuong); 72.5% (by Hoang Viet Hung). Accordingly, our research
results were in accordance with other researchers in Viet Nam.
4.2.6. Cancer staging post operation

Classification of staging post operation showed most patients taking
part in the experiment had early cancer stages (I and Il) accounted for
66.1%. Prescribing operation to these patients is convenient and easy to
preserve the anal sphincter muscle.

4.3. Results of anterior resection and anastomosis using mechanical
staplers for middle and low RC treatment
4.3.1. Operation specifications
Using mechanical staplers for resection and anastomosis

The machine allows access and resect the rectum and colon easier
and faster, facilitating anterior resection with tumor at low and lowest
positions just 4cm from anal margin and still guaranteeing 100%
incision margin > 2cm from low tumor border. Regarding colon
incision above tumor, we used the Linear Cutter for all patients. There
were two types of cutter machines in rectal incision below tumor:
Linear Cutter and Contour. The results showed that most patients took
the rectal incision by Contour (76.8%) and only 13 patients used the
Linear Cutter for tumors > 7cm from anal margin. During operation, we
found that Contour, with curved blade and long body, allows rectal
access and incision more easily, especially to tumors from 6¢cm to 4cm
from anal margin. Some researches by Jiang and Huber used
mechanical stapling anterior resection and anastomosis for tumor only
3cm from anal margin. The STEA using 29mm CDH (80.4%) was
dependent on practical diameter of digestive canal.
Operation time

The operation time of the experiments was short, averaging at 113.4
minutes (standard deviation was 16.1 minutes), max was 160 minutes and
min was 90 minutes. The operation time in other research was 197
minutes, 149 minutes, 238 minutes respectively by Michael Machado et
al, by Huber, and by Jiang. Their experiments used STEA techniques yet
some steps and some patients were operated with no mechanical stapling
anterior resection and anastomosis so the operation time was longer than
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ours. Mai Duc Hung found that laparoscopic surgery of mechanical
stapling low anterior resection and anastomosis had average operation
time of over 209 minutes. This was due to difficulties in rectal incision
below tumor in narrow pelvis as the flexibility and functions of
endoscopic stapling devices were limited in pelvic ward. Also, the author
did not use mechanical stapler to dissect sigmoid colon above tumor.

A research by Siddiqui showed that average operation time for
colonic J pouch reconstruction was 191 minutes, with confidence
interval of 95%, then the operation time ranges from 179.4 minutes to
250.3 minutes. Using One Sample T-test comparing our results with
Siddiqui’s findings, we found t = - 36.073, degree of freedom was 55
and p < 0.001 (2-tailed). In this sense, the average operation time of
mechanical STEA with modified J pouch and without construction of
colonic J pouch in our research, as we placed the colonic reservoir of
6cm into the pelvic and anastomosis, which was significantly shorter
than typical colonic J pouch reconstruction techniques in the above-
mentioned research.

Regarding low rectal tumor, operation techniques were more
challenging in narrow pelvis. However, when comparing average
operation time in the two groups of tumor positions, there was no
significant differentiation between middle and low RC with p = 0.638.
Especially, we used the Contour, whose shape was similar to
anastomosis partial occlusion curved clamp, to facilitate incision below
tumor in narrow pelvis more flexibly, faster, and without rectal stump
damages. Reducing operation time helps complete the operation faster,
more convenient recovery for patients, and avoid anaesthesia risks in
lengthy operation.

One of the new findings of this research is time-saving and positive
support for surgeon in terms of techniques, efforts and operative
difficulties thanks to the use of technological advancement in
mechanical resection and anastomosis.

Technical specifications
Taking down the splenic flexure

There were 9 patients taking down the splenic flexure for
mobilization (accounted for 16%) while most patients (84%) had long
sigmoid colon qualified for STEA with modified J pouch without
splenic flexure mobilization. This percentage was lower than that of
other research of colonic J pouch reconstruction by such researchers as
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Machado, Jiang, and Huber, particularly the research of mechanical
resection and anastomosis by Brisinda had 100% splenic flexure
mobilization with colonic reservoir of 10cm long. When analyzing the
correlation between rectal tumor position and splenic flexure mobilization,
we found that splenic flexure mobilization could only work for low RC
with 25.7%, and not working for middle RC, the differentiation was
significant with p = 0.019. This was in line with recommendations by some
researchers that splenic flexure mobilization should be done for low
anastomosis to avoid strained. However, in our literature review, there were
74.3% low RC cases having no splenic flexure mobilization when
evaluating the length of rectum and anastomosis without straining. In
practice, during node dissection and STEA, we found that postoperative
mesentery became easier to mobilize and no strain at STEA site. Our
experience with ETEA showed that mesentery still strain in anastomosis
despite of splenic flexure mobilization. This could be an advantage of
STEA techniques. In addition, the colonic reservoir in our research was
only 6¢cm long which explains why splenic flexure mobilization was not
used much in our research.
Ileostomy for temporarily upper stoma

In our research, there were 4 patients ileostomy for upper stoma
(7%) when evaluating high risks of anastomotic leak or old and weak
patients not safe for operation. This result was similar to that in research
by Bui Chi Viet with 14.4% having ileostomy to secure the anastomosis
site, and by Tran Tuan Thanh with 9.5% and much lower than that of a
research by Vo Tan Long of 50%. According to our literature review,
there have been a number of research which failed to prove possibility
to reduce the severity of anastomosis leak if any. According to Doan
Huu Nghi, ileostomy to secure the anastomosis site was unnecessary
when anastomosis was not strained, not ischemia and closed. This view
was supported by Brisinda in his research. In our research, there was no
significant correlation between temporarily upper stoma and tumor-anal
margin distance with p = 0.611. In practice, we evaluated STEA with
modified J pouch as good and check for collapse under air pumping,
thus temporarily upper stoma was unnecessary in our research.
Automatic nervous system preservation

Automatic nervous system was 100% preserved. In fact, this was a
step in the process of mobilization, TME, node dissection, we detected
these nerves (only with direct observation) should not be incised.
Currently, there are no research on how to detect these nerves with
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other methods such as color indicator or electric stimulant. We believe
that automatic nervous system preservation depend totally on surgeon’s
experience and expertise, especially in anatomy and nerve system. The
findings of our research were similar to those in a research by Mai Duc
Hung with 100% automatic nervous system preserved in endoscopic
low anterior resection.

Securing of margin

In this research, all 56 patients (100%) got margins > 2cm below tumor
and averaging at 3cm below tumor with distance between low tumor border
and anal margin of 6.3cm, and advantage of mechanical rectal resection and
anatomosis using Contour for low anastomosis. To secure margin in
operation, immediate biopsy of margin was done regularly, 100% results
showed there was no malignant invasive cells in lower margin. These results
were double checked on postoperative clinical specimen using
histopathological test of margins after 48 hours. Our findings were more
advantageous than those of Hoang Viet Hung as two patients had positive
margin which was <2cm from low tumor border and with no immediate
biopsy during operation. Accordingly, the outcomes of our research met
oncological features towards margins in RC surgery.

Mesentery node dissection

The number of mesentery node dissection in our research was
average 11.1 + 4.9 nodes, including 46.4% of adequate 12
lymphonodes. In a research by Tran Tuan Thanh, the average number of
dissected nodes was 12.5 + 3.6 with 50.8% of minimum 12 dissected
lymphonodes. Therefore, our findings were not different from those in
research by other Vietnamese researchers. In a research by Madbouly
K.M. et al, the average number of dissected lymphonode was 12.1 and
48% with minimum 12 nodes, while this figure in the research by Ince
M. et al from 1996 to 2011 was 11.5 £ 8 and 42.3% and 10.3 in the
research by Nadoshan J.J. et al., respectively.

Complications in mechanical stapling resection and anastomosis

In our research, there were no complications related to the
mechanical resection and anastomosis.

There were 3 out of 69 patients in the research by Hoang Viet Hung
suffered bleeding anastomosis. Three out of 138 patients in the research
by Mai Duc Hung had complications related to stapler including: one
anastomotic ischemia, one anastomosis leak to be complementary sewn
and upper stoma, and one anastomosis rotation.
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Common damage in RC operation includes: ureteral damage, pre-
sacrum vessel and pelvic automatic nervous system. In our research,
these lesions were not available. During operation, 2 ureters were
visible for 20cm long, and then node clearance was performed with
direct observation. To avoid damage for pre-sacrum vessel plexus and
autonomic nervous system in pelvis, pelvis anatomy has to be respected
and visible for direct observation during operation. Dong X.S. had
similar conclusion. There were no complications related to operation in
our research namely: death, pre-sacrum bleeding, no damages related to
ureter and bladder, and vagina. In a research by Mai Duc Hung, the
percentage for complications during operation was 4.3% (on 6 patients),
including 1 with spleen damage, 1 with wound of bladder wall and 1
with broken vagina wall.

In the research period from 2013 to 2018, we found that mechanical
resection and anastomosis was safe and convenient with modern
technological devices. In addition, researchers’ experience and expertise
were proficient so there were no complications during operation.

4.3.2. Post operation outcomes
4.3.2.1. Post operation recovery
Time to flatulence post operation

Average time to flatulence post operation was 3.2 days. Most
patients were able to flatulence within 3 days post operation (75%).
This figure was in accordance with that of other researchers such as
Tran Tuan Thanh (with 77.8%) and Trinh Viet Thong (with 70.1%).
Postoperative hospitalization

Average postoperative hospitalization was 11 days. This figure was not
differentiated from other open-up operation research by Tran Tuan Thanh
(10.9 days), Machado (11 days), Jiang (10.4 days). Our postoperative
hospitalization was significant (p < 0.001, One-Sample T Test) which was
longer than that of a research on endoscopic surgery for RC treatment by Vo
Tan Long (8.3 days), Mai Duc Hung (8.25 days), and Okkabaz (5 days).
Generally, medical recovery post operation was relatively fast with similar
follow-up for open-up operation except for longer hospitalization than
endoscopic surgery for RC treatment.
4.3.2.2. Postoperative complications in the first month
Anastomosis leak complications
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In our research, the complication of anastomosis leak occurred in
one out of 56 patients (1.8%), however, this patient having localized
leak which received internal medicine and endolocal wash out, and the
leak recovered without re-operation. Our experimental STEA had lower
percentage of anastomosis leak than ETEA research by Phan Anh
Hoang (with 6.5%), Nguyen Trong Hoe (with 10.9%), Hoang Viet
Hung (with 5.8%), and Tran Tuan Thanh (with 4.4%). A recent research
in 2018 on 88 middle and low RC patients having laparoscopic surgery
ETEA to save sphincter muscle by Pham Duc Huan et al showed that
anastomosis leak percentage was 10.2%. They concluded that so far, in
laparoscopic surgery to preserve sphincter for middle and low RC
treatment, anastomosis leak is still a challenge despite of technological
innovation and technical advancements. The research showed that BMI
>25, tumor size of > 5cm, and cartridges used > 3 were risks affecting
anastomosis leak during low anterior resection.

According to literature review, the percentage of complications in low
anterior resection to preserve anal sphincter muscle was 15%. According to
Mc. Namara D.L., the RCT outcomes showed that ETEA had significant
higher anastomosis leak rate (15%) than STEA with colonic J pouch
reconstruction (2%). Brisinda, in a research comparing these two types of
ETEA and STEA in anterior resection for middle and low RC, found
similar results in which the former had higher anastomosis leak rate of
29.2% while that of the latter was only 5%. The outcome of low
anastomosis leak percentage in our research was an encouragement. Also,
checking anastomosis during operation to prevent related complications in
mechanical anastomosis, and STEA performance, reducing pressure on
anastomosis and lowering anastomosis leak in our research and other
researchers’ findings clarified our experiment outcomes. We believe that
applying new generation of mechanical incision and anastomosis devices
with technological innovation which contributes to reducing anastomosis
leak percentage.

Common operative complications

The percentage of common postoperative complications was 12.5%.
A research by Tran Anh Cuong on 116 RC patients showed that
common operative complications was 19.9%. A research on 138 RC
patients with mechanical anterior resection and anastomosis had early
complications post operation of 15.1%. A research by Tsunoda on
STEA with J pouch of 6cm long found that 4 out of 20 patients (20%)
suffered from post operative complications. Sidddiqui’s research found
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that common operative complications in rectal STEA was 18%.
Generally, our research outcomes were similar to those researches and
found that rectal STEA was safe in medical abdomen. This finding was
supported by other researchers upon comparing STEA with ETEA
which found that postoperative outcomes within 30 days of STEA were
safer and had fewer complication risks. This finding was significant in
multicenter analysis.
4.3.2.3. General outcomes of operation

Patients having such complications as serious surgical incision
infection prescribed for cut cutaneous thread and open incision line to
the air, incontinent defecation, early intestinal occlusion with internal
medicine preservation or localized anastomosis leak without re-
operation were evaluated as fair. The general operative outcomes
showed that all patients were evaluated as fair level and above, in which
92.9% patients were evaluated as good and there were no patients
evaluated as bad. A recent research by Mai Duc Hung (2012) showed
similar findings with 89.9% patients evaluated with good outcomes,
10.1% fair, and no bad. This was an encouraging outcome for low and
very low mechanical stapling anterior resection and STEA with
modified J pouch for middle and low RC treatment like our research.

4.3.3. Far follow-up outcomes
Evaluation of recovery of function symptoms after three months
Defecation status

Bowel movement of patients three months post operation was re-
examined with defecation status, fecal features. The results showed that
most patients were satisfied with easy bowel movement (91.1%), normal
stool features (91.1%), no patients suffered from incontinent defecation,
diarrhoea or bloody stool. This outcome was similar to that by Nguyen
Minh Hai, Mai Duc Hung, and Pham Quoc Dat. In this sense, we could
conclude that STEA with modified J pouch in our research brought about
good and encouraging defecation function post operation.

Male sexual and urination status

Our research outcome showed that 100% patients had normal urination
and no patients had such bladder dysfunctions as urinary incontinence,
incomplete urination, etc. for the first 3 months. The figure of patient having
normal urination in a research by Mai Duc Hung was 97.1%.

The outcome of male sexual function post operation of 25 examined
male patients showed that two patients (8%) had decreased erectile and
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recovered 3 months post operation. According to Pocard, 31% patients
had decreased erectile post operation of overall rectal resection. A
research by Nguyen Anh Tuan on endoscopic surgery for low RC
treatment and Phan Anh Hoang on anterior resection and anastomosis
for middle RC treatment showed the percentage for male erectile
disorder was from 7-8%.

In this sense, our research outcomes on defecation, urination, sexual
status of male patients were good, contributing to patients’s satisfaction
on their quality of life.

Postoperative stool frequency at the 3, 6™, 12™ 18" and 24™ months

The results showed that daily average stool frequency at the 3rd, 6th,
12th, 18th, and 24th months were 3.3 times, 2.9 times, 2.7 times, 2.1
times va 1.8 times. Three months post operation, most patients had
daily stool frequency of 1-3 times, accounted for 69.6%. This
percentage was lower than that of other research on ETEA for RC
treatment by Pham Quoc Dat (9.9%), Tran Tuan Thanh (17.7%). From
literature review, low and very low anterior resection with ETEA
suffering from bowel dysfunction in which daily stool frequency of
over 3 times/day reached 75%. In this sense, STEA with modified J
pouch resulted in improvement in stool frequency.

Postoperative stool frequency was a significant outcome affecting
patients’s quality of life. A number of RCT described and applied
different methods to improve this frequency.

Table 4.1. Stool frequency compare with colonic J pouch
reconstruction researches

Research 3 6 12 24
months | months | months months
Jiang (2005) 4 3 2.3 1.9
Machado (2005) 2.6
Machado (2003) 3.4 3.1
Huber (1999) 2.2 2,3
Our research (2018) 3.3 2.9 2.7 1.8

Generally, the stool frequency results of our research were not
significantly different from those of colonic J pouch reconstruction. This
means STEA with modified J pouch technique, as an alternative to
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colonic J pouch reconstruction technique, was suitable and feasible in
terms of clinical perspectives for it brings about similar results.

We believe that STEA with modified J pouch was a promising
option for restorative digestive flow in middle and low RC operation.
This technigque reduced anastomosis leak percentages and bowel
movement disorder in anterior resection thanks to neo-rectal colonic
reservoir reconstruction techniques which are not complicated and time-
saving as mentioned in our research and a few other researches.

4.3.4. Recurrence and survival
Recurrence

The findings showed that the percentage of recurrence of
experimental patients was 8.9% including no recurrence in situ. This
figure was lower than that of Nguyen Van Hieu of 16%, Nguyen Trong
Hoe 26.1%, and Vo Tan Long of 20.7%. According to Philip Rubin
(2012), general recurrence percentage of RC was 18%, including a
significant stage for strong prognosis for recurrence in situ, especially in
cases of spreading lymphonode, that figure could reach 65%.

In an analysis by Wong, D., the percentage of recurrence in situ post
operation of rectal tumor resection was 4-33%, including few patients
agreed to take re-operation and supplementary chemoradiotherapy. In a
research by Yin Y.H. et al, the recurrence percentage was 31.4% after 5
years post treatment. As we followed strictly oncological principles in
operation for early stage RC patients, there were no recurrence in our
research outcomes.

Survival percentage according to Kaplan Meier’s algorithm

The results for disease-free survival percentage was 88.4% and
overall survival percentage was 92.7% at 5 year post operation. A
research by Tran Anh Cuong showed that overall survival percentage at
3 year post operation was 91.2% while this figure in the research by
Mai Duc Hung was 79.7%. Currently, literature review showed that
overall survival percentage of 5 years for all stages was 62.3% while
this percentage increased to 90.1% for local regional stage. All RC
patients taking part in our research had local regional staging so the
result overall survival percentage of 5 years was acceptable. This
finding once again proved that technological advancement in surgical
oncology applied in our research has contributed to far outcomes and
good prognosis for middle and low RC patients with early staging.
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CONCLUSION

1. Clinical and paraclinical characteristics of middle and low RC patients
with anterior resection and anastomosis by mechanical staplers:

- The most common age group was 50-59 years old (44.6%), male-
female rate was 1.15.

- The most common symptoms: stool with bloody mucus (92.9%), a sense of
incomplete defecation (71.4%), stool shape changes (66.1%), increased daily
bowel habit > 2 times/day (64.3%) and weight loss (53.6%).

- Using DRE: most tumors were easily moved, accounted for 79.5%.

- Tele-endoscopy: 92.9% protuberant tumor or ulceration on the
protuberant lesion, the location of tumor was mostly low (62.5%)
averaging at 6.3 cm from anal margin; 55.4% increasing CEA pre-
operation of over 5 ng/ml; 91.1% AC, 78.6% medium differentiation;
66.1% early stages (I - 11).

2. Results of mechanical stapling anterior resection and STEA with
modified J pouch:

- This surgery technique preserved anal sphincter muscle for middle and
low RC with the lowest tumor border of 4cm from anal margin; 100%
automatic nervous system was preserved.

- The operation time was fast, averaging at 113.4 minutes.

- There were no complications during operation.

- The rate of ileostomy for upper stoma was 7%.

- This procedure was safe, low postoperative complication rate: 12.5%
with anastomosis leak rate was 1.8%.

- This surgery was guaranteed in terms of oncological features: 100%
immediate biopsy of negative margin; 100% incision margin was > 2cm
from low tumor border; 100% had no malignant cell in postoperative
margin examination.

- General postoperative outcomes: Good (92.9%), Fair (7.1%) and no Bad.

- There were favorable physical rehabilitation: at three months post
operation having 69.6% stool frequency of 1-3 times/day, 91,1% of
easy bowel movement, 91.1% of normal stool, 100% of normal
urination and 8% recovered from male erectile disorder; Daily average
stool frequency gradually decreased 3, 6, 12 and 24 months post operation
with 3.3 times, 2.9 times, 2.7 times and 1.8 times respectively.

- Long follow-up outcomes: The percentage of recurrent was 8.9% with no
local and regional recurrence; Disease-free survival of 5 years was 88.4%,
and overall survival of 5 years was 92.7%.
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RECOMMENDATIONS
We propose some recommendations as follows:
Contour stapler should be used for low RC surgery.
Splenic flexure mobilization should be applied in low RC in case of
short descending colon and strained anastomosis.



