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GIOI THIEU LUAN AN
1. Pit van dé

Ung thu t& bao gan (UTBG) la mét trong nhiing loai ung thu phd
bién nhat & Viét Nam ciing nhu cac nudc khu vuc chau A. Hau hét cac
truong hop ung thu gan phat trién trén nén xo gan do viém gan virus B
hodc C. Hién nay phau thuat cit gan dugc xem 1a phuong phap diéu tri
triét d& mang lai hiéu qua lau dai tét nhat, cac phuong phap khac nhu
nGt mach, hoa chat...chi mang tinh chét phy tro.

Cit gan duoc coi 1a phau thuat khé vi nhimg kho khin trong viéc xéac
dinh ranh giéi giai phau va chay méau trong md, da c6 nhiéu tac gia
nghién ctu (NC) vé ky thuat kiém soat mach méau trong mo cit gan
nhu: Pringle (1908), Ton Thit Tung (1939), Lortat - Jacob (1952), moi
phuong phap déu c6 nhimg wu diém va nhugc diém nhat dinh,
Takasaki (1986), md ta k§ thuat phau tich cudng Glisson cua cac PT
gan riéng biét & ngoai nhu m6 gan ma khéng mé bao Glisson. Sau do
cling ¢6 nhiéu NC cua céc tac gia khac vé ky thuat kiém soat chon loc
cudng Glisson (KSCLCG), nam 1992, Launois va Jamieson miéu ta tiép
can cudng Glisson trong gan tir phia sau. Machado mé ta cac moc mo nhu
md gan dé phau tich kiém soat cudng Glisson, day la k§ thuat cai tién
phuong phéap ciia Launois. KSCLCG gilp cat gan theo giai phau mét cach
an toan, han ché sy thiéu méau nhu md phan gan dé lai, giam mat mau va
tranh phaét tan té bao ung thu sang cac PT gan 1an can khi mo.

Ky thuat KSCLCG di duogc ap dung & nhiéu noi trén thé gisi va da
thu duoc két qua rat kha quan, tuy nhién ky thuat ndy méi duoc thuc
hién trong thoi gian gan day tai Viét Nam chinh vi vay dé tai nay duoc
thuc hién nham muc tiéu:

1. M@ ta ky thudt va tinh kha thi cua kiém soat chon loc cudng

Glisson trong cdt gan diéu tri ung thu té bao gan.
2. Pdnh gid két qua cat gan c6 sir dung ki thudt kiém soét chon
loc cuong Glisson trong cdt gan diéu tri ung thu té bao gan.
2. Tinh cip thiét caa luan an

Cit gan do ung thu té bao gan hién nay van 1a mot k§ thuat kho,
nguy co rui do trong phau thuat cao, dac biét 1a chay méu va van dé cat
gan theo giai phau diéu trj triét can UTBG, vi vay ¢ Viét Nam hién nay
phau thuat cat gan chi duoc trién khai ¢ 1 s6 bénh vién Ién. Lugn an
nghién ctu ky thuat kiém soét chon loc cubng gan gidp cho qua trinh
md cit gan duoc an toan va d& mo rong ang dung trong md cat gan &
cac bénh vién tuyén tinh trén ca nuéc.



3. Nhitrng dong gop cia luan an

Nghién ctru dugc thuc hién tai Bénh vién Viét Buc la mot trong
nhitng co s& ngoai khoa 16n tai Viét Nam véi doi ngii thay thudc gioi va
trang thiét bi hién dai, s6 lwong bénh nhan 16n. NC cho thay tinh kha thi
cua ky thuat KSCLCG trong mé cit gan diéu tri UTBG.
4. B6 cuc caa luan an

Luan an c6 147 trang, bao gdm: Pat van dé: 02 trang; Chuong 1-
Tong quan: 39 trang; Chuong 2- Ddi twong va Phuong phap nghién
ctiu: 26 trang; Chuong 3 - Két qua nghién ciru: 29 trang; Chwong 4 -
Ban luan: 48 trang; Két luan: 02 trang; Kién nghi: 01 trang. Két qua
luan an duoc trinh bay trong 33 bang, 31 biéu d6 va 31 hinh. Luan &n sir
dung 169 tai liéu tham khao trong d6 ¢ tai liéu tiéng viét va tiéng anh.

Chuong 1: TONG QUAN
1.1. Phan chia gan va giai phau viing cudng gan
1.1.1. Phan chia gan
1.1.1.1. Phan chia gan cia Healey va Schroy

Nam 1953, Healey va Schroy chia gan thanh 2 thuy phai va trai ngan
cach nhau bai khe gian thuy. Thuy phai lai phan chia thanh 2 PT: trudc
va sau ngan cach baoi khe PT phai. Thuy trai phan chia thanh 2 PT: gita
va bén ngén cach nhau boi khe PT tréi.
1.1.1.2. Phan chia gan theo Couinaud

Couinaud sir dung sy phan chia TM cira dé phan chia gan. Gan dugc
chia thanh nira gan phai va nira gan trai qua khe gitra. Mdi nira gan
dugc chia lam 2 phan goi 1a khu vuc, cac khu vue duoc chia 1am 2 phan
(trir khu vure lung va khu vire bén tréi) goi 1a cac PT danh s thir tu tir |
dén VIILI.
1.1.1.3. Tén That Tung

T6n Théat Tung (1963) st dung cac khe da dugc c4c tac gia khac mo
ta dé phan chia gan, bao gom: Ba khe chinh 1a khe giira, khe bén phai va
khe ron. Céac khe phuy 1a khe bén tréi, khe phu giira gan phai.

Theo Tén That Tung, cach phan chia va thuat ngit goi tén nhu sau:
Chir “thity” dung dé chi hai thity gan phai va tréi c6 dién, cach nhau boi
khe ron. Nutra gan phai va nira gan tréi”dung dé chi hai phan gan duoc
dan luu boi dng gan phai va dng gan trai, cach nhau boi khe giira gan.
Ntra gan phai dugc chia thanh hai PT: PT trudc va PT sau, cach nhau
boi khe bén phai. Nua gan trai dugc chia thanh: PT gitra va PT bén,
cach nhau bai khe rén. Thily dudi ¢o dién dwoc giit nguyén va goi 1a PT
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lung. Céc PT lai chia thanh cdc HPT danh s tir 1 dén 8 (twong ting voi
cac PT cua Couinaud).
1.1.1.4. Takasaki

Tai cudng gan: duong mat, DM gan, TM ctra la ba thanh phan riéng
biét khi dén rén gan thi dugc bao Glisson bao boc ca ba thanh phan nay
tao thanh cudng Glisson di vao nhu mo gan. Takasaki (1986), da dua
vao ddc diém nay dé chia gan thanh: thuy duéi twong tng véi HPT 1,
PT trai tuong ung véi HPT 2 - 3 - 4, PT gitta twong ung véi PT trudce
(HPT 5 - 8) va PT phai tuong ung vaéi PT sau (HPT 6 - 7).

1.1.2. Pic diém giai phiu ving cudng gan lién quan dén cit gan
1.1.2.1. bgng mach gan

Theo Trinh Van Minh c6 ba nhom bién thé giai phau cia DM gan
ngoai gan. Trong do thuong gap la nganh phai DM gan c4p mau cho
gan phal cb nguon goC tr DM mac treo trang trén, con nganh trdi DM
gan cap mau cho gan trai c6 ngu0n goc tir DM vi tréi. Khi thyc hién cat
gan, viéc nhan biét cac DM cap mau cho cac ving cua gan 1a vo cing
quan trong.
1.1.2.2. Tinh mach cira )

Bat thuong caa TM cira trong gan hiém khi gap. Loai bat thuong
phd bién nhat 1a khong c6 nganh phai cuia TM cira, cAc nhanh TM cira
truéc phai va sau phai xuét phat truc tiép tir thAn TM cira. Khi d6 nhanh
trudc phai s& nam khé cao phia trén cira gan va c6 thé sé khong nhin
thiy duoc.
1.1.2.3. Hé théng dwong mat

Puong mat gan pha1 DBuong mat gan phai dugc cau tao tur cac ong
mat HPT hop luu véi nhau thanh dng mat tiéu phan roi cac 6ng nay
tiép tuc hop luu thanh ng gan phai. Mot dic diém giai phau quan trong
cua hé thong dudng mat gan phai 1a Moc Hjortsjo tic 1a hién twgng ong
mat tiéu phan sau phai bat chéo qua nguyén uy caa TM cura tiéu phan
trudc phai. Trong phéu thuat, viéc kep qua gén vi tri chia nhanh cua
nganh phai TM cira ¢6 thé lam ton thu’ong cau trdc nay. Khong c6 dng
gan phal bat thuong nay kha pho bién, cac 6ng mat gan phai db truc
tiép vao 6ng gan tréi c6 thé 1a ong mat PT sau hoac PT trudc.

Puong mat gan trai: Céc bat thuong guan trong cua duong mat gan
trai bao géom cac bién thé vé vi tri d6 vao clia nhanh duong mat HPT 4
va bat thuong hop luu cua cac nhanh duong mat HPT 2,3.
1.1.2.4. Gidi phdu vung rén gan

Tai cudng gan, duong mat, DM gan, TM ctra, mach bach huyét va
than kinh Ia cac thanh phan riéng biét khi dén rén gan thi duoc bao
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Glisson boc lai thanh Cuéng Glisson di vao nhu mé gan. Bao Glisson
tiép tuc boc cac thanh phan nay trong nhu mo gan.

O vung rén gan, bao Glisson day lén phu rén gan, giuong tdi mat,
ranh rén va ranh day chang TM. Bo trudc trén cua vung ron gan co thé
giai phong tach khoi nhu md gan ma khong gay t6n thwong mach mau.

Trong viing rén gan co chira vong ndi gitta DM gan phai va trai. Moi
bién ddi giai phau déu nam ¢ rbn gan.

1.2. Chan doan ung thu té bao gan
1.2.1. Chén dodn xdc dinh

UTBG ngoai tiéu chuan vang la sinh thiét c6 té bao ung thu nguoi ta
con ¢6 céc tiéu chuan chan doan cho phép khang dinh 12 UTBG. Trén
thé gidi c6 nhiéu hiép hoi NC vé céc tiéu chuan chan doan UTBG trong
d6 tiéu chuan chan doan cua Hoi nghién ciu bénh ly Gan Hoa Ky niam
2011 (American Association for the Study of Liver Disease- AASLD)
dugc str dung phd bién nhat hién nay , day ciing 1a tiéu chuan chan doan
UTTB duoc st dung trong nghién cru nay.

1.2.2. Chén dodn giai doan bénh

Céc phan loai duoc sir dung phd bién dé danh gia giai doan bénh
nhu: Okuda, bang phé&n loai Barcelona (BCLC), hay phén loai cua
chuong trinh ung thu gan Italia (CLIP).

Bang phén loai giai doan u theo Tumor node metastasis (TNM) chia
khéi u 1am bdn giai doan dua trén cac NC théng ké cac yéu to tién
lwong sau cit gan cia UTBG. Trong NC ndy ching t6i st dung hé
théng phan loai giai doan u theo TNM
1.3. Piéu tri ung thw té bao gan
1.3.1. Piéu tri triét cin
1.3.1.1. Ghép gan

Pay 1a mot phuong phap diéu tri triét dé nhat khi n6 vira loai bo
hoan toan khdi u dong thoi thay thé phan nhu mé gan xo bang nhu md
gan lanh, va do d6 lam giam nguy co tai phat.
1.3.1.2. Cat gan

Ghép gan 1a lya chon diéu tri t6t nhat tuy nhién hién nay cat gan van
1a bién phap diéu tri cha yéu boi hau hét BN UTBG khong du diéu kién
dé ghép gan. Trong NC nay ching tdi 4p dung chi dinh mé cit gan theo
Hoi Gan hoc Chau A - Thai Binh Duong (APASL).
1.3.1.3. Tiém Con va dét song cao tan

Déi véi cac tén thwong UTBG nho, tiém con la bién phap diéu tri
triét can, hiéu qua, ré tién va it tac dung phu. Cac NC cho thay véi cac
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ton thwong nay, diéu tri tiém con co ti 1¢ song va ti I¢ khong tai phat
tuong duong voi cit gan.

RFA duoc chi dinh cho cac tnrong hop UTBG giai doan som,
UTBG khéng c6 kha nang phau thuat, cac BN UTBG khong thé gay mé
toan than va diéu tri cac ton thuong thir phéat hoic tai phét.

1.3.2. Piéu trj khong triét cin
1.3.2.1. Thdt déng mach gan

That BM gan trude day duoc su dung nhu mdt bién phép diéu tri khong
triét can cho cac truong hop khdi u lon va khong phau thuat duoc.
1.3.2.2. Nut dong mach hda chat

TACE dugc chi dinh chii yéu trong dleu tri khéi u 16n hogc nhleu
khéi u nho & cac BN ¢6 chirc ning gan 6n dinh ma khong thé cat gan
hoac ap dung RFA.
1.3.2.2. Hoa trj ligu va diéu tri dich bang Sorafenib

Sorafenib 1a yeu t6 e ché ting trudng va uc ché tang sinh mach cua
kh01 u, da cho thay tac dung ting thoi gian sdng ¢ cac BN UTBG tién
trién. Phdi hop Sorafenib véi Doxorubicin dang duoc thur nghiém lam
sang va cho thay loi ich cua bién phap phdi hop so véi st dung
Doxorubicin don 1é.

1.4. Cit gan trong diéu tri ung thw té bao gan
1.4.1. Chuén bi trwéc phiu thuat
1.4.1.1. Danh gid chirc ndng gan

banh gid chirc nang gan dya trén phéan loai Child- Pugh la pho bién
va duoc hau hét céc PTV sir dung. Tuy nhién, thuc té c6 nhiing truong
hop chirc ndng gan da bi suy giam kha nhiéu chuan bi budc sang Child-
B song van dugc phén loai la Child-A. Vi vay, mot sb tac gia de ngh1 sur
dung thém céc yéu t khac dé danh gia chtic ning gan bao gém: &p luc
TM cua va d¢ thanh thai Indocyanlne
1.4.1.2. Do thé tich gan lanh con lgi

Do thé tich gan lanh con lai duoc thyc hién trén CLVT, day la
phuong phap don gian va pho bién nhét hién nay dé danh gi4 thé tich
gan trugc mo va du phong nguy co suy gan sau mo.

Hoi chung gan nho xay ra khi ti 1€ thé tich gan con lai/ trong luong
co thé < 1% hoic ti 18 thé tich gan con lai/thé tich gan chuan < 30%.
Hoi ching nay gay suy gan sau mo va co ti I tir vong 1én t6i 50%.
1.4.1.3. Nut tinh mach cira gdy phi dai gan

NGt TM cira trudc phau thuat véi muc dich gy phi dai cac phan gan
sau phau thuat duoc phat trién nham ting tinh an toan va kha ning chiu
dung phau thuat cit gan Ion trong ca trudng hop nhu md gan binh
thuong va bi tén thuong.
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1.4.1.4. NGt mach héa chdt trwéc mé

Hién nay TACE con duoc ap dung trudc md véi cac BN UTTG kich
thuéc qua 16n, hoac nghi ngo ¢6 nhan vé tinh, BN cé AFP qua cao
khong tuong xtng voi kich thudc khéi u, hogc trong mot sb truong hop
khéi u ¢ vi tri khé, nguy co chay mau trong mé cao.

1.4.2. Ky thuit cat gan trong diéu tri ung thu té bao gan
1.4.2.1. Ciac phwong phdp cit gan

Ton That Tang: nguyén ly la kiém soat cudng mach trong nhu ma.

Lortat-Jacob: nguyén ly 1a kiém soat cudng mach ngoai nhu mo gan.

Bismuth: két hop vu diém cua 2 phuong phap cat gan cua Ton That
Tung va Lortat Jacob va loai bé nhuge diém cia 2 phuong phap trén.
1.4.2.2. Cdc phwong phdp kiém soat magch méau khi cit gan
* Kiém soat chen lgc cuéng Glisson
C6 hai k¥ thuat cap kiém soat thudng duoc ap dung:

- Phau tich riéng cac thanh phan trong bao Glisson bang cach mo
bao Glisson, day la k¥ thuat ching toi khdng &p dung trong NC nay.

- Phau tich cudng Glisson chon loc bao gém ca 3 thanh phan TM
Clra, DM gan, duong mat ma khdng me¢ bao Glisson, ky thuat nay duoc
mo ta I4 dau boi Takasaki, sau d6 nhidu tac gia khac md ta cac ky thuat
cai tién nhu Galperin, Launois va Machado.

* Cap toan bg cuong gan - tha thugt Pringle

Pringle mo td thu thuat nay nam 1908 ludn day hoic clamp mach
méu quanh cudng gan dé cap. Co thé thyc hién theo 3 cach: Cap cudng
gan lién tuc cho dén khi .cat xong nhu m6 gan. Cgp cach quang cap
cuong trong 15-20 phat rdi mo cap trong 5 phut trudc khi cap tiep lan
sau. Cap Cuong theo cach tao thich nghi (preconditioning) do la cap
CUOng 10 phat rdi mo cap trong 10 phdt rdi tiép @6 1a cap cudng lién tuc
cho dén khi cit xong nhu mé gan.

* Cap logi trir toan by TM gan

Két horp giita cap cudng gan toan bo véi cip ddng thoi TM chu doan
dudi gan va trén gan do d6 da ¢ 1ap gan hoan toan khoi hé tuan hoan.
* Cap logi trie chon loc TM gan

Cap kiém soat cac TM gan ngoai gan, vi thé dat dugc viéc cap loai
trir c&c mach mau cua gan nhung khong giy gian doan luu thong TM
chu duéi.

* Kiém soat lam giam ap lwc TM trung tam
Giam ap lyc TM trung tam dudi 5cm H.O giup lam giam lugng mau
mat trong mo. C6 hai cach kiém soét 4p lec TM trung tam:

- Giam &p lyc TM trung tdm qua gay mé hdi sitrc
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- Cap kiém soat TM cha dudi dudi gan va trén 2 TM than.
1.4.3. Tai bién trong khi cit gan
1.4.3.1. Ton thwong tinh mach gan

To6n thuong TM gan c6 thé xay ra trong qua trinh phau tich TM gan
dé luon day kiém soét (ton thuong TM gan ngoai gan) hoic xay ra trong
qua trinh cit qua nhu md gan (ton thuong TM gan trong gan). Rach TM
gan lam chay méu, mat mau hoac thoéat khi vao budng tim nhat 1a khi
rach gan chd TM gan d6 vao TM chu duéi
1.4.3.2. Tén thwong tinh mach chii duwéi

Do gan xo dinh chat véi TM chu dudi hoic do khéi u gan tham
nhiém vao TM cha dudi nén khi giai phéng gan hoic khi cit gan d& gay
t6n thuong TM chu dudi.
1.4.3.3. Ton thu’o‘ng dong mach gan va tinh mach cia

Khi cat gan c6 KSCLCG thi trong qua trinh phau tich c6 thé gay ton
thuong DM gan va hodc TM cura. Béc biét, khi khéi u gan I6n nam gan
hodc dinh sat vao cudng gan néu phiu tich va boc 16 khong tét cé thé
gay ton thwong PM gan va TM cira ciia cudng gan phan dé lai.
1.4.3.4. Ton thwong dwong mat

Tai ron gan, dudng mat gan phai va trai duoc boc trong bao Glisson
nén phiu tich tach riéng co thé gay ton thuong. DBong thoi, do nhiing
bién ddi giai phau duong mat nhu duong mat PT sau hoidc PT trude dd
vao duong mat gan trai nén khi cat gan c6 thé gay ton thuong duong
mat nhat 1a cat gan theo phuong phap Lortat-Jacob. Ton thuong rach
thanh duong mat nho hon nira chu vi thi ¢6 thé khau lai véi chi tiéu 5/0
hoac 6/0, néu rach trén ntra chu vi hodc cit doi thi c6 thé khau hoac ndi
mat rudt, ton thwong mat doan thi phai ndi mat ruot.
1.4.3.5. Ton thwong khdc

Khi giai phong gan, dic biét la gan phai c6 thé gay tén thwong TM
hoanh, tuyén thuong than phai, TM tuyén thuong than phai, TM gan
ngan. Nhiing ton thuong nay gdy chay méu va duoc xu ly bang viéc
khau cam mau. Ton thuong co hoanh thuong xay ra khi khéi u dinh
chit vao co hoanh hodc dbi khi phai cit bé mét phan co hoanh do u
xam lan vao. Co hoanh can dugc khau kin sau khi da hat sach khi, mau
trong khoang mang phoi.
1.4.4. Tdi phdt sau cdt gan diéu tri ung thw té bdo gan

C6 nhiéu yéu té da duoc chimg minh co lién quan dén tién lugng tai
phat u d6 1a u da 6, u I6n hon 5cm sy di cin trong gan do xam 1an mach
méu u dang c6 khong vo bao AFP truéc mé ting cao.
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MJt trong nhirng nguyén nhan quan trong nhét 1én quan dén bénh tai
phat la do u xam IAn mach mau va di cin trong gan theo TM cura. Xam
Ian mach mau va di can trong gan thuong gap doi voi UTBG g1a1 doan
tién trién (u > 5cm, u co nhiéu nhan vé tinh) va khOI u khdng cd vo bao.

Cat,gan theo cau tric giai phau cho két ,qua séng lau dai tét hon va
han che tai phat so véi cat gan khong theo cau trdc giai phau.

1.5. Ky thuat kiém soat chen loc cuong Glisson trong nghién cau
15.1. Ky thuat kiém soat chon loc cuong Glisson theo Takasaki
1.5.1.1. Lich s

Takasaki (1986), trinh bay phuong phap KSCLCG tai rén gan, tac gia
tlen hanh kiém soat cubng Glisson ngoai gan trudc khi cit nhu md. Couinaud
dé cap dén bao riéng cua gan con gol la bao Laennec, tuy nhién, bao Laennec
khéng duoc biét dén nhiéu boi vi Couinaud da khong nhan manh tam quan
trong cua bao Laennec trong phau thudt cit gan.

Nam 2008, Hayash1 va cong su néu Ién sy khac biét Vé cAu triic gitra bao
Glisson va bao riéng cua gan. Gan day, Sugioka trinh bay giai phiu bao
Glisson va bao Laennec cd thé duoc tach ra bén ngoai va bén trong gan.

Niam 1992, Launois va Jamieson miéu ta tiép can cudéng Glisson
trong gan tu phla sau. Nam 2000, Batignani cling bao cdo phuong phap
tuong tu. Machado md ta cac méc mo nhu mo gan dé phau tich kiém
soat cubng Glisson, day 1a k¥ thuat cai tién phuong phap cia Launois.
1.5.1.2. Phan chia cuong Glisson tgi viing ron gan theo Takasaki

Duong mat, PM gan, TM ctra 12 ba thanh phan riéng biét khi dén
Cuong gan thi duoc bao boc lai trong mot bao xo chung 1a bao Glisson,
vi vay cuong gan con duoc goi la cubng Glisson. Tai rén gan, cuong
Glisson chinh chia thanh cubng Glisson cho gan trai va gan phai, cuong
Glisson gan phai tiép tuc phan chia thanh cudng Glisson PT truéc va
cubng Glisson PT sau.

Cac Cuong Glisson ndy khi di sdu vao nhu m6 gan tiép tuc phan chia
thanh cac cudng Glisson HPT rdi phan chia dén céc nhéanh tan nam &
ngoai vi HPT gan. Cu0ng Glisson bén Phai doan ngoai gan ngan 1-
1,5cm rdi chia thanh cudng PT trudc va sau. Cu0ng Glisson trai dai 3-
4cm chay ngang ngay mat duéi HPT IV (ving nay con gol la Hilar
plate) roi chay thang Ién phia trén vao khe bén cho cac cuong Glisson
HPT ILHTva IV.
1.5.1.3. Ky thugt
* Phau tich klem soat cusng Glisson phdi va trai

Cit tai mat dé boc 16 cira gan, sau khi ma Iop phic mac ngay vi tri
gitra cubng Glisson phai va trai, d& dang boc 16 va ludn day qua gitra hai
cubng Glisson nay. Luu y, thit cac nhanh nho di truc tiép tir cac cudng
Glisson vao mit gan gitp han ché chay mau.
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* Phdu tich kiém soat cudng Glisson trwéc va sau

Cit bo mo lién két doc theo cudng Glisson PT trudc, tach cudng nay
khoi nhu mo vao siu trong gan dé boc 16 mat trude. Phau tich vao khe gitra
cudng Glisson PT trudc va sau dé bo 16 mat sau. Sau khi luon day qua
cudng trudc, dé dang téch riéng biét hai cubng Glisson PT trudc va sau.

Nhu vay ludn lubn phau tich va kiém soat dwoc 3 cudng Glisson
riéng biét tai cira gan. That cac cudng Glisson ndy s& xac dinh duoc
ranh gioi cac PT gan va mat phang cat gan.

* Phdu tich kiém soat cuang Glisson PT gii#a (HPT 1V)

Kéo day ching tron 18n trén boc 16 cudng Glisson trai chay ¢ khe
bén tréi, phau tich doc b phai dé boc 16 va thit cac nhanh Glisson bén
cho PT gitra sé xac dinh duoc ranh gigi PT gita.

* Phqu tich kiém soét cuéng Glisson PT bén

Kéo day chang tron 18n trén boc 16 cudng Glisson trai chay ¢ khe
bén trai, phau tich doc b trai dé boc 16 va that lan luot cac nhanh
Glisson bén cho HPT II, 111 s& xac dinh dwoc ranh giGi PT bén.

Trong NC nay, ky thuat KSCLCG theo Takasaki dugc coi la thanh

cong khi luon dugc day vao cudng Glisson chon loc ¢ viing ron gan ma
khong pha vao nhu md gan, khong phai mo bao Glisson dé kiém soat
tirng thanh phan riéng ré cua cuong gan.
1.5.2. Kiém soat chon lgc cudng Glisson theo ky thuat ciia Machado

Niam 1992, Launois va Jamieson miéu ta tiép can cudng Glisson theo
ky thuat cua Machad bang cach rach mé nhu md sét rén gan dé phiu
tich kiém soat cudng Glisson gan phai hoac trai, tuy nhién ky thuat cua
Launois c¢6 nhuoc diém 1a d& bi chay mau khi rach nhu md gan chd ca
dudi. Machado di cai tién k§ thuat cua Launois, tAc gia md ta cac méc
giai phidu dé KSCLCG .

KSCLCG bén phai: Tac gia mo ta 3 diém dé xac dinh vi tri mé nhu
mo, diém A ngay sat trén chd hop luu cua cudng glisson phai va trai,
diém B phia dudi ciia cuéng Glisson PT sau, chd HPT 7, day 1a diém
kh&c biét so vai ki thuat cua Launois tae 1a khong di vao ct dudi vi ¢
nguy co chay mau nhiéu khi rach vao nhu mé, diém C nam ¢ phia bén
phai ciia giuong thi mat, ngay trén chd chia cudng Glisson PT sau. Khi
ludn dung cu di tir diém A dén diém B sé& kiém soat dugc cudng Glisson
phai, di tir diém A dén diém C s& kiém soat dugc cudng Glisson PT
trugc, tir diém C dén diém B s& kiém soat dugc cudng Glisson PT sau.

KSCLCG bén trai: C6 5 diém dé xac dinh céc vi tri mé nhu mé gan
KSCLCG bén gan trai, diém A séat gbc cua day chiang Arantius gan chd
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cu dudi, diém B ngay phia trén ciia chd hop luu cudng Glisson phai va
trai, diém C bén phai gbc cua diy chang tron, diém D bén trai gc cua
day chang tron, diém E nam giita diém A va D. Di tr A dén B d&é
KSCLCG gan tréi, tir A dén D s& KSCLCG thlly gan tréi, tir diém E dén
A s& KSCLCG HPT 2, tir diém D dén E s& KSCLCG HPT 3, tir diém C
sang B s¢ KSCLCG HPT 4.

K§ thuat nay duoc coi la thanh cong khi luén dugc day treo vao
cubng Glisson can kiém soét.

1.5.3. Tinh hinh nghién ciru &ng dung ki thuat KSCLCG trong mé
cit gan diéu tri UTBG
1.5.3.1. Thé gigi

NC ciia Yamshita (2007) qua 201 truong hop cho thay: thoi gian
phau thuat trung binh 303 + 7 phut, lugng mau mat trong mo trung binh
1253 + 83 ml, c6 32% BN truyén mau trong m.

Téc gia Chinburen (2015), NC k§y thuat KSCLCG theo Takasaki cho 45
truong hop cit gan trung tam cho két qua: thoi gian phau thuat trung binh
269,1 + 93,9 phut, lugng mau mat trong mé trung binh 447,8 + 377,6 ml.

Nhitng NC két qua cit gan bang ky thuat KSCLCG theo Takasaki
diéu tri UTBG, ciing cho thy nhiing két qua som sau mé rat kha quan:
giam céc bién chung, thoi gian nam vién, ciing nhu ty 18 tir vong.

Bai Ji (2012), théng ké so sanh giita ki thuat KSCLCG theo
Takasaki va kep cudng gan toan bo trong cét gan Ion diéu tri UTBG, tac
gia nhan thiy nhém mdé KSCLCG theo Takasaki c6 két qua sém tot
hon: thoi gian md nhanh hon: 80 + 25 phut so véi 100 + 35 pht, giam
lwong mau mét trong mo: 145 + 20 ml so véi 298 + 42 ml, luong mau
truyén va ty 1& bién ching.

Figueras va cong su (2003), thong ké so sanh két qua cua ky thuat
kiém soat cudng Glisson (Takasaki) va phau tich tirng thanh phan trong
cubng (Lortat-Jacob), cac tac gia nhan thiy: thoi gian phiu thuat tuong
ty nhau, thoi gian phau tich kiém soat Glissoon ngan hon (50 + 17 phut)
so voi (70 + 26 phat; p = 0,001).
1.5.3.2. Viét Nam

TOn That Tung (1963) da trinh bay k¥ thuat cat gan véi ki thuat
kiém soat cudng Glisson trong nhu mé két hop véi cap cudng gan toan
bo tam thoi kiéu cach quang.

NC cua Tran Cong Duy Long vé két qua KSCLCG theo Takasaki
trong cat gan diéu tri UTBG cho thay: thoi gian md trung binh 163,72 +
55,61 phat (90 - 360), lwong méau mat trung binh 200ml. Khéng c6 tir
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vong sau mé. Ti 18 tai phat sau 1 va 2 nam lan luot 14 18,6% va 44,5%.
Ti & séng thém toan bd sau 01 nam va 02 nam 1a 93,2% va 57,7%.

Vii Vin Quang (2018) NC 106 BN UTBG, cit gan c6 KSCLCG theo
Takasaki: thoi gian séng thém trung binh 1a 33 + 0,8 théang, ti 1& séng
thém sau 1, 2 va 3 nam lan luot 12 96,9%, 86,2% va 80,5%, thoi gian
mb trung binh 1a 118,4 + 38,84 phdt, mat mau trong mé trung binh la
238,96 + 206,71 ml.

Chuong 2: POI TUGNG VA PHUONG PHAP NGHIEN CUU
2.1. Péi twong nghién ciru

Bao gom cac BN UTBG dugc cit gan c6 kiém soat cudng Glisson
chon loc ngoai gan tai Bénh vién Viét Buc (BVVD) tir thang 1/2016
dén thang 3/2018 thoa man cc tiéu chuan lya chon cua NC.
2.1.1. Tiéu chuan lya chon

BN duoc chan doan UTBG truéc mé theo tiéu chuan chan doan cua
AASLD hoic dwa vao két qua giai phau bénh cua khdi u khi sinh thiét
trugc mo.

Chirc ndng gan: Child Pugh A.

Thé trang BN: mirc do tir 0 dén 2 theo bang phan d¢ tinh trang siic
khoe cua td chuc Y té thé gidi.

Murc d6 nguy co khi gy mé: ASA [, 1.

Cit gan theo giai phau c6 KSCLCG.

BN duoc giai thich va dong y tham gia vao NC.
2.1.2. Tiéu chudn loai trir

Céc d6i tuong khong c6 da mot trong sé cac tidu chuan néi trén.
2.2. Phwong phap nghién ciru
2.2.1. Thiét ké nghién citu

NC m0 ta tién ciru theo ddi doc khong dbi ching.
2.2.2. Cé¢ mdu nghién cru

Mau NC duoc chon theo phurong phap chon mau thuan tién.
2.2.3. Cdc bwéc tién hanh nghién ciru

Bénh nhan UTBG khi vao vién duoc chan doan va chi dinh phiu
thuat theo so dd NC.
2.2.4. Quy trinh phdu thugt
2.2.4.1. Chi dinh va chéng chi dinh cdt gan
* Chi dinh:

- U gan don doc hodc nhiéu khdi u nhung khu tra ¢ ntra gan (nta
gan trai hoac ntra gan phai) hoac cac PT (PT trudc, PT sau, PT gitta,
PT bén) hodc nam khu tra trong cac HPT 4,5,8.
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- Khéi u chua xam 14n mach mau I6n; TM chu, hop luu cua cd&c TM
gan va than TM cura.

- Chua c6 di can xa.

- Churc nang gan Child -A.

Ngoai ra dbi véi cit gan 16n con can thém:

- Thé tich gan con lai du, ti 1é gan lanh con lai/ trong luong co thé >1%.

- Chi s PST<2.
* Chéng chi dinh

Co di can ngoai gan.

U & hai thay tro 1én.

Khéi u xam Ian than TM cira.

Huyét khdi than TM cira hoac TM chu bung.

U & rén gan.
2.2.4.2. Quy trinh chung

* Gay mé

* Tu thé BN va PTV

* C4c thi phau thuat (6 budc): Budc 1: Mo bung. Budc 2: Kiém tra
6 bung . Bude 3: Di d6ng gan. Budc 4: Klem soat cudng Glisson khi cit
gan. Budc 5: Cit nhu md gan va xu ly cudng Glisson va TM gan. Budc
6: rira 6 bung, dan luu tai dién cit, dong bung .
2.2.4.3. Quy trinh riéng cdt gan diéu tri ung thuw té bao gan

*Cit gan phai *Cit gan trai *Cit gan trung tam *Cit thay gan tréi

*Cit gan PT sau *Cit gan PT trudc *Cat gan HPT
2.2.5. Thu thdp va xi# ly sé liu

T4t ca cic thong tin vé triéu chimg I1am sang, cach thicc md, theo déi sau
mé v.v... duoc thu thap theo mot mau bénh &n NC chung, théng nhat

Cac sb lidu dugc nhap vao may vi tinh va xu ly bang phan mém
SPSS 20.0, str dung céc thuat toan thong ké dé tinh toan céc gia tri trung
binh, ty 1& phan tram, str dung céc test thong ké dé kiém dinh, so séanh
va tim méi tuong quan (t-test, Chi-square).

Thoi gian sdng thém va thoi gian tai phat duogc udc tinh theo phuong phéap
Kaplan-Meier. Két qua duoc coi 1a c6 y nghia thong ké véi p<0,05.
2.2.6. Pao dvrc trong nghién ciru

S lidu dugc thu thap trong NC 1a hoan toan trung thuc, chinh xéac
theo trinh tu cac budc ké trén.Cac BN trong NC duoc giai thich va dong
y tham gia NC.NC duoc tién hanh nhiam phuc vu muc dich diéu tri
khong nham muc dich c4 nhan nao khéac, khong gy nguy hai cho ddi
tuong NC.
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Chuwong 3 : KET QUA NGHIEN CUU

3.1. Pic diém chung

C6 68 BN UTBG trong doi tuong NC: Tuoi trung binh ciia nhém NC la
50,7 + 12,5 thap nhat |a 13 tu6i, cao nhat la 71 tudi. Ty I¢ nam/nix 1a 5,2.

3.2. LAm sang va can Iam sang
3.2.1. Lam sang
* Tién sir bénh:

BN thuong ¢ tien sir viém gan B va nghién rugu, trong d6 tien sir
viém gan B chiem 52,9%, trong khi ty 1¢ BN bi viém gan B trong NC Ia
79,4%, nhu vay c6 1 s6 lugng Ion BN khéng biét da bi nhiém virus
viém gan B.

* Trigu chang 1am sang:

Phan I6n BN UTBG khong c0 tri¢u chung trén 1am sang, 54% phat
hién bénh qua kham kiém tra strc khoe.
3.2.2. Can lam sang
* Xét nghi¢m mau

BN c6 s6 luong hong cau va huyét sic td trong gisi han binh thuong.
* Sinh hoa

Xét nghiém sinh héa ctia BN truéc mé chi thdy men gan ting nhe.

* Dgu @n viém gan

83,8% BN nhiém virus viém gan, trong d6 HbsAg (+) chiém ty I¢
cao nhat 79,4%.

* AFP

AFP huyét thanh trung b‘mh‘ trong NC 5244,45 + 21294,56 (0,5 -
160200) ng/ml. Nhom BN c6 nong d6 AFP < 20ng/ml chiem ty I¢ cao
nhat 41,2%.

* Sinh thiét gan

10,3% (7/68) BN duoc sinh thiét trusc mo, hau hét cac BN dugc
sinh thiét gan khi khéng cé dau hiéu UTBG dién hinh trén CLVT.
* Thwong ton gidi phdu bénh

Chu yéu céc khéi u c6 do biét héa vira va cao. Ty 1¢ khoi u xam Ian
mach mau & murc vi thé rat cao chiém 89,7%.

*Chdn dodn hinh anh
- S6 lugng khéi u: Phan 16n BN c¢6 1 khéi u gan chiém 86,8%.
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- Kich thuoc khdi u: Kich thuéc khéi u trung binh: 5,68 + 2,62 cm,
trong d6 khoi u nho nhat kich thudc 2cm, 16n nhat 15 cm.

- Vi tri cua khoi u: Ty 1¢ khéi u gan bén phai chiém 70,6%, u gan
trung tdm chiém 4,4%, u gan trai 25%.
* Xam ldén mgch méau trén CLVT

Xam lan mach mau trén CLVT chiém ty I¢ 11,8% trong khi d6 trén
GPB ty 1é nay la 89,7%, s& di c6 su khac biét nay 1a do trén GPB danh
gia xam I4n mach mau & mirc vi thé con trén CLVT chi dénh gia xdm
I4n mach mau & murc dai thé.

* Thwong ton khac trén CLVT

Ty 1¢ khdi u ¢ dau hiéu thai thudc rd chiém 83,8%, day la dau hiéu
dién hinh cua UTBG, 89,7% ranh giéi kh@i u rd, ty 1€ co huyét khoi
nhénh TM ctra chiém,8,8%, trong khi cac dau hiéu cua xo gan nhu lach
to, ¢6 chudng chi chieém 4,4% moi loai.
* Phan logi giai doan bénh theo TNM

Phan 16n BN phan loai giai doan 11 (72,1%)
* Can thigp mach truwéc mé

C6 26,5% BN dugc lam TACE truéc mo, ¢6 5 truong hop cét gan
I6n dugc lam nut TM cira trusc mo dé tang the tich gan dé lai, cac
truong hop nit TM ctra déu dugc nat DM gan trudce khi lam.
3.3. Ky thuat
3.3.1. Puong mé bung

Duong mé bung duoc st dung phd bién trong NC 1a duong chir J
chiem ty 1¢ 76,4%.
3.3.2. C4c logi cdt gan trong nghién cizu

Phau thuat cat gan 16n chiém 45,6%
3.3.3. Phuong tién cdt gan

Trong NC st dung 2 phuong tién cit gan phd bién hién nay la dao
siéu am Harmonic va dao CUSA.
3.3.4. Kiém soét cuéng Glisson
* Xar ly tai mat:

91,2% BN duoc cat tli mat, trong d6 41,2% Bn khong dat dan luu

o thi mat, 38,2% dugc dat dan luu ¢b tdi mat va theo ddi sau moé.
* Ky thudt kiém soat cugng Glisson

86,9% BN dugc KSCLCG theo k¥ thuat Takasaki.
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* Muc kiém soét cuéng Glisson

Ty 16 KSCLCG muc PT chiém 80,9%, miic cudng phai-trai chiém
19,1% trong 1 so6 truong hop cat gan 1 HPT hodc 2 HPT khong cung PT
nhung lai trén cung cuong Glisson phai hoac trai (vi du HPT 5-6, HPT
7-8, HPT 3-4a).
* Cap cuéng Glisson toan bg

Ty 1¢ BN phai cap cudng gan toan bo khi cit nhu md gan chiém
48,5%, trong d6 s lan cap it nhat 1a 1 Ian, nhiéu nhat 1a 4 lan, thudng
gap nhat 1a 3 1an chiém 25%.
3.4. Két qua
3.4.1. Két qua trong mo
3.4.1.1. Thei gian mé va phdu tich cusng Glisson

Thoi gian mo trung binh 179,8 +56,8 phut, ngan nhat 85 phat, dai
nhat 320 phut, Thoi gian phau tich cudng Glisson trung binh 14,8 +9,3
phut, ngan nhat 5 phat, dai nhat 55 phut.
3.4.1.2. Cidt cuéng Glisson

Trong NC ¢6 55,9% BN dugc cat Cuong Glisson trudc, cit nhu mo
sau, 44,1% BN duoc cit nhu moé trudc Cat cubng Glisson sau, trong do
phau thuat cat gan PTS, cit gan trai, cat thuy gan trai déu cat cuong
Glisson truéc, cat gan HPT 100% BN cit nhu mo gan trude sau d6 mai
cap cét CUOng Glisson. Véi cat gan phai ty I¢ cit cudng Glisson trudc la
23,1%, cat nhu mo gan trudc chiém 76,9%.
3.4.1.3. Lwong mau mdt trong mé

Luong mau mat trung binh trong mb 12 236,0 + 109,2 ml.

C65BN phai truyen mau chlem ti 1¢ 7,4%. S4 lugng truyén mau tir
1 den 2 don vi (1 don vi = 250ml hong cau khoi). 92,7% BN khong phai
truyén méu trong mo
3.4.1.4. Tai bién mé

C6 9 BN bj tai bién trong mé chiém 13,2%, trong d6 c6 5 BN bi ton
thuong duong mat, 2 BN rach co hoanh, 2 BN rach TM cta.
3.4.2. Két qua gan
3.4.2.1. Bién chiing

C6 1 BN bi tir vong sau mé do suy gan.
3.4.2.2. Thi gian nam vign

Thoi gian nam vién trung binh sau phau thuat la 9,9 + 3,0 ngay, ngan
nhét 13 4 ngay, dai nhat la 20 ngay, thuong gap nhét 1a 8 dén 10 ngay.
Thoi gian nam vién sau mb & nhdm BN cat gan 16n dai hon & nhém BN
cit gan nho.
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3.4.2.3. Két qud khi ra vign
Ty Ié tir vong 1,5%, két qua tot dat 89,7%.
3.4.3. Két qua xa
3.4.3.1. Thei gian séng thém
Thoi gian séng thém udc luong tinh theo phuong phap Kaplan -

Meier la 30,6+1,5 thang. Ty 1€ 50ng sau 3 thang la 96,6%, sau 6 thang la
93,1%, sau 1 nam la 86%, sau 2 nam la 71 1%

* C4C yéu to dnh hwong dén thei gian séng thém: sb luong khéi u,
nhan vé tinh quanh khdi u, giai doan bénh TNM
3.4.3.2. Thei gian tai phat

Thoi gian tai phat bénh trung binh tinh theo phuong phap Kaplan -
Meier la 25,4 + 1,9 (thang). Ty I¢ tai phat sau 3 thang la 8,6%, sau 6
thang 1a 11,3%, sau 1 nam 1a 34,7%, sau 2 nam la 41,9%.
* CAc yéu té lién quan téi ti 1é tai phat: S6 lwong u, do biét hoa khoi
u, nhan vé tinh quanh khéi u

Chwong 4: BAN LUAN

4.1. Pic diém d6i twong nghién ciu
4.1.1. Pdc diém chung

Trong 68 BN UTBG thudc d6i tugng NC, tudi thap nhat 1a 13 tudi,
cao nhat 1a 71 tudi, tudi trung binh 12 50,7 + 12,5

Ti & mac UTBG ¢ nam gidi chiém uu thé: 83,8%, ti I nam: nit la
5,2. Két qua NC thu duogc ciing thdy twong ty nhu hau hét cac tac gia
trong va ngoai nuéc.

Trong NC ciia ching t6i c6 52,9% truong hgp UTBG duoc chan doan
va diéu tri viém gan virus B trudc do, tuy nhién trén thyc té, ti 18 nhiém
virus viém gan B cao hon nhiéu, I&n t6i 79,4% . C6 16/68 BN nghién ruou
chiém ti 1¢ 23,5%. Nhu vay ti & viém gan virus B trong NC 1a rét cao
chiém 79,4% va day 1a yéu t6 nguy co hang dau gay nén UTBG.

4.1.2. Pgc diém 1am sang

UTBG trong giai doan sém thuong khdng co6 triéu ching 1am sang
va hau hét dén 80% UTBG dugc chan doan bénh ¢ giai doan tién trién.
Cac trieu ching co thé gap trong UTBG nhu dau bung dudi suon phai,
gay st can, tleng thoi vung gan, vang da va sot. Véi trudng hop UTBG
giai doan cudi c6 thé co céc triéu chimg xo gan mat bu nhu: dich 6
bung, chay mau tiéu hoa do tang ap luc TM cira, phu chi, lach to hoac
bénh ndo gan..
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4.1.3. Pic diém cgn 1am sang
4.1.3.1. Xét nghiém mau
* Cong thirc mau, dong mdu, sinh hod

Cac chi sb déu trong gisi han binh thuong.Theo Miyagawa thi
Bilirubin toan phan > 34 mmol/l (BN khéng tic mat) la chéng chi dinh
cat gan, 27,4 - 34 mmol/l chi cat bo u, 18,8 - 25,6 mmol/l chi cit gan
nhé & mac PT, HPT.
4.1.3.2. Pdnh gid chivc ning gan truéc mo

Ddi véi cac trudong hop Child-A s& cho phép thuc hién phau thuat cat
gan 16n, Child-B thuc hién cat gan nho chon loc, Child-C chéng chi
dinh cat gan. Trong NC nay, toan bo cac BN déu dugc phan loai chiic
ning gan trudc mo la Child A, ty 18 BN child A trong NC cua Fu I
93,3%, Van Tan la 63,25%, L& Loc 1a 66,82%.

Mot nhuoc diém cua phan loai Child-Pugh 1a khé danh gia nh&ng
truong hOp chirc ndng gan cua ngudi bénh & muce d ranh gici gitra A va B
hoic B va C, trong nhiing truong hop nay néu chi dua vao thang diém
Child-Pugh thi van dé tién luong cho BN c6 thé s& khong chinh xac.

Dé giai quyét vin dé nay, cac tac gia Nhat Ban con sir dung két hop
xét nghiém do thanh thai Indocyanine bén canh thang diém Child-Pugh.
4.1.3.4. Alphafetoprotein trwéc mé

Két qua NC cho théy, nong do AFP huyét thanh trung binh: 5244,45 +
21294,56 ng/ml. AFP c6 vai tro rat quan trong trong viéc chan doén, diéu
tri va tién luong sau mo. Trong chan doan, AFP timg dugc sir dung lam
mot trong cac tiéu chuin chin doan UTBG cua AASLD (2005). Tuy
nhién trong huéng din chan doan méi nhat cia AASLD nam 2011 va
EASL nidm 2012 d khong dwa AFP vao tiéu chuan chan doan UTBG.
4.1.3.4. Can thlep truéc mo

NGt héa chat PM gan: Trong NC cua ching t6i c6 25% BN duoc
nat PM gan truéc md. NGt DM gan truéc md duoc coi nhu mot bi¢n
phap diéu tri bo tro nham giam ti Ié tai phat sau mo va kéo dai thoi gian
song thém nén thuong dugc chi dinh cho nhing truong hop UTBG kich
thudc 16n, u cé ranh gisi khong rd, nhiéu khoi u..

Do thé tich gan con lai va nGt TM cira dé phi dai gan: Trong NC
Clia chung t6i c6 5 BN duogc nit TM cira kém theo ntit DM gan dé phi
dai gan trai chiém 7,4% . Véan dé& thé tich gan con lai sau cat gan da
dugc cac tac gia trén thé gigi quan tam t6i tir lau, thé tich gan con lai
khong di da duoc xac dinh 12 nguyén nhan chinh gay suy gan sau mo.
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Sinh thiér gan trwéc mé: Sinh thiét gan chi dat ra trong nhiing
truong hop khoi u trén CLVT/CHT khong thay hinh anh dién hinh cia
UTBG, hozc hinh anh nghi ngo xuat hién trén nén gan binh thuong . Do
nhay cua sinh thiét gan phy thugc vao vi tri, kich thudc khdi u va ca
trinh d¢ cta nguoi thuc hién.

4.1.4. Giai doan bénh

Hién nay, c6 nhiéu hé thong phan chia giai doan khac nhau duoc dé
Xuit ap dung d6i voi UTBG, mdi hé théng phan chia déu co nhu*ng uu
va nhuoc diém nhat dinh. Trong NC nay ching ti phan loai giai doan
bénh theo h¢ thong TNM.

4.2. Pic diém phiu thuat

Trong 68 BN thugc d6i tugng NC, ¢6 31 BN duoc cit gan 16n chiém
45,6%, 37 BN duogc cit gan nho chlem 54,4%, phau thuat thuong gap la
cat PTS (17 BN) cét gan phai (16 BN), cit gan trai (11 BN).

4.2.1. Puong mé

Vién dé& lya chon duong mé bung nao giira duong dudi sudn phai va
duong Mercedes phu thugc nhiéu vao théi quen caa PTV. Trong NC
nay, c6 toi 76,4% BN duoc md bung bing duong chir J va khéng BN
nao phai chuyén sang duong Mercedes.

4.2.2. Thim do é bung

V6i nhimg phuong tién chan doén trudc mo hién dai nhu chyp CLVT
da day, MRI...kha nang danh gia chinh xac ton thuong truéc mo ngay
cang cao, tuy nhién thim do 6 bung va danh gia ton thuong trong mé van la
yéu cau bat budc va 1a budc quan trong trong qua trinh phau thuat.

4.2.3. Pic diém khéi u trong mé

Vi tri: Trong NC khéi u cha yéu nim ¢ gan phai chiém 70,6%, con
lai 25% bén gan tréi, va 4,4% khéi u nim ca 2 gan, trong d6 vi tri
thuong gap nhat 1a & PTS chiém 39,7%.

S6 lugng va kich thudce: Két qua NC cho thay BN ¢6 1 khéi u chiém
86,8% (Bang 3.7), kich thudc khoi u trung binh 1a 5,68 + 2,62 cm, trong
d6 khdi u co kich thudc > 5 cm chiém 58,8%. CAc tac gia thong nhat
rang: phau thuat cit gan la phuong phap diéu tri mang lai két qua kha
guan ngay ca véi cac khéi u c6 kich thuée 16n > 5 cm.

4.2.4. Cdt tGi mdt, dat ddn luu vao éng cé tai mat

Vé mit ky thuat, cat thi mat 1a bat budc dbi véi cat gan P, gan T
hodc cat gan trung tam, cét PT trude... Trong NC cua ching t6i 91,2%
BN duoc cat tdi mat, trong d6 50% BN cit tGi mat kém ludn dan luu
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qua dng c6 thi mat dé kiém soat ro mat sau cat nhu md gan, 41,2% cit
thi mat khong dat dan luu qua 6ng ¢6 tdi mat.
4.2.5. Kiém soéat chen lgc cuéng Glisson

KSCLCG c6 2 cach bao gdm kiém soat ting thanh phan trong cudng
Glisson gom PM gan, TM cira, dudng mat khi d6 phai pha v& bao
Glisson bao quanh 3 thanh phan ¢ vung rén gan hay con goi 1a kiém
soat cubng Glisson trong bao va kiém soat chung ca 3 thanh phan d6
trong bao Glisson va khong phé v vo bao Glisson hay con goi la kiém
soat cudng Glisson ngoai bao. Trong NC nay chung tdi chi sir dung k¥
thuat kiém soat cudng Glisson ngoai bao.

Ching t6i kiém soat 3 cudng Glisson ngoai gan trong NC nay la
cubng PT trudce, PT sau va cudng gan trai va ching toi chii yéu sir dung
ky thuat kiém soat cudng Glisson theo kicu Launois va Takasaki bang
cach rach mo bao Glisson ngay sat mang rén gan, tach nhu mé gan khoi
mang rén gan dé phau tlch cubng Glisson gan P hodc T (l6p boc tach
theo bao Laenec) mot sb trudng hop khé do cudng gan viém dinh chung
t6i sir dung ky thuat cua Machado bang cach mo nhu mo sat ron gan,
dic biét cudng Glisson gan P thi duong mé nhu mé phia sau cudng P
nam gita HPT 7 va cu dudi. Chlng tdi nhan thiy, tham nhiém viém
viing quanh cudng gan do TACE va nit TM ctra truéc mo lam viéc
phau tich kiéu Takasaki khé khan do 16p tach nhu mé gan khoi cuéng
Glisson khong rd rang, d& chay méu do ton thuong nhu mé gan.

Két qua NC cho thay ty Ié kiém soat cubng Glisson thanh cong
100% trong d6 c6 86,8% cac BN dugc kiém soat cudng Glisson kiéu
Takasaki, 13,2% BN duoc kiém soat cudng Glisson kiéu Machado.
80,9% kiém soét cudng & mac PT, 19,1% kiém soéat & mirc cuong phai-
tréi. Tai bién trong qua trinh phau tich cudng Glisson gap 2 BN bi rach
TM ctra phai mat sau CUong gan, chung t6i da tién hanh khau lai bang
chi Prolen 5/0, sau d6 van kiém soat cuéng Glisson thanh cong.

4.2.6. Cdp cat cuéng Glisson

Tay theo tinh hudng va dién bién trong mo, ciing nhu thoi quen ciia
PTV c6 thé thuc hién cit cudng Glisson trudc khi cit nhu mé, hoic sau
khi cat nhu mo, trong trudng hop nghi ngo vé chi phdi cua cudng thé
hién ¢ dién thiéu mau nhu mé gan khéng rd, hoac 1 so truong hop cit 1
HPT hoac nhiéu HPT ¢ cac PT gan khac nhau, khi d6 chi cap tam thoi
cubng Glisson sau do cét cac phan gan theo giai phau va cap cac cudng
Glisson trong nhu mé gan theo phuong phap Tén That Tung. Trong NC
c6 55,9% BN cit cubng Glisson trudc khi cit nhu mé gan, trong do



20

phau thuat cit gan PTS, cit gan trai, cat thuy gan trai déu cit cudng
Glisson trude, cat gan HPT tat ca BN duogc cit nhu mo gan trudc sau d6
maéi cap cat cudng Glisson. Véi cat gan phai ty 18 cat cudng Glisson
truéc 1a 23,1%, cat nhu md gan trudge chiém 76,9%.

4.2.7. Cap cuéng Glisson toan bé

Trong NC nay, chung téi str dung nghiém phap Pringle trong 48,5%
cac truong hop cit gan 16n, tinh trang gan xo, chdy mau ¢ thi cit nhu
mo gan, trong do6 cap tur 1 dén 4 1an, mdi lan 15 phut, nghi 10 phat gitra
cac lan kep, trong do6 pho bién nhat 1a cap cudng Glisson toan bo 3 lan
chiém 25% tong s6 BN mé cit gan.

4.2.8. Cit nhu md gan

Chung t6i str dung 2 phuong tién cat nhu md gan chinh la: dao siéu
4m Harmonic va dao CUSA. Trong d6 48,5% cit gan sir dung dao siéu
am Harmonic, 51,5% str dung dao CUSA, ngoai ra trong mé chiing toi
sir dung két hop véi panh Kelly dé pha v nhu mé.

Két qua trong NC cua ching tdi khong cé tai bién nao trong qué
trinh mé cat nhu md gan. Trong NC caa Ninh Viét Khai (2018), c6
2,8% BN tai bién trong qua trinh cit nhu md gan bao gom: 1,4% réach
TM gan giita va 1,4% ton thwong TM chu dudi.

4.2.9. Kiém tra cam mau, rd mdt

Trong NC nay, c&c mach mau 16n va duong mat dugc tién hanh
bugc bang chi Lin, TM cira va TM gan duoc khau bang chi Prolene, cac
mach mau nho duoc kep bang clips va dét biang dao d6t ludng cuc két
hop véi nude. Tién hanh khau cam méu bang mii chit X nho véi chi
khong tiéu Prolene (4.0,5.0) tit ca cac diém chay mau, hodc dét bang
dao d6t ludng cuc nudc.

Kiém tra ro mat 1a budc quan trong trong phau thuat cat gan, dat dan
lwu qua dng tdi mat va bom nuéc mudi sinh ly kiém tra rd mat chiém
50%). Nhig truong hop con lai kiém tra rd mat bang cach &p gac trang
nho vao dién cat, diém tham mat vang s& dugc khau. Nhiéu tac gia nhu
Figueras, Malassagne, Tanaka. S c6 dat sonde qua ong tdi mat va bom
nu6c mudi sinh Iy pha chat mau dé kiém tra rd mat.

4.3. Két qua phiu thuat
4.3.1. Két qud trong mé
4.3.1.1. Thei gian mé

Thoi gian md trung binh 179,8 +56,8 phut, ngén nhat 85 phat, dai
nhat 320 phit, trong d6 thoi gian cat gan 1on trung binh 1a 180+54,9,
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thoi gian cat gan nho trung binh 1a 179,5459,2, nhu vay trong NC cia
chang t6i thoi gian cit gan gitra 2 nhdm cat gan Ién va cat gan nho
khéng c6 su chénh léch nhiéu, nguyén nhan do thoi gian phiu tich
cubng Glisson va cat nhu md gan cua 2 nhoém ciing gan twong duong.
4.3.1.2. Theéi gian phdu tich cusng Glisson

Thoi gian phau tich cudng Glisson chon loc ngoai gan trung binh
14,8493 phut, trong d6 dai nhét trong cit gan trung tdm 25,0+10,8
phdt, ngan nhat Ia cat thiy gan trai 7,5+3,5. Thoi gian phau tich kiém
soat cudng Glisson phu thudc vao kinh nghiém cua ting PTV, tinh
trang BN , trong NC nay c6 13,2% BN dugc ap dung ky thuat Machado
dé kiém soét cudng Glisson chon loc ngoai gan.
4.3.1.3. Lirong mau mat va truyén

Lugng mau mét trung binh trong mé 1a 236,0 + 109,2 ml, ¢6 7,3%
BN phai truyen mau trong mo. Céc két qua nay 1a tuong dwong véi két
qua ctia mdt s6 céc tac gia trén thé giéi nhu Wu hay Belghiti.

Két qua cua ching tdi tét hon hin so véi théng ké cua Lé Loc
(2010), trong bao cao cua minh tac gia cho biét ti ¢ truyén méu trong
md cit gan 1én tGi 65,06%, sé luong mau truyen trung binh 1a 2 don vi,
diém dang chi y 1a toan b cac truong h(yp cit gan trong NC nay déu
duoc tién hanh theo phwong phap Tén That Tang.

4.3.2. Két qud gan
4.3.2.1. Bién chirng sau mé

Céc NC tai Viét Nam nhan thay ty 18 bién chang sau mé cat gan do
ung thu tir 20- 60% tuy theo tung tac gla NC cua Van Tan sau cit gan
Ié6n do ung thu thdy ty 1€ tai bién va bién chung sau phau thuat la 12%
va tir vong 12 4%. Bién chimg dang ngai nhat 1a suy gan sau mo.

Suy gan la bién chung sau mé quan trong nhét cua phau thuat cét
gan. Ty I¢ bién chiing chung cua NC la 33,8%, ty I& suy gan la 7,4%. Lé
Loc NC trén 1245 BN cit gan do UTBG thay ti Ié suy gan 1a 1,29%.
CO rat nhleu yéu té anh huong den suy gan sau mo, bao gom cac yéu to
trugc mo (tap trung danh gia vé chirc nang gan) VA c4c yéu td trong mo
(k¥ thuat cét gan va thuong ton nhu md gan).

RO mét ciing 1a mot bién chung niang cua phau thuat cit gan, ti 16 cua
bién chung nay vao khoang 4-8. Trong NC cua ching t6i ¢6 4 BN bi ro
mat sau mo chiém 5,9%, toan bo déu dugc diéu tri bang dat dan luu qua
da, khéng BN nao phai sir dung cac phuong phap diéu tri phau thuat.
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Tran dich mang phoi 1a bién chimg thuong gap sau cat gan. Trong
NC cua chung t6i ty I¢ tran dich mang phdi duoc phét hién trén siéu am
la 57 BN chiém 83,8%, nhung trong dé chi c6 6 BN c6 tran dich mang
phdi nhiéu va c6 biéu hién triéu ching trén 1am sang phai diéu tri bang
choc hat dich mang phéi duai siéu am.

Ap xe ton du sau mo: Trong NC c6 8 BN c6 bién chiing &p xe ton
du, chiém ti & 11,8%.

Chay méau sau mo: Trong NC cua ching t6i ¢6 2 BN chay méu sau
mo chiém ti 1& 2,9% trong d6 1 BN sau mé cat gan phai, 1 BN sau mo
cit gan PTS.
4.3.2.2 Két qud gidi phdu bénh

Do biét hda cua khdi u: Trong NC nay khdi u co d6 biét hoa kém chi
chiém 10,3%, chu yéu la khbi u c6 do biét hoa vira 50% va biét hoa cao
39,7%. khi so sénh thoi gian séng thém sau mé va thoi gian tai phét sau
mb thi khong thay su khéc biét cé y nghia thong ké giira cac nhom u co
do biét hda khac nhau

Nhan vé tinh quanh khéi u chinh: day 1a mét yéu t6 quan trong lién
quan dén tai phat sau mo. Ty 16 BN c¢6 nhan vé tinh quanh khéi u trén
giai phau bénh trong NC cta ching t6i la 41,2%
4.3.2.3. Thoi gian nam vign

Thoi gian nam vién trung binh sau mé trong NC nay 1a 9,9 + 3,0
ngay, ngan nhat 1 4 ngay, dai nhat 12 20 ngay.

4.3.3. Két qua xa
4.3.3.1. Thoi gian séng thém sau mé va cac yéu té lién quan

Thoi gian séng thém trung binh sau mé 1a 30,6+1,5 thang, vai ti 16
séng thém 45 thang sau mé 1a ~50%, sau 3 thang 1a 96,6%, sau 6 thang
14 93,1%, sau 1 nim 13 86% va sau 2 nim 1a 71,2%. Két qua trong NC
nay ciing cao hon han so véi cic NC da cong bd ¢ Viét Nam trude day.
Trén thé gisi, NC cua Capussotti va cong su khi cét gan ddi véi UTBG
trén nén gan xo cho thiy thoi gian sdng trung binh Ia 30,5 thang, ti 1é
séng sau 3 va 5 nam |4 51,3% va 34,1% . NC cua Faber khi cit gan doi
v6i UTBG khong bi xo gan cho thiy thoi gian song trung binh Ia 25
thang, ti 16 sbng sau 1, 3 va 5 nam 1a 75,4%, 54,7% va 38,9% . NC cua
Jaeck tong két trén 1.467 truong hop UTBG trén toan chau Au tir 1990
dén 2002 cho biét, ti 1¢ song sau 3 nim va 5 nam 1a 39% va 26% . Nhu
vay hiéu qua cua cét gan diu tri UTBG trong kéo dai thoi gian séng
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ciia BN trong NC cuia chung t6i 1a kha tuong dong véi két qua cua cac
nudéc trong khu vyec.

Trong NC nay, ching t6i nhan thay c6 sy lién quan giira thoi gian
séng thém véi cac yéu to do biét hoa khdi u, giai doan TNM cling véi
s6 luong va kich thudc u, ndng d6 AFP truéc mo, nhan vé tinh quanh
khéi u, nat DM gan truéc mo.
4.3.3.2. Tai phat u va céc yéu té lién quan

Thoi gian tai phat khéi u trung binh tinh theo phuong phap Kaplan -
Meier 1a 25,4 £ 1,9 thdng. Ty I¢ tai phat sau 3 thang la 8,6%, sau 6
thang 1a 11,3%, sau 1 nam 1a 34,7% va sau 2 nam la 41,9%.

Hau hét NC cua cac tac gia trén thé gigi ¢ ti Ié tai phat sau 5 nam tir
70-80%. Tai Viét Nam, sb lugng NC c6 theo di vé ti 18 tai phat con fit,
theo Vian Tan (2008), ti ¢ tai phat sau 5 nim sau phau thuat cua UTBG
c6 thé 1én t6i 78%. NC ciia Lé Vin Thanh (2013), thay ti ¢ tai phat tai
thoi diém 45 thang sau mé 1a 60%.

Chdng t6i nhan thay c6 méi lién quan giira thoi gian tai phét véi sb
luong va kich thudc u, giai doan TNM va do biét hoa khdi u, nong do
AFP trung binh trudc md, nat DM gan trudc mo.

KET LUAN

Qua NC 68 BN UTBG, dugc cit gan su dung ky thuat KSCLCG tai
Bénh vién Viét buc tir thang 01/2016 dén thang 3/2018, ching t6i rat ra
mot s6 két luan sau:
1. Ky thuét kiém soat chon lec cudng Glisson trong cit gan diéu

tri UTBG

Ty 1€ KSCLCG thanh cong 100%, trong d6 86,8% theo k¥ thuat
Takasaki, 13,2% theo k¥ thuat Machado.

Kiém soét cuéng Glisson mirc PT chiém ty Ié 80,9%.

Thoi gian kiém soat cudng Glisson trung binh 1a 14,8 9,3 phiit.

Cat tGi mat khi phau tich cudng chiém ty ¢ 91,2%, trong d6 50%
BN duoc dit dan luu qua ng ¢ thi mat.

Cap cudng Glisson toan bo ngat quing kém theo chiém 48,5%.

Cap cit cudng Glisson trudc, cit nhu mo sau chiém ty 18 55,9%.



24

2. Két qua cit gan diéu tri ung thw biéu md té bao gan bang ky

thuat kiém soat cuong Glisson chon lgc ngoai gan
2.1. Két qud trong mé

Cit gan I6n chiém ty Ié 45,6%, trong d6 cit gan phai chiém 23,5%.

Thoi gian phau thuat trung binh: 179,8 +56,8 phdit.

Lwong mau mat trung binh: 236,0 + 109,2 ml. Ty Ié truyén méu
chiém 7,4%.

Tai bién trong mo chiém 16,1%, trong d6 rach TM cira 2,9%, ton
thuong dudng mat trong mo 7,4%.

2.2. Két qud sém sau mé

Ty Ié tir vong sau mé 1,5%.

Ti Ié bién chung sau mé 33,8%, trong d6 ¢ 7,4% suy gan sau md.

Thoi gian nam vién trung binh 12 9,9 + 3,0 ngay.

Két qua khi ra vién: Tét 89,1%, tir vong 1,5%.

2.3. Két qud xa sau mé

Thoi gian sdng thém sau mo 1a 30,6+1,5 thang, ty & séng 1 nim
86%, sau 2 nam 71,1%.

Céc yéu té anh huong dén thoi gian séng thém 1a: S6 lwong u, nhan
Vé tinh quanh u va giai doan bénh theo TMN.

Thoi gian tai phat sau mé trung binh 1a 25,4 + 1,9 thang, ty Ié tai
phat sau sau 1 nam la 34,7% va sau 2 nam 1a 41,9%.

Céc yéu t6 anh huong dén thoi gian tai phét u la: s luong u va nhan
v¢ tinh quanh u.

KIEN NGHI

1. Nén dat dan luu qua bng cb tai mat dé danh gia thuong ton
duong mat trong mo va theo ddi suy gan sau mo ¢ cac truong
hop cit gan I6n.

2. Tiép tuc nghién ciu két qua xa cua cit gan c6 KSCLCG dac
biét la ky thuat cua Takasaki.
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INTRODUCTION OF THE THESIS
1. The problem

Hepatocellular carcinoma (HCC) is one of the most common cancers in
Vietnam and other Asia countries. Most cases of HCC develop on the basis of
cirrhosis due to hepatitis B or C. Currently, liver resection is considered the
most comprehensive treatment with the best long-term effects. such as plugs,
chemicals... just auxiliary properties.

Liver resection is considered a difficult surgery because of the difficulties
in determining the anatomical boundaries and bleeding in surgery.There are
many authors studying vascular control techniques in liver resection such as:
Pringle (1908), Ton That Tung (1939), Lortat - Jacob (1952), each method has
certain advantages and disadvantages. Takasaki (1986), describes the technique
of Glisson's pediacle surgery of separate liver cells outside the liver
parenchyma without opening the Glisson capsule. Later, there were many other
authors' studies on Glisson stem selective control technique. In 1992, Launois
and Jamieson described the approach of the Glisson stem in the liver from
behind. Machado describes the opening of liver parenchyma for the control of
Glisson's stem, a technique to improve Launois's method. Glisson's selective
control technique helps to safely surgically remove the liver, limit the hepatic
parenchyma anemia, reduce blood loss and avoid spreading cancer cells to
adjacent liver lobes when surgery. In Vietnam, the situation of liver cutting for
treatment of hepatocellular carcinoma is still exist: the number of surgical
centers with the ability to cut the liver is small compared to the need, the
techniques of liver cutting at the centers are also different , mortality,
complications are high, monitoring and evaluation of postoperative results is
limited. Glisson's selective control technique has been applied in many parts of
the world and has obtained very positive results, but this technique has only
been implemented recently in Vietnam. This study is done in order to:

1. Technical description and feasibility of Glisson selective control in
liver resection for HCC treatment.

2. Evaluate the results of liver resection using Glisson's selective
control technique in liver cutting to treat HCC
2. The urgency of the thesis

Hepatectomy with HCC is still a difficult technique, the risk of surgery is
high, especially bleeding and surgery to cut liver cancer completely. In
Vietnam, Hepatectomy is only implemented in some big hospitals. The
dissertation studies the selective control techniques of liver stalks to help the
process of liver resection be safe and easy to expand its application in liver
surgery in provincial hospitals across the country.

3. Contributions of the thesis

The research conducted at Viet Duc Hospital is one of the major surgical

facilities in Vietnam with a good team of physicians and modern equipment
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and a large number of patients. The research shows the feasibility of Glisson's
selective control technique in hepatectomy to treat HCC.
4. Layout of the thesis

The thesis has 147 pages, including: Introduction: 02 pages; Chapter 1 -
Overview: 39 pages; Chapter 2- Subjects and Research Methods: 26 pages;
Chapter 3 - Research results: 29 pages; Chapter 4 - Discussion: 48 pages;
Conclusion: 02 pages; Recommendations: 01 page. The thesis results are
presented in 33 tables, 31 charts and 31 figures. The thesis uses 169 references
including Vietnamese and English documents.

Chapter 1: OVERVIEW

1.1. Division of the liver and anatomy of the liver stem
1.1.1. Liver division
1.1.1.1. Healey and Schroy's liver division

In 1953, Healey and Schroy divided the liver into right and left lobes
separated by lobes. The right lobe is further divided into two lobes: the anterior
and posterior divisions are separated by the right lobe. The left lobe is divided
into 2 lobes: the middle and the sides separated by the left lobe.
1.1.1.2. Divide the liver according to Couinaud

Couinaud uses the portal vein separation to divide the liver. The liver is
divided into right and left hepatic half through the median. Each half of the
liver is divided into 2 parts called the area. The area must include the area on
the right and the area near the right middle. The left area consists of the left
area and the left middle area. The classic tail is arranged as a separate back
area. The areas are divided into 2 parts (except the dorsal area and the left area)
called numbered lobes from | to VIII.
1.1.1.3. Ton That Tung

Ton That Tung (1963) used the slots described by other authors to divide
the liver, including: The three main slots are the middle, the right and the
navel. The extra slot is the left slot, the middle slot between the right liver.

According to Ton That Tung, the division and terminology is called as
follows: The word "lobes" refers to the classic right and left liver lobes,
separated by the umbilical slot. Right and left hepatic half “refers to two parts
of the liver that are drained by the right and left liver tubes, separated by a gap
between the liver. The right half of the liver is divided into two lobes: the
anterior and the posterior segments, separated by the right cleft. The left half of
the liver is divided into: middle and side lobes, separated by the umbilical slot.
The classic caudal lobe is preserved and called the dorsal segment. The lobes
are divided into sub-lobes numbered from 1 to 8.
1.1.1.4. Takasaki
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At the peduncle of the liver: the biliary tract, hepatic artery, portal portal are
three separate components, when the umbilical cord is surrounded by Glisson,
all three components form the Glisson stem into the parenchyma of the liver.
Takasaki (1986), based on this feature to divide the liver into: tail lobes
corresponding to the lower segment of lobes 1, the left segment corresponding
to the lower lobes 2-3, the middle segment corresponding to the previous PT (
HPT 5 - 8) and PT must correspond to posterior posterior segment (lower
segment 6 - 7). Thus, this division is only different in terms of naming the
lobes, while the lower segment is similar to Ton That Tung.

1.1.2. Anatomy of the liver stem area related to liver resection
1.1.2.1. Liver artery

According to Trinh Van Minh, there are three groups of anatomical variants
of extrahepatic hepatic artery. The most common of which is the right hepatic
artery right blood supply to the liver must be derived from coronary mesenteric
artery, while left hepatic artery blood supply to the left liver is derived from the
left artery. When performing liver resection, it is very important to identify
blood arteries for areas of the liver. A valuable sign is that the arteries to the
right of the bile duct usually supply blood to the right liver but the artery to the
left of the bile duct can supply blood to the opposite side.
1.1.2.2. Portal vein

Abnormalities of the portal vein in the liver are rare. The most common
type of anomaly is the absence of the right vein of the portal vein, the right and
posterior portal vein branches coming directly from the portal vein body. Then
the right anterior branch will be quite high above the liver and may not be
visible.
1.1.2.3. Biliary system

Right hepatobiliary tract: The hepatic bile ducts must be made up of the
lower lobes of the lower lobes, confluently forming the sub-bile ducts, and the
tubes will continue to form the right hepatic ducts. An important anatomical
feature of the hepatic biliary system must be the Hjortsjo Hook, which means
that the posterior sub-bile duct must cross over the origin of the right anterior
portal vein. In surgery, clamping too close to the branching site of the right
iliac vein can damage this structure. An important anatomical variant of the
hepatobiliary tract that is related to liver resection is the absence of a right
hepatic duct. This abnormality is quite common. The right bile ducts to the left
hepatic ducts may be either the posterior or posterior bile ducts. If the position
of the tubes to the left hepatic ducts of these tubes is left deviate from the plane
between the surgeons, it may cause damage to the right biliary tract when
performing the biliary tightening procedure in the left liver resection. To avoid
this, cholangiosis in the left liver surgery should be done close to the position
of the sickle ligament.
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Left hepatic biliary tract: Important abnormalities of the left hepatic biliary
tract include variations in the site of influx of the lower quadrant bile branch
and the confluent anomalies of the sublebular biliary tributaries 2,3.
1.1.2.4. Anatomy of the hilar of the liver

At the peduncle of the liver, biliary tract, hepatic artery, portal vein,
lymphatic vessels and nerves are separate components, when Glisson covers
the wall of Glisson stem into the parenchyma of the liver. Bao Glisson
continues to wrap these components in the liver parenchyma.

In the umbilical region of the liver, the Glisson capsule thickens to cover
the belly button of the liver, the gallbladder bed, the umbilical groove and the
venous ligament groove. The upper anterior edge of the hepatic umbilical cord
may release from hepatic parenchyma without causing vascular damage.

The navel region of the liver contains a loop between the right and left liver
arteries. All anatomical changes are located in the navel of the liver, so an
understanding of the hepatic umbilical anatomy makes it easy for surgeons to
reveal the right Glisson peduncle, the left Glisson stem, the anterior segmental
stem, and the posterior segmental segment without. damage components of the
liver stem, especially the bile ducts.

1.2. Diagnosis of hepatocellular cancer
1.2.1. Implementing the quadrants

Hepatocellular carcinoma is a malignant lesion that often appears on
cirrhosis, in addition to the golden standard of biopsy with cancer cells, there
are diagnostic criteria that can be confirmed as HCC. In the world, there are
many research associations on the diagnosis of HCC, of which the most
commonly used diagnostic standard of the American Society of Liver
Pathology in 2011 - AASLD is the standard. HCC diagnostic criteria were used
in this study.

1.2.2. Diagnosis of stage of disease

Commonly used classifications to assess disease stage are: Okuda,
Barcelona classification table (BCLC), or Italian liver cancer program (CLIP)
classification.

Tumor classification table according to Tumor node metastasis (TNM)
divides the tumor into four stages based on statistical studies of prognostic
factors after hepatocellular carcinoma. In this study we use the tumor
classification system according to TNM
1.3. Treatment of liver cell cancer
1.3.1. Radical treatment
1.3.1.1. Liver transplantation

This is the most radical treatment when it completely removes the tumor

and replaces the fibrous parenchyma with healthy liver tissue, and thus reduces
the risk of recurrence.
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1.3.1.2. Cut the liver

Liver transplantation is the best treatment option, but it is still a major
treatment option today because most patients with liver cell cancer are not
eligible for liver transplantation.

Indications for liver surgery depends on many factors to minimize
complications after surgery, especially complications of liver failure after
surgery, and limit recurrence early after surgery, prolonging the life time for
patients. In this study we apply the design of liver resection according to the
Asia-Pacific Hepatology Association (APASL).

1.3.1.3. Injecting alcohol and burning high frequency

For small liver cell lesions, alcohol injections are radical, effective,
inexpensive and with few side effects. Studies show that with these lesions, the
treatment of alcohol injections has a survival rate and non-recurrence rate
equivalent to liver resection.

RFA is indicated for cases of early-stage hepatocellular carcinoma, non-
surgical geoplastic cell cancer, hepatocellular carcinoma patients who cannot
undergo general anesthesia and treat secondary lesions or Occur again
periodically.

1.3.2. Radical treatment
1.3.2.1. Constriction of the liver artery

Hepatic artery bypass has been used as a non-radical treatment for large and
inoperable tumors.

1.3.2.2. Chemical artery plug

TACE s indicated mainly for the treatment of large or multiple small
tumors in patients with stable liver function who cannot undergo liver resection
or apply RFA.

1.3.2.2. Chemotherapy and targeted treatment with Sorafenib

Sorafenib, a tumor growth inhibitor and angiogenesis inhibitor, has been
shown to increase the survival time in patients with advanced hepatocellular
carcinoma. The combination of Sorafenib with Doxorubicin is currently being
clinically tested and shows the benefits of combination therapy compared with
the use of Doxorubicin alone.

1.4. Liver resection in the treatment of hepatocellular cancer
1.4.1. Prepare before surgery
1.4.1.1. Evaluation of liver function

Evaluation of liver function based on the Child-Pugh classification is
common and is used by most surgeons. However, there are actually cases
where liver function has been significantly reduced in preparation for Child-B
but still classified as Child-A. Therefore, some authors recommend the use of
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additional factors to assess liver function including: portal venous pressure and
indocyanine clearance. Most of the studies on liver transplantation use a
combination of Child-Pugh degree and ICG15 concentration to select the
appropriate method but in Vietnam today only a few units can do this test.
1.4.1.2. Measure the remaining healthy liver volume

The measurement of the remaining healthy liver volume is done on
computer tomography, this is the simplest and most popular method today to
assess liver volume before surgery and prevent the risk of liver failure after
surgery.

Small liver syndrome occurs when the ratio of residual liver volume / body
weight <1% or the ratio of residual liver volume / standard liver volume <30%.
This syndrome causes postoperative liver failure and has a mortality rate of up
to 50%.
1.4.1.3. The portal vein node causes hypertrophy of the liver

Preoperative portal vein node with the purpose of enlarging the liver parts
after surgery has been developed to increase the safety and stamina of large
liver resection in both normal and damaged liver parenchyma .
1.4.1.4. Chemical circuit buttons before surgery

Currently TACE is also applied before surgery for patients with HCC that
are too large, or suspected to have a satellite, patients with too high AFP not
commensurate with tumor size, or in some cases. In a difficult position, the risk
of bleeding during surgery is high.

1.4.2. Liver resection technique in treatment of hepatocellular cancer
1.4.2.1. Methods of cutting the liver

Ton That Tung: the principle is to control vein in the parenchyma. Lortat -
Jacob: The principle is to control vein in addition to liver parenchyma.
Bismuth: combining the advantages of two liver cutting methods of Ton That
Tung and Lortat Jacob and eliminating the disadvantages of the two methods.
1.4.2.2. Methods of controlling blood vessels during liver resection

* Glisson selective control

There are two commonly used control pairs techniques:

- Separate analysis of components in the Glisson capsule including portal
vein, hepatic artery, bile duct by opening the Glisson capsule, this is a
technique we did not apply in this study.

- Glisson stem analysis selectively includes 3 components of portal vein,
hepatic artery, biliary tract without opening Glisson, this technique was first
described by Takasaki, then many other authors describe the techniques.
Advanced techniques such as Galperin, Launois and Machado.

* Pair of whole liver stem - Pringle procedure

Pringle described this procedure in 1908, inserting a wire or clamping a
blood vessel around the base of the liver to pair. This can be done in 3 ways:
Pairing the liver stem continuously until the parenchyma is removed. Pairs in
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intervals, stems for 15-20 minutes, then open for 5 minutes before the next one.
A pair of preconditioning is a 10-minute stalk pair that opens for 10 minutes
followed by a continuous stalk until the liver parenchyma is removed.

* The pair excludes the entire vein of the liver

The combination of the entire hepatic peduncle and the subarctic and
hepatic vein concurrent pairs thus completely isolated the liver from the
circulatory system.

* Selective elimination of hepatic veins

The pair controls the hepatic veins outside the liver, so the pair achieves
elimination of the blood vessels of the liver but does not disrupt the inferior
vena cava circulation.

* Control reduces central venous pressure

Reducing central venous pressure below 5cm H20 helps reduce blood loss
during surgery. There are two ways to control central venous pressure:

- Reduce central venous pressure through resuscitation anesthesia

- Control pair of inferior vena cava and on 2 renal vein
1.4.3. Stroke during a liver cut
1.4.3.1. Vein damage to the liver

Hepatic vein damage may occur during hepatic vein surgery to control the
loop (extrahepatic hepatic vein injury) or during hepatic parenchyma cut
(hepatic venous injury in the liver). ). Tearing in the liver veins causes
bleeding, blood loss, or venting into the heart chamber, especially when the
tear near the vein vein drains into the inferior vena cava
1.4.3.2. Lower vena cava injury

Because cirrhosis is tightly bound to the inferior vena cava or due to liver
tumor infiltrating the inferior vena cava, releasing or causing liver damage
causes the inferior vena cava.
1.4.3.3. Injury to the liver arteries and portal vein

With Glisson's selective liver resection, surgery may cause damage to the
liver arteries and portal vein. In particular, when a large liver tumor is located
near or close to the liver stem, if the surgery is not well done, it can cause
damage to the hepatic artery and the portal vein of the liver stem.
1.4.3.4. Injury to the biliary tract

At the navel of the liver, the right and left hepatic bile ducts are wrapped in
Glisson sachet so separate surgery can cause injury. Also, due to anatomical
changes in the bile ducts such as the posterior or posterior bile ducts to the left
hepatic bile ducts, hepatic ablation may cause biliary injury especially the
Lortat-Jacob method. Damage tearing into the bile duct is smaller than half of
the circumference, it can be sewn up with the target of 5/0 or 6/0. must be
connected intestine.
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1.4.3.5. Other injuries

When the liver is released, especially the right liver can cause damage to
the diaphragm, right adrenal gland, right adrenal gland, short veins. These
lesions cause bleeding and are treated with hemostasis. Damage to the
diaphragm usually occurs when the tumor sticks to the diaphragm or
sometimes has to be partially removed from the diaphragm due to the invasive
tumor. The diaphragm needs to be closed tightly after draining air and blood in
the pleural cavity.

1.4.4. Recurrence after liver transplant for treatment of hepatocellular
cancer

There are many factors that have been proved to be related to the prognosis
of tumor recurrence, which is polycystic tumors, tumors larger than 5cm
metastases in the liver due to invasive, uncoated AFP tumor.

One of the most important causes of relapse is due to vascular invasion and
metastases in the liver according to portal hypertension. Vascular invasion and
metastases in the liver are common for advanced HCC (tumors> 5cm, tumors
with many satellites) and uncoated tumors.

Anatomy of the liver according to the anatomical structure results in better long-
term survival and fewer recurrences than the non-anatomic liver resection.

1.5. Glisson stem selective control technique in research
1.5.1. Selective control technique of Glisson stem according to Takasaki
1.5.1.1. History

Takasaki (1986), presenting the technique of selective control of Glisson
stem at the navel of the liver, the author conducted control of Glisson stem
outside the liver before parenchyma. Couinaud refers to the liver's unique sack,
also known as Laennec sack, however, the Laennec sack is not well known
because Couinaud did not emphasize the importance of sack Laennec in liver
resection.

In 2008, Hayashi et al. Highlighted the structural differences between the
Glisson sack and the liver seperate. Recently, Sugioka presented anatomy of
Glisson and Laennec sacks that can be separated outside and inside the liver.

In 1992, Launois and Jamieson described the approach of the Glisson stem
in the liver from behind. In 2000, Batignani reported the same method.
Machado describes the opening of liver parenchyma for the control of Glisson's
stem, a technique to improve Launois's method.

1.5.1.2. Division of peduncle Glisson at the navel region of the liver
according to Takasaki

The biliary tract, hepatic artery, and portal vein are three separate
components that, when reaching the liver stem, are encapsulated in a common
fibrous sack called Glisson, so the liver stem is also known as the Glisson stem.
At the navel of the liver, the main Glisson stem divides into Glisson stem for
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the left and right liver, the right Glisson peduncle continues to divide into the
first and left lobes.

These Glisson stalks, when going deep into the liver parenchyma, continue
to divide into lobes of the lower lobes, then divide to the terminal branches
located at the periphery of the lower lobes. Glisson stem Right Right extra-
hepatic segment short 1-1.5cm and divided into peduncle segmental lobes
anterior and posterior. The left Glisson pedicle 3-4cm long runs horizontally
right under the inferior segment IV (this area is also called Hilar plate) and then
straight upwards into the lateral slot for the lower Glisson peduncle II, 111 and
V.

1.5.1.3. Skill
* Right and left Glisson control lesions

Cholecystectomy to reveal the liver door, after opening the peritoneal layer
right between the right and left Glisson stem, easily reveal and thread the string
between the two Glisson stalks. Note, tying small branches directly from the
Glisson stalks to the liver helps limit bleeding.

* Glisson stem analysis before and after

Removal of connective tissue along Glisson peduncle of anterior lobe,
separating the stem from the parenchyma into the liver to reveal the anterior
surface. Anatomy of the gill between the stems of the Glisson segment of the
front and posterior lobes to reveal the back surface After passing the cord
through the anterior peduncle, it is easy to separate the two Glisson stems with
anterior and posterior lobes.

Thus always anatomy and control of 3 separate Glisson stems at the liver
gate. Tying these Glisson stems will determine the boundaries of the liver lobes
and the plane of the liver.

* Glisson stem control anatomy of the middle lobe (inferior segment IV)

Pulling the round ligament upward reveals the left Glisson stem running in
the left cleft, anatomy along the right margin to reveal and tie the lateral
glisson branches to the middle PT will determine the median middle lobe
boundary.

* Glisson stem control anatomy of the lateral lobe

Pulling the round ligament upward reveals the left Stimulus stalk running in
the left cleft, surgery along the left bank to reveal and tighten the lateral
Glisson branches to lower lobes Il and Il to determine the boundary of the
lateral lobe.

In this study, the selective control technique of Glisson stem according to
Takasaki is considered to be successful when threaded into the selective
Glisson stem in the navel region of the liver without breaking into the liver
parenchyma, not having to open the Glisson bag to control each Separate
components of the liver stem.
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1.5.2. Selectively control Glisson stem according to Machado technique

In 1992, Launois and Jamieson described the approach of Glisson's stem
using Machad's technique by opening an umbilical cord close to the liver to
dissect the right or left side of the liver, but Launois's technique has the
disadvantage of being wvulnerable. bleeding when incision of hepatic
parenchyma in the caudal root. Machado improved the technique of Launois,
the author describing anatomical landmarks for selective control of Glisson's
stem.

Right-selective control of Glisson stem right: The author describes 3 points
to determine the position of the parenchymal opening, point A is right on the
confluence of the right and left glisson stem, the bottom B point of the back
Glisson PT stem, the HPT spot 7, this is different from Launois's technique,
which means that he does not go into the caudal root because there is a risk of
bleeding when incision into the parenchyma, the point C is on the right side of
the gallbladder bed, just above the stalk. Glisson posterior lobe. When the tool
is inserted from point A to point B will control the stem Stimulus Glisson, go
from point A to point C will control pedigree Glisson stem before lobes, from
point C to point B will control the segmental peduncle Glisson after.

Selective control of the left side of the red spot Glisson: There are five
points to identify the location of open parenchyma of the liver. The selective
control of the left side of the liver on the left side of the liver. of the right and
left of Glisson's stem, point C to the right of the round cord, point D to the left
of the round ligament, point E between points A and D. Go from A to B to
selectively control the stem Left liver Glisson, from A to D will selectively
control pediatric lobe Glisson, from point E to A will selectively select lower
end lobes Glisson 2, from points D to E will selectively select lower peduncle
Glisson stem lobes 3, from point C to B will selectively control peduncle of
Glisson lower segment 4.

This technique is considered successful when the thread is suspended from
the stalk of Glisson to be controlled.

1.5.3. Situation of research on application of selective control technique of
Glis stem in HCC surgery to treat HCC
1.5.3.1. World

Yamshita's study (2007) through 201 cases showed that the surgery time
averaged 303 + 7 minutes, the average blood loss during surgery was 1253 +
83 ml, 32% of patients had blood transfusion during surgery.

By Chinburen (2015), the research on selective control technique of Glis
stalks according to Takasaki for 45 cases of central liver resection. Average of
447.8 £ 377.6 ml.

Studies of hepatic resection using Glis stem selection technology according
to Takasaki for treatment of UTBG also show very positive early postoperative
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results: reduction of complications, length of hospital stay, as well as death
rate. casualties.

Bai Ji (2012), comparing statistics between the selective control technique
of Glis stem according to Takasaki and the whole liver stem clamp in large
liver resection in HCC treatment, the author found that the group of selectively
controlled Glis stem according to Takasaki had Better early results: faster
surgical time: 80 £ 25 minutes compared to 100 + 35 minutes, reduced blood
loss during surgery: 145 + 20 ml compared to 298 + 42 ml, blood transfusion
and complication rate.

Figueras et al. (2003), the statistics compared the results of the stem control
technique Glisson (Takasaki) and the anatomic component analysis (Lortat-
Jacob), the authors found: the same surgery time In comparison, Glissoon
control surgery time was shorter (50 + 17 minutes) than (70 + 26 minutes; p =
0.001).
1.5.3.2. Vietnam

Ton That Tung (1963) presented a liver resection technique with Glisson
stem control technique in parenchyma combined with a complete intermittent
temporary pair of liver stem.

The study of Tran Cong Duy Long on the results of selective control of Glis
stalks according to Takasaki in hepatectomy for UTBG treatment showed that
the average operating time was 163.72 + 55.61 minutes (90 - 360), the blood
loss was median. 200ml bottle. No death after surgery. The recurrence rates
after 1 and 2 years are 18.6% and 44.5%, respectively. The overall survival
rates after 1 year and 02 years were 93.2% and 57.7%.

Vu Van Quang (2018) studied 106 patients with TB, selective liver
resection of Glistheo Takasaki: the average survival time was 33 + 0.8 months,
the survival rate after 1, 2 and 3 years respectively. 96.9%, 86.2% and 80.5%,
the average surgical time was 118.4 + 38.84 minutes, the average blood loss in
surgery was 238.96 + 206.71 ml.

Chapter 2: SUBJECTS AND METHODS OF THE STUDY

2.1. Research subjects

Including HCC patients undergoing hepatic bypass surgery with selective
Glisson stem at Viet Duc Hospital from January 2016 to March 2018 that meet
the study's selection criteria.
2.1.1. Standard selection

Patients are diagnosed with HCC before surgery according to AASLD's
diagnostic criteria or based on the anatomical findings of tumors during a pre-
surgical biopsy.

Liver function: Child Pugh A.

Patient status ranges from 0 to 2 according to the World Health
Organization's health status table.
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Level of risk during anesthesia: ASA 1, II.

Glisson's selective surgical excision of the liver.

Patients were explained and agreed to participate in the study.
2.1.2. Exclusion criteria

Subjects do not meet one of the above criteria.
2.2. Research Methods
2.2.1. Research design

The study described a prospective, non-controlled follow-up study.
2.2.2. Study sample size

The sample was selected according to a convenient sampling method.
2.2.3. Steps to conduct research

HCC patients admitted to hospital are diagnosed and appointed according
to the research plan.
2.2.4. Surgical process
2.2.4.1. Indications and contraindications to liver cutting

* Indications

- Solitary liver tumor or multiple tumors but localized in the half of the
liver (left or right half of the liver) or lobes (anterior, posterior, medial, lateral),
or localized within the lower lobes 4,5,8.

- Tumors have not invaded large blood vessels: the vena cava, the
confluence of the hepatic vein and the portal vein body.

- No metastasis far.

- Liver function Child-A.

In addition, for a large liver cut, it is necessary to add:

- Enough liver volume, remaining healthy liver ratio/body weight > 1%.

- PST index < 2.

* Contraindications

There are metastases outside the liver.

U in two lobes or more.

The tumor invades the portal vein body.

Thrombosis of the portal vein, or vena cava vein.

U in the navel of the liver.
2.2.4.2. General process

* Anesthesia

* Posture of patient and surgeon

* Surgical steps (6 steps): Step 1: Open the abdomen. Step 2: Check the
abdomen. Step 3: Cell liver. Step 4: Control Glisson's stem during liver
resection. Step 5: Cut hepatic parenchyma and treat Glisson's stem and liver
veins. Step 6: Wash the abdomen, drain at the section, close the abdomen.
2.2.4.3. A separate procedure for liver cancer treatment

* Cut right liver * Cut left liver * Cut liver center * Cut left lobe
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* Post segmental lobe resection * Anterior segmental lobeectomy * Lower
segmental hepatectomy

2.2.5. Data collection and processing

All information on clinical symptoms, surgical procedures, postoperative
follow-up, etc. is collected according to a common, consistent research sample.

The data is entered into computers and processed by SPSS 20.0 software,
using statistical algorithms to calculate the average values, percentage, using
statistical tests to verify, compared to compare and find correlations (t-test,
Chi-square).

Extra time and recurrence time were estimated by Kaplan-Meier method.
The result is considered to be statistically significant with p <0.05.

2.2.6. Ethics in research

Data collected in the study are completely honest and accurate in the order
of the above steps. Patients in the study were explained and agreed to
participate in the study. The research is conducted for the purpose of treatment
for no other personal use, and does not harm the study subjects.

Chapter 3: RESEARCH RESULTS

3.1. General features

There were 68 HCC patients in the study subjects: The average age of the
study group was 50.7 £ 12.5, the lowest was 13 years, the highest was 71 years.
The male to female ratio is 5.2.
3.2. Clinical and subclinical
3.2.1. Clinical
*Anamnesis:Patients often have a history of hepatitis B and alcoholism, of
which the history of hepatitis B accounts for 52.9%, while the proportion of
patients with hepatitis B in the study is 79.4%, so there are some a large
number of patients do not know they have been infected with the hepatitis B
virus.
* Clinical symptoms:Most HCC patients have no clinical symptoms, 54%
found the disease through physical examination.
3.2.2. Subclinical

* Blood tests

The patient has a normal number of red blood cells and hemoglobin.

* Biochemical

Biochemical tests of patients before surgery showed only slightly increased
liver enzymes.

* Mark of hepatitis

83.8% of patients infected with hepatitis virus, of which HbsAg (+)
accounted for the highest rate of 79.4%.

* AFP
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Average serum AFP in NC 5244.45 + 21294.56 (0.5 - 160200) ng / ml. The
group of patients with AFP concentration <20ng / ml accounted for the highest
proportion of 41.2%.

* Liver biopsy

10.3% (7/68) Patients underwent a biopsy prior to surgery, most patients
underwent a liver biopsy when there was no typical HCC marker on
computerized tomography.

* Anatomical lesions disease

Most tumors have moderate and high degree of differentiation. The
percentage of tumor invading blood vessels at micro level is very high,
accounting for 89.7%.

*Image analysation

- Number of tumors: Most patients have 1 liver tumor accounting for
86.8%.

- Tumor size: Average tumor size: 5.68 + 2.62 cm, in which the smallest
tumor is 2cm and the largest is 15 cm.

- Locations of tumors: The percentage of right liver tumors accounts for
70.6%, central liver tumors account for 4.4%, left liver tumors 25%.

* Vascular invasion on computerized tomography

Vascular invasion on computer tomography accounted for 11.8% while it
was 89.7% in pathology, this difference was due to invasive disease anatomy.
vascular level at subroutine level on computed tomography only assesses
vascular invasion at a gross level.

* Other injuries on computerized tomography

The rate of tumors with clear signs of elimination accounted for 83.8%, this
is a typical sign of HCC, 89.7% of the tumor boundaries were clear, the rate of
portal vein thrombosis accounted for 8.8%, while signs of cirrhosis such as
splenomegaly, ascites account for only 4.4% each.

* Classification of disease stage by TNM

The majority of patients classified stage 11 (72.1%)

* Interventions before surgery

There are 26.5% of patients had preoperative TACE, there were 5 cases of
large liver cut made the front portal vein to increase the volume of liver left,
the cases of portal vein were the first hepatic artery node doing.

3.3. Skill
3.3.1. Road to open the abdomen

Abdominal opening is commonly used in the study is the J-line accounting
for 76.4%.

3.3.2. Types of liver resection in the study

Large liver bypass surgery accounts for 45.6%
3.3.3. Means of liver cutting
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In the study, two commonly used liver cutting devices are Harmonic
ultrasound and CUSA.

3.3.4. Controlling the stem of Glisson

* Handling gallbladder:

91.2% of patients had cholecystectomy, of which 41.2% of patients had no
gallbladder drainage, 38.2% had gallbladder drainage and monitored after
surgery.

* Glisson stem control technique

86.9% of patients were treated with Glisson stem using Takasaki technique.

* Glisson stem control level

The control rate of Glisson peduncle was 80.9%, right-left peduncle
accounted for 19.1% in some cases of hepatectomy 1 segmental or segmental
segmental incompatibility but on the same stem. Glisson right or left (eg
lobular 5-6, sub-segment 7-8, sub-segment 3-4a).

* Glisson's entire stem

The percentage of patients who have to complete the entire stem of the liver
stem when parenchyma is accounted for 48.5%, in which the number of pairs
at least 1 time, at most 4 times, the most common is 3 times accounted for
25%.

3.4. Result
3.4.1. Results in surgery
3.4.1.1. Time of surgery and stem surgery of Glisson

The average operating time 179.8 + 56.8 minutes, the shortest of 85
minutes, the longest 320 minutes. Glisson's peduncle an average time was 14.8
+ 9.3 minutes, the shortest was 5 minutes, the longest was 55 minutes.
3.4.1.2. Cut off the stem of Glisson

In the study, 55.9% of patients had a preoperative stenosis of Glisson, the
posterior parenchyma, 44.1% of the patients had a posterior parenchyma of the
later Glisson stem, including PTS liver surgery, left liver cut, cut The left lobe
of the liver cut off the stem before, with the lower segment of the liver. 100%
of the patients cut the liver parenchyma before then cutting the stem. With right
liver cut Glisson peduncle rate is 23.1%, first hepatic parenchyma cut 76.9%.
3.4.1.3. The amount of blood lost during surgery

The average blood loss during surgery was 236.0 £ 109.2 ml.

There are 5 patients having blood transfusion, accounting for 7.4%. The
amount of blood transfusion is from 1 to 2 units (1 unit = 250ml of red blood
cells). 92.7% of patients did not have to have blood transfusion during surgery.
3.4.1.4. Catastrophe

There were 9 patients with complications in surgery accounted for 13.2%,
including 5 patients with biliary tract injury, 2 patients with diaphragm tear, 2
patients with portal vein tear.
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3.4.2. The results are close
3.4.2.1. Symptoms

1 patient died after surgery due to liver failure.
3.4.2.2. Time in hospital
The average hospitalization time after surgery is 9.9 £ 3.0 days, the shortest is
4 days, the longest is 20 days, the most common is 8 to 10 days. The
hospitalization period after surgery in large liver-cut patients is longer than in
small-liver patients.
3.4.2.3. Results upon discharge

The mortality rate is 1.5%, the good result is 89.7%.
3.4.3. Results far
3.4.3.1. Extra time

The estimated survival time according to Kaplan - Meier method is 30,6 +
1,5 months. The survival rate after 3 months is 96.6%, after 6 months is 93.1%,
after 1 year is 86%, after 2 years is 71.1%.

* Factors affecting the survival time: the number of tumors, the number of
satellite around the tumor, the stage of TNM disease
3.4.3.2. Recurrence time

The average recurrence time calculated by Kaplan - Meier method was 25.4
+ 1.9 (months). The rate of relapse after 3 months was 8.6%, after 6 months
was 11.3%, after 1 year was 34.7%, after 2 years was 41.9%.

* Factors related to the rate of recurrence: Number of tumors, tumor
differentiation, satellite kernel around the tumor

Chapter 4: DISCUSSION
4.1. Characteristics of research subjects
4.1.1. General features

Of the 68 HCC patients in the study subjects, the lowest age was 13 years,
the highest was 71 years, the average age was 50.7 + 12.5

The prevalence of HCC in men is 83.8%, and the ratio of male to female is
5.2. The research results obtained are similar to those of most domestic and
foreign authors.

In our study, 52.9% of HCC cases had been previously diagnosed and
treated for hepatitis B, but in fact, the rate of hepatitis B virus infection is much
higher, up to 79.4%. . There are 16/68 alcoholics patients accounting for
23.5%. Thus, the rate of hepatitis B virus in the study is very high, accounting
for 79.4% and this is the leading risk factor for HCC.

4.1.2. Clinical characteristics

Early HCC often has no clinical symptoms and almost 80% of HCC is
diagnosed in advanced stage. Possible symptoms in HCC include abdominal
pain in the lower right flank, weight loss, liver murmur, jaundice and fever. In
the case of end-stage HCC, there may be symptoms of decompensated cirrhosis
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such as abdominal fluid, gastrointestinal bleeding due to portal hypertension,
edema, enlargement of the spleen or hepatic encephalopathy.

4.1.3. Subclinical characteristics

4.1.3.1. Blood tests

* Formula of blood, coagulation, biochemical

The indicators are within normal limits. According to Miyagawa, total
bilirubin> 34 mmol / | (patients without biliary obstruction) is a contraindication to
liver resection, 27.4 - 34 mmol / | only for tumor removal, 18, 8 - 25.6 mmol / |
only cut small liver at the level of lobes, sub-lobes.
4.1.3.2. Evaluation of liver function before surgery

For cases where Child-A will allow major hepatectomy, Child-B will
perform selective small liver resection, Child-C is contraindicated for liver
resection. In this study, all patients were classified as preoperative liver
function as Child A, the percentage of patients A in Fu's Study was 93.3%, Van
Tan was 63.25%, Le Loc was 66.82%.

One disadvantage of the Child-Pugh classification is that it is difficult to
assess patients' liver function at the boundary level between A and B or B and
C, in these cases based solely on the Child-Pugh scale. then the prognosis
problem for the patient may not be accurate.

To solve this problem, Japanese authors also used a combination of
Indocyanine clearance tests in addition to the Child-Pugh scale.
4.1.3.4. Alphafetoprotein before surgery

The study results showed that the average serum AFP concentration:
5244.45 + 21294.56 ng / ml. AFP has a very important role in the diagnosis,
treatment and prognosis after surgery. In diagnosis, AFP has been used as one
of AASLD's HCC diagnostic criteria (2005). However, the latest diagnostic
guidelines of AASLD in 2011 and EASL in 2012 did not include AFP in HCC
diagnostic criteria.
4.1.3.4. Preoperative intervention

Chemical hepatic artery node: In our study, 25% of patients had hepatic
artery node before surgery. Preoperative hepatic artery node is considered as an
adjuvant treatment to reduce postoperative recurrence and prolong life
expectancy, so it is often indicated for cases of large size HCC, boundary
tumor clear, many tumors ...

Measurement of remaining liver volume and portal vein node for liver
hypertrophy: In our study, 5 patients had portal vein node attached to hepatic
artery node for left hypertrophy accounting for 7.4%. The problem of the
remaining liver volume after liver resection has been concerned by the authors
in the world for a long time, the insufficient liver volume has been identified as
the main cause of liver failure after surgery.

Liver biopsy before surgery: A liver biopsy is only shown in cases where
tumors on CT-CHT / CHCC do not see typical images of HCC, or suspected
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images appear on normal liver background. The sensitivity of a liver biopsy
depends on the location, size of the tumor and the level of the person
performing it.
4.1.4. Stage of disease

Currently, there are many different staging systems proposed for HCC,
each with their advantages and disadvantages. In this study we classify the
stage of disease according to the TNM system.
4.2. Surgical characteristics

Among 68 patients of the study subjects, 31 patients with large liver
resection accounted for 45.6%, 37 patients with small liver resection accounted
for 54.4%, the common surgery was cut PTS (17 patients) cut Right liver (16
patients), left liver resection (11 patients).

4.2.1. Incision

The problem of choosing which opening line between the lower right flank
and Mercedes road depends a lot on the surgeon's habits. In this study, 76.4%
of patients had a J-shaped abdominal opening and no patient had to switch to
Mercedes.

4.2.2. Abdominal probe

With modern preoperative diagnostic facilities such as multi-array
computerized tomography, MRI ... the ability to accurately assess preoperative
lesions is increasing, but abdominal exploration and injury assessment remain
This is a mandatory requirement and an important step in the surgical process.
4.2.3. Tumor characteristics in surgery

Location: In the study, the tumor is located mainly in the right liver
accounting for 70.6%, the remaining 25% in the left liver, and 4.4% of the
tumors are in both liver, in which the most common location is in PTS.
accounting for 39.7%.

Number and size: The study results showed that patients with 1 tumor
accounted for 86.8%, the average tumor size was 5.68 + 2.62 cm, of which the
tumor had a size> 5 cm. accounting for 58.8%. The authors agree that liver
surgery is a treatment that produces positive results even for tumors larger than
5cm.

4.2.4. Cut the gallbladder, place the drainage in the neck of the gallbladder

Technically, cholecystectomy is required for hepatic P, hepatic T or central
resection, PT first cut ... In our study 91.2% of patients had cholecystectomy,
of which 50% cholecystectomy patients had a thoracic drainage to control bile
duct leakage after hepatic parenchyma, 41.2% of cholecystectomy did not
place a gallbladder drainage.

4.2.5. Glisson selective control
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Glisson selective control has 2 ways including controlling each component
of the Glisson stem including liver artery, portal vein, bile ducts, then having to
break the Glisson capsule surrounding 3 components in the navel region of the
liver, also known as control Glisson stem in the bag and general control of all 3
components in the shell Glisson and not break the shell Glisson, also known as
stem control Glisson outer shell. In this study, we only used the technique of
controlling the outer stem of Glisson.

We controlled 3 extra-hepatic glisson stems in this study as anterior
segmental lobes, posterior segmental lobes and left hepatic peduncle and we
mainly used the control method of Laisson and Takasaki Glisson stem by
Laisson and Takasaki by opening the capsule adjacent to the hepatic umbilical
array, separating the hepatic parenchyma from the hepatic umbilical array to
perform stem surgery of Glisson liver P or T (Laenec striated layer) in some
difficult cases due to the stickiness of the liver, we use Machado's technique by
how to open the parenchyma close to the umbilical cord, especially Glisson
hep P, the parenchymal opening behind the peduncle P is located between the
lower segment of lobes 7 and the caudal root. We found that TACE infiltration
around the peduncle of the liver and the anterior portal vein of the Takasaki-
type surgery were difficult because the layer separating the hepatic parenchyma
from Glisson's stem was unclear, easily bleeding due to parenchymal injury.
liver.

The study results showed that the control rate of Glisson peduncle was
100%, in which 86.8% of the patients were treated with Takasaki-type Glisson
pedicle, 13.2% of the control was Machado-type Glisson. 80.9% control the
peduncle at the lobed level, 19.1% control the right-left peduncle. Stroke in the
surgery process of Glisson stem met 2 patients with right vein tearing on the
back of the liver stem, we have sutured with Prolen 5/0, then still control
Glisson stem successfully.

4.2.6. Glisson stem cutter

Depending on the situation and developments in the surgery, as well as the
surgeon's habits, it is possible to perform Glisson stem cutting before
parenchymal excision, or after parenchymal excision, in case of suspicion of
dominant pediatric manifestation. in an unknown parenchymal anemia,/

or in some cases, one lobed or multiple lobes in different liver lobes, then
only a brief pair of Glisson stems followed by anatomic liver resection. and
pair of Glisson stalks in the liver parenchyma by the Ton That Tung method. In
the study, 55.9% of patients had Glisson stem cut before hepatic parenchyma,
in which PTS liver surgery, left liver cut, left liver lobe cut were first glisson
stem, liver lobed sub-lobed all diseases. first, the liver parenchyma is removed
then Glisson's stem is cut. With right liver cut Glisson peduncle rate is 23.1%,
first hepatic parenchyma cut 76.9%.

4.2.7. Pair Glisson whole
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In this study, we used the Pringle test in 48.5% of cases of large liver
resection, cirrhosis, bleeding in the liver parenchyma, in which the pair from 1
to 4 times, each time 15 minutes, rest for 10 minutes between clamps, of which
the most common is the pair of Glisson whole 3 times accounted for 25% of
total patients with liver surgery.

4.2.8. Cut the liver parenchyma

We use two major liver parenchymal cutting devices: Harmonic ultrasound
and CUSA. In which 48.5% of liver cutting using Harmonic ultrasound knife,
51.5% using CUSA knife, in addition, in surgery, we used in combination with
Kelly to disrupt parenchyma.

The results in our study did not have any complications during liver
parenchectomy. In the study of Ninh Viet Khai (2018), there were 2.8% of
patients with complications during hepatic parenchyma including: 1.4% of
median hepatic artery stenosis and 1.4% of inferior main artery.

4.2.9. Check hemostasis, bile leakage

In this study, large blood vessels and biliary ducts were tied with Lin
thread, portal hypertension and hepatic artery sutures sewn with Prolene thread,
small blood vessels clamped by clips and bitten by a bipolar knife combined
with country. Perform hemostasis with small X-tip stitches with indolvent
Prolene (4.0,5.0) all bleeding points, or burning with water dipole knife.

Bile leak testing is an important step in liver bypass surgery, drainage
through the gallbladder duct and physiological saline pump to check for bile
leakage (50%). In the remaining cases to check for bile leakage by applying
small white gauze to the section, the yellow honey-absorbent point will be
sewn. Many authors such as Figueras, Malassagne, Tanaka. S has placed sonde
through the gallbladder tube and injected the physiological saline phase to
check for bile leakage.

4.3. Surgical results
4.3.1. Results in surgery
4.3.1.1. Operation time

The average operation time is 179.8 + 56.8 minutes, the shortest is 85
minutes, the longest is 320 minutes, in which the average major liver cutting
time is 180 * 54.9, the average small liver cutting time is 179, 5 + 59,2, so in
our study, the time of liver resection between the two large and small liver
cutting groups did not have much difference, due to the time of Glisson's stem
surgery and liver parenchyma cut of 2. The group is almost equal.
4.3.1.2. Glisson's stem incision time

The time of surgery for selective hepatectomy Glisson averages 14.8 + 9.3
minutes, of which the longest is the central liver cut 25.0 £ 10.8 minutes, the
shortest is left liver lobe cut 7.5 + 3.5. The time of Glisson stem control surgery
depends on the experience of each PTV, patient's condition, in this study,
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13.2% of patients applied Machado technique to control selective Glisson stem
outside the liver.
4.3.1.3. Blood loss and transfusion

The average blood loss during surgery was 236.0 £ 109.2 ml, 7.3% of
patients had to undergo blood transfusion during surgery. These results are
equivalent to the results of some authors in the world such as Wu or Belghiti.

Our results are much better than the statistics of Le Loc (2010), in his report
the author said the rate of blood transfusion in liver resection up to 65.06%, the
average amount of blood transfusion is 2 units, the remarkable point is that all
liver transplants in this study were conducted by Ton That Tung method.

4.3.2. The results are close
4.3.2.1. Complications after surgery

Researchers in Vietnam found the rate of complications after liver cancer
surgery from 20-60% depending on the author. The study of Van Tan after
major liver resection due to cancer found the rate of complications and
complications after surgery was 12% and death was 4%. The most ominous
complication is postoperative liver failure.

Liver failure is the most important postoperative complication of liver
surgery. The overall complication rate of the study was 33.8% and the liver
failure rate was 7.4%. The study of Le Loc 1245 patients with hepatic ablation
due to HCC found that the rate of liver failure was 1.29%. There are many
factors that affect liver failure after surgery, including preoperative factors
(focusing on assessing liver function) and factors in surgery (techniques for
liver resection and liver parenchymal injury).

Cholesterol leakage is also a serious complication of liver surgery, the rate
of this complication is about 4-8. In our study, 4 patients had biliary fistula
after surgery accounting for 5.9%, all of them were treated with percutaneous
drainage, no patients had to use surgical treatments.

PE is a common complication after liver resection. In our study, the rate of
pleural effusion detected on ultrasound was 57 patients, accounting for 83.8%,
but of which only 6 patients with excessive pleural effusion and clinical
symptom manifestations were required. treated with ultrasound aspiration
aspiration.

Postoperative residual abscess: In the study, 8 patients had residual abscess
complications, accounting for 11.8%.

Bleeding after surgery: In our study, there were 2 patients with
postoperative bleeding accounting for 2.9%, of which 1 patient had right liver
surgery, 1 patient had PTS.

4.3.2.2 Pathology results

The differentiation of the tumor: In this study, the tumor with poor
differentiation accounted for only 10.3%, mainly the tumor had a moderate
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difference of 50% and a high differentiation of 39.7%. When comparing
survival time after surgery and time of recurrence after surgery, there was no
statistically significant difference between different groups of tumors.

Human satellite around the main tumor: this is an important factor
associated with postoperative recurrence. The percentage of patients with
satellite around the tumor in our case anatomy was 41.2%.
4.3.2.3. Time in hospital

The average hospitalization time after surgery in this study was 9.9 + 3.0
days, the shortest was 4 days, the longest was 20 days.

4.3.3. Results far
4.3.3.1. Extra time after surgery and related factors

The average survival time after surgery is 30.6 + 1.5 months, with the
survival rate of 45 months after surgery is ~ 50%, after 3 months is 96.6%,
after 6 months is 93.1%, 86% after 1 year and 71.2% after 2 years. The results
in this study are also much higher than those published in Vietham before. In
the world, the study of Capussotti and colleagues when liver transplantation on
HCC based on cirrhosis showed that the average survival time was 30.5
months, the survival rate after 3 and 5 years was 51.3% and 34.1 %. Faber's
study when HCC was cut for HCC without cirrhosis showed that the average
survival time was 25 months, the survival rate after 1, 3 and 5 years was
75.4%, 54.7% and 38.9%. Jaeck's research summarized over 1,467 cases of
UTBG across Europe from 1990 to 2002, showing that the 3-year and 5-year
survival rates were 39% and 26%. Thus, the effect of liver resection for
treatment of TB in prolonging the life of patients in our study is quite similar to
the results of the countries in the region.

In this study, we found a correlation between survival time and tumor
differentiation factors, TNM stage along with the number and size of tumors,
preoperative AFP concentration, and satellite around the mass. u, artery node
before surgery.
4.3.3.2. Recurrence and related factors

The average time of tumor recurrence calculated by Kaplan - Meier method
was 25.4 £ 1.9 months. The rate of relapse after 3 months was 8.6%, after 6 months
was 11.3%, after 1 year was 34.7% and after 2 years was 41.9%.

Most of the authors in the world have a relapse rate after 5 years from 70-80%.
In Vietnam, the number of patients who have been monitored for relapse rate is still
small, according to Van Tan (2008), the recurrence rate after 5 years after surgery
of HCC may reach 78%. Researcher of Le Van Thanh (2013), found that the
recurrence rate at 45 months after surgery was 60%.

We found a correlation between recurrence time and tumor size and size,
stage of TNM and tumor differentiation, average AFP concentration before
surgery, and hepatic artery node before surgery.
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CONCLUDE

Through a study of 68 HCC patients, undergoing liver surgery using
Glisson's selective control technique at Viet Duc Hospital from March 2016 to
March 2018, we draw some conclusions:

1. Technique for selective control of Glisson's stem in hepatectomy to treat
HCC

The rate of successful quality inspection is 100%, of which 86.8% is based
on Takasaki technique, 13.2% is based on Machado technique.

Stem control Glisson lobed level accounted for 80.9%.

The average control time of Glisson's stem was 14.8 + 9.3 minutes.

Gallbladder excision during stem surgery accounted for 91.2%, of which
50% of patients were drained through the gallbladder neck.

Glisson's peduncle with all interrupt intervals accounted for 48.5%.

Glisson stem pair first, posterior parenchyma cutting accounts for 55.9%.

2. Liver resection results of hepatocellular carcinoma by selective non-
hepatic Glisson stem control technique
2.1. Results in surgery

Large liver cutting accounts for 45.6%, of which the liver is 23.5%.

Average surgery time: 179.8 + 56.8 minutes.

Average blood loss: 236.0 + 109.2 ml. Blood transfusion rate accounts for
7.4%.

Catastrophic complications accounted for 16.1%, of which, TIB stenosis
was 2.9%, biliary tract injury was 7.4%.

2.2. Early results after surgery

The death rate after surgery 1.5%.

The rate of complications after surgery 33.8%, including 7.4% of
postoperative liver failure.

The average hospitalization time was 9.9 + 3.0 days.

Out of hospital results: Good 89.1%, 1.5% death.

2.3. Results far after surgery

The extra survival time after surgery was 30.6 £ 1.5 months, the 1-year
survival rate was 86%, after 2 years 71.1%.

Factors that affect the survival time are: Number of tumors, the number of
satellites around the tumor and the stage of disease in the veins.

The average recurrence time after surgery was 25.4 + 1.9 months, the
recurrence rate after 1 year was 34.7% and after 2 years was 41.9%.

Factors that affect the time of tumor recurrence are: the number of tumors
and the number of satellite satellites around the tumor.

REQUEST
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1. A gallbladder drainage should be placed to assess biliary tract injury
during surgery and to monitor postoperative liver failure in large cases of liver
resection.

2. Further research on the distal outcome of Glisson selective liver excision,
especially Takasaki's technique.



