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GIOI THIEU LUAN AN

1. Pit vin dé

Ong dong mach la mot 6ng két ndi dong mach phéi va dong mach
chu, thudong tu dong trong vong 48 gid dau sau dé. Bénh 1y con dng dong
mach 12 sy ton tai cua 6ng dong mach nay sau 72 gio.

Day 1a mot di tat pho bién véi ty 1& khoang 1/2000 tré sinh sdng véi
ty 16 nam gap doi nit. Trong d6, co tir 5% dén 10% gip trong cac di tat
tim bam sinh khac. D tudi trung binh néu khong dugc diéu tri 17 tudi.

Triéu ching dién hinh cua bénh 1a tiéng théi lién tuc khoang lién
suon II bén trai, tuy nhién trong mot sé bénh 1y kém theo hoidc & tré
non thang thap cin véi ting ap luc dong mach phdi cao thi tiéng thoi
nay khong dién hinh.

Gross da phau thuat thanh cong truong hop dau tién bang thit 6ng &
mot bénh nhan nit 7 tudi vao nam 1938. Phiu thuit ndi soi ciing da
duoc ap dung cho diéu tri bénh 1y ndy ¢ nhiéu trung tdm phau thuat
tim mach trén thé gidi tir sau nam 1993 khi Laborde va cong su tién
hanh thanh cong trén 39 so sinh va tré nho. Phuong phap nay cho thay
n6 c6 rat nhiéu vu diém nhu: han ché tdi da thuong ton ciia nguc, thoi
gian mo ngin, thoi gian nim vién ngin, gia trj thim my cao do vay
chi phi diéu tri cling thap. Tuy nhién phuong phéap diéu tri nay ciing
chi dugc ap dung ¢ nhitng trung tdm 16n, cAn ngudi ¢ kinh nghiém,
c6 kha ning gdy mé mot phdi, dic biét ddi v6i tré so sinh thi van dé
nay cang tré nén kho khian. Mot diém dang lwu y nita 1a: mic du
phuong phap ndi soi thit dng bang chi hoic kep 6ng bang clip khong
ngirng duge cai tién tuy nhién theo céc tac gia gan day thi van con ty
1& shunt tén luu khoang tir 0-5,9%.

Hién nay & Viét Nam, viéc diéu trj bénh CODM be‘ing phau thuat noi
soi 10ng nguc duoc Cao Dang Khang va cong su dd bao cdo thanh cong
trén 15 tré 16n ndm 2008. Tai vién Nhi Trung Uong, ching toi di tién
hanh phau thuat nay tir nim 2012. Tuy vdy, nhimg van dé con ton tai
hién nay la: day 1a phau thuat khé, chwa c6 bénh vién nao tién hanh trén
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tré nhd, chua c¢6 nghién ctru nao vé md ndi soi & tré em dudi 6 tudi. Vi
vay, chiing toi tién hanh nghién ciru: “Panh gia két qua phiu thuit ndi
soi cip 6ng dong mach bing clip & tré em tai Bénh vién Nhi Trung
wong” voi myc dich sau:
1. Mé ti dic diém lam sang, cdn lim sang & bénh nhéan con éng
dong mach dwoc phiu thudt nji soi cdp clip ong dpng mach.
2. Ddnh gid két qud phdu thudt néi soi cdp clip éng dopng mach va
phén tich mgt sé yéu té lién quan.
2. Tinh cip thiét ciia dé tai

Trén thé gidi, nghién ctru va tng dung phau thuat noi soi 16ng nguc
diéu tri 6ng dong mach da duoc nhiéu tac gia cong bd da khéng dinh
phuong phap diéu tri nay 13 hiéu qua va su an toan, it bién chung, thoi
gian nam vién ngén, tinh thAm my cao. Tai Viét Nam, moi c6 nghién cuu
ctia Cao Pang Khang vé phau thuét ndi soi cho nhing tré 16n. Tuy nhién,
tuy nhién phau thuat noi soi ¢ tré em dic biét ¢ tré so sinh van 1a van d& kho,
chua ¢ nghién ciru nio trong nudce vé vin dé nay.

Tai Bénh vién Nhi Trung Uong, chiing t6i dé tién hanh phau thuat nay
gan 6 nam da timg budc gidi quyét mot s6 van dé lién quan dén chi dinh
md ciing nhu trién khai k¥ thuat phau thuat ndi soi clip dng dong mach. Do
vay, viéc tong hop va rat kinh nghiém phau thuat ndi soi 1ong nguc clip dng
dong mach tai khoa Ngoai téng hop — Bénh vién Nhi trung wong s& gop
phéan x4y dung chuyén nganh phau thuat 16ng nguc tré em ¢ Viét Nam.

3. Nhitng dong gép moi cia luan an

Day 1a cong trinh dau tién & Viét Nam nghién ciru c6 hé thong vé
viéc lua chon bénh nhan 6ng dong mach cho phau thuat néi soi,
nghién ciru k§ vé cach bb tri dat troca trong phau thuat ndi soi 1ong
ngue, k¥ thuat phiu tich ng dong mach va clip éng. Ching minh vai
tro va tinh kha thi caa phiu thuat ndi soi trong diéu tri ong dong
mach. Két qua nghién ciru nay 1a tién dé cho mé rong ki thuat phiu
thuat nay ra cac bénh vién khac, bénh vién tuyén co s& (bénh vién
tuyén tinh, bénh vién khu vuc).



4. Bo cuc ciia ludn 4n

Luan an day 119 trang khé gidy A4, duoc phéan ra 4 chuong, trong
d6: dat van dé 02 trang, tong quan: 33 trang, dbi tuong va phuong phap
nghién ciru: 22 trang, két qua nghién ctru 27 trang, ban luan: 33 trang, két
luan: 02 trang.

CHUONG 1: TONG QUAN
1.1. Chéin doan bénh con 6ng déng mach
1.1.1. L&m sang:

Viéc chan doan bénh dya va triéu chimg dién hinh ciia bénh 1a c6
tiéng thdi lién tuc & khoang lién suon 2 bén trai. Tuy nhién, thong thuong
& mot tré ¢6 bénh 1y nay thuong khong c6 biéu hién 1am sang gi, hoic
bénh nhan thudong dén véi cac dot viém phdi, hodc tinh cd phat hién
do mot bénh ly khac. Theo bdo cio ciia Campell, ) lugng bénh nhan bi
b6 sot do khong dugc diéu tri tinh theo Ira tudi 1a cao: nhom tir 2-19 tudi
c6 0,42%/nam, nhom tir 20-29 tudi c6 1-1,5%/ndm, nhom tir 30-39 tudi
O 2-2,5%/mam, trén 40 tubi co 4%/mam. Mot sd biéu hién khac cling
gitip dinh huéng bénh nhu cin ning thudng nhd hon so vai tudi trong
mdt phan ba sd tré c6 6ng dong mach hodc c¢6 biéu hién khong ting can,
nhitng tré co tién sir dé non, suy thai quanh dé, thiéu oxy quanh dé.

Céc triéu chimg phu thudc vao ludng shunt trai-phai: shunt qua dng
cang nhiéu triéu chig cang rd va nguoc lai. Hién tugng qué tai dich 1én
hé thong mach phdi gdy nén phu phdi va hau qua 1a giy suy ho hap.
Triéu chimg cua ton tai dng dong mach bao gdbm: mach nay, tim to (la
hau qua cua qué trinh bu trir do giam thé tich hé théng), tiéng thdi cua
tim (thudng it gip ¢ tré dé non), toan chuyén héa khong r& nguyén nhan.
Ap luc tam truong thap gy thiéu mau tuan hoan hé théng anh huong dén
cac co quan nhu rudt, co, than, ndo, da.

- Triéu chung co nang va toan than:

Céc truong hop OPM nhé hoidc dén som, tré thuong khong co triéu
ching toan than hodc co nang gi va dugc phat hién tinh co khi tré di kham
strc khoé.
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Véi OPM trung binh va 16n thuong tré cé cac tri€u chirng nhu la
cham phat trién thé chat, kho thd khi géng sirc, bi viém phdi kéo dai va
hay tai phat.

- Triéu chirng thuc thé:

ODBM 16n hodc dén mudn, cac triéu chung thuong ro:

. C6 bién dang 16ng nguc dién hinh.

. SO c6 rung miu tdm thu & KLS II trai hodc vung dudi don lan rdng,
d6i khi thiy mom tim dap manh va thap hon vi tri binh thuong.

. Mach ngoai bién niy manh, huyét p t6i da ting, huyét ap t6i thiéu giam.

. Nghe tim: Dién hinh 14 tiéng thoi lién tuc & KLS II trai hodc dudi
don trai lan rong nghe thiy ca thi tim thu va tim truong. Trong trudng
hop c6 ting ap DMP ning, tiéng thdi thuong khong dién hinh. Trong mot
sO trudng hop OPM rat nho, tré hoan toan khong c¢6 céc triéu chimg 1am
sang va OPM chi dugc phat hién mot cach tinh cd khi kiém tra siéu am tim.
Vi thé ngudi ta goi d6 1a OPM “cam” hay “yén lang”.

1.1.2. Cac diu hiéu cin 1am sang
1.1.2.1. Déu hiéu X-quang:

Tim to, chi s tim/nguc tang trén 55% véi tré nhil nhi, cung dong
mach phdi ndi, thuong tén nhu mé phdi viém phé quan phdi.
1.1.2.2. Dign tim do:

Danh gi4 trang thai ting ganh tAm truong that trai, day tht trai, nhi trai.

Danh gia day that phai, nhi phai
1.1.2.3. Siéu am:

+ Siéu am 2D: thiy truc tiép dng dong mach & khoang 90 - 100% & tré em.

+ Siéu am Doppler mau: voi d6 nhay 1a 96% va dac hiéu 1a 100%, co
thé tinh ap lyc dong mach phdi qua trung gian chénh ap luc dng dong
mach, van ba 14, van dong mach phéi.

Cic chi sé ddnh gid mikc dé lon ciia ong dong mach

a.Kich thude ong dong mach: Puong kinh éng dong mach s& dugc
tinh tai vi tri nho nhat cua 6ng dong mach (thuong vé phia phéi).

Puong kinh ong dong mach/kg cin ning: Theo El Hajjar va cong
su, ty 18 duong kinh 6ng/ kg can niang > 1,4 biéu hién shunt c6 y nghia
(v6i do nhay 94%, do dac hi¢u 90%).
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b. Puong kinh 6ng déng mach/ dwong kinh dong mach phéi trdi:
Theo Ramos va cong su, & bénh nhan co 6ng dong mach vira va 16n co
nguy co phai can thiép diéu tri cao gip 15 1an so vdi dng dong mach nho.

c.Udc luong dap lyc dong mach phéi qua chénh ap 16i da qua 5ng dong mach.

Dua vao sy chénh ap toi da qua 6ng dong mach co thé ude luong ap
luc cta dong mach phéi, qua do6 danh gié tinh trang tang ap phéi.

C. Mirc d¢ gian ciia buong tim trdi

Ty 1&¢ NT/PMC ting va duong kinh that trai ting 1a diu hiéu cta
6ng dong mach voi shunt ¢6 ¥ nghia. Theo El Hajjar, ti 18 NT/BDMC > 1.4
du doan con ong dong mach véi shunt cé y nghia (46 nhay 92%, do dac
hiéu 91%).
1.1.2.4. Thong tim: chi d6i véi mot sd it trudng hop véi muc dich do ap
lyc dong mach phé)i.
1.2.2.5. CT Scanner:
CT scanner ciing dugc str dung nhung rat han ché vi khéng mang lai
nhiéu hiéu qua trong chin doan va tién luong.
1.2. Phiu thuét ndi soi diéu tri con 6ng dong mach:
1.2.1. Chi dinh phiu thujt
1.2.1.1. Chi dinh ciia phiu thuit déi véi tré so sinh
- That bai sau 2 lan diéu tri ndéi khoa (indo methacin hoic
ibuprofen), hodc chéng chi dinh voi indomethacin

Huyét dong hoc ctia huyét ap dong mach (huyét ap trung binh) nho
hon so véi tudi thai nhi

Suy tim
Chi s6 left atrial-aortic root > 1,6

Téc d9 trung binh & dong mach phdi trai > 0,6m/s

- Ong dong mach > 3 mm, hodc dng qua 16n giy bién dbi vé
huyét dong hoc.
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1.2.1.2. Chi dinh diéu tri chung cho tré 16n:

Thoi diém duoc coi 13 tot nhat 1a dudi 1 tudi theo Kirklin (1993),
Rudolph (1996) thi tudi nén md 1a trudc 6 - 8 thang tudi. Bénh mach mau
phdi nghiém trong, bénh éng dong mach dd chuyén chiéu shunt phai -
trai thi khong c6 chi dinh mo6 déng dng.

1.2.2. Dung cu va trang thiét bi sir dung: Str dung cic dung cu chuyén
dung cho phau thuat noi soi 1ong nguc.

CHUONG 2
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. Pdi twong nghién ciru
D6i tugng nghién ctru gdm nhitng bénh nhan dwoc chan doan va
diéu tri phau thuét ndi soi bénh con dng dong mach tai Bénh vién Nhi
Trung wong tir thang 5/2010 dén thang 3/2012.
2.1.1. Tiéu chuén chon bénh nhan
- Tét ca cic bénh nhan dugc chan doan xac dinh con 6ng dong
mach, sau siéu Am tim 2 14n.
- Co6 duong kinh ODM < 8 mm trong md
- Cannang tr 2 kg trd 1én
- Tubi tir so sinh cho dén dudi 6 tudi.
- ODM don thuan
- ODM c6 di tat bam sinh khong phu thudc dng co: thong lién thét,
thong lién nhi ...
- ODM duogc phau thuat noi soi thanh coéng hodc chuyén md
mé hoic thét bai.
- Pay du hd so va cac thong sb nghién ctru
- Gia dinh bénh nhin ddng thuin tham gia vao nghién ciru.
2.1.2. Tiéu chun loai trir
- Cac truong hop bénh an khong day du thong sd nghién ciru.
- Cac truong hop dng dong mach trong md ¢6 duong kinh 16n trén 8 mm.
- Céac trudong hop 6ng quéa ngdn khong thé cap clip duoc
- Nhitng bénh nhan dang c6 nhiém tring ning
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- Nhitng bénh nhan khong gy mé dugc cho md néi soi

- Dj tit bAm sinh phu thude 6ng, loai nay c6 3 nhom.

- Céac truong hop gia dinh bénh nhan khong dong thuan tham gia

vao nghién cuu.

2.2. Phwong phap nghién ciu
2.2.1. Thiét ké nghién ciru

- Nghién ctru tién ctiru mo ta.

- Nghién cutu sinh ciing tham gia phﬁu thuat, truc tiép ph?iu thuat,
theo d&i sau md va danh gia két qua.
2.2.2. Co méu

C& mau duge tinh dya theo cong thtc:

Z%q) p(1-p)

n= a2

Trong do:

n: s6 bénh nhin can nghién ctru, Z: hé sb tin ciy ¢ muc xac suat
95%, p: ti 1¢ bénh nhan mo thanh céng khong c6 shunt ton lwu qua trinh
diéu tri, can clr vao nghién ctru trudc trén thé gidi (e lugng 94%), d:
sai s6 khi wdc luong ti 1& con shunt ton luu (0,06), o: 1a mic ¥ nghia
thong ké y hoc, thuong str dung a = 0,05 twong tig voi do tin cay 95%,
s6 bénh nhan can nghién ctru it nhat 1a 60 bénh nhan.

2.2.3. Cdc buéc tién hanh nghién civu

- Lap bénh an nghién ctru mau voi cac thong sd nghién ciru chi tiét.

- Pang ky va lam bénh an nghién ctru cho cac bénh nhén c6 du
céc tiéu chuan chon nghién ciru.

- Tién hanh chén doan va phau thuét cho bénh nhan theo quy trinh.

- Tép hop cac bénh an nghién citu cia cdc bénh nhan co chan
doan con 6ng dong mach. Lap ké hoach theo dbi va ding ky vao cac
bénh 4n nghién ctru két qua sau phiu thuat 6 thang va 12 thang ddi
voi cac bénh nhan nay.

- Tép hop, xtr Iy va phan tich s liéu thu duoc qua cac bénh 4n nghién
ctru dé riit ra cac két luan theo nhitng muc tiéu nghién ciru da dé ra.

2.3. K¥ thuit mé ndi soi b¢nh con 6ng dong mach
Céac budc thyc hién k¥ thuat phau thuat:
- Tu thé: Bénh nhan ndm nghiéng phai 80 d6 so voi mit ban.



- Vi tri dat trocar: co6 4 trocar:

o Trocar 1: khoang lién suon 8 dudng nach sau cho 6ng soi

o Trocar 2: khoang lién sudn 7 cach trocar thir nhat khoang 3cm vé

phia cot sdng cho dung cu phau thuat va kim mang clip.

o Trocar 3: khoang lién suon 7 duong nach truée cho dung cu phau thuat.

o Trocar 4: khoang lién sudn 3 duong nach truéce cho dung cu vén phoi.

- Ap lyc bom hoi 4 — 6 mm Hg, luu luong 1 lit/pht

- K¥ thuat:

o Gat thuy trén phdi vao trong va xudng dudi boc 16 ving dng dong
mach. Nhan dinh r6 cac thanh phén can thiét bao gém: quai dong mach
chu, 6ng dong mach, than kinh thanh quan quat ngugc, than kinh X, than
d6ng mach canh tay dau.

o M@ phé mac theo bo truée dong mach chu tir phia dudi dng cho
dén noi xuat phat ciia dong mach dudi don.

oKéo vat phé mac cung diy than kinh X va day quit nguoc vao
trong, phau tich dé nhin rd day than kinh quit nguoc

o Boc 10 éng dong mach, béc tach khe trén va dudi gitra dong mach
cha va 6ng dong mach. Boc tach mit sau dng dong mach cho dén khi
ludn dwoc kim phau tich qua mit sau dng dong mach 1én goc giita 6ng
dong mach va dong mach chu phia trén éng.

o Ludn mot doan chi Vieryl 2/0 va kéo qua mit sau xudng khe
dudi cua 6ng dong mach véi dong mach chii. Nang soi chi dé kéo ong
dong mach ra trudc

o Pua kim mang clip vao trong 1dng nguc, dwa qua 6ng dong mach
va clip 6ng dong mach bang 1 hoic 2 clip.

o Rut 3 trocar cho dung cu va khau vét rach

o Bop bong 1am phdng phdi, rit trocar cho ng soi va khau lai vét rach
2.2.3 Céc tham s va bién sé nghién ctru

o Dic diém lim sang va cdn lim sang truée mé

o Mt sé dic diém dwoc thu thip trong mé

o Mgt sé dic diém dwoc thu thip sau mé

o Kham lai bénh nhdan sau khi ra vién
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CHUONG 3: KET QUA NGHIEN CUU

e Trong thoi gian tir thang 5/2010 dén thang 3/2012, chung t6i tién
hanh phﬁu thuét cho 109 bénh nhan, thu duoc két qua nhu sau:
3.1. Cac dic diém chung vé 1Am sang
3.1.1. Gioi tinh:

o C0 48 bénh nhan nam va 61 bénh nhan nit vdi ty 1€ nam/nir 1a: 1/1,27
3.1.2. Pic diém vé tuéi:

e Tudi trung binh ctia nhém bénh nhan 1a 7,93 (thang), thap nhat 1a 1
thang tudi, cao nhat 1a 61 thang tudi. Tudi trung vi ctia nhom 1a 4 thang tudi.

e S4 bénh nhan duge phau thuat ¢ giai doan so sinh 1a 12, giai
doan tir sau so sinh dén 3 thang 1a 43, sau 3 thang dén 6 thang 1a 37, trén
6 thang la 31. Trong nhom nghién ciru cta chung t6i, da s bénh nhan
nhé hon 6 thang tudi, chiém 71,6%.

3.1.3. Dic diém vé cin ning:

e Can nang trung binh cua nhém nghién cuu la: 5,12 = 2,31 (kg),
thdp can nhat 1a 2,1 kg, ning nhét 1a 15 kg. S6 bénh nhan dugc mo nho
hon hoac béng 5 kgla 75 chau, chiém 63,56% téng s6 bénh nhan.

3.1.4. Tién sir sin khoa:

e Trong nhom nghién ctru co: 5 me st trong thoi ky 3 thang dau, 8
me bi Rubella thoi ky bao thai, khong co tré nao co tién st ngat quanh
dé, c6 2 bénh nhan bi tim sau dé. C6 51 bénh nhan dé non va can nang
thap dudi 2500 gram (1200-2500 gram) chiém 46,8%, du thang c6 58
bénh nhan chiém 53,2%.

3.1.5. Dic diém vé tien sir bénh:

e Biéu hién viém phdi tir 1 dén 4 1an gip & 54/109 bénh nhan, chiém
ty 16 gan 50%. C6 5 bénh nhén 1a so sinh c¢6 biéu hién suy ho hap phai tho
may trude md. C6 31 chau phai didu tri viém phéi ngay trude mo.

e 55 bénh nhan dugc tinh ¢o phat hién ra bénh do ting can cham
15 (13,76%) chéu, di kham dé chuén bi mb mét 8 (7,3%), hodc kham st
khoe vi nhimng 1y do khac...32 chau chiém 29,36%. C6 51 bénh nhan d¢
non thang chiém 46,8%, dii thang c6 58 bénh nhan chiém 53,2%. Triéu



10

ching thuong gip nhit 1a viém phdi chiém 49,6%, tiép theo 1a nhom
bénh nhan cham tang can.

e Chén doan chinh xéc éng dong mach chiém 20,2%, chan doan
goi y dén bénh tim chiém 21,1%.

3.1.6. Cdc diu hiéu co ning

¢ Dau hiéu ho, sot do hoic khong do viém phoi chiém da s6 78,9%
3.1.7. Cdc diu hiéu thuc thé

o Tiéng thoi lién tuc 1a d4u hiéu gap nhidu nhat véi ty 18 97,2% cac
truong hop.

3.2. Cac déu hi¢u cin lam sang

3.2.1. Cdc diu hi¢u X quang: Chi s tim nguc cao va cung dong mach
cha phong gip trong da sb cac trudng hop.

3.2.2. Siéu am tim:

e Duong kinh trung binh ciia éng dong mach 14 4,91 mm (nho nhit
1a (nho nhat 12 2,95 mm, 16n nhét 1a 8,2mm), chiéu dai trung binh khoang
7 mm (ngan nhét 12 2,9mm, dai nhat 1a11,6 mm), Dau hiéu gidn nhi va
gian that trén siéu 4m gip phd bién, chiém 73,4% va 58,7%. Nhom bénh
nhan c6 tang ap lyc phdi tir nhe dén ning chiém 78%.

e Theo phan loai cia Nadas va Fyler, s6 bénh nhan trong nhom 11 a
chiém da sd 55,1%, nhém bénh nhan nang [ b chiém 23,9%.

3.3. Méi lién quan giira cic yéu t6 1Am sang
3.3.1. Lién quan vé tién sir viém phoi va ting dp luc dpng mach:

e Nhom bénh nhan c6 viém phdi co ty 18 cao gip ting ap lyc dong
mach phdi tir mic trung binh dén ning cao hon & nhom cac 1y do khac
mdt cach c6 y nghia théng ké voi P= 0,028 (OR=2,04, 1,01/4,39).

3.3.2. Lién quan vé tién sir viém phéi va tuéi mo:

e Nh6m tudi md nhé hon va bang 4 thang c6 tién st bi viém phdi
cao hon han nhom trén 4 thAng mot cich co y nghia théng ké véi
P=0,004; OR = 3,3 (1,5-7,2).

3.3.3. Moi lién quan giita cin néng va diéu tri viém phéi truéc mé:

e Nhom c6 can ning thap hon 5 kg thi gip ty 1¢ bi viém phéi cao
hon nhém trén 4 kg mot cach c6 ¥ nghia thong ké véi P = 0,032.
OR=0,38(0,15 - 0,98).
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3.3.4. Méi lién quan giika cin ndng va tién sir viém phoi:

e Nhoém c6 can ning thap hon 4 kg c6 ty 1& bi viém phdi cao hon nhém
¢6 can nang cao mot cach cd y nghia véi P=0,012; OR=2,7(1,2—6,1)
3.4. Cic chi sb siéu 4m
3.4.1. Lién quan giiva tuéi mé véi ting dp luc dpng mach phoi:

e Nhom bénh nhan nho hon 4 théng tudi co ty 1& gap ting ap dong
mach phdi tir trung binh dén ning cao hon hian nhom khong ting dp dong
mach phdi hodc ting nhe mot cach c6 ¥ nghia thong ké véi P = 0,039
(OR=2,14; 1,01/4,62).

3.4.2. Méi lién quan giita cin néng va ting dp dong mach phoi

e Nhom c6 can niang dudi 4 kg cé ty 1é ting ap phdi tir trung binh
dén ning cao hon mot cach c6 ¥ nghia so voi nhom c6 can ning trén 4 kg
voi P =0,026. OR = 2,4(1,1/5,4).

3.4.3. Chi sé dwong kinh ong / cdn ning (PK/CN):

e Chi s6 DK/CN trung binh 1a: 1,09 + 0,41 (0,28 — 2,18). Trong
do6, c6 25 truong hop c6 chi s6 nay > 1,4 chiém 22,9%, con lai phan 16n
c6 chi s6 nay nho hon 1,4 chiém 77,1%.

3.4.4. Chi s6 DK/CN vdi ty I¢ bi viém phoi:

e Nhém bénh nhan c6 chi s6 DK/CN trén 1,4 c6 ty 1¢ bi viém phoi
cao hon nhom c¢6 chi sb nay thap hon hon 1,4 mot cach cé ¥ nghia voi
P=0,000; OR=0,17(0,058-0,497).

3.4.5. Chi s6 PK/CN véi tién sir viém phoi:

e Nhom bénh nhén cé chi sé PK/CN trén 1,4 c6 ty 1& phai diéu tri
viém phdi truéc md cao hon nhém cé chi sb nay thap hon hon 1,4 mot
cach co y nghia vdi P=0,000; OR= 8,18 (3,04-21,99)

3.4.7. Lién quan giia chi sé PK/CN véi tuéi mo:

e Nhom bénh nhan co chi sé DK/CN cang cao thi tudi mé trung binh
cang thdp mot cach co y nghia.

3.4.9. Chi s6 dwong kinh nhi trdi/ quai dpng mach chii (NT/DMC)

e Chi s6 NT/DMC trung binh 1a: 1,34 + 0,23 ( 1,00 — 2,10). Trong
do6, c6 29 trudng hop c6 chi sb nay 1,4 chiém 26,6%, con lai phan 16n co
chi s6 nay nho hon 1,4 chiém 73,4%.
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3.5. Két qua nghién ciru phiu thuit

3.5.1. P dai éng dpng mach trong mé: Da s6 bénh nhan c6 kich thude
chiéu dai dong mach trung binh tir 4 — 8 mm chiém 75,2%.

3.5.2. Pwong kinh ong dong mach:

e Da sb bénh nhan c6 duong kinh dong mach tir 4 — 8 mm chiém 79,8%.
3.5.3. Khé khdin trong phéu thugt:

e Ty I¢ 1o khi trong mo thép 4,6%, trong khi d6 vi tri ctia dung cu
khong phi hgp chiém 5,5%.

3.5.4. Cdc bién chirng trong phéu thudt:

Khéng gip bién ching ning trong phau thuat. Khong c6 tir vong trong
md. C6 hai bénh nhan phai chuyén mé mo do viém dinh nhiéu va khong
c¢6 chay méau trong mo, khong co thuong ton than kinh thanh quan quit
nguoc ghi nhan trong mé. Khong can dit dan luu sau mo.

3.5.5. Thoi gian phdu thudt:

e Nhan xét: Thoi gian md trung binh 1a 30,2+10,8 pht (15-70 phut),
da s6 bénh nhan c6 thoi gian mo it hon 30 phut chiém 71,6%

3.5.6. Thoi gian thé may trung binh sau mé

e Thoi gian th may trung binh sau md 1a 10,2 + 9,1 gio, 45,8%
bénh nhén c6 thoi gian thd may dudi 6 tiéng.

3.5.7. Thoi gian nim vién trung binh sau mé: Thoi gian nam vién
trung binh sau md 1a 4,9:+2,8 ngay (tir 2-18 ngay), s6 bénh nhan nam vién
dudi 3 ngay chiém 37,6 %.

3.5.8. Cidc chi so vé huyét dong trong qud trinh phiu thudt:

e C6 69 bénh nhéan dugc thong khi 2 phdi, va co 40 bénh nhan théng
khi 1 phdi.

e Chi sb huyét dong thay doi khdng khéc biét & cac thoi diém trong
phau thuit so véi truée phiu thuat, ddng thoi vAn nam trong gidi han
sinh 1y binh thuong cia Ita tudi. HA trung binh dong mach cé khac biét
mang ¥ nghia thong ké tai thoi diém T1 sau bom hoi so v&i ban dau tuy
nhién khong c6 y nghia trén 14m sang do van trong gi6i han binh thuong.
CVP thay d6i khong co y nghia thong ké.
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3.5.9. Thay déi khi mdu, ty s6 PaO,/FiO,, lactate

e pH giam tai thoi diém sau bom hoi 30 phdt, trong @ng véi PaCO2
tang cao ¢ thoi diem nay. pH gidm c6 y nghia thong ké tai cac thoi diém
T2 so véi thoi diém TO sy khac biét c6 y nghia thong ké, nhung khong co
y nghia vé mat lam sang, HCO3 tai cac thoi diém sau bom hoi khac
biét khong c6 y nghia thong ké so voi thoi diém trude bom hoi. Cac gia
tri BE va lactat khong c6 khac biét qua cac thoi diém bom hoi.

3.5.10. So sdnh giita thong khi mét phéi va hai phoi ¢ thoi diém T2

e khong c6 su khac biét giita gdy mé bang thong khi mot phoi va hai
phoi ¢ huyet dong va khi mau
3.5.11. Bién chirng gdp sau mé:

e Ty 1¢ bién ching sau mo thap chiém 1,8%: 1 bénh nhan tran khi
mang phoi va 1 bénh nhan tran dich mang phoi, di€u tri ndi khoa thanh
cong cho ca 2 truong hop.

3.5.12. Bing theo doi sau phiu thudt:
¢ 100% bénh nhan dugc kham va theo lai dinh ky sau md
e Thoi gian theo ddi trung binh la: 18 thang
Bdng 3.37: Theo ddi sau 3 thang

Theo d&i sau phiu thuét S6 lwong | Ty 16%

Tiéng thdi tdm thu 0 0

Lam sang Khan tiéng mat tiéng

Viém phoi

Con shunt ton luu
Gian that
Gian nhi

Tang 4p dong mach phoi

Siéu am tim

Chi s tim ngue > 55%

X quang

oO|jloo|lo|lo|jo|o|u|O

Cung dong mach chi phong
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3.5.13. Lién quan giita tuéi mé va phéiu thugt:

Bdng 3.39: Lién quan gia tudi mé va phdu thuat:

Tudi md
<4 thang (59) |> 4 thang (50) P
Thoi gian md (phut) 256+71 | 356+112 | p=0,01
Thoi gian thé may (gio) 122+102 | 79+69 |p=0,013
Thoi gian nam vién sau mo (ngay)| 54 +3,3 43+19 |p=0,003
3.5.14. Lién quan giiva cdn ning va phiu thudt:
Bdng 3.40: Lién quan gi@#a can ngng va phdu thugt:
Can nang p
<5kg (68) | > 5 kg (41)
Thoi gian mé (phit) 26,7+8,8 |36,1+115 | p=0,01
Thoi gian the may (gio) 119+103| 7656 |p=0,01
Thoi gian nam vién sau md (ngay) | 5,2 + 3,2 43+18 | p=0,01

3.5.15. Méi lién quan giiva thé mdy sau mé va viém phoi:

e Nhom bénh nhan c6 tién st viém phoi co thoi gian thd may sau mo

dai hon nhom khéng ¢ viém phdi mot cach c6 y nghia thong ké p<0,05.

3.5.16. Moi lién quan giita kich thudc ciia éng dpng mach va thoi gian

tho mdy sau mo:

e Nhoém bénh nhan ¢6 viém phoi c¢é thoi gian thd may sau mo 1au

hon mét cach c¢6 ¥ nghia so voi nhom khong c6 viém phdi véi p < 0,05.

3.5.16. Méi lién quan giita chi sé dwong kinh éng dpng mach/ cin
ning va thoi gian thé mdy sau mé: ¢ chi sé duong kinh éng dong
mach/can ning > 1,4 c6 thoi gian tho may sau md lau hon mot cach ¢ y
nghia so vai nhom con lai mot cach c6 y nghia, vai p < 0,05.
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CHUONG 4: BAN LUAN

4.1. Ban luén vé diic diém 1am sang cia doi twong nghién ciru
4.1.1. Dic diém chung ciia doi twong nghién ciru
4.1.1.1. Gioi:

Su phan bd vé gisi khac biét rd, ty 1 nit gip nhiéu hon nam la
1,27/1. Két qua nay ctia chung t6i pht hop véi cac nghién ctru vé su phan
bd gidi trong bénh con 6ng dong mach cia cac tic gia trong va ngoai
nudc. Trong nghién ciru cua Kenedy nam 1998 1a 1,96/1.
4.1.1.2. Tuéi:

Tudi trung binh cia nhom nghién ctru 13 nhém nghién ciru 14 7,93
thang tudi. C6 12 tré so sinh, trong d6 ¢6 5 bénh nhan bj suy tim, suy hod
hap phai thd may trudec mo. S6 bénh nhan dudi 6 thang tudi chiém da s6
trong nghién ciru chiém t&i 71,6%. Nhu vay, ngoai trir cdc nghién ctru
chuyén biét vé nhom bénh nhén so sinh va dé noncac nghién ciru chung
vé bénh con éng dong mach déu cé Ita tudi trung binh cao hon nhém
nghién ctru clia chung t6i, giao dong tir 9,6 thang dén 15,9 tubi.
4.1.1.3. Can nang

Chi s6 can nang trung binh 1a 5,12 kg da s6 bénh nhan cé can ning
thap hon 5 kg chiém ty 1& 63,56%, co dén 19 (17,4) chau can ning thap
hon 3 kg tuong duong véi bénh nhan so sinh. So sanh védi cac tac gia
khac, chung t6i nhan thiy can ning ctia bénh nhan trong nghién ctru cua
ching t6i thap hon.
4.1.1.4. Tién si bénh:

Ly do dén kham bénh chi yéu 1a do viém phdi va suy hé hép chiém
gan 50% trén tong s6 bénh nhan. Dau hiéu ting cin chdm ciing chiém ty
1€ cao 13,8%, tuy nhién day khong phai dAu hiéu dic hiéu cua bénh. Mot
s tré duge phat hién do di mé mét do nguyén nhan Rubella bam sinh.

Nhu véy, nhitng d4u hiéu thuong gip bd me cho tré di kham 1a cham

phat trién thé chat va viém phoi.
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4.1.2. Dic diém lim sing:
4.1.2.1. Tiéng théi cua tim:

Trong nhom d6i twong ciia nghién ctru chung t6i, dau hiéu tiéng thoi
lién tuc khi nghe tim chiém da s6 97,2% cac trudng hop nay. Pdi chiéu
véi cdc nghién ctru tac gida Bui Duc Phu 1a 94,3%.

4.1.3. Pic diém ciia chin dodn hinh dnh
4.1.3.1. X quang tim phoi:

Trong nghién ciru cia ching t6i, chi sd tim ngyuc trung binh la
58,28%, trong do c6 65,2% c6 chi ) nay trén 55%, trong khi theo Tran
Thi An ty 1€ nay 1a 80,6%, theo Bui Ptiic Phu 1a 53,9%, Pham Hitu Hoa
14 84,2%.
4.1.3.2. Siéu am tim
4.1.3.2.1. Kich thuéc trung binh éng dong mach:

Puong kinh trung binh ctia dng dong mach 1a 4,91 mm (2,95 -
8,2mm), chiéu dai trung binh khoang 7 mm (2,9mm-11,6 mm). Trong d6
phia chii ¢c6 dudng kinh trung binh 16n hon phia phéi. So véi cac tac gia
khac, duong kinh dng dong mach cua ching toi nho hon cua Chen va
tuong tu nhu ciia Vanamo.
4.1.3.2.2. Ap e déng mach phoi:

Tang ap luc dong mach phdi 13 mot biéu hién ting ning cua bénh
con dng doéng mach. Trong nghién ctru cua chung toi (bang 3.11): 59
truong hop ¢6 tang ap luc dong mach phdi trudc mo tir trung binh dén
ning, chiém 54,13% trong tong sé bé nh nhan, 50 bénh nhan khong co
tang ap luc dong mach phdi hoic ting nhe chiém 45,87%.

4.1.4. Cic yéu té lim sing dnh hwéng dén bénh con ong dpng mach
4.1.4.1. Viém phoi ¢ tré con ong dong mach:

Bénh nhan bi viém phdi dén kham va duoc phat hién ra bénh co
Ira tudi trung binh thip khoang 6 thang tudi, trong khi nhom dén
kham vi cac Iy do khac cao hon mot cach c6 ¥ nghia 1a 10 thang tudi,
v6i P<0,05. Mt khac, két qua ciling chi ra ring nhém bénh nhan dudi
4 thang tudi ciing c6 ty 1¢ bi viém phdi cao hon han nhom trén 4 thang
tubi mot cach c6 ¥ nghia théng ké véi P = 0,004; OR = 3,3 (1,5-7,2).
Két qua nay cho thiy viém phdi 1a ddu hiéu xudt hién s6m nhat & tré
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c6 bénh 1y nay, viém phdi méc nhidu 1in & tré nhoé 1a ddu hidu quan
trong goi y dén bénh ODM.
4.1.4.2. Tuéi mé

Nh6m nhé hon 4 thang tudi phai diéu tri viém phdi va chi dinh mé
ngay sém hon nhém trén 4 thang voi P = 0,021; OR= 0,37
(0,15-0,90), nhom dudi 4 thang tudi ciing cé ty 1é ting 4p dong mach
phéi cao hon hian nhom trén 4 thang tudi voi P = 0,039; OR= 2,14
(1,01-4,62). Nhu vdy, nhém bénh nhé tudi c6 ap luc dong mach phdi
tir trung binh dén nang dé bi viém phdi hon nhém 16n hon 4 thang tudi
va ap lyc dong mach phoi binh thudng va nhe. Do d6 nhiing bénh
nhan dué6i 4 thang c6 ting 4p dong mach phdi tir trung binh dén ning
can duoc chi dinh mé sém.
4.1.4.3. Can nang

Nhom bénh nhan c6 can ning thap hon 5 kg 6 ty 1& viém phoi cao
hon nhom trén 5 kg mot cach rd rang voi P = 0,012; OR = 2,7 (1,2-6,1);
két qua cling tuong ty v6i nhom phai didu tri viém phdi ngay trudc md
va ¢ chi dinh mé ngay P=0,001 OR = 0,233 (0,097-0,56). Nhu viy, cin
chi dinh md sém v6i nhom bénh nhan c6 can ning dudi Skg va bi viém
phdi dé tranh viém phoi tai phat.
4.1.4.4. Tang dp déng mach phoi:

Nhom bénh nhén bi viém phdi c¢é ty 18 ting 4p dong mach phdi tir
trung binh dén ning cao hon mdt cach co y nghia thong ké so véi nhoém
khong c6 biéu hién nay véi P = 0,028; OR = 2,04 (1,01-4,39). Pay 1a mdi
quan hé nguyén nhén va hiu qua chit ch& do sy & mau & phoi, dic biét 1a
khoang k& tao diéu kién thun loi cho bénh 1y nhiém trung phdi, do do
nén chi dinh mo sém.

4.1.5, Cdc yéu t6 cdn Iim sing dnh huong dén bénh con éng dpng mach
4.1.5.1. Puong kinh ong dong mach/can ning:

Nhom bénh nhan c6 chi sé DK/CN trén 1,4 ¢6 ty 18 bj viém phdi cao
hon nhém c6 chi s6 nay thip hon hon 1,4 mot cach co y nghia véi
P=0,000; OR=0,17(0,058-0,497). Nhom bénh nhén phai diéu tri trudc md
do viém phdi ciing chiém mét ty 16 cao hon han trong nhém c6 chi sb
DK/CN trén 1,4 v&i P=0,000; OR= 8,18 (3,04-21,99). RS rang chi $6
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DK/CN cang cao thi nguy co méc viém phdi cang ting 1én. Do do, chi s6
DK/CN rit c6 gia tri trong chi dinh va tién lugng diéu tri.

4.2. Phiu thuit ni soi cip clip 6ng dong mach

4.2.1. Phéu thudt nji soi

4.2.1.1. Thoi gian mé:

Thoi gian md trung binh 13 30,2 £10,8 phut, trong d6 co6 dén 78
truong hop chiém 71% md dudi 30 phat. Két qua nay cua chang toi ¢
murc thdp hon voi da sb cac tac gia, tuy nhién cao hon Nezafazi.

Khi nghién ctru vé thoi gian md voi tudi mo, can ning cua tré, véi
nhing tré dudi 4 thang va dudi 5 kg thi ¢6 thoi gian md ngin hon mot
cach co y nghia so v6i nhom tré co tudi va can ning cao hon. Déi véi
nhom tré nhé, cin ning thip thi trudng md ndi soi s& nhoé hon so voi
nhom 16n hon. Tuy vdy, & nhiing tré nay thi cac t6 chirc nhiéu nudc va
long 1éo hon, thanh mach thudng dai hon tré 16n, dé dang co kéo ma kho
giy sang chin hay chiay mau do vdy ma qué trinh phiu tich ciing tién
hanh dé dang va thuén loi hon. Do vay, thoi gian md nhanh hon.
4.2.1.2. Céc bién chitng trong mé va sau mo:

Nghién ciru trong va sau mé khong c6 tai bién gi, khong c6 bénh
nhan nao phai truyén méu trong va sau mo do chay mau. C6 2 bénh nhan
phai chuyén mé mé do phau tich kho khin vi t6 chirc viém dinh nhiéu.
Khi so sanh v6i cac tac gia khac, chung toi thiy chi ¢ Nezafati 14 c6 ty
1¢ bién chig thap hon, con lai cac tac gia khac déu co ty 1& nay cao hon..
Néu kiém soat tot cac thi trong phiu thuét thi viéc dat din luu 1a khong
can thiét, trong nghién ctru cta chiing t6i khong dung dan lvu mang phoi.
4.2.2. Theo déi hdu phéu:
4.2.2.1. Thoi gian nam vién va thé mdy sau moé

Thoi gian ndm vién sau mo cua phu thude vao thoi gian thd may sau
md va thoi gian phyc hdi cta bénh nhan. Thoi gian thé may trung binh
saumd khoang 10,1 gid, ty 18 bién chirng chung 13 3,7%, do d6 thoi gian
nam vién trung binh sau mé 1a 4,9+2,8 ngay (tir 2-18 ngay). So vdi cac
tac gia Villa, Vanamo, Esfahanizadeh thoi gian nam vién sau md cua
chung t6i dai hon, nhung so vdi Chen ndm 2011 thi thoi nay cua ching
t6i ngan hon.
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Nhom bénh nhéan cé can nang dudi Skg va nhdé hon 4 thang thi co
thoi gian thé may va thoi gian ndm vién lau hon nhom 16n. Piéu nay cho
thiy d4p umg cua tré nho cham hon cua tré 16n nguyén nhan 1a do ddi véi
nhitng tré nho, lugng dich & khoang k& 16n hon so véi tré 16n do vay khi
thay d6i vé huyét dong hoc, va dong mau 1én phdi thi thi su thay déi ¢
khoang k& cham hon do vay anh huong dén hoat dong thong khi ciia phoi
cling kém hon.

Thoi gian thd may sau md & nhém bi viém phéi dai hon mét cach c6
y nghia so véi nhom khong viém phoi. Nguyén nhén 14 do phdi méi diéu
tri, chirc ning phoi con kém, dap ung véi nhimng thay ddi chua cao do
vdy, v6i nhom viém phdi co thé dé lui thoi gian phiu thuat néu c6 thé dé
gitip hoi strc thudn loi hon sau md.

Kich thuéc ODM trén 5 mm va chi s6 DK/CN ciing anh hudéng dén
thoi gian thd may sau mo, cy thé nhdém co chi s nay cao thi thoi gian tho
may ciing dai hon mot cach co y nghia thong ké. Nhu vay, dbi voi nhimg
6ng dong mach 16n thuong kém theo c6 ting ap phdi tir trung binh dén
ning, diéu ndy anh hudng truc tiép 1én phdi gdy & mau & phdi. Do viy,
nhiing ton thuong nay thuong kéo dai sau m6 vi muirc do thich nghi cham
hon dan dén tinh trang phdi thich nghi sau mo6 khéng t6t nhu nhom c6 chi
s6 DK/CN thip, muc do anh hudng dén phdi khong nhiéu.

Nhu véy, thoi gian thé may sau md bi anh hudng boi can ning, tudi,
tinh trang viém phdi trudec mo va chi s6 DK/CN.
4.2.2.2. Cdc bién doi vé khi méau va huyét dong hoc trong va sau mo:

Gay mé mdt phdi va hai phdi khi so sanh vé cac chi sb huyét dong
hoc va khi mau déu khong thiy c6 su khac biét. Thém vao do, bang vé
cac kho khin gap phai trong phau thuat ciing khong thay kho khin nao
gip phai nhu phdi nd qua mirc che lap truong mo. Nhu vay, ddi véi
thong khi mot phdi cho bénh nhén trong qua trinh md ndi soi clips éng
dong mach 1a khong can thiét v6i ap luc bom hoi thip ciing tao di phiu
truong rong can thiét, didu nay gitp rit ngan thoi gian gy mé va giam
thiéu cac kho khin gip phai khi dat ndi khi quan mot bén, giam sang
chan khi quan khi phai dat noi khi quan nhiéu lan....
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4.2.3. Cic yéu té anh hwéng dén phéu thugt
4.2.3.1. Cdc yéu t6 lam sang anh huong téi phau thudt:
4.2.3.1.1. Méi lién quan cia tuéi mé va cdn ndng dén phau thudt:

Nhom trén 4 thang, trén 5 kg c6 thoi gian md dai hon nhom dudi 4
thang, dudi 5 kg mot cach co y nghia thdng ké. Ly do c6 thé do 2 nguyén
nhan: thir nhat dbi v6i tré nho, da sd 6ng dong mach c6 kich thudc nho
hon, thoi gian phau tich boc 16 hét éng ciing s& ngin hon so v6i dng 16m;
thir hai d6i véi tré nho, cac to chirc 1a thanh bao quanh 6ng ciing mong
hon, t6 chirc lién két chtra nhidu nudc hon s& dé& dang va thuan loi hon
cho viéc phau tich.

Thoi gian thd may sau md ciia nhom trén 4 thang tudi, trén 5 kg
ngin hon mot cach cé y nghia so véi nhom c6 tudi md dudi 4 thang, dudi
5 kg. Nhu vy, nhom tré nho tudi va thap can can dugc chim soc va hoi
stzc sau md khé khan hon nhom 16n hon. Tir két qua nay ta ciing thay co
lién quan dén thoi gian ndm vién sau mo: nhom c6 do tudi nho hon 4
thang, nho hon 5 kg c6 thoi gian ndm vién trung binh lau hon 1 ngay so
v6i nhém 16n tudi: thoi gian nam & hoi stc dai hon thi kéo theo ngay
diéu tri sau md dai hon.
4.2.3.1.2. Méi lién quan cia viém phéi dén phau thudt:

Do dan hoi cia phdi di duge do 24 gid trude va 24 gio sau khi md
thit dng dong mach, ting mot cach rd rét. Thoi gian tho gian thé may sau
mod cua nhém c6 viém phdi dai hon nhom khong c6 viém phoi, tuy nhién
thoi gian diéu tri sau md cua hai nhom lai khong c6 su khac biét. Nhu
vay, khi dong éng ddng mach, chirc nang cia phéi duoc cai thién 10 rét,
mic du thoi gian thd may cua nhém viém phdi ¢ dai hon co 18 do mirc
d6 dap tung va diéu chinh cia nhom nay didu chinh c6 cham hon so véi
nhém chua ¢ viém phoi, nhung ciing khong lam thay doi thoi gian diéu
tri sau mo.
4.2.3.2. Cdc yéu t6 cdn lam sang anh huong dén diéu tri hdu phdu:

Nhom bénh nhan c6 kich thuée ong 16n trén Smm, chi s6 DK/CN
trén 1,4, c6 thoi gian thd may 1au hon mét cach c6 y nghia so voi cac
nhom nay c6 chi s thdp hon. Nhu viy voi cac dng dong mach 16n, s&
anh huong dén thoi gian thé may sau mb. Ap luc dong mach phdi ting tir
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trung binh dén ning trudéc md va chi s6 NT/DMC trén 1,4 khéng lam
tang thoi gian thd may sau m6. Nguyén nhan 1a do sau md bénh nhan
khong con ting ap dong mach phdi nén khong anh hudong dén phdi, con
chi s6 NT/DMC mic du cao, c6 biéu hién gidn that tuy nhién thay doi
cua tim va phéi con phu thudce vao muc d dép ung cta tung bénh nhan.
4.2.4. Két qua theo déi sau khi ra vién:

4.2.4.1. Két qua theo déi gan:

Thoi gian theo ddi 3 thang cho thay khong c6 bénh nhan nao c6
shunt ton Iuu, khong c6 biéu hién cia thwong ton than kinh thanh quan
quat nguoc (khan tiéng, mat tiéng), hinh thai tim trd vé binh thuong trén
Xquang va siéu am. khong c6 bénh nhan nao c6 shunt ton luu sau md co
1& do chung t6i ding clip c6 khoa nén khong c6 hién tugng tai mé ng.

Bdng 4.10: So sanh bién chizng trong va sau mé

Téac gia va nam nghién ctiru

Bién ching Vanamo | Nezafati Villa Chlng toi

(2006) (2011) (2003) (2018)
Chay mau 0 0 0 0
Tran khi 3 0 0 1
Tran dich 1 0 2 1
Tran dudng chip 1 0 3 0
Tén thwong than kinh thanh quan 9 0 21 0
Shunt tdn luu 2 14 21 0
Chuyén mé mé 1 15 0 2
Ty 1é 15,5% 0,95% 6,7% 3,7%

4.2.4.1. Theo doi bénh nhan ldu dai

Két qua theo ddi 1au dai tir sau 2 nam cho tat ca cac bénh nhan déu
khong ghi nhan trudng hop nao ¢ shunt ton luwu, khong co ting ap phdi
sau mo.

Hinh thai va huyét dgng thay doi sau phiu thuat:

Két qua ciia ching t6i cling cho thay sy thay doi vé hinh thai trén
siéu 4m khi khong thiy truong hop nao gidn nhi trai va that trai 3 thang
sau phau thuat cy thé 1a khong c6 bénh nhan nao c6 gian that trai va nhi
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trai sau kham 3 thang tré 1én (bang 3.37, 3.38). Theo két qua cia Tran
Thi mai Ngoc cho théy 47,5% bénh nhan c6 gian nhi trai va ty 1€
DK.NT/BK.DMC la 1.4 + 0,2. Puong kinh nhi trdi trung binh 1a 20.6
+4,8 mm trudc can thi€p va 18,8 + 4,3 mm sau can thiép.

4.2.5. Cic diém cin lwu y vé phwong phdp phiu thugt:

4.2.5.1. Tu thé va vi tri ddt troca:

Tu thé bénh nhan cta chung t6i twong ty nhu m6é mé kinh dién nén
khi c6 bién chimg s& d& dang chuyén mé mo nhanh hon. Tu thé nay
gidng voi cua Francois Laborde, con cua Steven S. Rothenberg: tu thé
bénh nhan nghiéng phai 30° khi chuyén sang tu thé kinh dién rat mat thoi
gian, lam cham qua trinh cap cuau.

Vi tri céc troca dé dung cu phau thuat lui xudng phia dudi thip lan
luot 1a: trocar 1: khoang lién suon 9 dudng nach sau cho dng soi, trocar
2: khoang lién suon 9 cach trocar thir nhit khoang 3cm vé phia cot song
cho dung cu phau thuat va kim mang clip, trocar 3: khoang lién suon 7
duong nach trude cho dung cu phau thut, trocar 4: khoang lién suon 3
dudng nach truée cho dung cu vén phdi. Francois Laborde dit camera &
hoan toan mét phia so v6i dung cu phiu thuat s& lam cho mét phau thuat
vién va tay phau thudt vién phdi hop v6i nhau kho khin hon vi khong
cung tiéu diém.
4.2.5.2. Cdch thirc tién hanh phdu thudgt:

Phuong phép phau thuat ctia chung t6i ciing tién hanh gan nhu tuong
tu ctia Francois Laborde. Bé clip duoc toan bo 6ng, ching toi ding 1
soi chi ning toan bo dng 1én va kep clip c6 khoa, nhu vay sé& dong kin
toan bo 6ng. K¥ thuat ctia chung t6i tién hanh mot cach thuén loi d&
dang vira dam bao dugc tiéu chi dong dng vira bao vé cac thanh phan
lan can. Tuy nhién, ciing ¢6 han ché 1a phiu tich bo trén cia éng DM
gap mot chut khé khan trong viéc tich va giai phong rong rai ¢ giai
doan dau vi khe trén giita quai cha va éng dong mach thuong hep do
6ng PM hinh phéu va thuong hay dinh.
4.2.5.3. Clip Hemolock:

Trong nghién ctru cia chiing toi, tat ca cac bénh nhan déu duoc st
dung clip nhya c6 khoa (hemolock), c6 6 truong hop vi tri dung cu kep
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clip khong phu hop do dit troca & vi tri thdp noi xwong suon it di dong.
C6 7 trudng hop clip hong phai thay thé bang clip khac. Nhu viy, uu
diém thir nhat cua clip nhua trong nghién ctru ciia ching toi 1a khong 1am
t6n thuong mach mau. Ciing tir két qua nghién ctru cho thay, 100% bénh
nhan khong c6 shunt tén luu sau phiu thuat, d6 1a vu diém tha hai rat
quan trong. Ddi véi cac tac gia trén thé gidi, tat ca déu lya chon clip titan
khong c6 khoa do vay van c6 trudng hop con shunt ton luu sau mo.

KET LUAN

Qua nghién ctru 109 truong hop bénh 6ng dong mach dudi 6 tudi
tai bénh vién Nhi trung wong tir thang 5 nam 2010 dén thang 3 nam 2012,
chung t6i rit ra két luan nhu sau:
1. Pic diém lam sang va cin 1am sang:
1.1. Pdc diém lim sang:
- Ty 1 nit gap nhiéu hon nam 1a 1,27/1.
- Chi s6 cén nang trung binh 1a 5,12 kg,
- Viém phoi 1a dau hiéu gap som nhat va pho bién nhét, tiép theo 1a
chém tang can.
- Tiéng thoi lién tuc khoang lién sudn 2 bén trai chiém 97,2% la dau
hi€u trung thanh nhét ctia bénh con 6ng dong mach
- Nhom bénh nhéan dudi 4 thang va dudi 5 kg c6 ty 1€ bénh nhan bi
viém phdi cao hon nhom trén 4 thang va trén 5 kg.
- D4i v6i bénh nhan bi viém phdi c6 ty ting ap luc dong mach phdi
tir trung binh dén ning cao mot cach c6 ¥ nghia thong ké.
- Chan doan tuyén trudc ngay cang duoc cai thién.
1.2.  Dic diém cén lim sing
- Chi s6 tim/ngyc trén Xquang trén 55% chiém 65,1%
- Siéu am tim: duong kinh dng dong mach trung binh 1a 4,9 mm,
tang ap dong mach phdi tir trung binh dén ning chiém 54,1%.
- Dau hiéu gian that hay gap nhat chiém 73,4%, tiép dén 1a gian nhi
trai 58,7%.
- Chi s6 DK/CN > 1,4 thi nguy co méc viém phdi ting 1én, c6 gia tri
trong chi dinh va tién lugng diéu tri.
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2. Phiu thuat ndi soi clip ng dong mach va cac yéu t6 anh hudng

2.1.

2.2.

PhAu thuit ndi soi clip 6ng dong mach

Ty 1¢ phau thuat thinh c6ng bang nodi soi dat 107/109 bénh nhan
chiém 98,2%. Hai truong hop phai md mé 14 do dinh phau tich kho
khin chir khong phai do chay méau. Diéu nay ching to phiu thuat noi
soi ¢6 thé tién hanh an toan va thudng quy cho bénh 1y nay.

Thoi gian m trung binh ngén khoang 30 phit.

Bom CO2 vao 16ng nguc trong phau thuat khong anh hudéng dén
céc chi s6 khi mau va huyét dong hoc nén phau thuat an toan.
Thong khi mot phoi 1a khong can thiét trong PTNS clip ODM
Thoi gian nam vién trung binh sau mé ngin khoang 5 ngay.

Tu thé va vi tri dat troca 1a phu hop tao thuén lgi cho thao tac
trong md nén khong gip tai bién nio trong mé.

Clip c6 khoa (hemolock) an toan, khong co bién chimg rach, dut
mach mau va dac biét khong dé lai shunt ton luu qua 6ng dong mach
Ty 1é bién chtng sau md thap va nhe

Theo ddi gin va xa khong c6 shunt ton luu va ton thwong than
kinh thanh quan quit ngugc.

Hinh thai va huyét dong hoc trd vé giéi han binh thuong sau phau thuét.
Cic yéu to anh huwéng

Nhom bénh nhan ¢6 tudi md dudi 4 thang, can ning dudi 5 kg c6
thoi gian md ngian hon so vi nhom 16n hon, tuy nhién thoi gian
thd may sau md lai dai hon kéo theo thoi gian nam vién.

Nhom bénh nhan bi viém phdi c6 kéo dai thoi gian thd may nhung
khong anh hudng dén thoi gian diéu tri sau md.

Kich thuéc dng dong mach 16n (> Smm), chi sé6 DK/CN trén 1,4
lam kéo dai thoi gian thd may.
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THESIS INTRODUCTION

1. Introduction

The ductus arteriosus is a blood vessel connecting the
main pulmonary artery to the proximal descending aorta,
substantially narrowed within 12-24 hours after birth.
Failure of the ductus arteriosus to close within 72 hours
after birth results in a condition called patent ductus
arteriosus (PDA).

PDA is one of the most common congenital defects,
approximately 1 in 1200 live births with male
preponderance (male-to-female ratio 2:1). Among them,
there are 5% to 10% in other congenital heart defects.
The average age if left untreated is 17 years old.

Typical sign is a continuous murmur heard best in
the 2rd left intercostal space. However, in premature
patients with low body weight, pulmonary hypertension
and other diseases, the murmur is not typical.

Gross successfully operated the first case by
ligation of PDA in a 7-year-old female patient in 1938.
Thoracoscopic surgery has also been used for treatment
of this disease in many cardiovascular surgery centers
around the world since 1993 when Laborde and
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colleagues successfully operated on 39 newborns and
babies. This technique has many advantages such as
minimizing chest injury, short surgical time, short
length of hospital stay, high aesthetic value, low
treatment cost. However, this technique is only
performed in large centers with experienced surgeons,
ability to perform single lung ventilation in anesthesia;
especially for infants, this problem becomes more
difficult. Another noteworthy point is that: although
thoracoscopic PDA ligation or clip has constantly
improved, there is still a residual shunt rate of 0-5,9%
according to recent authors.

Currently in Vietnam, the treatment of PDA by
thoracoscopic surgery has been successfully reported by
Cao Dang Khang et al on 15 older children in 2008. At
the National Children’s Hospital, we have performed this
operation since 2012. However, the remained problems
are: this is a difficult surgery, no hospital has carried out
on young children, no research on thoracoscopic surgery
in children under the age of 6. Therefore, we conducted
the study: "Evaluation the result of thoracoscopic PDA
clip in children in National children’s hospital" with the
following aims:

1. Describe clinical manifestations and workup
characteristics in patients with PDA performed
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thoracoscopic ligation

2. Evaluation of thoracoscopic PDA clip and
analysis of some related factors.

2. The urgency of the thesis

In the world, research and application of
thoracoscopic surgery in management of PDA published
by many authors confirms that this method is effective
and safe, has less complication, shorter length of hospital
stay, and better aesthetics. In Vietnam, there is only Cao
Dang Khang's research on thoracoscopic surgery for
older children. However, thoracoscopic surgery in
children especially in neonate is still a difficult problem,
there has not been domestic study on this issue.

At the National Hospital of Pediatrics, we have been
performing this surgery for nearly 6 years, and gradually
solving a number of problems related to the surgical
indication as well as deployment of thoracoscopic PDA
clip technique. Therefore, summerizing in thoracoscopic
PDA clip in General Surgery Department — National
Children’s Hospital will contribute to build children chest
surgery speciality in Vietnam.

3. New contributions of the thesis

This is the first thesis in Vietnam to systematically
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study the selection of patients with PDA for
thoracosopic surgery, carefully study trocar placement
in thoracoscopic surgery, surgical techniques of PDA
dissection and clip. Demonstrate the role and feasibility
of thoracoscopic surgery in the treatment of PDA. The
result of this research is the premise for expanding this
surgical technique to other hospitals, grassroots-level
hospitals (provincial hospitals, regional hospitals).

4. Thesis layout

Thesis has 119 pages of A4 paper, divided into 4
chapters, in which: introduction: 2 pages, overview: 33
pages, matiarials and methods: 22 pages, results 27
pages, discussion: 33 pages, conclusions: 02 pages.

CHAPTER 1: OVERVIEW

1.1. Diagnosis of PDA
1.1.1. Clinical manifestations:

The diagnosis of PDA is based on typical sign — a
continuous murmur in the 29 left intercostal space.
However, some patients with PDA have no clinical
manifestation, come with pneumonia episodes, or are
accidentally diagnosed by another disease. According to
Campell’s report, the number of patients with omitted
diagnosis accounted by age is high: the group from 2 to
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19 years old has 0.42%/year, the group from 20 to 29
years old has 1-1.5% / year, the group from 30 to 39
years old has 2-2.5%/year, over 40 years old has
4%/years. Some other manifestations also help orient the
disease such as low body weight in one-third of children
with PDA or no signs of weight gain, history of
premature birth, pregnancy failure, perinatal hypoxia.

Symptoms and signs are depending on left-to-right
shunt flow: The more flow through shunt, the more
obvious the symptoms and vice versa. Overload on the
pulmonary system causes edema and consequently
respiratory failure. Signs of patent ductus arteriosus
include: bounding pulses, cardiomegaly (consequence of
compensation process due to decreased systemic
volume), murmur (less common in premature babies),
unexplained metabolic acidosis. Low diastolic pressure
causes systemic volume that affects organs such as the
intestine, muscle, kidney, brain, and skin.

- Symptoms:

Patients with small-sized-PDA or early diagnosed are
usually asymptomatic.

Patients with moderate/large sized PDA may have
failure to thrive, shortness of breath on exertion
prolonged/recurrent lower respiratory tract infections.
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- Signs:

Patients with large-sized-PDA or lately diagnosed have
typical symptoms and signs.

. Typical thoracic deformation

Thrill in 29 left intercostal space or left
infraclavicular region, sometimes the apical impulse is
hard and inferiorly displaced.

. Bounding peripheral pulse, increased systolic blood
pressure, decreased diastolic blood pressure.

. Auscultation: typical continuous murmur in 29 [left
intercostal space or left infraclavicular region. In cases with
severe pulmonary arterial hypertension, the murmur is not
typical. Small-sized-PDA is asymptomatic, just incidentally
revealed via Echocardiography and so-called “quiet” or
“dumb” PDA.

1.1.2. Workup
1.1.2.1. Chest x-ray:

Cardiomegaly, cardiothoracic ratio > 55% in infant,
prominence of the main pulmonary artery.

1.1.2.2. ECG:
Increased diastolic left ventricular load, left ventricular
and atrial hypertrophy.
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Right ventricular and atrial hypertrophy.

1.1.2.3. Echocardiography:
+ 2D echocardiography: directly detect PDA in 90% -
100% of children

+ Color doppler echocardiography: sensitivity 96%
and specificity 100%, measure pulmonary arterial
pressure through differential pressure of PDA, tricuspid
valve and pulmonary valve.

Indexes to assess the size of PDA

d. Size of PDA: diameter is measured at its smallest
site (normally toward pulmonary side)

DA Diameter/body weight (kg) ratio: El Hajjar et al
reported this ratio > 1,4 identified significant shunt
with a sensitivity 94% and a specificity 90%

e. DA diameter/pulmonary arterial diameter:Ramos
et al reported patients with moderate and big sized PDA
are 15 times as likely to have an intervene as ones with
small sized PDA.

f.Estimate pulmonary arterial pressure basing on
maximal differential pressure through DA to evaluate
pulmonary arterial hypertention

g. Left atrial enlargement
Increased left atrium/aorta ratio and increased left
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ventricular diameter identified PDA with significant
shunt. ElI Hajjar et al reported LA/Ao ratio > 1.4
identified significant shunt with a sensitivity 92% and a
specificity 91%.

1.1.2.4. Cardiac catheterization and angiography:
indicated for a small number of cases to measure
pulmonary arterial pressure

1.2.2.5. CT Scanner:
Indicated restrictively, limited effectiveness in
diagnosis and prognosis.
1.2. Thoracoscopic ductal closure:
1.2.1. Surgical indications
1.2.1.1. Surgical indications for neonate

- Failure of pharmacologic therapy twice (indo
methacin or ibuprofen), or contraindication to
medical therapy.

- Hemodynamics of arterial pressure (mean arterial
pressure) bellow patients’ age.

- Heart failure.
- left atrial-aortic root index > 1,6
- Mean velocity of left pulmonary artery > 0,6 m/s

-PDA > 3mm, or large PDA that causes
hemodynamic change
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1.2.1.2. Treatment indication for children:

Kirklin (1993) suggested surgical ligation if needed
be completed preferably before the child is aged 12
months, Rudolph suggested 6 — 8 months.

Severe pulmonary vascular disease, PDA with right-
to-left shunt are contraindications.

1.2.2. Instruments: dedicated instruments for
thoracoscopy.

CHAPTER 2
MATERIALS AND METHODS

2.1. Patients
Patients with PDA was diagnosed and performed

thoracoscopic ductal ligation in National Children’s
Hospital from May 2010 to March 2012.

2.1.1. Inclusion criterion
- Patients with PDA, confirmed by
Echocardiography twice.

- Ductus diameter < 8§ mm (intra operation)

- Body weight > 2 kg.
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Under 6 years old
Isolated PDA

PDA with cardiac Ductal — independent — lesions:
ASD, VSD....

Patients were operated thoracoscopically

Patients with complete medical records and
research forms.

Patients’ families agreed to participate in the
study.

Exclusion criterion
Patients with incomplete medical records or
research forms

Ductus diameter > 8§ mm (intra operation)

Short PDA unable to clip.

Patients with severe infection.

Unable to perform anesthesia for thoracoscopy.
PDA with cardiac Ductal — dependent — lesions.

Patients’ families disagreed to participate in the
study.

2.2. Methodology
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2.2.1. Research design
- Descriptive study.

- PhD student directly performed/assisted operations,
followed up and assessed the result

2.2.2. Sample size
Sample size formula:

Z2w2) p(1-p)
d2

n=

Where:
n: Number of patients,
Z: z score for a 95% confidence level (1,96)

p: the porpulation proportion (success rate of
operation with no residual shunt according to prior
research: 94%)

d:margin of error (residual shunt: 0,06)
a.: statistically significant (0,05)
n=>60

2.2.3. Steps of research process
- Make a medical research form with detailed data.

- Register and finish medical research form for
patients meet the selection criterion

- Diagnose and perform operations following process.
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- Aggregate research patients’ forms, follow-up
after 6 and 12 months,

- Statistically analyse for the aims of study.

2.3. Surgical technique
- Positioning: lateral decubitus, about 80° right side
down

- Port placement (4 ports):

o Trocar 1: 8" intercostal space in posterior axillary
line for camera.

o Trocar 2: 7" intercostal space, about 3cm from the
1%trocar toward the spine for instruments and Hem-
o-lok.

o Trocar 3: 7™ intercostal space in the anterior axillary
line for instruments.

o Trocar 4: 3" intercostal space in the anterior axillary
line for instruments.

- CO; insufflation: flow: 1 I/m, pressure: 4 - 6 mmHg
- Technique:

oThe lung is retracted medially and inferiorly.
Determine aorta, ductus arteriosus, recurrent laryngeal
nerve, vargus nerve.
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oThe pleura is divided longitudinally over the
proximal descending thoracic aorta

oThe vagus nerve and recurrent branch are thereby
lifted medially. Dissection is carried out to demonstrate
unequivocally the distal transverse aortic arch and ductus.

oAdequately exposure the ductus by incising and
spreading the tissue just above and below the ductus,
dissecting posterior surface and passing the dissector
from below to th superior angle between the aorta and the
ductus arteriosus

oElevate the ductus using Vicryl 2/0
oClip the ductus arteriosus.

oExpand the lung, remove trocars and close trocar
sites.

2.2.3 Data and variables
Clinical manifestation and workup

Intra- operation characteristics

Post-operative characteristics

Follow-up

CHAPTER 3: RESEARCH RESULTS
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During the period from May 2010 to March 2012, we
conducted surgery for 109 patients, obtained the
following results:

3.1. General clinical features
3.1.1. Sex:

* There are 48 male patients and 61 female patients with
male / female ratio: 1/1.27 3.1.2. Characteristics of age:

* The average age of the patient group is 7.93 (month),
the lowest is 1 month, the highest is 61 months. The
median age of the group is 4 months old.

e The number of patients undergoing surgery in the
neonatal period is 12, the period from after birth to 3
months is 43, after 3 months to 6 months is 37, over 6
months is 31. In our research group, most patients are
less than 6 months old, accounting for 71.6%.

3.1.3. Weight characteristics:

» The average weight of the study group was: 5.12 = 2.31
(kg), the lowest weight was 2.1 kg, the heaviest was 15
kg. The number of patients under 5 or less surgery is 75,
accounting for 63.56% of the total

3.1.4. History of obstetrics:

* In the study group: 5 mothers had fever during the first
3 months, 8 mothers had fetal rubella, no children had a
history of suffocation around the birth, there were 2
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patients with purple after delivery. 51 patients were born
prematurely and their weight was below 2500 grams
(1200-2500 grams), accounting for 46.8%, 58 patients
were accounted for 53.2% in a full month.

3.1.5. Characteristics of medical history:

» Showing pneumonia from 1 to 4 times in 54/109
patients, accounting for nearly 50%. There are 5 neonatal
patients who show respiratory distress and have
mechanical ventilation before surgery. 31 children have
to treat pneumonia right before surgery.

* 55 patients were accidentally discovered by slow weight
gain 15 (13.76%) grandchildren, going to the doctor to
prepare eye surgery 8 (7.3%), or health examination for
other reasons ... 32 children accounted for 29.36%. There
are 51 preterm births, accounting for 46.8%, and in full
months, 58 patients account for 53.2%. The most
common symptom is pneumonia, which accounts for
49.6%, followed by patients with slow weight gain.

* Accurately diagnose arterial tubes accounting for
20.2%, diagnosis suggests heart disease accounted for
21.1%.

3.1.6. Functional signs

* The signs of cough, fever caused by or not due to
pneumonia account for 78.9%. 3.1.7. Physical signs



40

* Continuous blowing is the most common sign with
97.2% of cases. 3.2. Subclinical signs

3.2.1. X-ray signs:

High chest cardiac index and aortic aneurysm are met in
most cases.

3.2.2. Echocardiography:

* The average diameter of the ductus arteriosus is 4.91
mm (the smallest is 2.95 mm, the maximum is 8.2 mm),
the average length is about 7 mm (the shortest is 2.9 mm,
the longest is 11.6 mm), signs of atrial dilatation and
ventricular dilatation are common, accounting for 73.4%
and 58.7%, group of patients with mild to severe lung
pressure accounted for 78%.

* According to the classification of Nadas and Fyler, the
number of patients in group Il a majority accounts for
55.1%, the group of severe patients Il b accounts for
23.9%.

3.3. The relationship between clinical factors

3.3.1. Related to a history of pneumonia and arterial
pressure increase: ¢ The group of patients with
pneumonia had a higher incidence of pulmonary arterial
pressure increased from moderate to severe than in other
groups with statistical significance with P = 0.028 (OR =
2.04,1.01/4.39).
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3.3.2. Related to history of pneumonia and age of
surgery: * The age group of surgery was smaller and
equal to 4 months with a history of pneumonia
significantly higher than the group over 4 months with P
=0.004; OR = 3.3 (1.5-7.2).

3.3.3. The relationship between weight and treatment of
preoperative pneumonia: * The group with weight less
than 5 kg had a significantly higher rate of pneumonia
than the group over 4 kg with P = 0.032. OR =0.38 (0.15
- 0.98).

3.3.4. The relationship between weight and history of
pneumonia:

* The group with a weight less than 4 kg had a higher rate
of pneumonia than the group with a high weight
significantly with P = 0.012; OR = 2.7

3.4. Ultrasonic indicators

3.4.1. Relevant age of surgery with increased pulmonary
arterial pressure:

* The group of patients less than 4 months old had a
higher rate of moderate to severe pulmonary
hypertension than the group without pulmonary
hypertension or slightly increased significantly with P =
0.039 (OR =2.14;1.01/ 4.62).

3.4.2. The relationship between weight and pulmonary
hypertension ¢ The group with weight less than 4 kg had
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a significantly higher rate of moderate to severe
pulmonary hypertension compared to those with weight
greater than 4 kg with P =0.026. OR =2.4 (1,1/5,4).

3.4.3. Index of pipe diameter / weight (CN / CN):

» Average DK / CN index is: 1.09 + 0.41 (0.28 - 2.18). In
which, 25 cases with this index nay 1.4 accounted for
22.9%, the rest mostly had this index smaller than 1.4
accounting for 77.1%.

3.4.4. Index of DK / CN with the rate of pneumonia:

* The group of patients with a DM / CN index above 1.4
had a higher rate of pneumonia than the group with this
index lower than 1.4 with P = 0,000; OR = 0.17 (0.058-
0.497).

3.4.5. Index of CN / CN with a history of pneumonia:

* The group of patients with a higher DM / CN index of
1.4 had a higher rate of treatment for preoperative
pneumonia than the group with this index lower than 1.4
with P =0,000; OR = 8.18 (3.04-21.99)

3.4.7. Relation between the index of birth registration /
age and operating age: * The higher the group of patients
with DK / CN, the lower the average age of surgery.

3.4.9. Index of left atrium / aortic straps (NT / DMC)

* The average NT / DMC index is: 1.34 + 0.23 (1.00 -
2.10). In particular, there are 29 cases with this index 1.4



43

accounting for 26.6%, the rest mostly have this index
smaller than 1.4 accounting for 73.4%.

3.5. Results of surgical research

3.5.1. Length of arterial tubes in surgery: Most patients
have an average arterial length of 4-8 mm, accounting for
75.2%.

3.5.2. Arterial duct diameter:

* Most patients have an artery diameter of 4-8 mm,
accounting for 79.8%.

3.5.3. Surgery difficulties:

* The rate of intraoperative air leakage is 4.6%, while the
position of the inappropriate device accounts for 5.5%.

3.5.4. Complications in surgery:

No serious complications in surgery. No death in surgery.
There were two patients who had open surgery due to
inflammation and there was no bleeding in surgery, no
laryngeal nerve damage was recorded in the operation.
No need to place drain after surgery.

3.5.5. Surgery time:

* Comment: The average time of surgery is 30.2 = 10.8
minutes (15-70 minutes), most patients with surgery time
less than 30 minutes accounted for 71.6%
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3.5.6. Average time for mechanical ventilation after
surgery

* The average duration of mechanical ventilation after
surgery is 10.2 = 9.1 hours, 45.8% of patients have
mechanical ventilation time of less than 6 hours.

3.5.7. Average length of hospital stay after surgery: The
average length of hospital stay after surgery is 4.9 £ 2.8
days (from 2 to 18 days), the number of hospitalized
patients under 3 days accounts for 37.6%.

3.5.8. Indicators of hemodynamics during surgery:

* There were 69 patients with 2 pulmonary ventilation,
and 40 patients with 1 pulmonary ventilation. ¢ The
hemodynamic index changes no different at the time of
surgery than before surgery, and is still within the normal
physiological limits of the age. Mean arterial BP was
statistically significant at the time of post-inflatable T1
compared to baseline but was not clinically significant
because it was still within the normal range. CVP
changes are not statistically significant.

3.5.9. Change blood gas, ratio PaO2 / FiO2, lactate

 The pH decreased at 30 minutes after the pump,
corresponding to the high increase of PaCO2 at this time.
The pH decreased significantly at T2 times compared to
the time TO, the difference was statistically significant,
but not clinically significant, HCO3 at different times
after the difference was not significant. statistics
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compared to the time before inflatable. The values of BE
and lactat are not different from the inflatable times.

3.5.10. Comparison between ventilation of one lung and
two lungs at the time of T2

» There is no difference between anesthesia with a
pulmonary and a pulmonary ventilation in hemodynamics
and blood gas

3.5.11. Complications met after surgery: * Low rate of
postoperative complications accounted for 1.8%: 1
patient with pneumothorax and 1 patient with pleural
effusion, successful medical treatment for both cases.

3.5.12. Post-surgery monitoring table:

 100% of patients were examined and followed
periodically after surgery

* Average follow-up time is: 18 months

Table 3.37: Follow up after 3 months

Post-surgery follow-up Number | %

Systolic murmur 0 0
Clinical ~ —

Khan tieng mat tieng 0 0
symptoms

Pneumonia 5 4,6
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the remaining shunt 0 0

Gidn that 0 0
Sieuamtim | Gian nhi 0 0

Tang ap dong mach

phéi 0 0

Chi s6 tim nguc >55% |0 0
X quang Cung dong mach chu

phdng 0 0

3.5.13. Relation between age of surgery and surgery:

Tudi md

< 4 thang|> 4 thang P

(59) (50)
Thoi gian mo (phtt) 256+71 |356+112 |p=0,01
Thoi gian tho may (gio) [12,2+10,2(79+6,9 0,013
Thoi gian nam vién sau c4433 |a3z+19 P
moé (ngay) e 77T 10,003
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3.5.14. Relationship between weight and surgery:

Céan nang p

< Skg|> 5 kg
(68) (41)

26,7 *|36,1 £|p=
Thoi gian mé (phut) 8,8 11,5 0,01

119 + =
Thoi gian thd may (gio) 10,3 7,6+56 (0,01
Thoi gian nam vién sau c0+30 |43+18 | P
mo (ngay) T T T 0,01

3.5.15. The relationship  between postoperative
mechanical ventilation and pneumonia:

* The group of patients with a history of pneumonia had a
significantly longer duration of mechanical ventilation
than the group without pneumonia p <0.05.

3.5.16. The relationship between the size of the ductus
arteriosus and the duration of mechanical ventilation after
surgery:

* A significantly longer group of patients with pneumonia
had significantly longer postoperative mechanical
ventilation compared to those without pneumonia with p
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<0.05. 3.5.16. The relationship between the arterial duct
diameter index / weight function and the time of
mechanical ventilation after surgery: there is an index of
arterial duct / weight diameter> 1.4 with significantly
longer postoperative mechanical ventilation time
Meaning compared to the other group in a meaningful
way, with p <0.05.

CHAPTER 4: DISCUSSION

4.1. Discuss the clinical characteristics of research
subjects

4.1.1. General characteristics of the research object

4.1.1.1. Gender: The gender distribution is clearly
different, the rate of women having more than male is
1.27 / 1. Our results are consistent with studies of gender
distribution in patent ductus arteriosus of domestic and
foreign authors. In Kennedy's research in 1998 was 1.96 /
1.

4.1.1.2. Year old: The average age of the research group
Is the group of 7.93 months. There are 12 babies,
including 5 patients with heart failure, respiratory failure
and mechanical ventilation before surgery. The majority
of patients under 6 months old accounted for 71.6%.
Thus, except for specific studies on neonatal patients and
premature births of general studies on patent ductus
arteriosus, average age is higher than our study group,
ranging from 9.6 months to 15.9 years old.
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4.1.1.3. Weight The average weight index is 5.12 kg, the
majority of patients with weight less than 5 kg account
for 63.56%, up to 19 (17.4) children weighing less than 3
kg are equivalent to patients new-born. Compared with
other authors, we found that the patient's weight in our
study was lower.

4.1.1.4. Anamnesis: The reason for the visit is mainly due
to pneumonia and respiratory failure accounting for
nearly 50% of the total patients. Signs of slow weight
gain also accounted for a high rate of 13.8%, but this is
not a specific sign of the disease. Some children were
discovered by eye surgery due to congenital rubella
cause. Thus, the common signs parents give to children
for examination are physical development and
pneumonia.

4.1.2. Clinical characteristics:

4.1.2.1. Heart murmur: In the antagonistic group of our
study, the sign of continuous murmur in cardiac events
accounted for the majority of 97.2% of these cases.
Comparing with the research, author Bui Duc Phu is
94.3%.

4.1.3. Characteristics of image diagnosis 4.1.3.1.
Cardiopulmonary X-ray: In our study, the average heart
rate index was 58.28%, of which 65.2% had this index
over 55%, while according to Tran Thi An this rate was
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80.6%, according to Bui Duc Phu is 53.9%, Pham Huu
Hoa is 84.2%. 4.1.3.2. Echocardiography

4.1.3.2.1. Average size of arterial duct: The average
diameter of the ductus arteriosus is 4.91 mm (2.95 - 8.2
mm), the average length is about 7 mm (2.9 mm-11.6
mm). In which the host side has a larger average diameter
than the lung. Compared to other authors, our ductal
diameter is smaller than Chen's and similar to Vanamo's.

4.1.3.2.2. Pulmonary artery pressure: Increased
pulmonary arterial pressure is an increased manifestation
of patent ductus arteriosus. In our study (table 3.11): 59
cases of increased pre-operative pulmonary artery
pressure from moderate to severe, accounting for 54.13%
of the total number of patients, 50 patients had no
increased pressure. Pulmonary

4.1.4. Clinical factors affect patent ductus arteriosus

4.1.4.1. Pneumonia in children with patent ductus
arteriosus: Patients with pneumonia came to the clinic
and were found to have a median age of about 6 months
of age, while the visiting group for other reasons was
significantly higher than 10 months, with P <0 , 05. On
the other hand, the results also showed that the group of
patients under 4 months of age also had significantly
higher rates of pneumonia than those over 4 months of
age with P =0.004; OR = 3.3 (1.5-7.2). This result shows
that pneumonia is the earliest sign in children with this
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disease, repeated pneumonia in young children is an
important sign of OA.

4.1.4.2. Age of surgery The group less than 4 months of
age must be treated for pneumonia and indicated for
immediate surgery earlier than the group over 4 months
with P =0.021; OR =0.37 (0.15-0.90), the group under 4
months of age also had a higher rate of pulmonary
hypertension than the group over 4 months of age with P
=0.039; OR = 2.14 (1,01-4,62). Thus, the group of young
patients with moderate to severe pulmonary artery
pressure is more susceptible to pneumonia than the group
older than 4 months and mild and mild pulmonary artery
pressure. Therefore, patients under 4 months of moderate
to severe pulmonary arterial hypertension need to be
prescribed.

4.1.4.3. Weight The group of patients with a weight less
than 5 kg had a higher rate of pneumonia than the group
of over 5 kg with P = 0.012; OR = 2.7 (1,2-6,1); The
results were similar to the group that had to treat
pneumonia just before surgery and had an indication for
surgery immediately P = 0.001 OR = 0.233 (0.097-0.56).
Thus, early surgery should be indicated with a group of
patients who weigh less than 5kg and have pneumonia to
avoid recurrent pneumonia.

4.1.4.4. Pulmonary hypertension: The group of patients
with pneumonia had a statistically significantly higher
rate of pulmonary hypertension than the group without
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this expression with P = 0.028; OR = 2.04 (1.01 to 4.39).
This is the causal relationship and the consequent
consequences due to pulmonary blood stasis, especially
the interstitial interval, which facilitates the pathology of
lung infections, so early surgery should be indicated.

4.1.5. Subclinical factors affect patent ductus arteriosus

4.1.5.1. Arterial / weight diameter: The group of patients
with DK / CN index above 1.4 had significantly higher
rates of pneumonia than the group with this index than
1.4 with P = 0,000; OR = 0.17 (0.058-0.497). The group
of patients who had to undergo preoperative treatment
due to pneumonia also accounted for a higher rate than
the group with the index DK / CN above 1.4 with P =
0,000; OR = 8.18 (3.04-21.99). The higher the DK / CN
index, the higher the risk of pneumonia. Therefore, the
index DK / CN is very valuable in designation and
prognosis of treatment.

4.2. Endoscopic surgery pairs arterial duct clips
4.2.1. Endoscopic surgery

4.2.1.1. Operation time: The average surgery time was
30.2 + 10.8 minutes, of which 78 cases accounted for
71% of surgery for less than 30 minutes. Our results are
lower than most authors, but higher than Nezafazi. When
studying about the time of surgery with the age of
operation, the weight of the child, with the children under
4 months and under 5 kg, significantly shorter the time of
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surgery compared to the group of children with higher
age and weight. For small children, low weight,
laparoscopic surgery will be smaller than the larger
group. However, in these children, the organism is more
watery and loose, the vascular wall is often tougher than
the older ones, easily pulling and pulling, which makes it
difficult to cause seizures or bleeding so that the surgical
process is also easy and more convenient. Therefore, the
surgery time is faster.

4.2.1.2. Complications in surgery and after surgery:
There were no complications in the study during and
after the surgery. No patients had blood transfusions
during and after surgery due to bleeding. There were 2
patients who had to open surgery due to difficult surgery
because of a lot of inflammation. When compared with
other authors, we found that only Nezafati had a lower
complication rate, the rest of the authors had a higher
rate. Drainage is not required, in our study, it did not use
pleural drainage.

4.2.2. Monitoring postoperative:

4.2.2.1. Time of hospital stay and mechanical ventilation
after surgery The length of hospital stay after surgery
depends on the time of postoperative mechanical
ventilation and the patient's recovery time. The average
postoperative mechanical ventilation time was about 10.1
hours, the overall complication rate was 3.7%, so the
average hospital stay after surgery was 4.9 = 2.8 days
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(from 2-18 days ). Compared to the authors Villa,
Vanamo, Esfahanizadeh our postoperative hospital stay is
longer, but compared to Chen in 2011, our time is
shorter. The group of patients with a weight less than 5kg
and less than 4 months had a longer period of mechanical
ventilation and longer hospital stay. This suggests that
the response of young children is slower in older children
than in older children, because of changes in
hemodynamics, and blood flow to the lungs. then the
change in the interval is slower so the effect of
ventilation on the lungs is also worse. The significant
duration of postoperative mechanical ventilation in the
group with pneumonia was significantly longer than in
the group without pneumonia. The reason is that the
newly treated lungs, poor lung function, response to
changes are not so high, so the group of pneumonia can
delay the surgery if possible to help better resuscitation
after surgery .

The size of ODM over 5 mm and the index of DK / CN
also affect the period of mechanical ventilation after
surgery, in particular the group with this index is high,
the mechanical ventilation time is also significantly
longer. Thus, for large arterial tubes often accompanied
by moderate to severe pulmonary hypertension, this
directly affects the lungs causing blood stasis in the
lungs. Therefore, these lesions usually last long after
surgery because the slower adaptation level leads to lung
condition that is not as good after surgery as the group
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with the DK / CN index is low, the degree of impact on
the lung is not much. Thus, postoperative mechanical
ventilation time is affected by weight, age, preoperative
pneumonia status and DK / CN index.

4.2.2.2. Changes in blood gas and hemodynamics during
and after surgery: Anesthesia in one lung and two lungs
when compared to hemodynamic and blood gas
indicators did not show any difference. In addition, the
table of difficulties encountered in surgery did not find
any difficulties such as excessive lung covering the
surgical field. Thus, for a pulmonary ventilation for
patients during laparoscopic clips arterial tubes are not
necessary with low inflatable pressure and also creates
the necessary wide field surgery, which shortens the
anesthesia time and minimize the difficulties encountered
when placing one endotracheal intubation, reducing
tracheostomy when having to put intubation many times

4.2.3. Factors affecting surgery
4.2.3.1. Clinical factors affecting surgery:

4.2.3.1.1. The relationship of surgery age and weight to
surgery: Group over 4 months, over 5 kg have longer
surgery time than groups of less than 4 months, less than
5 kg in a statistically significant way. The reason may be
due to two reasons: first for small children, most of the
ductus arteriosus is smaller in size, the time of surgery
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exposing the tube will be shorter than that of the big tube;
Secondly for young children, the leaf organization around
the tube is also thinner, the binding organization
containing more water will be easier and more
convenient for surgery. Postoperative mechanical
ventilation time of the group over 4 months of age, over 5
kg was significantly shorter than the group with surgery
age less than 4 months, less than 5 kg. Thus, the group of
young and underweight children need more care and
postoperative resuscitation than the larger group. From
this result, we also found that it was related to the period
of hospital stay after surgery: the group with age less than
4 months, less than 5 kg had an average hospital stay
longer than 1 day compared to the older group: time
Longer resuscitation is followed by longer postoperative
treatment days

4.2.3.1.2. The relationship of pneumonia to surgery: The
elasticity of the lungs was measured 24 hours before and
24 hours after the arterial ligation, markedly increased.
The period of postoperative ventilation ventilation of the
group had longer pneumonia than the group without
pneumonia, but the time for postoperative treatment of
the two groups did not differ. Thus, when the ductus
arteriosus is closed, lung function is significantly
improved, although the mechanical ventilation time of
the pneumonia group is longer, perhaps due to slower
response and adjustment of this group. compared with the
group without pneumonia, but did not change the time of
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postoperative treatment. 4.2.3.2. Subclinical factors
affecting postoperative treatment: The group of patients
with large tube size above 5mm, DK / CN index above
1.4, had significantly longer mechanical ventilation time
than those with lower index. Thus with large arterial
tubes, will affect the time of mechanical ventilation after
surgery. A moderate to severe increase in pulmonary
artery pressure before surgery and an NT / DMC score
above 1.4 did not increase the duration of mechanical
ventilation after surgery. The reason is that after surgery,
patients no longer increase pulmonary arterial pressure,
so they do not affect the lungs, while the NT / DMC
index, although high, manifests ventricular dilatation but
changes in heart and lungs also depend on the level
response of each patient.

4.2.4. Follow-up results after discharge:

4.2.4.1. Tracking results near. The 3-month follow-up
showed that none of the patients had persistent shunt, no
signs of reversible laryngeal neuropathy (hoarseness, loss
of speech), normal cardiac morphology on X-ray and
super negative. There were no patients with postoperative
shunt after surgery because we used a clip with lock so
there was no re-opening phenomenon.

Table 4.10: Comparing complications during and after
surgery

Tac gia va nam nghién ctu




58

Bién chung ;/anam :(:iza villa | Ching
(2003 | toi
(201 1 (2018)
(2006) | 1)
Chay mau 0 0 0 0
Tran khi 3 0 0 1
Tran dich 1 0 2 1
Tran dudng chap 1 0 3 0
Tén thwong than kinh
thanh quan 9 0 21 0
Shunt ton leu 2 14 [21 |0
Chuyén mé mo 1 15 |0 2
0,95
Ty l¢ 155% | % 6,7% | 3,7%

4.2.4.1. Long-term follow-up of patients

Long-term follow-up results after 2 years for all patients
did not record any cases of persistent shunt, no
postoperative pulmonary hypertension. Morphology and
hemodynamic changes after surgery: Our results also
showed a change in morphology on ultrasound when no
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cases of left ventricular and left ventricular dilatation
were found 3 months after the specific surgery: no
patients had left ventricular dilatation and the left atrium
3 months or more examination (Table 3.37, 3.38).
According to the results of Tran Thi mai Ngoc, 47.5% of
patients had left atrial dilatation and the rate of DK.NT /
DK.DMC was 1.4 + 0.2. Average left atrial diameter was
20.6 = 4.8 mm before the intervention and 18.8 £ 4.3 mm
after the intervention.

4.2.5. Points to note about surgical methods:
4.2.5.1. Posture and position troca:

Our patient posture is similar to classic open surgery so
when complications occur it is easier to switch open
surgery. This posture is similar to that of Francois
Laborde, while Steven S. Rothenberg: the right-sided
posture of 300 when switching to the classic posture is
very time-consuming, slowing down the emergency
process. The position of troca for surgical instruments is
lower, respectively: trocar 1: intercostal cavity 9 lateral
axillary for the scope, trocar 2: intercostal cavity 9 is
about 3cm from the first trocar towards the spine surgical
instruments and clip bearing pliers, trocar 3: intercostal
space 7 front axillary for surgical instruments, trocar 4:
intercostal cavity 3 axillary front for pulmonary implant.
Francois Laborde placed the camera on one side
completely compared to the surgical instrument, making
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it more difficult for the surgeon's eyes and the surgeon'’s
hands to work together because of the same focus.

4.2.5.2. How to conduct surgery: Our surgical method is
also conducted almost similarly by Francois Laborde. To
clip the entire tube, we use a thread that lifts the entire
tube up and locks the clip with a lock, thus closing the
entire tube. Our technique is easy to carry out while
ensuring the criteria for closing pipes and protecting
neighboring components. However, there is also a
limitation that surgery on the upper margin of the duct is
somewhat difficult to dissociate and liberate widely in the
early stages because the upper gap between the host and
arterial tubes is often narrow due to the funnel-shaped
tube and usually sticky.

4.2.5.3. Clip Hemolock:

In our study, all patients were able to use hemolock
plastic clips, there were 6 cases where the clip clamp tool
was not suitable due to the placement of troca in a low
position where the ribs were less mobile. . There are 7
cases where damaged clips must be replaced with other
clips. Thus, the first advantage of plastic clips in our
study is not to damage blood vessels. Also from the
research results, 100% of patients do not have residual
shunt after surgery, which is the second important
advantage. For the authors in the world, all selected
titanium clips without locking so there are still cases of
persistent shunt after surgery.
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CONCLUDE

Through the study of 109 cases of ductus arteriosus under
6 years old at the National Hospital of Pediatrics from
May 2010 to March 2012, we draw the following
conclusions:

1. Clinical and subclinical characteristics:

1.1. Clinical characteristics:

- The rate of women having more than male is 1.27 / 1.
- Average weight index is 5.12 Kkg.

- Pneumonia is the earliest and most common sign,
followed by slow weight gain.

- 97.2% of continuous blasts of left side intercostal space
are the most loyal sign of patent ductus arteriosus

- The group of patients under 4 months and less than 5 kg
has a higher rate of patients with pneumonia than the
group over 4 months and over 5 kg.

- For patients with pneumonia, there is a statistically
significant increase in moderate to severe pulmonary
arterial pressure.

- Diagnosis of the front line has been improved.
1.2. Subclinical characteristics

- Heart / chest index on X-ray over 55% accounted for
65.1%
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- Echocardiography: average ductal diameter is 4.9 mm,
moderate to severe pulmonary hypertension accounts for
54.1%.

- The most common sign of ventricular dilatation
accounted for 73.4%, followed by left atrial dilatation
58.7%.

- The index DK / CN> 1.4, the risk of pneumonia
increases, is valuable in indications and prognosis of
treatment.

2. Endoscopic surgery of arterial tube clips and
influencing factors

2.1. Endoscopic surgery clip arterial duct

- The rate of successful surgery by endoscopy reached
107/109 patients, accounting for 98.2%. Two cases of
open surgery are due to difficult surgical procedures
rather than bleeding. This demonstrates that laparoscopic
surgery can be safely and routinely conducted for this
condition.

- Average operation time is about 30 minutes short.

- CO2 injection into the chest during surgery does not
affect blood gas index and hemodynamics, so surgery is
safe.

- A pulmonary ventilation is not necessary in LabS clip
ODM - Average length of hospital stay after surgery is
about 5 days.
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- Posture and placement of troca is suitable to facilitate
operation in surgery, so there are no complications in
surgery.

- The clip has a safe hemolock, there is no torn
complication, vascular rupture and especially no residual
shunt is left through the ductus arteriosus

- The rate of postoperative complications is low and light

- Monitoring near and far without residual shunt and
reversible laryngeal nerve damage.

- Morphology and hemodynamics return to normal limits
after surgery.

2.2. Factors affecting

- The group of patients with surgery age less than 4
months, weighing less than 5 kg have shorter operating
time than the larger group, but the time for mechanical
ventilation after surgery is longer, leading to hospital
stay.

- Patients with pneumonia have prolonged mechanical
ventilation but do not affect the period of postoperative
treatment.

- Large arterial tube size (> 5mm), index DK / CN over
1.4 prolongs mechanical ventilation time.



