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PAT VAN PE

Bénh nhuoc co (Myasthenia gravis) 13 mot bénh tuy mién mic phai ¢6 lién
quan dén hoat dong va bénh 1y cta tuyén trc. Co thé ngudi bénh c6 cac tu khang thé
chdng lai cac thu cam thé cta acetylcholin & mang sau cac khép than kinh- co, 1am
cho céc thy thé nay bi giam sut ca vé s6 lugng va chét luong dan t6i tinh trang giam
hodc mat dan truyén than kinh — co, 1am cho co bi mat truong luc, khong co dugc va
gdy ra cac biéu hién 1am sang dic biét.

Nghién ciru cua nhiéu tic gia trong va ngodi nudc di khing dinh: phau
thuét cit bo tuyén trc 14 mot trong nhitng phuong phap diéu tri co hiéu qua, gitr
vai tro chil dao trong hé théng cac phuong phéap diéu tri bénh nhugce co.

V6 cam cho phau thuat trén bénh nhan nhugc co néi chung va phau thuat
cat tuyén uc ¢ bénh nhan nhuoc co nodi ri€ng ludn 1a mot thach thire ddi voi cac
béac si gdy mé hoi stc. Cac bénh nhan nhuoc co thudng nhay cam véi cac loai
thudc sir dung trong gy mé nhu cac thude ngi, cic thude giam dau va cac thude
gidn co & cac mirc dd khac nhau. Mot trong nhimng van dé luén 1am cac bac si gay
mé tran tro la lya chon phuong phap v6 cam nhu thé nao dé dam bao an toan cho
bénh nhan, giam thiéu cac bién ching sau mo, dic biét 1a cac blen chu’ng vé ho
hap. Nhiéu nghién ciru vé gy mé hdi sirc dd chimg minh dugc rang viéc thong
khi nhan tao sau md phu thudc rat nhiéu vao viéc c6 hay khong sir dung thude
gian co trong qua trinh gay mé. Tuy nhién, néu khong dung thudc gidn co thi sir
dung thudc mé, thube giam dau nhu thé nao dé dam bao cho viée dat 6ng NKQ, han
che t6n thuong dudng thd , dic biét trong phau thuét ndi soi cét tuyén (rc, bénh nhan
can phai 1am xep chu dong mdt bén phdi nén can loai dng NKQ chuyén biét c6 kich
thude, ky thuat dat kho hon do vy nguy co t6n thuong dudng th do dat NKQ cang
cao hon. Mt khac, sir dung thude mé Vi liéu lwong ra sao dé dam bao an toan va
thuan loi cho phau thuat, c6 thé rat dng NKQ som duoc hay khong va tinh trang hd
hap sau phau thuat nhur thé nao,... 1a nhimg cau hoi luon dit ra cho cac bac si giy mé
trudc mot bénh nhan nhuoc co.

Cho dén nay trén thé gi6i cling nhu & Viét Nam chua c6 mdt nghién ctru
nao danh gia mot cach day du vé phuong phap giy mé bang cac thuée mé propofol
hodc sevofluran két hop véi thude giam dau sufentanil khong kém theo thude gidn
co VA c6 ddt bng Univent dé thong khi mot phoi cho phau thuat ndi soi cat tuyén irc.
Do vy, ching toi tién hanh nghién ciru dé tai voi cac muyc tiéu sau day:

1. Panh gi4 hiéu qua khéi mé khong dung thude gidn co bang sufentanil két
hop véi propofol ¢6 hodc khong kiém soat ndng do dich dé dat dng Univent cho phiu
thuat ndi soi léng nguc ct tuyén rc & bénh nhan nhuoc co.

2. So sanh hiéu qua duy tri mé va thoat mé bang propofol TCI va
sevofluran trong phiu thudt ndi soi cét tuyén trc diéu tri bénh nhuoc co.



3. Panh gia kha ning rit ng ndi khi quan sau mo va tinh trang ho hép
trong 72 gid dau sau rat 6ng nodi khi quan ciia bénh nhan duogc gy mé bang hai
phuong phap trén.

e Y nghia khoa hoc va thuc tién ciia luin 4n:

Luén 4n 1a mot cong trinh nghién cou kh:fmg dinh tinh hi€u qua va tinh an
toan cta phuong phap giy mé khong sir dung thudce gidn co véi khoi mé bang
sufentanil két hop v6i propofol co hodc khong cé kiém soat ndng do dich dé dat
6ng Univent va duy tri mé bang sufentanil két hop véi propofol TCI hodc
sevoflurane cho phau thuét ndi soi cat tuyén tre diéu tri bénh nhuoc co.

e Dong gop moi cia ludn an:

Dé tai d3 dua ra cho bac si GMHS c6 thém mot lwa chon méi ¢6 co sé khoa
hoc trong thyc hanh gdy mé cho ph§u thuét nodi soi cat tuyén e diéu tri bénh
nhugc co. Bénh nhan duoc gdy mé khong sir dung thude gidn co, dat dng NKQ
Univent dé théng khi mot phdi, rat dng NKQ ngay sau khi két thic cudc mo.
Bénh nhan sau m6 khong phai thong khi nhan tao kéo dai, giam duoc cac bién
chimg va nhanh chong hoi phuc stic khoe.

e Céu tric ciia luin 4n:

Luan an day 144 trang co cAu trac theo quy dinh hién hanh cua B0
GD&DPT bao gdm cac phan: Dit van dé (2 trang); Chuong 1: Téng quan (36
trang); Chuong 2-Ddi twong va phuong phap nghién ctru (21 trang); Chuong 3:
Két qua nghién ciru (42 trang); Chuwong 4- Ban luan (35 trang); Két luan (2 trang).

Luén an c6 107 tai liéu tham khao trong va ngoai nudc.

Chuong 1
TONG QUAN

1.1. Mot s6 van dé lién quan dén gy mé hdi strc trén bénh nhan nhwoc co
1.1.1.Sinh Iy dén truyén than kinh co binh thwong va trong bénh nhuwoc co

Pau tan cung than kinh cua céc soi than kinh van dong co nhiéu ty lap thé va
nhiéu tai nho (quanta) chira hoa chét 1a acetylcholin. Khi kich thich hay khi ¢6 xung
tac dong toi dau tan clng ciia day than kinh, lugng acetylcholin tir 150-200 quanta
duoc phong thich ciing mét lac va két hop véi thu cam thé acetylcholin. Bdng thoi
céc kénh trong thy cam thé tiép nhan acetylcholin dwoc md ra 1am ting tinh thAm cua
mang té bao dé cho Na' tir ngoai vao, K tir trong ra gy nén hién tugng khir cuc tao
nén mot dién thé hoat dong lan truyén doc theo soi co lam co co. Trong bénh nhugc
co, su thiéu hut co ban 1a giam sb lugng thu cam thé acetylcholin tai mang co sau
dong thoi cac nép gap sau Synap bi gian phang ra hoic mong di.



1.1.2. Bénh hoc bénh nhuwoc co

Nhuge co 1a mot bénh hiém gp, ty 1¢ moi mac hang ndm Ia 1-9 nguoi/ triu
dan, ty 1¢ hién co 1a 200-400 nguoi/ 1triéu dan, hay gip O nit gioi trong do tudi tir 18
dén 25 tudi va & nam gidi trong do tudi tir 60- 80 tudi.

Dic diém 1am sang ciia bénh nhuorc co 1 tinh trang yéu co tu phat luc c6 lac
khong cua cic co Van dong theo y muon Yéu co co dic diém la thay doi trong
ngay, budi chiéu yéu hon budi sang, yeu co ting 1én khi van dong va khi thay doi
thoi tiét. Tuy theo nhém co bi yeu ma biéu hién 1am sang co su khac nhau nhu: Sup
mi, nhin doi do nhuogc co & mit, khd phat am, n6i ngong, kho nudt, nudt sic do yéu
cac nhom co hau, thanh quan, yéu chi do yéu cac co van dong & cac chi hodc kho
thé do yéu céc co ho hap.

C6 nhiéu xét nghiém gitp chan doan bénh nhugc co nhu: nghiém phap
dugc dong hoc (test Prostigmin; test Tensilon); chan doan dién co chan doan hinh
anh (X.quang thuong; CT- Scanner, MRI); dinh lugng ndng d6 khang thé khang
thu cam thé acetylcholin...

1.1.3. Diéu tri ngogi khoa bénh nhwoc co

Bénh nhuoc co dugc Willis Thomas lan dAu tién mo ta vao nam 1672. Phiu
thut cit bo u tuyén e diéu tri bénh nhuoc co 1an dau tién duge Sauerbruch F.
tién hanh vao nam 1911.

Nghién ctru méi day cuia tac gia Chanin Glinjongol da chirmg minh hi¢u qua
diéu tri ngoai khoa nhuoc co thi ty 1& khoi bénh sau md 1a 40%; ty 18 co cai thién
cac triéu ching ctia bénh 1a 40%. Gan day, hiép hoi cac nha phiu thuat 16ng nguc
Nhat Ban di khiang dinh rang phiu thuit cit bo tuyén trc 14 mot trong nhirng bién
phap co ban va hiéu qua dé diéu tri nhuoc co.

Tai Viét Nam, Nguyén Vin Tho 1a ngudi dau tién tién hanh phiu thuat cit bo
tuyén {rc dé diéu trj bénh nhuge co cho mot bénh nhan nit bi nhuge co toan than.
Tiép theo cb cac cong trinh nghién ctru nhiéu tac gia khac vé cac van dé lién quan
dén diéu trj ngoai khoa bénh nhugc co nhu: dac diém giai phau, diéu tri ngoai khoa,
chin doan hinh anh, phiu thuat, gdy mé, hoi stc,... Gan ddy phau thuit cit bo
tuyén {rc ndi soi dé diéu tri bénh nhuoc co da duoc quan tam nghién ciru & mot $6
trung tam 16n nhu bénh vién Viét Puc, Cho Ray, bénh vién quan y 103.

Theo quy trinh diéu tri ngoai khoa bénh nhugc co dugc tac gia Toyka KV. dua
ra, tht ca cac bénh nhan nhuge co trude khi phau thuat can phai dugc diéu tri b?mg cac
bién phép ndi khoa bang cac thude trc ché cholinesterase, rc ché mién dich, corticoid,
loc huyét twong va cudi cing 14 cac bién phap ngoai khoa cit bo tuyén trc.



1.2. Gay mé hdi stc cho phéu thuit cit tuyén trc diéu tri bénh nhugc co

1.2.1. Cic phwong phdp gdy mé hoi sirc cho phdu thudt cit tuyén irc diéu tri bénh
nhwoc co

1.2.1.1. Gy mé cé sir dung thube gidn co

O cac bénh nhan nhuge co ¢ su giam ) lugng va chuc nang cac thy cam
thé acetylcholin nén cac thudc gian co khir cyc nhu succinylcholin c6 thé s&
khong c6 tac dung khir cuc ¢ tAm van dong ¢ liéu thong thuong hay néi cach khac
cac bénh nhan nhuoc co “khang” voi cac thude nay. Cac nghién ctru cho thiy liu
EDsy va EDgs ctia succinylcholin ¢ bénh nhan nhugc co twong (ng gép 2,0va2,6
lan & cac bénh nhan binh thuong .

Déi voi cac thude gidn co khong khir cuc thi si giam sat s6 luong cac AChR &
tAm van dong lam cho cac bénh nhan nhugc co kha nhay cam voi cac thude nay. Liéu
thudc gidn co can thiét cho timg bénh nhan dwa trén dap tmg cia bénh nhan d6 va
muc do nang nhe ciia bénh nhugc co. Theo do, liéu ED95 di v6i vecuronium & bénh
nhén nhugc co bang 55% so véi bénh nhan binh thuong, trong khi lidu ED95 cua
atracurium la 58%.

Do anh hudng cia cac thude gidn co khong khir cuc 1én tinh trang nhuoc co
dic biét c6 thé gy bién ching ho hip sau md, chinh vi vy cac nghién ciru déu
cho ring chi sir dung thudc gidn co trong truong hop can thiét & bénh nhan nhuoc
co, v6i liéu luong thich hop ddng thoi phéi ¢6 cac phuwong tién theo ddi muirc do
gian co (TOF) trong qua trinh gay mé.
1.2.1.2. Gay mé khéng sir dung thuoc gian co

V6i phuong phap nay, bénh nhan dugc dung thube nga két hop cac thube
giam dau dé dat do mé du sau dé tranh cac kich thich do dit dng NKQ va cac da
kich khac do phau thuat giy nén. Cac thuéc mé thuong dugc sir dung 14 cac thude
nhom barbiturat, propofol hodc cac thuéc mé bdc hoi nhu sevofluran va desfluran.

Tuy nhién, néu khong sir dung thudc gidn co ciing c6 diém bt loi d6 1a kho
khan trong viéc dat 6ng NKQ, bénh nhan bj kich thich khi phau thuat vién thao
tac, dé gay ton thuong duong thé do viée dat dng NKQ.

1.2.2. Thong khi mét phoi trong phdu thudt ndi soi long nguec cit tuyén irc
1.2.2.1. Mot s6 vin dé lién quan dén gdy mé cé théng khi mét phéi cho phdu thudt noi
soi long ngure cdt tuyén vk

Phau thuat ndi soi 16ng nguc cit tuyén trc duge thyc hién bai duong mo
trén thanh nguc. Tir cac vi tri trén thanh ngyuc, phiu thuit vién s& dua camera
va céc dung cu phiu thudt ndi soi vao khoang phé mac, tiép can mang phoi
trung that, tién hanh béc tach va cit b tuyén wc. Trong qua trinh phiu thust,



mot bén phéi duoc lam xep chu dong tao trudong mb rong rai cho ph5u thuat vién
thao tac.

Dé dy phong va diéu tri thiéu oxy mau khi TKMP trudc hét phai duy tri
thong khi véi 6xy 100%, diéu chinh tan s6 thd va thé tich khi luu thong hop 1y.
Mot sb bién phép co thé st dung dé xur tri tinh trang thiéu oxy mau trong qua
TKMP nhu ap dung PEEP (5-10cmH20) & phéi duoc théng khi, ap dung ché do
thd CPAP cho phoi khong duoc thong khi, . ..
1.2.2.2. Ky thudt ¢6 ldp va théng khi mot phoi bang ong Univent

Ong Univent dugc Inuoue gidi thiéu vao niam 1982 cu tao gdm mot dng
NKQ thong thuong két hop véi mot bong chen phé quan. Univent® duoc san xuét
vao nam 2001, c¢6 hinh dang twong tu dng NKQ thong thuong, kém thém mot éng
dai dé chen phé quan tach riéng di dong. Ngay nay, dng Univent do hang Fuji
System (Nhét Ban) duoc san xudt bang chat liéu silicon duoc ciu tao bao gdm
6ng NKQ thong thudng va bong chen phé quan gin lién v6i dng. Ong Univent la
mot trong nhitng Iya chon cia cac bac si gdy mé boi thiét bi nay la lya chon tdt
nhit dé c6 1ap va TKMP trong trudng hop bénh nhﬁn duogc dy doan 1a khé dit dng
NKQ 2 nong; kich thuoc nho hcm chat liéu mém hon nén it giy ton thuong
duong tho hon, khong can thay 6ng NKQ khi can duy tri thé may say mé.
1.2.3. Theo doi va héi sikc sau phéu thudt 6 bénh nhén nhuec co

Mt trong nhimg bién chimg sau phu thuat & bénh nhan nay d6 1a xuét hién cac
con nhuoc co (myasthenic crisis) lam cho bénh nhan suy hé hip va tir vong. Ty 16 bénh
nhéan ¢o thé xuét hién con nhugc co sau phau thuat cét tuyén uc dao dong tr 6% dén
21,9%. Theo D& Tat Cuong, voi cac truong hop ¢ con nhuge co ning thi can phai sir
dung dong thoi cac bién phap bao gdm thong khi nhén tao, corticoid, thude trc ché
cholinesterase va loc huyét tuong.

1.3. Cac nghién ctru vé phuong phap giy mé trén bénh nhan nhwoc co
1.3.1. Cdc nghién civu trén thé gigi

Hau hét cac nghién ctru vé GMHS & bénh nhan nhugc co trén da ching
minh mot cach rd rang rang néu sir dung thudc gidn co bénh nhan nhugc co
thuong phai TKNT kéo dai sau phau thuat.

Suwanchida V. so sanh hai phuong phap v6 cam la gdy mé c6 su dung
thudc gidn co voi gay té ngoai mang cimg két hop véi propofol nhan thay rang ty
1¢ bénh nhan rat 6ng NKQ sém twong tng 14 29% va 78%.

Chevalley C cho ring TKNT sau phiu thuat thuong thiy & cc bénh nhan vo
cam bang giy mé can bang (chi s6 OR 14 4,2) (1,1- 9,7) (p=0,03) va thuong gip & cac
bénh nhan c6 sir dung thude gidn co (OR 1a 13,9 (2,1- 89,8); p=0,009.



Giorgio D. R va cong su giy mé bang propofol va giy mé bang sevofluran cho
thdy dé dang dat dng NKQ trén tit ca cic bénh nhan va khong c6 su bién doi huyét
dong. Gritti P. va cong su di dua ra protocol giy mé khong str dung thude gién co cho
phéu thuat cat tuyén trc diéu tri bénh nhugc co.

Mot sé bao cdo khac danh gia hiéu qua ctia gdy mé tinh mach toan bd
(TIVA) bang propofol va khong kém thude gidn co cho phiu thuat nay. Két qua cac
nghién ctru cho thdy qué trinh gy mé dién ra an toan, dé dang dit 6ng NKQ, huyét
dong 6n dinh va rit duoc NKQ ngay sau md.

1.3.2. Cdc nghién ciru trong nuoc

Niam 1996, Nguyén Dtic Thiéng da béo cdo nghién ciru phuong phap chim
té cho phiu thuat cit bo tuyén e qua duong mé xuong e trén 198 bénh nhan
nhuoc co cho thdy két qua vo cam tdt 1a 81,82%; kha 18,18%.

Tac gia DS Tat Cuong da nghién ciru vé cac yéu td trude md co lién quan két
qua didu tri & giai doan hoi sirc sau md. T&c gia Pham Vin Pong bdo cao nghién ciru
trén 124 bénh nhan nhuoc co duoc phau thuat ndi soi lé)ng nguc cét tuyén ¢ nhan
thiy cac bénh nhédn c6 ding thube gidn co co ty 16 suy ho hip va thd may cao hon so
v6i cac bénh nhan khong dung thude gin co.

1.3.3. Mt s6 néi dung chira dwoc dinh gid trong cdc nghién ciru trwde diy

e S6 lugng bénh nhan chua nhiéu.

o Mot s6 nghién ctu chua dua ra mot giéi phéap 13 rang d6i voi nhfmg tru’(‘)'ng
hop khéng rat dugc 0 ong NKQ thi gilt nguyén ong NKQ hai nong hay can thay bang
6ng NKQ mot nong dé thong khi nhan tao sau mo.

e Cac nghién ciru déu khong danh gia mirc d6 tén thuong duong thd do dit
6ng NKQ khong ding thude gidn co dic biét 1a cac truong hop phau thuat co yéu
cau lam xep phoi.

1.4. Tong quan vé cac thudc mé sir dung trong nghién ctru
1.4.1. Propofol
1.4.1.1. Tong quan vé propofol

Propofol dugc str dung lan dau tién trén ngudi vao thang 7 nim 1983 boi
bac si Nigel Kay ¢ Oxford. Tir 1986, thudc bt dau dwoc sir dung rong rii trén
1am sang & chau Au va Bic My. Tur giira nhitng nim 1990, thudc bét dau duoc sir
dung rong rai ¢ Viét Nam..

Hién nay propofol 1a thuéc mé dugc chi dinh st dung rong rai dé khoi mé
va duy tri mé cho hau hét cac phau thuat dong thoi duogc wu tién sir dung trong



gdy mé cho bénh nhan ngoai tri, cac phiu thut ngan, trung binh va phbi hop an
than trong gy té ving.
1.4.1.2. Gay mé kiém sodt nong dé dich véi propofol ( propofol TCI )

Gay mé co kiém soat nong do dich (target cotrolled infusion) 12‘1 mot
phuong phap giy mé hién dai cho phép bac si giy mé kiém soat dugc nong do
ctia thuéc mé hodc cac thudc giam dau 0p101d tai vi tri tac dung cta thudc. Nhiéu
nghién ctru cua da ching minh duoc rang sir dung thude propofol voi ky thuét
TCI ¢6 wu diém khéi mé ém dju, nhanh chong dat do0 mé, thoat mé nhanh, chét
lwong tinh tét, huyét dong 6n dinh, bién ching nén, budn nén sau md it hon so
véi phuong phap thong thuong.

1.4.2. Sevofluran

Sevofluran 14 1 thudc mé ho halogen, duoc tong hop nam 1968 boi Wallin,
Regan va Napoli tai phong thi nghiém Baxter- Travenol. Hop chit nay duoc dong
nghiép Regan cong bd vao nam 1971. Sevofluran duoc sir dung trong 1am sang &
Nhat Ban diu nim 1990 va ¢ Viét Nam tir nam 2000. Sevofluran duogc chi dinh dé
khéi mé ¢ ngudi 16n va tré em. Ngudi 16n hit thd sevofluran ndng do t6i 5% thi
dat do mé phau thuat trong vong 2 phut trong khi d6 tré em can nong do t6i 7%.
Néu khoi mé & bénh nhan khong dugc tién mé, c6 thé can néng do toi 8%.
Sevofluran dugc dung véi néng do 0,5%- 3% vé6i 100% O, hodc hon hop O, va
N,O dé duy tri mé.

1.4.3. Sufentanil

Sufentanil 1 din xuét cua fentanyl, dugc téng hop vao nam 1974, co tac
dung giam dau manh hon fentanyl khoang 10-15 lan va c6 thoi gian tac dung
ngédn hon, it gay tich lity thudc hon so véi fentanyl.

Trén 1am sang sufentanil ding duong tinh mach dé khoi mé va duy tri mé
nham lam giam dau cho cac loai phiu thuat ma bénh nhan dwoc dat noi khi quan va
thd may, dé an than va giam dau cho bénh nhan tai phong hoi sic tich cuc va dé phéi
hop giam dau duong tiy sdng hay ngoai mang cung.



Chuong 2
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. P6i twgng nghién ciru

Nghién ctru trén cac bénh nhan dugc chan doan 1a nhugc co (nhom 1, HA;
[1B), ¢6 chi dinh phau thuat NSLN cit tuyén tc tai Khoa GMHS, Khoa PTLN-
Bénh vién quan y 103- Hoc Vién Quan Y.
2.2. Phuong phap nghién ciru
2.2.1. Thiét ké nghién citu: Nghién ciru dwoc thiét ké theo phwong phdp: Thir
nghiém 1am sang ngdu nhién c6 so sanh.
2.2.2. C& méu ciia nghién ciru

C& méu nghién ciru tdi thiéu cho hai nhém nghién ciru so sanh:

(Z102~/2P x Q+Z, /[P xQ,+P,xQ,)?
(Pl B Pz )2

Theo cac nghién ctru trude day ctia Giorgio D. R va cong su , K. Nitahara
va cong su vé gy mé bang propofol va sevofluran trén bénh nhan nhugc co ta
chon cac gia tri P;=0,9; P,=0,6.

Thay vao cong thirc, ta tinh dugc gia tri cuia n=42

Nhur vay s6 bénh nhan i thiéu ciia mdi nhom 13 42 bénh nhén.
2.2.3. Cdc budc tién hanh nghién ciru
o Nhoém 1: Khéi mé va duy tri mé bing sufentanil két hop propofol c6
kiém soat nong d¢ dich (propofol TCI)
- Thudc tién mé: Atropin 0,5mg ti€ém tinh mach cham.
- Khoi mé:sufentanil véi lidu 0,5pg/kg va propofol TCI véi Ce= 5ug/ml.
- Dat dng Univent.
. Nhém 2: Khéi mé va duy tri mé biang sufentanil két hgp propofol tiém
tinh mach; duy tri mé bang sufentanil két hop sevofluran
- Thudc tién mé: Atropin 0,5mg tiém tinh mach cham.
- Khoi mé:sufentanil véi liéu 0,5ug/kg va propofol 2-2,5mg/kg.
Dit 6ng Univent.
. Ca hai nhom:
Piéu chinh d6 mé theo HA PM va céc chi s Entropy.
Duy tri thong khi nhan tao véi mode A/C bang may thd Datex- Omeda
Advance véi cac chi s6 FiO,= 60%, f=12-16¢chu ky/ phat; Vt=8- 10ml/kg can
ning va dugc diéu chinh sao cho gié tri cia PetCO, trong khoang 30-40mmHg.
Khi TKMP diéu chinh Vt= 6-8ml/kg, f= 14- 20chu ky/phdt, FiO,= 100% duoc

n =



diéu chinh sao cho SpO,> 95%, Ppeak < 30cmH,0, PetCO, trong khoang 30-
40mmHg.

Bénh nhéan dugc rit éng Univent ngay tai phong mo khi ¢6 du cac diéu kién va
duoc chuyén vé theo dbi tai hau ph?lu.

Trong truong hop bénh nhan khong du diéu kién rat dng NKQ thi rdt bong
chen phé quan, dé nguyén dng Univent va chuyén bénh nhan vé khoa hoi st tich
cuc tiép tuc thong khi nhan tao.

2.2.4. Cac tiéu chi danh gia trong nghién ciru
224.1. Muc tiéu 1: Danh gia hiéu qua khoi mé khéng sit dung thuoc gidn co bang
sufentanil két hop propofol 6 hodc khéng kiém sodt nong dé dich dé dat ong Univent
cho phau thudt noz s0i cat tuyén vc & bénh nhan nhwoc co:
a. Pdnh gid mét s6 moc thoi gian trong gay mé
b. Bdnh gid diéu kién dit ong Univent
c. Pdnh gid bién doi nhip mach va huyét ap dong mach giai doan khoi mé va dit ong
Univent.
d. Bdnh gia bién doi dé mé (RE, SE) tai cdc thoi diém giai doan khéi mé va dit ong
Univent.
d Pdnh gic mirc dg tiéu thu cdc thuoc sufentanil va propofol ciia 2 nhém nghién ciru dé
khéi mé va dét ong Univent.
2.2.4.2. Muc tiéu 2: So sanh hiéu qud duy tri mé va thodt mé bang propofol TCI hodc
sevofluran trong phau thudt ndi soi cdt tuyén ikc diéu tri bénh nhiegc co.
a. So sanh bién doi nhip mach va huyét dp déng mach tai cdc thoi diém trong duy tri
mé, thodt mé va rit ong NKQ Univent.
b. So s&nh bién doi cdc chi s6 do dp mé (RE, SE) tai cdc thoi diém trong duy tri mé va
thoat mé cua 2 nhém nghién ciiu.
C. So sanh anh hieong ciia cac thuée mé ciia 2 nhém nghién ciru dén chi sé TOF tai cdc
thoi diém trong duy tri mé va thodt mé.
d. So s&nh mutc dg thudn loi ciia phau thudt
d. Pdnh gid cdc bién doi ciia cdc chi sé trong thong khi hai phoi va théng khi mét phoi
2.2.4.3. Muc tiéu 3: Pdnh gid kha ndng rit ong ndi khi quan sau mé va tinh trang hé
hap trong 72 gio dau sau rit ong NKQ ciia cdc bénh nhin dwoc gdy mé bang hai
phuong phap trén.
a. Pdnh gid kha ning rit ong NKQ:.
b. Bdnh gid tinh trang hé hdp 72 gio- dau sau khi rit ong NKQ
¢. Ddnh gid ton thiwong dirong tho do ddt ong NKQ:

- Panh gia ton thuong trén 1am sang: ty 1¢ dau hong, khan tiéng.
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- Mirc d9 ton thuong thuc thé: qua ndi soi phé quan.
2.2.5. Mt s6 tiéu chudn va dinh nghia sic dung trong nghién ciru

Céc mbc thoi gian thu thap s6 liéu

- To: Trudc giy mé (gia tri nén).

- Ty: Mat y thirc

- T,: Ngay trude khi dit ong Univent.

- Ts: Ngay sau khi dit dng Univent.

- T,: 2 phiit sau khi dat 6ng Univent.

- Ts: Ngay trudce khi rach da.

- T¢: Ngay sau khi rach da.

- T7: 5 phat sau khi rach da.

- Tg: Dit trocart vao khoang phé mac.

- To: Béc tach tuyén uc.

- T10: Pit dan luu khoang mang phoi.

- T11: Bop bong 1am né phoi.

- T1: Khau da dong vét mo.

- T13: Ngay trude khi rat dng NKQ.

- T14: Ngay sau khi rt 6ng NKQ.

- T4s: Sau rat éng NKQ 5 phut.
2.2.6. Xir Iy 56 liéu nghién ciru: Céc s6 liéu nghién ciru dugc phan tich va xir Iy theo
phian mém théng ké Y hoc SPSS 22.
2.2.7. Viin dé dao dirc trong nghién ciru

Pé cuong nghién ctru da dugc théng qua boi Hoi dong chim dé cuong
nghién ctru sinh ctiia Truong Pai hoc Y Ha Noi. Nghién ciru duoc su chép nhan
ctia Ban giam dc Bénh vién quan y 103, khoa phiu thuat Long nguc, khoa Gay
mé Hoi sirc Bénh vién quan y 103. Trudc md tit ca cac bénh nhan déu duogc giai
thich vé myc tiéu, lgi ich va nguy co co thé xay ra khi thyc hién nghién ciru, cach
diéu tri cic tic dung khéng mong mudn cé thé xay ra va tu quyét dinh c6 hodc
khong tham gia vao nghién curu.
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Chuong 3

KET QUA NGHIEN CUU

3.1. Pic diém chung ciia nhém bénh nhan nghién ctiu
Bing 3.1. Dic diém vé tudi, gidi, chiéu cao, cin ning

___Nhom Nhom 1 Nhom 2 Chung
Pic diém (n=45) (n=45) (n=90) P
Gioi n, (%) 20(44,44%) 21(46,67%) | 41(4556%) | o o
Nam 25(55,56%) 24(53,33%) | 49(54,44%) | P
o 4138+ 1562 | 40,87 +12.05 | 41,12+13,87
Uied (ki) 1570 21-68 1570 | P>0.05
. 56,73 + 7.86 55314944 | 56,02+8.67
Can nang (kg) 40-78 36- 83 36-83 p>0,05
N 161,64+ 694 | 161,56+685 | 161,60+686
Cliibom ez (o) 150 — 173 150-178 150-178 | P>0.05
) 21,67 + 2,32 211042,67 | 21,39+251
BMIGO/M) | 17,00-26,99 | 15382872 | 1538-2872 | P00
Thoi gian mic | 34,3t48,8 28,78+47,06 | 3156£47,74 | o o
bénh (thing) (1-180) (1-216) a-216) | P77

Nhan xét: PBac diém chung cia cac bénh nhan trong nghién ctru giita hai

nhoém khong cé su khac biét (p>0,05).

3.2. Hiéu qua khoi mé khong sir dung thudc gidn co bing sufentanil két hop véi
propofol ¢6 hoic khong kiém soat nong d dich dé dit ong Univent cho phiu thuét
ndi soi 10ng ngurc cit tuyén tc & bénh nhan nhuyc co

Bing 3.2. Két qui mgt s6 méc thoi gian 6 giai doan khéi mé

Nhom Nhém 1 Nhoém 2
Mébe thoi gian (n=45) (n=45) P
Th(‘yi gian mat phan xa mi 96,76 + 11,86 117,07+18,06 0<0,05
mit (gidy) (45 - 120) (57-155) ’
Thoi gian dat chi s6 RE, SE | 129,56 + 13,38 147,11+16,96 0<0,05
<50 (giay) (90-170) (100-186) ’
Thoi gian dat 6ng Univent 6,32 + 1,25 6,61+1,50 050,05
(phut) (4,5 - 10) (3,5-12,5) '

Nhén xét: Thoi gian mét phan xa mi mat, thoi gian dat chi s6 RE, SE<50
¢ nhom 1 ngdn hon nhém 2(p<0,05). Thoi gian ddt ong Univent khong cé su
khac biét c6 y nghia thong ké (p > 0,05).




12

3.2.2. Piéu kign dat ong Univent
Bng 3.3. Két qud dénh gid diéu kién diit ong Univent

ENhém1 ONhém2

100%
77.7882:22%

50%

VI8 %

22.22%7 78%

-—| 0.00%0.00%

L A Kém
Diéu kién dat ong noi khi quan

Biéu dé 3.1. Piéu kién diit ong Univent ciia hai nhom nghién cieu
Nhan xét: 100% bénh nhén & ca hai nhém déu c6 diéu kién dat 6ng NKQ
dugc chap nhan va dat duoc 6ng Univent thanh cong sau mot 1an duy nhét. Khong
c6 su khac biét vé diéu kién dit dng NKQ gitra hai nhom nghién ciru (p>0,05).
3.2.3. Tiéu thu cic thudc propofol va sufentanil giai doan khéi mé va dit ong
Univent
Bing 3.4. Tiéu thu propofol va sufentanil giai doan khéi mé va diit ong Univent (mg)

0%
Rat t6t

Nhom Nhom 1 Nhém 2
Lidu thube (n=45) (n=45) P
Luong propofol khéi mé (mg) 90}%?1% %%319 14368? 2145,4687 p<0,05
Liéu propofol khoi mé(mg/kg) 1if5131_i£ ’7342 2’25 ,50 % ?? ,’g 9 p<0,05
Luong sufentanil khdi mé (ug) 28’2307 _i33§93 271’26_ if, ’572 p>0,05

Nhan xét: Luong propofol dung dé khoi mé & cac bénh nhan nhom 2
nhiéu hon cic bénh nhan ¢ nhém 1 (p<0,05).
3.2.4. Bién déi huyét dpng giai doan khéi mé va dit ong Univent

e NNOM 1 @mOm= NhOM 2
2 100
Sz
£ 2
e
o™
2 <
e 60 1 I
40 . . .
TO T1 T2 T3 T4
Thoi diém

Biéu dé 3.2. Bién doi tan so tim tai thoi diém khoi mé va diit ong Univent
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Biéu d6 3.3. Bién déi HAPMTRB giai doan khéi mé va dit éng Univent

Nhan xét: Nhip tim va HADMTB cua cac bénh nhan ¢ c4 hai nhoém tai thoi
diém T, thip hon thoi diém T, (p<0,05).

Ty 1 bénh nhan tut huyét 4p & cac bénh nhan nhom 1 14 24,44% thap hon
nhom 2 1a 46,67% (p<0,05). Luong ephedrine phai dung dé nang huyét ap khi
khoi mé ¢ cac bénh nhan nhém 2 cao hon nhém 1 (p<0,05). O ca hai nhém
nghién ctru khong ¢6 bénh nhan nao phai dung thudc giin mach dé ha huyét ap.
3.3. So sanh hiéu qua duy tri mé va thoat mé ciia propofol TCI hoiac sevofluran
khéng sir dung giéin co trong phiu thuit ndi soi cit tuyén e diéu tri bénh nhugc co
3.3.1. Piéu chinh néng d@é dich ciia propofol va nong dp toi thiéu phé nang ciia
sevofluran tai cdc thoi diém trong giy mé

- Nong do dich tai ndo (Ce) ciia propofol ctia cic bénh nhan nhom 1 thay
d6i theo murc kich thich trong cac giai doan ctia qué trinh gy mé va phiu thuét:
Ce dat NKQ > Ce rach da> Ce mit y thirc > Ce rut NKQ.

- Trong qua trinh phiu thuat, nong do tbi thiéu phé nang cua sevofluran
dugc duy tri trong gidi han 1-1,5MAC. MAC sevofluran cao nhét tai thoi diém
rach da, thép nhét lac rat 6ng NKQ.

- Diéu chinh tang do mé khi bénh nhan khi c6 biéu hién tang HADPM hodc
tang cac chi s6 RE, SE. S6 lan diéu chinh & nhém 2 trong gid dau cao hon so véi
nhém 1(p<0,05). Trong cac gio thir 2 va thir 3 s6 1an diéu chinh ting d6 mé cua 2
nhom khong c6 sy khac biét (p>0,05). S6 1an diéu chinh ting do mé trong gid thir
2 va thir 3 it hon so véi gio thir nhat (p<0,05).

- Giam thudc mé khi bénh nhan mé qua sau cac chi sé (RE, SE)<40 hoic
khi HADM giam xudng qua 20% so v&i gia tri nén. S6 lan didu chinh giam d6 mé
ctia hai nhom khong c6 su khac biét (p>0,05). Trong gio ddu sé 1an diéu chinh do
mé cao hon céc gid sau c6 y nghia thong ké (p<0,05).

w
o

Huyét 4p dong mach trung
binh (mmHg)
~
o
C
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3.3.2. Bién déi cdc chi s6 Entropy tai cdc thoi diém trong mo

100
80
60

Gia tri RE

40
20

90
70
50
30
10

Gia tri SE

=¢=—=Nhém 1 =—O=—Nhom 2

O T T2 T3 T4 T5 T6 T7 T8 T9 T10 T11 Ti2 T13 Ti14 TI15
Thei diém

Biéu dé 3.4. Bién doi chi so RE tai cdc thoi diém trong qud trinh phdu thugt

i | % ; é
Il\ —o—Nhém1 === Nhdém 2

Thoi diém

Biéu db 3.5. Bién doi gid tri SE tai cdc thoi diém trong qud trinh phiu thugt
Nhan xét: RE, SE ¢6 gia tri thap nhat tai thoi diém T,. Tai cac thoi diém

khac trong md, cac gia tri RE, SE déu nam trong gidi han duy tri ¢ mé thich hop
(40<(RE,SE)<60). Khong c6 su khac biét vé chi sé RE va SE giita hai nhém tai
cung mot thoi diém (p>0,05).

3.3.3. Bién déi nhip tim va huyét dp dopng mach trung binh trong qud trinh gay mé
3.3.3.1. Bién doi nhip tim cic thoi diém trong duy tri mé va thodt mé

Tan sé tim (chu ky/phut)

=== NhOm 1
100

80

60

40

T5 Te T7 T8 T9 T Ti1 T2 TI3 T4 TI5
Thei diém
Biéu do 3.6. Bién doi tin so tim giai doan duy tri mé va thoat mé
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Biéu dé 3.7. Bién doi HADMTB giai dogn duy tri mé va thodt mé

Nhan xét: Tan sd tim va HADMTB tai céc thoi diém trong qué trinh md (Ts-
T15) ndm trong gidi han binh thudng. Khong co sy khac biét vé tan s tim va HADPMTB
tai cting mot thoi diém ctia ca hai nhom (p>0,05).
3.3.4. Bién doi chi s6 TOF trong qud trinh giy mé ciia cdic bénh nhén & hai nhém
nghién ciru

BNhém1 ONhom 2

- 92.69 89. 92.20...88.84
5100 89.69 84.78 79:36% 84'3675.56* 83.14 BT
S
= 50
T
=
© 0
Gia tri nén 30 phat 60 phat, 90 phat Két thiic cude md
Thoi diem

Biéu dé 3.8. Bién doi chi so TOF trong mé ciia hai nhém nghién cizu

Nhan xét: Chi s6 TOF ctia hai nhém nghién ciru tai thoi diém ban dau (T)
khong c6 su khac biét (p>0,05). Tai cac thoi diém 30 phut, 60 phdt va 90 phat
trong mé chi s6 TOF & cac bénh nhan nhom 2 thip hon & cac bénh nhan & nhom 1
(p<0,05). Tai thoi diém két thic cude md, cac chi sb nay ting 1én va khong cé su
khac biét so voi thoi diém ban dau (p>0,05).
3.3.5. Mikc dé thudn loi ciia phiu thudt

Biing 3.5. Mic dp hai Iong ciia phéu thudt vién vé phuong phdp vé cim

Nhom Nhom 1 Nhom 2
Mire dd (n=45) (n=45) P
Rét hai long 40 (88,89%) 40 (88,89%) p>0,05

Hai 16ng nhiéu 5 (11,11%) 5 (11,11%) p>0,05
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Nhén xét: Khong c6 sy khac biét vé mirc d hai long cta phﬁu thuét vién déi véi
cac phuong phap vo cam stir dung ¢ hai nhém nghién ctru (p>0,05).
3.3.6. Bién déi cdc chi sé hé hdp
3.3.6.1. Bién doi cdc chi sé thong khi

- Tan sb tho (f) cua ca hai nhom nghién ctru trong TKMP cao hon khi TKHP
¢6 ¥ nghia théng ké (p<0,05). Thé tich khi luu théng (Vt) ctia cac bénh nhén & hai
nhém nghién ctru trong TKMP thap hon khi TKHP ¢6 ¥y nghia théng ké (p<0,05).

- Ppeak ctia cic bénh nhan ¢ hai nhom nghién ciru trong TKMP nam trong
gidi han cho phép va cao hon khi TKHP (p<0,05).

- Chi s6 EtCO, tai cac thoi diém dit NKQ, TKHP, bt dau TKMP, 30 phdt,
60 phit trong TKMP va két thuc cudc md ctia ca hai nhom déu nam trong gidi
han binh thudng va khong c6 sy khac biét giita hai nhom (p>0,05). Chi s6 SpO.
trong sudt cudc md cua ca hai nhom déu nim trong giGi han binh thuong va
khong co6 sy khac biét gitra hai nhém (p>0,05).
3.3.6.2. Két qua khi mdu trong qud trinh thong khi nhan tao

Céc chi s6 khi mau: pH, HCOg', PaCO,; Sa0,,... trong qua trinh TKMP, TKHP
nam trong gi6i han binh thuong va khong c6 su khac biét gitra 2 nhoém (p>0,05).
3.4. Panh gia kha ning rit 6ng NKQ sau mé va tinh trang hé hip sau rit dng
ndi khi quan
3.4.1. Pdnh gid cic diéu kién rit ong ndi khi quén sau mé
3.4.1.1. Pdnh gid cdc diéu kién rit ong NKQ va thoi diém it ong NKQ sau mé

- 90/90 (100%) bénh nhan trong nghién ciru & ca hai nhom déu c6 du cac
tiéu chuan rit duoc 6ng NKQ sau mo ngay tai phong mo.

- Thoi gian rat 6ng NKQ trung binh & cac bénh nhan nhém 1 1a 13,54 phat
(9,5- 18 pht). Thoi gian rat 6ng NKQ trung binh ¢ cac bénh nhan nhém 2 1a
12,89 phat (8-17 phat)(p>0,05).
3.4.1.2. Bién doi hé hdp sau rit ong NKQ

- Tan s6 thd va SpO, trong vong 30 phut sau md nam trong giGi han binh
thuong va khong co su khac biét gitra hai nhoém (p>0,05).

- TS tho va SpO; tai cac thoi diém 1gid dén 72gid sau md ndm trong gioi
han binh thuong va khéng c6 su khac biét gitta hai nhom (p>0,05).
3.4.2.2. Bién doi khi mdu sau mo

Tai thoi diém 2 gio sau mb ¢6 28/90 bénh nhan c6 tinh trang toan hd hap
mirc 46 nhe (pH<7,35; PaCO,> 45 mmHg). Tai cac thoi diém ngay 1, ngay 2 va
ngdy 3 sau mo céc gia tri xét nghiém khi mau nam trong gidi han binh thudng va
khong c6 su khac biét so voi thoi diém trude méd (p>0,05).
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3.4.3. Ton thuwong dwong thé do dit ing NKQ

B Dau hong OKhan tiéng ®Dau hong va khan tiéng

g 40
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© 10 g 7.78
> . 3.33 .3.333.33 2.221111.11 0 0 o
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N1 sau md N2 sau md N3 sau md Sau N3 sau md

Thoi diém sau phiu thuét
Biéu dé 3.9. Ty I¢ bénh nhén va thoi gian khan tiéng va dau hong sau phéu thugt

- Céc bién ching dau hong va khan tiéng xuét hién ngay ngay dau tién sau
md, cac ngdy thir hai, thir ba cac bién chimg nay giam dan va hét hoan toan. Khong
¢6 bénh nhan nio bi viém hong hozc khan tiéng kéo dai qua 3 ngay sau md.

- Tén thuong dudng thé biéu hién qua ndi soi thanh khi quan 1a xung
huyét thanh quan thanh mén va xung huyét khi quan. Khong gip céac tén thuong
nhu phu né, liét day thanh, dut rach khi phé quan.

- Khong c6 sy khac biét vé ty 1& tén thuong dudng tho giita hai nhom
nghién ciru (p>0,05).

Chuong 4
BAN LUAN
4.1. Pic diém chung ciia nhém bénh nhéan nghién ctru

Trong tong s 90 bénh nhan trong nghién ciru, ty 1& gidi tinh nam/nir 1a
41/49 va d6 tudi trung binh 1a 41,12 tudi. Nhu vay, nhoém bénh nhan trong nghién
ctru cua chiing t6i cling c¢6 ty 1& mic bénh 1 nit gidi cao hon so v&i nam gidi va
d6 tudi dudi 60 tudi chiém cha yéu (chiém 91,11%). Két qua nay ciing tuong tu
nhu nghién ctru cia mét s6 tac gia khac nhu nghién ctru cua Sabitol, Mai Vian
Vién, Nguyén Duc Thiéng.

Trong nghién ctru nay, chiang t6i lua chon cac bénh nhan ¢6 d6 nhuoc co la
nhom I, TIA, IIB, theo phin d6 cia Ossermann, trong d6 sb bénh nhan thudc
nhém TIA c6 ty 1é cao nhat (54,44%). Pay 1a nhitng bénh nhan mic bénh nhugc
co nhung chua c6 cac anh hudng trén co quan hd hép, bénh nhan van sinh hoat
binh thudng va khéng can phai c¢6 su hd tro vé ho hap (théng khi nhan tao) trudc
phau thuat.
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Céc bénh nhan trong nghién ctru ¢6 thdi gian mac bénh khac nhau: Thoi
gian méic bénh trung binh 1a 31,56 thang; lau nhat 1a 216 thang va ngan nhat 1a 1
thang. Theo cac tac gia Turani E, Luventhal S. R va cong sy thi thoi gian méc
bénh 1a mot trong nhitng yéu t6 dé tién lugng kha ning phai thong khi nhan tao
sau md & cac bénh nhan nay.

Trudc phau thuat tit ca cic bénh nhéan trong nghién ctru di duoc diéu tri
ndi khoa co ban theo quy trinh thong nhét bang cac thudc e ché cholinesterase,
diéu tri cac viém nhiém duong ho hip, bo thude 14 (6 cic bénh nhan co nghién
thude 1a), tap tho... Do vay cac bénh nhan nhugc co trong nghién clru déu du tiéu
chuin can thiét v& mit gdy mé hoi sirc dé phau thuat.

4.2. Ban ludn vé hiéu qua khéi mé bang sufentanil két hop voi propofol c6 hoic
khéng kiém soat nong d dich va khéng sir dung thude gidn co dé dit dng Univent
cho phéu thuit ndi soi cit tuyén irc & bénh nhin nhugc co

4.2.1. Thoi gian khoi mé

Trong nghién ctru nay ca hai nhom bénh nhan chung t6i déu khéi mé bang
thudc mé propofol theo phwong phap kiém soat néng do dich - TCI (target
controlled infusion) (cac bénh nhan nhém 1) hodc bing phuong phép tiém tinh
mach cham thong thuong khong cé kiém soat ndng do dich (manual infusion)
(c4c bénh nhan nhom 2). Két qua nghién ciru cho thiy cac bénh nhan nhom 1 mat
tri giac khi ndong do dich 1a 2,65ug/ml va cac bénh nhan nhém 2 ciing nhanh
chéng mat tri giac khi tiém liéu thudc propofol 2- 2,5mg/kg can ning. Két qua
nghién ctru ctia chiing téi ciing twong ty nhu cua cac tac gia Nguyén Qudc Khanh;
Russell; Struys va cong su, Servin va cong su.

4.2.2. Diéu kién dit éng NKQ

Két qua nghién ctru cua chung t6i cho thay 100% bénh nhan ¢ ca hai nhom
nghién ciru déu co didu kién dat ong NKQ duoc chép nhan trén 1am sang (danh
gi4 theo thang diém ciia Viby Mogensen) va déu dat ng Univent thanh cong sau
mot lan duy nhat.

Mot s tac dung khong mong mudn trong qua trinh dit ong NKQ duoc ghi
nhan trong nghién ctru cua chung t6i 1a: 3/90 (3,33%) bénh nhéan c6 cir dong bt
thuong (ho nhe hodc rudn nguc‘yi) Co6 18 bénh nhan (nhém 1) Vé 16 bénh nhan
(nhom 2) co xu huong tang huyét ap va tang nh1p tim sau khi dat ong Univent va
day bong chen phé quan qua carina vao phé quan gdc.

Nhu viy, mic du khong str dung thude gidn co khi khoi mé nhung chiing
t61 co thé dit dugc dng Univent d& dam bao cho phau thuit cho cic bénh nhén
nhuoc co. S¢ di co dugc diéu kién thuan lgi dé dat duge éng Univent nhu vay la
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vi chung t6i sir dung cac thuéec mé propofol co tac dung khoi mé nhanh va ém diu
dong thoi két hop véi sufentanil, mot loai thude opioid c6 tac dung giam dau
manh (gap 1000 ldn morphin, 10 1an fentanyl). Ngoai ra, trudc khi dit dng, ching
t6i cling tién hanh gy té thanh quan thanh moén bang lidocain 10% va gy té niém
mac khi quan bang tiém lidocain qua mang nhan giap. Chinh vi thé da lam mat
hoan toan cac phan xa trén duong ho hip va khong gay kich thich cho bénh nhan.

Mot s tac gia khac khi gdy mé cho phdu thuit ndi soi trén bénh nhan
nhuoc co da st dung 6ng NKQ 2 nong ciing cho rang c¢6 thé dat duoc loai 6ng
NKQ nay mét cach thuan loi ma khong can ding thudc gidn co nhu tic gia
Giorgio Della Rocca va cong su; tac gia Gritti P. va cong su; ElI-Dawlatly A. A;
Vilajcovic G va cong su.

Chung t6i ciing nhan thiy vai tro ctia thuc giam dau sufentanil trong viéc trc
ché kich thich dau va lam mét cac phan xa dudng thd trong qua trinh dit dng NKQ.
Két qua nghién ctru ciia chung t6i cho thiy lidu bolus sufentanil 0,5ug/kg can ning
khi khoi mé c6 tac dung hiép ddng véi propofol dé 1am te ché hoan toan cac phan
xa viing hau hong va thanh quén.

Khac véi cac tac gia khac str dung cac loai dng NKQ 2 nong thong thuong
(6ng Carlen hoic 6ng Robertshaw), nghien clru cua chung t6i st dung dng Univent
(do hang Fuji System- Nhat Ban san xuét) dé 1am xep ph01 chu dong trong qua trinh
phau thuat Ong Univent c6 klch thudéc nhé hon va lam bang chét liéu sillicon tuong
d6i mém hon so véi cac loai dng NKQ 2 nong thong thuong khéac. Chinh vi vay sir
dung 6ng Univent c6 tac dung lam giam b6t céc kich thich va do vdy 1am giam cac
t6n thuong duong thd do viée dit dng NKQ khong kém theo thude gidn co. Mot loi
diém nira cua éng Univent 1a khi can thiét phai thong khi nhan tao sau phau thuat
bac si gay mé khong can phai thay bang dng noi khl quan thong thuong ma chi can
rat bong chen phe quan khéi vi tri & phé quan gdc. Bleu nay cling c6 tac dung lam
giam murc d6 ton thuomg duong thé do thao tac thay 6 ong NKQ.

4.2.3. Bién déi huyét dong giai doan khéi mé va dit ong Univent

Khi khdi mé bang propofol thuong c6 giam nhip tim va huyét ap. Muc do
giam phu thudc vao lidu luong, toc d6 tiém, thuéc phdi hop (thudc giam dau,
thudc tién mé) va tinh trang bénh nhan truéc mo. Két qua nghién ciru cia ching
t6i cho thay sau khi khoi mé nhip tim va HATB ciia ca hai nhom déu giam, roi
tang nhe sau khi dat ong NKQ. O nhém 1 c6 24,44% va & nhom 2 c6 46,67%
s6 bénh nhan bi giam huyét ap sau khi khgi mé. Tinh trang giam huyét ap trén
bénh nhén trong nghién ctru ciia chung t6i ngoai tac dung cta propofol con co tac
dung cua sufentanil. Chinh vi sy tuong tac hop dong nay 1am cho ty 1é bénh nhan
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bi giam huyét ap va nhip tim chim cao hon so v&i cac nghién ctru ciia céc tac gia
Nguyén Tién Puc va tac gia Nguyén Qudc Khanh khi gdy mé TCI propofol.

Trong nghién ctru nay, chlng toi theo doi d6 mé bang thiét bi theo ddi
dién ndo hoa sd Entropy voi hai chi s6 1a RE va SE. Két qua nghién ctru cho
thdy sau khi sir dung cAc thudc mé cac chi s6 RE, SE giam xudng nhanh chéng.
Sau khi dit dng NKQ, ciing nhu cac chi sé huyét 4p dong mach va tan sd tim,
cac gia tri ndy c6 xu hudng ting 1én. Piéu nay cho thay kich thich cua viéc dat
6ng NKQ néi chung va viéc dit dng Univent 1a kich thich 16n nhét trong qua
trinh gdy mé cho phau thuat noi soi cit tuyén uc, chinh vi vay dam bao d6 mé
va giam dau téi da trong giai doan dit dng NKQ 1a mt trong nhitng yéu cau co
ban cia gdy mé trén bénh nhan nhugc co.

Toém lai, véi ca hai phuong phap khai mé bang propofol theo phuwong phap
c6 kiém soat ndng do dich (Ce: 5pg/ml) hodc khong kiém soat ndng do dich (liéu
2-2,5mg/kg) két hop vé6i sufentanil lidu 0,5pg/kg khong kém theo thude gidn co
chung t6i nhan thz"iy déu dam bao cac diéu kién can thiét dé dat 6ng Univent thuan
loi cho phiu thuit ndi soi cét tuyén e dé diéu tri bénh nhuoc co. Ty 18 tut huyét
ap va mach cham sau khéi mé déu khong kéo dai va nam trong gidi han cho phép.
4.3. Ban luén so sanh vé hiéu qua duy tri mé va thoat mé bang sufentanil két hop
propofol TCI hoiic bang sufentanil két hop véi sevofluran trong phiu thuit ndi soi
cit tuyén tre diéu tri bénh nhwoc co
4.3.1. Bién dbi huyét dpng trong qud trinh phiu thudt

Sau khi dit NKQ (la kich thich dau manh nhét), nhip tim vd HADMTB c6
xu hudng tang 1én (thoi diém Ts). Tuy nhién sau d6 cac gia tri tré vé gidi han binh
thudng va tuong dbi on dinh trong giai doan duy tri mé dén thoi diém Ty,. Theo
két qua nghién ciru cho thay nong d6 dich Ce propofol trung binh trong qua trinh
phﬁu thuat va duy tri mé tir thoi diém Ts dén thoi diém Ty, nam trong khoang tur
3,5 dén 4,5ug/ml. Véi cac bénh nhan nhom 2 gia tri MAC nam trong khoang tir 1
dén 1,9 (cao nhit & thoi diém rach da, thdp nhat ¢ thoi diém chuin bi rat ng
NKQ). Két qua nghién ctru cia ching toi ciing tuong ty nhu ciia cac tac gia
Nguyén Qubc Khanh, Vuong Hoang Dung, Hoang Vian Bach, ...

Nhur vay, c6 thé néi rang viéc duy tri mé bang propofol theo phuong phap
TCI hoic sevofluran két hop voi sufentanil khong kém thude gidn co co tac dung
dam bao du d6 mé, on dinh va an toan huyét dong trong qua trinh khéi mé, dit ong
NKQ, duy tri mé cho phau thuat néi soi cit tuyén @rc diéu tri bénh nhuoc co. Nhan
dinh rat ra tr nghién ctru nay cia ching toi cling tuong tu nhu cua tac gia Gritti P..
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4.3.2. Mirc dj thudn lgi ciia phiu thudt va mivc dé hai long ciia phdu thudt vién

Mirc d6 hai 1ong ctia phau thuat vién 1 mot trong nhiing tiéu chi dé danh
gia hiéu qua ctia phuong phdp vo6 cdm. Trong nghién ctru nady, chiing t6i danh gia
mirc do hai long ctia phau thuat vién mot cach khach quan thong qua danh gia cua
hai phu thuat vién (chinh va phu) khong phai 1a thanh vién cua nhdm nghién ctru
bang phiéu phong van phiu thuat vién.

Két qua nghién ciru danh gia mirc d6 hai long ciia phiu thuat vién cho thay
phau thuat vién hai 1ong véi phuong phap gdy mé ap dung trén tit ca cac bénh
nhan. Sy hai long cua phau thuat vién con dua vao tinh trang bénh nhan sau phau
thuét, bénh nhan dwoc rat 6ng NKQ ngay ma khong can phai théng khi nhan tao
kéo dai, nhanh chong hodi phuc strc khoe, tinh trang bénh nhéan 6n dinh, giam thoi
gian va chi phi chim soc sau m6 cho bénh nhan.

4.4. Ban luan vé kha ning rit ong NKQ sau md va tinh trang hd hip trong vong 72
gio sau rut dng NKQ ciia cic bénh nhén trong nghién ctru

4.4.1. Pdnh gid cdc diéu ki¢n rit 6ng NKQ va tinh trang hé hip sau rit éng NKQ
4.4.1.1. Thoi diém rit ong NKQ

Két qua nghién ctru cua ching t6i cho thay 100% bénh nhan trong nghién
ctru c¢6 ddy du cac tiéu chuan dé rat dng NKQ va duoc rat 6ng NKQ thanh cong
ngay sau mo tai phong mo.

Mot sb tac gia khac khi gdy mé khong str dung thudc gidn co cho phau
thuat noi soi cét tuyén {rc diéu tri bénh nhugc co cling nhan théy ré“lng c6 thé rat
dng NKQ ngay sau md ma khong phai thong khi nhan tao kéo dai: Eisenkraft va
cong su; Giorgio D. R va cong su, ...

Nguoc lai v6i viéc khong st dung thude gidn co, nghién ciru cia tac gia
Pham Vin Pong va cong su cho thdy cac bénh nhan c6 dung thube gidn co co ty
1& suy ho hip va thd may sau phiu thuit cao hon so vdi cic bénh nhén khong
ding thude gidn co.

Nhu vdy, theo cac nghién ctru noi trén thi tinh trang ho hip ¢ bénh nhan
nhuoc co sau md c6 lién quan dén viéc c6 hay khong sir dung thude gidn co trong
qué trinh gy mé cho phau thuat trén cac bénh nhan nay. Két qua trong nghién
ctru ctia chung t6i mot 1an nita chimg minh dwoc uu diém cua viéc khong sir dung
thudc gidn co & cac bénh nhan nhugc co: bénh nhan rat duge dng NKQ ngay sau
md, khong phai thong khi nhan tao kéo dai, giam nguy co xuat hién cac bién
chirng sau md, ... tao tién dé cho su hdi phuc nhanh chéng sau phau thuat.
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4.4.1.2. Panh gid tinh trang hé hdp sau rit ong NKQ

Theo két qua nghién ciru, sau rit ng NKQ két qua theo ddi tinh trang ho
hap trén 1am sang (tan s6 thd, SpO,) va cac xét nghiém (khi mau, do chirc ning ho
hép) déu nam trong giGi han binh thudng.

Tom lai, rat 5ng NKQ ngay tai phong mé 1a mot trong nhing vu diém cua
gdy mé khong sir dung thubc gidn co & bénh nhan nhugc co. Bénh nhin khong
phai thd may, ho khac tot, khong c6 hién tuong u tré do téng tiét dich duong ho
hap do d6 tinh trang nhidm khudn dudng hé hip va cic nhiém khuan do tho may
kéo dai duoc kiém soat, bénh nhin nhanh chéng hdi phuc suc khoe sau cudc mo.
4.4.2. Pdnh gid mirc dj ton thwong dwong thé sau phiu thugt

Tén thuong dudng thd co thé xuét hién do qué trinh dat 6ng NKQ, thay ddi
tur thé trong qua trinh md hodc ngay ¢ giai doan rit dng NKQ. Nguy co tén thuong
duong thd cang ting 1én khi bénh nhan khong st dung thude gidn co trong qué trinh
dat 6ng NKQ, dac biét cac loai 6ng NKQ ¢6 tac dyng lam xep phéi (co kich thudc
16n hon céc dng NKQ thong thuong) trong phiu thuat 16ng ngue. Két qua nghién
ctru cuia chiing t6i cho thdy ty 18 bénh nhan & ca hai nhém nghién ctru ¢ biéu hién
tén thuong duong tho trén lam sang la 21,11%, bao gé)m cac triéu chimg dau hong
(12,22%); khan tleng (5,56%); vira dau hong vira khan tiéng (3, 33%)

Co rat nhiéu nghién ctru dua ra cac ty 1é khac nhau ctia biéu hién khan tiéng
sau dit dng NKQ khi gy mé: Nghién ctru cua Heike K. va cong sy cho thay ty 18
khan tiéng & bénh nhan dugc dit 6ng chen phé quan 1a 17%; 6ng DLT la 44%
((p<0,05). Zhong thay ty 1¢ khan tiéng ciia ing Coopdech 1a 13%; ong Arndt 1a 20% va
cua dng Univent 13 30%. Stout di chimg minh dugc ring mirc d6 khan tiéng va dau
hong sau phau thuat lién quan chit ché dén kich ¢& va chat liéu cia dng NKQ.

Trong nghién ctru nay, chung t0i con st dung phuong phap ndi soi phé
quan bang 6ng ndi soi mém dé danh gia chinh xac cac mirc do tén thuorng thuc
thé & duong tho. Két qua ton thuong thanh quan thanh mén (10%) véi biéu hién
1a xung huyét (4,44%) va phu né (5,56%), ton thwong khi quan chi yéu la xung
huyét niém mac duong thd (5,56%). Cac ton thwong & mirc do nhe, pham vi hep
va khong gip cac bién chimg nguy hiém nhu ty mau, xuat huyét, liét day thanh
hay durt rach khi phé quan,... Cac ton thuong thyc thé ciing giam dan theo chiéu
huéng dién bién cua cac triéu chimg 14m sang 1a khan tiéng va dau hong.

Nhu vay, so véi cac nghién ctru trén day, nghién ciru ctia ching toi trén dbi
tuong 1a cac bénh nhan nhugc co, mic du khong sir dung thude gidn co nhung ty
16 va muc d6 ton thwong duong thé twong tu nhu két qua cua cac tac gia néu trén
la do chung t6i gdy mé du sau, giam dau t6t. Bénh nhan dugc gy té thanh quan
thanh mén bang lidocain spray 10% va gay té thanh khi quan bang lidocain 2% d¢
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lam mit cic phan xa ving hau hong. Viéc khong phai dat di dat lai nhiéu lan da
han ché duoc rat nhiéu cac tén thuong cua duong thd do thao téc dit dng NKQ.
Trong nghlen cuu nay chung t6i sir dung ong Unlvent — 14 loai dng ¢o6 tac dung cd
lap ph01 duoc 1am bang chét liéu silicon twong ddi mem 50 V01 cdc loai 6 ong dugc
lam bang chit liéu plastic. Hon nita viéc st dung éng ndi soi mém dé dua bong
chen phé quan mdt cach chinh xac vao phdi can co lap da lam giam bét thoi gian
va cac thao tac cua bac si gdy mé cling nhu 1am giam bét cac chan thuong co hoc
& duong tho khi diéu chinh éng chen phé quan ¢ cac bénh nhan nhuoc co.

Tom lai, viée dit dng Univent dudi gy mé khong ding thude gidn co trén bénh
nhan nhugc co trong nghién ctru cua ching t6i ¢6 thé giy ra ton thuong duong thd voi
ty 16 12 21,11% véi cac biéu hién trén 1am sang 1a dau hong va khan tiéng. Ton thu’ong
duoc xéac dinh qua ndi soi thanh khi quan 1a xung huyét va phu né, khong gap cac ton
thuong ning va nguy hiém nhu xudt huyét, du‘t rach thanh khi quan Céc ton thuong &
mutc d6 nhe, khong kéo dai qua 3 ngdy sau md va khong dé lai bat ky su khé chiu va di
chiig nao cho bénh nhan sau mo.

KET LUAN

1. V& hiéu qua khéi mé bing sufentanil két hop véi propofol ¢6 hodc
khong Kkiém soat ndng dd dich va khong sir dung thudc giin co dé dit ong
Univent trén bénh nhan nhwgc co

Ca hai phuong phéap khéi mé bang propofol ¢é kiém soat ndng do dich voi
Ce 5Sug/ml hoac khong kiém soat nong do dich (tiém bang tay) voi liéu 2-
2 Smg/kg can ning két hop vé6i sufentanil 0,5pg/kg can ning déu c6 hiéu qua vo
cam tot va an toan:

- Sau khi khoi mé tat ca cac bénh nhan déu dat duoc 6ng NKQ Univent
thanh cong sau mot 1an duy nhét voi diéu kién dit: rat tot 1a: 77,78%; 82,22% va
tot 1a: 22,22%; 17,78%.

- Ty 1é giam huyét 4p giai doan khoi mé 1a 24,44% va 46,67% trong gidi
han cho phép va tuwong duong véi cac nghién ctru khac.

2. S0 sanh hiéu qua duy tri mé va thoat mé bang sufentanil két hop véi
propofol TCI hoic sevofluran trong phiu thuit ndi soi cit tuyén trc diéu tri
bénh nhwoc co

Duy tri mé bang sufentanil 0,2ng/kg/gio két hop véi hodc thudec mé tinh
mach propofol ¢é kiém soat nong d¢ dich (Ce=3,5-4 5pg/rnl) hoic thubc mé boc
hoi sevofluran (1 1,5MAC) déu c6 hiéu qua duy tri mé tdt, an toan:

- Huyet dong, ho hap dugc duy tri on dinh. Khong ¢6 su khac biét vé su
bién ddi mach, huyét 4p dong mach va cac chi sb ho hép giita hai nhom nghién
cuu (p>0,05).
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- Phau thuat vién hai long véi phuong phap vo cam voi ty 1& & ca hai
nhom (rat hai 1ong: 88,89% va hai 1ong: 11,11%). Khong cé su khac biét vé ty 18
hai 1ong cua phau thuat vién giita hai nhom (p>0,05).

3. V& kha niing rut 6ng NKQ sau mo va tinh trang hé hip sau rit
ong NKQ

- Tét ca cic bénh nhan sau phau thuat déu c6 day du tiéu chuan rat ong
NKQ ngay sau md tai phong md, thoi gian rat 6ng NKQ trung binh cia ca hai
nhom la:nhém 1: 13,54 phat; nhém 2: 12,89 phut (p>0,05).

- Tinh trang ho hap trong 72 gid' sau phau thuat: nhip tha, SpO,, cac xét
nghiém khi méau va thim do chirc nang ho hip trong gidi han binh thuong. Khéng
c¢6 bénh nhan nao phai dit dng NKQ trd lai do suy hé hip hoidc do con nhugce co.

- Tén thwong dudng thé do dat dng NKQ chiém ty 1&: 21,11% bao gébm
dau hong (12,22%); khan tiéng (5,56%); vira dau hong vira khan tiéng (3,33%).
Céc t6n thuong xac dinh qua noi soi: xung huyét thanh quan thanh mén (4,44%);
pht né (5,56%); tén thuong xung huyét khi quéan (5,56%). Cac tén thuong dudng
thd & mirc d6 nhe, pham vi hep va khong kéo dai qua 3 ngay sau md.

KIEN NGHI
1. Dé xuét xdy dyng quy trinh gay mé hoi strc cho phiu thuat ndi soi cit tuyén
{rc diéu tri bénh nhugc co véi mot s6 ndi dung chit yéu nhu sau:
- Céc thudc str dung trong giy mé: propofol, sevofluran, sufentanil va khong
kém thudc gidn co.
- Pit bng NKQ Univent dé 1am xep phéi trong qua trinh md.
- Céc thiét b theo dai trong qua trinh md gém co: theo ddi dd mé (BIS hodc
Entropy); theo d&i d6 gidn co (TOF); theo dbi huyét ap dong mach xam nhép.
- Rat dng NKQ ngay sau md khi c¢6 di cac diéu kién.
2. D¢ xuét nghién ctru so snh hi¢u qua giira gdy mé khong st dung thudc gian
co voi gy mé co su dung thudc gidn co va sir dung sugamadex dé trung hoa
thudc gidn co sau mo.
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INTRODUCTION

Myasthenia gravis (MG) is an autoimmune disease that is related to the activity
and pathology of the thymus. The human body has autoantibodies against the
acetylcholine receptors at the posterior of the synapse, which results in decreased
numbers and quality of the receptors leading in decreased or lost states. Many
researchs have confirmed that thymectomy is one of the effective treatments that play
an important role in the systematic treatment of myasthenia gravis.

Anesthesia for thymectomy is always a challenge for anesthesiologists because
it plays an important role in success of surgery. MG patients are often sensitive to
drugs used in anesthesia such as anesthetics, painkillers, and muscle relaxants at
varying degrees. One of the issues that makes anesthetists be anxious is how to
choose a suitable method to ensure safety, minimize postoperative complications,
especially respiratory complications...Many studies have demonstrated that
postoperative ventilation highly dependented on whether or not using muscle
relaxants. However, if no muscle relaxant is used, how to use anesthetic, painkillers to
ensure intubation, reduce the airway injuries. Especially, in thoracoscopic surgeries,
one of two lungs of the patients need to be collapped with specialized tracheal tubes
and the technique is also more difficult. On the other hand, what dosage of anesthetic
to ensure safety and facilitate surgery, could early extubation and how the
postoperative respiratory status, ... are the preoperative questions for anesthetist.

Up to now, there have been no studies to evaluate anesthesia with propofol or
sevofluran anesthesia in conjunction with sufentanil and without muscle relaxants and
with Univent tube intubation for one lung ventilation for thoracoscopic thymectomy
in myasthenia gravis patients. Therefore, we studied the thesis:

"Anesthesia without muscular relaxants and Univent tube intubation for
thoracoscopic thymectomy in myasthenia gravis patients” for the following
objectives:

1. Evaluation of induction effect with sufentanil and propofol with or without
target controlled infusion for Univent intubation for thoracoscopic thymectomy in
patients with myasthenia gravis.

2. Comparison the efficacy of propofol TCI or sevoflurane for maintenance
anesthesia during thoracoscopic thymectomy in patients with myasthenia gravis.



3. Evaluate the possibility of postoperative extubation and respiratory status in
the first 72 hours after extubation of patients undergoing anesthesia by these two
methods.

e The scientific and practical significance of the thesis:

The thesis is a study confirming the effectiveness and safety of anesthesia method
by sufentanil in combination with propofol with or without TCI and Univent tube
intubation ; maintain anesthesia with sufentanil in combination with propofol TCI or
sevoflurane for thoracoscopic thymectomy.

¢ New contributions of the thesis:

The subject has given anethetists a new, scientifically-based option anesthesia for
thoracoscopic thymectomy. Patients underwent general anesthesia without muscle
relaxants, intubated Univent tube for one lung ventilation. The patients could be
extubated at the end of the operation. Patients postoperatively did not have
mechanical ventilation. That made reduce complications and quick recovery.

e The structure of the thesis:

The thesis is structured in accordance with Ministry of Education and Training
current regulations, including the following: Introduction (2 pages); Chapter 1:
Overview (36 pages); Chapter 2 - Objectives and Methods (21 pages); Chapter 3:
Results (42 pages); Chapter 4- Discussion (35 pages); Conclusion (2 pages).

The thesis also has 107 references.

Chapter 1
OVERVIEW

1.1. Some contents related to anesthesia for myasthenia gravis patients
1.1.1. The physiolophy of conveying of normal neuromuscular and in MG patients

The endings of motorneurons have a lot of mitochondria and many
guantas of acetylcholine. When stimulated or when there is a pulse affecting the
end of the nerve, the amount of acetylcholine of 150-200 quantas is released
simultaneously and combined with the acetylcholine receptor. At the same time,
channels at the receptors for acetylcholine are opened to increase the cell
membrane permeability so that Na * from the outside, K * from the inside causes
depolarization to create a propagating action potential along the muscle fibers. In
the myasthenia gravis patients, the underlying deficiency is a decrease in the



number of acetylcholine receptors in the posterior membrane and at the same time
post-synaptic folds were smoothed out or thinned.
1.1.2. Pathology of myasthenia gravis

Myasthenia gravis is a rare disease, with annual incidences ranging from
1 to 9 people per million people, the prevalence rate is 200-400 people per million
people, usually happened in the women between the ages of 18 and 25 years; and
in the men aged 60-80 years.

The clinical features of myasthenia gravis are spontaneous weakness of
the motor muscles. Those symtoms changes during the day, more heavy in the
afternoon, when doing exercise or when the climate changes. Depending on the
types of the muscle, the clinical manifestations are different, such as: collapsed
eyelids, double vision, difficulty speaking, licking, difficulty swallowing, weak
limbs due to weakness in limb muscles or difficulty breathing due to weakness of
respiratory muscles.

There are many paraclinical tests helping to diagnose MG such as:
pharmacokinetic test (prostigmin test; tensilon test); imaging diagnostic (CT
scanner, MRI); quantify anticholinesterase antibody concentrations.

1.1.3. Thymectomy in myasthenia gravis

MG was first described by Willis Thomas in 1672. The first thymectomy case
was performed by Sauerbruch F. in 1911.

Recent research by Chanin Glinjongol has proven effective of thymectomy in
MG, a postoperative cured rate was 40%; The improved rate was 40%. Recently, the
Association of Japanese Thoracic Surgeons has confirmed that thymectomy is one of
the basic and effective method to treat MG.

In Vietnam, Nguyen Van Tho was the first surgeon to perform thymectomy
successfully in a woman with MG. Next, there were many different studies on MG
such as anatomical features, surgical, imaging, anesthesia and resuscitation. Recently,
thoracoscopic thymectomy for the treatment of MG has been studied in some medical
centers such as Viet Duc Hospital, Cho Ray Hospital and 103 Military Medical.

According to the surgical process of treatment of MG suffered by author KV
Toyka. All patients with MG should be treated postoperative with medical
interventions such as cholinesterase inhibitors, immunosuppressive agents,
corticosteroids, plasmapheresis and thymectomy is the finally way.



1.2. Anesthesia for thymectomy in the patients with MG
1.2.1. Anesthesia for thymectomy in the patients with MG
1.2.1.1.General anesthesia with muscle relaxant

There were a decrease of the number and function of acetylcholine receptors in
MG patients, depolarizing drugs such as succinylcholine may not have depolarizing
effects at the end plate with normal doses or in other words patients with MG
resisted to these drugs. Studies have shown that the ED50 and ED95 dose of
succinylcholine in patients with MG was 2.0 and 2.6 times than that in the normal
patients.

For non-depolarizing muscle relaxants, the decrease of the number of AChRs
at the end plate causes the MG patients to be more sensitive to these drugs. The
suitable muscle relaxant dose is required for each patient based on the patient's
response and the status of MG. Accordingly, the ED95 dose for vecuronium in
patients with MG is 55% higher than in normal patients, while the ED95 dose of
atracurium is 58%.

Due to the effect of non-depolarizing muscle relaxants on MG patients
esspecially may cause postoperative respiratory complications, therefore, the studies
considered that only using the muscle relaxant in neccessary cases at appropriate
doses, must also have facilities for monitoring muscle relaxation (TOF) levels during
anesthesia.
1.2.1.2. Anesthesia without muscle relaxants

With this method, patients were given a combination of anesthetic agents and
narcotic painkillers to prevent stimulation which were from intubation and surgery.
Anesthetics agents commonly used are barbiturates, propofol or inhalational
anesthetics such as sevoflurane or desflurane.

However, there were some disadvantages when anesthesiologists do not use
muscle relaxants such as difficult tracheal intubation, easy airway injury or the
patients responded when surgeons perform the surgery.

1.2.2. One lung ventilation for thoracoscopic thymectomy
1.2.2.1. Some factors related to one lung ventilation for thoracoscopic thymectomy

Thoracoscopic surgery is performed by the endoscopic sugical tools. From

the holes on the chest wall, the surgeon will take the camera and surgical



instruments through the pleura, access the mediastinal pleura, and then remove
the thymus. During the operation, one lung has to be collapped to create a large
surgical field for the surgeon to perform.

For the prevention and treatment of hypoxemia during one lung ventilaion,
firstly must to maintain ventilation with 100% oxygen, adjust the breathing
frequency and tidal volume properly. Some methods can be used to manage
hypoxia in one lung ventilation such as PEEP (5-10cmH20) for ventilated lungs,
CPAP for unventilated lungs, ...
1.2.2.2. Technique for one lung ventilation with Univent tube

The Univent tube was introduced in 1982 by Inuoue. Univent® was
manufactured in 2001, resembles a conventional tracheal tube, with a long,
removable bronchial blocker. Today, the Univent tube is manufactured by Fuji
System (Japan), which was made of silicon. It is composed of a conventional
tracheal tube and a bronchial blocker. Univent tubes are the first choices of
anesthesiologists because this device is the best option for one lung ventilation in
cases what patients are predicted difficulty to intubate. The Univent tube has
smaller diameter, softer material, causes less airway injury, no neccessary to change
to single tracheal tube when the patients are required postoperative ventialtion.
1.2.3. Postoperative monitoring in patients with MG

One of the postoperative complications in MG patient is myasthenic
crisis, which causes respiratory failure and death. The incidence of myocardial
myasthenic crisis after thymectomy ranges from 6% to 21.9%. According to Do
Tat Cuong, in the case of severe myasthenic crisis, the patients have to be

ventilated, steroids, cholinesterase inhibitors and plasmapheresis.
1.3. Some studies about anesthesia in pediatric for thymectomy in the patients
with MG
1.3.1. International studies
Most studies in the patients with MG have clearly demonstrated that the use
of muscle relaxants often requires long-term postoperative ventilation.
Suwanchida V. compared the two anesthetic methods: general anesthesia
with muscular relaxants and epidural anesthesia in combination with propofol,
which found that the rates of early extubated was 29% and 78%, respectively.



Chevalley C suggested that postoperative ventilation was commonly
required in the patients with genaral anesthesia (OR of 4.2) (1.1-9.7) (p = 0.03)
and more commonly found in patients who used muscle relaxants (OR 13.9 (2.1-
89.8), p = 0.009).

Giorgio D. R et al. used propofol or sevoflurane anesthesia and without
muscular relaxants showed that easy intubation in all patients and not
hemodynamic changes. Gritti P. and his colleagues developed an anesthetic
without muscle relaxant protocol for thymectomy in the patients with MG.

Other reports assessed the effect of total intravenous anesthetics (TIVA) by
propofol and without muscle relaxant. The results showed that the anesthetic
process is safe, easy to intubate, hemodynamically stable and extubated
immediately at the end of surgery.

1.3.2. Vietnamese studies

In 1996, Nguyen Duc Thieng reported a study using a cupunture anesthesia
in 198 patients with MG. The excellent anesthesia results were 81.82%; good
results were 18.18%.

Do Tat Cuong studied the preoperative factors related to the results of
postoperative. Pham Van Dong reported on 124 MG patients underwent
thoracoscopic. He found that patients who received muscle relaxant had higher rates
of respiratory distress and mechanical ventilation than those without muscle relaxants.
1.3.3. Some contents has not been evaluated in previous studies

* The number of patients is not enough.

» Some studies have not gave a clear solution for cases which could not
extubate at the end of surgery, the patients whether need to be changed by single
lumen tube or not.

» The studies did not assess airway injury due to no-muscle relaxants
intubation, especially in cases what required lung collapse.

1.4. Overview of the anesthetics agents
1.4.1. Propofol
1.4.1.1. Overview of propofol



Propofol was first used in humans in July 1983 by Dr. Nigel Kay in
Oxford. Since 1986, the drug has become widely used in Europe and North
America. Since the mid-1990s, the drug has become widely used in Vietnam.

Currently, propofol is a widely used anesthetic for induction and maintain
anesthesia for most surgeries and is preferred in anesthesia for outpatients, short,
medium and sedation in regional anesthesia.
1.4.1.2. Target controlled infusion with propofol (propofol TCI)

Targeted cotrolled infusion is a modern anesthetic method that allows the
anesthetist to control the concentration of anesthetics or opioid analgesics at the
the drug effect site. Many studies have shown that using propofol TCI has the
advantage of mild, rapid induction, good quality, stable hemodynamic
perioperative, less nause and vomit postoperative.

1.4.2. Sevofluran

Sevoflurane is a halogenhalide, invented in 1968 by Wallin, Regan and
Napoli at the Baxter-Travenol laboratory. This compound was published by
Regan in 1971. Sevofluran was used clinically in Japan in early 1990 and in
Vietnam since 2000. Sevofluran is indicated for induction in adults and children.
Adults who breathe with sevoflurane concentrations of up to 5% achieve a
suitable anesthesia level within 2 minutes but children need a concentration of up
to 7%. If anesthesia is initiated in patients who are not receiving premedications,
an increase concentration of up to 8% may be required. Sevoflurane is used at
concentrations between 0.5% - 3% with 100% O, or a mixture of O, and N,O to
maintain anesthesia.

1.4.3. Sufentanil

Sufentanil is a fentanyl derivative, synthesized in 1974, which has an
analgesic effect 10 to 15 times stronger than fentanyl and has a shorter duration of
action and less cumulative than fentanyl.

Sufentanil is used intravenously to induce and maintain anesthesia for
surgical procedures in which patients are intubated and ventilated and for sedation
in the intensive care unit or combine for spinal or epidural analgesia.



Chapter 2
OBJECTIVES AND METHODOLOGY
2.1. Objectives
Studied on patients, who were diagnosed as MG (groups I, llIA, 1IB),
underwent thoracoscopic thymectomy at the Department of Thoracic Surgery,
Department of Anesthesia — 103 Military Hospital 103 - Vietnam Military
Medical University.

2.2. Methodology
2.2.1. Study design: The study was designed by the following method: Randomized

and comparative clinical trial.
2.2.2. Sample size of the study
We applied minimum sample size for two comparison groups:

(Z10s2P x Q+Z, ,\[PxQ,+P,xQ,)?
(P.- P,)?

According to previous studies by Giorgio D. R et al., K. Nitahara et al.,
who used propofol or sevoflurane anesthesia in MG patients, we selected values
P, =0.9; P, = 0.6. We calculated the value of n = 42, so the minimum number of
patients in each group was 42 patients.

2.2.3. Process of study

o Group 1: Induction and maintenance anesthesia by sufentanil and propofol
target controlled infusion (propofol TCI)

- Premedication: Atropine 0.5mg slow intravenous injection.

- Induction: Sufentanil: 0.5 pg/kg and propofol TCI with Ce = Sug/ml.

- Univent intubation.

. Group 2: Induction by propofol with manual controlled infusion and
intravenous sufentanil. Maintain anesthesia with sufentanil in combination with
sevoflurane

- Premedication: Atropine 0.5mg slow intravenous injection.

- Induction: sufentanil 0.5ug/kg and propofol 2-2.5mg/kg.

- Univent intubation.

° Both groups:

- Adjust anesthesia levels depends on invasive blood pressure and Entropy indexs.

n =




Maintain mechanical ventilation with A/C mode by Datex- Omeda
Advance ventilator with FiO, = 60%, f = 12-16 breaths/min; Vt = 8- 10ml/kg
body weight in order to ensure the value of PetCO, in the range of 30-40mmHg.
When using one lung ventilation, applied FiO, = 100%, Vt = 6-8ml / kg, f = 14-20
breaths/min to ensure SpO,> 95%, Ppeak <30cmH,0, PetCO, for 30-40mmHog.

The patients were extubated at the operating theater when the conditions
were met and transferred to normal ward.

In cases the patients were unable to extubate, remove brochial blocker,
holded the Univent tube and transfer the patient to the intensive care unit for
continuing ventilation.

2.2.4. Evaluation criteria in the study

2.2.4.1. Objective 1: Evaluate the efficacy of induction with sufentanil plus propofol
with or without target controlled infusion and without muscle relaxants for Univent
tube intubation for thoracoscopic thymectonmy in patients with myasthenia gravis

A. Evaluate some timelines in anesthesia

B. Evaluate Univent tube intubation conditions

C. Assessment of the changes heart rate and arterial blood pressure during
induction and Univent tube intubation.

D. Evaluation of the changes of anesthesia level (RE, SE) at the time of induction
and Univent tube intubation.

E. Evaluate the amount of sufentanil and propofol for induction and Univent tube
intubation.

2.2.4.2. Objective 2: To compare the efficacy of maintenance and recovery of
anesthesia with propofol TCI or sevoflurane for thoracoscopic thymectomy in
myasthenia gravis patients

A. Comparison of the changes of heart rate and arterial blood pressure at some
timepoints in maintain, recovery anesthesia and extubation.

B. Comparison of the changes of anesthesia levels (RE, SE) pressure at some
timepoints in maintain, recovery anesthesia.

C. Comparision the effects of anesthetic agents on the TOF index.

D. Comparision the advantages of surgery.

E. Evaluate the variability of the parameters in two-lung ventilation and one-lung
ventilation
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2.2.4.3. Objective 3: Evaluate the possibility of postoperative extubation and
respiratory status in the first 72 hours after extubation
A. Evaluate the possibility of extubation.
B. Evaluation respiratory status at the first 72 hours after extubation.
C. Evaluation of airway injuries due to intubation without muscle relaxants.
- Assessment of clinical lesions: sore throat, hoarseness.
- Level of physical injury: through bronchial endoscopy.
2.2.5. Some of the standards and definitions used in the study:
Timelines for data records

- To: Before anesthesia (base value).
- T4: Loss of consciousness
- T,: Just before the Univent tube intubation.
- T3: Right after the Univent tube intubation.
- T4: 2 minutes after the Univent tube intubation.
- Ts: Just before incision.
- Te: Right after incision.
- T+: 5 minutes after incision.
- Tg: Put the trocart into the pleural cavity.
- To: Remove thymus.
- T1o:Insert drainage into pleural cavity.
- T1;: Dilate the lungs.
- T1,: Close the skin of the wound.
- T13: Just before extubation.
- T14: Right after extubation.
- T15: 5 minutes after extubation.
2.2.6. Analyse datas: The research data were analyzed according to statistical
software SPSS 22.
2.2.7. Ethical issue in the study

The research protocol has been approved by the Science Council of the
Hanoi Medical University. The study was accepted by the directors of the 103
Military Hospital, department of thoracic surgery, department of anesthesiology.
Before surgery, all patients were explained about the objectives, benefits and the
risks can occur, how to treat undesirable effects and decide for themselves to
participate in research or not.
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Chapter 3
STUDY RESULTS
3.1. General characteristics of the study groups
Table 3.1. Characteristics of age, sex, height, weight

Grou
P Group 1 Group 2 Both groups D
Characteristics (n=45) (n=45) (n=90)
ﬁﬂexl n, é%) | 20(44.44%) 21(46.67%) | 41(45.56%) | 0,05
ale- Female 25(55.56%) 24(53.33%) 49(54.44%)
4138+ 1562 | 40.87+12.05 | 41.12+13.87
e () 1570 21-68 15-70 00D
. 56.73 + 7.86 55.31+9.44 56.02+8.67
Weight (kg) 4078 36- 83 36-83 p>0.05
. 161.64+6.94 | 161.56+6.85 | 161.60+6.86
hieight (cm) 150 - 173 150-178 150-178 PO
) 21.67 + 2.32 21.10+2.67 21.39+2.51
BMI (kg/m’) 17.09-2699 | 15382872 | 1538-28.72 | P700°
Duration of disease 34.3+48.8 28.78+47.06 31.56+47.74 >0.05
(months) (1-180) (1-216) (1-216) D

Comment: The general characteristics of the patients in the study groups
were not significantly different (p> 0.05).
3.2. Evaluate the efficacy of induction with sufentanil plus propofol with or
without target controlled infusion and without muscle relaxants for Univent tube

intubation for thoracoscopic thymectonmy in patients with myasthenia gravis
3.2.1. Results about the timelines at the induction stage
Table 3.2. Results about the timelines of the induction stage

Group Group 1 Group 2
Results (n=45) (n=45) P
Time to lost eyelashes | 96.76 = 11.86 117.07+£18.06 0<0.05
reflection (seconds) (45 - 120) (57-155) '
Time to reach the RE | 129.56 + 13.38 147.11+16.96 0<0.05
index, SE <50 (seconds) (90-170) (100-186) '
Univent intubation time 6.32+1.25 6.61+1.50 0>0.05
(minutes) (4.5-10) (3.5-12.5) '
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Comment: The duration of eyelid reflex loss, the time to reach the RE
index, SE <50 in group 1 was shorter than in group 2 (p <0.05). The time of
Univent tube placement was not significantly different (p> 0.05).
3.2.2. Univent tube intubation conditions

Table 3.3. Results of evaluation of Univent tube intubation conditions
BGroupl [OGroup2

Percentage

100%

50%

0%

82.22%
77.789

22.22% 17.78%

.

0.00% 0.00%

Excellent

Chart 3.1. Intubation conditions

Good
Intubation conditions

Poor

Comment: 100% of the patients in both groups had an acceptable
intubation conditions and were intubated Univent tube successfully after one
effort. There was no difference in the incubation conditions between the two

groups (p> 0.05).

3.2.3. Consumption of propofol and sufentanil at induction time and Univent tube

intubation

Table 3.4. Consumption of propofol and sufentanil at induction time

and Univent tube intubation (mg)

Group Group 1 Group 2
Results (n=45) (n=45) P
141.89 +
Amount of propofol for induction 90%%61% 11%319 24.87 p<0.05
' a0 — 2490
Dose of propofol for induction 1.63+£0.32 2.55+0.29 <0.05
(mg/kg) 1.11-2.74 20-30 | P<¥
Amount of sufentanil for induction 28.37 +3.93 27.66 £4.72 >0.05
(1g) 20 -39 18-415 | 7%

Comment: The amount of propofol for induction anesthesia in group 1
patients was higher than those in group 1 (p <0.05).
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3.2.4. Hemodynamic changes at induction time and Univent tube intubation

e Group 1 e==J==Group 2
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Chart 3.2. Heart rate changes at induction time and Univent tube intubation

=@ GroUp 1 esJ== Group 2

° 110
S ™
3
T E 90 T
I
€2 70 z
&8 'I'
é’ s
50 . . . .
0 T1 p) T3 T4

Timeline

Chart 3.3. Changes of mean arterial blood pressure (MABP) at induction time

and Univent tube intubation

Comments: - Heart rate and MABP of the patients in both groups at T, was
lower than T, (p <0.05).

- The rate of hypertension in group 1 patients was 24.44%, lower than group 2
with 46.67% (p <0.05). The amount of ephedrine used for patients in group 2 was
higher than in group 1 (p <0.05). In both groups, no patient had any vasodilator drug.
3.3. To compare the efficacy of maintenance and recovery of anesthesia with
propofol TCI or sevoflurane for thoracoscopic thymectomy in myasthenia gravis
patients
3.3.1. Adjusted target concentrations of propofol and minimum alveolar
concentrations of sevoflurane during surgery

Propofol target concentrations of patients in group 1were varied according
to the stimulus levels during the anesthesia and surgery stages: Ce induction> Ce
incision > Ce loss of consciousness> Ce extubation.
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During surgical procedures, the alveolar minimum concentration of
sevofluraneowere maintained within the range of 1-1.5MAC. MAC sevofluran
was highest at incision, lowest at extubation.

- Adjusted increase anesthesia level when patients present with
hypertension or increased RE, SE. Number of adjustments in group 2 in the first
hour were higher than those in group 1 (p <0.05). In the second and third hours,
there was no difference (p> 0.05). The number of adjustments in the second and
third hourly were less than the first hour (p <0.05).

- Decreased anesthesia when the patient fell to too deep anesthesia level
(RE, SE) <40 or when the MABP dropped to below 20% of the baseline value.
There were no differences about the number of decrease adjustment between 2
groups (p> 0.05). In the first hour, the number of adjustments was higher than the
following hours (p <0.05).

3.3.2. The changes of Entropy index during surgery

T
100 ,i\ =—¢— Group 1~ == Group 2 Wi]

80 l -

60

RE index

40

20 T T T T T T T T T T T T T T T
T0 T1 T2 T3 T4 T5 T6 T7 T8 T9 T10 T11 T12 T13 Ti14 Ti15
Timeline

Chart 3.4. The changes of RE index during surgery
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Chart 35. The changes of SE index during surgery
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Comment: RE, SE has the lowest value at T,. At another time during
surgery, the RE, SE values were maintained in approriate ranges (40 <(RE, SE)
<60). There was no difference in the RE and SE indexs between the two groups at
the same time (p> 0.05).

3.3.3. Changes in heart rate and mean arterial blood pressure during anesthesia
3.3.3.1. Changes in heart rate at the time during surgery and recovery
e=Q==Group 1 e={J==Group 2
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=
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Chart 3.6. Changes in heart rate atthe times during surgery and recovery
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Chart 3.7. Changesin MABP at the times during surgery and recovery
Comment: Heart rate and MABP at the times during surgery (Ts-Tys)
were maintained at the normal values. There was no difference in heart rate and
MABP at the same time of both groups (p> 0.05).
3.34. The changes of TOF index during anesthesia

89.69 84.78 79.36 8436 7556 83.14 75467 88.84
B Group 1
OGroup 2

Baseline value 30th minute  60th minute.  90th minute End of surgery
Timeline

TOF value (%)
w
o

Chart 3.8. The changes of TOF index during anesthesia
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Comment: The patients’ TOF index at baseline (Tg) was not significant different
(p> 0.05). At the 30th, 60th and 90™ minute, the TOF index was lower in group 2 -
patients than those in group 1 (p <0.05). At the end of the surgery, these indexes
increased and no difference from baseline and difference between two group (p> 0.05).
3.3.5. The level of convenience of surgery
Table 3.16. Sergeons’ satisfaction of the surgeon about anesthesia

Group Group 1 Group 2
Level (n=45) (n=45) P
Very satisfied 40 (88.89%) 40 (88.89%) p>0.05
Satisfied 5 (11.11%) 5 (11.11%) p>0.05
No satisfied 0 0 p>0.05

Comment: There was no difference about the sergeons’ satisfaction with
the anesthetic methods used in the study groups (p> 0.05).

3.3.6. The changes of respiratory parameters
3.3.6.1. Ventilation indexs

- The frequency of respiration (f) for both groups in one lung ventilation
was higher than those in two lungs ventilation (p <0.05). The tidal volume (V1) in
one lung ventilation was lower than those in two lungs ventilation (p <0.05).

- Ppeak in one lung ventilation was in the normal range and higher when
ventilating with one lung (p <0.05).

- EtCO, index at baseline, two lungs ventilation, the 30" , 60" in one lung
ventilation and at the end of surgery were normal and no difference between the
two groups (p>0.05). The SpO, index during surgery of both groups was in
normal range and there was no difference between the two groups (p> 0.05).
3.3.6.2. Blood gas test results

Blood gas values: pH, HCO3', PaCO,; Sa0,, ... during one lung ventilation,
two lungs ventilation were within normal range and there was no difference
between the two groups (p> 0.05).

3.4. Evaluate the possibility of postoperative extubation and respiratory status in
the first 72 hours after extubation

3.4.1. Evaluation of postoperative extubation conditions

3.4.1.1. Evaluation of extubation conditions and the time of extubation




17

- 90/90 (100%) patients in the study in both groups met the criteria for the
extubation at the end of surgery at the operating room.

- Average time of extubation in group 1 patients was 13.54 minutes (9.5-18
minutes) and in group 2 patients was 12.89 minutes (8-17 minutes) (p> 0.05).
3.4.1.2. Respiratory status after extubation

- The respiratory rate and SpO, within 30 minutes postoperatively were within
normal range and there was no difference between the two groups (p>0.05).

- Breathing frequency and SpO, at 1h to 72h postoperative were in normal
range and no difference between the two groups (p> 0.05).
3.4.2.2.The results of blood gas test after surgery

At the time of 2 hours postoperatively, 28/90 patients had a mild respiratory
acidosis (pH <7.35; PaCO,> 45 mmHg). At 1% day, 2™ day and 3“ day
postoperative the blood gas values were in the normal range and no difference
between two groups (p> 0.05).

3.4.3. Airway injuries due to intubation

B Sorethroat OHoarseness B Sorethroat and hoarseness

40
g 3
S
g 20
% 0 11.11R - 778
E SRCK) 0.003.00 222111111 0 0 0
0 i r
1st day 2nd day 3rd day After 3rd day
postoperative postoperative postoperative postoperative

Chart 3.9. The percentage of patients and the duration time had airway injuries

Comment:

- The complications of sore throat and hoarseness occured on the first day
after surgery, the second and third day these complications gradually and
completely recovered. No patients had sore throats or hoarseness for more than 3
days after surgery.

- Airwway injuries were examined through endoscopic bronchoscopy were
larynx congestion and tracheal congestion.There were not any injuries such as
swelling, paralysis of the larynx, or tracheal rupture.

- There was no difference in the rate of airway injuries between the two groups (p> 0.05).
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Chapter 4
DISCUSSION
4.1. Characteristics of the study groups

Among the 90 patients were selected in the study, the male/female sex ratio
was 41/49 and the mean age was 41.12 years. Thus, the group of patients in our
study also had higher rates of female than men and under age 60 accounted for
91.11%. This result was similar to that of other authors such as Sabitol, Mai Van
Vien, Nguyen Duc Thieng.

In this study, we selected patients with MG class I, 1IA, 1IB, according to
Ossermann's classification, with the highest rate of patients in group 1A (54.44%).
These are patients with myasthenia gravis, but have no respiratory effects, the patient
stays normal and did not need any support ventilation preoperative.

Patients in the study had different disease duration: Mean duration of disease
was 31.56 months; the longest were 216 months and the shortest were 1 month.
According to the Turani E, Luventhal S. R et al., the duration of disease is one of the
factors predicting the possibility of ventilation support postoperative in MG patients.

Before surgery, all patients in the study received basic medical treatment
following a unified procedure with cholinesterase inhibitors, antibiotics for
infections, quit smoking, breathing therapy... Therefore, that patients were eligible
for anesthesia.

4.2. Discussion on the the efficacy of induction with sufentanil plus propofol with
or without target controlled infusion and without muscle relaxants for Univent
tube intubation for thoracoscopic thymectonmy in patients with MG

4.2.1. Time for induction

In this study, both groups of patients were induction with propofol TCI
(group 1) or by conventional slow intravenous ( manual infusion control) (group
2). The results showed that group 1 patients got unconscious at Ce: 2.65 pg/ ml
and group 2 patients lost their senses when injecting propofol 2- 2.5 mg/kg . The
results of our study are similar to Nguyen Quoc Khanh’s; Russell’s; Struys et
al.’s, Servin et al’s researchs.

4.2.2. Univent tube intubation condition

Our results indicated that 100% of patients in both groups had clinically
acceptable intubation condition ( according to Viby Mogensen's rating scale) and
were intubated Univent tube successfully after only once effort.
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Some of the undesirable effects were recorded during intubation time: 3/90
(3.33%) of patients had abnormal movements (mild cough or recurrence). There
were 18 patients (group 1) and 16 patients (group 2), who were prone to
hypertension and tachycardia just after the Univent tube intubation and pushed
blocker over carina in the bronchi.

So although we did not use muscle relaxants during anesthesia, we could
intubate Univent tube for thymectomy in MG patients. We could do it because we
use propofol and sufentanil, an strong opioid analgesic (1000 times more than
morphine, 10 times more than fentanyl). In addition, before intubation, we also
used local anesthesia with 10% lidocaine for larynx and tracheal. This results in
lossing of reflexes in the airway and did not irritate the patient during Univent
tube intubation.

Other authors also intubated with double lumen tubes for thoracoscopic
thymectomy in MG patients. They suggested that it could be intubated
conveniently without the use of muscle relaxants as the author Giorgio Della
Rocca et al .; Gritti P. et al .; EI-Dawlatly A. A; Vilajcovic G et al.

We also found the role of sufentanil for inhibiting pain and lossing of
airway reflexes during intubation. Our results showed that bolus sufentanil doses
of 0.5ug/kg body weight during induction had synergistic effect with propofol for
Univent tube intubation.

Unlike other authors using doule lumen tubes (Carlen tubes or Robertshaw
tubes), our study used Univent tubes (manufactured by Fuji System- Japan) for
active lung collapse during surgery. Univent tube hassmaller size and are made of
silicon that are relatively softer than doule lumen tubes. Therefore, the use of
Univent can reduce the stimulation due to intubation and thus reduce the airway
damage caused by the insertion endotracheal tube without muscle relaxant.
Another advantage of Univent tube is when the patients need ventilation support
ipostoperative, the ansthesiologists only remove the blocker from tracheal and do
not need to change to single lumen tube. This also has the effect of reducing the
level of airway damage due to no muscle relaxants intubation.

4.2.3. The changes of hemodynamic at the period of induction and intubation

It is commonly that hypotension and bradycardiac when induced with
propofol. The level of decline depends on the dose, the rate of injection, the
combination drugs (analgesic, anesthesia) and the patients’status. The results of
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our study showed that after initiation, heart rate and MABP of both groups
decreased, and then increased slightly after Univent tube insertion. In group 1
there was 24.44% and in group 2 there were 46.67% of patients with hypertension
after induction. The patient's blood pressure dropped in our study not only
because of propofol but also affected by sufentanil. This combine interaction
leaded the number of patients with hypertension and bradycardia was higher than
those of Nguyen Tien Duc’s and Nguyen Quoc Khanh’s studies during TCI
propofol anesthesia.

In this study, we monitored the anesthesia level by the Entropy module
device with the RE and SE indexs. Research results show that just after the use of
anesthetics, the RE, SE decreases rapidly. After intubation, like arterial blood
pressure and heart rate, these values tend to increase. This suggests that the
stimulation of Univent tube intubation was the stronggest stimulus during
anesthesia for endoscopic thymectomy.

To sum up, , we bielived that with both induction methods with propofol
TCI (Ce: 5ug / ml) or propofol MCI (2-2.5mg/kg) in combination with sufentanil
at a dose of 0.5ug/kg without a muscle relaxant to ensure acceptable Univent tube
intubation conditions for thoracoscopic thymectomy in patients with myasthenia
gravis. The rate of hypotension and bradycardiac after induction did not last long
time and within normal ranges. This study’s conclusion is similar the results of
Grrit P’s study.

4.3. Discussion about the efficacy of maintenance and recovery of anesthesia
with propofol TCI or sevoflurane for thoracoscopic thymectomy in myasthenia
gravis patients

4.3.1. Hemodynamic changes during surgery

After intubation (the strongest stimulation), heart rate and MABP tended to
increase (T time). However, then the values were maintained stabitility within
the normal range during surgery until Ty,. According to the results of the study,
the mean Ce of propofol during surgery and maintenance of Ts-to-Ty, ranged
from 3.5 to 4.5ug/ml. The MAC values of the group 2 patients ranged from 1 to
1.9 (the highest value at skin incision, the lowest value at the extubation time).
The results of our study are similar to that of Nguyen Quoc Khanh, Vuong Hoang
Dung, Hoang Van Bach, etc.
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Thus, it could be said that the maintenance of propofol by TCI or
sevoflurane in combined with sufentanil and without muscle relaxants ensures
stability and hemodynamic safety during induction, intubation and maintaince
anesthesia for thoracoscopic thymectomy in MG patients. The conclusions of our
study is similar to that of Gritti P.

4.3.2. Advantages of surgery and surgeons’ satisfaction

Surgeons’ satisfaction is one of the criteria for evaluating the effectiveness of
anesthesia method for any surgery. In this study, we assessed the surgeons’
satisfaction by evaluating two surgeons (primary and secondary) who were not
members of the study’s team by form of a surgical questionnaire. The results of the
study showed that the surgeons were satisfied with the anesthetic method applied in
all patients. Surgeons’ satisfaction also depended on the patient's condition after
surgery, the patient were extubated immediately without ventilation support, rapid
recovery, reduce the time and cost of postoperative care for.

4.4, Discussion the possibility of postoperative extubation and respiratory status
in the first 72 hours after extubation.

4.4.1. Evaluation of extubation conditions and the time of extubation

4.4.1.1. Time of extubation

The results of our study showed that 100% of patients had adequate criteria
for extubation and extubated successfully and immediately at the end of surgery at
the operating room.

Other authors who did not use muscle relaxant during anesthesia for
thoracoscopic thymectomy also found that could extubate immediately at the end of
surgery: Eisenkraft And associates; Giorgio D. Retal, ...

In contrast anesthesia wthout the use muscle relaxants, research by
Pham Van Dong et al. showed that patients who used a muscle relaxant had
higher rate of respiratory failure and postoperative mechanical ventilation than
those who did not use muscle relaxants.

To sum up, according to the above studies, postoperative respiratory status in
MG patients is associated with the presence or absence of muscle relaxants during
anesthesia. The results of our study once again demonstrated the advantages of not
using muscle relaxants in MG patients: patients could extubate immediately after
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surgery, not prolonged ventilation, reduce the risk of postoperative complications,
... to create the possibility for rapid recovery after surgery.
4.4.1.2. Evaluation of respiratory status within the first 72 hours after extubation

According to the results of the study, after extubation the results of
clinical respiratory status values (breathing frequency, SpO,) and tests (blood
gas, respiratory measurement) were within the normal range.

In summary, extubation at the operating room is one of the advantages of non
muscle relaxants in anesthesia for thymectomy in the MG patients. Patients did not have
mechanical ventilation so that they could cough well, no stagnation due to increased
respiratory secretions. Respiratory infections and infections due to long-term
mechanical ventilation are controlled and patients recoveried rapilly postoperative.
4.4.2. Evaluation of postoperative airway injury

Airway injury may occur due to intubation, postural changes during the surgical
procedure or even at the extubation period. The risk of airway injury increases as the
patient does not use muscle relaxants during intubation, especially endotracheal tubes
that have lung collapse effect (bigger than normal endotracheal tubes) for thoracic
surgery. Our results showed that the proportion of patients in both groups with clinical
manifestations of airway injuries was 21.11%, including sore throat (12.22%); hoarse
(5.56%); both sore throat and hoarse (3.33%).

There were many studies that show the different rates of hoarseness after
anesthesia: A study by Heike K. et al. found that hoarseness rates in patients receiving
bronchial blocker were 17%; the DLT tube is 44% (p <0.05) .Zhong believed that the
hoarseness rate after using Coopdech tube was 13%, the Arndt tube was 20% and the
Univent tube was 30% .Stout has proven that the level of hoarse and sore throat after
surgery was closely related to the size and material of the endotracheal tubes.

In this study, we also used soft endoscopic bronchoscopy to assess the
physical injuries in the airway. The rate of larynx lesions were congestion
(4.44%) and edema (5.56%), tracheal injuries were mainly congestion (5.56%).
The lesions were mild, narrow extent and there was not any serious complications
such as hematoma, hemorrhage, paraplegia or ruptured bronchial,... Physical
damages as well as clinical symptoms (hoarseness and sore throat) recoveried
within 3 days postoperative.
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Compare to the above studies, although we did not use muscle relaxants
when anesthetizing for MG patients, the rate and extent of airway injuries were
similar because we inducted and maintained enough anesthesia level and pain relief.
Patients underwent local anesthesia at airway with lidocaine spray 10% and
lidocaine 2%. Not having to intubate many times has limited the airway lesions. In
this study we used the Univent tube — a bronchial blocker made of soft silicon. It
was softer more than others DLT. Moreover, the use of soft brochial laparoscope to
accurately place in the bronchial reduces the anesthesiologist’s time and operation
as well as alleviates mechanical injuries when adjusting bronchial blocker.

In conclusion, intubating the Univent tube under general anesthesia without
muscular relaxants in our study may cause 21.11% of the patients suffered airway
injuries. Lesions determined by endoscopic bronchoscopy were congested and
edema, and there was no serious or dangerous lesions such as haemorrhage or
tracheal rupture. The lesions were mild, did not last more than 3 days and did not
leave any discomfort and sequelae to the patient after surgery.

CONCLUSION

1. Regarding the efficacy of induction by sufentanil in combine with
propofol TCI or MCI and without muscle relaxants for Univent tube
intubation for thoracoscopic thymectonmy in patients with myasthenia gravis

Both methods of induction by sufentanil (0,5 pg/kg) with propofol TCI (Ce:
Sug/ml) Ce or MCI (inject by hand) (2 to 2.5mg/kg) had a good and safe anesthetic effect:

- After induction, all patients were intubated Univent tubes successfully
with excelent condition: 77.78%; 82.22% and good condition: 22.22%; 17.78%.

- The percentage of patients who were suffured hypertension were 24.44%
and 46.67% within the allowable limits and similar to other studies.

2. Comparison of the efficacy of anesthesia by sufentanil in combination
with propofol TCI or sevoflurane for thoracoscopic thymectomy in MG patients

Sufentanil was infused with the rate of 0.2ug/kg/h in combination with
propofol TCI (Ce = 3,5-4,5 pg/ml) or with sevoflurane (1-1.5MAC) ensured
effective and safe anesthesia:

- Hemodynamic and respiratory funtion were maintained stabitility. There
were no significant differences in heart rate, arterial blood pressure and
respiratory values between the two groups (p> 0.05).
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- Surgeons were satisfied with the anesthesia method applied in both groups
(very satisfied: 88.89% and satisfaction: 11.11%). There was no difference in
sergeons’ satisfaction between the two groups (p> 0.05).

3. The possibility to extubate at the end of surgery and respiratory
status within the first 72 hours after extubation

- All postoperative patients met the criteria for extubation immediately after
surgery in the operating room, the mean elimination time for both groups was:
group 1: 13.54 minutes; group 2: 12.89 minutes (p> 0.05).

- Respiratory funtion for the first 72 hours after surgery: breathing frequence,
SpO,, blood gas values and respiratory function were normal. No patient should
reintubate endotracheal tube due to respiratory failure or myasthenia crissis.

- Airway injuries (21.11%) including sore throat (12.22%); hoarseness
(5.56%); both sore throat and hoarseness (3.33%). Lesions were determine
through laryngotracheal endoscopic include: congestion (4.44%); edema (5.56%);
Tracheal tracheal injury could be seen in 5.56% of the patients. The lesions of the
airway were mild, narrow and lasted no longer than 3 days postoperatively.

SUGESTION

1. Propose protocol of anesthesia for thoracoscopic thymectomy in MG
patients with the following main contents:

- The anesthetic drugs used in anesthesia: propofol, sevoflurane, sufentanil
and without muscle relaxant.

- Use Univent tube for collapsing and one lung ventilation during surgery.

- Monitor devices for anesthesia include: anesthesia level monitoring (BIS
or Entropy); muscle relaxant monitoring (TOF); invasive arterial blood pressure...

- Endotracheal tube should be extubated immediately at the end of surgery
when the conditions are met.

2. Propose study to compare the efficacy and the safety of anesthetics
without muscle relaxants and anesthesia with the use of muscle relaxant and
sugamadex to neutralize musle relanxants redundant postoperative.
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