PAT VAN PE

Cit lach 1a mot trong nhiing phuong phap diéu tri bénh 1y vé mau
nhét 1a trong xuat huyét giam TC ty mién c6 hiéu qua ma di duogc nhiéu
tac gia trén thé giéi nghién cuu va khang dinh.

Bénh nhan (BN) bi bénh vé mau phai cit lach thuong 1a nhitng BN
da trai qua diéu trj nodi khoa, st dung nhiéu thude, truyén nhiéu mau
hodc cac ché phérn mau. Nhiing BN ndy thuong trong bénh canh giam
té bao mau, dé xuét huyet dé nhiém tring va thleu mau. Do vay cit lach
cho nhiing BN bi bénh vé mau c6 nhiing yéu cau cin vu tién riéng d6 la
han ché mét mau han ché cac can thi€p nidng né dé chay mau va nhiém
khuan. Nhiing yéu cau d6 c6 phan phi hop v6i phau thuat ndi soi.

Trén thé gidi, tir khi phau thuat cat lach ndi soi 1an dau tién dugc
thuc hién boi Delaitre vao nam 1991, cho dén nay da co nhiéu cong
trinh nghién ctru cho thay tinh kha thi ctia phau thuat nay trong diéu tri
bénh 1y v& mau lanh tinh ciing nhu 4c tinh. Phau thuat cat lach ndi soi
(PTCLNS) t6 ra wu thé hon hin m6é mé cit lach truyén théng nhu:
Tranh vét mo 1om, lugng mau mét it hon, it dau sau md, giam cac bién
chung lién quan dén vét mo nhu thoét vi vét mo, nguy co nhiém tring
vét md dic biét trén cac BN c6 biéu hién tac dung phu ctia corticoid liéu
phap, giam thoi gian ndm vién, thim my. Phau truong rong, d& dang
quan sat cac ciu triic, giam ton thuong ving dudi tuy. Tuy vy, Vi cac
truong hop (TH) lach ¢6 kich thudce 16n, ky thuat con dang ban luén,
chua théng nhat.

Tai Viét Nam, cac nghién ctru vé PTCLNS trong cac bénh 1y vé mau
chua dugc thuc hién nhiéu & cac co s& ngoai khoa. K¥ thuat md nao
phu hop véi trang thiét bi va diéu kién kinh té.

Xuét phét tir thuce té nghién ciru va diéu tri trong nudc ciing nhu trén
thé gioi, mong mudn goép phan nghién ctru nham dat két qua tot vé cit
lach noi soi phtt hgp v6i hoan canh va didu kién co s6, chiing toi thuc
hién dé tai: “Nghién cieu wng dung phiu thuat ndi soi cit lach diéu
tri mét sé bénh vé mau thwong gip” voi hai muc tiéu:

1. Ung dung phéu thudt nji soi cit lich trong diéu tri mét sé

bénh vé mdu thwong gap tai bénh vign Bach Mai.

2. Ddnh gid két qud sém ciia phdu thudt néi soi cit lich va phin

tich mét so yéu to cé lién quan dén két qud phéu thudgt.



2. Tinh cép thiét cia luin an

Tai Viét Nam, PTCLNS la mdt ky thuat nang cao da duogc ap dung
tai mot sd trung tdm ngoai khoa 16n, tuy sé lugng BN khong nhiéu. Do
vay chua c6 nhitng nghién ctru ddy da vé ung dung chi dinh trong
nhitng bénh 1y vé mau nao? K¥ thuat md nao phu hop véi didu kién
trang thiét bi va diéu kién kinh té. Chi tra ctia ngudi bénh 1a doi hoi cua
thuc tién. Cung nhu hi¢u qua cua phau thuat cit lach noi soi (PTCLNS)
diéu tri mét sO bénh vé mau thuong gap. Vi véy, dé tai c6 y nghia thoi
su, cap thiét va phu hop véi yéu cau thuc tién hién nay vé van dé tmg
dung cac phuong phéap diéu tri it xam lan.

3. Nhirng dong gop cta luin an:

- Khang dinh rang phau thuat ndi soi cit lach co thé ap dung t6t cho cac
BN c6 bénh 1y vé& mau, 15 nhat 13 khi lach khong qua to.

- Cit lach c6 hiéu qua voéi ty 1é cao cac TH dap ung hoan toan va
dap g mot phan.

- Néu 1én mét s yéu t6 anh hudng dén viée thuc hién phau thuét noi
soi cit lach.

Luan 4n c6 gia tri thuc tién, c6 duc rat phan tich kinh nghiém gop
phan ning cao két qua phiu thuat cit lach ndi soi trong diéu tri mot sb
bénh vé mau
4. B cuc ciia ludn 4n

Luén 4n gdm 140 trang trong d6: it van dé 2 trang, téng quan tai liéu
42 trang, dbi tuong va phuong phap nghién ciru 23 trang, két qua nghién
ctru 29 trang, ban ludn 41 trang, két luan 2 trang, kién nghi 1 trang,
Chuong 1
TONG QUAN
1.1. Giai phiu lich va vai tro ciia lach trong mét s6 bé¢nh vé mau.
1.1.1. Gidi phéu ldch trong PTCLNS.

Lach 12 mot tang 16n, nim & phan tu trén trai cia bung, co trong
luong trung binh 150 gram, khéi lugng binh thudng tir 80 dén 300
gram(150 gram). Kich thudce dai 9 - 11em, réng 7cm, day 4cm. Khoang
10-30% co lach phuy, co thé c6 1 hay nhiéu lach phu, Vi tri hay gap lach
phu nhét 13 rén lach.

Lach dugc bao boc toan bd boi phiic mac trir ron lach. Di chuyén lach
phu thudc cha yéu vao giai phong cac day ching va chiéu dai mach lach.
Theo Michels, dong mach (PM) lach c¢6 hai loai: loai phan nhanh chiém
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70% truong hop, loai bo chiém 30% truong hop. X tri cat lach dbi voi
loai bo thuc hién kho khan hon dbi véi loai phén nhanh.

1.1.2. Vai tro ciia ldch trong mét sé bénh ly vé mdu

1.1.2.1. Chirc nang sinh ly ciua lach:

- Chitc ndng bao vé (chike nang mién dich): Lam sach dong méau do
cac dai thuc bao dam nhiém.

- Tao té bao mau: Tir trong ky phoi thai, lach tham gia tao hong cau,
bach cau c6 hat. Tir khi tré ra doi va sudt cudc doi nguoi lach tao
lympho bao.

- Tiéu hiy cdc té bao mdu: Lach 13 noi kiém soat chat luong cac té
bao mau khi di qua lach.

- Tich trit mau: Lach dy trit khoang 1/3 s6 lwong TC, va chi khoang
30ml hong cau cho co thé.
1.1.2.2. Vai tro cia ldch trong mét sé bénh 1y vé mdu.

béi voi bénh ly huyét hoc tu mién, lach 13 noi tao ra cac khang thé
khéng TC, hong cau va ciing chinh 1a noi pha huy céc té bao mau nhay
cam voi khang thé.

Cuong lach din dén tinh trang thiéu mau, giam bach ciu, giam TC
do céc té bao mau bi giam giit va tiéu huy tai lach.

1.2. Chi dinh PTCLNS trong mét s6 bénh 1y vé mau

1.2.1. PTCLNS trong bénh Iy vé mdu lanh tinh

1.2.1.1. Xudt huyét giam tiéu cau (XHGTC) tw mién (Immune thrombocytopenic
purpura - ITP): TC giam, hoat dong cta tiy xuong binh thuong, loai trir
nhitng nguyén nhan giy giam TC khéc 1a dic diém chinh cta bénh nay.
Corticoids dén nay van 1a liéu phap dau tay diéu trj XHGTC tu mién.

Cit lach dugc chi dinh khi bénh ning, khong dap tmg hodc dap ung
khong tot véi diéu tri ndi khoa. Cat lach c6 2 tac dung chu yéu: thir nhat
1a 1am mét noi chinh pha hily TC nhay cam vé6i khang thé; thir hai lam
mét noi sinh khang thé khang TC.
1.2.1.2. Thiéu mau tan mdu tw mién, hoi chung Evans

Thiéu mau tan mau ty mién 1a hau qua cua sy hinh thanh cac khang
thé bat thuong chdng lai khang nguyén c6 trén hdng ciu. Trong hoi
chimg Evans con kém theo giam TC. Chi dinh cit bo lach khi da diéu tri
noi khoa sau mot nam ma khong c6 két qua va BN dudi 40 tudi thi két
qua tét hon.
1.2.1.3.Bénh Iy hemoglobin: Ddi véi thalassemia va hdng cau hinh 1iém,
cuong lach 1a mot yéu td de doa dén mang song BN.

Mot s6 chi dinh cét lach d6i voi thalassemia nhu sau:
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- Lach to d9 IV, cudng lach, ap xe lach va nhdi mau lach dién rong

- Truyén hong cau khéi >240 ml/kg/nam.

- Tré trén 6 tu01 dé giam nguy co nhiém tring.

Trudc khi cat lach, nén khuyén BN tiém phong.
1.2.1.4.Cuong lach nguyén phat: Cuong lach 1a tinh trang lach to két
hop voi giam mot hay nhiéu dong t& bio mau, ma khong tim thay
nguyén nhan nao khac gy cuong lach. Cit lach co hiéu qua lam giam
céc tridu ching giy ra boi lach to, cai thién su thiéu hut t& bao mau, loai
b6 kha niang bénh 4c tinh tiém an.
1.2.1.5. Suy tiy xwong: Ct lach cho BN suy tuy xwong chua rd nguyén
nhan s€ cé tac dung kéo dai doi song hdng cau, 1am ting sd lwong TC.
Ngoai ra, lam giam lugng khang thé hoat hoa T doc, do vay tuy duogc
giai phong, kha ning sinh mau & tay duoc phuc hoi. Két qua on dinh
duoc khoang 50% TH.

1.2.2. Cit lich do nhitng bénh mdu dc tinh.

1.2.2.1.U lympho: Chi dinh cit lach co thé 1a bién phap diéu tri (do lach
to hay cuong lach) hay chan doan nhu u Hodgkin, u lympho khong
Hodgkin

1.2.2.2. Ung thi bach cau (leukemia): Cit lach lam giam triéu chimg
ctia bénh va cai thién tinh trang giam té bao mau

1.3. Phiu thuat cit lach trong mét sé bénh vé mau

1.3.1. Mt s6 vin dé chung

Vé chudn bi BN: Xét nghiém trudc mo nham danh gia kich thudc va
thé tich lach, co lach phu hay khong, tinh trang thiéu mau, sb luong TC.

Truyén TC trwde mé: SO lugng TC trude md dudi 20 x10° /1. Vi
céc TH khong dap tng ¢ thé truyén TC trong md

Tiém vaccine: Nén tiém phong viém mang ndo, phé ciu, va
Hemophilus influenza B cho mét s6 ca chon loc.

_Khdng sinh dy phong: Nén dung khang sinh ngay trudce md tai phong
md. Can giai thich nguy co nhiém khuan sau md cho BN.

Ddnh gid kich thwéc lich: 13 yéu td quan trong nhat quyét dinh ky
thuat noi soi c6 phu hop hay khong. Déi v6i nhirng BN bénh mau lanh
tinh, siéu am 1a du dé danh gia. DAi voi nhitng BN bénh méau 4c tinh,
CT c6 thé cung cdp thong tin chinh xac hon vé kich thudc lach, hach
ron lach, viém dinh...

Giy tic PM lach: TH lach qua to viéc gy tic PM trude md.

Tim kiém lach phu: Viéc kiém tra lach phy thudng quy trong mo dé
tranh nguy co tai phat bénh
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1.3.2. Vin dé vé chi dinh mé: PTCLNS dugc khuyén céo cho ca cac
TH bénh lach lanh tinh va 4c tinh.
1.3.3. Vi nét vé lich sir phu thudt cit lach diéu tri bénh vé mdu:

Phéu thuat cat lach dé diéu tri mot s6 bénh 1y vé mau duge y vin xéac
nhan c6 tir thé ky IXX:

Nam 1887, Spencer Wells cit lach BN 1a mot phu nit 22 tudi cd
nhiéu dot vang da tai phat va lach to.

Nam 1911, Michel béo céo cit lach thanh cong cho BN thiéu méu
tan mau tu mién.

Nam 1916, Hermann Schloffer, phéu thudt vién nguoi Ao, d3 lan
dau cit lach cho BN bj XHGTC tién phat.

Trong nhitng nam 1990, Phillips va Carroll, Cuschieri, Thibault va
Delaitre, bao cdo nhiing ca cat lach ndi soi dau tién. Ké tir d6, phau
thuat noi soi cat lach da tro thanh mot phwong phéap tiéu chuin cho phan
16n céc TH cit lach.

1.3.4. Phéiu thudt mo mé cdt lich

Vai trd md mé cit lach ngay nay chi giéi han trong mot sb cac TH
cip ctru chin thuong, xo gan, hay lach qua to.
1.3.5. Phéiu thudt ngi soi cit lach.

Cho dén nay, phdu thuat cat lach noi soi da tré thanh mot phuong
phap tiéu chuan cho phan 16n cac TH cit lach.

Mt 56 ddic diém vé ky thudt: "

Tw ghé mé: Tw thé nam ngtia CO nhugc diém la kho boc 16 va cét cac
day ching, mach mau phan lung va ron lach. Chi dinh cho nhiig TH cén
thyuc hién nhiéu tha thudt ph01 hop. Tw thé mo nghiéng bén: ki thuit md

“treo lach” Tu thé nay gitp dé tiép can mit sau cua lach va day chang
quanh lach, tao diéu kién cho boc tich ddy chiang mach mau ving ron lach
ma van bao ton duoc dudi tuy.

Cich tiép cin cuéng lach: Tiép cdn cudng lich tir phia sau: cit
day chang lach than gitip néng lach 1€n cao hon nira dé boc tach va phén
chia h¢ mach mau ¢ ron lach. 7ie, iép cin cuong lach tiv phia truée: Do
v6i nhitng TH Iach to, nén cat day ching vi-lach trudc, sau do tach hé
mach mau & rén lach. Cuéi cung la cét day chang lach-than.

1.3.6. Mt s6 phdu thudt ni soi cdt ldch khdc

1.3.6.1. Phdu thudt néi soi cdt lach c¢é ban tay hé tro: PTCLNS c6 ban
tay ho tro nén ap dung trong nhitng TH lach qua to.

1.3.6.2. PTCLNS mét vét mé: Nham giam thiéu hon nira sang chén cho
BN va tinh tham my, cling da c6 mot vai bao cao vé tinh kha thi cua
PTCLNS mét vét mo.
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1.3.6.3. Néi soi cat lach qua 16 tw nhién: Phau thuat ndi soi qua 16 tu
nhién duge coi 1a bude phat trién moi trong phau thuat xam lan t6i
thiéu. Tuy Vay, noi soi cat lach qua 16 tw nhién méi chi dimg lai & mot
vai bdo cao riéng lé.

1.3.7. Bién chu"ng ctia phéu thudt cdit lach

1.3.7.1. Chay mau: Ty 1& chay méau trong 6 bung sau mé cit lach trong
TH lach to khodng 4% - 6%.

1.3.7.2. Thuyén tacmach: Thuyen tac mach chiém 2-11% va pho bién
hon ¢ nhiing BN cudng lach hay roi loan sinh tiy, hay bénh méu é4c tinh
va lach to.

1.3.7.3. Nhiém tring

Nguy co' sém: trong vong 30 ngiy sau md, phd bién 1a bién ching
ho hap, ap xe dudi hoanh tir 1,2% - 5%.

Nguy co mugn: Nhiém khuan bung phat sau md cit lach, khoang
60% la do phé cau véi nhiéu nhoém khac nhau. Bénh thuong gap ¢
nguoi tré. Khoi phat dot ngot va tién trién rat nhanh
1.3.7.4. Bién chitng lién quan dén ky thudt:

Nhiém tring vét m, tu méu, thoat vi vét mo va dinh rudt tir 2% - 7% . Str
dung corticoid, xa tri, hoa tri cling lam tang nguy co nay

Tai tao lach: v& bao lach 1am té bao lach roi vao 6 bung va lach phu
(c6 khoang tir 10% - 30%.

Tén thuong tang lan cén: tén thuong dai trang, rudt 1a hiém gap
0.3% - 2% , song c6 thé xay ra v6i cac TH lach to, viém dinh nhiéu.
Tén thuong tuy thuong gap hon 2% - 7%, cé the xay ra trong TH lach
to viém dinh nhiéu Vung cuong lach, hay khi cb gang cAm mau dudi tuy.
Té6n thwong phinh vi da day. Gan day ton thuong nay it duoc nhic dén
1.4. Tinh hinh nghién citu PTCLNS trong dleu tri mot s0 bénh mau
1.4.1. Tinh hinh nghién ciru PTCLNS trongdieu tri mot so benh mdu trong nudc

Nam 2003 Nguyen Hoang Bic, PTCLNS thanh cong cho 18 BN
XHGTC. Sau 48 gi0, so lugng TC tang trén 100 G/L ¢ 17/18 BN. Thoi
gian mo trung binh 1a 90 phut (50 140 phut). Thoi gian narn vién trung
binh 14 3 ngay. Khong c6 tai bién va bién ching nao dang ké.

1.4.2. Tinh hinh nghién cieu PTCLNS trong diéu tri mot s6 bénh mdu
trén thé gigi: Tl khi Delaitre thong bdo nam 1991, dén nay, PTCLNS
ngay cang duoc phd bién rong rai voi nhiu cong trinh dugc cong bb.

TheoSajida Ahad, ndm 2012, v6i 1644 TH PTCLNS va 851 TH md mo
cat lach cho thiy ty 1é bién ching va tir vong nhém mod noi soi la 12% va
1,4% so v6i 24 % va 3,3% trong nhom mo md. Thoi glan md va thoi gian
nam vién trong nhém mo ndi soi lan luot 14 119 phut va 3 ngay so véi 103
phut va 6 ngay & nhém md mo.



) . Chuong2 . ]
POI TUQNG VA PHUONG PHAP NGHIEN CUU

2.1. B01 twong nghién ciru

Dbi tugng nghién ciru gém nhung BN c6 bénh Iy vé mau duge
PTCLNS tai khoa Ngoai - Bénh vién Bach Mai tir thang 3/2010 dén
thang 6/2016.

2.1.1. Tiéu chuin chon BN

- BN khong phén blet nam, nit & moi lra tudi dugc chan doéan bénh
mau tai khoa Huyét Hoc Bénh vién Bach Mai va Vién Huyet Hoc -
Truyen Mau Trung U(rng, ¢6 chi dinh can thi¢p phau thuat cat lach ndi soi
dé diéu tri bénh v€ mau sau khi da hoi chan véi cac bac sy huyét hoc:
XHGTC ty mién, cudng lach, thalassemie, u lympho

- Kich thude lach trén 1am sang d9 L, 11 va trén si€u am < 22cm.

- C6 két qua giai phau bénh phu hop v6i bénh, vé mau

- Nghién ctru sinh md chinh hodc tham gia mod theo mot quy trinh da
thong nhat dé thu thap thong tin trudc, trong va sau md.

- BN dong ¥ ¥ tham gia nghién ctru.

2.1.2. Tiéu chuin logi triv

- BN ¢6 cac chong chi dinh bom hoi 6 bung dé md noi soi: suy tim,
bénh phéi man tinh tic nghen tang ap luc ndi so.

- BN c6 kém bénh 1y ndi khoa ning né (ASA: IV, V), c6 rdi loan
dong mau.

- BN mo cit lach ndi soi do u lach, nang lach, ap xe lach, u mach
lach. HIV hay cac chi dinh khac, nhung két qua giai phau bénh khong
do bénh v€ mau. . ]

- BN c¢6 tién sir phau thuat 16n o ting trén 6 bung.

- Kich thudc lach trén 1am sang: d6 11, IV

- Kich thude lach trén si€u 4m trén 22 cm.

- BN khong dong y tham gia nghién clru.

2.2. Phuong phap nghién ciru
Ap dung phu:ong phap nghién ctru mé t tién ciru, theo dai doc.
2.2.1. Co mau nghién ciru
C& mau nghién ciru duge tinh theo cong thic nghién et xac dinh ty 1é:
X pP(l-p)
N=Zwu)  (p.g)
Trong do:

n=C& miu t01 thiéu

Z =1,96 (Hg sd tin cay Gmg véi o.= 0,05

€=0,1 (b9 chinh x4c tuong dbi mong mudn, thuong chon tir 0,1 dén 0.4)
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p = 0,716 (Ty 1¢ phau thuat thanh cong chung cua PTCLNS theo
Matheroo GS va cong su (CS), thdng ké cac nghién ciru tir 2005 dén
2010, trén co s& dir liéu NatlonW|de Inpatient Sample).

Thay vao cong thirc ta dugc s6 BN toi thiéu 108.

2.2.2. Phuwong phap thu thap s6 liéu

Cac thong tin nghién clru duge thu thip theo mot miu bénh an
nghién ctru thong nhat
2.2.3. Cac tiéu chi dé danh gid
2.2.3.1. Dac dzem chung ciia nhém nghién ciru

- Tudi: tudi trung binh ciia cac BN tinh bang nam, chia theo nhém

- Gi6i: Nam, Nir.

_ Chi s6 khéi co thé (BMI - Body Mass Index)

- Phan loai tinh trang sttc khoe BN truéc khi phdu thuét theo
thang diém ASA (American Society of Anesthesiologist)

- Thoi glan phat hién bénh.

- Tién sir bénh 1y noi, ngoal khoa.
2.2.3.2. Cac dac dzem lam sang

- Hoi ching xuat huyet xuat huyét duéi da, xuat huyét niém mac

- Hoi ching thleu mau: da xanh, niém mac nhot, mét méi. Phan loai
thiéu mau theo chi s Hemoglobin.

- Bién chtng do dung Corticoid kéo dai

- Cac triéu chung khac: gan to, lach to, hach to.

- Bénh 1y v€ mau c6 chi dinh PTCLNS tinh theo ty 1& phan traim

- Phén d¢ lach to trén 1am sang.

- Céc bieu hién cta chén ép do lach to trén 1am sang: tic ning vung
ha sudn trai, an mau no.
2.2.3.3. Can lam sang tru’ac mé

- Cong thirc mau. Phan loai thiéu mau theo chi s6 Hemoglobin

- Tinh trang sinh mau ¢ tuy xuong:

- Két qua siéu &m, chup CT
Pinh nghia kich thuéc lach

trén siéu am

Kich thwée lach (KTL)

Lach binh thuong KTL <11 cm

Lach to vira 11<KTL<15cm
Lach to 15<KTL<20cm
Lach rat to 20<KTL<22cm

2.2.3.4. Quy trinh phau thudt
Budc 1: Dit trocar,
Budc 2: Tham do 6 bung tim lach phu.
Budc 3: Giai phong day chang quanh lach



Budc 4: Kiém soat cuéng lach

- Kep DM lach trude ron lach

- Kep mach lach tai ron lach

Budc 5: Ly lach qua tui bénh pham
2.2.3.5. Cac chi so thu thap trong mo

- S6 trocart

- Thoi gian phau thuat, ké tir khi dat trocart cho den khi dong da bung.

- Cach thirc mo: Mo ndi soi hay noi soi chuyén moé mo

- Phai chuyén mo m¢ vi ly do:

- Nhiing nhén xét Ve lach trong mo:

- Cach kiém soat cuong lach:

- Phuong tién dé klem soat mach

- C4ch lay bénh pham

- Dan luu

- Céc tai bién trong phau thuat:

- Luorng méau mét udc tinh trong mo: duoc tinh bang ml dua vao luong
dich ¢ binh hut trir di dich rira bom vao, trong TH mau chédy chi tham du
méche tai mili hong hodc ndm trong 6ng hit coi nhu khong dang ké, dugc
coi la5 ml
2.2.3.6. Cdc chi s6 thu thdp sau mé

- Thoi glan cho an tré lai: tinh bang ngay, ké tr ngay dau sau md

- Thoi glan trung tién trd lai: tinh bang ngay, ké tir ngay dau sau md

- Thoi glan rat dan Iuu: tinh bang ngay, ké tir ngay dau sau mo

- Ra vi¢n s6m nhat, ra vién mudn nhat

- Thoi gian nam vién trung binh: tinh bang ngay

* Bién chwng sau mo:

- Trong 6 bung

- Nhlem trung

- Dién bién ning hoic tr vong trong thoi gian nam vién: Dugc xac
dinh c6 lién quan téi dién blen cua bénh va phucrng phap diéu tri

* Mivc dp dau sau mé: BN ty danh gia miuc do dau dua trén thudc
do muc do dau VAS

* Két qud cdn lam sang: S6 luong TC sau 24h, 48h, trude khi Xuét
vién hodc chuyen sang khoa khac dleu trj tiép.
2.2.3.7. Xép loqi dap vng voi diéu tri BN XHGTC tir mién: Phan loai
dap tmg theo hdi huyét hoc My

+ Dép g tbt: khi s6 lwong TC ting 1én > 100.000 TC/mm® mau so
voi trude phau thuat.

+ Dap u:ng trung binh: khi s6 lwong TC ting 30.000 — 100.000
TC/mm? so véi trude phau thuat

+ Khong dap tmg: khi s6 lugng TC < 30.000 TC/mm? sau khi phu thuét.
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2.2.3.8. Tiéu chuan danh gid két qua phau thudt cat lach néi soi.

Ket qua tot: Cat lach thuan loi qua ndi soi, khong ¢6 tai bién trong
md. Khong c6 bién ching sau m¢. Sinh hoat in udng van dong som.

Két qua trung binh: Cat dugc lach qua no1 soi nhung c6 tai bién nhe
(rach bao lach, thung co hoanh, ton thuong tang khac) nhung xu tri
duoc trong cudc phau thuat, khong phai chuyen mo mo. Co thé co cac
bién chimg sau mo, nhung duoc diéu tri bao ton, khong phai mo lai.
Sinh hoat an uong van dong binh thuong.

Ket qua xau: Co tai bién trong phau thuat khong xu tri dugc phai
chuyen mo mo. Blen chung nghiém trong sau mo, phai mo lai dé xur ly.

Két qua rat xdu: BN tir vong. BN nang xin ve.

2.3. Xur ly s0 li¢u

-S4 lidu duoc xr ly trén phan mém SPSS 16.0.

-Su khéc bigt co y nghla thong ké néu p < 0,05.
2.4. Ve dao dirc nghién ciru

- P& cuong nghién ciru duoc thong qua hoi dong xét duyét cua
truong Pai hoc Y Ha Noi, Bo Giado duc va Bao tao quyet dinh.

- Trong, nghlen cttu ho so bénh an va co tinh chat bao mat, khéng vi
pham vé van dé y duc.

- Quy trinh phau thuat noi soi cat lach duoc thdng qua hoi dong khoa
hoc diéu tri bénh vién Bach Mai.

SO PO NGHIEN CUU
Vién Huyét hoc Khoa Ngoai Khoa Huyét hoc
truyén mau TW Bach Mai Bach Mai

— T —

Hoi chan bénh nhan

A 4

PTCLNS

/ V\

. . | [Kep mach tai ron lach: -
Kep D{,“ la:Ch triroe e Téch riéng PM — TM (tinh mach) lach Chuyén mé mo
ron lach o Khong tach riéng DM — TM lach

Panh gia két qua
Phan tich so sanh
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Chuwong 3
KET QUA NGHIEN CUU

Tur 3/2010 dén 6/2016, tai khoa Ngoai bénh vién Bach Mai, c6 153
BN duogc thuc hién cit lach ndi soi dat tiéu chuan lira chon 13 dbi twong
nghién ctru. Két qua phan bd nhu sau:

3.1. Tudi va giéi
3.1.1. Tuoi: Tudi trung binh: X + SD = 34,2+13,8 (tu6i). Nho nhét 10
tudi, 16n nhat 71 tudi
3.1.2. Gidi tinh: S5 BN nit nhiéu hon nam Ti 18 nan/nit = 1/2.12.
3.2. Pic diém 1am sang va chi dinh mé
3.2.1. Chi sé BMI: BMI trung binh 23,6+1,7
3.2.2. Chi s6 ASA: BN c6 chi s6 ASA d6 1 11,8%, BN co chi s6 ASA
d6 11 va III, chiém 88,2%.
3.2.3. Tién sir ngoai khoa va bénh Iy phéi hgp: CHA va DTD chiém ty
1& nhiéu nhét trong cac bénh 1y ndi khoa 1an luot 12 17,6% va 7,8%.
3.2.4. Thoi gian bi bénh: Thoi gian méc bénh trung binh 12 2,9 nim. Pa
s6 la cac BN ¢6 thoi gian bi bénh trén 1 nam chiém 71,8%.
3.2.5. Bién chirng do diing corticoid: C6 147 BN duoc diéu tri corticoid,
trong d6 131 TH c6 bién chimg corticoid chiém 89,12 %. Ty 1&¢ BN ding
corticoids trén 1 ndm c6 bién chimg chiém 96,15%.
3.2.6. Pdc diém lim sang trwdc phéu thudt: Trén 1am sang, biéu hién
xudt huyét chiém chi yéu voi ty 18 67,97%, thiéu méau nhe chiém
33,33%. Lach to trén lam sang chiém 15,0% (do I: 18 BN co ty 1€
11,8%, d6 II: 5 BN chiém ty 18 3,2%).
3.2.7. Bénh Iy vé mau . .

Bdng 3.1. Bénh ly vé madu co chi dinh mé

n %
XHGTC ty mién 139 90,8
Cuong lach 5 3,3
Suy tiy 1 0,7
Thalassemie 3 1,9
Tan mau ty mién 1 0,7
Evans 1 0,7
U lympho lach 3 19
Tong 153 100
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Nhan xét: Chi dinh cit lach chu yéu 1a bénh 1y xuat huyét giam TC
tur mién c6 139 TH chiém 90,8%.
3.2.8. Chi dinh mé: Trong 150 BN c6 bénh mau lanh tinh, chi dinh mé
do phu thugc corticoids chiém 64%. Con lai 36% BN khong dap ung
v6i diéu tri ndi khoa
3.2.9. Két qud gidi phdu bénh: Giai phau bénh v6i nhimg bénh mau lanh
tinh 1a qua san tiy d6 mo lach. 3 TH u lach la u lympho khéng Hodgkin.
3.3. Pic diém cdn lam sang
3.3.1. Mdu ngogi vi
* $6 lwong TC:

Bing 3.2. Sé luwgng TC trude phdu thudt

S6 lwong TC truéc phiu thuat n %
(TC: don vi G/l)

2<TC<20 46 33.1
20<TC<50 61 43.9
XHGTC 50<TC<100 26 18.7
(n=139) 100 < TC <241 6 4.3
Tong 139 100

Gia tri trung binh 36,6+34,5

B¢“('r: ‘ﬁ‘)hac Gié tri trung binh 98,6+63,4

Nhén xét: Gan 1/3 BN XHGTC c6 s0 lugng TC truéc mo <20 G/1.
Ty 18 BN ¢6 s6 lwong TC trude md < 50 G/l 1a 77%.
3.3.2. Xét nghi¢m tiiy do: Tét ca cac BN dugc nghién ctru trong nhém
bénh 1y lanh tinh déu duoc 1am tuy d6 (150 trudng hop), véi két qua 1a:
giam TC ngoai vi, tiy tang sinh lanh tinh.
3.3.3. Két qua siéu dm: Trong 153 TH siéu 4m, c6 2 TH phat hién thiy
lach phu.

Bdng 3.3. Kich thwdc lach trén siéu am

Kich thwérc lach (KTL) n %
Tem < KTL <11 cm 61 39,9
11 cm<KTL<15cm 61 39.9
15cm <KTL <20 cm 25 16.3
20cm <KTL <22 cm 6 3,9
Tong 153 100
Nhan xét: Nhom BN c6 kich thudc lach binh thuong va to vira (< 15
cm) chiém 79 ,1%.

3.3.4. Phéin bé kich thwéc lich theo chin dodn bénh: Lach trong bénh
ly XHGTC c6 kich thudc trung binh 11,5+2,9, khong c6 TH nao >
20cm. Trong bénh Iy vé mau khac, lach > 20 cm chlem 42,9%.
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3.3.5. Két qud chup CT

Chi dinh chup CT 27 TH, lach phu duoc phat hién 1 TH twong ung
v6i két qua trén siéu am, U lach ¢6 3 TH chiém 11,1%.

3.4. Nhirng dién bién trong phiu thuit.
3.4.1. Phwong phdp phéiu thugt.

Trong 153 trudng hop, PTCLNS hoan toan thyc hién 145 TH chlem
94,8%. 8 TH chuyen md mé chiém 5 2%, déu 1a cac BN XHGTC tur mién
3.4.2. So lwong va vi tri trocar

Phén 16n cac BN duoc dung 3 trocar trong mo (61,4%).

Trocar dau tién duogc dat bang phuong phéap md cua Hasson, vi tri
dat trocar nay ¢ trén ron, 1¢ch trai ndm trén duong gitra don trai.

3.4.3. Tai bién trong ~phau thuat

Trong 153 lan phau thuat, khong TH nao phai truyén mau trong phau
thuat, khong ¢6 TH nao tir vong. Ty 1¢ tai bién 1a 5,9%. C6 1 tai bién
thung co hoanh va 8 TH phai chuyén mod mé déu do chay mau. Trong
d6 ton thwong TM lach chiém ty 1€ cao nhét 3,3% (5 TH)

3.4.5. Phuo’ng tién kiém sodt cuéng ldach: Dung Hem-o-lok 100% céc
TH, 12 TH can khau L tang cuong
3.4.6. Kiém sodt cuéng lich

Bdng 3.4. Phuong phap kiém sodt cudng lich (n=153)

Phuong phéap ki€ém soat cuong lach S6 BN Ty 1€ %
Kep BM lach trudce ron lach 26 17
Tach rieng DPM-TM lach 79 516
Kep mach lach tai | tai ron lach. !
ron lach Khong tach riéng PM-TM
lach tai rén lach 48 314
Tong 153 100

Nhan xét: Co6 83 % s6 BN dugc kep mach lach tai ron lach, trong do
51,6 % la tach riéng DM va TM lach.
Bing 3.5. Lién quan giiva phwong phdp kiém sodt cuéng lich va ty 1¢
chuyén mé moé

BN chuyén | BN PTCLNS

Phuwong phap kiém soat cudng lach moé mé thanh cbng
n % n %
Kep PM léch trude ron lach (26 TH) 1 3,8 25 | 96,2
Tach rieng PM-TM lach tai

Kep mach lach tai ron lach (79 TH) 3 3.8 76 96.2

ron lach (127 TH Khong tich riéng DM-TM
( : lach %al ron lac}%(48 TH) 4 83| 44 | 9L7
Tong 8 5,2 | 145 | 94,8
Nhan xét: Nhitng TH khong tach riéng dugc PM va TM 1ach cho ty

1€ chuyén md md cao nhit 8,3%
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Bing 3.6. Phwong phdp kiém sodt cudng lach véi thoi gian mé va
lwong mdau mat woc tinh (n = 145)

2 BN Thoi gian md Lugng mau
Ky thuit mo n . mat wéc tinh
(phut) (ml)
Kep DM léch trude rén lach 25 91,0+20,6 31,6+24,1
Kep mach lach tai ron lach 120 72,0+£19,0 39,7+26,4
Tong n =145 p <0,01 p=0,17

Nhan xét: BN kep PM lach trudc rén lach co thoi gian mo trung
binh 1au hon c6 ¥ nghia thdng ké so véi nhom kep mach lach tai ron
lach (91,0420,6 phut so véi 72,0+19,0 phit), nhung lugng mau mat udc
tinh it hon, mic du su khac biét 1 chua c6 y nghia thong ké.

Bing 3.7. Lién quan giira kep mach lich tai rén lich véi thoi gian mé
va lwong mdu mdt wéc tinh (n = 120)

Kep mach lach n Thoi gian mé | Lwong miu mau trung
tai ron lach (phut) binh wéc tinh (ml)
Kep DPM-TM riéng 76 70,3+18,0 40,1+26,5
Khong kep PM-TM riéng | 44 75,0+20,6 38,9+26,5
Tong 120 p= =0,31 p=0,83

Nhén xét: Sy khéac biét vé thoi gian mo va lugng mau mat uée tinh &
nhom kep dugc va khong kep dugc DPM-TM lach riéng tai ron lach 1a
khong co ¥ nghia thong ke.

3.4.9. Lach phu: 19 TH c6 lach phu duogc phat hién trong md. Pic biét
c6 1 TH c6 hai lach phu. 153 TH si€u am trudc mo, lach phu dugc phat
hi¢n trong 2 TH.

3.4.10. Ldy bénh phdm: 131 TH (90,3%) PTCLNS lay bénh pham qua
16 trocar mé rong 2-3 cm. 14 TH (9,7%) trong d6 ¢6 3 TH u lach can
phai m¢6 rong 16 trocar 5-7.cm.

3.4.11. Dan luu hé lich: 128 BN sau md dugc dat dan luu hé lach
chiém 88,3% cac truong hop.

3.4.12. Thoi glan phau thudt: X+SD=753+205 (phut) nhanh nhit
1a 40 phut va lau nhét la 120 phut BN XHGTC c6 thoi gian mb [rung
binh nhanh hon 72,5+£18,7 so v6i 101,4+£19,3 clia nhom bénh 1y vé mau
khac, su khic biét 1a c6 y nghia thong ké.
3.5. Cac ket qui sau phau thuat cat lach ndi soi.
3.5.1. Bién chirng sém va tir vong sau mé

C6 21 TH (14,5%) sot v6i nhiét d6 trung binh 38,5 + 0,5 (d6 C).
Nhiing BN nay sot kéo dai sau md ma khong r0 nguyén nhan nhiém
trung, thuong duoc ding ha sét dudng ubng va truyén solumedrol.
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Bién chimg hay gap nhit la viém ph01 sau md 6 TH chiém 4,1%. 2
TH chay méau sau md phai m lai, deu mo md. Trong nghién ctru, khong
¢6 TH nao tir vong hay ning xin vé.

3.5.2. Mikc dp dau sau mé 6 BN PTCLNS hodn toan

Ngoai 8 TH chuyén mb mé, ¢6 2 TH chay méau sau md, phai m lai.
Trong 143 BN dugc PTCLNS hoan toan, ¢6 97,2% chi dau muc d6 it va
vira, 4 BN (2,8%) dau nhiéu, khng c6 BN nao dau rat nhiéu.

3.5.3. Thoi gian diing gidam dau paracetamol: X + SD = 1,43 + 0,69 (ngay)

Tat ca cac BN duogc giam dau bang paracetamol (thuong dung 2 biét
dugc 1a Viramol va Perfalgan).. it nhat 1a ding 1 ngay, nhiéu nhat 1a
dung 3 ngay.

3.5.4. Thoi gian luu thong rut tré lai, thoi gian rit cdc ong thong va dén luu

Nhu dong rudt danh gia trd vé binh thuong khi co trung tién, thoi
gian trung binh 1a 1,34 ngay, it nhat 1a 1 ngay, nhiéu nhat 1a 3 ngay
Thoi gian rat dng théng da day 1,37 + 0,43 ngay
Thoi gian rat dng théng tiéu : 1,41 + 0,39 ngay
Thoi gian rat dan luu hé lach: 1,53 + 0,68 ngay
3.5.5. Thoi gian nam vién trung binh: 5,1+1,7 ngdy, ngin nhat 1a 3
ngdy, 1au nhét 13 12 ngay sau mo

Su khac nhau vé thoi gian nam vién tai khoa phau thuat cua cac
nhom BN ¢6 s lugng TC khac nhau 1a khong cd y nghia thong ké.
3.5.6. Sw thay déi vé so lwgng TC sau phéu thudt ¢ nhém BN XHGTC

C6 26 BN TC truéc md < 10G/1. S luong TC trung binh trude md 1a 7,1
G/1. Khi ra vién s6 luong TC ting trung binh 14 118,2 G/1.

Bing 3.8. So sanh s6 lwong TC thoi diém truwdc mé, sau phiu thugt
24h-48h va khi ra vién.

LR S6 lwong TC mau ngoai vi (G/I) —
Thoidiem =0 00" 50 [ 50- <100 | > 100 | X*SD
, S%
T:nugc BN 46 61 26 6 36,6434.5
Ty16% 331 | 43.9 187 | 43
| S6 p<0,01
surd | ey | P 1O 33 | 9 110862937
Ty16% 0.7 | 108 237 | 647
) S6
KVTG'H:a BN | 3 13 37 86 | 15041200
N Ty le% 21 | 94 266 | 619
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Nhan xét: Ty 18 BN ¢6 TC trudc md < 50 G/1 1a 77%. Khi ra vién ty
16 BN ¢6 TC > 50 G/I 1a 88,5%. S6 luong TC BN ting dan sau md, su
khac biét 1a co y nghia thong ke.
3.6. Mt s6 yéu t6 anh huwong dén kha ning PTCLNS
3.6.1. Kich thwoc lich: Sy khac biét vé thoi gian md va lugng mau mat
udc tinh trong md & nhém BN c6 kich thudc lach khac nhau 1a khac
nhau c¢é y nghia thng ké. Trong d6 lach co kich thude > 20 cm c6 thoi
gian md lau nhat: 101,3 phat, lach c6 kich thudc < 11em cé thoi gian
md trung binh 71,8 phut
3.6.2. S6 lwong TC truwée mé: V6i BN c6 s luong TC < 20G/1, thoi
gian md trung binh 1au hon (80,2 phit so véi 72,2 phit va 62,2 phut &
nhitng BN ¢6 sb lugng TC tir 20 - < 50G/1 va > 50 G/1), va lwong mau
mat uéc tinh ciing nhidu hon. Ty 18 chuyén mdé mé ciing cao hon &
nhém BN nay.
3.6.3. Bénh Iy nén doi héi phii cdt ldch: Thoi gian md, luong méu mat
trung binh va ty 1¢ chuyén m6é mo ¢ nhom XHGTC ty mién cao hon &
nhom bénh ly khac.
3.6.4. Chi s6 BMI: BN c6 BMI > 23 (thira cin) ¢6 thoi gian md trung binh,
lwong mau mét va ty 16 chuyén mé mé cao hon nhém BN ¢6 BMI binh thudng.
3.7. Phan loai dap \rng sau md theo hdi huyét hoc My
3.7.1. Tinh trang ddp teng sém TC sau phdu thuat: Trong 139 TH
XHGTC tu mién, ty 1& dap ung tét va dap tng mot phan sau md
95,7%.
3.7.2. Tinh trang ddp trng sém vé TC sau phéu thudt trong nhom TC
trude mé <20 G/|

C6 46 TH BN ¢6 TC trudc mo rét thap (< 20 G/1). Saumd TC BN c6 dap
tng tot (23 BN) va dap img mot phan (20 BN) 1a 93,5%, s dap tmg kém
12 6,5%.
3.7.3. Két qud theo doi sau 21,4 thang

Theo ddi dugc 79 TH chiém 51.6% trong khoang thoi gian trung
binh 1a 21.4 thang. Két qua cho thay ty 1¢ dap tmg hoan toan 1a 74.6%.
Pap tng mot phan 13 TH chiém 22%. Nhimg BN dap ng mot phan
thuong phai tiép tuc sir dung corticoid nhung véi lidu thip hon dang ke.
S6 BN khong dap umg la 7 TH chiém 4.6%.

Trong s6 cac tudng hop khong dap Gmg dé c6 3 TH tur vong do Xudt
huyét tang thoi gian theo di trung binh 14 13.1 thang.
3.8. Phan loai danh gis két qua chung PTCLNS: BN dugc PTCLNS
thuan loi, khong c6 tai bién, bién chimg sau md chiém 86,9% cac
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truong hop. 6,5 % BN c6 két qua trung binh bao gdbm 1 TH tai bién
thing co hoanh, xtr tri dugc bé‘mg ndi soi, 3 TH tu dich hé lach sau md,
6 TH viém phéi déu dugc diéu tri ndi khoa thanh cong. 10 TH c6 két
qua xau chiém 6,5 % gom: 8 BN phai chuyén mé mo, 2 BN phai mo lai
do chay méau sau m6. Khong c6 TH nao tir vong hay niang xin ve.

Chuong 4

BAN LUAN
4.1. Mot s6 diic diém ciia BN nghién ctru
4.1.1. Tuéi: Do tudi trung binh ciia BN 34,2+13,8, nho nhét 14 10 tudi,
16n nhat 1a 71 tudi. Do tudi tir 20-40 tudi chiém nhiéu nhat 55,6%.
4.1.2. Gioi tinh: Ti 1¢ nanm/nit 1a 1: 2.1. Theo Carlos Rodriguez nit
chiém 68%, theo Nirav Y. Patel, nir chiém 63%.
4.1.2. Lam sang
4.1.2.1. Thoi gian bi bénh va bién chirng do ding corticoids

C6 104 TH duoc diéu tri ndi khoa trén 1 nim (70,7%), trong d6 xuat
hién cac bién chimg do diung corticoids chiém 96,15% . Ty 1¢ c6 bién
chung corticoids chung ctia ca nhom chiém 89,12%, ti 1& thuan voi thoi
gian diéu tri ndi khoa & cac BN.
4.1.2.2. Pdc diém lam sang ciia BN trude phdu thudt

- Xuat huyét : chiém ti 1& cao 104 BN (67,97%); biéu hién

- Thiéu mau c6 51 BN (33,33%);

- 130 BN (85,0%) cd lach kich thudc binh thuong trén [am sang

- Cam giéc tirc nang ving ha suon trai chi gip ¢ 10,5% céc truong hop.
4.1.3. Cdn lam sang.
4.1.3.1. Ty do trong nhém bénh mdu lanh tinh: giam t& bao mau ngoai
vi, tay tang sinh lanh tinh. Ngoai trir 1 TH suy tiy, tiy dd nghéo té bao
4.1.3.2. 86 heong TC trong mdu ngoai vi.

S6 lwong TC mau ngoai vi dudi 20 G/1 chiém 33,1%), 77% BN ¢6 sd
lugng TC <50 G/I, ngoai ra con mot s6 BN truyén TC trude mo. Tir d6
c6 thé thay chi dinh m6 1a hop 1y.
4.1.3.3. Gia tri cuia chan dodn hinh anh truée mo

V6i BN bénh mau lanh tinh, siéu 4m 1a di dé danh gia dac diém giai
phiu ctia lach. Kich thudc lach binh thuong va to vira (<15 cm) chiém
78,5%. C6 6 TH kich thude lach > 20cm chiém 3,9%. Kich thuge lach
16n nhat 1a 22cm c6 1 BN.

3 BN u lympho lach trong nghién ctru déu dugc chup CT trudc mod
dé danh gia thém thong tin vé vi tri u, tinh trang hach rén lach.
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4.2. Chi dinh PTCLNS
4.2.1. Bénh Iy huyét hoc lanh tinh

Bénh 1y vé mau c6 chi dinh cat lach, chu yéu 1a XHGTC ty mién
chiém t¢i 90,8%. Chi dinh m6 do phu thuge corticoids chiém 64%, 36%
BN khong dap tng véi corticoids.

4.2.2. PTCLNS cho bénh ly dc tinh . _

Ba BN trong nhom nghién ctru dugc chan doan truée md 1a u lach.
Két qua gidi phau bénh 13 u lympho Non-Hodkin. Ching t6i cing dé loai ra
khoi dbi tuong nghién ciru nhimg TH truge md chan doan 1a u lach dugc
PTCLNS nhung két qua giai phau bénh 14 nhimg bénh ly khac.

Theo Bagrodia va CS trong 1344 BN cat lach do bénh 1y lanh tinh va
371 BN do nguyén nhén éc tinh, cho thdy PTCLNS van kha thi va an
toan, mic du bénh 1y 4c tinh can cat lach c6 ty 18 bién chig cao hon,
27,2% so voi 14,1% & BN bénh ly vé méu lanh tinh.

4.3. Ban vé ky thuat
4.3.1. Tw thé BN va vi tri kip mé

Tu thé BN duoc ap dung 100% céac TH trong nghlen ciiu nay la tu
thé nghleng phai 50- 70° o gbi don ving dudi suon phai cao Ién.
PTV va phu m6 chinh dimg bén phai BN, phu mo hai ding bén trai
BN. Tu thé nay giap de tiép can day chang quanh lach, tao diéu kién
cho boc tach day chang mach méu vung ron lach ma van bdo t6n
duogc duoi tuy Trong qua trinh phau thuit c6 sy thay ddi tu thé trong
qué trinh mo nham tao thuan lgi cho viéc phau tich.

Tu thé nim ngua thuong duge ap dyng trong nhirng ndm_ dau cua
PTCLNS. Tu the ndy cho phep tiép can dé dang vao tai mac nbi va cho
phau tru(mg t6t nhat cho rén lach. Nhuoc diém cla tu thé nay 1a kho
boc 16 va cat day chang, mach mau phan lung va ron lach do lién quan
V61 dudi tuy.

4.3.2. 86 lwong va vi tri trocar

Trong 145 TH phau thudt cat lach ndi soi thanh cong, c6 89 TH (chlem
61,4%) dung 3 trocar khi mo, 56 TH (chiém 38 ,6%0) dung 4 trocar khi mo. 8
TH chuyen md mé chlem 5,2%. Trong 18 TH cat lach ndi soi do XHGTC
cla Nguyen Hoang Bic, tac gia st dung 4 trocar cho 8 TH, 10 TH con lai 1a
3 trocar, con theo Bui Hai Nam trong 31 TH cét lach ndi soi tic gia dung 3
trocar trong 32.3% céc truong hop.

Dbi voi nhitng TH lach to, trocar dau tién thuong ¢ duéi cuc dudi
lach khoang 4cm, theo chung t6i day 1a vi tri ti wu, néu dit thap hon
quan sat cuong lach s& rat khé khin, néu dit cao hon thi lai bi han ché
phau truong do lach to.
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4.3.3. Lach phu

Viéc tai phat bénh sau cét lach chu yéu do XHGTC ty mién 1a do con
s6t té bao lach. Trong nghién cti, ty 18 phat hién lach phu trong mo 1a 12,4%
(19 BN) Theo Targarona (1999) ty 1¢ lach phu tir 12 -15%, hau hét lach phy
nam ¢ ron lach.
4.3.4. Cich kiém sodt cuong lach

Trong PTCLNS, xir ly cuong lach 14 thi kho khin nhat, viéc phau
tich doi héi phal can than ty my. Chay mau trong thi nay la nguyén
nhan thuong gip nhat phai chuyén mo mo.

Vé mat k¥ thuét, chiing t6i thuc hién 2 cach kiém soat cuéng lach.

Phuwong dn thi nhit: kep mach lich tai rén lich - di trwe tiép vao
cuong lach, thuc hién thanh cong ¢ 120 TH/127 TH (94,5%), dugc ap
dung cho cac TH lach c6 kich thudc binh thuong va to vira. Cu the, sau
khi da giai phong toan bo day chang quanh lach, chung t6i tién hanh
phau tich kep DM —TM lach tai ron lach. Thoi gian mo glam di dang
ke nhung luong méau mat ude tinh 1a nhiéu hon, tuy chua c6 y nghia
thong ké so v&i phuong an kep PM lach trude ron lach

Phuong dn thir hai: Kep DM lich trudc ron lich. Vi lach cé kich
thudce 16n hon (duoc danh gia trude md qua siéu am, CT va quan sat trong
md), sau khi giai phong day chang quanh lach, chung t6i tién hanh boc tach
DM lach trude khi PM di vao ron lach. Thuc hién & 26 TH chiém 17,0%.
Ty 1¢ thanh cong 1a 96,2%. Thoi gian mo trung binh 1au hon so véi di truc
tiép vao rén lach 14 90,8 + 20,2, tuy nhién lucrng méau méat ude tinh it hon

Dbi voi cac TH lach co kich thudc 16m, klem soat DM lach tir phia
trude, ¢ bo trén tuy cod nhiéu loi ich. Thir nhit, viéc boc 16 DM lach
tuong d6i dé dang, nhéan ra DM lach nho doan cong cua dong mach, vi
tri va hudng di ctia n6. Chi cAn mé nep phuc mac ¢ doan cong cia PM
ngay bo trén tuy, truéc khi DM vao dén ron lach. Thir hai 1a sau khi kep
dong mach, lach nho di dang ké. Liac nay chung t6i moi thyc hién tiép
tuc phau tich rén lach.
4.3.5. Dén lwu hé lich sau cdt lich

Dan luu hé lach duge dit trong 128 TH, va thoi gian trung binh dé
rit dan luu 1a 1,53 + 0,68 ngdy. Cac TH dit dan luu sau cit lach chu
yeu phu thudc vao quan diém cua phau thuat vién va khong c6 so6 liéu
c6 gié tri trong van dé nay.
4.3.6. Ldy lich ra khéi é bung

Trong nghién ctru nay, ngoai 8 TH md ndi soi chuyen mé, 131 TH
(90,3 %) cat lach ndi soi, chung t6i lay bénh pham qua 16 trocar mé rong 2-3
cm, sau khi cho lach vao tdi va thao chp hit méu & lach. 14 TH (9,7 %) lach c6
kich thudrc to, khéng vira ti phai mé rong 13 trocar 5-7 cm dé lay ra.
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4.3.7. Tai bién trong mé

Trong tit ca cac TH phiu thuat, khong c6 TH nao phai truyén mau,
tai bién thing co hoanh khi d6t dién dugc ghi nhan ¢ 1 TH va xir ly thanh
cong bang khau ndi soi, khong co TH nao tr vong, va 8 TH phai chuyén
md md do chay mau khong cam dugc bang ndi soi.

Réach bao lach can duoc han ché do ¢ thé 1am roi t& bao lach vao trong
6 bung va c6 thé dan dén tinh trang chay mau kho cam. Trong nghién ciru,
¢6 11 TH chiém 7,2% ton thuong bao lach trong qué trinh phau tich. Kinh
nghiém thu duoc cho thiy, viée tranh cac thao tic truc tiép vao lach bang
cach, khi cat cac day chéng quanh lach, ching t6i thuong dé lai 1-2cm day
ching quanh lach de cam va khong thao tac tryc tiép vao lach.

4.4. Két qua sau mo
4.4.1. Thoi gian mo

Thoi gian md trung binh trong nhém nghién ciru cta ching toi la
75,3 phut, trong d6 nhanh nhat 1a 40 phat va lau nhét 1a 120 phat. So
v6i nghién ctru cia Nguyén Ngoc Hung va CS tai Bénh vién Viét Puc
2006 -2007, trong sé 20 BN cit lach noi soi (véi cac nguyén nhan khac
nhau), thoi gian mé tir 80 dén 180 phut.

4.4.2. Bién chirng som sau mé

Thoi gian sau mo 2 TH (1,4%) phai mb lai do bién chimg chay mau
trong 6 bung sau mb, md lai déu mbé ma. Co6 21 TH (14,5%) sot VO‘l
nhiét dg trung binh 38,5 + 0,5 (46 C), nhirng BN nay sot kéo dai sau mb
ma khong rd nguyén nhén nhiém tring, thuong duoc dung ha st duong
ubng va truyén solumedrol. Bién chimg hay gép nhit 1 viém phdi, 6
TH (4,1 %) dugc phdi hop chan doan va diéu tri cling voi cic bac sy
thuoc chuyén nghanh ho hap.

Trong khi d6 ty 1& nhiém khuén vét mé sau cit lach mdé mé truyén
thong kha cao, theo Chu Xodng (2001) trong 75 BN ct lach mo mé gip
27 TH nhiém tring vét mo chiém 36%.

Bién chimg hay gip thi hai trong nghién ctru 1a tu dich hé lach, 2
TH déu dugc didu tri ndi khoa khong can can thiép gi thém, 1 TH phai
choc din Iuu qua siéu am.

4.4.3. Thoi gian diing giam dau paracetamol va héi phuc sau mé

T4t ca cac BN trong nghién ciru cua chung toi déu duoc diung
duoc giam dau, ha sot bang paracetamol sau mé. Trong d6, BN
dung it nhit 12 dung 1 ngay, nhiéu nhat 1a dung 3 ngay, thoi gian
dung trung binh 1a 1,43 ngay. BN dau nhiéu, dugc danh gia theo
thang diém VAS, chiém 2,8%.
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Thoi gian xuat hien Iuu thong rudt trg lai trung binh 1,34 + 0,43
ngay. Thoi glan lwu dng théng da day trung binh 1a 1,37 + 0,43 ngay,
6ng thong tiéu 1a 1,41 + 0,39 ngay va dan luu hé lach 1a 1,53 + 0,68
ngay. Thoi gian luu dan luu ho lach 1au nhét 1a 4 ngay.

Theo nghién ctru cta Phillips, hdi phuc sau m6 nhanh hon ¢ nhom
PTCLNS va lugng thudc giam dau sau mé duoc sir dung & nhom nay
cling thap hon so v&i mb md cit lach.

4.4.4. Thoi gian nam vign

Thoi gian nam diéu tri tai khoa sau phau thuat trung binh Ia 5,1+1,7
(ngdn nhat 12 3 ngay, 1au nhit 1a 12 ngay, 73,4% BN c6 thoi gian nim
vién tir 4-6 ngay ). Theo Lé Phuong Linh trong 57 TH 1a 4,89 ngay,
theo Nguyén Ngoc Hung va CS tai Bénh vién Viét Ptrc 2006 -2007, véi
20 BN cit lach ndi soi (do cac nguyén nhan khac nhau), 12 5 ngay.

4.4.5. Xép logi BN theo ddp ing véi diéu tri trong nhom bénh Iy
XHGTC tw mién

Két qud sém sau mé: Trong nghién ctru ciia chung t6i, BN chu yéu
1a XHGTC chiém 90.8%. Dic biét BN c6 sb luong TC < 50G/I chiém
77%. Sau mo, s6 lugng TC cta BN ting 1én déng ké, trung binh
152+122,0 G/I, TC cta BN > 50G/1 khi ra vién chiém 88,5%.

So v6i nghién ciru cia Nguyén Hoang Bic va CS (2003) thi sau 48h,
s6 Iugng TC tang 1én trung binh 1a 100.000/ml.

Két qud theo doi sau 21,4 thdng: Ching tdi theo ddi duoc 79 TH
(51,6%) trong khoang thoi gian trung binh la 21.4 thang. Ty 1€ dap g
hoan toan 1a 74,6%. Dap tmg mot phan 13 TH chiém 22%. Nhitng BN
dap mg mot phan thuong phai tiép tuc sir dung corticoid nhung vdéi lidu
thap hon dang ké. S6 BN khong dap tmg 12 7 TH chiém 4.6%. Trong sb
cac TH khong dap tng di c6 3 BN tir vong do xuét huyét tang.

Theo Ojima va CS, s6 luong TC ngay thir bay sau mo co thé dy doan
duoc két qua lau dai. Katkhouda va CS, nhéan thiy tudi (>40 hay <40) la
mdt yéu t6 tién luong su thanh cong hay thét bai cua ctia phau thut.

4.5. Mot s6 yéu t6 anh huong dén két qua phiu thuat
4.5.1. Kich thwoc lach

Véi cac TH kich thudc lach to > 15 cm, thoi gian mé kéo dai hon
chu yéu do phau tich va kep PM lach trudc, ching tdi c6 6 TH lach cd kich
thudc tir 20cm trd 1én, 16n nhét 1a 22cm. Sy khéc biét vé thoi gian mo va
luong mau mét wéc tinh trong mé & nhom BN ¢6 kich thude lach khac
nhau 14 khéc nhau c6 y nghia théng ké.
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4.5.2. 86 lwong TC truwdc mo

S6 lwong TC trude md ciing 13 mot yéu té anh huong dén két qua phau
thuat. BN c6 TC thap c6 thoi gian m6 trung binh lau hon (81,3 phut so véi
72,1 phat va 62,6 phit ¢ nhitng BN ¢6 s6 Iwong TC tir 20 - < 50G/1 va > 50
G/l). Ty 18 chuyén mé mé ciing cao hon ¢ nhom BN nay.

Khi phén tich sau hon vé két qua phiu thuét, trong nhom BN co6 s6
luong TC < 10G/1, ¢6 két qua dap tmg sau mo 1a kha tot, véi gia tri
trung binh TC tang 118,2G/l. Ty 1 chuyén mé mé 1a 11,5%. Két qua
nay ciing tuong tu nhu nghién cuu ciia Zhong Wu, khi nghién cuu 10
TH BN ¢6 s luong TC trude md < 1G/l, thdi gian md trung binh 1a
157,0 phut lugng mau mét wdc tinh 1a 44ml.

4.5.3. Bénh Iy nén doi héi phai cdt ldch

Ngoai bénh ly XHGTC ty mién c6 chi dinh ct lach, ching tdi c6 14
TH bénh 1y khac 1a cuong lach, thalassemie, suy tay, hoi chitng Evans,
u lympho Non Hodkin. Nhitng BN nay c6 thoi gian mé trung binh lau
hon. Nhung hién tugng chay méau kho cam it xay ra hon nén lugng mau
mat trung binh wéc tinh it hon dang ké. Chuyén mé ma, tai bién, ciing
nhu bién chiing chay méu sau mé khong duoc ghi nhan & nhém BN nay

Silecchia va CS, nghién ctru so sanh 2 nhém duoc PTCLNS nhom 1 gdm
24 BN bi bénh 4c tinh va nhom 2 c6 52 BN bénh lanh tinh, cho thdy thoi
gian PTCLNS & nhom 1 dai hon chu yéu do can lam thém mot s tha thudt
do lach to hon, ty 1& chuyén mb md ciing cao hon va ty 18 bién chimg thi thap
hon; nhung nhiing khac biét nay 1a chua c6 ¥ nghia thong keé.

4.5.4. Béo phi

Ty 1& BN c¢6 cén ning binh thuong trong nghién ctru 1a 53 BN chiém
34,6%. BN c6 tinh trang thira can va tién béo phi chii yéu lién quan dén
viéc st dung corticoid kéo dai (chiém 65,4%), nén dan dén tinh trang
thira cin, tich nudc, phan bd lai m& trong co thé, tip trung chu yéu &
phan bung. Nhitng BN nay 1am cho cudc mé kho khin hon thé hién &
thoi gian md kéo dai hon, lugng méu mat trung binh wéc tinh nhiéu
hon, ty 1& chuyén md mo ciing cao hon.

Theo Weiss va CS, BMI ¢6 lién quan lam ting lugng mau mét nhung
khong dnh huéng gi dén thoi gian mb thoi gian ndm vién, ty 1¢ bién chimg.
4.5.5. Két qud chung ciia phdu thudt:

Qua 153 BN dugc PTCLNS cho thdy két qua kha quan. 133 BN
(86,9%) co két qua phau thuat tdt. 6,5 % BN c6 két qua trung binh bao
g(‘Bm 1 TH tai bién thing co hoanh, xt tri dugc b?mg ndi soi, 3 TH tu
dich hé lach sau md, 6 TH viém phdi, déu duoc didu tri ndi khoa thanh
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cong. 10 TH c6 két qua x4u chiém 6,5 % gém: 8 BN phai chuyén md
m&, 2 BN phai mé lai do chiay mau sau md. Khong c6 TH nao tir vong
hay ning xin vé.

KET LUAN

Nghién ctru 153 BN dugc PTCLNS tai khoa Ngoai - Bénh vién Bach
Mai tir thang 3/2010 dén thang 6/2016, cho phép chling tdi rit ra mot sb
Kkét luan sau:

1. Ung dung phiu thuit ndi soi cit lach trong diéu tri mét s6 bénh
vé mau thwong gip tai bénh vién Bach Mai
1.1. Chi dinh:

Bénh 1y vé mau c6 chi dinh cit lach ndi soi: XHGTC ty mién 139
TH: 90,8%. Ngoai ra c6 mdt s6 nguyén nhan khac nhu cuong lach 5
TH: 3,3%. Thalassemia 3 TH: 1,9%. U lympho lach 3 TH: 1,9%. Suy
tiy 1 TH: 0,7%; Tan mau ty mién 1 TH : 0,7%; Hoi chiung Evans 1 TH:
0,7%.

Diéu kién dé PTCLNS la:

BN khéng c6 cac 16i loan vé déng mau, bénh ly noi khoa kém theo
ndng né (ASA <1II) hay cac chong chi dinh bom hoi 6 bung dé mé noi
soi: suy tim, bénh ph6i man tinh tic nghén, ting ap luc noi so.

Kich thudc lach trén 1am sang: Khéngto 130 TH: 85%

Toddol 18 TH :11,8%
To do 11 5TH :3,2%
Kich thudc lach trén sifu @m < 15cm 121 TH: 79,1%
15-<20cm 25 TH :16,3%
>20 cm 6TH :39%
1.2. Ung dung k¥ thuit bao gom:

Tu thé BN nghiéng bén phai 50° - 70°, ké don & dudi ha suon phai, co
thay dbi trong md nham phu hop véi viée tim kiém lach phy va boc 16
cudng lach, dugc ap dung trong 100% cac TH.

Strdung 3 trocar: 94 TH chiém 61,4%.

4 trocar : 59 TH chiém 38,6%.

Giai phong toan bd day ching quanh lach 100% TH

Kiém soat mach lach:

Kep PM lach truéc ron lach 25 TH: 17,2% c6 thoi gian md
91,0+20,6 phit, lvong mau méit ude tinh 31,6+24,1 ml.

Kep mach tai ron lach 120 TH: 82,8% c6 thoi gian md 72,0£19,0
phiit, lvong mau mat udc tinh 39,7+26,4 ml.
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2. Két qua sé'm ciia phiu thuit ndi soi cit lach:
2.1. Két qua sé'm ciia phiu thuat

- Ty 1¢ phau thuat noi soi thanh cong 1a 145 TH: 94,8%,

- Ty 1é chuyén md mo 8 TH : 5,2%.

- Thoi gian mé trung binh 75,3 £20,5 phiit.

- Lach phu phat hién trong mo 19 TH: 12,4%.

- Ty 18 tai bién 14 13,1%.

- Khéng ¢6 TH nio can truyén méau trong mo.

- Khéng ¢ TH nao tir vong sau mo lién quan dén phau thuat.

- Ty 1¢ bién chiing 14 7,6%, chay mau sau mo 2 TH: 1,4%.

- Thoi gian ndm vién 5,1+1,7 ngay.

- Pap ung sém sau mo trong nhom BN XHGTC ty mién: dap tng
hoan toan: 61.9%, dap ing mot phan: 33,8% va khong dép tmg: 4,3%.

- Két qua phau thuat tot: 86,9%, trung binh: 6,5%, xau 6,5%. Khong
¢6 TH nao cho két qua rat xau.

2.2. Mot s6 yéu tb tién lrong c6 lién quan dén két qua ciia phiu thuit:

Kich thudc lach to > 15 cm c6 thdi gian md trung binh l4u hon, sy
khac biét co y nghia thong ké.

BN v6i TC trudc md thip (<20G/l) c¢6 thoi gian md trung binh,
lwong mau mat ude tinh va ty 16 chuyén md mo cao hon.

PTCLNS trong bénh ly XHGTC ty mién c6 thoi gian md trung binh
ngén hon so véi nhom bénh 1y vé mau khac, su khac biét co y nghia
thong ké.

BN thira can (BMI >23) ¢6 thoi gian m kéo dai hon, lugng méu mat
trung binh udc tinh nhiéu hon, ty 1& chuyén mé mé ciing cao hon.

KIEN NGHI

That DM lach & bo trén tuy, trudce khi kiém soat cudng lach to ra c6
hiéu qué va an toan trong PTNSCL vdéi nhitng TH lach to, vi vay nén
duoc thuc hién thuong quy.

Véi cac truong hop XHGTC tu mién c6 chi dinh cat lach, nhung sb
luong tiéu cau rat thap (< 10G/1), ma khong nang 1én dugc, PTCLNS
van ¢6 thé tién hanh dugc an toan va hiéu qua.



1. Introduction

Splenectomy is one of the standard treatments for patients with
hematologic  diseases  especially  indicated for idiopathic
thrombocytopenic purpura (ITP), which has been studied and confirmed
by a number of authors in the world.

Those patients often develope myelosuppression and present with
cytopenias which the common symptoms are frequent infection,
spontaneous bleeding, or easy bruising and anemia. Therefore, some
priorities should be considered before conducting splenectomy as
limitation of blood loss, restriction of applying severe interventions which
could lead to easily bleed and get infection. To meet these requirements
laparoscopic splenectomy (LS) is the most satisfactory method.

Splenectomy was performed exclusively via an open approach until
1991, when Delaitre performed the first laparoscopic splenectomy in an
adult patient. Since then, this technique has been gaining popularity due
to accumulated experience and technological advances.

LS is among minimal access techniques, reduces the traumas
resulted from the surgical interventions and reveals considerable
therapeutic outcomes. Various advantages of this method over the
conventional open splenectomy (OS) are: small incision which results
in lower pain and recovery time, small post-operative scars, reduced
hemorrhage, early mobilization of the patients, lower hospital staying,
and minimal exposure of internal organ which reduce the risk of various
infections especially in patients having side effects of longterm steroid
treatment. Laparoscopy also provides wider field and better view for
surgeons to easily manipulate, avoid potential injuries to pancreas tail.
However enlarged spleens or massive splenomegaly need more
sophisticated methods for splenectomy.

In Vietnam, there have not many studies of LS in hematologic
diseases in surgery centers. Derived from the actual demand of studying
and applying LS for patients in Vietnam and with a wish to make a
contribution to the study how to apply LS in Vietnamese hospitals’
circumstance, we carried out the thesis: "Study on applying laparoscopic
splenectomy for some common hematologic diseases" with two aims:

1. Apply LS technique in treatment of some common hematologic
diseases in Bach Mai hospital.

2. Evaluate the primary results of LS and analyze a number of
factors related to the surgical results.



2. Rationale of thesis

LS has been demonstrated as an advanced technique which is
applied in some hospitals of Vietnam. However the number of patients
is still modest, the number of studies is quite a few and in small
quantity. This thesis was born, expressing the demand as well as the
necessarity to study the efficacy of LP and its application in
Vietnamese patients with hematologic diseases, answering questions
about the most appropriate surgical techniques and equiptment to our
circumstances and patients’ payment ability.

3. The contributions of the thesis:

- Confirmed that LS can be well applied to hematologic diseases, the
most efficacy is for normal and medium enlarged spleens.

- Splenectomy is effective with high rates of complete response and
partial response after surgery.

- Pointed out some factors influencing the technique of LS.

The thesis demonstrates high practical values, drew useful
experiences after analyzing studying results, make contribution to
encourage applying LS technique in the treatment of some hematologic
diseases.

4. The layout of the thesis

The thesis consists of 141 pages of which introduction is 2 pages,
overview part is 42 pages, objects and methods of study is 23 pages,
research findings are 30 pages, discussion is 41 pages, 2 pages are
conclusions and recommendation left is 1 page.

Chapter 1: OVERVIEW

1.1. Anatomy of the spleen and the role of the spleen in some
hematologic diseases.
1.1.1. Spleen anatomy.

Spleen is a major organ, located in the left upper quadrant of
the abdomen, with an average weight of 150 grams, the normal weight
from 80 to 300 grams: length 9 - 11 cm, width 7 cm, thickness 4 cm.
Accessory spleen accounts approximately 10-30%, may have one or
more accessory spleens, which common appears at the splenic hilum.
Spleen is entirely surrounded by peritoneum except splenic hilum.
Moving spleen depends mainly on freeing the splenic ligaments and the
length of spleen vessel. According to Michels, the splenic artery has
two types: distributed 70%, magistral 30%. Splenectomy for magistral
artery case encounters more difficult then distributed case.
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1.1.2. The role of the spleen in some hematologic diseases.

1.1.2.1. Physiological function of the spleen.

-Protection function (immune function): spleen cleaning the blood
through macrophages.

-Hematologic function:

Create blood cells: spleen participates in erythropoiesis and
leukopoiesis in the embryonic period; spleen produces lymphocytes
since the child was born.

Destroy blood cells: spleen controls the quality of blood cells
passing through the spleen.

Storing blood: spleen reserves about 1/3 platelet volume, and only
about 30ml erythrocytes for the body.
1.1.2.2. The role of the spleen in some hematologic diseases.

For autoimmune hematologic diseases, the spleen takes
responsibility to generate antibodies against platelets, erythrocytes and
is also the place to destroy blood cells susceptible to antibody.
Hypersplenism leading to anemia, leukopenia, thrombocytopenia is due
to blood cells traped and killed at spleen.

1.2. Indication of LS in some hematologic diseases.
1.2.1. LS in benign blood diseases.
1.2.1.1. Immune thrombocytopenic purpura ITP

It presents with thrombocytopenia, normal bone marrow function,
excluded other causes of thrombocytopenia. Corticosteroid has still
been the first line treatment for ITP so far.

Splenectomy is indicated if patients refractory to medical therapy.
Splenectomy brings 2 main effects: destroy the place where platelet
susceptible to antibody is killed and where antibody is produced.
1.2.1.2. Autoimmune hemolytic anemia, Evans syndrome

Autoimmune hemolytic anemia is a consequence of the formation of
abnormal antibodies against antigens on erythrocytes. Evans syndrome
is also associated with thrombocytopenia. Splenectomy brings better
outcomes for patients who have not responded to medical therapy for 1
year and <40 years old.
1.2.1.3. Haemoglobinopathies.

For thalassemia and sickle cell disease, hypersplenism is a condition
threatening to the lives of patients.

Some indications of splenectomy for thalassemia:
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- Splenomegaly grade IV, hypersplenism, splenic abscess and
splenic infarction in wide area.

- Erythrocyte transfusion with volume>240 ml/kg/ year.

- Children over 6 years old, in order to reduce the risk of infection.
Before splenectomy, vaccines should be given.
1.2.1.4. Primary hypersplenism

It is a condition including splenomegaly and cytopenia (one or more
blood types), which is due to spleen itself.

Splenectomy is to reduce the symptoms of splenomegaly, to improve
cytopenia, to eliminate potential malignancy.
1.2.1.5. Bone marrow failure

Splenectomy is to lengthen the life of erythrocyte, to increase
paletelet volume, to reduce amount of antibody activating T cells, which
could lead to liberate the marrow, restore marrow fertility. Stablity
accounts for 50% cases.

1.2.2. Splenectomy due to malignant hematologic diseases.
1.2.2.1. Lymphoma.

Splenectomy is indicated for treatment purpose for splenomegaly
and hypersplenism or diagnosis purpose for Hodgkin tumors, non-
Hodgkin lymphoma.
1.2.2.2. Leukemia.

Splenectomy is to relieve symptoms and improve cytopenias.

1.3. Splenectomy in some hematologic diseases.
1.3.1. General information.

Patient preparation:

-Preoperative assessment: splenic size and volume, accessory spleen,
anemia, platelet.

- Indication for preoperative platelet transfusion is given if platelet is
under 20x10%I. Patients with no response to preoperative platelet
transfusion can be transfused platelet during operation.

- Vaccination:

Meningitis, pneumococcal and Hemophilus influenza B should be
given for a number of selected cases.

- Antibiotic prophylaxis: antibiotics should be used right before
surgery in the operation room. Explain clearly the risk of postoperative
infection to patient before operation.

- Spleen size assessment is the most important factor, making
decision whether laparoscopy can be applied. Ultrasound is sufficient to
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evaluate spleen size for benign blood diseases. For malignant blood
diseases, CT should be indicated to provide more accurate information
on splenic size, lymph nodes and splenic hilum as well as abdominal
adhesion.

- Splenic artery embolisation: indicated for enlarged spleen.

- Accessory spleen: should be checked conventionally intraoperation
to avoid relapse of the disease.

1.3.2. Operative indication

LS is recommended for both benign and malignancy spleen disease
1.3.3. Brief history of splenectomy for treatment of blood diseases.

Splenectomy for treatment of some blood disease is firstly recorded
in IXX century literature.

In 1887, Spencer Wells conducted splenectomy for a 22-year-old
woman with recurrent jaundice and splenomegaly.

In 1911, Michel announced successful splenectomy for patients with
autoimmune hemolytic anemia.

In 1916, Hermann Schloffer, Austrian surgeon performed the first
splenectomy for primary ITP patients.

In the 1990s, Phillips and Carroll, Cuschieri, Thibault and Delaitre,
reported the first laparoscopic splenectomy cases. LS has then become a
standard therapy for the majority of splenectomy.

1.3.4. Open splenectomy.

Role of open splenectomy today is limited in some of spleen
trauma, cirrhosis or enlarged spleen.
1.3.4. Laparoscopic splenectomy (LS)

LS has nowadays become a standard method for the majority of
splenectomy.

Operative techniques.

Patient position:

- Supine posture: difficult to expose and incise the ligaments, vessels
at the dorsum and hilum of spleen, should be applied for patients
needing multi-procedures.

- Lateral posture: is called "hanging spleen” techniques, help easily
approach the posterior of the spleen and ligaments around the spleen,
facilitate to dissect vessels and ligament at splenic hilum while still
ensure the intergrity of the pancreatic tail.

Splenic hilum approaching
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-Posterior approaching: incision of splenorenal ligament is to help
lifting the spleen which facilitates to dissect and divide the blood
vessels at splenic hilum.

-Anterior approaching: splenogastric ligament should be incised
prior to dissection of hilar vessels for enlarged spleen. Splenorenal
ligament should be cut finally.

1.3.5. Some other LS techniques

1.3.5.1. Hand assisted LS: applied for enlarged spleen.

1.3.5.2. LS with an incision: in order to minimize trauma to patient and
increase cosmetic, a few reports on its feasibility reported.

1.3.5.3.LS through a natural organ: considered to be a new
development in minimally invasive surgery. However, LS through a
natural hole just has a few reports.

1.3.6. Complications of splenectomy

1.3.6.1.Bleeding: Intra-abdominal bleeding rate after enlarged
splenectomy is about 4% - 6%.

1.3.6.2. Thrombosis: Thrombosis accounts for 2-11%, common in
hypersplenism or bone marrow disorder, or malignant blood diseases
and splenomegaly.

1.3.6.3. Infection

Early infection: within 30 post-operative days, common due to
respiratory complications and subphrenic abcess 1.2% - 5%.

Late infection: usually outbreak after LS operation, approximately 60%
due to pneumococcal bnacteria with many different sub-groups, popular
in young people with sudden onset and rapid progression.

1.3.6.4. Complications due to techniques: Wound infection, hematoma,
wound hernia and intestinal adhesion occur from 2% to 7%, those
increase with using steroids, radiotherapy and chemotherapy.

Relapse of disease: spillage of spleen cells into abdomen due to torn
splenic capsule and missed splenic accessory 10% - 30%.

Potential injurie to internal organs: colon and intestine injuries are
rare only 0.3% - 2%, but may occur with splenomegaly or adhesion.
Pancreatic injury is more often 2% - 7%, can occur in splenomegaly
with adhesion at the hilum, or in controlling pancreatic tail’s bleeding.
1.4. LS studies for treatment of hematologic diseases.

1.4.1. Studies in Vietnam

Nguyen Hoang Bac conducted successful LS for 18 ITP patients.
Platelet increased to 100g¢/l in 17/18 patients after 48 hour operation.
The average operation time was 90 minutes (50-140 minutes), the
average hospital stay was 3 days, no severe complications.



1.4.2. Studies in the world

Sajida Ahad analyzed 1644 cases of LS and 851 of OS in 2001. The
rate of complication and mortality in LS group was 12% and 1.4%
compared to 24% and 3.3% in OS group. Operation time and hospital
stay in LS group was 119 minutes and 3 days compared to 103 minutes
and 6 days in OS group.

Chapter 2: STUDY PARTICIPANTS AND METHODOLOGY

2.1. Study participants

Participants of the study are recruited from patients diagnosed with
hematological diseases, indicated to conduct LP at surgery dept of
Bachmai hospital from March of 2010 to June of 2016.

2.1.1. Enrollment criteria

-Patients are diagnosed with hematological diseases at the
Department of Haematology at Bach Mai Hospital and National
Institute of Haematology and Blood transfusion, indicated to conduct
LP for treatment and diagnosis aims.

-Patients’ pathology results confirm hematologic diseases.

-Patients’ spleen size is classified grade I, 1l in clinical and less than
22cm length according to ultrasonograpy.

-Patients commit to participate in the study.

2.1.2. Exclusion criteria

-Patients with massively enlarged spleens grade 111 and 1V in clinical
or longer than 22cm length in ultrasonography.

-Patients who require splenectomy for non hematological disease as
trauma, splenic abscess, splenic hemangiomas and tumors.

-Patients with critical internal diseases as heart failure, chronic
obstructive lung disease, increased intracranial pressure or garde IV and
V of ASA classification and coagulopathy are contraindicated to
inflatable abdominal laparoscopic surgery.

-Patients with a history of critical abdominal surgery

-Patients do not agree to participate in study.

2.2. Methodology:

-We applied prospective, longitudinal and descriptive study design.

2.2.1. Sampling size
Sampling size is calculated by using the formula to determine
number of patient:

n= Zz(l—a/Z) p(l-p)

(p-e)®
n = sample size
Z =1.96 reliability coefficient with o= 0.05
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€ = 0.1 relative desired accuracy from 0.1 to 0.4

p = 0.716 rate of successful LS according Matheroo GS et al
summarized statistical studies from 2005 to 2010, the data based on the
Nationwide Inpatient Sample.

The minimum sampling size for the study is 108 patients according to
this formula.

2.2.2. Data collection

Sample data collection form is used for patients in this clinical
research study.
2.2.3. Evaluation criteria
2.2.3.1. General characteristics of the study groups

- Age: average age of the patients in years, divided into groups

- Gender: male, female.

- Body mass index BMI

- Patients’ health assessment to ASA before surgery.

- Time since diagnose.

- Past medica history.
2.2.3.2. Clinical characteristics

- Purpura: bleeding under the skin or into mucous membranes

- Anemia: pale skin and mucous membranes, fatigue. Classification
of anemia based on hemoglobin concentration.

- Side effects of longterm steroid using

- Clinical signs: hepatomegaly, splenomegaly, lymphadenopathy.

- Clinical classification of splenomegaly.

- Clinical symptoms of splenomegaly: heavy sensation in left upper
quadrant of abdomen, early satiety.
2.2.3.3. Preoperative assessment

- FBC full blood count, classification of anemia based on
hemoglobin concentration.

- Result of bone marrow hematopoietic

- Results of abdominal ultrasound and CT scan

Spleen size Length in ultrasound
Normal <1llcm

Morderate splenomegaly 11< KTL<15cm
Splenomegaly 15< KTL <20 cm
Severe splenomegaly 20< KTL <22 cm

2.2.3.4. Surgical Procedures
Step 1: Place the trocar.
Step 2: Explore the abdomen to find accessory.
Step 3: Liberate the ligaments around the spleen
Step 4: Check splenic hilus
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- Clamp slenic artery anterior hilum

- Clamp splenic vessel in hilum

Step 5: Splenic retrieval
2.2.3.5. Intraoperative evaluation

- Number of trocars

- Operation time from placing trocart to closing the abdominal wall.

- Operation method: Laparoscopy or conversion to open surgery

- Reasons of conversion to open surgery:

- Assessment of spleen.

- Method to control splenic hilus

- Equipment to control splenic hilus

- Spleen removal methodl

- Drainage

- Complication.

- Estimated blood loss intraoperation: calculated in mililitre, based
on the amount of fluid in suctioning caliber subtracts the fluid injected
into abdomen for lavage. If the amount of blood loss is only absorbed in
ENT meche or still in the suctioning straw, regarded as insignificant,
estimated about 5 ml blood loss
2.2.3.6. Postoperative evaluation

- Return to oral diet: measured in days, from the first day after
operation.

- Return of bowel function (flatus back): measured in days, from the
first day after operation.

- Drainage removal time: measured in days, from the first day after
operation

- Hospital stay: measured in days

* Post operative complications

- Inside abdomen

- Infection

- Poor prognosis or death in hospital after operation: related to the
progress of disease and treatment course.

* Postoperative pain: self-assessed pain intensity based on VAS

* Post operative blood test: Platelet concentration at 24 hours, 48
hours after operation and before discharge or transfer to other
departments for further treatment.
2.2.3.7. Criteria of ITP response to treatment

Classification of America Society of Hematology

+ Good response: Platelet number higher than 100.000 per mm?®

+ Moderate response: the number of platelet from 30.000 to 100.000

+ No response: Platelet number less than 30.000 per mm3.



10

2.2.3.8. Criteria for LS evaluation

Good result: no intra and post operative complications, early return to
oral diet.

Moderate result: mild intraoperative complications as splenic rupture,
diaphragm puncture and other internal organ injury, still under
surgeons’ management, no need to convert to open surgery. Patients
may have some postoperative complications but still under internal
medicine treatment, normal return to oral diet.

Poor result: intraoperative complication need to convert to open
surgery. Serious postoperative complication need to have open
reoperation.

Failure: patients died.

2.3. Data analysis

Data are analyzed by SPSS 16.0 software

The difference is statistical significance if p<0.05

2.4. Research ethics

- The study protocol was approved by the council of Hanoi Medical
University and Ministry of Education and Training.

- Medical records of patients are confidential, used only for study
purpose, strictly follow ethic regulations.

-LS procedure was approved by scientific council of Bach Mai hospital.
Study Algorithm

Institute of hematology | | Surgery department Hematologicdepartment
and blood transfusion Bach Mai hospital Bach Mai hospital

— 7 ==

Consultation

v

LS indication

A 4

Clamp splenic artery| [Clamp splenic vessels at its hilum

before its hilum o Separate splenic artery and vein Conversion to OS
o Not separate splenic artery and vein

QN

Outcome assessment
Analyse and compare results
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Chapter 3: RESULTS OF STUDY

From Mar 2010 to Jun 2016, 153 patients conducted LS in surgical
department of Bachmai hospital were enrolled into the study.
3.1. Age and gender
3.1.1. Age: Average age: X +SD=34.2+13.8, ranges from 10 to 71 years.
3.1.2. Gender: Female/male ratio=1/2.12.
3.2. Clinical characteristic and operation indication
3.2.1. BMI index: Aaverage BMI is 23.6+1.7.
3.2.2. ASA index: Grade I is 11.8%, grade Il and Il are 88.2%.
3.2.3. Past medical history: Hypertension and diabetes account largest
proportions 17.6% and 7.8% respectively.
3.2.4. Duration of illness: Average time is 2.9 years. The majority is
over 1 year, account for 71.8%.
3.2.5. Complications of using corticoids: It occurred to 131/147 patients
treated with steroids, accounts for 89.12%. The proportion of patients
using corticosteroids longer than 1 year accounts for 96.15%.
3.2.6. Clinical characteristics before operation

Clinical purpura is predominant with 67.97%, anemia rate is 50.9%.
Clinical splenomegaly is 15.0% (grade I: 18 patients 11.8%, grade II: 5
patients 3.2%).
3.2.7. Blood diseases classification

Table 3.1. Hematological diseases

n %
ITP 139 90.8
Hypersplenism 5 3.3
Myelosuppression 1 0.7
Thalassemie 3 1.9
Autoimmune hemolytic 1 0.7
Evans 1 0.7
Splenic lymphoma 3 1.9
Total 153 100

Comment: ITP is main indication of LS, accounts for 139/153
patients equivalent to 90.8%.
3.2.8. Operative indications: In 150 patients with benign blood diseases,
operative indication due to corticosteroids dependant is 64%. The
remaining 36% is due to refractory to medical therapy
3.2.9. Pathology result: Benign hematologic diseases: image of abnormal
proliferation of red pulp cells. 3 cases with splenic tumor: image of non-
Hodgkin lymphoma.
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3.3. Paraclinical characteristics
3.3.1. Peripheral blood: Number of platelets
Table 3.2. Number of preoperative platelets

Platelet (G/1) n %
2 <Platelet < 20 46 33.1
20 < Platelet < 50 61 43.9
ITP 50 < Platelet < 100 26 18.7
(n=139) 100 < Platelet <241 6 4.3
Total 139 100
Means 36.6+34.5
Others(n=14) Means 98.6+63.4

Comment: Nearlyl/3 of ITP cases have platelet under 20g/l before
operation. The proportion of patients with preoperative platelet less than
509/l is 77%.

3.3.2. Marrow bone: All benign hematogic diseases were indicated to

have marrow bone (150 cases) and the results show peripheral

thrombocytonia and normal proliferation of cells at marrow.

3.3.3. Ultrasound:  Ultrasound detected 2 cases with accessory spleen
Table 3.3 Spleen size in ultrasound

Spleen length (SL) n %
7cm <SL< 11 cm 61 39.9
11 cm<SL<15cm 61 39.9
15ecm < SL<20cm 25 16.3
20cm < SL<22 cm 6 3.9
Total 153 100

Comment: Patients with normal and medium spleen size <15cm in
ultrasound account for 79.7%.
3.3.4. Distribution of spleen length to diseases.: Spleen length in ultrasound
of ITP patients is 11.5+2.9 cm, no case with spleen length over 20cm.
Spleen length of other groups over 20 cm accounts for 42.9%.
3.3.5. CT scanner: 27 patients were given CT scanner in which 1 case
with accessory spleen is detected and this result matched with its
ultrasound detection. 3 spleen tumors are found through CT image,
accounts for 11.1%.
3.4. Operative techniques.
3.4.1. Result of LS application: In our stury, LS is successfully
conducted for 94.8% (145/153 cases). 8 cases (5.2 %) had to convert to
open surgery and all of them are ITP patients.
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3.4.2. Trocar placement.: Most of the patients were placed 3 trocars
(61.4%). We prefer placing the first trocar via a cut-down Hassan type
technique. The first trocar is generally placed in the left mid-clavicular
line above the umbilicus.
3.4.3. Complications: There is no case recorded with blood transfusion
in 153 operations, only 1 case with punctured diaphragm, no mortality.
8 cases conversion to open surgery are due to bleeding in which splenic
vein injury is the most frequent encountered reason 3.3% (5 cases).
3.4.4. Splenic hilar control: We use Hem-o-lok for 100% cases to
control splenic hilum, in which there are 12 cases strengthened with
stitches.

Table 3.4.Management of splenic hilum (n=153)

Methods of splenic hilar control n %
Clamp splenic artery before spleen hilum 26 | 17
Clamp splenic | Separate artery and vein at hilum 79 | 51.6
vesel at hilum | Do not separate artery and vein at hilum | 48 | 31.4
Total 153 | 100

Comment: 83% splenic vesssel were clamped at hilum in which
51.6% was applied separate artery and vein method.
Table 3.5.Relation between hilar control methods
and conversion to OS
Conversion LS
Management of splenic hilum to OS
n % n %

1 38 | 25 | 96.2

Clamp splenic artery before hilum 26
cases

Separate artery and
vein at hilum (79| 3 38 | 76 | 96.2
cases)
Do not separate artery
and vein at hilum (48 | 4 83 | 44 | 917
cases)
Total 8 52 | 145] 94.8
Comment: Conversion rate to OS in patients using “do not separate
the artery and vein” method is the highest with 8.3%.

Clamp splenic
vesel at hilum
127 cases
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Table 3.6.0utcomes of hilar control methods

Outcomes . Estimated
n Qperatl_on blood loss
Hilar control time mins (ml)
Clamp splenic artery before hilum | 25 | 91.0£20.6 | 31.6+24.1
Clamp splenic vesel at hilum 120 | 72.0£19.0 | 39.7+26.4
Total 145 p<0.01 p=0.17

Comment: Patients with splenic artery clamp before hilum have
longer operation time 91.0+£20.6 mins compared to patients with splenic
artery clamp at hilum 72.0+£19.0 mins. This difference is satistically
significant. Meanwhile, estimated blood loss in patients with splenic
artery clamp before hilum is less than patients with splenic artery clamp
at hilum but this difference is not satistically significant.

Table3.7.0utcomes of method “clamp splenic artery at hilum”.

Clamp splenic artery at n Operation Estimated blood
hilum time (mins) loss (ml)
Separate clamping  of | 45 | 744,15 40.1426.5
artery and vein
Not separate clamping of | ,, | 7551006 38.9+26.5
artery and vein
Total 120 p=0.31 p=0.83

Comment: The difference of operation time and estimated blood loss
in group applied “separate clamping of artery and vein” and in group applied
“not separate clamping of artery and vein* is not satisfically significant.
3.4.5. Accessory spleen: 19 patients having accessory spleen are
detected intraoperation, especially one patient with 2 accessory spleens.
All 153 patients in our study are given ultrasound before operation but
only 2 cases are detected to have accessory spleen.

3.4.6. Spleen retrieval: Retrieval of spleen is performed through trocar
site with 2-3cm extension for 131 cases (90.3%). 14 cases (9.7%) is
performed through larger trocar site with 5-7cm extension, in which
there are 3 cases diagnosed with splenic tumors.

3.4.7. Drainage after splenectomy: 128 patients are drained after LS,
accounts for 88.3%.

3.4.8. Operation time: Operation time is x+ SD=75.3 £ 20.5 mins,
ranges from 40 mins to 120 mins. ITP patients have shorter operation
time 72.5+18.7 compared to 101.4+19.3 of other diseases. The
difference is satisfically significant.
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3.5. Outcomes.

3.5.1. Early outcomes and mortality: Febrile complication after
operation occurred in 21 patients (14.5%) with average temperature
38.5 + 0.5 degree celcius. This complication improved with oral
antipyretic medicine and peripheral corticosteroid.

The most common complication is peunmonia happening to 6
patients (4.1%). There are 2 cases with bleeding complication
controlled by open reoperation. No death or severe cases are recognized
in our study.

3.5.2. Postoperation pain assessment in LS patients: Besides 8 patients
required conversion to OS and 2 bleeding cases controlled by open
reoperation are excluded, there are remaining 143 patients having LS in
which 97.2% have mild and moderate pain after operation, 2.8% with severe
pain and no case recorded with very severe pain.

3.5.3. Antipyretic using time: All patients are indicated to use antipyretic (brand

name viramol and perfalgan) after operation with X + SD = 1.43 + 0.69 days
range from 1 to 3 days
3.5.4. Return to oral diet and drainage removal.

Return to oral diet is averagely 1.34 day, ranges from 1 to 3 days.

Gastric tube removal is 1.37 + 0.43 days.

Urinary tube removal is 1.41 + 0.39 days

Splenic drainage removal is 1.53 + 0.68 days
3.5.5. Hospital stay: Hospital stay is 5.1+1.7 ngay, ranges from 3 to 12
days. The difference about hospital stay in groups of different platelet
number is not statistical significant
3.5.6. Postoperation platelet in ITP patients: Preoperation platelet in ITP
patients is averagely 7.1 ¢/l in which there are 26 ITP patients with
preoperation platelet < 10g/l. Postoperation platelet increased to 118.2 g/l.

Table: 3.8. Pre and postoperative (24-48 hours)
and discharged platelet.

Platelet g/l =
<20 |20-< 50| 50-100 | > 100 X£SD

Preoperation (;l 326.31 4?9 1%% 46_53 36.6+£34.5

Postoperation [n | 1 | 15 | 33 | 00 | .o .. p<0.01
24h—48h %| 0.7 | 10.8 | 23.7 64.7 T
Discharged n 3 13 37 86 152+122.0

%| 21 9.4 266 | 619
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Comment: Patients with preoperative under 509/l is 77%. Pletelet over
50g/l at discharged time is 88.5%. In fact the number of platelet is
gradually increasing after operation. The difference is satistically
significant.

3.6. Some factors influencing on LS feasibility

3.6.1. Spleen size: Differences in operation time and estimated blood
loss during operation among patients with different spleen size are
different with statistical significance. In which spleen size (> 20 cm)
group has the longest operation time 101.3 minutes while spleen size
<llcm group has average operation time 71.8 minutes.

3.6.2. Platelet before operation: Patients with TC <20g/l have longer
operation time 80.2 minutes versus 72.2 minutes and 62.2 minutes in
patients with platelet from 20 to <50g/l and >50g/I respectivly, and
more estimated blood loss. Conversion to OS rate is also higher in this
patient group.

3.6.3. Comment about diseases indicated to have LS: operation time,
blood loss, and conversion to open surgery in ITP group are higher
compared to other groups in our study.

3.6.4. BMI: patients with BMI>23 BN have higher operation time,
blood loss and conversion rate to open surgery than normal BMI group.
3.7. Classification of postoperative response according to America
Society of Hematology.

3.7.1. Early response of platelete after operation: In 139 ITP good and
partial responses rate is 95.7%.

3.7.2. Platelet response after LS in group with preoperative platelet
under 20g/l. In 46 preoperative patients with very low platelet under
20g/l, 23 cases have good response, 20 cases have partial response
accounting for 93.5% and 6.5% have poor response.

3.7.3. Outcomes after operation 21.4 months: We followed up 79 over
153 patients, accounted for 51.6%. The follow up time is 21.4 months
with complete respond rate 74.6% and partial respond 22%. Patients
with partial respond had to keep using corticosteroid but with
significantly lower doses. Patients who were refractory to LS accounted
for 7 cases (4.6%) in which there were 3 cases death due to bleeding at
abdominal organs and the follow up time of these cases is 13.1 months
3.8. Genearal evaluation: 86.9% were perfomed LS successfully
without complications. 6.5% had average results, including 1 case with
punctured diaphragm during operation which is successfully sutured by
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laparoscopy, 3 cases with postoperative seroma complication and 6
cases with pneumonia which are full recovery with medicine treatment.
10 cases had bad results accounted for 6.5% including 8 patients
conversion to OS, 2 patients reoperation due to postoperative bleeding.
No deaths or severe cases are reported.

Chapter 4: DISCUSSION

4.1. Characteristics of patients.
4.1.1. Age: The average age of patients was 34.2 + 13.8, the youngest was 10
years old, the oldest was 71 years old. Group 20-40 years old accounted for
55.6%.
4.1.2. Gender: Ratio of male/female in study was 1/2.1. According to Carlos
Rodriguez and Nirav Y. Patel female rate in their studies was respectively 68%
and 63%.
4.1.2. Clinical characteristics
4.1.2.1. Duration of illness and long term side effects of corticosteroids : 104
patients were treated with internal medicine over 1 year (70.7%), in which rate
of corticosteroid side effect accounts for 96.15% meanwhile the rate of
corticosteroid side effect in whole study group is 89.12%. The rate of adverse
effect goes up with using time.
4.1.2.2. Clinical symptoms and signs of patients before operation

104 patients (67.97%) has hemorrhage in clinical.

51 patients (33.33%) has anemia in clinical

130 patients (85.0%) has no splenomegaly sign in abdominal examination.

Heavy sensation at left upper quadrant is only recognised in 10.5%.
4.1.3. Investigation results
4.1.3.1. Bone marrow results in benign blood disease group show a decrease in
peripheral blood cells, benign marrow proliferation. But one case of
myelosuppression has very few cells at bone marrow.
4.1.3.2. Peripheral platelet: Peripheral platelet below 20g/l accounts for
33.1%, the percentage of patients with platelet inder 50g/1 is 77%. A number of
patients were given platelet transfusion before operation.
4.1.3.3. Imaging results : Ultrasound is indicated to assess the anatomical
features of spleen before operation for both benign and malignant blood
diseases. Length of normal and medium spleen (under 15 cm) is 78.5%, over
20cm accounts for 3.9% (6 cases), one patient is recorded with the longest
spleen 22cm. CT scanner is applied for 3 patients with splenic lymphoma to
assess tumor location, lymph node distribution at the splenic hilus.
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4.2. LS indication
4.2.1. LS for benign hematologic diseases

ITP is the most frequent indication of benign hematologic diseases to have LS,
accounts for 90.8%. Indication due to corticosteroid dependent and no response
to corticosteroid is respectively 64% and 36%.

4.2.2. LS for malignant hematologic disease

Three cases with preoperative diagnose are splenic tumor, their
postoperative cytologic result is Non-Hodkin lymphoma.

Our study excluded cases with preoperative diagnosis of slenic tumor
but the postoperative cytologic results are diffenrent.

According to Bagrodia and al. who did LS for 1344 benign
hematologic diseases and 371 malignant cases, LS is feasible and safe
therapy even the complication rate in malignant group 27.2%, higher
than in benign group 14.1%

4.3. Operative technique
4.3.1. Position of patient and surgical team

Patients are placed in righ lateral decubitus 50-70°. Padding is placed
at right flank with a pillow. Main surgeon and his first assistant stand at
their right side, the second assisstant stands on the left side of the
patient. This position is convenient for splenic ligament approach,
facilitating to dissect vessels and ligaments at splenic hilus but not
injure pancreas tail. Postion of patients may be changed during
operation to facilitate the dissection.

Supine position was often used in the early period of LS. This
position allows accessible to omentum and provide wide field to access
hilum. The disadvantage of this position is difficult to expose and incise
ligaments and vessels at dorsal and hilum of spleen due to their
anatomical relation to pancreatic tail.

4.3.2. Trocar placement: Number of trocarts using in LS: 89/145 cases
using 3 trocarts (61.4%) while the left 56 /145 using 4 trocars 38.6%.
Coversion to OS: 8/145 cases were converted to OS, accounts for 5.2%.

According to Nguyen Hoang Bac, 8/18 patients were used 4trocars and
the remaining 10 cases used 3trocar for their LS. Bui Hai Nam reported
that he used 3 trocarts for 32.3% patients in total 31 conducted LS.

Position of the first trocart is generally placed 4cm below inferior
pole of spleen for enlarge spleen cases. In my opinion it is the optimal
location. Because it is difficult to observe splenic hilum with lower
location and the surgical field may be obstructed due to enlarge spleen
with higher location.
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4.3.3. Accessory spleen.

The relapse of ITP after splenectomy is mainly due to the presence of
residual accessory splenic tissue. In my study, the rate of accessory
detected intraoperation is 12.4% (19/145 patients).

According Targarona (1999) this rate is from 12 t015% and splenic
hilum is the popular location of accessory spleen.

4.3.4. Splenic hilum dissection.

Dissection at hilum is the most difficult phase which requires
meticulous and careful manipulation. Bleeding complication in this
phase is the most common reason of converting to OS.

We applied 2 techniques to control splenic hilum.

Technique 1: clamp the vessels at hilum-dissect directly to splenic
hilum. This technique was successfully implemented for 120/127
patients (94.5%) with normal and medium large spleen. After freeing
entire ligaments around spleen, we conducted to dissect the vessels at
hilum. Operation time reduces significantly but more blood loss
compared to technique 2, but the difference is not statistical significance

Technique 2: clamp splenic artery before hilum. Applied for enlarge
spleen which was assessed preoperation by ultrasound and CT scanner and
intraoperation by surgeons. After freeing entire ligaments around spleen,
we conduct to dissect the splenic artery before it goes into hilum. This
technique was implemented for 26/145 patients (17%), the successful rate
is 96.2%. Operation time is longer 90.8 + 20.2 and less blood loss
compared to technique 2, but the difference is not statistical significance

For enlarge spleen, approaching splenic artery from the anterior and
superior of pancreas facilitates to expose splenic artery, easily recognize
splenic artery through its curve, location and direction. Openning the
peritoneum fold at the curve of the artery just above superior edge of
pancreas before the artery goes into the hilum, then clamp it, spleen will
be significantly smaller. Next keep doing dissection of splenic hilum
4.3.5. Drainage after splenectomy: Spleen drainage is applied for 128
patients with LS. Drainage removal time is 1.53+0.68 days. Drainage
after LS is not indicated and depends on surgeon’s decision.

4.3.6. Spleen retrieval: There are 8/145 cases conversion to OS, 131/145
(90.3%) success with LS in our study. Spleen retrieval is done through the
trocar site which is extended 2-3 cm, after putting spleen into the bag and
removing the clip sucking blood in the spleen.

14 cases (9.7%) with enlarged spleen do not fit with the retrieval bag
required to widen the trocart hole to 5-7cm.
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4.3.7. Intraoperative complications: In our study there is no case given
blood transfusion, one case with punctured diaphragm due to electrocautery
which was then successful sutured through laparoscopy, no mortality.
8cases were converted to OS due to bleeding which were not controlled
with laparoscopy.

The spleen should be carefully removed, avoiding the splenic capsule
rupture, spillage of the spleen cells and uncontrolled bleeding. In our
study there are 11 cases with torn splenic capsule due to dissection.We
drew experience that when cutting ligaments around spleen should
leave at least 1 or 2cm of ligaments left.

4.4. Operative outcomes.
4.4.1. Operation time: Operation times range from 40 to 120 mins with
average number is 75.3 minutes. According to Nguyen Ngoc Hung at
Vietnam-Germany hospital in 2006 -2007 it was from 80 to 180
minutes in the study of LS for 20 patients (with different underlying
diseases).
4.4.2. Early complication after operation: 2 cases (1.4%) need open
reoperation due to postoperative abdominal bleeding. 21 cases (14.5%)
had febrile with temperature around 38.5 + 0.5° celcius, were treated
with oral antipyretic paracetamol and parental solumedrol. 6 patients
(4.1%) had pneumonia.

According to Chu Xoang in 2001, wound infection rates after
conventional OS is quite high 36% (27/75).
Seroma complication after LS occurred at 3 patients, 2 of them full
recovery without any further intervention, 1 was drained under
ultrasound guide.
4.4.3. Pain management and return to oral diet: All patients in our
study are used anapyretic (paracetamol) to relieve pain and fever after
operation. The time ranges from 1 day to 3 days and average is 1.43
days. Pain assessment is based on VAS, in which severe pain accounts
for 2.8%.

Return to oral diet is averagely 1.34+0.43 days. Gastric tube removal
time is 1.37 + 0.43 days, urinary tube removal time is 1.41+0.39 days
and splenic drainage removal time is 1.53+0.68 days, the longest time
of drainage is 4 days.

According to Phillips hospital stay of LS is shorter than OS and the
result is similar for analgesic using in LS compared to OS.
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4.4.4. Hospital stay: Hospital stay was 5.1 = 1.7 (3-12 days) in which
73.4% of patients stayed at hospital from 4 to 6 days.

According to Le Phuong Linh’s study with 57 LS patients, the

hospital stay is 4.89 days, according to Nguyen Ngoc Hung et al at
Vietnam-Germany hospital in 2006 -2007 with 20 LS patients it is 5
days.
4.4.5. Response to LS therapy in ITP patients: Early postoperative
outcomes: In our study, patients with ITP account for 90.8% in which
patients with platelet under 509/l is 77%. The number of patients after
operation increased significantly to 152 + 122.0 g/l. The platelet of
patients at discharged time over 50¢/l accounts for 88.5%.

According to Nguyen Hoang Bac and al. (2003), the number of TC
increased to 100,000 per ml after 48 hour operation.

Outcome after 21.4 months follow up: We followed up 79 patients
(51.6%) for average 21.4 months. The result shows that complete
response is 74.6%, partial response is 22% (13 cases). Patients with
partial response must keep using corticosteroids but with significantly
lower dose. Patients refractory to LS are 4.6% (7 cases) in which 3
patients died of organ bleeding.

According to Ojima and al., the number of platelet at 7" day after
surgery can predict the longterm outcome. Katkhouda and al. realized
that age (under and over 40 years of age) is a prognostic factor to the
success of LS.

4.5. Some factors influencing on LS feasibility

4.5.1. Spleen size : LS operation time for splenomegaly over 15 cm
length is often higher due to dissection and clamping of splenic artery.
There are 6 cases in our study with spleen length over 20cm and the
longest is 22cm. We realized that the difference of operation time and
blood loss is statistically significant compared to group with spleen
length under 20 cm.

4.5.2. Platelet before operation: Preoperative platelet number is an
important factor affecting the outcome. LS for patients with low plateler
(under 20g/l) has longer operation time (81.3 minutes versus 72.1
minutes in group with platelet from 20 to 50 g/l and versus 62.6 minutes
in group with platelet over 50g/l. Conversion to OS of this group were
also higher.
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However, the response to surgery of the patient group with platelet
under 10g/l is fairly good, which meets postoperative results are pretty
good, with the average value increased 118.2G TC/I. The rate is 11.5%
conversion to open surgery. This result is similar to the study by Wu
Zhong, the study 10 patients with a number of TC TH preoperative
<1g/l, average operation time was 157.0 minutes Estimated blood loss
was 44ml.

4.5.3. Underlying disease requiring splenectomy: In our study
splenectomy is indicated for not only ITP but also 14 other disorders
such as hypersplenism, thalassemie, myelosuppression, Evans
syndrome, nonHodkin lymphoma. These patients have longer operating
time but less blood loss. Conversion to OS and postoperative bleeding
were not recognized in this group.

Silecchia and al. made a comparative study on two groups: group 1
includes 24 patients with malignant disease; group 2 includes 52 patients
with benign disease, showing that the operation time in group 1 is longer due
to larger spleens the conversion rate to OS is also higher, but less
complication. However these differences are not satisfically significant.

4.5.4. Obesity : 53 patients with normal BMI account for 34.6%.
Patients with overweight and preoverweight account for 65.4%, mainly
due to longterm corticosteroid using which leads to overweight, fluid
retention and disproportionate fat distribution concentrated in abdomen.
LS is conducted more difficult in these patients expressing through
longer operation time, more estimated blood loss and higher conversion
to OS.

According to Weiss and al., BMI is related to more blood loss in
operation but not affect to operation time and hospital stay.

4.6. Outcomes: Over 153 patients were PTCLNS showed positive
results. 133 patients (86.9%) had a good surgical result. 6.5% of
patients had average results include 1 TH punctured diaphragm stroke,
treatment is endoscopic, 3 TH postoperative seroma spleen hole, 6 TH
pneumonia, have been successfully treated medically. 10 TH have bad
results accounted for 6.5% including 8 patients have passed the open
surgery, 2 patients had surgery due to postoperative bleeding. No
mortality or severe cases are recorded in our study.
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CONCLUSION

In our study, 153 patients were conducted LS at surgery department of
Bach Mai hospital from 3/2010 to 6/2016.

The followings are our conclusion.

1. LS application in treatment for some hematologic disorders at
Bach mai hospital.

1.1. Indications of LS.

In our study hematological disorders was the most frequent
encountered to have LS indication which includes ITP 139 cases
(90.8%); thalassemia 3 cases (1.9%); autoimmune hemolytic 1 case
(0.7%); myelosuppression 1 TH: 0.7%.

The left indications are hypersplenism 5 cases (3.3%), splenic
lymphoma 3 cases (1.9%); Evans Syndrome 1 case (0.7%).

Patients in our study are carefully examinated to exclude critical
internal diseases as heart failure, chronic obstructive lung disease,
increased intracranial pressure or garde IV and V of ASA classification
and coagulopathy.

Spleen size of patients is assessed both in clinical and ultrasound:

Clinical assessment: normal size 130 cases (85%), enlarged spleen
grade |: 18cases (11.8%0. Enlarged spleen grade II: 5 cases (3.2%).

Ultrasound: spleen length under 15 cm has al121 cases (79.1%); from
15-20 cm 25 has 25 cases (16.3%), over 20 cm is 6 cases (3.9%).

1.2. Technical application.

Patients are placed in righ lateral decubitus 50-70°. Padding is placed
at right flank with a pillow. Postion of patients may be changed during
operation to facilitate the dissection of hilum and detection of
accessory.

Applying 3 trocars occupies 61.4% (94/153)

Applying 4 trocars accounted for 38.6% (59/153

Freeing entire ligaments around spleen was applied for 100%

Splenic vessels management:

Splenic artery clamp before hilus was applied for 25 cases (17.2%).
Outcomes show operation time 91.0 + 20.6 estimated blood loss 31.6 +
24.1 ml.

Splenic artery clamp at hilus was applied for 120 cases (82.8%).
Outcomes show operation time 72.0 £ 19.0, estimated blood loss 39.7 +
26.4 ml.
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2. Outcomes and its prognostic factors.
2.1. Outcomes.

The percentage of successful LS is 94.8% (145/153)

The rate of conversion to OS is 5.2% (8/153)

The operation time is 20.5 + 75.3 minutes.

Accessory spleen is dectected in 19/153 cases accounted for 12.4%.

Intra and postoperative complications are 13,1% and 7,6%
respectively.

No case required blood transfusion.

No case died after operation due to operative complications

Postoperative bleeding complication is 1.4% (2/153)

Hospital stay is 5.1 + 1,7days.

Complete and partial response rates after operation in ITP were
respectivly 61.9% and 33.8%. Refractory to LS in ITP was 4.3%.

Generally good operation result is 86.9%, and average is 6.5%.

2.2. Prognostic factors.

Spleen size is a crucial index influencing the feasibility of LS. The
operation time in enlarged spleen group is usually longer and its
difference is statistically significant.

LS for patients with low preoperative platelet under 20g/l usually
has longer operation time, more estimated blood loss and higher rate of
conversion to OS.

The most frequently encountered hematologic disorder affecting
platelets that may benefit from LS is ITP. LS for ITP case usually has
shorter operation time, in our study it is 73 mins compared to 101 mins,
this difference is statistically significant.

BMI can affect the feasibility of LS with longer operation time,
more estimated blood loss and higher rate of conversion to OS in high
BMI group.

SUGGESTIONS

Ligation of splenic artery at superior surface of pancreas should be
conventionaly done before dissecting splenic because of its efficacy and
safety in LS for massive spleens.

ITP with platelet under 10g/l, refractory to medical therapy should
be early indicated to LS because of better outcomes.





