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l. Introduction
The optimal

treatment for

Abstract

Introduction: There are controversies over the treatment options for pelvic
lymph node metastasis in low rectal cancer. The role of neoadjuvant
radiotherapy in radical treatment of pelvic lymph node metastasis is still
unidentified. Total mesorectal excision (TME) with Laparoscopic pelvic
lymph node dissection (LPLND) provides lower pelvic recurrence in 5 years
than TME only.

Material and Methods: Prospective, uncontrolled clinical trial for patients
with low rectal cancer (below peritoneal fold), who had suspected lateral
pelvic lymph node metastasis on MRI scan and the patients did not have
contraindication for laparoscopic surgery.

Result: From January 2017 to February 2018 we performed 12 cases of
LPLND. There was no con-version to open surgery. The average time for
lymphadenectomy is 75 minutes with an average amount of blood loss of
97ml. Only 1 case had postoperative urinary retention (8%). The rate of pos-
itive pelvic node was 5.8%, with an average of resected nodes of 4.9 nodes.
Lymph nodes size on MRI scan in the positive pelvic node group was 20.6mm,
compared to 7mm in the negative group.

Conclusion: Laparoscopic lateral pelvic lymph node dissection is a feasible
and safe technique and should be done by experienced colorectal surgeons.
Aging, female sex and pelvic lymph node size on MRI are related to pelvic
lymph node metastasis.

total mesorectal excision with lateral pelvic lymph

advanced low node dissection has lower pelvic recurrence (4).

rectal cancer with lateral pelvic lymph nodes is
still controversial. Studies by Japanese authors
showed that rectal cancer can metastasize to pel-
vic lymph nodes in stage 2 — 3, with a rate of 15%
(1). Recent results have shown that pre-operative
chemo-radiotherapy alone is not able to eliminate
pelvic node metastasis (2). Moreover, lateral pelvic
recurrence is also commonly encountered in patients
without prior pelvic lymph node dissection even with
preoperative chemo-radiotherapy (3). A Japanese
multicenter randomized trial in Japan has shown that

Regarding TME, laparoscopic surgery has proven
to be safe and feasible with less bleeding rate, lower
surgical site infection and short hospitalized stay
(5). The lateral pelvic region has complex anatomy
and vessels, pelvic lymph node metastasis usually
occurs at the distal part of the internal iliac vessels
(6). Thus, laparoscopic LPLND has more advantages
than open surgery.

In Vietnam, laparoscopic TME for the treatment
of rectal cancer has been developing rapidly over
the last decades and has become standard surgery.
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The purpose of this study is to evaluate the safety
and feasibility of LPLND as well as factors related
to lateral pelvic lymph node metastasis.

Il. Patients and methods

This is a prospective uncontrolled -clinical
trial, sampling all cases of rectal cancer below
peritoneal line treated surgically at Ho Chi Minh

Tran Duc Huy et al.

City University of Medicine and Pharmacy Hospital
from January 2017 to February 2018. MRI scan
were taken routinely prior to surgery to evaluate
the tumor location and staging, as well as images of
lateral pelvic nodes if available. The pelvic nodes
with horizontal diameter shorter than >25mm on MRI
scan were selected (7, 8).

Image 1. Lymph nodes images on MRI scan: above: 2 nodes > 20mm to the left; below: 1 node 8mm to the right
i

LPLND is performed with 5 trocars.
First, we dissect to separate hypogastric
ureter fascia to protect the ureter and
autonomous nerves. Gradually we expose
branches of internal and external ileac
vessels. Next, we completely expose and
preserve obturator nerve. We continue
to dissect the distal part of branches
of internal iliac artery and hypogastric
bladder fas-cia. In case the lymph nodes
invade branches of internal iliac artery,
these branches are ligated, otherwise they
are preserved. LPLND is consid-ered
successful when all lymph nodes in the ob-
turator fossa and distal part of the internal
iliac vessels are completely removed.

Image 2. Trocars placement
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The time of lymphadenectomy and intra operative complication, including bleeding, nerve injury (obturator
nerve and the autonomous nervous system). Postoperative complications are also recorded. Another important
complication after LPLND is bladder function disorder. We assess bladder function by measuring residual
urine volume (RUV) after the operation indirectly using ultrasonography. If RUV >50ml, it can be assumed

that there is urine retention.

Image 4. Pelvic region after resection

lll. Results

In 13 months, we performed 12 cases of
laparoscopic dissection of lateral pelvic nodes, of
them, there were 5 males (41.7%). The average age
is 56 years old (37 to 69 years old). Average BMI is
23,40 = 2,67. Average distance from tumor to anal
verge is 2,8mm (0 — 5mm). The majority of tumors
were in stage T3 (75%). There were 5 cases with
positive mesorectal fascia (MRF). The rate of right
and left lateral pelvic node dissection is almost the
same (5:6 cases). Bilateral LPLND was performed
in 1 case. The average diameter of pelvic node
is 14,3mm (6 - 50mm). Average total number of

resected nodes is 4,9 (ranging from 2 nodes to 25
nodes).

Histopathology examination showed that the
rate of pelvic node metastasis is 7/12 (58%). When
comparing pathological and imaging characteristics
of lymph nodes in the two groups, with or without
metastasis, factors relating with age, sex and
average diameter of pelvic nodes on MRI scan have
statistically significant differ-ence. Especially the
average diameter of pelvic node in the metastasized
group is 20,6mm, sig-nificantly larger than in the
non-metastasized group (7mm) (Table 1).
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Table 1. Pathological features in 2 groups with or without pelvic node metastasis

Characteristics Metastasized nodes (n =7) Non-metastasized nodes (n = 5) P

Age 49,7 61,6 0,028
Female 71% (5/7) 0% (0/5) 0,028*
Distance from tumor to anal 2,9mm 2,6mm 0,800
verge

MREF (+) 57% (4/7) 25% (1/5) 0,293*
Mesenteric node metastasis 43% (317) 25% (1/5) 0,576()
Pelvic node diameter 20,6mm 7mm 0,050

(*) Fisher’s exact test

2 patients received pelvic lymphadenec-tomy only, 5 other cases received Miles opera-tion, 4 cases

received lower anterior resection and 1 case received transsphincteric resection. Average time of LPLND

was 75 minutes (45 to 110 minutes). We divided the patients into three periods: 4 first cases the average

lymphadenec-tomy time was 90 minutes, afterward it was re-duced to 71,25 minutes and finally it was 62,5

minutes. (Graph 1). Average blood loss for the entire operation was 97ml. There was no case of intraoperative

nerve injury.

Graph 1. Average operating time over three pe-riods

Operating time (minutes)

Middle 4 cases

First 4 cases Last 4 cases

In all cases we reported no surgical site
infection, bleeding or complications related to the
anastomosis. Regarding urinary function, 11/12 of
the case had no complication with RUV < 50ml in
the first postoperative week. There was only 1 case
with urine retention (RUV = 1000ml), accounts for
8%. This patient had their urine catheter removed

after 2 weeks. 1-month follow-up ultrasonography
showed RUV < 50ml. Average length of hospital
stay was 6 days (3 to 8 days).

IV. Discussion

We used MRI scan to determine the tu-mor
location, staging and pelvic lymph nodes. MRI scan
is considered gold standard in the di-agnosis of rectal
cancer and its spread in the pelvic region (9, 10). We
chose tumors with lower edge below the peritoneal
line. This is in accordance with most of the studies
from Japan (6, 9, 11). This is also a needed criterion
to indi-cate pelvic lymphadenectomy (12). All cases
of carcinoma in the study were in stage III, a com-
mon stage in Vietnam. A multicenter study in Japan
showed that stage III only accounts for 46% of the
cases (13).

Average blood loss in this study is 97ml. Statistics
from several studies in Asia on the early result of
laparoscopic lateral pelvic lymph node dissection is
presented in table 2 (14). The common point in these

22 Vietnam Journal Of Endolaparoscopic Surgery (2019) No (4) - Vol (9); 19 - 26



Tran Duc Huy et al.

reports is that the average amount of blood loss is
relative small (about 25 to 380ml). On the contrary,
in the study JCOGO2012, a multicenter study from
33 hospi-tals in Japan, from 2003 to 2010, the
amount of blood loss for open surgery is 576ml. This
has shown the great advantage of laparoscopic sur-
gery for its much better ability to view the pelvic
region than open surgery. Apart from anatomical
view, technical experience is an important factor in
improving the result of this technique.

Because there are many different surgical
methods, our studies do not report for total oper-
ating time and only report the time for pelvic lymph

node dissection. The average time is 75 minutes.

Early results of laparoscopic pelvic lymph node dissection in rectal cancer surgery

Fujita (13) from 2003 to 2010 reported the average
time of open lateral pelvic lymph node dissection
was 106 minutes. The difference may be explained
by the advancement and expe-rience in laparoscopic
during two periods nearly a decade apart. There is
a discrepancy in operat-ing time between studies,
perhaps because most authors recorded total
operating time, including rectal removal. One
exception comes from a study by Liang (15) on 34
cases with average pelvic lymphadenectomy time
of 58 minutes. Average operating time in our study
was im-prove from 90 minutes (first 4 cases) to 62.5
minutes (last 4 cases).

Table 2. Result from several studies on laparoscopic / robotic lateral pelvic lymph nodes dissection

Authors Year Sam- Time Blood Conver- Compli- Length Inclusion criteria Rate of
ple loss sion to cation of hospi- positive pelvic
size open tal stay lymph nodes

Liang(15) 2011 34 58 44 Not re- 21% Unchanged lymph 71
ported nodes after pre-
operative chemo-
therapy
Konishi(16) 2011 14 413 25 0% 36% Undescribed 57
Park(17) 2011 16 310 188 0% 31% 9.9 Lesser diameter 56
>5mm, heterog-
enous, uneven edge
Liu(18) 2011 68 271 150 Not re- 7% No criteria for pelvic 7
ported nodes
Obara(19) 2012 12 678 155 Not re- Not re- No criteria for pelvic 8
ported ported nodes
Bae(20) 2014 21 396 200 0% 29% 10 Undescribed 0
Furuha- 2014 18 604 380 0% 17% No criteria for pelvic 28
ta(21) nodes
Kawaga(22) 2015 50 476 27 0% 14% 8 No criteria for pelvic 20
nodes
JCO- 351 360 576 22% No criteria for pelvic 7
G0212(13)* nodes
Our study 2017 12 75 97 0% 8% 6 Lesser diameter 58
>5mm

(*): Open surgery
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Common complications in pelvic lym-
phadenectomy are anastomotic leak, urine re-
tention, sexual dysfunction, other infections, pelvic
abscess and bowel obstruction. Table 2 shows
the frequency of these complications in multiple
studies. In our study, in 12 cases there was only
1 case with postoperative urine retention (8%).
Moreover, in all studies, there was only 1 death in
a report by Liang (15). With knowledge in anatomy,
advancement in laparoscopic surgery and surgeons’
experience in rectal surgery, lymphadenectomy is
safe and feasible compared to traditional TME. The
average length of hospital stay is 6 days, no longer
than traditional TME surgery.

There is a great difference in the rate of positive
pelvic nodes. First, in the study by JCOGO212 when
performing routine lym-phadenectomy for stage II
and stage III rectal cancer, the rate of positive pelvic
node is only 7%. In Table 3, according to studies by
Liang (15), Park (17) and ours, when adding the
cri-terion for positive pelvic node on MRI scan, the
rate of postoperative positive node are very high
(71%, 57% and 58% respectively). On the other
hand, without the MRI criterion, the highest rate for
positive pelvic node is 28%, according to Furuhata
(21). Thus, depending on the inclusion criteria, the
rate of positive pelvic node will vary.

When analyzing factors related to pel-vic node
metastasis including age, sex, charac-teristics of
primary tumors (T, N, MRF) and size of pelvic
lymph nodes on MRI scan; only 3 factors: age,
female sex and size of lymph nodes have statistically
significant relationship with pelvic node metastasis.
A multifactor analysis by Akiyoshi (9) showed
similar re-sults, with female sex, lymph node larger
than 8mm and no preoperative chemotherapy were
the leading causes for positive pelvic lymph node.
The author also concluded that these factors should
also be considered when indi-cating LPLND.

Because not many cases received pre-operative

chemoradiotherapy (2 cases), it’'s not able to

Tran Duc Huy et al.

evaluate the role of neoadjuvant treatment on lateral
pelvic node metastasis. Partially because our study
is in preliminary stage, our sample size is limited,
the ability to analyze affected factors is not good
enough. The study needs long-term follow-up with
larger sample size to validate oncological re-sults,
as well as analyze factors related to node metastasis
to confirm the role of laparoscopic lateral pelvic
lymphadenectomy in the treat-ment of advanced

low rectal cancer.

V. Conclusion

Laparoscopic lymphadenectomy for lateral
pelvic lymph nodes in the treatment for low rectal
cancer is a feasible with low rate of complication.
Beside risk factors such as el-derly and female, the
diameter of the nodes on MRI scan has significant
value in determining the risk of lateral pelvic node

metastasis.
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I. D4t van dé

Tom tat

Pdt vdn dé: Lua chon diéu tri di cin hach chau bén trong ung thu tryc trang
thap con nhiéu tranh cdi. Vai trd clia hda xa tri tin hd trg gitp diéu trj triét cin
di cin hach chau vAn chua xdc dinh. Phiu thuit cit toan bd mac treo truc tring
(TME) k&ém nao hach chau bén (LPLND) cho két qua tdi phat viing chiu sau 5
ndm thap hon so v6i chi lam TME.

Phuong phdp nghién citu: Nghién cttu tién cttu can thiép 1am sang khong nhém
chitng cic trudng hdp ung thu tryc trang thap (dudi nép phiic mac), dudc chup
MRI c6 hinh 4nh hach chau bén nghi di cin va bénh nhan khong c6 chdng chi
dinh phau thuat ndi soi (PTNS).

Két qud: tr 01/2017-2/2018 chiing t6i thyc hién duge 12 trudng hgp LPLND.
Khong c6 trusng hgp nao chuyén md md. Thdi gian nao hach trung binh 75
phit v6i lugng mau mat trung binh 97ml. Chi ¢6 1 trudng hgp & dong bang
quang sau m& (8%). Ti 1& hach chau duong tinh 12 58% véi s6 hach nao trung
binh 12 4,9 hach. Kich thuGc hach chiu bén trén MRI nhém hach chau duong
tinh 1a 20,6mm so v4i 4m tinh 1a 7mm.

Két lugn: PTNS nao hach chiu bén la ki thuat kha thi va an toan, nén dudc thuc
hién bdi phiu thuit vién dai truc traing kinh nghiém. Lén tudi, gidi nit va kich

thudc hach chau trén MRI c6 lién quan dén di cin hach chau.

dugc di cdn hach chau (2). Ngoai ra tdi phat trong

Trong ung thu tryc trang thap giai doan tién trién
¢6 hach chau bén, lwa chon diéu tri t8i vu vin con
nhiéu tranh cdi. Nghién cfu cda cic tdc gid Nhat
Bén cho thdy ung thu tryc trang c6 thé cho di cin
hach chau d6i véi ung thu tryc trang giai doan 2-3,
vdi tin suat 1a 15% (1). Nhitng k&t qua gan day cho
ring héa xa tri tru6c m3 don thudn khong tiét trir

vung chiu bén ciing thudng gip & bénh nhan khong
dudc nao hach chiu bén truéc d6é k€ ci cé hoa xa
trudc mS (3). Nghién citu thir nghiém ngiu nhién
da trung tdm tai Nhat cho thdy phau thut cit toan
bd mac treo tryc trang (TME) + nao hach chau bén
(LPLND) c6 ti 1€ tai phat ving chau sau 5 nam thap
hon v3i nhém chi lam TME (4).
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D6i v6i ki thuat TME, phau thuit noi soi td ra
an toan va kha thi véi bi€n chitng chdy mdu thap
hon, gidm nhiém tring vé€t md va thdi gian nim
vién (5). Vung chiau bén c6 giai phau phic tap v6i
nhiéu mach mdu, di cin hach chiu lai thudng xay ra
& phan xa b6 mach chau trong (6). Vi vay phau thuat
LPLND c6 nhiéu 1gi th€ so v6i m& m3.

Tai Viét Nam, phiu thuat ndi soi TME diéu tri
ung truc trang phat trién rat nhanh trong mot thap
ki qua va trd thanh phiu thuat tiéu chuén. Chiing toi
mudn ddnh gié tinh an toan va khd thi cla ki thuat
LPLND ciing nhu c4c yé&u td ¢6 lién quan dé&n di cin
hach chau bén

Tran Buc Huy va coéng su

Il. Ddi tuong va phuong phap nghién cuu

Nghién ctfu ti€n hanh tién cifu can thiép 1am
sang khong nhém ching, 14y miu lién tyc tat cd
trudng hdp ung thu tryc trang nim dudi nép phic
mac dugc chin dodn tai Bénh vién Pai hoc Y dugc
TPHCM tr 01/2017 d€n 02/2018. Hinh dnh MRI
dugc chup thudng quy trudc md nhiim d4nh gid vi
tri u va giai doan u, cling nhu hinh dnh hach chiu
bén né€u c6. Chiing t6i chon nhitng trudng hgp
hach chau bén c6 dudng kinh truc ngdn >5mm trén
phim MRI (7, 8).

Hinh 1. Hinh anh hach chdu bén trén MRI: trén: 2 hach >20mm bén trai; dudi:1 hach 8mm bén phai

Ki thuat LPLND dugc thuc hién v§i nam trocar.
DPAiu tién chiing t6i sé phiu tich tich rdi mac niéu
quin ha vi nhim b4o vé niéu quin va thin kinh ty
dong. Lan lugt cdc nhdnh mach méu chiu ngoai,
chiu trong dugc boc 1§. Than kinh bit duge boc 10
hoan toan va bao tén. Ti€p tuc phiu tich & phan xa
clia nhdnh déng mach chiu trong va mac trudc bang
quang ha vi. Trudng hgp hach xam 1&4n cdc nhanh
ddong mach chau trong, cdc nhinh nay dugc thit,
ngudgc lai duge bao tdn. Phau thuat LPLND dugc coi
12 thanh cong khi 1y dugc tron mo hach trong hd bit

va & phin xa ctia b6 mach chiu trong (hinh 2).

Thoi gian nao hach chiu va céc tai bi€n trong
md, bao gdm chiy mdu, tdn thuong than kinh (than
kinh bit va hé thong thin kinh ty dong) dugc ghi
nhan. Cic bién chitng sau mé ciing dugc thong ké.
Mot bi€n ching quan trong khéc trong phiu thuat
LPLND la rdi loan chifc ning bang quang. Chiing
t0i khdo sit chific ning bang quang bing xac dinh
thé tich nudc ti€u tén luu (RUV) sau md bing
phuong phap do gidn ti€p qua siéu am. Trudng hop
RUYV >50ml thi dugc xem la c6 & dong bang quang.
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Hinh 2. Vi tri dat trocar

Hinh 3. Vung chau trai sau nao

1] H'%!l

C veln

L]
r

Hia

£5

g o
v
[

.a_
X

Y

Tap chi Phau thuat noi soi va Noi soi Viét Nam (2019) S6 4 - Tap 9; 27 - 34



Két qué sdm phéu thuat néi soi nao hach chéu trong diéu tri ung thu truc trang

Ill. Két qua

Trong 13 thang, ching t6i thuc hién dugc 12
trudng hgp phau thuat ndi soi nao hach chiu bén,
trong d6 c6 5 trudng hop nam (chi€m 41,7%). Tudi
trung binh 12 56 tudi (37-69 tudi). Chi s6 BMI
trung binh 23,40 = 2,67. Vi tri u trén MRI cach ria
hau moén trung binh 2,8mm (0-5mm). Giai doan
u cht yé&u 1a T3 (75%). C6 5 trudng hdp c6 MRF
(mesorectal fasia) duong tinh. Vi tri nao hach chau
bén phai va trai gin tuong duong nhau (5:6 trudng
hgp). C6 1 trudng hdp thuc hién LPLND § 2 bén.
Puong kinh cta hach chiu trung binh 12 14,3mm (6-

Bang 1. Bac diém bénh hoc 3 2 nhdm c6 va khong di can hach chau

Tran Buc Huy va coéng su

50mm). Téng s& hach nao vét dudc trung binh 1a 4,9
(trudng hdp nhiéu nhét 1a nao hach chau 2 bén dugc
25 hach)

K&t quad gidi phAu bénh trong nghién ctu cla
chiing t6i ¢6 ti 1€ hach chau di cédn trong 7/12 trudng
hdp (58%). Khi so sanh dic di€ém bénh hoc va tinh
chit hinh 4nh hoc hach chau § 2 nhém di cin va
khong di cin, cdc y€u t6 tudi, giéi va dudng kinh
hach chau trung binh trén MRI khéc biét c6 y nghia
thong ké & 2 nhém. Dic biét dudng kinh hach chau
trung binh § nhém di can 1a 20,6 mm, 16n hon hin so
v4i nhém hach khéng di cin (7 mm) (bang 1).

DPic diém Hach chau di cén (n=7) Hach chau khéng di céan (n = 5) P
Tubi 49,7 61,6 0,028
Gidi n 71% (5/7) 0%(0/5) 0,028*
Khoang cach u dén ria hau mon 2,9mm 2,6mm 0,800
MRF (+) 57%(4/7) 25%(1/5) 0,293*
Di can hach mac treo 43%(3/7) 25%(1/5) 0,576(*)
20,6mm 7mm 0,050

Budng kinh hach chau

(*)Phép kiém chinh x4c fisher

Trong 12 trudng hdp, cé 2 trudng
hgp chi nao hach chiu, 5 trudng hgp
dudc phiu thuat Miles, 4 trudng hop
cit trudc thap va 1 trudng hgp dude
phau thuat cit gian co thit. Thdi gian
phiu thuat LPLND trung binh la 75
phut (45-110 phit). Ching tdi chia lam
3 giai doan: 4 trudng hgp diu thdi gian
nao hach trung binh 90 phit, sau dé
gidm con 71,25 phit va cudi cling 1a
62,5 phiit (bi€u dd 1). Lugng mau mat
trung binh cho cd cudc md 1a 97ml.
Khoéng c6 trudng hgp t6n thuong thin
kinh trong m&.

4 trudng hogp dau

Thai gian hoat dong (phuit)

4 trudng hop gida

4 trudng hgp cudi

Biéu d6 1. Thai gian phau thuat trung binh qua 3 giai doan

30 Tap chi Phau thuat ndi soi va Noi soi Viét Nam (2019) S6 4 - Tap 9; 27 - 34



Trén Buc Huy va céng su

TAt cé céc trudng hgp déu khong ghi nhan bién
chitng vé& nhiém triing viing md, chdy mau va cic
bién chitng lién quan miéng ndi. Vé chic ning di
ti€u, 11/12 trudng hdp khong cé triéu ching véi
RUV < 50ml) ngay tudn hiu phiu thi. Trudng hgp
duy nhit c6 @& dong nudc ti€u (RUV = 1000ml),
chi€m ti 1& 8%. Bénh nhan nay c6 thé rit thong ti€u
sau 2 tuin. Siéu Am ki€m tra sau 01 thiang k&t qua
RUV <50ml. Thdi gian nim vién trung binh 12 6
ngay (tr 3-8 ngay).

IV. Ban luan

Chiing t6i stt dung MRI d€ xéc dinh vi tri u, giai
doan u va hach chau. MRI dugc xem 1a tiéu chuén
vang trong chin dodn ung thu tryc trang va mic lan
rong cta u trong viing chiu (9, 10). Ching t6i chon
vi tri ¢6 by du6i u nim dudi nép phiic mac. Piéu
nay cling phit hgp trong hau hét cdc nghién citu &
Nhat Ban (6, 9, 11). Pay ciing 12 mét trong nhirng
diéu kién cin d€ chi dinh nao hach chau (12). Cac
trudng hop ung thu bi€u md trong nghién ctiu déu &
giai doan III - 12 giai doan phét hién b&énh phd bi€n
& Viét Nam. Nghién cdu da trung tim tai Nhat cho
thiy giai doan III chi chi€m 46% céc trudng hgp(13).

Lugng mau mat trung binh trong nghién cifu nay
& mitc 97ml. Thong ké tir mot s& nghién citu tai khu

vuc chau A vé két qué sém cla phiu thuit ndi soi
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nao hach chiu bén trong bang 2 (14). Piém chung
trong cdc béo céo trén 1a lugng mau mat tuong doi
thdp (trung binh tir 25-380ml). Trong khi bdo cdo
JCOGO212 nghién citu da trung tam tir 33 bénh vién
Nhat Ban, phiu thuat md md tir 2003-2010 thi lugng
mdu mat téi 576ml. Di¢u ndy cho thdy mot uu thé
VUGt troi clia phau thuat ndi soi khi ma trudng quan
sat trong viing chu t8t hon rit nhiéu so véi mé md.
Ngoai ra quan di€m vé gii phiu, kinh nghiém trong
ki thult cling 12 y€u t§ quan trong gidp céi thién két
qua phiu thuat nay.

Do c6 nhiéu phuong phdp mé khac nhau, nghién
cifu ctia chiing t6i khong tinh thdi gian mé chung ma
chi th&ng ké thdi gian nao hach chau. K&t qua thoi
gian trung binh 1a 75 phiit. Téc gi Fujita (13) thdng
ké tir 2003-2010 cho thdi gian nao hach chau bén
ddi v6i m& mé trung binh 14 106 phiit. Sy khic biét
c6 1& do sy ti€n bd va kinh nghiém trong phau thuat
ndi soi trong 2 giai doan khic nhau gin mot thap ki.
C6 su chénh 1éch khé 16n vé thdi gian phiu thuat
gitta cac nghién cttu 1a do da phan cic tic gid thong
ké toan bd thdi gian phau thuit, bao gdm ca thi cit
tryc trang. Riéng nghién ciu cia Liang (15) trén 34
trudng hgp cé thdi gian nao hach chiu trung binh l1a
58 phiit. Thdi gian phiu thuat trong nghién cifu cda
chiing t6i dugc céi thién tr 90 phit (4 trudng hgp
dau) con 62,5 phiit (4 trudng hgp cudi).
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Bang 2. K&t qua mét s6 nghién cuiu phau thuat ndi soi / phau thuat Robo nao hach chau bén
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Tac gia Niam MAau Thsi Mau Chuyén Bién Ngay Tiéu chuan Ti I&é hach
gian mat md mé ching nam vién chon bénh chau duong
tinh (%)
Liang(15) 2011 34 58 44 Khéng bao 21% Hach khéng thay d8i 71
cao sau héa xa truéc mé
Konishi(16) 2011 14 413 25 0% 36% Khéng mo ta 57
Park(17) 2011 16 310 188 0% 31% 9.9 Truc ngan >5mm, 56
khéng déng nhat, bs
kém déu
Liu(18) 2011 68 271 150 Khéng bao 7% Khéng tiéu chudn 7
cao hach chau
Obara(19) 2012 12 678 155 Khéng bao Khéng Khéng tiéu chudn 8
cao bao cao hach chau
Bae(20) 2014 21 396 200 0% 29% 10 Khéng mo ta 0
Furuhata(21) 2014 18 604 380 0% 17% Khéng tiéu chuédn 28
hach chau
Kawaga(22) 2015 50 476 27 0% 14% 8 Khéng tiéu chuédn 20
hach chau
JCO- 351 360 576 22% Khéng tiéu chudn 7
G0212(13)* hach chau
Chung t6i 2017 12 75 97 0% 8% 6 Truc ngén >5mm 58

(*): Phiu thuat md md

Bién chitng thudng gip clia phiu thuit nao hach
chau bén dugc bdo céo nhu xi miéng ndi, & dong
bang quang, rdi loan chifc ning sinh duc, chdy mau,
nhi&ém triing v&ét m&, nhiém triing khac, 4p xe viing
chiu va tic ruot. Bang 2 cho thiy tin suit cic bi€n
chitng qua cédc nghién cdu. Nghién citu cla chiing
toi trong 12 trudng hgp, chi ¢6 1 trudng hgp bi &
dong bang quang sau md (8%). Ngoai ra trong tat
cd céc nghién cttu, chi c6 duy nhat 1 trudng hgp
tlf vong trong bdo cdo ciia Liang (15). Vi su hiéu
biét vé gidi phiu, ti€n bd cla phiu thuat ndi soi,
phau thuat vién kinh nghiém trong phiu thuat truc
trang, ki thudt nao hach chiu la kha thi va an toan,
so vdi phiu thuat TME truyén thdng. Thdi gian nim
vién trung binh Ia 6 ngay, khong dai hon so vdi cac
trudng hop phiu thuat TME truyén thong.

C6 su khac biét khd 16n gitta ti 1€ hach chiu

duong tinh. PAu tién 14 nghién ctu ctia JCOGO212
khi ti€n hanh nao hach chau thudng quy véi ung
thu truc trang giai doan II va III cho ti 1& hach chau
duong tinh chi 7%. Trong bang 3, cidc nghién ciu
cta Liang (15), Park (17) va chiing to6i khi ¢6 thém
tiéu chuén hach chau trén MRI cho ti 1& hach duong
tinh sau md rat cao (71%, 57%, 58%). Ngudc lai khi
khong c6 tiéu chudn trén MRI, i 1& hach chau duong
tinh cao nhit chi 28% trong nghién citu ctia Furuhata
(21). Nhu vay tly theo tiéu chudn chon bénh ma ti
1é hach chau duong tinh sé& thay ddi.

Khi phén tich cdc y€u t8 4nh hudng dén di cin
hach chiau bao gém tudi, gidi, dic di€m u nguyén
phéat (T, N, MRF), kich thudc hach chau trén MRI;
chi c6 3 y&u t6 tudi, gi6i nit va kich thudc hach chau
12 lién quan c6 y nghia thdng ké véi di cin hach
chiau. Nghién citu cda Akiyoshi (9) phan tich da y&u
td ciing cho két qua tuong ty véi gidi nit, kich thude
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hach chiu trén 8mm va khong dugc héa tri din dau
12 céc yé€u t§ lién quan d&€n hach chau duong tinh.
Tac gia cling k€t ludn cdc y&u t6 nay nén dugc xem
xét trong chi dinh LPLND.

Do s8 trudng hop héa xa tri truc md con it (2
trudng hop), nén nghién citu chua dinh gid dugc
vai trd ciia diéu tri tAn hd trg 1én hach chau bén di
cin. Mot phan do nghién citu méi chi thuc hién budc
diu, nén ¢ miu con gidi han. Vi th€ cac phén tich
vé y&u t6 4nh hudng khong dd manh. Nghién cifu
can theo ddi 1au dai v6i ¢d miu 16n hon d€ xac thuc
két qua vé mit ung thu hoc, ciing nhu phan tich cdc
y&u t& 4nh hudng d&n hach di cin nhiim khéng dinh
vai trd cda phiu thuat ndi soi nao hach chiu bén
trong viéc diéu tri ung thu tryc trang thap ti€n trién.

V. Két luan

PhAu thuat ndi soi nao hach chiu bén trong diéu
tri ung thu tryc trang thap 1a phiu thuat kha thi véi
ti 1€ tai bi€n bi€n chiing thap. Bén canh y&u t6 nguy
cd 16n tudi, nit gidi, thi dudng kinh hach chau bén
trén MRI ¢6 ¥ nghia quan trong trong xac dinh nhém

bénh nhan c6 nguy cd di can hach chiu bén.
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