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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.

I. Introduction
The optimal treatment for advanced low 

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 

total mesorectal excision with lateral pelvic lymph 
node dissection has lower pelvic recurrence (4). 

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.

II. 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 

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 ≥5mm 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

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 

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). 

 

III. 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 
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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 
verge

2,9mm 2,6mm 0,800

MRF (+) 57% (4/7) 25% (1/5) 0,293*

Mesenteric node metastasis 43% (3/7) 25% (1/5) 0,576(*)

Pelvic node diameter 20,6mm 7mm 0,050

Table 1. Pathological features in 2 groups with or without pelvic node metastasis

 

(*) 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.

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 

 Graph 1. Average operating time over three pe-riods

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 
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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. 

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).

Authors Year Sam-
ple 
size

Time Blood 
loss

Conver-
sion to 
open 

Compli-
cation

Length 
of hospi-
tal stay

Inclusion criteria Rate of 
positive pelvic 
lymph nodes

Liang(15) 2011 34 58 44 Not re-
ported

21% Unchanged lymph 
nodes after pre-

operative chemo-
therapy

71

Konishi(16) 2011 14 413 25 0% 36% Undescribed 57

Park(17) 2011 16 310 188 0% 31% 9.9 Lesser diameter 
>5mm, heterog-

enous, uneven edge

56

Liu(18) 2011 68 271 150 Not re-
ported

7% No criteria for pelvic 
nodes

7

Obara(19) 2012 12 678 155 Not re-
ported

Not re-
ported

No criteria for pelvic 
nodes

8

Bae(20) 2014 21 396 200 0% 29% 10 Undescribed 0

Furuha-
ta(21)

2014 18 604 380 0% 17% No criteria for pelvic 
nodes

28

Kawaga(22) 2015 50 476 27 0% 14% 8 No criteria for pelvic 
nodes

20

JCO-
GO212(13)*

351 360 576 22% No criteria for pelvic 
nodes

7

Our study 2017 12 75 97 0% 8% 6 Lesser diameter 
>5mm

58

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

(*): 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 

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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Toùm taét

Ñaët vaán ñeà: Löïa choïn ñieàu trò di caên haïch chaäu beân trong ung thö tröïc traøng 
thaáp coøn nhieàu tranh caõi. Vai troø cuûa hoùa xaï trò taân hoã trôï giuùp ñieàu trò trieät caên 
di caên haïch chaäu vaãn chöa xaùc ñònh. Phaãu thuaät caét toaøn boä maïc treo tröïc traøng 
(TME) keøm naïo haïch chaäu beân (LPLND) cho keát quaû taùi phaùt vuøng chaäu sau 5 
naêm thaáp hôn so vôùi chæ laøm TME.

Phöông phaùp nghieân cöùu: Nghieân cöùu tieàn cöùu can thieäp laâm saøng khoâng nhoùm 
chöùng caùc tröôøng hôïp ung thö tröïc traøng thaáp (döôùi neáp phuùc maïc), ñöôïc chuïp 
MRI coù hình aûnh haïch chaäu beân nghi di caên vaø beänh nhaân khoâng coù choáng chæ 
ñònh phaãu thuaät noäi soi (PTNS).

Keát quaû: töø 01/2017-2/2018 chuùng toâi thöïc hieän ñöôïc 12 tröôøng hôïp LPLND. 
Khoâng coù tröôøng hôïp naøo chuyeån moå môû. Thôøi gian naïo haïch trung bình 75 
phuùt vôùi löôïng maùu maát trung bình 97ml. Chæ coù 1 tröôøng hôïp öù ñoïng baøng 
quang sau moå (8%). Tæ leä haïch chaäu döông tính laø 58% vôùi soá haïch naïo trung 
bình laø 4,9 haïch. Kích thöôùc haïch chaäu beân treân MRI nhoùm haïch chaäu döông 
tính laø 20,6mm so vôùi aâm tính laø 7mm.

Keát luaän: PTNS naïo haïch chaäu beân laø kó thuaät khaû thi vaø an toaøn, neân ñöôïc thöïc 
hieän bôûi phaãu thuaät vieän ñaïi tröïc traøng kinh nghieäm. Lôùn tuoåi, giôùi nöõ vaø kích 
thöôùc haïch chaäu treân MRI coù lieân quan ñeán di caên haïch chaäu.
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I. Ñaët vaán ñeà
Trong ung thö tröïc traøng thaáp giai ñoaïn tieán trieån 

coù haïch chaäu beân, löïa choïn ñieàu trò toái öu vaãn coøn 
nhieàu tranh caõi. Nghieân cöùu cuûa caùc taùc giaû Nhaät 
Baûn cho thaáy ung thö tröïc traøng coù theå cho di caên 
haïch chaäu ñoái vôùi ung thö tröïc traøng giai ñoaïn 2-3, 
vôùi taàn suaát laø 15% (1). Nhöõng keát quaû gaàn ñaây cho 
raèng hoùa xaï trò tröôùc moå ñôn thuaàn  khoâng tieät tröø 

ñöôïc di caên haïch chaäu (2). Ngoaøi ra taùi phaùt trong 
vuøng chaäu beân cuõng thöôøng gaëp ôû beänh nhaân khoâng 
ñöôïc naïo haïch chaäu beân tröôùc ñoù keå caû coù hoùa xaï 
tröôùc moå (3). Nghieân cöùu thöû nghieäm ngaãu nhieân 
ña trung taâm taïi Nhaät cho thaáy phaãu thuaät caét toaøn 
boä maïc treo tröïc traøng (TME) + naïo haïch chaäu beân 
(LPLND) coù tæ leä taùi phaùt vuøng chaäu sau 5 naêm thaáp 
hôn vôùi nhoùm chæ laøm TME (4). 
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Ñoái vôùi kó thuaät TME, phaãu thuaät noäi soi toû ra 
an toaøn vaø khaû thi vôùi bieán chöùng chaûy maùu thaáp 
hôn, giaûm nhieãm truøng veát moå vaø thôøi gian naèm 
vieän (5). Vuøng chaäu beân coù giaûi phaãu phöùc taïp vôùi 
nhieàu maïch maùu, di caên haïch chaäu laïi thöôøng xaûy ra 
ôû phaàn xa boù maïch chaäu trong (6). Vì vaäy phaãu thuaät 
LPLND coù nhieàu lôïi theá so vôùi moå môû.

Taïi Vieät Nam, phaãu thuaät noäi soi TME ñieàu trò 
ung tröïc traøng phaùt trieån raát nhanh trong moät thaäp 
kæ qua vaø trôû thaønh phaãu thuaät tieâu chuaån. Chuùng toâi 
muoán ñaùnh giaù tính an toaøn vaø khaû thi cuûa kó thuaät 
LPLND cuõng nhö caùc yeáu toá coù lieân quan ñeán di caên 
haïch chaäu beân

II. Ñoái töôïng vaø phöông phaùp nghieân cöùu
Nghieân cöùu tieán haønh tieàn cöùu can thieäp laâm 

saøng khoâng nhoùm chöùng, laáy maãu lieân tuïc taát caû 
tröôøng hôïp ung thö tröïc traøng naèm döôùi neáp phuùc 
maïc ñöôïc chaån ñoaùn taïi Beänh vieän Ñaïi hoïc Y döôïc 
TPHCM töø 01/2017 ñeán 02/2018. Hình aûnh MRI 
ñöôïc chuïp thöôøng quy tröôùc moå nhaèm ñaùnh giaù vò 
trí u vaø giai ñoaïn u, cuõng nhö hình aûnh haïch chaäu 
beân neáu coù. Chuùng toâi choïn nhöõng tröôøng hôïp 
haïch chaäu beân coù ñöôøng kính truïc ngaén ≥5mm treân 
phim MRI (7, 8).

Hình 1. Hình aûnh haïch chaäu beân treân MRI:  treân: 2 haïch >20mm beân traùi; döôùi:1 haïch 8mm beân phaûi

Kó thuaät LPLND ñöôïc thöïc hieän vôùi naêm trocar. 
Ñaàu tieân chuùng toâi seõ phaãu tích taùch rôøi maïc nieäu 
quaûn haï vò nhaèm baûo veä nieäu quaûn vaø thaàn kinh töï 
ñoäng. Laàn löôït caùc nhaùnh maïch maùu chaäu ngoaøi, 
chaäu trong ñöôïc boäc loä. Thaàn kinh bòt ñöôïc boäc loä 
hoaøn toaøn vaø baûo toàn. Tieáp tuïc phaãu tích ôû phaàn xa 
cuûa nhaùnh ñoäng maïch chaäu trong vaø maïc tröôùc baøng 
quang haï vò. Tröôøng hôïp haïch xaâm laán caùc nhaùnh 
ñoäng maïch chaäu trong, caùc nhaùnh naøy ñöôïc thaét, 
ngöôïc laïi ñöôïc baûo toàn. Phaãu thuaät LPLND ñöôïc coi 
laø thaønh coâng khi laáy ñöôïc troïn moâ haïch trong hoá bòt 

vaø ôû phaàn xa cuûa boù maïch chaäu trong (hình 2).
Thôøi gian naïo haïch chaäu vaø caùc tai bieán trong 

moå, bao goàm chaûy maùu, toån thöông thaàn kinh (thaàn 
kinh bòt vaø heä thoáng thaàn kinh töï ñoäng) ñöôïc ghi 
nhaän. Caùc bieán chöùng sau moå cuõng ñöôïc thoáng keâ. 
Moät bieán chöùng quan trong khaùc trong phaãu thuaät 
LPLND laø roái loaïn chöùc naêng baøng quang. Chuùng 
toâi khaûo saùt chöùc naêng baøng quang baèng xaùc ñònh 
theå tích nöôùc tieåu toàn löu (RUV) sau moå baèng 
phöông phaùp ño giaùn tieáp qua sieâu aâm. Tröôøng hôïp 
RUV >50ml thì ñöôïc xem laø coù öù ñoïng baøng quang.
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Hình 3. Vuøng chaäu traùi sau naïo

Hình 2. Vò trí ñaët trocar
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III. Keát quaû
Trong 13 thaùng, chuùng toâi thöïc hieän ñöôïc 12 

tröôøng hôïp phaãu thuaät noäi soi naïo haïch chaäu beân, 
trong ñoù coù 5 tröôøng hôïp nam (chieám 41,7%). Tuoåi 
trung bình laø 56 tuoåi (37-69 tuoåi). Chæ soá BMI 
trung bình 23,40 ± 2,67. Vò trí u treân MRI caùch rìa 
haäu moân trung bình 2,8mm (0-5mm). Giai ñoaïn 
u chuû yeáu laø T3 (75%). Coù 5 tröôøng hôïp coù MRF 
(mesorectal fasia) döông tính. Vò trí naïo haïch chaäu 
beân phaûi vaø traùi gaàn töông ñöông nhau (5:6 tröôøng 
hôïp). Coù 1 tröôøng hôïp thöïc hieän LPLND ôû 2 beân. 
Ñöôøng kính cuûa haïch chaäu trung bình laø 14,3mm (6-

50mm). Toång soá haïch naïo veùt ñöôïc trung bình laø 4,9 
(tröôøng hôïp nhieàu nhaát laø naïo haïch chaäu 2 beân ñöôïc 
25 haïch)

Keát quaû giaûi phaãu beänh trong nghieân cöùu cuûa 
chuùng toâi coù tæ leä haïch chaäu di caên trong 7/12 tröôøng 
hôïp (58%). Khi so saùnh ñaëc ñieåm beänh hoïc vaø tính 
chaát hình aûnh hoïc haïch chaäu ôû 2 nhoùm di caên vaø 
khoâng di caên, caùc yeáu toá tuoåi, giôùi vaø ñöôøng kính 
haïch chaäu trung bình treân MRI khaùc bieät coù yù nghóa 
thoáng keâ ôû 2 nhoùm. Ñaëc bieät ñöôøng kính haïch chaäu 
trung bình ôû nhoùm di caên laø 20,6 mm, lôùn hôn haún so 
vôùi nhoùm haïch khoâng di caên (7 mm) (baûng 1).

Baûng 1. Ñaëc ñieåm beänh hoïc ôû 2 nhoùm coù vaø khoâng di caên haïch chaäu

Ñaëc ñieåm Haïch chaäu di caên (n = 7) Haïch chaäu khoâng di caên (n = 5) P

Tuoåi 49,7 61,6 0,028

Giôùi nöõ 71% (5/7) 0%(0/5) 0,028*

Khoaûng caùch u ñeán rìa haäu moân 2,9mm 2,6mm 0,800

MRF (+) 57%(4/7) 25%(1/5) 0,293*

Di caên haïch maïc treo 43%(3/7) 25%(1/5) 0,576(*)

Ñöôøng kính haïch chaäu 20,6mm 7mm 0,050

(*)Pheùp kieåm chính xaùc fisher
Trong 12 tröôøng hôïp, coù 2 tröôøng 

hôïp chæ naïo haïch chaäu, 5 tröôøng hôïp 
ñöôïc phaãu thuaät Miles, 4 tröôøng hôïp 
caét tröôùc thaáp vaø 1 tröôøng hôïp ñöôïc 
phaãu thuaät caét gian cô thaét. Thôøi gian 
phaãu thuaät LPLND trung bình laø 75 
phuùt (45-110 phuùt). Chuùng toâi chia laøm 
3 giai ñoaïn: 4 tröôøng hôïp ñaàu thôøi gian 
naïo haïch trung bình 90 phuùt, sau ñoù 
giaûm coøn 71,25 phuùt vaø cuoái cuøng laø 
62,5 phuùt (bieåu ñoà 1). Löôïng maùu maát 
trung bình cho caû cuoäc moå laø 97ml. 
Khoâng coù tröôøng hôïp toån thöông thaàn 
kinh trong moå. Bieåu ñoà 1. Thôøi gian phaãu thuaät trung bình qua 3 giai ñoaïn

Thôøi gian hoaït ñoäng (phuùt)

4 tröôøng hôïp ñaàu 4 tröôøng hôïp giöõa 4 tröôøng hôïp cuoái
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Taát caû caùc tröôøng hôïp ñeàu khoâng ghi nhaän bieán 
chöùng veà nhieãm truøng vuøng moå, chaûy maùu vaø caùc 
bieán chöùng lieân quan mieäng noái. Veà chöùc naêng ñi 
tieåu, 11/12 tröôøng hôïp khoâng coù trieäu chöùng vôùi 
RUV < 50ml) ngay tuaàn haäu phaãu thöù. Tröôøng hôïp 
duy nhaát coù öù ñoïng nöôùc tieåu (RUV = 1000ml), 
chieám tæ leä 8%. Beänh nhaân naøy coù theå ruùt thoâng tieåu 
sau 2 tuaàn. Sieâu aâm kieåm tra sau 01 thaùng keát quaû 
RUV <50ml. Thôøi gian naèm vieän trung bình laø 6 
ngaøy (töø 3-8 ngaøy).

IV. Baøn luaän
Chuùng toâi söû duïng MRI ñeå xaùc ñònh vò trí u, giai 

ñoaïn u vaø haïch chaäu. MRI ñöôïc xem laø tieâu chuaån 
vaøng trong chaån ñoaùn ung thö tröïc traøng vaø möùc lan 
roäng cuûa u trong vuøng chaäu (9, 10). Chuùng toâi choïn 
vò trí coù bôø döôùi u naèm döôùi neáp phuùc maïc. Ñieàu 
naøy cuõng phuø hôïp trong haàu heát caùc nghieân cöùu ôû 
Nhaät Baûn (6, 9, 11). Ñaây cuõng laø moät trong nhöõng 
ñieàu kieän caàn ñeå chæ ñònh naïo haïch chaäu (12). Caùc 
tröôøng hôïp ung thö bieåu moâ trong nghieân cöùu ñeàu ôû 
giai ñoaïn III - laø giai ñoaïn phaùt hieän beänh phoå bieán 
ôû Vieät Nam. Nghieân cöùu ña trung taâm taïi Nhaät cho 
thaáy giai ñoaïn III chæ chieám 46% caùc tröôøng hôïp(13).

Löôïng maùu maát trung bình trong nghieân cöùu naøy 
ôû möùc 97ml. Thoáng keâ töø moät soá nghieân cöùu taïi khu 
vöïc chaâu AÙ veà keát quaû sôùm cuûa phaãu thuaät noäi soi 

naïo haïch chaäu beân trong baûng 2 (14). Ñieåm chung 
trong caùc baùo caùo treân laø löôïng maùu maát töông ñoái 
thaáp (trung bình töø 25-380ml). Trong khi baùo caùo 
JCOGO212 nghieân cöùu ña trung taâm töø 33 beänh vieän 
Nhaät Baûn, phaãu thuaät moå môû töø 2003-2010 thì löôïng 
maùu maát tôùi 576ml. Ñieàu naøy cho thaáy moät öu theá 
vöôït troäi cuûa phaãu thuaät noäi soi khi maø tröôøng quan 
saùt trong vuøng chaäu toát hôn raát nhieàu so vôùi moå môû. 
Ngoaøi ra quan ñieåm veà giaûi phaãu, kinh nghieäm trong 
kó thuaät cuõng laø yeáu toá quan trong giuùp caûi thieän keát 
quaû phaãu thuaät naøy.

Do coù nhieàu phöông phaùp moå khaùc nhau, nghieân 
cöùu cuûa chuùng toâi khoâng tính thôøi gian moå chung maø 
chæ thoáng keâ thôøi gian naïo haïch chaäu. Keát quaû thôøi 
gian trung bình laø 75 phuùt. Taùc giaû Fujita (13) thoáng 
keâ töø 2003-2010 cho thôøi gian naïo haïch chaäu beân 
ñoái vôùi moå môû trung bình laø 106 phuùt. Söï khaùc bieät 
coù leõ do söï tieán boä vaø kinh nghieäm trong phaãu thuaät 
noäi soi trong 2 giai ñoaïn khaùc nhau gaàn moät thaäp kæ. 
Coù söï cheânh leäch khaù lôùn veà thôøi gian phaãu thuaät 
giöõa caùc nghieân cöùu laø do ña phaàn caùc taùc giaû thoáng 
keâ toaøn boä thôøi gian phaãu thuaät, bao goàm caû thì caét 
tröïc traøng. Rieâng nghieân cöùu cuûa Liang (15) treân 34 
tröôøng hôïp coù thôøi gian naïo haïch chaäu trung bình laø 
58 phuùt. Thôøi gian phaãu thuaät trong nghieân cöùu cuûa 
chuùng toâi ñöôïc caûi thieän töø 90 phuùt (4 tröôøng hôïp 
ñaàu) coøn 62,5 phuùt (4 tröôøng hôïp cuoái).
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Baûng 2. Keát quaû moät soá nghieân cöùu phaãu thuaät noäi soi / phaãu thuaät Robo naïo haïch chaäu beân

Taùc giaû Naêm Maãu Thôøi 
gian

Maùu 
maát

Chuyeån 
moå môû

Bieán 
chöùng

Ngaøy 
naèm vieän

Tieâu chuaån  
choïn beänh

Tæ leä haïch 
chaäu döông 

tính (%)

Liang(15) 2011 34 58 44 Khoâng baùo 
caùo

21% Haïch khoâng thay ñoåi 
sau hoùa xaï tröôùc moå

71

Konishi(16) 2011 14 413 25 0% 36% Khoâng moâ taû 57

Park(17) 2011 16 310 188 0% 31% 9.9 Truïc ngaén >5mm, 
khoâng ñoàng nhaát, bôø 
keùm ñeàu

56

Liu(18) 2011 68 271 150 Khoâng baùo 
caùo

7% Khoâng tieâu chuaån 
haïch chaäu

7

Obara(19) 2012 12 678 155 Khoâng baùo 
caùo

Khoâng 
baùo caùo

Khoâng tieâu chuaån 
haïch chaäu

8

Bae(20) 2014 21 396 200 0% 29% 10 Khoâng moâ taû 0

Furuhata(21) 2014 18 604 380 0% 17% Khoâng tieâu chuaån 
haïch chaäu

28

Kawaga(22) 2015 50 476 27 0% 14% 8 Khoâng tieâu chuaån 
haïch chaäu

20

JCO-
GO212(13)*

351 360 576 22% Khoâng tieâu chuaån 
haïch chaäu

7

Chuùng toâi 2017 12 75 97 0% 8% 6 Truïc ngaén >5mm 58

(*): Phaãu thuaät moå môû	
Bieán chöùng thöôøng gaëp cuûa phaãu thuaät naïo haïch 

chaäu beân ñöôïc baùo caùo nhö xì mieäng noái, öù ñoïng 
baøng quang, roái loaïn chöùc naêng sinh duïc, chaûy maùu, 
nhieãm truøng veát moå, nhieãm truøng khaùc, aùp xe vuøng 
chaäu vaø taéc ruoät. Baûng 2 cho thaáy taàn suaát caùc bieán 
chöùng qua caùc nghieân cöùu. Nghieân cöùu cuûa chuùng 
toâi trong 12 tröôøng hôïp, chæ coù 1 tröôøng hôïp bò öù 
ñoïng baøng quang sau moå (8%). Ngoaøi ra trong taát 
caû caùc nghieân cöùu, chæ coù duy nhaát 1 tröôøng hôïp 
töû vong trong baùo caùo cuûa Liang (15). Vôùi söï hieåu 
bieát veà giaûi phaãu, tieán boä cuûa phaãu thuaät noäi soi, 
phaãu thuaät vieân kinh nghieäm trong phaãu thuaät tröïc 
traøng, kó thuaät naïo haïch chaäu laø khaû thi vaø an toaøn, 
so vôùi phaãu thuaät TME truyeàn thoáng. Thôøi gian naèm 
vieän trung bình laø 6 ngaøy, khoâng daøi hôn so vôùi caùc 
tröôøng hôïp phaãu thuaät TME truyeàn thoáng.

Coù söï khaùc bieät khaù lôùn giöõa tæ leä haïch chaäu 

döông tính. Ñaàu tieân laø nghieân cöùu cuûa JCOGO212 
khi tieán haønh naïo haïch chaäu thöôøng quy vôùi ung 
thö tröïc traøng giai ñoaïn II vaø III cho tæ leä haïch chaäu 
döông tính chæ 7%. Trong baûng 3, caùc nghieân cöùu 
cuûa Liang (15), Park (17) vaø chuùng toâi khi coù theâm 
tieâu chuaån haïch chaäu treân MRI cho tæ leä haïch döông 
tính sau moå raát cao (71%, 57%, 58%). Ngöôïc laïi khi 
khoâng coù tieâu chuaån treân MRI, tæ leä haïch chaäu döông 
tính cao nhaát chæ 28% trong nghieân cöùu cuûa Furuhata 
(21). Nhö vaäy tuøy theo tieâu chuaån choïn beänh maø tæ 
leä haïch chaäu döông tính seõ thay ñoåi.

Khi phaân tích caùc yeáu toá aûnh höôûng ñeán di caên 
haïch chaäu bao goàm tuoåi, giôùi, ñaëc ñieåm u nguyeân 
phaùt (T, N, MRF), kích thöôùc haïch chaäu treân MRI; 
chæ coù 3 yeáu toá tuoåi, giôùi nöõ vaø kích thöôùc haïch chaäu 
laø lieân quan coù yù nghóa thoáng keâ vôùi di caên haïch 
chaäu. Nghieân cöùu cuûa Akiyoshi (9) phaân tích ña yeáu 
toá cuõng cho keát quaû töông töï vôùi giôùi nöõ, kích thöôùc 
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haïch chaäu treân 8mm vaø khoâng ñöôïc hoùa trò daãn ñaàu 
laø caùc yeáu toá lieân quan ñeán haïch chaäu döông tính. 
Taùc giaû cuõng keát luaän caùc yeáu toá naøy neân ñöôïc xem 
xeùt trong chæ ñònh LPLND.

Do soá tröôøng hôïp hoùa xaï trò tröôùc moå coøn ít (2 
tröôøng hôïp), neân nghieân cöùu chöa ñaùnh giaù ñöôïc 
vai troø cuûa ñieàu trò taân hoã trôï leân haïch chaäu beân di 
caên. Moät phaàn do nghieân cöùu môùi chæ thöïc hieän böôùc 
ñaàu, neân côõ maãu coøn giôùi haïn. Vì theá caùc phaân tích 
veà yeáu toá aûnh höôûng khoâng ñuû maïnh. Nghieân cöùu 
caàn theo doõi laâu daøi vôùi côõ maãu lôùn hôn ñeå xaùc thöïc 
keát quaû veà maët ung thö hoïc, cuõng nhö phaân tích caùc 
yeáu toá aûnh höôûng ñeán haïch di caên nhaèm khaúng ñònh 
vai troø cuûa phaãu thuaät noäi soi naïo haïch chaäu beân 
trong vieäc ñieàu trò ung thö tröïc traøng thaáp tieán trieån. 

V. Keát luaän
Phaãu thuaät noäi soi naïo haïch chaäu beân trong ñieàu 

trò ung thö tröïc traøng thaáp laø phaãu thuaät khaû thi vôùi 
tæ leä tai bieán bieán chöùng thaáp. Beân caïnh yeáu toá nguy 
cô lôùn tuoåi, nöõ giôùi, thì ñöôøng kính haïch chaäu beân 
treân MRI coù yù nghóa quan troïng trong xaùc ñònh nhoùm 
beänh nhaân coù nguy cô di caên haïch chaäu beân.
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