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l. Introduction

Abstract

Introduction: Conventional laparoscopic surgery for low rectal cancer has
several challenges regarding the technique issues such as a limited range of
motion instruments. With the advantages, Robotic-assisted surgery has resolved
this problems compared with the conventional laparoscopic surgery because it’s
dexterity could improve the range of motion instruments. To evaluate the short-
term and early oncological outcomes of robotic-assisted surgery for low rectal
cancer.

Material and Methods: Prospective study to describe one consecutive series of
robotic-assisted laparoscopic resection for low rectal cancer at Department of
Digestive Surgery of Cho Ray hospital.

Results: Between October 2017 and June 2018, robotic-assisted laparoscopic
resection with total mesorectal excision has performed on 15 consecutive
patients with rectal cancer at Cho Ray hospital. The mean age was 50. Male/
female ratio was 2.75/1. The types of procedures performed were: 13 low anterior
resections (LAR), 1 intersphincteric resection with coloanal anastomosis, and 1
abdominoperineal resection (APR). The overall mean operation time was 240
minutes. None of the cases was converted to open procedure. Mean harvested
lymph nodes were 12. There was no surgical morbidity or mortality. On the
postoperative day 1 and 2, mean visual analog scale (VAS) scores were 3.5.
Mean postoperative hospital stay was 7.5 days.

Conclusion: Robotic-assisted laparoscopic resection for low rectal cancer is a

feasible and safe procedure with acceptable oncological results.

system, with advantages such as high resolution and

Total mesorectal excision (TME) is the standard
procedure for low rectal cancer [7], [9]. The
laparoscopic surgery, with the ability to dissect
deep, narrow cavity through magnified vision, is a
revolution in surgery, especially colorectal surgery

[14]. Moreover, the introduction of surgical robot

stable three-dimensional vision, flexible rotation
with multiple joint instruments, and minimized
physiologic tremors, enables the surgeon to dissect
the pelvic cavity during TME more precisely.
Early results on using robotic-assisted laparoscopic

resection for low rectal cancer are great. However,
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most of these are reported from high-volume
centers. At the Department of Digestive Surgery in
Cho Ray Hospital, we introduced robotic-assisted
laparoscopic TME for low rectal cancer with good
initial results. We would share our experiences of
the first 15 cases aiming to evaluate the short-term

outcomes of this technique.

Il. Materials and methods

Patients

All 15 cases of low rectal cancers were operated
on by robotic-assisted laparoscopic TME for one
period from October 2017 to June 2018.

Methods

It’s prospective, case series report.

Preoperative evaluation

The patients diagnosed the rectal adenocarcinoma
with stage I-11I. They were preoperatively evaluated
by colonoscopy, chest radiography, colonography,
abdominal and pelvic CT scan, pelvic MRI and PET-

CT if necessary.

Surgical techniques

We used a robotic four-arm system (da Vinci®
Surgical System, Intuitive Surgical, Inc., Sunnyvale,
CA). Single docking totally robotic technique was
applied (Fig. 1). The procedure consists of two
phases: the lateral phase and the pelvic phase. In
both phases, the position of the surgical cart was
fixed to the left caudal side of the surgical table with
an angle of 450, and the position of the patient was
unchanged. The assistant stood at the patient’s right

side.

Lateral phase:

The first 12mm-trocar was placed on the midline,
just above the umbilicus 2-3 c¢m, then a 30o standard
robotic laparoscope was inserted. After examination
of the abdomen, we continued to place the following

trocars into the places : R1 placed 7-8 cm apart from
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the camera port on the imaginary line between the
camera port and right anterosuperior iliac spine,
R2 placed in the upper abdomen 7-8 cm apart
from the camera port and about 1 cm right lateral
to the midline, R3 placed on the right corner of the
anticipated Pfannenstiel incision, R4 placed 5-6 cm
apart from the R1 on the right anterior axillary line,
and RS5 placed on the left midclavicular line and
slightly above the level of the umbilicus.

During the lateral phase, R1, R2, and R3 ports
were used as robotic acting ports. In general, R2
had the role of the surgeon’s nondominant hand, R1
the role of dissection, and R3 the role of traction.
We performed medial to lateral dissection from the
promontory to the splenic flexure along the avascular
plane. Inferior mesenteric artery was divided at the
root (noted to preserve 2 lumbar splanchnic nerves),
inferior mesenteric vein and left colic artery were
divided too. The splenic flexure would be mobilized

if necessary.

Pelvic phase:

After completion of the lateral phase, two acting
arms were detached and moved to other ports, from
R2 to RS, and from R3 to R4, respectively. We
usually added a Smm-trocar at 4-5cm above and
lateral from the R1 for surgical assistant. The R3 port
on the suprapubic area was changed to a 12-mm port
for application of the endolinear stapler at the end of
the pelvic phase. We proceeded with dissection of
the pelvic cavity along the avascular plane between
the mesorectal fascia proper and the parietal pelvic
fascia preserving the pelvic autonomic nerve
plexus. In general, R5 had the role of the surgeon’s
nondominant hand, R1 the role of dissection, and R4
the role of traction.

The procedure was terminated depending on
the type of surgery: division and anastomosis of the
rectum in LAR; continuing the perineal phase in

intersphincteric or abdominal perineal resection.
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Figure 1: Placement of ports for single docking totally robotic rectal surgery

lll. Results

From October 2017 to June 2018, at Cho Ray
Hospital, there were 15 cases of low rectal cancer
treated by robotic-assisted laparoscopic TME.

Patients’ characteristics

There were 11 male patients and 4 female
patients. The mean age of patients was 50 years old.
The youngest was 40 years old, the oldest was 66
years old. Two patients had a performance status
(PS) score of one point on the Eastern Cooperative
Oncologic Group (ECOG) [16], the remaining 13
patients had a PS score of 0. Among 15 patients, 13
patients underwent LAR, one patient was operated
on for intersphincteric resection and one patient
was performed APR. Moreover, 13/14 patients with
anastomosis were performed diverting ileostomy.

Surgical results

Mean operative time was 240 minutes, the
shortest was 210 minutes and the longest was 270
minutes. The mean docking time was 15 minutes,
the shortest was 10 minutes and the longest was
25 minutes. No case required conversion to open
surgery. Blood loss was almost negligible (<10 mL).
No accidents were recorded during procedure.

The mean number of resected lymph nodes was
12 (from 9 to 14 nodes). All distal resection margins
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were negative. All patients underwent true TME and
had proper intact mesorectal fascia macroscopically.

There was no leakage or any postoperative
complications recorded. After the procedure, most
patients feel less pain. Mean visual analog scale
(VAS) were 3.5 on the postoperative day (POD)
1 and 2. All patients began to move with assistant
from the POD 2. In 14 patients underwent diverting
ostomy, liquid diet was taken from the POD 2; in
the remaining case, the patient started to eat liquid
from the POD 3. The mean hospital stay was 7.5
days, the shortest was 6 days and the longest was
10 days. There was no mortality in this series. 13
patients with diverting ileostomy were undergoing
reversal operation, resulting in good postoperative
bowel function.

IV. Discussion

Surgical technique

Total mesorectal excision (TME) is an essential
technique to gain proper oncologic outcomes for
treatment of low rectal cancer [7], [9]. However,
in a recent meta-analysis comparing laparoscopic
surgery for rectal cancer to open surgery, it still
showed a wide range of conversion rate (0-32.4
%) [2]. It implies underlying technical difficulty of
laparoscopic surgery in the treatment of rectal cancer
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because of confined and complex pelvic space.
Robotic system offers several advantages including
the 3D eye magnified vision, enhanced dexterity,
and stable operating platform so that it enables the
surgeon to perform TME more precisely.

As the procedure of rectal resection is divided
into two segments, the lateral and pelvic phases, two
types of robotic procedures have been developed:
hybrid technique and totally robotic technique. In
hybrid technique, the lateral phase is performed
by conventional laparoscopy, the robotic system is
only used in the pelvic phase where its advantage
maximized. In totally robotic technique, the robotic
system is used throughout both phases. The surgical
method of approach can be selected by operator’s
preference and familiarity for the procedure.

Hybrid technique has the advantage of shorter
operative times, robotic devices are set up only
once in pelvic phase, and concentrated solely on
pelvic dissection. As a result this technique is
widely used all over the world [4], [17]. However,
this technique requires a lot of laparoscopic skills
especially during splenic flexure mobilization.
Laparoscopic splenic flexure mobilization has
been reported to be technically demanding and
is associated with more intraoperative blood
loss, complications and longer operative time
than robotic surgery [1], [8], [11]. In the totally
robotic technique, splenic flexure and left colic
mobilization will be performed safer and easier. In
the early stages, the totally robotic technique was
usually performed as a two-stage technique, which
necessitated multiple cart repositionings, a time-
consuming process. Subsequently, a single docking
totally robotic technique was developed and has
been widely used to date. This technique allows
surgeons to mobilize splenic flexure and left colon
easily and it does not take too long to preparing
instruments.

At Cho Ray Hospital, single docking totally
robotic rectal resection was used and demonstrated
good early results. There was no complication and
neither operation time was not too long. However,
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to avoid collision of instruments during procedure,
the trocars site must be selected appropriately.

Oncologic results

In TME for rectal cancer, the maintenance of
integrity of mesorectal fascia propria to achieve
negative circumferential resection margin (CRM)
is an important factor in improving survival rate.
The robotic system provides an ergonomic position,
elimination of physiologic tremors, improved
dexterity, motion scaling, stable camera, platform
and stereoscopic views, and three-dimensional
imaging. All of those advantages allow surgeons to
attain negative CRM more easily [3], [6]. Despite
lack of long-term outcomes, the application of
robotic surgery at Cho Ray Hospital initially showed
that indirect oncologic parameters such as number
of harvested lymph nodes, negative CRM rate were

acceptable.

Surgical morbidity

Single docking totally robotic rectal resection
has been reported to have short-term results
comparable to or even better than conventional
laparoscopic surgery and open surgery [5], [10],
[12], [13], [15]. In hands of experienced surgeons
in colorectal surgery, the learning curve of robotic
rectal resection will be shortened with comparable
outcomes to open surgery. Another good feature
of robotic surgery in our 15 patients report, that is
the very good pain control. Although there was no
controlled group, but with fixation of trocars on the
abdominal wall through remote center bands, robotic
trocars are less likely to cause a traumatic event and

consequently therefore the patients feel less pain.

V. Conclusions

Robotic-assisted laparoscopic rectal resection is
anew and promising technique in treatment of rectal
cancer. Initial results show that this is a feasible and
safe procedure, providing benefits in both short and
long-term outcomes. However, the disadvantages of
this procedure are the long operation time and high
cost we should consider.
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I. D4t van dé

Tom tat

Pdt vdn dé: Phiu thuat ndi soi diéu tri ung thu truc tring thdp 12 phiu thuat
khé vé& mit k¥ thuat, do bién dd hoat dong it clia cidc dung cu phiu thuat ndi
soi kinh di€n. Phiu thuit noi soi véi sy hd trg ctia robot ¢6 nhiéu thuin Igi hon
nhd vao tinh linh hoat v4i bién d6 hoat dong rong ctia cic dung cu va cénh tay
robot. Pdnh gi4d k&t qua ban diu ctia phiu thuit noi soi c¢6 robot hd trg didu tri
ung thu tryc trang.

Phuong phdp nghién citu:: Nghién citu ti€n cifu. Mo td cdc trudng hop dugc
phiu thuat ndi soi c6 robot hd trg diéu tri ung thu truc trang tai khoa Ngoai Tiéu
héa, bénh vién Chd Riy.

Két qud: Tt thdng 10 ndm 2017 d&n thang 06 nim 2018, tai bénh vién Chg Riy,
¢6 15 trudng hdp duge phiu thuit ndi soi cé robot hd trg diéu tri ung thu tryc
trang thap. Tudi trung binh ctia bénh nhan 14 50 tudi. Ti 1& nam nit 1a 2,75/1.
Loai phiu thuat cu thé gdm: 13 ca cit trudc thap, 1 ca cit gian co thit ndi dai
trang — 6ng hau mdn va 1 ca phiu thuat Miles. Thdi gian md trung binh 12 240
phiit. Khong c¢6 chuyén md mé. S8 hach thu dugc trung binh 14 12. Khong c6 tai
bi€n, bi€n chitng ciing nhu tif vong sau m3. Piém dau VAS trung binh vio ngay
hau phAu 1 va 212 3,5. Thdi gian nim vién trung binh 12 7,5 ngay.

K&t Iudn: Phiu thut ndi soi c6 robot hd trg diéu tri ung thu tryc trang thip la
phiu thuat kha thi, an toan va k&t qua ung thu hoc ban diu tot.

Cit toan bd mac treo tryc trang (total mesorectal
excision (TME)) 12 phdu thuat tiéu chudn trong
diéu tri ung thu truc trang thap [7], [9]. Viéc ra ddi
clia phiu thut ndi soi, v6i khd nang phiu tich cac
khoang sau, hep thong qua phiu trudng dugc phéng
dai, 1a mot cudc cach mang trong phiu thuat ma dic
biét 1a phiu thuat dai truc trang [14]. Khong dirng
lai & d6, su xudt hién clia robot hd tr¢ phiu thuat,

v6i nhitng wu diém nhu kh& ning quan sit 3 chiéu
phan giai cao va &n dinh, dung cu xoay trg linh hoat
v6i nhiéu khép ndi va gidm thi€u dudc sy run trong
qud trinh phau thuat, gitp cho qua trinh phiu tich
céc ciu tric trong khoang chau dé dang va tinh &
hon. Tai khoa Ngoai Tiéu héa, bénh vién Chg Riy,
chiing t6i dang tirng budc trién khai phiu thuat noi
soi ¢6 robot hd trg diéu tri ung thu tryc trang thap
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v6i k€t qué ban dau khé tt. Chiing toi chia sé kinh
nghiém 15 trudng hop diu tién nhim khio sét tinh
kha thi ciing nhu din dan hoan thién vé k§ thuat
phau thuat.

Il. P&i tugng va phuong phap nghién ctiu

Daoi tugng

Tu thdng 10 nim 2017 d&n thdng 06 ndm 2018,
ching t6i thuc hién dugc 15 trudng hgp phiu thuat
ndi soi c6 robot hd trg diu tri ung thu tryc trang
thap.

Phuong phép nghién ciu

Nghién cttu ti€n cifu, mo t4 hang loat ca.

Chéin dodn trudc md

Céc bénh nhan déu dugc chidn dodn 1a ung thu
bi€u mo tuyén tryc traing vdi giai doan I-III. Bénh

Hinh 1: Hé théng Robot Da Vinci Si

Phdu thuét néi soi cét truc trang thap vdi robot hé tro diéu tri ung thu truc trang...

nhan dugc danh gid truc md bing ndi soi dai trang,
X quang nguc, X quang dai trang, CT scan bung
chau, MRI chau va PET-CT néu can.

Phuong phép phiu thuat

Hé thdéng robot duge st dung 1a hé théng phiu
thuat Da Vinci Si (Hinh 1). Ching t6i 4p dung
k§ thuat phdu thuit robot toan bo vdi docking 1
lan (totally robotic surgery with single docking
technique). Bénh nhan nim dau thdp, nghiéng phai
khodng 15 d0, hai chan dang (Hinh 2). Phiu thuat
dugc ti€n hanh gdm 2 thi: thi bén va thi chiu. Trong
ca 2 thi, vi tri clia surgical cart 1a c6 dinh nim bén
trdi va 1éch vé phia chan bénh nhén, vi tri b&énh nhan
ciing khong thay ddi. Phiu thuit vién phu ding vé
bén phai bénh nhan.

Hinh 2: Tu thé bénh nhan

Thi bén:

Chiing tdi dit trocar diu tién & dudng giita phia
trén ron 2-3 cm, st dung trocar 12mm aé ddt camera
300 huéng xudng. Sau khi thim sit § bung, chiing
t0i ti€p tuc dit cac trocar Smm ti€p theo nhu sau: R1
nam céch vi tri dit trocar camera 7-8 cm trén dudng
ndi giffa trocar nay va gai chiu trudc trén bén phai;

R2 dit cach vi tri dit trocar camera 7-8 cm vé phia
thugng vi va bén phai dudng gitta lcm; R3 dit &
dinh phai clia dudng md Pfannenstiel (tuéng tugng);
R4 dit bén ngoai thdp hon R1 5-6 cm trén dudng
nach trudc bén phai; R5 dit trén dudng trung don
trdi, ngay trén muc ron. (Hinh 3).
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Hinh 3: Vi tri dat trocars va docking trong ph&u thuat néi soi cét truc trang véi robot hd trg

"o
R © ofs
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- Robobic can
R T
L ] Rg . e \ .'\

| =\
l l

Trong thi bén, chiing t6i s dung trocars R1, R2,
R3 tuong dng v6i 3 canh tay robot 1, 2, 3. Ching
t6i ti€n hanh phiu tich mac treo dai trang tif trong
ra ngoai theo hudng tir u nhd theo mit phing vo
mach dén géc lach. Pong mach mac treo trang duéi

Hinh 4: Boc 16 bé mach mach treo trang dudi

3 ‘\
\\.‘\\I

R:
o
10mm
< ¢
o, Ry
. ;‘:L :.f" Rebotic cant
N . R
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dugc kep va cit tin gdc (chid ¥ bdo tdn 2 than kinh
tang thit lung 2 bén dong mach nay) (Hinh 4). Tinh
mach mac treo trang dudi va dong mach dai trang
tri ciing dugc kep cit. Tly theo danh gid trong md

ma géc lach s& dugc di dong khi can.

Thi chau:

Sau khi hoan thanh thi bén, canh tay robot s6 3
sé& dudc chuyén dé&n vi tri R4, cdnh tay robot sd 2 sé
dugc chuyén dé&n vi tri RS. Ching tdi thudng diing

thém 1 trocar 5Smm phia trén, bén ngoai R1 4-5cm
cho thao tdc clia phiu thuat vién phu. Trocar R3 lic
nay ciing dugc thay bing trocar 12mm d€ phiu thuat
vién phu cho stapler vao khi can. Chiing t6i ti€p tuc
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phAu tich theo mit phing vo mach xudng viing chau
dé di dong toan bo mac treo truc trang khéi céc tang
xung quanh xuéng dén sit cd nang hiu mon (chd y
bao tdn than kinh ha vi, ddm r6i ha vi va dam r6i
chau).

PhAu thuat dugc két thic tuy theo loai phiu
thuat: cdt doan, n6i may néu la cit trudc thap; ti€p
tuc thi tAng sinh mon néu 1a phiu thuat cit gian co
thit hay phiu thuat Miles.

lll. Két qua

Tu thang 10 nam 2017 dén thang 06 nam 2018,
tai bénh vién Chg Ry, di c6 15 trudng hop ung thu
truc trang thap dudc phiu thuat ndi soi cit tryc trang
v6i robot hd trg.

Bang 1: Dac diém bénh nhan va loai phau thuat

Pic diém bénh nhan S8 bénh nhan Tilé %
(N=15)
Gidi tinh 73,3%
Nam 26,7%
N
Tudi trung binh 50 (40 — 66 tudi)
Chi s6 ECOG (Eastern Coop-
erative Oncologic Group)
1 .2
diém 13.3%
0 gié
em 86,7%
CA4t trudc thdp ndi may 13 86,7%
CA4t tryc trang gian cg that, 1 6,7%
ndi dai trang - 6ng hau mon
khau tay
Phé&u thuat Miles 1 6,7%
MG héi trang ra da 13/14 92,8%

Pic di€m bénh nhan

C6 11 bénh nhan nam, 4 bénh nhén nit. Tudi trung
binh ctia bénh nhan 13 50. Bénh nhan tré tudi nhat
12 40 tudi, bénh nhan cao tudi nhat 1a 66 tudi. C6 2

bénh nhan c6 chi s thé trang (performance status
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(PS)) 1a 1 diém theo ECOG (Eastern Cooperative
Oncologic Group) [16], 13 b&énh nhan con lai c6 PS
la 0 diém. Trong 15 bénh nhan, c6 13 bénh nhan
dudc ti€n hanh cit truSc thip, 1 bénh nhan cét gian
cd thit va 1 bénh nhan phiu thuat Miles. Trong 14
trudng hop cit ndi, c6 13 trudng hgp dudec md hoi
trang @€ chuyén Iuu dong phan, 1 trudng hgp khong
md hdi trang. (Bing 1).

K&t qua phiu thuat

Thoi gian phau thuat trung binh Ia 240 phiit, ngin
nhit 1a 210 phdt va dai nhat 1a 270 phit. Thai gian
docking trung binh la 15 phit, ngdn nhat 1a 10 phiit
va dai nhét 1a 25 phit. Khong c6 trudng hgp nao
phi chuyén m8 mg. M4au mat gan nhu khong ding
ké (<10 mL). Khong ghi nhén tai bi€n trong md
(Béng 2).

S6 hach thu dudc trung binh la 12 hach, it nhat la
9 hach va nhiéu nhét 1a 14 hach. Khong c6 trudng
hdp nao ghi nhan ¢6 bd cidt duong tinh vdi t&€ bao u.
Pinh gi4 dai th€ bénh phim sau m& déu ghi nhan
phau thuat TME hoan chinh, khong t6n thuong mac

riéng tryc trang.

Bang 2: K&t qua phau thuat

Pic diém bénh nhan S6 bénh nhan Tile%

(N=15)

Thdi gian mé trung binh 240 phut (210 — NS

270 phut)

Thai gian docking trung binh 15 phut (10 — 25 NS
phut)

Chuyén mé mé 0 0%

Mau mét trung binh <10ml NS

S6 hach nao vét dugc trung 12 (9 - 14 hach) NS

binh

Dién cat xa duong tinh 0 0%

Tai bién trong mé 0 0%
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Ching t6i khong ghi nhan xi rd hay bat ci bién
chitng nao sau mé&. Sau md cdc bénh nhan it dau,
di€ém dau VAS trung binh vao ngay hau phiu 1 va
2 1an luot 12 3 va 5. Cac bénh nhan déu bit diu tap
di tf ngdy hau phiu thi 2. P8i v6i 13 trudng hgp
c6 md hdi trang va 1 trudng hgp phiu thuat Miles,
bénh nhan bit dau tap an 18ng tir ngay hau phiu 2;
trudng hgp con lai, bénh nhan bit diu #n 1dng tir
ngay hau phiu 3. Thoi gian ndm vién trung binh la
7,5 ngay, ngdn nhatla 6 ngay va dai nhitla 10 ngay.
Khong c¢6 trudng hgp nao ti vong chu phiu (Béng
3). 13 bénh nhan c6 md hdi trang déu da dugc phiu
thuat phuc hdi lvu thong, k&t qua sau md cic bénh

nhan déu din phuc hdi lai chic ning di tiéu.

Bang 3: C4c bién chiing sau mg

Pic diém bénh nhan S6 bénh nhan Tilé %
(N=15)

Xi rd miéng néi 0 0%
Nhiém trung 0 0%
Thang diém dau VAS ngay 3,5 NS
1-2

Théi gian n&m vién sau mé 7,5 ngay NS
trung binh (6 — 10 ngay)

T vong sau mé 0 0%

IV. Ban luan

V& k¥ thuat mg

Phiu thuat TME la phiu thuat tiéu chuén trong
ung thu tryc trang thap [7], [9], gidp mang lai nhitng
1gi ich t8t nhat vé mat ung thu hoc. Tuy nhién, trong
mot phan tich gop gin diy so sdnh phiu thuat cit
tru'c trang ndi soi va md md [2], ti 1& phdu thuat ndi
soi phai chuyén mé md vin con kha cao (0-32,4%).
K&t qud nay cho thiy ring phiu thuat ndi soi cit
tryc traing van con 12 mot ky thuat khé vé mit k§
thuat vi khéng gian hep va phic tap clia viing chau.
Hé thong phiu thuit robot v6i nhiéu vu diém nhu
kh4 ning quan séit 3 chiéu, d6 phan gidi cao, phiu
trudng 6n dinh, tinh cd dong, linh hoat clia cdc dung
cu chinh 12 nén tdng cho phiu thuat vién c6 thé thyc

La&m Viét Trung va cbéng su

hién phiu thuat TME mot cach chinh xdc va dé
dang hon.

Vi ddc trung clia phiu thuat cit tryc trang gom
2 thi: thi bén va thi chiu, nén phau thuat cit truc
trang v6i robot hd trg cling dugc chia thanh 2 nhém
chinh: k¥ thuét lai (hybrid procedure) va ky thuit st
dung robot toan bd. Trong k¥ thuat lai, thi bén dugc
thuc hién bing phiu thuit ndi soi kinh dién, robot
chi dugc st dung trong thi chiu, ndi ma robot thé
hién nhiéu wvu di€m nhit. Trong ky thuat st dung
robot toan bo, robot dugc st dung trong ca 2 thi md;
va tiy theo phiu thuat vién ma c6 thé st dung ki
thuat docking 1 1an hay docking 2 1an.

Ky thuat lai ¢6 wu di€m la thdi gian md dugc
rit ngin, robot chi dugc docking 1 1an cho thi chau
va “tip trung” vao thi chdu nén dugc st dung kha
rong rii trén th€ gidi [4], [17]. Tuy nhién, k§ thuat
nay can nhiéu k§ ning phiu thut ndi soi dic biét
1a trong trudng hop cin di dong dai trang géc l4ch.
Viéc di dong dai trang géc lach bing phiu thudt ndi
soi kinh dién dugc ghi nhan 1a khé khan hon, méu
mat nhi€u hon, bi€n ching nhi€u hon va thdi gian
nim vién lau hon so véi phiu thuat robot [1], [8],
[11]. Trong k¥ thuit s dung robot toan bo, viéc di
dong dai trang gbc lach va dai trang trdi sé dudc
thuc hién an toan va dé€ dang hon. Thdi gian dau, k§
thuét st dung robot toan bd thudng dugc thuc hién
v6i 2 1an docking, cin di chuyén surgical cart hodc
bénh nhan va tao ra nhiéu bat tién ciing nhu kéo dai
thdi gian m&. K&t qua 1a k§ thuat st dung robot toan
bd véi docking 1 1an dugc phét trién va phd bién.
Ky thuit nay gidp viéc di dong dai trang trdi va dai
trang géc lach dé& dang hon nhung cling khong mat
qua nhiéu thdi gian d€ docking.

Tai bénh vién Chg RAy, ching toi st dung k§
thuat dung robot toan bd véi docking 1 1an va thuc
t& cho k&t qua kha t6t. Khdng ¢ ca nao gip tai bi€n
hay phéi chuyén m& mé va thdi gian phiu thuat
cling khong qud kéo dai. Tuy nhién, kinh nghiém
cho thd'y mdt y&u t& quan trong 12 can phai chon vi
tri trocars hgp 1y d€ tranh va cham cic dung cu trong
khi m&.
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V& két qua ung thu hoc

Trong phiu thuat TME diéu tri ung thu tryc trang,
viéc ddm bdo tinh toan ven clia mac riéng tryc trang
dé dat dugc by cit vong (circumferential resection
margin (CRM)) am tinh 12 mot y&u t6 quan trong
gitip cdi thién ti 1& song 1au dai va nhd vao kha ning
quan sét t6t hon, dung cu linh hoat hon, phiu thuat
robot gitip dat dugc CRM am tinh dé dang hon [3],
[6]. Tuy chua c6 két qud sdng lau dai, nhung ng
dung phAu thuat robot tai bénh vién Chg Riy buéc
dau cho thay céc chi sd gién ti€p nhu sd hach nao
dudc, ti 16 CRM am tinh rat kha quan.

V& tai bién, bi€n chiing

PhAu thult cit tryc trang st dung robot toan bd
vdi docking 1 1an di dugc ghi nhan c6 két qua ngin
han tuong duong tham chi t6t hon so v6i phiu thuat
ndi soi kinh dién va mé mé [5], [10], [12], [13], [15].
Theo danh gid clia ching t6i, trong tay nhitng phau
thuét vién da c6 nhiéu kinh nghiém vé phau thuat
tryc trang, viéc tng dung phiu thult robot gidp rit
ngdn dudng cong huén luyén véi két qué khong kém
mdS md. Mot diéu dang ghi nhan nita & 15 bénh nhan
clia ching toi 12 phiu thuat robot ki€m sodt dau rat
tot. Tuy chua so sénh truc ti€p v6i phiu thuat nodi soi
kinh di€n nhung vé6i co ch& dung cu xoay quanh vi trf
c6 dinh trén trocar ti€p xidc véi thanh bung (remote
center) cta phiu thuit robot, céc trocars robot sé& it
gay sang chin trén thanh bung hon trong phau thuat
ndi soi, diéu nay c6 thé gitp ly gidi bénh nhan it dau
sau m& hon.

V. Két luan

PhAu thuat robot cit tryc trang thap 12 mot k§
thuat mdi, nhiéu hita hen trong phiu thuit ung thu
tryc trang. Céc k€t qud ban diu cho thiy day la
phau thuit an toan, kha thi, mang lai nhiéu 1gi ich
v€ ngdn ciing nhu dai han. Tuy nhién, thdi gian
md dai cling gi4 thanh cao 12 nhitng diém trir cda
phuong phip nay.
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