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I. Introduction
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 

system, with advantages such as high resolution and 
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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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.
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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.

II. 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-III. 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 45o, 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 cm, 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 

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 R5 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 R5, and from R3 to R4, respectively. We 
usually added a 5mm-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.



Robotic-assisted surgery for low rectal cancer: Initial experiences...Lam Viet Trung et al.

Vietnam Journal Of Endolaparoscopic Surgery (2019) No (4) - Vol (9); 49 - 53 51

III. 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 

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 

  Figure 1: Placement of ports for single docking totally robotic rectal surgery
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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, 

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 

a new 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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Phaãu thuaät noäi soi caét tröïc traøng thaáp vôùi robot hoã trôï ñieàu trò 
ung thö tröïc traøng: kinh nghieäm böôùc ñaàu qua 15 tröôøng hôïp 
taïi Beänh vieän Chôï Raãy
Laâm Vieät Trung 1, Traàn Phuøng Duõng Tieán 1, Nguyeãn Voõ Vónh Loäc 2

1. Khoa Ngoaïi tieâu hoùa, Beänh vieän Chôï Raãy

2. Boä moân Ngoaïi, Ñaïi hoïc Y Döôïc Thaønh phoá Hoà Chí Minh

Toùm taét
Ñaët vaán ñeà:  Phaãu thuaät noäi soi ñieàu trò ung thö tröïc traøng thaáp laø phaãu thuaät 
khoù veà maët kyõ thuaät, do bieân ñoä hoaït ñoäng ít cuûa caùc duïng cuï phaãu thuaät noäi 
soi kinh ñieån. Phaãu thuaät noäi soi vôùi söï hoã trôï cuûa robot coù nhieàu thuaän lôïi hôn 
nhôø vaøo tính linh hoaït vôùi bieân ñoä hoaït ñoäng roäng cuûa caùc duïng cuï vaø caùnh tay 
robot. Ñaùnh giaù keát quaû ban ñaàu cuûa phaãu thuaät noäi soi coù robot hoã trôï ñieàu trò 
ung thö tröïc traøng. 

Phöông phaùp nghieân cöùu:: Nghieân cöùu tieán cöùu. Moâ taû caùc tröôøng hôïp ñöôïc 
phaãu thuaät noäi soi coù robot hoã trôï ñieàu trò ung thö tröïc traøng taïi khoa Ngoaïi Tieâu 
hoùa, beänh vieän Chôï Raãy.

Keát quaû: Töø thaùng 10 naêm 2017 ñeán thaùng 06 naêm 2018, taïi beänh vieän Chôï Raãy, 
coù 15 tröôøng hôïp ñöôïc phaãu thuaät noäi soi coù robot hoã trôï ñieàu trò ung thö tröïc 
traøng thaáp. Tuoåi trung bình cuûa beänh nhaân laø 50 tuoåi. Tæ leä nam nöõ laø 2,75/1. 
Loaïi phaãu thuaät cuï theå goàm: 13 ca caét tröôùc thaáp, 1 ca caét gian cô thaét noái ñaïi 
traøng – oáng haäu moân vaø 1 ca phaãu thuaät Miles. Thôøi gian moå trung bình laø 240 
phuùt. Khoâng coù chuyeån moå môû. Soá haïch thu ñöôïc trung bình laø 12. Khoâng coù tai 
bieán, bieán chöùng cuõng nhö töû vong sau moå. Ñieåm ñau VAS trung bình vaøo ngaøy 
haäu phaãu 1 vaø 2 laø 3,5. Thôøi gian naèm vieän trung bình laø 7,5 ngaøy.

Keát luaän: Phaãu thuaät noäi soi coù robot hoã trôï ñieàu trò ung thö tröïc traøng thaáp laø 
phaãu thuaät khaû thi, an toaøn vaø keát quaû ung thö hoïc ban ñaàu toát. 

I. Ñaët vaán ñeà
Caét toaøn boä maïc treo tröïc traøng (total mesorectal 

excision (TME)) laø phaãu thuaät tieâu chuaån trong 
ñieàu trò ung thö tröïc traøng thaáp [7], [9]. Vieäc ra ñôøi 
cuûa phaãu thuaät noäi soi, vôùi khaû naêng phaãu tích caùc 
khoang saâu, heïp thoâng qua phaãu tröôøng ñöôïc phoùng 
ñaïi, laø moät cuoäc caùch maïng trong phaãu thuaät maø ñaëc 
bieät laø phaãu thuaät ñaïi tröïc traøng [14]. Khoâng döøng 
laïi ôû ñoù, söï xuaát hieän cuûa robot hoã trôï phaãu thuaät, 

Töø khoùa: 
Phaãu thuaät noäi soi coù robot hoã trôï, 
caét tröïc traøng, ung thö tröïc traøng

Ñòa chæ lieân heä: 
Laâm Vieät Trung,
Khoa Ngoaïi tieâu hoùa, Beänh vieän 
Chôï Raãy
201B Nguyeãn Chí Thanh, Quaän 5, 
TP.HCM
Ñieän thoaïi: 0913753595
Email: drlamviettrung@yahoo.com

Ngaøy nhaän baøi: 06/8/2019
Ngaøy duyeät: 28/8/2019
Ngaøy chaáp nhaän ñaêng:
01/10/2019

vôùi nhöõng öu ñieåm nhö khaû naêng quan saùt 3 chieàu 
phaân giaûi cao vaø oån ñònh, duïng cuï xoay trôû linh hoaït 
vôùi nhieàu khôùp noái vaø giaûm thieåu ñöôïc söï run trong 
quaù trình phaãu thuaät, giuùp cho quaù trình phaãu tích 
caùc caáu truùc trong khoang chaäu deã daøng vaø tinh teá 
hôn. Taïi khoa Ngoaïi Tieâu hoùa, beänh vieän Chôï Raãy, 
chuùng toâi ñang töøng böôùc trieån khai phaãu thuaät noäi 
soi coù robot hoã trôï ñieàu trò ung thö tröïc traøng thaáp 
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vôùi keát quaû ban ñaàu khaù toát. Chuùng toâi chia seû kinh 
nghieäm 15 tröôøng hôïp ñaàu tieân nhaèm khaûo saùt tính 
khaû thi cuõng nhö daàn daàn hoaøn thieän veà kyõ thuaät 
phaãu thuaät.

II. Ñoái töôïng vaø phöông phaùp nghieân cöùu

Ñoái töôïng
Töø thaùng 10 naêm 2017 ñeán thaùng 06 naêm 2018, 

chuùng toâi thöïc hieän ñöôïc 15 tröôøng hôïp phaãu thuaät 
noäi soi coù robot hoã trôï ñieàu trò ung thö tröïc traøng 
thaáp. 

Phöông phaùp nghieân cöùu
Nghieân cöùu tieán cöùu, moâ taû haøng loaït ca.
Chaån ñoaùn tröôùc moå
Caùc beänh nhaân ñeàu ñöôïc chaån ñoaùn laø ung thö 

bieåu moâ tuyeán tröïc traøng vôùi giai ñoaïn I-III. Beänh 

nhaân ñöôïc ñaùnh giaù tröôùc moå baèng noäi soi ñaïi traøng, 
X quang ngöïc, X quang ñaïi traøng, CT scan buïng 
chaäu, MRI chaäu vaø PET-CT neáu caàn.

Phöông phaùp phaãu thuaät
Heä thoáng robot ñöôïc söû duïng laø heä thoáng phaãu 

thuaät Da Vinci Si (Hình 1). Chuùng toâi aùp duïng 
kyõ thuaät phaãu thuaät robot toaøn boä vôùi docking 1 
laàn (totally robotic surgery with single docking 
technique). Beänh nhaân naèm ñaàu thaáp, nghieâng phaûi 
khoaûng 15 ñoä, hai chaân daïng (Hình 2). Phaãu thuaät 
ñöôïc tieán haønh goàm 2 thì: thì beân vaø thì chaäu. Trong 
caû 2 thì, vò trí cuûa surgical cart laø coá ñònh naèm beân 
traùi vaø leäch veà phía chaân beänh nhaân, vò trí beänh nhaân 
cuõng khoâng thay ñoåi. Phaãu thuaät vieân phuï ñöùng veà 
beân phaûi beänh nhaân.

Hình 1: Heä thoáng Robot Da Vinci Si Hình 2: Tö theá beänh nhaân

Thì beân:
Chuùng toâi ñaët trocar ñaàu tieân ôû ñöôøng giöõa phía 

treân roán 2-3 cm, söû duïng trocar 12mm ñeå ñaët camera 
300 höôùng xuoáng. Sau khi thaùm saùt oå buïng, chuùng 
toâi tieáp tuïc ñaët caùc trocar 8mm tieáp theo nhö sau: R1 
naèm caùch vò trí ñaët trocar camera 7-8 cm treân ñöôøng 
noái giöõa trocar naøy vaø gai chaäu tröôùc treân beân phaûi; 

R2 ñaët caùch vò trí ñaët trocar camera 7-8 cm veà phía 
thöôïng vò vaø beân phaûi ñöôøng giöõa 1cm; R3 ñaët ôû 
ñænh phaûi cuûa ñöôøng moå Pfannenstiel (töôûng töôïng); 
R4 ñaët beân ngoaøi thaáp hôn R1 5-6 cm treân ñöôøng 
naùch tröôùc beân phaûi; R5 ñaët treân ñöôøng trung ñoøn 
traùi, ngay treân möùc roán. (Hình 3). 
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Trong thì beân, chuùng toâi söû duïng trocars R1, R2, 
R3 töông öùng vôùi 3 caùnh tay robot 1, 2, 3. Chuùng 
toâi tieán haønh phaãu tích maïc treo ñaïi traøng töø trong 
ra ngoaøi theo höôùng töø uï nhoâ theo maët phaúng voâ 
maïch ñeán goùc laùch. Ñoäng maïch maïc treo traøng döôùi 

Thì chaäu:
Sau khi hoaøn thaønh thì beân, caùnh tay robot soá 3 

seõ ñöôïc chuyeån ñeán vò trí R4, caùnh tay robot soá 2 seõ 
ñöôïc chuyeån ñeán vò trí R5. Chuùng toâi thöôøng duøng 

 Hình 3: Vò trí ñaët trocars vaø docking trong phaãu thuaät noäi soi caét tröïc traøng vôùi robot hoã trôï

ñöôïc keïp vaø caét taän goác (chuù yù baûo toàn 2 thaàn kinh 
taïng thaét löng 2 beân ñoäng maïch naøy) (Hình 4). Tónh 
maïch maïc treo traøng döôùi vaø ñoäng maïch ñaïi traøng 
traùi cuõng ñöôïc keïp caét. Tuøy theo ñaùnh giaù trong moå 
maø goùc laùch seõ ñöôïc di ñoäng khi caàn.

Hình 4: Boäc loä boù maïch maïch treo traøng döôùi

theâm 1 trocar 5mm phía treân, beân ngoaøi R1 4-5cm 
cho thao taùc cuûa phaãu thuaät vieân phuï. Trocar R3 luùc 
naøy cuõng ñöôïc thay baèng trocar 12mm ñeå phaãu thuaät 
vieân phuï cho stapler vaøo khi caàn. Chuùng toâi tieáp tuïc 



Phaãu thuaät noäi soi caét tröïc traøng thaáp vôùi robot hoã trôï ñieàu trò ung thö tröïc traøng...Laâm Vieät Trung vaø coäng söï

Taïp chí Phaãu thuaät noäi soi vaø Noäi soi Vieät Nam (2019) Soá 4 - Taäp 9; 54 - 60 57

phaãu tích theo maët phaúng voâ maïch xuoáng vuøng chaäu 
ñeå di ñoäng toaøn boä maïc treo tröïc traøng khoûi caùc taïng 
xung quanh xuoáng ñeán saùt cô naâng haäu moân (chuù yù 
baûo toàn thaàn kinh haï vò, ñaùm roái haï vò vaø ñaùm roái 
chaäu).

Phaãu thuaät ñöôïc keát thuùc tuøy theo loaïi phaãu 
thuaät: caét ñoaïn, noái maùy neáu laø caét tröôùc thaáp; tieáp 
tuïc thì taàng sinh moân neáu laø phaãu thuaät caét gian cô 
thaét hay phaãu thuaät Miles.

III. Keát quaû
Töø thaùng 10 naêm 2017 ñeán thaùng 06 naêm 2018, 

taïi beänh vieän Chôï Raãy, ñaõ coù 15 tröôøng hôïp ung thö 
tröïc traøng thaáp ñöôïc phaãu thuaät noäi soi caét tröïc traøng 
vôùi robot hoã trôï.

Baûng 1: Ñaëc ñieåm beänh nhaân vaø loaïi phaãu thuaät

(PS)) laø 1 ñieåm theo ECOG (Eastern Cooperative 
Oncologic Group) [16], 13 beänh nhaân coøn laïi coù PS 
laø 0 ñieåm. Trong 15 beänh nhaân, coù 13 beänh nhaân 
ñöôïc tieán haønh caét tröôùc thaáp, 1 beänh nhaân caét gian 
cô thaét vaø 1 beänh nhaân phaãu thuaät Miles. Trong 14 
tröôøng hôïp caét noái, coù 13 tröôøng hôïp ñöôïc môû hoài 
traøng ñeå chuyeån löu doøng phaân, 1 tröôøng hôïp khoâng 
môû hoài traøng. (Baûng 1). 

Keát quaû phaãu thuaät
Thôøi gian phaãu thuaät trung bình laø 240 phuùt, ngaén 

nhaát laø 210 phuùt vaø daøi nhaát laø 270 phuùt. Thôøi gian 
docking trung bình laø 15 phuùt, ngaén nhaát laø 10 phuùt 
vaø daøi nhaát laø 25 phuùt. Khoâng coù tröôøng hôïp naøo 
phaûi chuyeån moå môû. Maùu maát gaàn nhö khoâng ñaùng 
keå (<10 mL). Khoâng ghi nhaän tai bieán trong moå 
(Baûng 2). 

Soá haïch thu ñöôïc trung bình laø 12 haïch, ít nhaát laø 
9 haïch vaø nhieàu nhaát laø 14 haïch. Khoâng coù tröôøng 
hôïp naøo ghi nhaän coù bôø caét döông tính vôùi teá baøo u. 
Ñaùnh giaù ñaïi theå beänh phaåm sau moå ñeàu ghi nhaän 
phaãu thuaät TME hoaøn chænh, khoâng toån thöông maïc 
rieâng tröïc traøng. 

Baûng 2: Keát quaû phaãu thuaät 

Ñaëc ñieåm beänh nhaân Soá beänh nhaân 
(N=15)

Tæ leä %

Giôùi tính 

Nam 

Nöõ 

73,3%

26,7%

Tuoåi trung bình 50 (40 – 66 tuoåi)

Chæ soá ECOG (Eastern Coop-
erative Oncologic Group)

                  1 ñieåm 

                  0 ñieåm 
13.3%

86,7%

Caét tröôùc thaáp noái maùy 13 86,7%

Caét tröïc traøng gian cô thaét, 
noái ñaïi traøng - oáng haäu moân 
khaâu tay

1 6,7%

Phaãu thuaät Miles 1 6,7%

Môû hoài traøng ra da 13/14 92,8%

Ñaëc ñieåm beänh nhaân Soá beänh nhaân 
(N=15)

Tæ leä %

Thôøi gian moå trung bình 240 phuùt (210 – 
270 phuùt) 

NS

Thôøi gian docking trung bình  15 phuùt (10 – 25 
phuùt) 

NS

Chuyeån moå môû  0 0 %

Maùu maát trung bình <10ml NS

Soá haïch naïo veùt ñöôïc trung 
bình  

12 (9 - 14 haïch) NS

Dieän caét xa döông tính 0 0 %

Tai bieán trong moå 0 0 %

Ñaëc ñieåm beänh nhaân
Coù 11 beänh nhaân nam, 4 beänh nhaân nöõ. Tuoåi trung 

bình cuûa beänh nhaân laø 50. Beänh nhaân treû tuoåi nhaát 
laø 40 tuoåi, beänh nhaân cao tuoåi nhaát laø 66 tuoåi. Coù 2 
beänh nhaân coù chæ soá theå traïng (performance status 
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Chuùng toâi khoâng ghi nhaän xì roø hay baát cöù bieán 
chöùng naøo sau moå. Sau moå caùc beänh nhaân ít ñau, 
ñieåm ñau VAS trung bình vaøo ngaøy haäu phaãu 1 vaø 
2 laàn löôït laø 3 vaø 5. Caùc beänh nhaân ñeàu baét ñaàu taäp 
ñi töø ngaøy haäu phaãu thöù 2. Ñoái vôùi 13 tröôøng hôïp 
coù môû hoài traøng vaø 1 tröôøng hôïp phaãu thuaät Miles, 
beänh nhaân baét ñaàu taäp aên loûng töø ngaøy haäu phaãu 2; 
tröôøng hôïp coøn laïi, beänh nhaân baét ñaàu aên loûng töø 
ngaøy haäu phaãu 3. Thôøi gian naèm vieän trung bình laø 
7,5 ngaøy, ngaén nhaát laø 6 ngaøy vaø daøi nhaát laø 10 ngaøy. 
Khoâng coù tröôøng hôïp naøo töû vong chu phaãu (Baûng 
3). 13 beänh nhaân coù môû hoài traøng ñeàu ñaõ ñöôïc phaãu 
thuaät phuïc hoài löu thoâng, keát quaû sau moå caùc beänh 
nhaân ñeàu daàn phuïc hoài laïi chöùc naêng ñi tieâu.

Baûng 3: Caùc bieán chöùng sau moå

hieän phaãu thuaät TME moät caùch chính xaùc vaø deã 
daøng hôn.

Vì ñaëc tröng cuûa phaãu thuaät caét tröïc traøng goàm 
2 thì: thì beân vaø thì chaäu, neân phaãu thuaät caét tröïc 
traøng vôùi robot hoã trôï cuõng ñöôïc chia thaønh 2 nhoùm 
chính: kyõ thuaät lai (hybrid procedure) vaø kyõ thuaät söû 
duïng robot toaøn boä. Trong kyõ thuaät lai, thì beân ñöôïc 
thöïc hieän baèng phaãu thuaät noäi soi kinh ñieån, robot 
chæ ñöôïc söû duïng trong thì chaäu, nôi maø robot theå 
hieän nhieàu öu ñieåm nhaát. Trong kyõ thuaät söû duïng 
robot toaøn boä, robot ñöôïc söû duïng trong caû 2 thì moå; 
vaø tuøy theo phaãu thuaät vieân maø coù theå söû duïng kyõ 
thuaät docking 1 laàn hay docking 2 laàn.

Kyõ thuaät lai coù öu ñieåm laø thôøi gian moå ñöôïc 
ruùt ngaén, robot chæ ñöôïc docking 1 laàn cho thì chaäu 
vaø “taäp trung” vaøo thì chaäu neân ñöôïc söû duïng khaù 
roäng raõi treân theá giôùi [4], [17]. Tuy nhieân, kyõ thuaät 
naøy caàn nhieàu kyõ naêng phaãu thuaät noäi soi ñaëc bieät 
laø trong tröôøng hôïp caàn di ñoäng ñaïi traøng goùc laùch. 
Vieäc di ñoäng ñaïi traøng goùc laùch baèng phaãu thuaät noäi 
soi kinh ñieån ñöôïc ghi nhaän laø khoù khaên hôn, maùu 
maát nhieàu hôn, bieán chöùng nhieàu hôn vaø thôøi gian 
naèm vieän laâu hôn so vôùi phaãu thuaät robot [1], [8], 
[11]. Trong kyõ thuaät söû duïng robot toaøn boä, vieäc di 
ñoäng ñaïi traøng goùc laùch vaø ñaïi traøng traùi seõ ñöôïc 
thöïc hieän an toaøn vaø deã daøng hôn. Thôøi gian ñaàu, kyõ 
thuaät söû duïng robot toaøn boä thöôøng ñöôïc thöïc hieän 
vôùi 2 laàn docking, caàn di chuyeån surgical cart hoaëc 
beänh nhaân vaø taïo ra nhieàu baát tieän cuõng nhö keùo daøi 
thôøi gian moå. Keát quaû laø kyõ thuaät söû duïng robot toaøn 
boä vôùi docking 1 laàn ñöôïc phaùt trieån vaø phoå bieán. 
Kyõ thuaät naøy giuùp vieäc di ñoäng ñaïi traøng traùi vaø ñaïi 
traøng goùc laùch deã daøng hôn nhöng cuõng khoâng maát 
qua nhieàu thôøi gian ñeå docking.

Taïi beänh vieän Chôï Raãy, chuùng toâi söû duïng kyõ 
thuaät duøng robot toaøn boä vôùi docking 1 laàn vaø thöïc 
teá cho keát quaû khaù toát. Khoâng coù ca naøo gaëp tai bieán 
hay phaûi chuyeån moå môû vaø thôøi gian phaãu thuaät 
cuõng khoâng quaù keùo daøi. Tuy nhieân, kinh nghieäm 
cho thaáy moät yeáu toá quan troïng laø caàn phaûi choïn vò 
trí trocars hôïp lyù ñeå traùnh va chaïm caùc duïng cuï trong 
khi moå.

Ñaëc ñieåm beänh nhaân Soá beänh nhaân 
(N=15)

Tæ leä %

Xì roø mieäng noái 0 0 %

Nhieãm truøng 0 0 %

Thang ñieåm ñau VAS ngaøy 
1 – 2 

3,5 NS

Thôøi gian naèm vieän sau moå 
trung bình 

7,5 ngaøy  
(6 – 10 ngaøy) 

NS

Töû vong sau moå 0 0 % 

IV. Baøn luaän

Veà kyõ thuaät moå
Phaãu thuaät TME laø phaãu thuaät tieâu chuaån trong 

ung thö tröïc traøng thaáp [7], [9], giuùp mang laïi nhöõng 
lôïi ích toát nhaát veà maët ung thö hoïc. Tuy nhieân, trong 
moät phaân tích goäp gaàn ñaây so saùnh phaãu thuaät caét 
tröïc traøng noäi soi vaø moå môû [2], tæ leä phaãu thuaät noäi 
soi phaûi chuyeån moå môû vaãn coøn khaù cao (0-32,4%). 
Keát quaû naøy cho thaáy raèng phaãu thuaät noäi soi caét 
tröïc traøng vaãn coøn laø moät kyõ thuaät khoù veà maët kyõ 
thuaät vì khoâng gian heïp vaø phöùc taïp cuûa vuøng chaäu. 
Heä thoáng phaãu thuaät robot vôùi nhieàu öu ñieåm nhö 
khaû naêng quan saùt 3 chieàu, ñoä phaân giaûi cao, phaãu 
tröôøng oån ñònh, tính cô ñoäng, linh hoaït cuûa caùc duïng 
cuï chính laø neàn taûng cho phaãu thuaät vieân coù theå thöïc 
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Veà keát quaû ung thö hoïc
Trong phaãu thuaät TME ñieàu trò ung thö tröïc traøng, 

vieäc ñaûm baûo tính toaøn veïn cuûa maïc rieâng tröïc traøng 
ñeå ñaït ñöôïc bôø caét voøng (circumferential resection 
margin (CRM)) aâm tính laø moät yeáu toá quan troïng 
giuùp caûi thieän tæ leä soáng laâu daøi vaø nhôø vaøo khaû naêng 
quan saùt toát hôn, duïng cuï linh hoaït hôn, phaãu thuaät 
robot giuùp ñaït ñöôïc CRM aâm tính deã daøng hôn [3], 
[6]. Tuy chöa coù keát quaû soáng laâu daøi, nhöng öùng 
duïng phaãu thuaät robot taïi beänh vieän Chôï Raãy böôùc 
ñaàu cho thaáy caùc chæ soá giaùn tieáp nhö soá haïch naïo 
ñöôïc, tæ leä CRM aâm tính raát khaû quan.

Veà tai bieán, bieán chöùng
Phaãu thuaät caét tröïc traøng söû duïng robot toaøn boä 

vôùi docking 1 laàn ñaõ ñöôïc ghi nhaän coù keát quaû ngaén 
haïn töông ñöông thaäm chí toát hôn so vôùi phaãu thuaät 
noäi soi kinh ñieån vaø moå môû [5], [10], [12], [13], [15]. 
Theo ñaùnh giaù cuûa chuùng toâi, trong tay nhöõng phaãu 
thuaät vieân ñaõ coù nhieàu kinh nghieäm veà phaãu thuaät 
tröïc traøng, vieäc öùng duïng phaãu thuaät robot giuùp ruùt 
ngaén ñöôøng cong huaán luyeän vôùi keát quaû khoâng keùm 
moå môû. Moät ñieàu ñaùng ghi nhaän nöõa ôû 15 beänh nhaân 
cuûa chuùng toâi laø phaãu thuaät robot kieåm soaùt ñau raát 
toát. Tuy chöa so saùnh tröïc tieáp vôùi phaãu thuaät noäi soi 
kinh ñieån nhöng vôùi cô cheá duïng cuï xoay quanh vò trí 
coá ñònh treân trocar tieáp xuùc vôùi thaønh buïng (remote 
center) cuûa phaãu thuaät robot, caùc trocars robot seõ ít 
gaây sang chaán treân thaønh buïng hôn trong phaãu thuaät 
noäi soi, ñieàu naøy coù theå giuùp lyù giaûi beänh nhaân ít ñau 
sau moå hôn.

V. Keát luaän
Phaãu thuaät robot caét tröïc traøng thaáp laø moät kyõ 

thuaät môùi, nhieàu höùa heïn trong phaãu thuaät ung thö 
tröïc traøng. Caùc keát quaû ban ñaàu cho thaáy ñaây laø 
phaãu thuaät an toaøn, khaû thi, mang laïi nhieàu lôïi ích 
veà ngaén cuõng nhö daøi haïn. Tuy nhieân, thôøi gian 
moå daøi cuøng giaù thaønh cao laø nhöõng ñieåm tröø cuûa 
phöông phaùp naøy.
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