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l. Introduction

Achalasia is a primary mobility disorder of

Abstract

Introduction: The aim of this study is to evaluate the outcomes, feasibility
and safety of laparoscopic Heller — Dor method in treatment of esophageal
achalasia or achalasia .

Material and Methods: it’s a descriptive cross-sectional study. The patients
diagnosed an achalasia and underwent laparoscopic Heller myotomy and Dor
fundoplication from 2014 to July 2019 enrolled.

Results: 12 patients diagnosed an achalasia were operated on by laparoscopic
Heller myotomy and Dor fundoplication. Age mean 40.8 +4.2 (18 -65), male
58.3% and female 41.7%. 83.3% of patients have dysphagia, mean dysphagia
time 12.8 £5.2 (2-60) months, vomiting: 41.7% and weight loss: 100%, average
weight loss was 6.7 + 5.5 (3-15) kg ???.=> does not make sense ! X-ray with
contrast of esophageal revealed bird beak sign: 41.7%, sigmoid form 16.7%
normal or slight dilation 41.6%. ?? The average operation time was 138.8 +
9,4 (77-180) mins. The complication occurred during the surgery (bleeding
converted to open surgery). No other complications such as perforation
occurred during and after the surgery. The average length of postoperative
hospital stay was 7.5 + 0.5 (5-11) days. Quality of life after surgery was very
good and good in 83.3% and average 16.7%.

Conclusion: Laparoscopic surgery in treatment of achalasia by Heller — Dor
technique was safe and effective, with less postoperative pain, fast recovery
and short hospital length stays. Almost patients satisfied with the results of
this procedure. However, due to the sample size of this study is small so it is

necessary to conduct other studies with larger sample size.

and named the disease Achalasia [1], [4].

The disease has an insidious progression

esophageal muscle (the lower esophageal sphincter
fails to relax in synchronization with the swallowing
movement), and it is a relatively rare disease. It was
first described by Thomas Willis in 1674. In 1927,
Arthur Hurst found that the lower sphincter failed to

relax when a swallowing movement was presented,

during a long period (1 to 6 years) before being
definitely diagnosed. During the early period,
patients are usually misdiagnosed as gastritis or
gastro-esophageal reflux and thus receive medical
management for long periods of time. Definitive
diagnosis is usually based on clinical symptoms (for

Vietnam Journal Of Endolaparoscopic Surgery (2019) No (4) - Vol (9); 61 - 68 61



Initial outcomes of laparoscopic heller myotomy and dor fundoplication...

example, dysphagia, vomiting, and weight loss),
gastro-esophageal endoscopy, contrast studies or
computer tomography.. According to Bonavina
[6], about 40% of the diagnosis of Achalasia were
in late. There are multiple treatment proposed to
manage were : medical treatment to reduce the
lower esophageal sphincter pressure, botulinum
(Botox)
Heller myotomy, or peroral endoscopic myotomy
(POEM). The fundoplication after the esophageal
sphincter myotomy include Dor, Toupet or Nissen-

toxin injection, esophageal dilation,

Rossetti procedures. Nowadays, the most commonly
performed fundoplication procedure is Dor
fundoplication [4,5,13,15]. At Nghe An Friendship
General Hospital, laparoscopic surgery for achalasia
using Heller — Dor method has been applied
since 2014, thus we conducted this study with the
following purposes:

1. To assess the feasibility of laparoscopic
surgery in the treatment of achalasia using Heller —
Dor method.

2. To assess the result of laparoscopic surgery
in the treatment of achalasia using Heller — Dor
method”.

Il. Objects and method

Objects: 12 patients diagnosed achalasia were
treated with laparoscopic surgery using Heller — Dor
and follow-up for a period from 2014 to July 2019.

Method: (1) Descriptive cross-sectional study
was conducted. (20 Clinical features: age, sex,
duration of disease from onset and previous
treatment, weight loss, dysphagia, chest pain or
regurgitation. (3) Para-clinical features: esophageal
endoscopy, radiography and computer tomography.
(4) Variables about operating results: operation
time, myotomy length, complications, nasogastric
intubation time and length of hospital stay.

(5) Operating procedure: The patient under
general anesthesia was inserted a nasogastric prior
the surgery. The patient was in supine position with
the spread legs. The position of the operating crew
are : The surgeon stands on the left, the first assistant
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stands on the right, and the camera assistant stands
between the legs of the patient. The scrub nurse
stands on the left, and to the left of the surgeon.

Step 1: 5 trocars are placed: 2 10-mm trocars
(sub-umbilical and left subcostal) and 3 5-mm (right
lateral, right and left subcostal) are placed.

Step 2: Assess the lesion and associated
pathologies (if any).

Step 3: Approach the esophageal hiatus and
expose both crus of diaphragm as well as the
anterior half of the esophagus up toward the thorax
above the stricture to easily mobilize the esophagus

Step 4: Expose the stomach cardia and fundus,
mobilize the fundus to the level of splenic hilum

Step 5: Perform a cardio-esophageal myotomy
from the cardio-esophageal line (Z line), 4 — 6cm
or more upward depends on the thickening of the
sphincter, incise downward below the Z line for 2 —
3cm, dissect and expose Y2 of the esophageal mucosal
diameter. Flush some air through nasogastric tube
to check the esophageal mucosa, whether mucosal
perforation occurred and whether the diameter and
length of the exposed mucosa is enough.

Step 6: Perform a fundoplication using Dor
procedure: stitch and wrap a part of the fundus 1800
anterior to the esophagus.

Step 7: Clean the abdomen, check the dissection
margin and close the trocar ports.

Data processing: Data is processed using the
software SPSS 16.0

lll. Results

From 2014 to July 2019, we operated 12 patients
with achalasia by Heller — Dor laparoscopic surgery.
The results are described below.

1. Clinical and para-clinical features

Age, sex:

Average age is 40.8 4.2 (18 to 65 years old), the
most common age group of this disease is <40 years
old, accounts for 50%. 58.3% (7) of the patients are
male, and 41.7% (5) are female, the male/female
ratio is 1.4.
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Table 1: Clinical symptoms

Symptoms N Rate %
Dysphagia 10/12 83.3
Vomiting 5/12 41.7
Weight loss 12/12 100
Retrosternal pain, heartburn 4/12 33.3

83.3% of the patients had dysphagia, 100% of the
patients had weight loss, average amount of weight
loss is 6.7 + 5.5kg (3 — 15kg). The average duration
of dysphagia is 12.8 + 5.2 months, ranging from 2
months to 60 months.

History

11 patients (91.7%) had a long-term treatment
for gastritis — gastric ulcer.

5 patients (41.7%) were diagnosed with
achalasia prior to the surgery and were treated with
endoscopic esophageal dilation. Among those, 2
patients were dilated 2 times, 1 patient was dilated
3 times, 1 patient was dilated 5 times, and 1 patient
was dilated 6 times. All these patients had recurrent
dysphagia after 3 to 6 months.

Para-clinical features

Table 2: Features on esophageal endoscopy

Symptoms N Rate %
Mild achalasia, easy endo- 112 8.3
scope passage
Food and fluid stasis 11/12 91.6
Dilated esophagus 9/12 75.0
Severe achalasia, difficult 3/12 25.0

endoscope passage

91.6% of the patients had foods stasis, 75% had
dilated esophagus, 25% had severe achalasia with
difficult endoscope passage.
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Graph 1: Patient distribution based on contrast radiograph
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In our study, 41.7% (05) of the patients had
dilated esophagus and ended with bird beak sign,
only 02 patients (16.7%) had sigmoid esophagus,
also had the longest duration of disease (36 months
and 60 months). 100% of the patient had no gastric
bubble on unprepared radiograph.

2. Operating results

Table 3: Operating time

Time <120 120 - 150- >180  Total
149 180
N 2 5 5 0 12

Percentage % 16.7 41.7 41.7 0.0 100

The average operating time is 138.8 = 9.4
minutes (77 to 180 minutes).

Surgical technique: The average cardio-
esophageal myotomy length is 7.2 + 1.4 cm (6 to 10
cm). The myotomy line was extended 5 — 7cm above
the squamocolumnar junction and 2- 4 cm below the
squamocolumnar junction, circling ¥2 circumference
of the esophagus.

Average nasogastric tube kept : 2.7 £ 1.3 (2 - 5)

days.
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Average time until oral feeding: 3.2 + 1.6 (3 - 6)
days.

Average length of hospital stays: 7,5 + 1,8 (5 -
11) days.

Intraoperative complication: In our study, 1
patient (8.3%) had bleeding from hepatic vein due
to a large left liver, before approaching the cardio-
esophageal junction, during dissection to mobilize
the liver from the diaphragm, the hepatic vein was
damaged causing massive bleeding, thus it was
converted to open surgery. There was no case of
mucosal perforation or other complications.

There was no postoperative complication.

Long-term results

Table 4: Symptoms on post-operative follow-up

Symptoms N Rate %
Mild dysphagia 2/12 16.7
Vomiting 0/12 0.0
Retrosternal pain, heartburn 2/12 16.7
Good contrast passage by 12/12 100
radiograph check
Good esophageal mobility on 12/12 100

endoscopy without stenosis

At follow-up in June 2019, we found that 16.7%
of the patients had mild dysphagia when consuming
solid food and retrosternal pain or heartburn during

weather changes.

Table 5: Patient satisfaction based on Likert scale

Symptom N Rate %
Very good 04 33.3
Good 06 50.0
Average 02 16.7

Nguyen Van Huong et al.

We assessed patient satisfaction based on their
subjective assessment using Likert scale with 5
levels: Very good, Good, Average, Acceptable
and Unacceptable. 83.3% had very good and good
results, while 16.7% had average results.

Table 6: Comparison of dysphagia and vomiting before and after

the surgery
Symptoms  Preoperative Postoperative P
Dysphagia 10 (83.3%) 2 (16.7%) P <0.005
Vomiting 05 (41.7%) 1(8.3%) P=0.219
Trung binh 02 16.7

There is a marked difference in preoperative
and postoperative dysphagia. This difference is
statistically significant based on McNemar’s test.

IV. Discussion

Achalasia can be encountered in all ages,
according to national studies by Le Chau Hoang
Quoc Chuong [1], Dang Thanh Phu [3] and
international studies, for example by Palanivelu
[15], commonly encountered age is from 20 to 40
years old. Our study similar results, with the average
age of 40.8 + 4.2 years old, ranging from 18 to 65
years old. The group between 20 to 40 years old
accounts for the most, which is about 50%. Tieu
Loan Quang Lam [4], Rawlings [15], Sawas [17],
Tebaibia [19] reported that those between 41 to 60
years of age constitute the common age group who
had the disease. Duffield [9] reported an average
age of >60 years old, far higher than any other
authors. Perhaps the variation in average age or age
group depends on the researched races and location
of each individual study.
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Table 8: Comparison of average age in those with achalasia

Authors Population N Average
age
Palaniveiu (2007) India 226 36.4
[14]
Rawlings (2011) [15] America 85 48.8
Tebaibia (2014) [21] Algeria 1256 433
Dufftefd (2017) [9] Australia 350 62.1
Sawas (2017) [17] America 150 43
Our study (2019) Vietnam 12 40.8

Studies by Torquati et al [20] (200 patients,
53.5% male, 46.5 female), Tebaibia et al [19]
studied 1256 patients in 25 years, with 48% were
male and 52% were female. Sawas et al [17]
studied 150 patients, among these 48.7% were
male and 51.3 were female. Bowman et al [6]
while researching 634 patients, reported 52% male
and 48% female. However, other studies showed a
higher rate of male, such as studies by Rawlings et
al [15] (85 patients, 69.4% male and 30.6% female)
and Palanivelu et al [14] (226 patients, 64.6% male
and 35.4% female). Some studies, on the other hand,
the rate of female is higher than male, for example,
Romero-Heraandez et al [16], with 114 researched
patients, have reported 64% female and 36% male,
Niebisch et al [12] reported 54% female and 46%
male among 527 patients. In Vietnam, Le Chau
Hoang Quoc Chuong [1] reported a 2:1 female:male
ratio (35 patients, 23 females and 12 males), Dang
Thanh Phu [3] researched 89 patients and reported
56 female and 33 male patients. Tieu Loan Quang
Lam [4] reported a female:male ratio of 1.9:1. In our
study, male patients account for 58.3% (7 patients)
while female patients account for 41.7% (5 patients).
The male/female ratio is 1.4, quite similar to several
Vietnamese and international studies.

The average duration of dysphagia is 12.8 +
5.2 months, ranging from 2 to 60 months. The
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long duration of this symptom may be explained

by misdiagnosis with other more commonly
encountered medical diseases in previous medical
centers. Most of the time, when the patients firstly
examined in the hospital, the disease was severe
with clear symptoms. The duration of disease in our
series is similar to other domestic and international
studies.

Dysphagia: In our study, the rate of dysphagia is
83.3%, this figure may be less than some authors,
perhaps because of our small sample size. However,
this is still the predominant symptom. This proves
that dysphagia is the most common symptom of
achalasia and is the main reason for the patients to

come to the hospital.

Table 9: Comparison of dysphagia rate with other authors

Authors N Rate %
Tebaibia (2016) [19] 1243/1256 98.9
Niebisch (2017) [12] 457/527 86.7
Sawas (2017) [17] 147/150 98.0
Tieu Loan Quang Lam 22/23 95.7
(2017) [4]

Our study (2019) 10/12 83.3

Other authors reported a higher rate of vomiting,
from 81.4% to 88.6%. This rate is much higher than
in our study, possibly because vomiting was not as
commonly noticed by the patients as dysphagia.
Vomiting is also seen in other diseases and thus it is
not as specific as dysphagia.

Table 10: Comparison of vomiting rate with other authors

Authors N Rate %

Tebaibia (2016) [19] 1042/1256 82.96

Palaniveiu (2007) [14] 184/226 81.4
Niebisch (2017) [12] 437/527 82.9
Tieu Loan Quang Lam (2017) [4] 9/23 39.1
Our study (2019) 5/12 41.7
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Weight loss: In our study, 100% of the patients
had weight loss problem, average the amount of
weight loss was 6.7 + 5.5kg, ranging from 3 to 15kg.
This result is also similar to several Vietnamese and
international studies.

Para-clinical features: In our study, 5 patients
had bird beak sign (41.7%), sigmoid esophagus
was seen in 2 patients (16.7%), slight esophageal
dilation was seen in 3 patients (33.3%). The typical
image of achalasia is dilated esophagus, immobility
and the tapering of the inferior esophagus causing
the bird beak sign. Our results prove that patients
with achalasia usually come to the hospital at
late stage with the majority of them had a large
dilated esophagus (83.3%), rarely did we see a
normal esophagus. This is consistent with findings
from Le Chau Hoang Quoc Chuong [1], Do Minh
Hung [2] who suggested that normal esophagus on
X-ray image only accounts for 0 — 14.3%. Medical
literature from other countries have also shown that
most of the patients with achalasia have bird beak
sign, and this is suggested to be the characteristic
image in the diagnosis of achalasia [4].

According to the diagnosis and treatment
guideline for achalasia by American Society of
Gastroenterology, all patients with achalasia must
receive esophagus endoscopy. This is to assess the
level of food stasis in the esophagus, to assess lower
esophageal sphincter activity and to eliminate the
malignant diseases [15]. In our study, food stasis
occurred in 91.6% of the patients, 75% had dilated
esophagus, 25% had sphincter contractile which
prevented the endoscope from passing, 8.3% had
mild esophageal contractile. Our results are similar
to those of Tieu Loan Quang Lam (2017), with
91.3% of the patients had food and fluid stasis, and
4.3% had mild contractile [4]. These results are
also the same with other domestic and international
authors [1], [11], [19].

Castrinin et al (1985) [4]
obstruction occurs because the lower esophageal

suggested that

sphincter does not contract in synchronization with
the swallowing movement, thus a myotomy is
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needed to remove this part of the lower sphincter,
and the myotomy should extend to the cardia for 1 to
2cm more. Oelshlager et al [13] (2003) proposed a
myotomy length of 6 — 8cm and this incision should
extend toward the cardia for 1.5 to 2 cm. In 2016,
El Kafsi et al [10] suggested a 5 to 7cm esophageal
myotomy extending about 2 to 3cm toward the
cardia. Tieu Loan Quang Lam (2017) [4] reported
an average myotomy length i 7.48 = 1.62cm (5.5
to 12cm). Our esophageal and cardiac myotomy
length is 7.2 £ 1.4cm, with the shortest being 6cm
and the longest being 10cm, similar to domestic
and international studies. The length of myotomy
depends on the level of esophageal stenosis and
the thickness of the sphincter. Usually the incision
is at the middle or to the left, at the surgeon’s
convenience.

Intraoperative complication: The most serious
intraoperative complication is esophageal mucosal
perforation, especially during laparoscopic surgery
because the manipulation of surgeon is more limited
than open procedure. Tieu Loan Quang Lam (2017)
[4] reported mucosal perforation in 13.04% of the
cases, resolved by closing the damaged mucosa and
the myotomy incision, and another myotomy was
done at the right side of the esophagus. The author
reported 4.37% of the patients had intraoperative
hemorrhage because of a ruptured branch of the
esophageal vein. Sharp [19] while performing
laparoscopic surgery on 50 cases reported a mucosal
perforation rate of 16.44%. Tsuboi [21] reported
that 1% of the cases had uncontrollable bleeding
from a short gastric artery and had to be converted
to open surgery and had blood transfusion. Le Chau
Hoang Quoc Chuong [1] reported that 2.9% of the
cases had bleeding from left gastric artery and 2.9%
had gastric perforation. Deb [8] report 1% of the
case with pneumothorax, 0.5% with bleeding from
ruptured splenic capsule, 0.5% with bleeding from
short gastric arteries and 2% of the case had to be
converted to open surgery. In our study, 1 patient
(8.3%) had bleeding from a branch of hepatic vein

because this patient had a large left liver, when
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mobilized the liver from the diaphragm, the hepatic
vein was damaged causing massive bleeding, needed
to convert to open surgery. There was no case of
mucosal perforation or any other complication.

Post-operative quality of life: Assessment of
patient satisfaction is based on their subjective
assessment, according to Likert scale w it h
5 levels. 83.3% of the patients reported good or
very good results, while 16.7% of the patients had
average results.

In 2004, Abir et al [5] had analyzed 12 studies
to assess the effectiveness of Heller — Dor surgery,
with 88 to 100% of the patients had good or very
good results.

In our study, 2 cases (16.7%) occasionally had
dysphagia after the operation, usually when trying
to eat fast or when they were anxious, sometimes
this interfered with their work. 04 cases had nearly
negligible dysphagia and 6 cases were completely
cured, without any report of postoperative dysphagia.

Table 11: Comparison of the rate of postoperative dysphagia

Authors N Rate %
Oelschlager (2003) [12] 52 17
Tiu Loan Quang Lm (2017) [4] 23 21.7
Our study (2019) 12 16.7
Tieu Loan Quang Lam (2017) [4] 9/23 39.1
Our study (2019) 5/12 41.7

The rate of postoperative dysphagia depends
on sample size, time of the study and the ability
to completely resolve the lower sphincter during
the surgery. There is a statistically significant
difference in the preoperative and postoperative
rate of dysphagia (p<0.005).

V. Conclusion
Achalasia is a rare disease, with a long period
suffering from problem, easy misdiagnosed with
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other diseases such as gastritis or gastro-esophageal
reflux.

Heller — Dor surgery in the treatment of achalasia
is a safe and effective technique, the patients could
be recovered quickly, less post-operative pain, short
length of hospital stay and good cosmetic aspect.
However, our sample size is small and our follow-
up time is not long enough, thus we need another
studies with a larger sample size and longer follow-

up time for a good long-term result.
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I. D4t van dé

Co thit tam vi Ia bénh do r6i loan van dong nguyén

Tom tat

Dt vdn dé: Péanh gid k&t qua, tinh kha thi, an toan va hiéu qué clia phiu thuét
ndi soi di€u tri co thit tAm vi theo phuong phdp Heller — Dor.

Phitong phdp nghién cifu: Nghién cfu mo ta cit ngang tir 2014 dén 07/2019.
TAt ci bénh nhan dudc chi dinh phiu thuat noi soi diéu tri co thit tim vi theo
phuong phdp Heller — Dor tai Bénh vién hitu nghi da khoa Nghé An

K&t qud: 12 ngudi bénh co thit tAm vi dudc phau thut ndi soi theo phuong phap
Heller — Dor. Tudi trung binh 40,8 + 4,2 (18 -65); 58,3% nam va 41,7% nf.
83,3% bénh nhan c¢6 nudt nghen, thdi gian mic ching nudt nghen trung binh
12,8 £5,2 (2-60) thang, ndn 6i chi€m 41,7%, va 100% ngudi bénh cé sut can,
s6 can sut trung binh 6,7 £ 5,5 (3-15)kg. Xqung thuc quén c6 thudc cin quang
¢6 41,7% thyc quan binh thudng hodc gidn nhe, 41,7% thuc quan gidn cé hinh
md chim va 16,7% hinh sigma. Thdi gian m& trung binh 138,8 + 9,4 (77-180)
phit. Tai bi€n trong m3: 8,3% chiy mau trong mS phi chuyén mé md, khong
6 trudng hgp nao thling niém mac thuc quin tAm vi va bi€n chiing sau mé.
Thoi gian nim vién trung binh 7,5 + 1,8 (5-11) ngay. Pdnh gia chat lugng sau
mé cho k&t qué rit tdt va tot 83,3% va trung binh 16,7%.

K&t lugn: Phiu thuat nodi soi di€u tri co thit tAm vi theo phuong phéap Heller -
Dor 12 k¥ thut thuc hién an toan va hiéu qué, bénh nhén it dau, thdi gian phuc
hdi va nim vién ngén. Pa s& ngudi bénh hai 1ong vdi k&t qué phiu thuat, chat
lugng cudc song tot hon. Tuy nhién s& bénh nhan nghién cifu con it vi vay cin
nghién cttu véi thai gian dai hon va s§ lugng bénh nhan nhiéu hon d€ c6 két

qua dai han.

Bénh co thit tdm vi thudng c6 triéu ching 1am

phat clia co thyc quan (cd vong dudi cia thyc quan
khong gidn ra dong bd véi cit dong nudt). Thomas
Willis m6 tA mot trudng hgp co thit thm vi diu tién
vao ndm 1674. Nam 1927, Arthur Hurst thdy ring cd
thit thuc quan dudi khong md ra khi c6 cit dong nudt
va ddt tén cho bénh nay la Achalasia [1,4].

sang dién ti€n Am thim trong mot thdi gian dai 1
- 6 nim trudc khi dugc chidn dodn xdc dinh. Ngudi
bénh d€n khdm trong giai doan s6m thudng bi chin
dodn nhim 12 viém da day, viém trao ngudc da day
thuc quan va diu tri noi khoa trong thdi gian dai.
Chén dodn bénh chu y€&u dua vao céc triéu chitng:
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nudt nghen, ndn sut can, X quang thyc quin cén
quang, ndi soi thuc quan da day, chup cit 16p vi
tinh .... Theo nghién citu cia Bonavina [6], khodng
40% bénh co thit tim vi dudc chidn dodn mudn. C6
nhiéu phuong phdp diéu tri khéc nhau: diéu tri ndi
khoa 1am gidm truong luc cd thit thyc quin dudi,
tiém botulinum toxin (Botox), nong thuc quan, md
co thit dudi thuc quin qua ndi soi dudng miéng
(POEM), phiu thuat Heller. Cac thd thuat chong
trao ngugc sau m§ co thit dudi thuc quin tam vi
nhu la Dor hodc Toupet hodc Nissen-Rossetti. Hién
nay, thd thuat ch&ng trao ngugc duge 4p nhiu nhat
1a thd thuat Dor [4,5,13, 15]. Bénh vién HNDK
Nghé An di ti€n hanh PTNS diéu tri co thit tim
vi theo phuong phdp Heller — Dor tit ndm 2014, vi
vay chiing toi ti€n hanh nghién ctu dé tai “Pdnh
gid k&t qua budc dau wng dung phiu thuét ndi soi
diéu tri co thit tAm vi theo phuong phdp Heller -
Dor” véi hai muc tiéu sau:

1. Pénh gia tinh kha thi cta phiu thut nodi soi
diéu tri co thit tim vi theo phuong phéap Heller-Dor.

2. Pénh gid k&t qué phau thuit ndi soi diéu tri co
thit tAm vi theo phuong phap Heller-Dor

Il. Péi tugng va phuong phap nghién ciiu

Da6i tugng

GOom 12 bénh nhan co thit tim vi dugc PTNS
theo phuong phap Heller — Dor va theo déi dudc
dién ti€n sau m& trong khodng thdi gian tir 2014 d&én
thang 07/2019.

Phuong phép nghién citu

(1) Nghién citu mod té cdt ngang. (2) Pdnh gid
dic di€m lam sang: tudi, gidi tinh, thdi gian mic
bénh, qud trinh diéu tri tru6c d6, sut cin, nudt
nghen, ndn 6i, dau nguc, d néng. (3) Pic di€m cin
1am sang: ndi soi thyc quén, hinh 4nh X quang, cit
16p vi tinh. (4) K&t qud phuong phdp phiu thuat:
thi gian md, chiéu dai dudng md co thuc quin
tAm vi, tai bi€n trong md, bi€n chitng, thdi gian rit
ong thong miii da day sau m&, thdi gian nim vién.
(5) Quy trinh phau thuat: Bénh dugc gy mé noi

Nguyén Van Huong va cong su

khi qudn, dit sonde miii da day trudc mS. Tu th&
ngudi bénh: Bénh nhan nim nglta, dang 2 chan.
Tu thé& phiu thuat vién (PTV): PTV ditng bén tri,
phu 1 ding bén phdi, phu camer ding gitra 2 chan,
Dung cu vién ditng bén trdi. Ti€n hanh theo cic
budc sau:

Budc 1: Bat 5 trocar: 2 trocar 10mm ngay dudi
ron va mang sudn trdi ngang ron, 3 trocar Smm §

hai bén ha sudn phéi, trdi va mang sudn phai ngang

A

ron.

Bu6c 2: Thim do danh gid tdn thuong va cic tén
thuong phdi hgp néu co.

Budc 3: Ti€p can 16 hoanh - thuc quan va boc 1o
2 tru hoanh, bdc 10 1/2 trude thyc quin 1én phia trén
16ng nguc qua chd hep d€ di dong thuc quan.

Bu6c 4: Boc 16 tam phinh vi da day, di dong phan
phinh vi d&n ngang ron lach.

Budc 5: M& cd thuc quan tAm vi: m§ cd thuc
quan tir dudng tAm vi thuc quan (dudng Z) 1én trén
khodng 4 — 6 hodc hon tiy theo tdn thuong day hep
cd thuc quan, md co tAm vi dugi dudng Z khoang
2 — 3 cm, béc tach boc 10 1/2 chu vi niém mac thuc
quén sau d6 bom hoi qua sonde da day d€ kiém tra
0 niém mac thyc quén, c6 bi€n ching thing niém
mac thuc quan hay khong, khodng cich phong niém
mac di dd chiéu dai va chu vi chua.

Bué6c 6: Tao van chdng trao ngudc theo thd thuat
Dor: khau gip 1 phan phinh vi véi thuc quin 1800
trude thye quan.

Bu6c 7: Bom rira sach § bung, ki€m tra lai dién
béc tach va déng céc 18 trocar.

Xit 1y s6 liéu: SO liéu duge x{t 1y trén may tinh
bing phAin mém SPSS 16.0

lll. Két qua

TU ndm 2014 d€n 7/2019 ching t6i ¢6 12 bénh
nhan dugc phiu thuat noi soi diéu tri co thit tAm vi
theo phuong phap Heller — Dor ¢6 k&t qua nhu sau:
Pic diém lam sang va cin 1am sang

Tudi va gidi

Tudi trung binh 40,8 + 4,2 (18 - 65); nhém tudi
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mic bénh cao nhit 12 nhém < 40 tudi chi€m 50%.
Nam chi€m 58,3% (07)va nit 41,7% (05), ty 1& nam/
nir: 1,4.

Triéu chitng lam sang

Bang 1: Triéu chuing 1am sang

Triéu chung N Tilé %
Nuét nghen 10/12 83.3
Non 6i 5/12 41.7
Sut can 12/12 100
Pau, néng sau xuong Uc 4/12 33.3

83,3% bénh nhan c6 nudt nghen va 100% bénh
nhan sut can, s§ cin sut trung binh 6,7 + 5,5 (3-15)
kg. Thoi gian mic nudt nghen trung binh 12,8 £5,2
thang, tir 2 d&n 60 thang.

Tién sit

05 (41,7%) bénh nhan di dudc chan dodn co thit
tAm vi trudc va di diéu tri bing ndi soi nong thuc
quén, trong d6 c6 02 bénh nhan dugc nong 2 lan,
01 BN nong 3 1an, 01 BN nong 5 lan va 1 BN nong
6 1an, tit ca déu tdi nghen sau 3 — 6 thdng. C6 11
(91,7%) bénh nhan c6 tién sit diéu tri viém loét da

day nhi€u nim.
Céan lam sang

Bang 2: Céc dac diém néi soi thuc quan

Triéu chuing N Tilé %
Tam vi co that nhe, may noi 112 8.3
soi qua dé
U dong dich va thic an 11/12 91.6
Thuc quén gian 9/12 75.0
Tam vj co that nhiéu, may 3/12 25.0

ndi soi qua khé

91.6% bénh nhan & dong thic an, 75% thuc quan
gidn, 25% co thit nhiéu mdy ndi soi qua khé

Két qué budc dau ung dung phdu thuét ndi soi diéu tri co that tam vi...

Bang 3: Phan b6 ngudi bénh theo hinh dang X quang can

quang
Hinh anh Xquang N Tilée %
can quang
Thuc quan dan hinh mé chim 05 417
Thuc quan dan hinh Sigma 02 16.7
Thuc quan dan nhe hoac 05 41.7
binh thudng
Téng 12 100

Nghién citu ching t6i c6 41,7% (05) bénh nhan
¢6 thuc quan din va tin cung la hinh mé chim, cé
02 (16,7%) bénh nhan thuc quin ¢ hinh sigma la
02 bénh nhin c6 thdi gian mic bénh dai nhit 36
thang va 60 thang. 100% bénh nhan khéng c6 hinh
béng hdi da day trén phim chup Xquang bung khéng
chudn bi.

Két qua phau thuat

Thdi gian m& trung binh 138,8 + 9,4 phit, ngin
nhdt 1a 77 phit va dai nhat la 180 phut.

Ky thuat md: Chiéu dai mé cd thuc quan - tAm
vi trung binh: 7,2 + 1,4 (6-10) cm, m& ¢d thuc quan
trén dudng luge dai 5-7 cm, md ¢d tAm vi dudi dudng
luge dai 2-4cm, bé ngang ¥4 chu vi thuc quin.

Thdi gian rit 6ng thong da day trung binh 2,7 +
1,3 (2 -5) ngay.

Thoi di€m bét ddu @n sau md trung binh: 3,2 +
1,6 (3 - 6) ngay.

Thdi gian nim vién trung binh 7,5 £ 1,8 (5 - 11)
ngay

Tai bién trong md: ¢6 01 (8,3%) trudng hgp bi
chdy mdu tir nhdnh cda tinh mach gan, do ngusi
bénh nay c6 gan tréi to nén trudc khi ti€p cin tAm vi
thuc quén ti€n hanh phiu tich ha gan trai ra khdi cd
hoanh, khi ti€n sau vé& trén gan thi tdn thuong tinh
mach gan giy chdy mau nhiéu nén chuyén mé md.
Khéng c6 trudng hgp nao bi thiing ni€ém mac thuc
quén hay tai bi€n khéc trong mé.

Bié&n chitng sau m&: Khong c6 trudng hop nao cé
bi€n chitng sau m3.
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Két qua

Bang 4: Triéu chiing kham lai theo hen sau mé

Triéu chung N Ty lé %
Con nuét nghen nhe 2/12 16.7
Nén 6i 0/12 0.0
Pau, ndng rat sau xuong uc 2/12 16.7
Xquang thuc quan can 12/12 100
quang luu théng tét
N&i soi thuc quan luu théng 12/12 100

tot, khong hep

K&t qua khdm lai cda bénh nhin sau mé tai thdi
di€ém thang 6/2019 ching toi thidy c6 16,7% con
nudt nghen nhe khi #n thitc dn dic va con dau, néng
rdt sau xuong tc khi thay ddi thai tiét .

Bang 5: Danh gia su hai long cla ngudi bénh sau mé theo thang
diém Likert

Triéu chung N Ty lé %
Rat t6t 04 333
Tot 06 50.0
Trung binh 02 16.7

Ching t0i danh gid sy hai long cia ngudi bénh
dua vao sy danh gid chi quan clia ngudi bénh theo
thang di€m Likert c6 5 mic d6: Rat tot, TSt, Trung
binh, Chap nhan dugc va Khong chap nhan dudgc.
83,3% c6 k€t quéa tot va rat tot, 16,7% két qua
trung binh.

Bang 6: So sanh triéu ching nudt nghen va nén di truéc mé vdi

sau mé
Triéu chiing Truéc mé Sau mé P
Nust nghen 10 (83.3%)  2(16.7%) P <0.005
Non 6i 05(41.7%)  1(83%) P =0219
Trung binh 02 16.7

Nguyén Van Huong va cong su

Triéu chitng nuSt nghen tric md va sau md c6
st khdc biét rd rét va c6 y nghia thong ké tinh theo
thuat todn ki€ém McNemar.

IV. Ban luan

Bénh co thit tAm vi 12 bénh 1y gdp & moi lda
tudi, theo cdc nghién ctu trong nudc cia Lé Chau
Hoang Qudc Chuong [1], Ping Thanh Phd [3]
va cdc cOng trinh nghién ctu & ngoai nudc nhu
Palanivelu[15] Iita thudi thudng gip nhat1a 20 d&€n
40 tudi. K&t qua nghién ctfu cla ching toi ciing
vay, tudi trung binh 40,8 + 4,2 tudi, dao dong tir
18 d€n 65 tudi, nhém tudi mic bénh cao nhat la
nhém 20 d&n 40 tudi chi€m 50%. Tiéu Loan Quang
Lam [4], Rawlings [15], Sawas[17], Tebaibia [19]
c6 Ita tudi gip nhiéu nhat 1a 41- 60 tudi. Nghién
citu ctia Duffield [9] tudi trung binh >60, vudt cao
hon so véi céc tdc gia khdc. C6 18 sy thay ddi tudi
trung binh hay Itta tudi hay gip nay la tuy thudc
vao chling toc va noi nghién ciru.

T4c gia N Tudi
trung binh
Rawlings (2011) [15] 85 48.8
Tebaibia (2014) [21] 1256 433
Dufftefd (2017) [9] 350 62.1
Sawas (2017) [17] 150 43
Chuing t6i (2019) 12 40.8

Nghién citu ctia Torquati [20] va cdng su (200
ngudi bénh cé 53,5% nam va 46,5% nir), Tebaibia
[19] va cdng sy nghién cttu 1256 nguGi bénh trong
25 ndm c6 48% nam va 52% nit. Sawas[17] va cOng
sy nghién cdu 150 ngudi bénh cé 48,7% nam va
51,3% nit, Bowman [6] va cOng su nghién ciu 634
ngudi bénh ghi nhin 52% nam va 48% nit. Tuy nhién
mdt s nghién cifu khic lai cho tf 16 nam nhiéu hon
nl nhw Rawlings [15] va cOng su (85 ngudi bénh c6
69,4% nam va 30,6% nit), Palanivelu[14] va cOng su
nghién ctu 226 ngudi bénh c6 64,6% nam va 35,4%
nit. Ciing c6 nghién cttu cho k&t qué nit nhiéu hon
nam, Romero-Heraandez [16] va cOng sy nghién ctu
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114 nguGi bénh c6 64% nit va 36% nam, Niebisch
[12] va cOng sy nghién ctu 527 ngudi bénh ghi
nhan 54% ni va 46% nam. G Viét Nam, Lé Chau
Hoang Qudc Chuong[1] cho ti 1& nif : nam = 2:1 (35
ngudi bénh cé 23 nit va 12 nam ), Pang Thanh Phu
[3] nghién ctru 89 ngudi bénh cé 56 ngudi bénh nit,
33 ngudi bénh nam. Tiéu Loan Quang Lam [4] ghi
nhan k&t t 1& nit: nam =1,9:1. K&t qud nghién citu
cda chiing t6i Nam chi€m 58,3% (07)va nit 41,7%
(05), ty 1& nam/nit: 1,4 ciling tuong tuy nhu mot sd
nghién citu trong va ngoai nudc.

Thdi gian méc chitng nudt nghen trung binh 12,8
+5,2 thang, tir 2 d&€n 60 thang, thdi gian mic bénh
kéo dai c¢6 th€ do chidn dodn nhim v4i cdc bénh
thong thudng khéc clia noi khoa tai céc co sé y t&
trudc d6. Pa phin 1a cdc ngudi bénh t6i bénh vién
12 thi bénh da ndng va ldc nay céc triéu ching da
o rang. Khodng thdi gian mic bénh cda chiing toi
cling tudng ty cic nghién cdu trong va ngoai nudc.

Nu6t nghen : Trong nghién cdu cla ching toi, ti
1& nuSt nghen chi€m 83,3%, ti 1& ¢6 thap hon mot s&
tdc gid, ¢6 1é do ¢ miu ching tdi nhé hon nhung tat
cd déu chi€m da s6. Piéu nay chiing to triéu chitng
nudt nghen 12 triéu chiing thudng gdp nhit ctia bénh
co thit tAm vi va 12 nguyén nhan chinh d€ ngudi
bénh dén bénh vién.

Triéu chiing nuét N Ty 1é %
nghen theo tac gia
Niebisch (2017) [12] 457/527 86.7
Sawas (2017) [17] 147/150 98.0
Tiéu Loan Quang Lam 22/23 95.7
(2017) [4]
Chung t6i (2019) 10/12 83.3

Céc tdc gid c6 ti 1€ ngudi bénh c¢6 triéu ching
nodn 6i tir 81,4% - 88,6%, ti 1& nay cao hon nhiéu
so v&i nghién cttu cda chiing tdi, c6 thé do triéu
chitng non 6i khong dugc ngudi bénh chd y bing
triéu ching nudt nghen. Non 6i ciing thudng gip
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trong cdc bénh 1y khdc va khong dic hiéu bing
triéu ching nudt nghen.

Triéu chung noén 6i N Ty lé %
theo tac gia
Tebaibia (2016) [19] 1042/1256 82.96
Palaniveiu (2007) [14] 184/226 81.4
Tiéu Loan Quang Lam 9/23 39.1
(2017) [4]
Chung t6i (2019) 5/12 41.7

Sut cin: Trong nghién ctu cta chiing t6i 100%
ngudi bénh c6 triéu chitng sut cin, s§ cin sut trung
binh 6,7 + 5,5kg tir 3 dén 15kg. K&t qua nay ciing
tuong ty mot s6 nghién cfu trong va ngoai nudc.

Can 1am sang: Nghién ctu clda ching t6i ¢6 méd
chim 05 ngudi bénh (41,7%), dang sigma giap & 02
ngudi bénh (16,7%), hinh dang thuc quan dan nhe
gip & 03 ngudi bénh (33,3%). Hinh 4nh X quang
dién hinh ctia bénh co thit tAm vi 1a thuc quin din
to, khong c6 nhu dong va doan cudi thu hep dang
hinh mé chim. K&t qua cda chiing toi chitng té ngudi
bénh co thit tAm vi thudng dé€n giai doan tré véi
hinh 4nh thuc quan gidn chi€m da sd (83,3%) rat it
gip hinh &nh binh thudng. Piéu nay ciing phit hgp
v6i cdc nghién citu cda cdc tdc gid trong nudc nhu
Lé Chau Hoang Qudc Chuong [1], B6 Minh Hung
[2] khi cho ring hinh 4nh X quang thuc quin binh
thudng chi chi€m ty 1& 0 - 14,3%. Y vin thé gidi
cling ghi nhan hinh d4nh X quang dang mé chim
chi€m da s6 trong bénh cénh co thit tAm vi va hinh
4nh dudc cho 12 hinh 4nh dic trong trong chin dodn
co that tim vi [4].

Theo huéng din chin dodn va diéu tri bénh co
thdt tAm vi clia Hiép hoi tiéu héa Hoa Ky, tat cd
ngudi bénh co thit tAm vi phai ndi soi thuc quan.
Noi soi thyc qudn nhim khdo sét tinh trang & dong
thdc an trong 10ng thuc quan, ddnh gia hinh anh co
thit clia cd vong thuc quin dudi va gitip chin doan
loai trit nhitng bénh 4c tinh [15]. K€t qua nghién ciu
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clia ching t6i c6 91,6% bénh nhin & dong thic an,
75% thyc quan gidn, 25% co thit nhiéu may noi soi
qua kho, 8,3% thuc quén co thit nhe. K&t qua cda
chiing t6i cling tuong dudng véi Tiéu Loan Quang
Lam (2017) 91,3% ngudi bénh ¢ dong dich va thic
an, 4,3% co thit nhe tAm vi [4] va céc tdc gia trong
va ngoai nudc [1], [11], [19].

Castrinin va cong su (1985) [4] cho ring sy tic
ngh&n gy ra bdi cd thit thyc quin dudi khdong phdi
hop véi clr dong nudt, nén phdi xé co thit thuc quan
du6i dé khong con chic ning ndy va mé cd xudng
tdim vi thém 1-2cm. Oelshlager [13] va cOng su
(2003) dua ra tiéu chuin chiéu dai dudng mé co la
6-8cm va dudng md cd nay hudng vé da day khoéng
1,5 - 2cm. Nam 2016, El Kafsi [10]va cOng su khuyén
ring nén m§ cd & thyc quin 5-7cm va kéo dai phia
da day khodng 2-3cm. Ti€u Loan Quang Lam (2017)
[4] chiéu dai md co 7,48 + 1,62 cm (5,5cm - 12cm).
Chiéu dai md co thuc quin - tAm vi trung binh clia
nghién cttu ching t6i 12 7,2 + 1,4 cm, ngén nhat 1a 6
cm, dai nhat 1a 10 cm va cling tuong duong véi cac
tdc gid trong va ngoai nudc. Chicu dai m§ co thit
thyc quan dudi tiy thude vao tdn thuong hep thuc
quin va do day cia cd thit, thudng thi dudng md
nim ngay chinh giita hodc 1&éch phéi tay theo thua
1gi cla phAu thult vién.

Tai bi€n trong md: Tai bi€n nguy hi€m nhit
trong md co thit tAm vi 1a gay thiing niém mac thyc
quan, ddc biét v6i phiu thut ndi soi, cdc y&u td thao
tdc khé khin hon md hd. Tiéu Loan Quang Lam
(2017) [4] tai bi€n thiing niém mac 13,04%, dugc
khau lai niém mac thuc quan vi tri bi thing, khau lai
16p cd dd mG va thuc hién dudng md cd thuc quin
tdm vi khdac & vi tri canh phdi thuc quén va 4,35%
tai bi€n chdy mdu trong md do bi rich 1 nh4nh tinh
mach thyc quén. Sharp [19] khi thyc hién phiu thuat
ndi soi 50 trudng hgp c6 tai bi€n thing niém mac
1a 16,44%. Tsuboi [21] c6 1% chdy mau tit nhdnh
vi ngin, khong cAm méu dugc phai chuyén mé hd
va phdi truyén mau. L& Chau Hoang Qudc Chuong
[1] tai bi€n chdy mdu tir ddng mach vi trdi 2,9% va
thing da day 2,9%. Deb [8] tran khi mang phdi 1%,
chdy mau do rach bao lach 0,5%, chdy mau tir mach
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mau vi ngén 0,5% va 2% trudng hop chuyén md
md. Trong nghién citu ctia ching t6i c¢6 01(8,3%)
trudng hgp bi chdy mau tir nhdanh cda tinh mach gan,
do ngudi bénh ndy cé gan trdi to nén trude khi ti€p
can tAm vi thyc qudn ti€n hanh phiu tich ha gan
trai ra khdi co hoanh, khi ti€n siu vé trén gan thi
ton thuong tinh mach gan giy chdy mau nhiéu nén
chuyén mé md. Khong c6 trudng hdp nio bi thing
niém mac thyc quén hay tai bi€n khac.

Chat Iugng cudc song sau md: K&t qua danh gia
su hai 1ong clia ngudi bénh dya theo sy ddnh gid chi
quan ctia ngudi bénh, dua vao thang diém Likert v6i
5 mifc do cho k&t qud: rat tot, tot 1a 83,3% va 16,7%
k&t qua trung binh.

Nim 2004, tic gid Abir [5] va cong sy da tdng
hop 12 nghién citu danh gia hiéu qua cla phiu thuat
ndi soi Heller - Dor cho k&t qua tot va rat tot tr 88%-
100%.

Trong nghién ctu cda ching t6i c¢6 2 (16,7%)
trudng hop thinh thodng bi nudt nghen lai sau md,
thudng bi khi dn nhanh, lo 1ang nhiéu, thinh thodng
gy can trd cong viéc. 04 thinh thodng nudt nghen
khong ddng k€ va 6 trudng hgp hoan toan khdi hén

khong ghi nhén tinh trang nu6t nghen xuat hién lai

sau m5
Nuét nghen sau mé theo N Tile %
tac giad
Oelschlager (2003) [12] 52 17
Tiéu Loan Quang Lam 23 21.7
(2017) [4]
Chung t6i (2019) 2 16.7

K&t qua ty 1¢ t4i nudt nghen sau m& con tiry thude
vao cd miu, thdi di€m nghién cttu va kha ning giai
quyé€t triet dé cd thit dugi trong md. Triéu ching
nudt nghen truemd va sau md c6 su khic biét 16
rét va c6 ¥ nghia thong ké P <0,005.

V. Két luan
Co thdt tdm vi 12 bénh hi€m gip, thdi gian mic
bénh dai, chdn doan d& nhim lin véi cic bénh ly
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viém da day, trao ngugc da day thuc quan.

Phau thuat Heller - Dor 1a phuong phap diéu tri

co thdt tAm vi 1a kha thi, an toan, hiéu qué, bénh

nhén it dau, phuc hdi stc khde s6m, thdi gian nim

vién ngin va c6 tinh thim my cao. Tuy nhién c&

mAu nghién ctfu con it va thdi gian theo ddi chua dai

vi vy cin nghién ctu v6i ¢ mau 16n hon va theo

di trong thdi gain dai hon dé c6 k&t qua dai han.
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