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Abstract

Introduction: Neoadjuvant chemotherapy (NAC) is the standard treatment
which recommended for resectable locally advanced esophageal cancer
(EC), but the safety of minimally invasive esophagectomy (MIE) after
neoadjuvant chemotherapy (NAC) for esophageal cancer has not been
reported. We investigated the effect of NAC on the safety and feasibility
of MIE for EC.The purpose of this study was to evaluate the morbidity,
mortality and oncologic outcomes of MIE after neoadjuvant chemotherapy.
Materials and Methods: This was a prospective study of the patients who
underwent MIE after neoadjuvant chemotherapy between August 2018 and
May 2020. Patients with clinical stage 1B, IIA, IIB, IIIA, IIIB, or IIIC EC,
and no active concomitant malignancy were included. The data regarding
the intraoperative incident, postoperative morbidity and mortality as well as
oncologic examination were collected and analyzed.

Results: From August 2018 to May 2020, 68 patients with EC have been
included into the study. There were 66 males and 2 females with mean age
of 58.1 + 13.9 (42 — 77). Sixty-two patients had neoadjuvant with DCX,
four patients were indicated for EOX therapy, and remained two patients
were treated by PAR-CAR. Two patients with stage 1B, 23 with stage IIA,
22 with stage IIB, 14 with stage IIIA, one with stage IIIB, and 6 with stage
IIIC. Tumor located in middle thoracic esophagus was 34 (50%), lower
thoracic esophagus was 32 (47.1%) and upper thoracic esophagus was 2
cases. Median operation time was 420 minutes with minimal blood loss.
Median hospitalization duration was 11 days (7 — 31). Median lymph nodes
harvested in cervical, mediastinal and abdominal fields was 10, 16 and 7
respectively. Twenty-seven (42.2%) patients had metastatic lymph nodes.
Postoperative mortality was 1.5% (1 case). Overall morbidity was 33.8%
included 6 cases complicated pneumonia, 9 cases with anastomotic leak
(conservative treatment), 1 case was re-operated due to cervical lymph
leak, 16 cases with temporary hoarse voice.

Conclusion: Results from our study to conclude that MIE is safe and
effective for locally advanced EC, even after NAC.
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Introduction

Esophageal cancer is the 8th most common and
the 6th most lethal malignant diseases globally [4].
In low income countries, squamous cell carcinoma
is the most common type of esophageal cancer,
accounts for more than 90% while in high income
countries adenocarcinoma is more common [2].
Despite advances in technology, esophageal cancer
still has bad prognosis with 5-year survival rate at
from 12% to more than 30% in Japan [3], [10], [18],
[20]. Multimodality is principal in the treatment of
esophageal cancer. For resectable tumors, surgery
is the main approach. However, up to now, there is
no consensual treatment protocol for esophageal
cancer. For locally advanced tumors, according to
Japanese Esophageal Community, treatment protocol
is neoadjuvant chemotherapy with Cisplatin and
5-FU following by radical esophagectomy [6]. This
protocol has also been applied for esophageal cancer
in Digestive Surgery Department, Cho Ray Hospital.
Aims of this research is to evaluate the effectiveness
of neoadjuvant chemotherapy on the tumors and early
outcomes of minimally invasive esophagectomy after
neoadjuvant chemotherapy as a basement of wide
application of the above mentioned protocol.

The purposes of this research were:

To evaluate the effectiveness of neoadjuvant
chemotherapy on the tumor status

To evaluate the early outcomes of minimally invasive

esophagectomy after neoadjuvant chemotherapy.

Objectives and methods

Methods

It’s a prospective, descriptive cross-sectional study

Subjects:

We selected the patients with esophageal
squamous cell carcinoma underwent a minimally
invasive  esophagectomy after neoadjuvant
chemotherapy at the Digestive Surgery Department,
Cho Ray Hospital from August 2018 to May 2020.
Collecting the data consisted the clinical examination,
esophago-gastroscopy,

esophago-gastric ~ Xray

with contrast, cervico-thoraco-abdomino-pelvic
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CT scanner, bronchoscopy, spirometry test, ECG,
cardiac ultrasound, preoperative blood tests and
PET-CT(if available).

Selection criteria:

Overall performance status according to ECOG
scale [15] from O to 1 point.

Cardiac function: no abnormality on ECG and/
or left ventricular ejection fraction on cardiac
ultrasound >50%.

Respiratory function: FEV1 > 1,2L; FEV1% > 50%
and DLCO = 50%.

Complete blood count: WBC 4.000/uL;
Neutrophils > 2.000/uL; Hemoglobin > 90g/L;
Platelets > 100.000/pL.

Liver function: total bilirubin, AST, ALT < 1,5
times of the normal limit.

Tumor located at thoracic level and pathologically
confirmed the squamous cell carcinoma.

Staging from IB to III according to AJCC
(American Joint Committee on Cancer (AJCC)
classification 7™ version.

Exclusive criteria:

Management by open surgery due to severe

pleural adhesions preventing devices from
approaching to the surgical field.

Previous history of chemotherapy and/or
radiotherapy.

Distance metastasis or locally invasion preventing
a radical resection.

Associated with other malignant diseases.

Pregnant or breast-feeding

Neoadjuvant chemotherapy

Depending on the pathological conditions,
patients were consulted with Oncologists and passed
over chemotherapy following DCX (Docetaxel,
Cisplatin and Capecitabine) or EOX (Epirubicin,
PAR-CAR
(Paclitaxel and Carboplatin) from 3 to 6 cycles.

Oxaliplatin and Capecitabine) or
Then, an overall assessment and re-staging were
conducted by cervico-thoraco-abdomino-pelvic CT
scanner with IV contrast and/or PET/CT. Minimally
invasive esophagectomy were performed about 4 —

8 weeks after chemotherapy.
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Surgical techniques

Thoracic phase (standard or robot-assisted
thoracoscopy)

Left lateral decubitus position, double lumen
endotracheal tube, active blocking of the right lung.
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Carbon dioxide insufflation with pressure of 8 mm Hg.
Approaching by standard or robot-assisted
thoracoscopy with 5 ports with an additional port for

assistant if necessary.

Image 2. Position of thoracic ports in the right thoracic phase of robot-assisted esophagectomy

Check through the tumor and surrounding area.
Mobilization of thoracic esophagus including peri-
esophageal fat tissue and surrounding lymph nodes
en bloc. Exposure from the left diaphragmatic crus
upward following anatomical surface surrounded
by a fascia covering peri-esophageal fat tissue
and pericardium (esophageal mesentery), inferior
mediastinal, peri-carinal and main stem bronchial
lymphadenectomy. In the upper mediastinal
cavity, esophagus was mobilized with right upper
mediastinal lymphadenectomy. Division of the

azygos vein was well controlled with hemo-lock

and cut. In most cases, right bronchial artery was
cut as well. Complete esophageal mobilization in
the upper mediastinal cavity. Check carefully to
avoid the injury thoracic duct in this area. After
completely mobilizing the esophagus, a resection
with linear stapler was performed to facilitate the
exposure of the left recurrent laryngeal nerve.
Continue the lymphadenectomy around the left
recurrent laryngeal nerve from aortic arch ‘till
the end of upper mediastinal cavity in order to
mediastinal

complete the lymphadenectomy.

Since November 2019, we have conducted frozen
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section for any suspicious lymph nodes in the
upper mediastinal cavity for considering to perform
cervical lymphadenectomy if metastasis confirmed.

After the total mobilization of esophagus, check the
expansion of the lung and place a right pleural drainage

Abdominal phase:

Standard or robot-assisted laparoscopy.

Dorsal decubitus position with legs well separated
and hand along the body. Prefer to use 5 trocars.

Mobilization of the greater curvature of the
stomach while preserving the right gastroepiploic
vascular arcs. Division of right gastric artery at
the position about 3 cm from the pylorus with
preservation of about 2 — 3 gastric branches. Peri-
cardiac lymphadenectomy (group 1, 2, 3a) and
lymphadenectomy of group 7, 8a, 9, 11p. Division at
the origin of left gastric artery.

Mobilize the esophagus from diaphragmatic crus
and pull down to the abdominal cavity. Prefer to use
posterior mediastinal or retrosternal approach to bring
the gastric tube upward to perform the anastomosis
with cervical esophagus. In cases of posterior
mediastinalapproach,esophagealhiatuswasenlarged.
In cases of retrosternal approach, it was closed.

Midline laparotomy about 4 cm from right below
the sternum. Cut and form a gastric tube along the
greater curvature by linear stapler according to
Akiyama technique. The gastric tube was about
35-40 cm long and about 4 cm wide. Create the
retrosternal cavity in cases of using this approaches
to bring the gastric tube upward.

Cervical phase:

Arc shape incision following inferior cervical
fold. Explore the
preserving

cervical esophagus while
sternocleidomastoid  muscle.  For
cervical lymphadenectomy, we conducted the

bilateral lymphadenectomy including lymph
nodes surrounding recurrent laryngeal nerve, peri-
esophageal lymph nodes, lymph nodes along the
internal carotid vessels and below cricoid cartilage
and bilateral supraclavicular lymph nodes.

Push the gastric tube upward from abdominal cavity
via posterior mediastinum or retro-sternal cavity.

Perform the cervical esophago-gastric hand-sewn
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anastomosis or mechanical one using a circular stapler.

Closure of the cervical incision with closed
cervical drainage

Closure of the abdominal wall with feeding
jejunostomy

Statistical analysis

Statistical significance level a was chosen as
0,05 in all comparison and estimation. The value of
p below 0.05 was considered statistically significant.
For qualitative variables, results were presented as
an absolute value or percentage. For quantitative
variables, the standard distribution was tested using
Skewness and Kurtosis measurement. In case of
standard normal distribution, results were presented
as mean value * standard deviation. In case of
non-normal distribution, results were presented as
median and range from the lowest to the largest
values of these variables. All analysis was done
using SPSS 22.0 application.

Results

From August 2018 to May 2021, 75 cases
of esophageal squamous cell carcinoma were
compatible with selection criteria and indicated for
neo-adjuvant chemotherapy at Digestive Surgery
Department, Cho Ray Hospital. However, during
operation, distant metastasis and/or local invasion
was found in 7 cases (9.3%) so there were only 68
cases (90.7%) of minimally invasive esophagectomy
met with the selection criteria enrolled. Median
duration from the end of chemotherapy to operation
time was 4 weeks [3:8]. General characteristics of
study group were presented in Table 1.

General characteristics of study group

General characteristics of study group were
summarized in Table 1. Most patients were male
with the average age of 58.1 and at good performance
status. The most frequent tumor locations were at
the middle and lower esophageal parts. More than
80% of cases were at the stage IIA — IIIA and most
frequently used neoadjuvant chemotherapy was
from 3 to 6 cycles of DCX protocol. The average
interval between neoadjuvant chemotherapy and

operation was 4 — 6 weeks.
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Table 1. General characteristics

N

Average age (years old) 58,1+13,9
Gender (number of patients)

Male 66 (97,1%)

Female 2 (2,9%)
General status (according to ECOG scale)

0 point 44 (64,7%)

1 point 24 (35,3%)
Tumor location (number of patients, %)

Upper 2(2,9%)

Middle 34 (50%)

Middle 32 (47,1%)

cT (number of patients, %)

T1b 1(1,5%)

T2 17 (23,5%)
T3 36 (52,9%)
T4a 15 (22,1%)

Preoperative stage (number of patients, %)

1B 2 (2,9%)
1A 23 (33,8%)
B 22 (32,4%)
A 14 (20,6%)
s 1 (1,5%)
e 6 (8,8%)

Neoadjuvant chemotherapy (number of patients, %)

DCX* 62 (91,2%)
EOX** 4(5,9%)
PAR-CAR*** 2 (2,9%)

Response rate (number of patients, %)

Complete 4 (5,3%)
Partial 60 (80%)
Poor 4 (5,3%)
None 7 (9,3%)

* DCX: docetaxel, cisplatin and capecitabine
** EOX: epirubicin, oxaliplatin and capecitabine
*#* PAR-CAR: paclitaxel and carboplatin
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Surgical characteristics

Surgical characteristics were summarized
in Table 2. No conversion to open surgery in
the thoracic phase. 1 case of non-thoracotomy
esophagectomy due to severe pleural adhesion with
history of lung tuberculosis. In 8 cases, abdominal
laparotomy was required from the beginning due
to history of previous abdominal surgery. There
were 2 cases of conversion to open surgery in the
abdominal phase: 1 case was because of a massive
and firm lymphadenopathy at the origin of the celiac
trunk while the other case was due to a lesion of the
cystic artery during lymphadenectomy requiring a
conversion to open surgery for cholecystectomy and
better exploration.

Table 2. Surgical characteristics

Approaches in thoracic phase (number of patients, %)

Robot assisted laparoscopy 10 (14,7%)

Standard laparoscopy 57 (83,8%)

Non-thoracotomy 1(1,5%)

Approaches in abdominal phase (number of patients, %)

Robot assisted laparoscopy 1(1,5%)

Standard laparoscopy 57 (83,8%)
Conversion to open surgery 2 (2,9%)

Open surgery 8 (11,8%)

Lymphadenectomy level (number of patients, %)

Three fields (cervical — mediastinal - abdominal) 46 (68,6%)

Two fields (mediastinal — abdominal) 17 (25,4%)

Atypical 4 (6%)
Operation time (range) 420 (370-455)
Complication 1(1,5%)

Lesion of cystic artery 1(1,5%)
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Early Outcomes after surgery Table 3. Postoperative early outcomes
Early outcomes after surgery were summarized
. . . Sum N
in Table 3. The rate of patients with lymph node
metastasis was more than 40%. The resection Number of harvested lymph nodes
margin was clean in all cases (R0). (median, range)
About one third of patients have postoperative Cervical 45 10 (2-43)
complications, commonly were dysphonia, cervical
... . . . . Thoracic 63 16 (4-36)
incisional leakage, surgical site infection and
pneumonia. Most dysphonia patients recovered Abdominal 63 7(1-19)
by themselves after several months with internal Two-field lymphadenectomy 17 25 (12-39)
treatment. All cervical incisional leakage patients
were successfully controlled with conservative Three-field lymphadenectomy 4 35 (11-79)
treatment by parenteral nutrition and antibiotherapy. Lymphadenopathy 27 (42,9%)
There were 3 cases reoperated: 1 case of (number of patients, %)
postoperative pneumothorax due to a ruptured Cervical lymph node metastasis 45 3 (6,7%)
pulmonary cyst requiring a pleural drainage, after (LNMets)
that, this patient suffered from postoperative
. . . Thoracic LNMets 63 18 (26,9%)
pneumonia that well responded with antibiotherapy
then gradually stabilized and discharged on Abdominal LNMets 63 22 (32,8%)
postoperative day 17; 1 case of cervical lymphatic Number of harvested LNMets 17 0 (0-5)
leakage requiring a surgical intervention on (Two-field lymphadenectomy)
postoperative day 4 with stable post-interventional
. . . Number of harvested LNMets 45 0 (0-11)
evolution and discharge on postoperative day 22; 1 (Three-field lymphadenectomy)
case of necrosis of gastric stump that was brought
. . . i i 9
up to make the cervical anastomosis associated Complications 23 (34,3%)
. L. .. . (Number of patients, %)
with a severe acute pancreatitis requiring a surgical
intervention on postoperative day 5 for selectively Pneumonia 6 (9%)
resecting and closing of the necrotic stump, for Preumothorax 1(1,5%)
exploring, cleaning and draining the abdominal
0,
cavity, however, the pancreatitis became worse Subcutaneous emphysema 4 (6%)
associated with severe pneumonia leading to death Surgical site infection 6 (9%)
on postoperative day 31. (Table
p p ) y3_ ( 3). Cervical anastomotic leakage 9 (13,4%)
The correlationship of surgical procedures
and post - operative complications (Table 4). Voice hoarseness 16 (23,9%)
Correlationship of lymphadenectomy between 2 Lymphatic fistula 1(1,5%)
studier of esophagectomy. (Table 5)
Gastric stump necrosis 1(1,5%)
Discussion Acute pancreatitis 1(1,5%)
Esophageal cancer has very poor prognosis
phag y P prog Perioperative mortality 1(1,5%)

among the malignancies, despite of many advanced (number of patients, %)

treatment, 5-year survival rate was only from 12%
to above 30% in Japan [3], [10], [18], [20]. For Length of stay 1 7-31)

. .. (median, range)
resectable tumors, surgery is the principal treatment.
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Table 4. Correlation of surgical outcomes between 2 studies

of esophagectomy and complication

Current study  3-field-
lymphadenectomy
laparoscopic
esophagectomy [7]

Operation duration 420 (240-600) 360 (280 — 450)
(minutes)

Hospitalization time 11 (7-31) 95+28
(median, range)

Perioperative 1(1,5%) 2 (3,6%)
complication

Post operative
complication
(number of patients, %)

23 (34,3%) 21 (37,5%)

Pneumonia 6 (8,8%) 4(7,1%)
Cervical 9 (13,4%) 4(7,1%)
anastomotic
leakage
Voice hoarseness 16 (23,9%) 6 (10,7%)
Lymphatic leakage 1 (1,5%) 1(1,8%)
Necrosis of gastric 1 (1,5%) 0
stump

Early mortality 1(1,5%) 1(1,8%)

number of patients, %
( p , %)

Table 5. Correlation of lymphadenectomy between 2 studies

of esophagectomy
Current study 3-field-
lymphadenectomy
laparoscopic
esophagectomy [7]
Number of harvested
lymph node (median,
range)
Cervical 10 (2-43) 9,4
Mediastinal 16 (4-36) 13,8
Abdominal 7 (1-19) 7,2
Number of
metastatic lymph
node (3-field- 1.4 2.9
lymphadenectomy)
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Preoperative neoadjuvant chemotherapy following
by a radical esophagectomy has been considered
the standard treatment for advanced in situ tumors
[11], [19]. Neoadjuvant radio-chemotherapy was
used more frequently in Western countries, while
in Japan, neoadjuvant chemotherapy was preferred
[11], [17], [19]. The basis of the neoadjuvant
chemotherapy in Japan was from JCOG 9907 study
[1] with the results of improved long-term survival
rate for squamous cell carcinoma patients of stage
II/III. However, in this study, treatment protocol
included 2 agents (Cisplatin and 5-FU) and further
analysis showed uncertain effectiveness in advanced
patients (stage III). To be more clarified, JCOG
1109 study was conducted continuously in Japan
in order to compare the effectiveness of 2-agent,
3-agent chemotherapy and radio-chemotherapy
with extended selection criteria from stage IB to
IIC [13].

Since 2018, neoadjuvant chemotherapy has been
indicated for squamous cell carcinoma patients
treated at Digestive Surgery Department of Cho
Ray Hospital, and the number of esophagectomy
after chemotherapy increased. The purpose of
neoadjuvant treatment was to downstage of primary
tumor in order to facilitate the radical resection,
thereby, to reduce recurrence and to improve the
long-term survival rate [12]. However, neoadjuvant
chemotherapy might cause some surgical
difficulties due to the tissue edema and fibrosis or
the alteration of patient’s general status [5], [9],
[14]. Another improvement was the application of
laparoscopic surgery in esophagectomy with many
advantages such as: reducing the complication rate,
especially respiratory complication, enhancing the
observation capacity, hence, increasing the accuracy
of the dissection [8], [16]. On the other hand,
implementation of laparoscopic esophagectomy
after chemotherapy, especially triple chemotherapy
has not been reported much. To our knowledge,
this study was the first in Vietnam. Generally,
laparoscopic esophagectomy after neoadjuvant

chemotherapy was safe and feasible.
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In our study, initially, there were 75

esophageal cancer patients clinically staging
from IB to IIIC were planned to receive a
neoadjuvant chemotherapy first, then laparoscopic
esophagectomy. However, there were 7 cases
(9.3%) no indicated for surgery and 1 case not
able to be treated by thoracic laparoscopy leading
to a conversion to conventional esophagectomy.
For those cases, it might be the error of initial
staging or a progression due to the non-response
with chemotherapy. Among 67 remaining patients
who were operated for esophagectomy, there were
nearly 95% with complete or partial response with
neoadjuvant chemotherapy. According to JCOG
9907 study [1] in Japan, the response rate after
neoadjuvant chemotherapy with 5-FU and Cisplatin
was 38%. In our study, we did not really imagine
the successful response rate of neoadjuvant
chemotherapy, however, the response rate was
quite high in general. A remarkable note was that
almost all patients in our study were treated with
3-agent protocol (DCX or EOX accounting for
97.1%) with the expectation of a better response in
comparison with traditional 2-agent protocol.

In order to facilitate the discussion, we compared
with our previous study with 56 patients of 3-field-
lymphadenectomy laparoscopic esophagectomy [7].

About postoperative early outcomes

Inourcurrentstudy, the median operating duration
was 420 minutes, longer than in previous study [7].
That accords with the viewpoint that chemotherapy
might make surgery more complicated. However, it
should be noted that in our current study, there were
10 cases of robot assistance that which also longs to
the duration time of surgery.

Another result in our current study was that
there was 1 case of cystic artery injury leading
to a cholecystectomy and accounting for 1.5%.
Comparing with previous study [7] with the
complication rate of 3.6% (2/56 cases) including
1 case of thoracic duct injury and 1 case of portal
vein injury, the complication rate of laparoscopic

esophagectomy after neoadjuvant chemotherapy
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was not higher and even less severe. However, the
previous study was conducted from 2015 to 2017 and
the better experience in surgery might be a factor in
reducing the complication rate.

The complication rate of our current study was
34.3%, among them, important one were voice
hoarseness (23.9%), cervical anastomotic leakage
(13.4%), pneumonia (9%). In comparison with
previous study [7], the rate of voice hoarseness,
cervical anastomotic leakage and pneumonia was
higher but the difference was not big and all cases
was successfully controlled with conservative
treatment. The perioperative mortality of 2 studies
were similar (1.5% vs. 1.8%). This result according
with other authors’ studies showed that neoadjuvant
chemotherapy might affect negatively to patients’
general status as well as increase the surgical difficulty
level, however, did not make any remarkable impact
on the early outcomes of laparoscopic esophagectomy
(51, [9], [14].

The hospital stay for neoadjuvant chemotherapy
patients seems to be longer than others. That might
be due to the little higher complication rate of this
group requiring more time for treatment.

About lymphadenectomy

In comparison with previous study, our current
study showed a not lower number of harvested
lymph nodes but the average number of lymph
node metastasis was less. This result showed that
neoadjuvant chemotherapy cause difficulties during
operation but did not impact to the lymphadenectomy
and even neoadjuvant chemotherapy helped to
reduce the number of lymph node metastasis and to
enhance the capacity of radical lymphadenectomy.

Conclusion

Laparoscopic esophagectomy after neoadjuvant
chemotherapy was safe and feasible. Neoadjuvant
chemotherapy had a high response rate with nearly
2/3 cases of complete or partial response and
helped to reduce the number of metastatic lymph
node, hence, improving the long-term survival rate.

Neoadjuvant chemotherapy might increase the
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surgical difficulty level, however, does not impact

to the outcomes of surgery.
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Tom tat

Pdt vdn dé: Hoéa tri tan hd trg 1a diéu tri tiéu chudn cho ung thu thyc quin
ti€n trién tai chd, nhung dén tinh an toan va kha thi ctia phiu thut ndi soi
cét thuc quan sau héa tri tAn hd trd van chua dude bdo cdo. Chiing t6i ddnh
gid 4nh hudng cla héa tri tn hd trg 1én tinh an toan va kha thi ca phiu
thuat noi soi cdt thuc quin sau héa tri tan hd trg.

Nghién cttu ddnh gi4 ti & tai bi€n, bi€n chitng, t vong va két qué ung thu
hoc ctia phAu thuit ndi soi cdt thuc quin sau héa tri tAn hd trg.

Phuong phdp nghién citu: Nghién cttu ti€n cttu, danh gid cdc ngudi bénh
phiu thuat noi soi cdt thyc quén sau héa tri tin hd trg tif thdng 8 nim 2018
dén thang 5 ndm 2020. Ching t6i chon nhitng ngudi bénh ung thu thuc
quan giai doan IB, IIA, IIB, IIIA, IIIB va IIIC va khong cé ung thu khic
kém theo. Tai bi€n, bi€n chitng, t& vong va k&t qua ung thu hoc sé dugc
danh gia.

Két qud: Tit thang 8 ndm 2018 d&n thang 5 nam 2020, c¢6 68 ngudi bénh dat
tiéu chuin nghién cttu. C6 66 nam va 2 nf, tudi trung binh 1a 58,1 + 13,9
(42— 77). 62 ngudi bénh hoda tri véi phic do DCX, 4 ngudi bénh héa tri véi
phéc d6 EOX va 2 ngudi bénh héa tri vdi phac dd PAR-CAR. C6 2 ngudi
bénh giai doan IB, 23 ngudi b&énh giai doan IIA, 22 ngudi bénh giai doan
IIB, 14 ngudi bénh giai doan IIIA, 1 ngudi bénh giai doan IIIB va 6 ngudi
bénh giai doan IIIC. U nim & thuc quin nguc gitta § 34 (50%) ngudi bénh,
thuc quan nguc dudi § 32 (47,1%) ngudi bénh va thyc quan nguc trén G 2
ngudi bénh. Thdi gian m& trung vi 1a 420 phiit, mdu mat khong ding ké.
Thoi gian ndm vién trung vi 1a 11 ngay (7 — 31). S6 hach nao dudgc trung vi
& cd 12 10, trung that1a 16 va bung 12 7. C6 27 (42.2%) ngudi bénh c6 di cin
hach. T vong chu phau 1a 1,5% (1 ngudi bénh). T 1€ bi€n ching 1a 33,8%
gdm 6 viém phdi, 9 rd miéng ndi (diéu tri bdo tdn), 1 ca rdo bach huyét cin
m& lai va 16 ca khan ti€ng tam thoi.

K&t lugn: Tit nhitng k&t qua dat dugce, phiu thuat ndi soi cit thuc quén sau
héa tri tin hd trg 12 phiu thuat an toan va khi thi.
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Mé dau

Ung thu thyc quan 12 ung thu thudng gip nhiéu
thit 8 va giy tlf vong nhiéu thit 6 trén thé gidi [4].
G céc nudc thu nhap thip, ung thu t& bao gai 1
dang phd bi€n nhét cda ung thu thyc quan, chi€m
hon 90%. Trong khi d6, & cdc nudc thu nhip cao,
ung thu bi€u mé tuyén 12 dang ung thu thyc quin
thudng gip hon [2]. DU ¢é nhiéu ti€n bd vé ki
thuat, ung thu thuc quén vin cé tién lugng xiu,
ti 16 song 5 ndm chi tr 12% dé&n hon 30% & Nhat
[3], [10], [18]. Piéu tri da m6 thic 14 chd dao trong
diéu tri ung thu thyc quan. Vdi cdc u con c6 thé cit
dudc, phdu thuat 1a mo thie diéu tri chd y&u. Tuy
nhién, cho d&€n nay, vin chua c6 phac dd diéu tri
nao dugc thong nhat cho ung thu thyc quin. Véi
cdc u & giai doan ti€n trién tai chd, theo Hoi Thuc
quan Nhat, phic @6 diéu tri dugc s dung 12 héa tri
tan hd tr¢ truc véi cisplatin va 5-FU sau d6 mdi
ti€n hanh cdt thyc quén triét cin [6]. Phic dd nay
ciing dang dugc ching toi 4p dung d€ diéu tri cho
cdc ngudi bénh ung thu thyc quén tai khoa Ngoai
Tiéu héa, Bénh vién Chg RAy. Chiing tdi thuc hién
nghién cttu nay d€ ddnh gid nhitng tic dong cda
héa tri tAn hd tr¢g dén khoi u va cdc k€t qué sém clia
phéu thult ndi soi cdt thuc quin sau héa tri tin hd
trg d€ 1am nén ting cho viéc 4p dung rong rii phic
dd diéu tri trén. Muc tiéu nghién ctfu cla chiing
toi gbm:

DPanh gia d4nh hudng ctia héa tri tdn hd trg 1én
tinh trang khdi u.

DPénh gid k&t qua sém clia phiu thuat ndi soi cit
thuc quén sau héa tri tin hd trg.

DP6i tugng va phuong phap

Nghién cttu ti€n cifu, md t& cét ngang.

Chiing t6i ghi nhan nhitng trudng hgp ung thu t&
bao gai thuc quén dugc phau thuit ndi soi cit thuc
quan sau héa tri tAn hd trg tai Khoa Ngoai Tiéu
héa, Bénh vién Chg RAy tir thang 08 nim 2018 dén
thdng 05 ndm 2020. C4c ngudi bénh s€ dugc ddnh
gia bing thim kham lam sang, nodi soi thuc quin
da day, X quang thuc qudn da day cdn quang, CT
scan c8-nguc-bung chau, ndi soi ph& quén, do chic

Két qua sdm ctia phau thuat néi soi cét thuc quan sau hda trj tan hé tro trong ...

niang ho hdp, do dién tim, si€u Am tim, xét ngi€ém
mdu tién phau va PET-CT (khi can).

Tiéu chuin chon bénh gdm:

Tdng trang ngudi bénh theo thang diém ECOG
[15] tir O dén 1 di€m.

Chitc ning tim: dién tAm dd khong ghi nhan bat
thudng va/hodc phan suit tdng mau that trdi trén
siéu am tim >50%.

Chifc ndng ho hip: FEV1 > 1,2L; FEV1% > 50%
va DLCO = 50%.

Cong thifc mau: bach cAu mau > 4.000/uL; bach
ciu da nhan trung tinh > 2.000/uL; hemoglobin
> 90g/L; ti€u ciu > 100.000/uL.

Chitc nang gan: bilirubin toan phin, AST, ALT
méu < 1,5 1an gi6i han binh thudng.

Céc ngudi bénh c6 khdi u thue quin nguc véi két
qué gidi phiu bénh 12 ung thu biéu mo t& bao gai.

Giai doan u trudc diéu tri tir giai doan IB dén
giai doan III theo phan giai doan cta ﬁy ban Lién
k&t Ung thu Hoa Ky 1an thd 7 (American Joint
Committee on Cancer (AJCC) 7%).

Tiéu chufn loai trir:

Céc trusng hgp khong thé ti€n hanh phau thuat
xam l4n t8i thi€u nhu dinh mang phdi nhiéu (khong
thé ti€p can dung cu vao khoang phiu thuat).

Tung héa va/hodc xa tri truec d6 v6i muc dich
diéu tri truSc dé.

C6 di cin xa hodc xam 14n khong cit dugc phat
hi€n dugc trong md.

Ngudi bénh c6 u 4c tinh khic kem theo.

Phu nif c6 thai hodc dang cho con bu.

Héa tri tén hé tro

Tuy tinh trang bénh, cdc ngudi bénh s€ dudc
héi chdn Ung budu va dugc héa tri v6i phac dd
DCX (docetaxel, cisplatin va capecitabine) hodc
EOX (epirubicin, oxaliplatin va capecitabine)
hoic PAR-CAR (paclitaxel va carboplatin) tu
3 d€n 6 chu ky. Sau d6, ngudi bénh dugc ddnh
gid lai tdng trang va giai doan bing chup cit 16p
dién todn c6 cidn quang viing c¢d, nguc, bung chiu
va/hodc PET-CT. Ngudi bénh sé dugc ti€n hanh
phau thuat ndi soi cdt thuc quin 4 dén 8 tuin sau
héa tri.
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K¢ thuat mé

Thi nguc (phéu thudt néi soi kinh dién hodc co
robot hé tro):

Ngudi bénh ndm nghiéng trai, dugc dit ndi khi
quén 2 1ong (double lumen tracheostomy tube), xep

Nguyén Vé Vinh Léc va céng su

cht dong phdi phdi. CO, duge bom véi dp luc 8 mmHg.

Ngudi bénh thudng dudc ti€p can qua 5 trocars,
khi cAn c6 thé thém 1 trocar cho ngudi phu. Ti€p can
dugc thyc hién bing phiu thuat noi soi kinh dién
ho#c phiu thut ndi soi c6 robot hd trg.

Hinh 2. Vi tri cac 16 trocar nguc trong thi ndi soi nguc phai vdi robot hé trg cat thuc quan

Quan st va ddnh gid t6n thuong. Ti€n hanh di
dong thyc quan bao gdm mo6 md va hach doc theo
thuc quan thanh mét kh&i. Bt dau tir try hoanh
phai di 1én theo mit phing gidi phiu giita mac
bao quanh m6 md canh thyc quin va mang ngoai
tim (mac treo thuc quan), nao céc hach trung that
dudi, hach quanh carina va hach ph&€ quin gdc hai
bén. O trung that trén, thyc quin duge di dong
va nao cdc hach trung thit trén phdi. Tinh mach

don dugc kep bing hem-o-lok va cdt ngang. Trong
da s6 trudng hop, dong mach phé quan phdi ciing
dugc cdt di. Thuc quan ti€p tuc duge di dong hoan
toan & trung thit trén. Chd y tim va tranh tdn
thuong 6ng nguc & vang ndy. Sau khi di dong toan
bo thue quan, ching tdi cit ngang thuc quin bing
mdy cit thing gidp nao hach quanh than kinh quit
ngugc thanh qudn trdi dé hon. Ti€p tuc nao hach
quanh than kinh quit ngugc thanh quén trdi tir quai
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dong mach chd dén hét trung that trén d€ hoan
that nao hach trung that toan bd. Tir khodng thang
11 ndm 2019 ching t6i ti€n hanh sinh thi€t lanh
hach nghi ngd viing trung that trén d€ xét chi dinh
nao hach c8.

Sau khi gidi phéng toan bod thuc quan, ki€m tra
nd phdi va dat din luu khoang mang phdi phai.

Thi bung:

Ching t6i ti€n hanh phiu thuat thi bung bing
phiu thuat ndi soi kinh dién hodc phiu thuat noi soi
c6 robot hd trg.

Ngudi bénh ndm ngilra, dang 2 chan, 2 tay khép.
Ching toi thudng st dung 5 trocars.

Gidi phong bs cong 16n da day, bdo ton cung
mach vi mac ndi phdi. Thit va cdt ddong mach vi phdi
tai vi tri cich mon vi khodng 3cm, b4o ton 2-3 nhdnh
vao da day. Nao cdc hach quanh tdm vi (nhém 1, 2,
3a) va cdc hach nhém 7, 8a, 9, 11p. Thit dong tinh
mach vi trdi tdn goc.

Gidi phdng thuc quin khdi tru hoanh va kéo
xudng & bung. Ching toi thudng st dung dudng
trung thi't sau hoic sau xudng @c dé mang 6ng
da day 1én ndi véi thuc quin c6. Trong trudng
hgp dung dudng trung thit sau, khe hoanh thyc
quén sé dudgc md rong, trudng hgp dung ngd sau
xuong dc, ching tdi sé khau kin lai khe hoanh
thuc quan.

M4 bung dudng giita ngay dudi xuong dc khoang
4cm, cit tao hinh 6ng da day doc bd cong 16n bing
méy cit ndi thing d€ tao hinh 6ng da day ki€u
Akiyama. Ong da day c6 chiéu dai khodng 35-40cm,
ngang khodng 4cm. Tao khoang sau xudng dc trong
trudng hgp st dung dudng sau xuong e d€ mang
ong da day lén noi.

Thi c6:

Rach da hinh vong cung theo nép c6 dudi. Boc 16
thuc quan ¢d, bio tdn co tc don chiim. Trong trudng
hdp c6 nao hach c6, chiing t6i s& nao hach hai bén
thudc cdc nhém hach doc than kinh quit ngugc
thanh quén, cic hach canh thuc quin c8, hach canh
b6 mach canh trong phia dudi sun nhin, va cic hach

trén don hai bén.
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Kéo dng da day tir 6 bung l1én c6 trdi qua trung
thi't sau hodc khoang sau xuong tc. Ti€n hanh ndi
thuc quin cd - 6ng da day tin bén biing khau tay
hodc stapler vong. Péng can co, din luu viing ¢d
véi 6ng din Ivu kin. M& hong trang nudi 4n va
déng bung.

Xut Iy thong ké

Chiing t6i chon ngudng sai 1am a = 0,05 trong
cdc trudng hgp so sdnh va udc lugng. Gi tri p < 0,05
dugc xem nhu ¢é ¥ nghia thong ké. P&i véi cic
bi€n dinh danh, chiing t6i trinh bay dué6i dang gid
tri tuyét d6i hay phan traim. P&i v6i cdc bi€n dinh
lugng, chiing toi sé ki€m dinh bi€n s6 d6 c6 phan
phdi chudn hay khong bing cich st dung do xién
va do nhon. Trudng hgp bi€n dinh lugng c¢6 phan
phdi chuén, ching t6i trinh bay dudi dang: tri s&
trung binh + dd 1é€ch chuén. Trudng hgp bi€n dinh
lugng khong cé phan phdi chudn, chiing tdi trinh
bay dudi dang trung vi va khodng dao dong 16n
nhat, nhd nhat cia bi€n d6. Tat cd cdc phan tich
trén dugc thyc hién bing phan mém SPSS 22.0.

Két qua

T thdng 8 nim 2018 dén thiang 5 nim 2020,
c6 75 trudng hgp ung thu t€ bao gai thyc quan dat
tiéu chudn chon bénh, dugc chi dinh héa trj tin hd
trg trudc méS tai Khoa Ngoai Tiéu héa, Bénh vién
Chg RAy. Tuy nhién, sau d6 c6 7 (9,3%) ngudi bénh
trong m& phat hién c6 di cin va/hoic xAm 1an nén
chi con 68 (90,7%) ngudi bénh dugc ti€p tuc tién
hanh phdu thuét ndi soi cit thuc quan. Thdi gian
trung vi tlr ltc k€t thic héa tri d€n khi phiu thuat 1a
4 tuan (3-8 tuin). Pic diém ngudi bénh dudc trinh
bay theo bang 1.

Pdc diém nguoi bénh

Pic di€m ngudi bénh dugc tém tit trong bang 1.
Phin I16n ngudi bénh 13 nam gidi, tudi trung binh 12
58,1 tudi, tdng trang tot. U gip nhiéu nhat 1a thuc
quan nguc gitta va dudi. Hon 80% u § giai doan 1A
dé&n IIIA va dugc héa tri hd trg chii y&u l1a phac dd
DCX 3 dén 6 chu ky. Thdi gian tif sau ho4 tri tdn hd

trg dén lic md trung binh 4-6 tuln.
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Bang 1. Bac diém ngudi bénh

Nguyén Vé Vinh Léc va céng su

Pdc diém phdu thudt

Pic di€ém phiu thuat dugc tém tit trong bing 2.
Khong ghi nhan trudng hdp nao chuyén md md &
thi nguc. C6 1 trudng hgp phdi ti€n hanh cit thuc
quan khong md nguc do viém dinh mang phdi
nhiéu, ngudi bénh nay ciing c¢6 tién cin lao phdi
cii. C6 8 trudng hop dugc md bung ngay tir dau,
tAt cd déu do ngudi bénh da tirng dudc phiu thuat
viing bung trude d6. C6 2 trudng hgp phai chuyén
tif phiu thuit ndi soi sang md md, 1 trudng hop vi
ngudi bénh c6 khdi hach to cing & gdc dong mach
than tang, trudng hgp con lai 1a do tén thuong
ddng mach tdi mat trong qud trinh nao hach dugc
chuyén m8 md d€ cit tdi mat ciing nhu tham sat
toan dién hon.

Bang 2. Dac diém phau thuat

Nga ti€p can thi nguc (s6 bénh nhan, %)

Phé&u thuat ndi soi c6 robot hé tro 10 (14,7%)

Ph&u thuat noi soi kinh dién 57 (83,8%)

Khéng md nguc 1(1,5%)
Nga ti€p can thi bung (s6 bénh nhan, %)
Phau thuat ndi soi cé robot hé trg 1(1,5%)

Phé&u thuat noi soi kinh dién 57 (83,8%)

Phé&u thuat noi soi chuyén mé mé 2 (2,9%)

Mé mé 8 (11,8%)

Mtuic do nao hach (s6 bénh nhan, %)

N

Tudi trung binh (tudi) 58,1+ 13,9
Gidi (s6 bénh nhan)

Nam 66 (97,1%)

N 2(2,9%)
Téng trang bénh nhan theo thang diém ECOG

0 diém 44 (64,7%)

1 diém 24 (35,3%)
Vi tri u (s6 bénh nhan, %)

Nguc trén 2 (2,9%)

Nguc gida 34 (50%)

Nguc dudi 32 (47,1%)
cT (s6 bénh nhan, %)

T1b 1(1,5%)

T2 17 (23,5%)

T3 36 (52,9%)

T4a 15 (22,1%)
Giai doan trudc mé (s6 bénh nhan, %)

1B 2(2,9%)

1A 23 (33,8%)

1B 22 (32,4%)

1A 14 (20,6%)

B 1(1,5%)

nc 6 (8,8%)
Haa tri tan hé trg (s6 bénh nhan, %)

DCX* 62 (91,2%)

EOX** 4 (5,9%)

PAR-CAR*** 2 (2,9%)
Muic d6 dap ung hoa tri (s6 bénh nhan, %)

Hoan toan 4 (5,3%)

M6t phan 60 (80%)

Kém 4 (5,3%)

Khéng dap ung 7 (9,3%)

3 vling (c6 + trung that + bung) 46 (68,6%)

2 vung (trung that + bung) 17 (25,4%)

Khéng dién hinh 4 (6%)

* DCX: docetaxel, cisplatin va capecitabine
** EOQX: epirubicin, oxaliplatin va capecitabine
*#% PAR-CAR: paclitaxel va carboplatin

Théi gian mé (phat) (td phan vi) 420 (370-455)

Tai bién 1(1,5%)

T8n thuong dong mach tii mat 1(1,5%)
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Két qud sém sau mo

K&t qui sém sau md dudc tém tit trong bang 3.
Ti 1&é ngudi bénh c6 di cin hach dén hon 40%.
TAt ci cdc trudng hgp déu dat duge dién cit khong
t& bao u (RO).

Khodng 1/3 ngudi bénh c6 bi€n chitng sau md,
trong d6 nhiéu nhat 12 khan ti€ng, 1o vét méd cd,
nhiém triing v&t md va viém phdi. Phan 16n ngudi
bénh khan ti€ng d&n nay déu ty hodi phuc sau vai
thang diéu tri noi khoa. Cic trudng hdp ro vét md
c8 déu dugc diéu tri noi thanh cong bing cich cho
ngudi bénh nhin dn uéng va dung khéng sinh. C6
3 ngudi bénh phii md lai: 1 ngudi bénh bi tran khi
mang phdi sau mé do v& kén khi phdi cAn phai m&
din lvu mang phdi, ngudi bénh sau d6 c6 viém phdi
hau phiu dugc diéu tri bing khang sinh, ngudi bénh
dn va xuit vién vio ngay hau phiu 17; 1 ngudi
bénh bi ro dudng chap ra c§ cin phai md lai vao
ngay hau phiu 4, ngudi bénh sau d6 dugc dicu tri
hau phdu 6n va xuat vién vao ngay hau phiu 22;
1 ngudi bénh sau m& c6 hoai tif mém da day mang
1én ndi  c6 va viém tuy cip ning, ngudi bénh dudgc
m& lai vao ngay hau phiu thtt 5, duge cit loc chd
hoai tf mém da day dé khau lai, md bung thim
sat, rira bung, din lwu, tuy nhién, sau mS nguvi
bénh ti€p tuc c6 diu hiéu nhiém tring ning, viém
phdi ning din va t vong vho ngay hau phiu 31.
(Béang 3)

Tuong quan k&t qua phiu thudt va bi€n ching
(Bang 4, Bang 5)

Ban luan

Ung thu thue quan 1a mdt ung thu c6 tién lugng
x4u, du dd cé nhiéu ti€n bo trong diu tri nhung ti
1& sdng 5 nam chi tit 12% dén hon 30% & Nhat [3],
[10], [18]. V&i cdc u con c6 thé cdt dudc, phiu thuat
12 phudng phép diéu tri chii y&u. Piéu tri tin hd trg
truc phiu thuat cdt thuc quan triét cin da tr§ thanh
diéu tri tiéu chudn ddi v6i cdc u giai doan ti€n trién
tai chd [11], [19]. Héa xa tri tAn hd tr¢ thudng dugc
stt dung & phuong T4y, trong khi & Nhat lai thudng
ap dung héa tri tn hd tr¢ hon [11], [17], [19]. Cd s&
cho viéc st dung héa tri tin hd trg & Nhat xuat phit

Bang 3. K&t qua sém sau mé
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Téng N
S8 hach nao dudc
(trung vi, khoang)
Cé 45 10 (2-43)
Nguc 63 16 (4-36)
Bung 63 7 (1-19)
T8ng hach nao hach 2 ving 17 25 (12-39)
Téng hach nao hach 3 ving 45 35 (11-79)
Di can hach 27 (42,9%)
(s6 bénh nhan, %)
Di can hach c8 45 3(6,7%)
Di can hach nguc 63 18 (26,9%)
Di can hach bung 63 22 (32,8%)
S6 hach di can 17 0 (0-5)
(nao hach 2 vung)
S6 hach di can 45 0 (0-11)
(nao hach 3 vung)
Bién chuing 23 (34,3%)
(s6 bénh nhan, %)
Viém phéi 6 (9%)
Tran khi mang phéi 1(1,5%)
Tran khi dudi da 4 (6%)
Nhiém trung vét mé 6 (9%)
Ro miéng néi c8 9 (13,4%)

Khan tiéng 16 (23,9%)
R0 bach huyét 1(1,5%)
Hoai tii mém da day 1(1,5%)
Viém tuy cap 1(1,5%)
TU vong s6m 1(1,5%)
(s6 bénh nhan, %)
S6 ngay ndm vién 11 (7-31)

(trung vi, khoang)
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Bang 4. Tuong quan két qua phau thuat gidia 2 nghién cliu cat
thuc quan

Nghién ciu Nghién ciu cit

hién tai thuc quan nao

hach 3 vung [7]

Thai gian méd (phut) 420 (240-600) 360 (280-450)

S6 ngay ndm vién 11 (7-31) 95+2,8
(trung vi, khodng)
Tai bién trong mé 1(1,5%) 2 (3,6%)

Bién chting
(s6 bénh nhan, %)

23 (34,3%) 21 (37,5%)

Viém phéi 6 (8,8%) 4(7,1%)
Ro miéng néi ¢8 9 (13,4%) 4(7,1%)
Khan ti€éng 16 (23,9%) 6 (10,7%)
R0 bach huyét 1(1,5%) 1(1,8%)
Hoai td mém daday 1 (1,5%) 0

TU vong s6m 1(1,5%) 1(1,8%)

(s6 bénh nhan, %)

Bang 5. Tudng quan két qua nao hach giGta 2 nghién cuiu cét
thuc quan

Nghién ciu Nghién ciu cit
hién tai thuc quan nao
hach 3 vung [7]
SG hach nao dugc
(trung vi, khodng)
Ccé 10 (2-43) 9,4
Trung that 16 (4-36) 13,8
Bung 7 (1-19) 7,2
S6 hach di can
1,4 2,9

(nao hach 3 vung)

Nguyén Vé Vinh Léc va céng su

tlr nghién ctu JCOG 9907 [1] cho thiy két qua 1am
ting ti 1& song 1au dai & nhitng ngudi bénh ung thu t&
bao gai thuc quén giai doan II/III. Tuy nhién, nghién
citu nay chi 4p dung phac db 2 thudc (cisplatin va
5-FU) va khi phén tich su hon thi k&t qua d6i véi
cdc ngudi bénh giai doan ti€n trién (giai doan III)
ciing khong ro rang. PE 1am r6 hon van dé, nghién
citu JCOG 1109 dang dugc ti€n hanh & Nhat nhim
so sdnh hiéu qua clia phdc dd 2 thudc, 3 thude va
héa xa tri trudc md, ddi tugng ngudi bénh ciing dudc
md rong tir giai doan IB dé&n IIIC [13]

J Bénh vién Chg Riy, tir 2018, ching toi ti€n
hanh héa tri tin hd trg cho cdc ngudi bénh ung thu
t€ bao gai thuc quin diéu tri tai khoa Ngoai Tiéu
héa va s6 trudng hgp cit thyc quan sau héa tri ciing
ting thém. Muc dich clia diéu tri tan hd tr¢ 1a lam
gidm giai doan u nguyén phat tao thuin 1gi cho viéc
cit bo triét cin khoi u, qua d6 lam gidm tdi phat va
kéo dai thdi gian s6ng 1au dai [12]. Tuy nhién, héa
tri tn hd trg c6 thé gy khoé khin cho phiu thuat do
c6 thé gay phit né va xd dinh md, tdng trang ngudi
bénh ciing c¢6 thé thay ddi sau héa tri [5], [9], [14].
Mot cdi ti€n khéc 1a viéc dp dung phiu thuat noi soi
trong cit thyc quan gin day da cho thdy c6 nhiéu
vu diém nhu: gidm tf 1& bi€n chiing ma dic biét 1a
bi&€n chitng hd hap, ting kha ning quan sit qua d6
ting mitc dd chinh xac khi phiu tich [8], [16]. Tuy
nhién, viéc 4p dung phiu thuat ndi soi cdt thuc quin
sau héa tri, dic biét 12 héa tri 3 thudc van chua dugc
b4o cdo nhiéu, theo hi€u biét clia chiing tdi, day la
k&t qua nghién ctfu dau tién & Viét Nam. Mot cach
tdng quan, k&t qua nghién citu cho thay phiu thuét
ndi soi cit thuc quan sau héa tri tan hd trg 12 an toan
va kha thi.

Trong nghién cttu clia chiing t6i, ban diu c6 75
nguGi bénh ung thu thuc quin giai doan 14m sang
tir IB dén IIIC du kién s& dugc héa tri tin hd trg
truSc va phiu thuat ndi soi cdt thuc quan sau. Nhung
khi phiu thuit ¢6 7 trudng hgp khong phiu thuat
dugc chi€m 9,3% va 1 trudng hgp khong ti€p can
ndi soi nguc dude phai thyc hién phiu thuat cit thuc
quin khong mé nguc. Nhitng trudng hgp nay c6 thé
1a do sai s& trong ddnh gia giai doan ban dau hoidc
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do bénh khong ddp ng v6i héa tri va ti€n trién. 67
ngudi bénh con lai dugc ti€p tuc phiu thuat cit thyc
quén, trong d6 ghi nhan gin 95% ngudi bénh c6 dap
tng hoan toan hodc mot phan vdi hoa tri tin hd trg.
Theo nghién JCOG 9907 [1] ctia Nhit, ti 1& dap Gng
sau héa tri tin hd trg véi 5-FU va cisplatin 12 38%.
Trong nghién citu ctia ching toi, chiing toi chua that
sw minh hoa dugc ti 1€ dap dng that sy clia hda tri tAn
hd trd, tuy nhién, s6 ngudi bénh ddp &ng vdi héa tri
kha nhiéu. Mt chi ti€t diang chi y 13 gin nhu toan
bd céc ngudi bénh cia chiing tdi déu dugc ap dung
phac d6 3 thuéc (DCX hodc EOX chi€m 97,1%) nén
rit ¢6 thé s& mang lai khd nang dap ng t&t hon phéc
dd 2 thudc truyén thong.

Pé tién cho viéc ban luin ti€p theo, ching toi s&
so sanh v4i nghién cttu trude day cia chiing toi qua
56 trudng hgp phiu thuat ndi soi cit thuc quin nao
hach 3 vung [7].

Vé két qud sém sau mé

Trong nghién cdu hién nay cda ching tdi, thdi
gian m§ trung vi 1a 420 phiit, c6 kéo dai hon thdi
gian md trung binh trong nghién ctu trudc day [7],
diéu nay phii hgp v6i quan di€m héa tri s& 1am phic
tap hon qud trinh phiu thuat. Tuy nhién, cling cin
chid ¥ ring trong nghién cttu hién tai cla ching toi
c6 10 trudng hdp st dung robot hd trg, do dé ciing
kéo dai thdi gian phdu thuat hon.

Mot k&t qua khdc trong nghién cttu hién nay 12
c6 1 ca bi tai bi€n tdn thuong dong mach tdi mat
trong md phai cit tii mat, chi€m ti 1& 1,5%. So vdi
nghién cttu trudc day [7], ti 1& tai bi€n dén 3,6%
(2/56 trudng hgp) gdbm 1 trudng hgp ton thuong 6ng
nguc va 1 trudng hop tdn thuong tinh mach cita thi i
1¢ tai bi€n trong phau thuat ndi soi cit thyc quén sau
héa tri khong cao hon, thAm chi loai tai bi€n ciing
nhe hon. Tuy nhién, cling cin chd y ring nghién
citu trudc day dugc thyc hién tif nim 2015 dén
2017, viéc kinh nghiém phiu thuat ngay cang nhiéu
hon c6 thé ciing 12 y&u t& gitp gidm tai bi€n trong
nghién cttu hi€n nay.

Ti 1& bi€n ching chung trong nghién cttu hién
tai 12 34,3%, trong d6, ti 1& cdc bi€n chitng quan
trong nhu khan ti€ng 1a 23,9%, rdo miéng ndi c6 1a

Két qua sdm ctia phau thuat néi soi cét thuc quan sau hda trj tan hé tro trong ...

13,4%, viém phf;i 9%. So véi nghién citu trudce [7],
ti 1¢ khan ti€ng, ro miéng ndi ¢S va viém phdi trong
nghién cifu 1an nay déu cao hon, tuy nhién sy ting
thém nay khong nhiéu va déu dudc diéu tri bdo ton
thanh cong. Ti 1& t vong chu phiu trong 2 nghién
citu ciing ¢6 vé tuong tu nhau (1,5% va 1,8%). K&t
qua nay ciing tuong ty nhu mot s& két qua cda cic
tdc gid khdc cho thdy hoa tri tan hd trg c6 &nh hudng
khong t6t d&€n tdng trang ngudi bénh cling nhu ting
dd kho cla phiu thuat, tuy nhién khong giy &nh
huéng ding ké d&€n két qui sém clia phau thuat noi
soi cit thuc quan [5], [9], [14].

Thoi gian ndm vién & cdc ngudi bénh c6 héa tri
tan hd trg ciing c6 vé l1au hon nhitng ngudi bénh
khong cé héa tri trudc. Piéu nay c6 thé 1a do i 1&
bi€n chitng & ngudi bénh c6 héa tri tdn hd trd hdi
cao hon nén cin thém thdi gian nim vién dé diéu tri.

Vé khd ndng nao hach

So véi nghién citu truGe day, nghién cttu hi€n tai
ctia chiing t6i cho thiy s& hach nao dugc khong thap
hon, nhung s6 hach di cin trung binh thdp hon. Piéu
nay cho thiy héa tri tin hd trg c6 gdy khé khin trong
phiu thuat nhung khong d4nh hudng dén chat lugng
nao hach, thAm chi héa tri tru6c con gidp gidm s6
hach di can va lam ting khad ning nao hach triét can
cho ngudi bénh.

K&t luan

PhAu thuat ndi soi cit thuc quén sau héa tri tan
hd trg 1a mot phiu thuat an toan va kha thi. Héa
tri tAn hd tr¢ mang lai ti 1& dép ing cao, gan 2/3 s6
ngudi bénh c6 dap tng hoan toan hoic mot phin,
gidm s& hach di cin do d6 c6 thé 1am ting ti 1& song
lau dai cho ngudi bénh. Héa tri tan hd trg c6 lam
ting do khé phiu thuat, tuy nhién khong lam gidm
chat lugng phiu thuat.
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