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Introduction

Abstract

Introduction: To evaluate results of treatment from our preliminary
experience of laparoscopic repair for intraperitoneal bladder rupture.
Materials and Methods: 31 patients with traumatic intraperitoneal bladder
rupture admitted to Da Nang Hospital from 1/2017 to 5/2020.

Results: 31 patients with average ages (mean + standard deviation) were
35.3 £ 9.0 years old. Operation time (mean =+ standard deviation) was 67.5
+ 25.5 minutes. Hospital stay (mean + standard deviation) was 9.5 + 0.7
days. No intra- or postoperative complications were noted. The successful
rate was 100%. Suprapubic cystostomy was placed in (mean + standard
deviation) 8.5 + 0.7 days

Conclusion: Laparoscopic repair of traumatic bladder rupture should
be performed in hemodynamically stable patients without associated
concurrent injuries.

heal spontaneously and could result in urinary

Blunt hypogastric trauma is the most common
cause of bladder rupture. This condition is rarely
isolated but usually associated with non-neuro-
organ injuries in more than 90% of cases. 83 to 95%
of bladder ruptures is related to pelvic fracture [4].
Sudden increase in intravesical pressure of a full
bladder by either a direct or an indirect force
against hypogastric region could lead to rupture of
the bladder even without pelvic fracture. Clinical
manifestations include macrohematuria, abdominal
pain and unable to urinate. Intraperitoneal bladder
rupture (IBR) should be surgically explored and

repaired immediately, hence the condition cannot

peritonitis. Laparoscopic repair of IBR resulting
from traumatic etiology is well known as safe and
efficient in specific cases. According to European
Association of Urology (EAU) Guidelines, this
procedure is recommended without other organ
damage in the abdomen [7].

With the advancement of laparoscopy and
endourology, laparoscopic bladder closure has
been described in the literature past decades.
Studies showed that this was less invasive
and efficient approach, as well as could be an
alternative for open surgery with sufficiently
exploratory ability.
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In 1994, Parra firstly reported good results
of this technique [10]. In Vietnam, Tri Dung Doan
described the first case in 2003. Following, Le
Linh Phuong Tran has reported series of 22 cases
in 2009 [1]. Since then, there has not been any
in-depth and complete research work, but just the
clinical case report.

At Da Nang hospital, laparoscopic repair of IBR
that we have widely performed in recent years.
For improving the quality of treatment for patients
with IBR, we conducted this study with the aim of
evaluating the surgical results and our experience
through management of simple bladder rupture by

laparoscopic surgery in our department.

Subjects and methods

This is a retrospective study on 31 patients who
were diagnosed with IBR and treated surgically
at Da Nang hospital in the period from 1/2017 to
5/2020.

Inclusion criteria

Patients were diagnosed with IBR by history
investigation, physical examination, diagnostic
imaging measures such as CT cystography, with or
without cystoscopy, and underwent laparoscopic
bladder repair.

Those who might have multi-injuries (for
example, pelvic fracture, extremity bone fractures,
head trauma) but without any intraabdominal
organ injuries.

Those who were hemodynamically stable.

Exclusion criteria

Those who were in unstable hemodynamic status.

Severe sepsis or peritonitis.

Contraindications for general anesthesia.

Previous abdominal surgeries.

We collected demographic characteristics (age,
gender, ..), clinical information (etiology, clinical
manifestation, time from accident to operation room, ...),
blood tests and diagnostic imaging modalities.

We described and evaluated based on surgical

approach, site and size of the rupture, operation time,
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drainage time, hospital stay, and early complications

(sepsis, hemorrhage).

Results

From 1/2017 to 5/2020, 31 patients who were
admitted to Da Nang hospital and diagnosed with
IBR met with inclusion criteria. All were male with
ages mean (mean * standard deviation) were 35.3
+ 9.0 (minimum was 19, maximum was 54), 64.5%
live in the city.

Road traffic accident was the most common
etiology (87.1% of cases), domestic accident caused
12.9% of cases (Table 1). Direct force was noted in

all patients.

Table 1. Etiology

Etiology Number of cases Proportion (%)
Road traffic accident 27 87.1
Domestic accident 4 12.9
Total 31 100

Clinical manifestation

27 patients (87.1%) complaint of abdominal
pain; of which, 8 (25.8%) had pain only in
hypogastric region and 19 (61.3%) had pain all
over the abdomen. 28 (90.3%) were unable to
urinate immediately after trauma and 3 did could
not urinate afterwards.

Most of the cases (96.7%) had rupture at
the dome of the bladder. 19 (61.3%) had linear
rupture, 3 (9.3%) had V-shaped rupture, and
9 (29%) had complicated rupture (Z-shaped,
T-shaped, Y-shaped, or branches). Length of the
rupture was 4.7 = 1.7cm, maximum was 8cm and
minimum was 2cm. 51.6% had small bleeding
on the edge of the tear, 4 (12.9%) was bleeding
strongly to a ray.
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Figure 1. IBR on retrograde cystogram (a) and CT scan (b)

Time from accident to operation room was less
than 6 hours in 25 cases (80.6%), 6 to less than
24 hours in 4 cases (12.9%), and over 24 hours
in 2 (6.5%) which were required cystoscopy and
laparoscopic exploration.

The first 10mm trocar was placed following

Hasson’s technique and 2 more trocars on the left
abdominal wall. In most of the patients, we performed
one layer running closure with Polyglactin (Vicryl)
suture. Minimum operation time 45 min, maximum
was 145 min, and mean + standard deviation was
67.5 £25.5 min.

Figure 2. Trocar positions and intraoperation images of IBR : a, rupture at the dome of the bladder; b, balloon of Foley catheter; c, Closure
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At the end of the operation, a drain was placed
in Douglas area along with cystostomy via 22Fr
Foley catheter. The drain was removed between 1
to 3 days later, mean * standard deviation was 1.5
0.6 days. Urinary catheter was removed on the first
day following surgery. Cystostomy was removed
between 8 to 10 days, mean + standard deviation
was 8.5 +0.7 days. No peri-operative mortality as
well as post-operative sepsis or hemorrhage was
noted. Hospital stay varied between 8 to 11 days,

mean + standard deviation was 9.5 + 0.7 days.

Discussion

Blunt bladder rupture is about 1.5% of all blunt
trauma. Most of them are associated with pelvic
fracture (80%), meanwhile, approximately 6% of
pelvic fractures are along with bladder rupture [8].
Traffic accidents are the most common cause (90%),
followed by falling, pelvic facture, and being hit on
abdomen. IBR is caused by direct force to abdomen
when the bladder is full and it is not likely to relate
to severe damages compared to extraperitoneal
rupture. The dome of the bladder is the most
vulnerable and mobile part, therefore, is most likely
to be teared.

The most popular sign of bladder rupture
was visible hematuria, there are usually signs
of pelvic fracture and abdominal retention. In
conscious patients, unable to urinate , abdominal
pain or suprapubic discomfort are common chief
of complains. No specific tests are available,
electrolyte disorders and renal dysfunction might
present. However, these are often found on late
stage of bladder rupture.

Whenever bladder rupture is suspected, further
tests should be performed. Urinary catheterization
would reveal macrohematuria in cases that blood in
the meatus is absent due to possible urethral trauma.
CT scan might be the imaging modality of choice
with the advantage of assessment intraabdominal
organs and pelvic bones. Sensitivity of CT scan

is 83% [8]. Standard criterion for diagnosing IBR
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is retrograde cystography especially in urinating
phase [5]. Quangliano et al studied cystography
and CT cystography and found the sensitivity and
specificity were unsignificant difference. They
suggested that CT cystography should be done as a
part of general abdomen CT scanning in suspension
of bladder rupture.

Intraperitoneal bladder rupture requires emergent
surgery because of leading to peritonitis risk and
being less likely to heal by itself [11]. However, in
certain situations, initial conservation is adequate.
Osman et al described case series of 4 pediatric
patients diagnosed with IBR who underwent urinary
conversion successfully. Bladder closure could be
performed by one or two layers with absorbable
sutures. Urinary conversion could be done via
urinary catheterization or suprapubic cystostomy. In
stable, uncomplicated bladder rupture, laparoscopic
repair should be the choice [7], [9].

Cystoscopy prior to laparoscopy could help in not
clear conditions. 2 cases in our series had indistinct
cystograms at the beginning; consequently, when
clinical manifestation was more obvious, they had
cystoscopy and laparoscopic exploration over 24
hours after admission.

Historically, standard management was open
bladder closure because of other intraabdominal
organ injuries. Laparoscopic bladder repair has
many advantages including short hospital stay, less
postoperative analgesics requirement, cosmetic and
cost-effectiveness. It also provides sufficient view
of the tear and intravesical mucosa also.

Nasogastric tube insertion, general anesthesia
and Trendelenburg position were done before
placing the first trocar. The next 2 trocar position
varies between surgeons and institutions. We
placed the first umbilicam trocar site with the
diameter of 10m.The 2nd and 3rd trocar (5 mm)
were placed in the left pelvic fossa and the left
rectal abdominal muscle (umbilical level).The
placement of the 2nd and 3 rd trocars can be

flexible depending the location and serious level
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of the bladder lesion. Comparing with the national
and international colleagues (Table 2), our trocar
placement is different. According to the EAU
Guidelines, one or two suturing layer depends on
surgeon experience; however, bladder closure
by absorbable suture with 2 layers shows most
safety [7]. The closure then should be checked for
leakage by filling the bladder with 200 to 300 mL
normal saline.

To our knowledge, laparoscopic repair of IBR

reported are case studies. Parra was the first who
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described the procedure in 1994 with etiology
included traumatic or iatrogenic causes. Wirth
reported one case requiring open surgery because
of intestine injury was found on laparoscopic
exploration. Cystoscopy is not always necessary
as long as bladder neck is adequately assessed.
Volpe suggested urinary conversion via either
urinary catheterization or cystostomy had good
outcome [1]. In our study, removal of urinary
catheter on the day following operation in order to

avoid urethral stricture.

Table 2. Literature review of laparoscopy to repaire bladder rupture

Author n Trocars Length of the Type of Hospital Type of the Complication
positions rupture (cm) the urinary stay (day) suture/ Material
catheter/ time
to remove
(day)
Wirth et al. 5 N/A N/A N/A N/A N/A 01 patient with
[12] bowel injury
(conversion to
open surgery)
Kim et al. 6 2 sides 6,4 Bladder 5 One layer No
[6] suprapubics catheter/ 5 continuous suture/
days polyglactin 3-0
Golab et al. 4 2 sides 05-1,5 Bladder 3-5 One layer No
3] suprapubic catheter/ 7 interrupted suture/
days polyglactin 3-0
Cottam et al. 1 N/A 4 N/A 2 Two layers/ N/A No
[2]
Parra et al. 1 N/A 1-15 Bladder 1 Two layers No
[10] catheter/7 continous suture/
days polyglycolic acid
Tran Le Linh 22 2 sides 1,5-10 Bladder 7,3 1/2 one layer, 01 conversion
Phuong et suprapubics catheter/ 8,7 15/22 interrupted to open
al. [1] days suture / 86,4% surgery
polyglactin 3-0
Our series 31 2 trocars in 2-8 Suprapubic 9,5 One layer No
the suprapubic catheter/ 8,5 continous suture/
left days polyglactin1
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Itis important to address that laparoscopic bladder
repair should only be performed in uncomplicated
and hemodynamically stable conditions.

In summary, laparoscopic repair of IBR is
a feasible approach in careful selection cases.
Uncomplication, trigone area intact are safety
factors for laparoscopic suturing. Benefits of the
procedure are short hospital stay, less pain, short

recovery period, and cosmetic.

Conclusion

Laparoscopic repair of IBR should be considered
as an alternative to open surgery. We hereby showed
that this procedure is safe, effective and should be
applied more frequent in selected patients.
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Tém tat

Dt vdan dé: Pénh gia k&t qua phiu thuat va kinh nghiém clia chiing t6i qua
khau v& bang quang don thuin bing phiu thuit noi soi.

Phitong phdp nghién ciru: 31 ngudi bénh nhap vién cip cifu vi v& bang
quang trong phiic mac don thuin, dugc phau thuat cAp cttu va diéu tri tai
khoa Ngoai ti€t niéu Bénh vién Pa Néng tr 1/2017 dén 5/2020.

Két qud: 31 ngudi bénh véi do tdi trung binh lic nhap vién 1a 35,3 = 9,0
tudi; Thoi gian phﬁu thuat trung binh la 67,5 = 25,5 phit; Thdi gian nim
vién trung binh 12 9,5 + 0,7 ngay; Khong c6 bi€n chitng trong va sau mé. Ty
1& thanh cong phiu thuat 100%. TAt ci ngudi bénh dugc rdt dan lvu bang
quang trung binh 8,5 + 0,7 ngay.

Két ludn: Phiu thut ndi soi khau v& bang quang trong phic mac 1a phiu
thuat it xam 1&n, c6 thé chi dinh trong phiu thut cap cifu v& bang quang don
thudn, huyé&t dong 6n dinh.

Pat van dé

Nguyén nhan phd bi€n nhat clia v3 bang quang
12 chin thuong kin ving bung dudi. Nhitng ton
thuong nay hi€m khi don doc ma di kém véi cic
t6n thuong cd quan khic khong lién quan dén than
kinh > 90% trudng hdp. PhS bién nhit 1a giy xuong
chau trong 83 — 95% trudng hgp [4]. Téng 4p luc dot
ngdt khi bang quang dy vdi tic dong truc ti€p hodc
gidn ti€p vao ving bung dudi gdy vd bang quang
trong phiic mac c6 thé khong kém theo chin thuong
khung chau. Dau hién 1am sang clia vd bang quang
gdm tiéu mdu dai thé, dau bung va khong ti€u dugc.
V& bang quang trong phiic mac nén dugc phiu thuat
thim sit vd stfa chita tdn thuong ngay, vi chiing
khong thé tu lanh va din d&€n viém phiic mac nudc
ti€u. Phiu thuat ndi soi khau v& bang quang trong

phiic mac do chan thuong 1a mot ki thuat da dudc
chitng minh, an toan, hiéu qua trong diéu kién thich
hop. Theo huéng din cta hoi ti€t niéu than hoc
Chau Au vé chin thuong hé ti€t niéu, phiu thuat
ndi soi khau v& bang quang trong phic mac dugc
khuy&n cdo néu khong kém céc tdn thuong co quan
khéc trong & bung [7].

V6i da phat trién ctia phAu thudt ndi soi néi
chung va phiu thuit nodi soi ti€t niéu ndi riéng,
khau bang quang v& qua ndi soi 8 bung dugc cic
tdc gid bdo cdo trong nhitng thap ki gn day. Nhiéu
bdo cdo dd khéng dinh khiu bang quang qua noi
soi & bung c6 hiéu qua tot, c6 thé thay th€ mé md
ma khong bd sét tén thuong cdc tang khic trong &
bung, déng thdi day ciing 12 mdt k¥ thuat it xAm hai
cho ngudi bénh.

Tap chi Phau thuat ndi soi va Noi soi Viét Nam (2021) S6 1 - Tap 11; 87 - 93 87



Danh gia két qua phdu thuét ndi soi khadu vé bang quang trong phtic mac tai Bénh vién Ba Néng

Trén thé gidi, Parra (1994) 1an diu tién mo ta
phau thuat ndi soi khau bang quang cho k&t qua kha
quan [10]. Tai Viét Nam, Poan Tri Diing (2003)
bdo cdo trudng hgp dau tién, Trin Lé Linh Phuong
(2009) mo ta 22 trudng hgp khau bang quang bi v3
trong phiic mac qua ndi soi [1]. Tir d6 d&€n nay, chua
c6 mot cong trinh ndo nghién cifu sau va diy dd ma
chi dirng lai 1a bdo céo trudng hgp 1am sang.

Tai Bénh vién Pa Ning, phdu thuat ndi soi &
bung khau v3 bang quang trong phiic mac la mot ki
thuat trong phiu thuat niéu khoa da dugc chiing toi
st dung rong rdi trong nhi€u nim trg lai day. Nhim
nang cao chit lugng diéu tri cho ngudi bénh v& bang
quang, chiing tdi ti€n hanh dé tai ndy nhim muc
tiéu danh gia k&t qua phiu thuat va kinh nghiém cia
chiing t6i qua khau v& bang quang don thuin bing
phau thuat ndi soi tai co s& ciia ching toi.

DGi tugng va phuong phap nghién cuu

Nghién cttu hdi ctu 31 ngudi bénh bi v& bang
quang trong phiic mac dudc chin doan va diéu tri tai
Bénh vién Da Ning tir thdng 1/2017 d&n thang 5/2020.
Tiéu chuéin chon bénh la tit cd ngudi bénh nhap vién
c6 v3 bang quang trong phic mac don thuin dudc
chén dodn bing 1am sang, khai thac bénh st, chup
bang quang cét 16p vi tinh (CT cystography), c6 hay
khodng c6 kém soi bang quang va dugc phau thuat noi
soi & bung khau v& bang quang. Cdc ngudi bénh nay
6 thé & trong bénh canh da chin thuong (gdy khung
chau, xuong chi, chin thuong so nio..) nhung khong
kém cac thudng ton tang khic trong & bung, c6 huyét
dong 6n dinh. Tiéu chuéin loai trir bao gdm: nhitng
ngudi bénh c6 r8i loan huyét dong, chong chi dinh
clia gdy mé, viém phiic mac hay nhiém khu#n huyét,
tién cin phau thuat viing bung, tinh trang huyét dong
khong &n dinh sau hdi sic tich cyc.

Céc dit liéu nghién cttu bao gdm: Nghién cttu dic
diém chung (tudi, dia du,...), cdc dac diém lam sang
clia v8 bang quang trong phic mac (nguyén nhin
chan thuong, triéu ching 1am sang ldc kham bénh,
thdi gian tir khi chin thuong dén lic phiu thuat),
dic di€m can 1am sang (cong thic mau, sinh héa

méau, chdn dodn hinh 4nh (siéu am, chup cit 16p vi

Cao Van Tri va céng su

tinh (CT scan), chup bang quang thong thudng hodc
bing CT, ...).

K&t qua clia nghién cttu 1a phuong phip phiu
thuat, vi tri ton thuong bang quang, kich thudc dudng
rach, thdi gian phAu thuit, thdi gian rit thong din luu 6
bung, din Ivu bang quang, thdi gian nim vién, cic bién

chiing sém ctia phiu thuat (nhiém khuin, chdy mau).

Két qua nghién cuu

Mot s§ dic diém chung: Tir thang 1/2017 dé&n
thang 5/2020 c6 31 nguGi bénh bi v bang quang
trong phic mac dugc chin dodn va diéu tri tai Bénh
vién Pa Ning thda man céc ti€u chudn chon miu, d6
tudi trung binh clia cdc ngudi bénh 1a 35,3 + 9,0 tudi
(nhd nhat 19 tudi, 16n nhit 54 tudi), tat cd ngudi bénh
12 nam; 64,5% s& ngudi bénh sdng & thanh pho.

V& nguyén nhin chin thuong, tai nan giao thong
chi€m ti 1& cao nhat 87,1%, tai nan sinh hoat 12,9%
(Bang 1), trong d6, co ché chan thuong truc ti€p
chi€m 100%.

Bang 1. Nguyén nhan chan thuong

Nguyén nhan chan thuong S8 bénh nhan Ty 1é (%)
Tai nan giao théng 27 87,1
Tai nan sinh hoat 4 12,9
Téng 31 100

Vé dic di€émlam sang, c6 27 trudng hgp (87,1%)
c6 triéu chitng dau bung, trong d6 cé 8 trudng hop
(25,8%) chi dau viing ha vi va 19 truGng hdp (61,3%)
dau khip & bung. C6 28 trudng hop (90,3%) khong
ti€u dugc sau chan thuong, 03 trudng hdp con lai lic
dau di ti€u dugc nhung sau d6 bi tiéu (9,7%).

Pa s6 trudng hdp (96,7%) bang quang rich &
viung chép. C6 19 trudng hgp (61,3%) dudng rich
thing, 3 trudng hdp (9,7%) vét rach hinh chit V, c6
9 trudng hgp (29,0%) sang thuong phiic tap (v€trach
hinh chit Z, chit T, chit Y, chan chim). Chiéu dai vét
rach tir 4,7 £ 1,7 cm, trong d6 v&t rach dai nhit la 8
cm, ngdn nhat 1a 2 cm. C6 51,6% trudng hgp dang
chdy mau ri rd tai mép vét rach, c¢6 4 trudng hgp
(12,9%) méau phun manh thanh tia.
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Hinh 1. V6 bang quang trong phtic mac trén phim chup bang quang ngugdc dong théng thudng (a) va CT (b)

Thoi gian tif Iic chin thuong dén lic can thiép
phiu thuat: 25 trudng hgp mé trudc 6 gis (80,6%),
4 trudng hop (12,9%) mé tr 6 — 24 gid va 2 trudng
hdp (6,5%) dugc md sau 24 giS (cin soi bang quang
va ndi soi & bung chdn dodn).

Chiing t6i st dung trocar rén (10 mm) bing

phudng phdp md Hasson, 2 trocars (5mm) & ciing
bén thanh bung trai. Hiu hét cdc trudng hop ching
t6i khau mot 16p bing chi Polyglactin (Vicryl 1)
mii khau lién tuc. Thdi gian m3 ngidn nhat 1a 45
phit, dai nhdt 1a 145 phit, trung binh 1a 67,5 =
25,5 phiit.

Hinh 2. Vi tri céc trocars va view ndi soi clia mét truéng hgp v6 bang quang trong phuc mac: a, dudng rach & dome bang quang;

b, bong catheter qua vét rach; ¢, dudng khau két thic
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Sau m&, ching t6i dat mot din lvu & Douglas va
mot din Ivu bang quang trén xwong mu sonde Foley 22
Fr. Din luu § bung dudc rit s6m nhat 1a 01 ngay, cham
nhat 1a 03 ngay, trung binh 1a 1,5 + 0,6 ngay. Thong
niéu dao dugc rit vao ngay diu tién sau md; din luu
bang quang dudc rit sém nhat 1a 8 ngay sau mé, tré
nhét Ia 10 ngay, thdi gian trung binh 1a 8,5 + 0,7 ngay.
Khéng c¢6 ngudi bénh nao t& vong trong thdi gian chu
phau. Khong trudng hgp nao chdy mau, nhiém khuin
sau mS. Thdi gian ndm vién ngin nhit 12 08 ngay,
nhiéu nhit 1a 11 ngdy, trung binh 1a 9,5 + 0,7 ngay.

Ban luan

Chan thuong bang quang chi xdy ra khodng
1,5% ctia tat ca chin thuong kin. HAu hét cic chin
thuong nay xay ra dong thdi v6i chan thuong khung
chau (80%), trong khi kho&ng 6% ngudi bénh chan
thuong khung chiu cé chin thuong bang quang [8].
Tai nan xe 12 nguyén nhan phd bi€n nhat (90%), sau
d6 1a té ngd, chan thuong cong nghiép/ chin thuong
khung chu va cic ci ddnh khédc vao bung. V& bang
quang trong phiic mac do mdt cd danh/ chin thuong
viing bung khi bang quang day va it c6 kha ning
lién quan vdi chan thuong ning so vdi vd ngoai phic
mac. Chém clia bang quang (mit trén) 1a phan yé&u
nhét va di dong, 12 vi tri d€ bi v3 nhat.

DAau hiéu thudng gip nhit clia vd bang quang la
d4i mau dai thé, thudng c6 diu hiéu chan thuong
viing chau hoic ving ddy chau va c6 thé bung
chuéng. N&u ngudi bénh tinh tdo va khong dit noi
khi quan, ho ¢6 thé phan nan vé tinh trang khong di
ti€u dudgc, dau bung hodc khé chiu viing trén xuong
mu. Céc xét nghiém khong dic hiéu, c¢6 thé r5i loan
dién gidi va suy gidm chitc ning than. Tuy nhién,
nhitng xét nghi€ém nay thudng gdp hon khi vd bang
quang dudc phat hi€én mudn.

Né&u nghi ngd chan thuong bang quang, budc
ti€p theo 1a chidn dodn x4c dinh. Bit thong niéu
dao d€ chin dodn ti€u mau dai thé n€u khong c6
chdy mdu miéng sdo vi c6 thé c6 chan thuong niéu
dao keém theo. Chup CT scan la mot phuong ti€n
d€ chan doan. Uu di€m cda CT scan 12 biét dugc

cdc chan thuong cdc tang khic trong & bung va xéc
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dinh cdc ving xudng chiu gdy. P6 nhay cia CT
scan d€ chin dodn chdn thuong bang quang 13 83%
[8]. Tiéu chudn vang d€ chin dodn v3 bang quang
trong phic mac la chup bang quang ngugc dong.
Sau khi dédt thong niéu dao, bom 300 — 400 ml
chit cdn quang, chup phim thing va chup nghiéng
trong khi bang quang dugc lam day. Chup phim
thi di ti€u rd't can thi€t d€ chidn dodn xdc dinh v3
bang quang c6 thé bi che 14p bdi bang quang cing
[5]. Trong khi d6, chup bang quang bing CT (CT
cystography) thi khong cin chup bang quang thi
nay [5]. Mot nghién cttu cia Quagliano va cdng su
da so sdnh chup bang quang thong thudng va chup
bang quang bang CT [11]. Ho nhan dinh ring do
nhay va d6 dic hiéu tuong duong, 1an ludt cho c
2 phuong phép 12 95% va 100%. Céc tic gia ciing
khuyé&n céo nén k€t hgp chup bang quang bing CT
nhu mdt phin cda cia CT bung/ khung chiu trong
chin dodn chin thuong bung kin nghi ngd chan
thuong bang quang, do d6 sé khong cin chup bang
quang thong thudng nira. Hinh 4nh v3 bang quang
v6i thudc cin quang sé& phét thio cdc cd quan trong
3 bung, bao gdm rudt non, rinh dai trang va xung
quanh gan.

Trong thyc hanh 1am sang chuén, v& bang quang
trong phiic mac can dudc phau thuat ngay vi chiing
c6 thé din d&€n viém phiic mac héa chit va it c6 kha
ning lanh né€u chi chuyén luu nudc ti€u don thuin
[11]. Tuy nhién, trong mdt s& trudng hgp, ti€p can
bao ton ban diu cé thé dugc thuc hién. Osman va
cong sy mo ta bdn trudng hdp vd bang quang trong
phiic mac § tré em dudc diéu tri bing chuyén luu
bang quang don thuin, tranh dudc phiu thuat [9].
Bang quang dugc khau mot I6p hodc hai 16p véi chi
tiéu. Bang quang dudc chuyén luu nudc tiéu bing
thong niéu dao hodc din lvu bang quang trén xuong
mu. N€u tinh trang ngudi bénh 8n dinh, chi nghi ngd
v3 bang quang don thudn, phAu thuit ndi soi c6 thé
ti€n hanh d€ sira chira thuong tn [7], [9].

Trudc khi ti€n hanh ndi soi 8 bung, soi bang quang
c6 thé gitip x4c dinh vi tri thuong tén. Vi tri phd bién
nhat 12 & chép bang quang (dome), ndi ma dé dang
khau bing noi soi. Tuy nhién, soi bang quang gitip
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bdc 19 vi tri khé khau, nhu gin ¢8 bang quang hoic
10 niéu quan. Chiing t6i c6 2 trudng hdp phau thuat
sau 24 gid do hinh 4nh &m tinh gid trén phim chup
bang quang. Sau khi ngudi bénh nhap vién tai khoa
chan thudng, cdc triéu ching ti€t niéu va bung rd
rang hon. Céc ngudi bénh nay dudc chuyén soi bang
quang va ndi soi § bung tham sat. (Bang 2)

Tiéu chuidn vang diéu tri trudc day 12 mS bung
khau bang quang bdi vi chiing thudng x4y ra vdéi
cdc ton thuong khdc trong & bung. Tuy nhién, v&i
su ra dSi clia phAu thuat ndi soi, phiu thuat ndi soi
khau v3 bang quang trong phic mac da tr§ thanh
hién thyc. Phau thuat ndi soi § ngudi bénh dn dinh
¢6 nhiéu vu di€m, ching han thdi gian nim vién
ngin, gidm st dung thudc gidm dau sau phau thuat,
sém tré vé v6i hoat dong hing ngay va gidm chi

Danh gia két qua phdu thuét ndi soi khau vé bang quang trong phtic mac tai Bénh vién Ba Néng

phi nim vién. Pac biét phiu thuit ndi soi c6 thé
thdy rd niém mac bang quang va vi trf chdy mdu
dé€ xt tri. Nhd vao nodi soi ma cé thé chdn dodn va
gidi quyét thuong tén trong & bung mot cich hiéu
qué ma khong cin st dung mot dudng mS qud 16n
(dudng gitta trén va dudi ron). Nhd vao khd ning
quan sit va ti€p can céc tang trong § bung rd rang,
6 thé khau an toan véi ty 1& bi€n ching thap, lanh
seo nhanh chéng va khong c6 bién chitng da dua
phiu thuat ndi soi § bung khau bang quang vd trong
phiic mac trd nén vu chudng. Khi thyc hién noi soi &
bung trong bénh canh chin thuong bung kin, chiing
ta van c6 thé cdt loc cdc v&t rach nham nhd va 14y
mo gt gidi phAu bénh 1y rd rang.

Trudc md, ngudi bénh duge dit thong miii — da
day va hiit sach da day tru6c khi dat trocar diu tién.

Bang 2: Tom tat cac trudng hgp khau vé bang quang ndi soi trong y van

Téac gia n Vi tri trocar Chiéu dai Chuyén luu Thdi gian Kiéu khau/ chi Bién chiing
thao tac duéng rach nuéc tiéu/ nam vién chu phau
(cm) time rut
Wirth et al. 5 Khéng ré Khéng ré Khéng ré/ Khéng ré Khéng ré 1 trudng hop
[12] khéng ré chuyén mé mé
do v& rudt
Kim et al. 6 2bénhdchdu 6,4 (trung binh)  Sonde niéu 5 1 16p mi lién tuc/ Khéng
[6] dao/ 5 ngay polyglactin 3-0
Golab et al. [3] 4 2bénhéchau 0,5-1,5 Sonde niéu 3-5 1 16p mai roi/ Khéng
dao/ 7 ngay polyglactin 3-0
Cottam et al. 1 Khéng ré 4 Khoéng ré/ 2 2 I6p/ khéng roé Khéng
[2] khéng ré
Parra et al. 1 Khoéng ré 1-1,5 Sonde niéu 1 2 I6p mdi lién tuc/ Khoéng
[10] dao/7 ngay polyglycolic acid
Tran Lé Linh 22 2 bén hé chau 1,5-10 Sonde niéu 7,3 Y% 116p, 15/22 1 trudng hop
Phuong et al. dao/ 8,7 ngay mdi rdi, 86,4% mé mé
[1] (trung binh) polyglactin 3-0
Chung t6i 31 Cung bén trai 2-8 Dan luu bang 9,5 1 16p, mi lién tuc, Khéng
quang/ 8,5 polyglactin1
ngay (trung
binh)
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PhAu thuat dugc thuc hién véi gdy mé toan than,
ngudi bénh nim & tu thé Trendelenburg. Phau thuat
vién ding bén trdi ngudi bénh. Ching td1 dit trocar
diu tién & r6n ¢6 kich thudc 10 mm. Trocar thit 2 va
thit 3 (5 mm) & hd chau trdi va by ngoai co thing
bung trdi (ngang ron). Vi tri cla trocar thi 2 va 3 ¢6
thé thay d6i tiy theo vi tri v mifc dd rach cia bang
quang. So vdi céc tac gid trong va ngoai nudc (bang
2), vi tri dit trocar cda ching t6i cé sy khac biét.
Theo huéng din cda hdi niéu khoa chau Au, khau
bang quang mdt 16p hay hai 16p tuy theo théi quen
clia phiu thuat vién, tuy nhién khau bang quang hai
16p bing chi tiéu cham s& dat do an toan cao nhat
[7]. Mot s8 tdc gia cho rang khau 2 16p sé& kin va
it xi nu6c tiéu. Cdc tic gid con lai quan niém chi
khau bang quang mot 16p 14y sdu cd niém mac va
thanh co di kin ciing vin thanh cong. Sau khi khau
xong, bom 200 — 300 dung dich NaCl 0,9% vao bang
quang, néu con xi s& khau ting cudng thém. Piéu
quan trong 1a phai chuyén luu nudc tiéu that hi¢u
qud. Trong khi phdu thuit, ching tdi hiit sach dich
& phiic mac, 14y hét méu cuc trong 10ng bang quang
va 8 phiic mac, sau d6 rira sach § phic mac bing
NaCl 0,9%. Ching t6i dit 1 dan luu & Douglas ra 16
trocar  hd chau trai.

Sau khi rit din luu bang quang va theo ddi,
ngudi bénh c6 thé tiéu dugc ngay, khong c6 cdm
gidc kich thich hay dau dudng vat. Trong thdi gian
nim vién, ngudi bénh it c6 cdm gidc dau vét md,
cham séc¢ hau phiu d& va tinh thim my cao. Khong
ghi nhan trudng hgp nao nhiém khuén, chdy méu
sau md. 19/31 trudng hop (61,3%) khdng cé triéu
chitng dau bung trong ngay dau, s con lai sau 02
ngay khong con tri€u chiing dau bung nita.

Hién nay, cdc bdo cdo vé khau v& bang quang
trong phiic mac do chén thuong trén th€ gidi ciing
nhu Viét Nam déu dirng lai bdo céo trudng hop 1am
sang. Theo y vin (bang 2), trudng hgp v3 bang quang
dugc phau thuat ndi soi dau tién bdi Parra (1994). Co
ché& chan thuong gdm chin thuong kin, chan thuong
do thay thudc gay ra trong cit hoic sinh thi€t u bang
quang. T4t c4 cdc ngudi bénh déu c6 huyét dong 6n
dinh véi thuong t6n déu don thuin. Mt trudng hop

Cao Van Tri va céng su

dugc mo tA bdi Wirth phai chuyén sang md md khi
thdm sit ndi soi ban dau thay ruodt bi tdn thuong. Soi
bang quang khong bit budc, mién la thim sat bang
quang, dic biét 12 viing c6 bang quang trong lic m&.
Phan 16n, kich thu6c dudng v& thudng nhd, nhung
nhitng kich thudc 16n 10 cm ciing thanh cong. Pa s6
céc tic gid déu nhat tri phai thim sit dd va khau lai
cic thuong tdn cia bang quang, nhung dé chuyén
lutu nu6e ti€u sau mé thi theo Volpe, ngudi bénh dat
thong niéu dao ciing c6 két qua tdt nhu chuyén luu
bing thong din luu bang quang trén xuong mu [1].
Trong nghién ctfu clia chiing toi, tit cd ngudi bénh
dugc chuyén luu nuéce tiéu bing din luu bang quang
dé riit sonde niéu dao sém, tranh nguy cd hep niéu
dao sau nay. Ngoai trudng hdp chuyén md md clia
Wirth va Tran Lé Linh Phuong (khong r& nguyén
nhan), khdng c6 bao cdo vé bi€n chitng chu phiu va
thdi gian ndm vién tuong d6i ngdn.

CAn nhin manh ring, phiu thut ndi soi khau
v3 bang quang trong phidc mac chi nén thyc hién
& ngudi bénh &n dinh v6i vét rach bang quang don
thudn hoic kém cic tdn thuong khéc t&i thi€u. Phiu
thuat ndi soi khong dugc khuyé&n cic & nhitng ngudi
bénh da tén thuong khac, huyét dong khong dn
dinh, gdy xuong chiu mat vitng hodc khdi mdu tu
viung chau.

Tém lai, phau thuit ndi soi khau v& bang quang
trong phic mac 1a mot lya chon thich hgp ¢ nhitng
ngudi bénh duge chon cin than, 8n dinh ¢6 thé trai
qua dugc phAu thuat ndi soi. Chan thuong bang
quang don thuin, xa tam gidc bang quang, 15 niéu
quédn 12 an toan khi khau noi soi. Lgi ich clia phdu
thuat 12 gidm dau sau md, thdi gian nim vién ngdn

hon, phuc hdi nhanh hon va tinh thim m§ cao.

Két luan

Phiu thuat ndi soi khau v& bang quang trong
phiic mac 12 mot tuy chon thi€t thyc thay cho phiu
thuat md truyén thong, dic biét 1a xu huéng phiu
thuat it xAm 1&n. Ching t6i dd ching minh dugc
phiu thuat noi soi khau v& bang quang c6 thé dugc
stt dung mdt cach an toan va hiéu qua. Nhitng uu

di€m so vdi md md 1a khong thé chdi cii. Chiing toi
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khuyén nghi né dudc sit dung thudng xuyén hon &
nhifng ngudi bénh thich hgp.
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