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Abstract
Introduction: The aim of study was to evaluate the safety and feasibility 
of transanal total mesorectal excision (TaTME) for middle and low rectal 
cancer at Binh Dan Hospital.
Patients and methods: Case series of all rectal cancer patients who underwent 
TaTME from January 2019 to July 2020 enrolled. 
Results: There were 21 patients (17 men and 4 women). The median age of 
patients was 58 years. The average surgical duration was 264 minutes [210 - 
480]. The average blood loss was 168 ml [100 - 210]. The average hospitalization 
duration was 9.42 days [8 - 16]. There were 2 cases of complication as 
anastomotic leakage (9.5%) that responded well with conservative treatment. 
The ratio of R0 resection margin was 100%. There were two cases of positive 
postoperative circular resection margin (CRM) accounting for 9.5%. The 
average number of harvested lymph node were 12.34 [9 - 22].
Conclusions: TaTME could be performed safely with good oncological 
results for rectal cancer. This surgery has advantages for patients with 
narrow pelvis or obesity.
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Introduction
Colorectal cancer stands at the 3rd place among 

frequent malignancies in the world. Annually, there 
are nearly 1.4 million new cases and about 694.000 
deaths related to colorectal cancer. Nearly 1/3 cases 
of colorectal cancer is at the rectum [6]. For about 
40 recent years, colorectal cancer has been with 
a very poor prognosis at the time of diagnosis and 
treatment with about local recurrence rate of 40% 
and 5-year overall survival rate of 50%. 

In 1982, Heald et al. applied the technique of 
Total Mesorectal Excision (TME) in the treatment 

of colorectal cancer [7]. This technique was to resect 
completely en bloc all rectum and its mesentery 
by dissecting along nonvascular cavity in order to 
cover all the mesorectum and it has been becoming 
a standard in the treatment of colorectal cancer.

Laparoscopic TME with up-to-down approach 
does not meet the requirements in terms of oncology 
for patients with low rectal cancer. Challenges 
are common among patients with narrow pelvis, 
obesity, massive tumor and after preoperative 
chemoradiotherapy. In such cases, approaching to the 
low level of the rectum and pelvis should be extremely 
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difficult leading to an incomplete rectal mesenteric 
excision, an incorrect identification of a safe distance 
from the lower margin of tumor and simultaneously a 
very low rate of sprincteric preservation. 

In 2010, De Lacy [4] et al. introduced a total new 
surgical technique as transanal total rectal mesenteric 
excision based on the down-to-up approach. The 
simultaneous anal and abdominal approaches showed 
potential benefits for low and middle rectal patients. 
Those promising results contributed into a widely 
application of this technique around the world. 

In Vietnam, there were some studies on TaTME 
(Transanal Total Mesorectal Excision) such as 
Nguyen Anh Tuan from Central Military Hospital 
108[2], Ho Huu Thien from Hue Central Hospital 
[1]. Aim of our study was to report initial experience 
on 21 patients who underwent TaTME technique for 
rectal cancer at Binh Dan Hospital. 

Patients and methods 

Patients: 
21 patients with low and middle rectal cancers 

underwent TaTME surgery in the Department of 
Digestive Surgery, Binh Dan Hospital from January 
2019 to July 2020. The definitive preoperative 
diagnosis was confirmed by colonoscopy and biopsy. 
Preoperative staging was made by pelvic MRI, 
abdominal MSCT. Selection criteria: Tumor stage ≤ 
T3, endoscopic distance from anal margin ≤ 10 cm.

Methods: Prospective case series report. 
Surgical technique: 
There were 2 main steps: laparoscopy via anal 

and abdominal approach
Step 1: Abdominal laparoscopy 
Patient was placed in the Trendelenburg position 

with head declined at an angle of 300 and all small 
intestines were folded towards the right side for 
a clear visualization of Treitz angle. Clips were 
placed and resected the inferior mesenteric vein 
at its origin below the pancreatic lower border. 
Mobilized the splenic plexure. Clips were placed 
and resected the mesenteric artery at its origin. 
Mobilized the left colon and the rectum downward 

to the peritoneal folds. Following the correct surgical 
plane while dissecting the surfaces: posteriorly into 
the cavity between mesorectal fascia and presacral 
fascia, anteriorly the rectum from bladder and 
seminal vesicles (possible anterior or posterior 
Denonvilliers fascia). All patients underwent the 
ileostomy protection. 

Step 2: Laparoscopy through anus
Placed Lone Star retractor, located the tumor, 

sutured the pouch to close the rectal mucosa about 1 
cm below the tumor, wash the anal stump. Dissected 
over rectal layers at 1cm below the suture towards 
the exterior face of mesorectal fascia and upwards 
until having enough space to place the TEO device 
system of Karl Storz Ltd. Pump CO2 with pressure of 
6 - 8mmHg, place 300 scope and harmonic scalpel. 
Separated the urethra-rectal muscle and coccy-rectal 
muscle to enter into the avascular cavity then follow 
the external face of mesorectal fascia until passing 
through peritoneal fold in the anterior face while pay 
attention to preserve neurovascular tissue. Pulled 
out the tumor via anus, made the sigmoid colo-anal 
anastomosis by circular stapler or by hand. 

Results 

From January 2010 to July 2020, there were 21 
patients (17 males and 4 females) with rectal cancer 
who underwent TaTME. 

Table 1. Patients’ characteristics

Age 58 ± 9,20 years old [42 – 79]

Gender
Male 17 cases (80,95%)

Female 4 cases (19,05%)

BMI 21,53 ± 4,24 kg/m2 [20 - 31]

Distance from anal margin 5,34 ± 1,12 cm [3,5 – 9]

Extension of the tumor

T1 0 (0%)

T2 5 cases (23,81%)

T3 16 cases (76,19%)
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Operating time varied depending on the 2-way 
or 1-way approach. In all cases, tumors were taken 
out via anus, not by laparotomy. All cases were with 
protective ileostomy. There were no case converted 
to open surgery. 

Table 2. Surgical results

Operating time 264 ± 46,16 minutes [210 – 480]

Blood loss 168 ± 18,02 ml [100 – 210]

Anastomosis
+ By hand 17 cases (80,95%)

+ By stapler 4 cases (19.05%)

Postoperative length stay 9,42 ± 2,56 days [8 -16]

Mortality 0

Among 21 patients, there were 3 cases of low 
rectal cancer which were less than 4 cm from anal 
margin and all had frozen section biopsy. 100% of 
cases were with R0 resection margin. There were 2 
cases of positive postoperative CRM accounting for 
9.5%. Average number of harvested lymph nodes was 
12.34 ± 4,04 [9 - 22]. Quality of specimens according 
to Quirke classification was complete in 18 cases 
(85,7%) and nearly complete in 3 cases (14,3%).

Early complication rate in our study accounted for 
33%. No early postoperative mortality was observed. 
There were 2 cases of Level-B postoperative 
anastomotic leakage according to classification of 
International Study Group of Rectal Cancer in 2010. 
All 2 those cases were with protective ilieostomy 
and successful with conservative treatment. 

Table 3. Early postoperative complication

Early complication %

Urinary retention 3 (14%)

Ilieostomy stenosis 2 (9,5%)

Anastomotic leakage 2 (9,5%)

Discussion

Colorectal cancer is the 3rd most common 
malignancy in men worldwide, after prostate cancer 
and lung cancer and the 2nd in women after breast 
cancer [6]. Surgery is still playing an important role 
to manage it. 

The high rate of complications and positive 
CRM of laparoscopy via peritoneal approach was 
the motivation for a new surgical technique called 
TaTME as an alternative or a combination technique 
with laparoscopic surgery for rectal cancer, especially 
for tumors are located in middle and low rectal parts 
and where the surgeons have difficulties to access. 
TaTME allows a better structural view in cases of 
narrow and deep pelvis or patients with obesity. 

Better oncological results of surgery for middle 
and low rectal cancers plays an important role for 
improving the outcomes and survival rate. Quality 
of the operative specimen was identified by the 
completeness of the mesorectum. Positive CRM 
and R0 resection margin affected the most to local 
recurrence. One of the biggest disadvantages of 
conventional laparoscopy via abdominal approach 
was the quality of the specimen. In our study, the 
quality of mesorectal specimen that we recorded is 
complete in 85.7% and nearly complete in 14.3%, 
comparative with other studies. Our data was 
equivalent with other recent studies by  NGUYEN 
Anh Tuan [2], Piatkowski [11] and Penna [10] at 80; 
94.4 and 88%, respectively. It showed that specimen 
quality of TaTME surgery was quite good. 

Besides, reducing positive-CRM rate of TaTME 
surgery reported in our study seemed to be promising 
while this of conventional laparoscopy via abdominal 
approach was from 1.3 to 18.1% [3], [7]. According 
to a systemic data analysis, the average positive 
CRM rate of TaTME surgery was 4.3% [5]. CRM 
was the most important risk prognosis factor and 
simultaneously allowed an objective assessment of 
surgical treatments quality. In our study, postoperative 
positive CRM accounted for 9.52%. Additionally, 
in our studysamples, there were 3 cases of lower 
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rectal tumor of less than 4 cm from anal margin with 
peroperative frozen section. 

TaTME was a comparative treatment with 
conventional laparoscopic surgery in regarding 
of clinical results with the only difference of 
being longer operative time. This burden could 
be handled by using combination solution with 2 
sets of laparoscopic devices and 2 surgeon teams 
including 1 team for abdominal approach and 1 
team for anal approach. This combination two-team 
solution was promising in comparison with one-
team. The average operating time of Lacy et al. [8] 
was 166 minutes when using 2 teams at once and 
of Piatkowski [11] was 147 minutes while this of 
Nguyen Anh Tuan was 143 minutes with one-team. 
However, deployed 2 concurrent team required 
more workforce and equipment. In our study, when 
eligible for labor and equipment, we performed 
two-team approach, otherwise, one-team. We also 
found out that operating time was reduced with 2 
concurrent working teams.   

In all cases, the tumors were taken out via anus 
in order to avoid laparotomy, to reduce the risks of 
surgical site infection and later herniation. This was 
considered an advantage of TaTME surgery. 

Complications of TaTME surgery were 
postoperative urinary retention, intestinal sub-
occlusion and anastomotic leakage. One of the 
most important complications was anastomotic 
leakage accounting for 9.5% in our study with 2 
cases which were both resolved with successful 
conservative treatment. Our leakage rate was 
equivalent to others studies such as of Piatkowski 
[11] with 8.3%, of Mateusz Rubinkiewic [12] 
with 9%. Postoperative urinary retention seemed 
to be the same between laparoscopic TME and 
TaTME, although Wolthuis [13] and Motson [9] 
reported a lower rate of TaTME. This was results 
of anal approachs better view allowing to see the 
structures clearly, respecting anatomic surfaces 
and preserving autonomic nervous system. 
However, TaTME had a complication of urethral 
injury. Piatkowski [11] reported one case with 

this complication, however, no complication was 
observed in our series. 

Conclusions

TaTME is a promising treatment for middle and 
low rectal cancer patients, especially for whom with 
a massive tumor, an obesity and a narrow pelvis. 
Short-term results showed advantages of TaTME 
in comparison with laparoscopic TME. Long-term 
results require more multi-center randomized studies 
with bigger sample size and longer study time. 
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Keát quaû sôùm phaãu thuaät noäi soi caét toaøn boä maïc treo tröïc traøng 
qua ngaõ haäu moân ñieàu trò ung thö tröïc traøng
Traàn Vaên Minh Tuaán1, Buøi Minh Tín2, Döông Baù Laäp2

1. Boä moân ngoaïi Khoa Y - Ñaïi hoïc Quoác Gia Tp. Hoà Chí Minh, 2. Khoa ngoaïi tieâu hoaù Beänh vieän Bình Daân 

Toùm taét
Ñaët vaán ñeà: Muïc tieâu cuûa nghieân cöùu nhaèm khaûo saùt keát quaû sôùm cuûa phaãu 
thuaät noäi soi (PTNS) caét toaøn boä maïc treo tröïc traøng qua ngaõ haäu moân trong 
ñieàu trò ung thö tröïc traøng (UTTT).
Ñoái töôïng vaø phöông phaùp nghieân cöùu: Baùo caùo loaït ca. Taát caû ngöôøi beänh 
(NB) UTTT ñöôïc phaãu thuaät baèng kyõ thuaät caét toaøn boä maïc treo tröïc traøng 
vôùi PTNS qua ngaõ haäu moân töø thaùng 1/2019 ñeán thaùng 7/2020 taïi Beänh vieän 
Bình Daân.
Keát quaû: Toång soá 21 Beänh nhaân (BN) (17 nam vaø 4 nöõ) ñöôïc thöïc hieän kyõ 
thuaät naøy. Tuoåi trung bình cuûa BN laø 58 tuoåi. Thôøi gian phaãu thuaät trung bình 
laø 264 phuùt (210 - 480 phuùt). Löôïng maùu maát trung bình 168 ml (100 - 210 
ml). Thôøi gian naèm vieän trung bình laø 9,42 ngaøy ( 8 - 16 ngaøy). Coù 2 tröôøng 
hôïp xì mieäng noái (9,5%) vaø ñöôïc ñieàu trò baûo toàn. Tæ leä bôø maët caét ñaït ñöôïc 
R0 laø 100%. Coù 2 tröôøng hôïp CRM (+) sau moå (9,5%). Soá löôïng haïch naïo veùt 
ñöôïc trung bình laø 12,34 haïch (9 - 22 haïch).
Keát luaän: PTNS caét toaøn boä maïc treo tröïc traøng qua ngaõ haäu moân coù theå 
thöïc hieän an toaøn vôùi keát quaû toát veà maët ung thö hoïc. Phaãu thuaät ñaëc bieät coù 
lôïi cho caùc BN coù khung chaäu heïp hay beùo phì.

Töø khoùa: 
Ung thö tröïc traøng, phaãu thuaät 
noäi soi, caét toaøn boä maïc treo tröïc 
traøng ngaõ haäu moân.

Ñòa chæ lieân heä: 
Traàn Vaên Minh Tuaán,
Boä moân ngoaïi Khoa Y - Ñaïi hoïc 
Quoác Gia TP. Hoà Chí Minh,
Voõ Tröôøng Toaûn, P. Linh Trung, 
TP. Thuû Ñöùc, TP. Hoà Chí Minh
Ñieän thoaïi: 0386 580 058
Email: tvmtuan@medvnu.edu.vn

Ngaøy nhaän baøi: 10/11/2020
Ngaøy duyeät: 25/5/2021 
Ngaøy chaáp nhaän ñaêng: 
18/6/2021

Ñaët vaán ñeà

Ung thö ñaïi tröïc traøng (UTÑTT) laø beänh ung 
thö phoå bieán ñöùng thöù 3 treân theá giôùi. Moãi naêm coù 
khoaûng gaàn 1,4 trieäu ca maéc môùi ñöôïc phaùt hieän vaø 
khoaûng 694.000 ca töû vong do UTÑTT. Gaàn 1/3 caùc 
tröôøng hôïp UTÑTT naèm ôû tröïc traøng [6]. Khoaûng 40 
naêm trôû laïi ñaây, UTTT khi ñöôïc chaån ñoaùn vaø ñieàu 
trò coù tieân löôïng raát xaáu, khoaûng 40% tröôøng hôïp taùi 
phaùt taùi choã vaø tæ leä soáng 5 naêm laø 50%.

Naêm 1982, Heald vaø coäng söï ñaõ baùo caùo kyõ thuaät 
Total Mesorectal Excision (TME) trong ñieàu trò UTTT 
[7]. Kyõ thuaät naøy laáy toaøn boä tröïc traøng vaø maïc treo 

tröïc traøng thaønh moät khoái vaø phaãu tích theo khoang voâ 
maïch baûo veä toaøn boä bao maïc treo tröïc traøng vaø ñaõ trôû 
thaønh kyõ thuaät tieâu chuaån cho ñieàu trò UTTT. 

TME baèng ñöôøng töø treân xuoáng (up to down) 
trong PTNS chöa thoûa maõn veà keát quaû ung thö hoïc 
ôû nhöõng BN UTTT thaáp. Khoù khaên thöôøng gaëp ôû 
nhöõng BN coù khung chaäu heïp, beùo phì, u kích thöôùc 
lôùn vaø sau hoùa xaï trò tieàn phaãu. Khi ñoù khaû naêng 
tieáp caän tôùi vuøng thaáp cuûa tröïc traøng hoaëc ñaùy chaäu 
seõ raát khoù khaên daãn ñeán vieäc caét boû maïc treo tröïc 
traøng khoâng hoaøn toaøn, vieäc xaùc ñònh khoaûng caùch 
an toaøn ñoái vôùi bôø döôùi khoái u thöôøng khoâng chính 
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xaùc, ñoàng thôøi tyû leä baûo toàn cô thaét coøn raát thaáp.
Naêm 2010, de Lacy [4] vaø coäng söï ñaõ giôùi thieäu 

moät kyõ thuaät phaãu thuaät môùi laø caét toaøn boä maïc treo 
tröïc traøng qua ngaõ haäu moân döïa treân caùch tieáp caän 
“down to up”. Vieäc tieáp caän ñoàng thôøi qua ñöôøng 
haäu moân vaø qua oå buïng ñaõ cho thaáy nhöõng lôïi ích 
tieàm naêng ñoái vôùi BN UTTT giöõa vaø döôùi. Keát quaû 
ñaày höùa heïn naøy ñaõ goùp phaàn vaøo vieäc söû duïng roäng 
raõi phöông phaùp naøy treân theá giôùi.

Taïi Vieät Nam ñaõ coù moät soá nghieân cöùu veà 
TaTME (Transanal Total Mesorectal Excision) nhö 
cuûa taùc giaû Nguyeãn Anh Tuaán beänh vieän trung öông 
quaân ñoäi 108 [2], taùc giaû Hoà Höõu Thieän taïi beänh 
vieän trung öông Hueá [1]. Nghieân cöùu cuûa chuùng toâi 
baùo caùo kinh nghieäm ban ñaàu treân 21 BN ñöôïc aùp 
duïng phöông phaùp TaTME ñieàu trò UTTT taïi beänh 
vieän Bình Daân.

Ñoái töôïng vaø phöông phaùp nghieân cöùu

Ñoái töôïng nghieân cöùu: 21 BN UTTT 1/3 giöõa 
vaø 1/3 döôùi ñöôïc phaãu thuaät TaTME taïi khoa ngoaïi 
tieâu hoùa beänh vieän Bình Daân töø 1/2019 ñeán 7/2020. 
BN ñöôïc chaån ñoaùn xaùc ñònh tröôùc moå baèng noäi soi 
ñaïi - tröïc traøng, sinh thieát. Ñaùnh giaù giai ñoaïn tröôùc 
moå baèng MRI vuøng chaäu, MSCT buïng. Löïa choïn 
BN: Khoái u coù giai ñoaïn < T3, u caùch meùp haäu moân 
< 10 cm treân noäi soi.

Phöông phaùp nghieân cöùu: Moâ taû laâm saøng caét 
ngang tieán cöùu.

Kyõ thuaät moå
Chia 2 thì chính: PTNS qua haäu moân vaø PTNS 

qua oå buïng.
Thì PTNS oå buïng:
BN naèm tö theá Trendelenburg, ñaàu thaáp 300 vaø 

veùn heát ruoät non veà beân phaûi vaø thaáy roõ goác Treitz. 
Caét tónh maïch maïc treo traøng döôùi taän goác ngay phía 
bôø döôùi tuî. Di ñoäng goùc laùch. Keïp caét boù maïch maïc 
treo traøng döôùi taän goác. Di ñoäng ñaïi traøng traùi vaø tröïc 
traøng xuoáng ñeán neáp phuùc maïc. Chuù yù phaûi ñi ñuùng 
maët phaúng phaãu tích: phía sau phaãu tích vaøo maët phaúng 
giöõa bao maïc treo tröïc traøng vaø maïc tröôùc xöông cuøng. 
Phía tröôùc taùch tröïc traøng khoûi baøng quang vaø tuùi tinh 
( coù theå ñi tröôùc hoaëc sau caân Denonvilliers). Taát caû 

BN ñeàu ñöôïc môû hoài traøng ra da.
Thì PTNS qua ñöôøng haäu moân:
Ñaët van Lone Star, xaùc ñònh vò trí khoái u, khaâu muõi 

tuùi ñoùng nieâm maïc tröïc traøng döôùi khoái u 1 cm, bôm 
röûa haäu moân. Phaãu tích qua caùc lôùp thaønh tröïc traøng 
döôùi ñöôøng khaâu 1cm ra maët ngoaøi caân maïc treo tröïc 
traøng vaø höôùng daàn leân treân cho ñeán khi ñuû khoâng 
gian ñeå ñaët boä duïng cuï TEO haõng Karl Storz. Bôm 
CO2 , aùp löïc 6 - 8 mmHg, söû duïng oáng soi 300 vaø dao 
sieâu aâm. Phaãu tích caét cô nieäu ñaïo tröïc traøng vaø cô 
tröïc traøng cuït ñeå vaøo khoang voâ maïch, tieáp tuïc phaãu 
tích di ñoäng maïc treo tröïc traøng, luoân theo saùt maët 
ngoaøi caân maïc treo tröïc traøng ñeán khi phaãu tích thuûng 
qua neáp gaáp phuùc maïc ôû maët tröôùc, chuù yù baûo toàn thaân 
thaàn kinh maïch maùu. Keùo khoái u ra ngoaøi qua ngaõ haäu 
moân, caét khoái u vaø noái laïi ñaïi traøng sigma vôùi oáng haäu 
moân baèng maùy khaâu noái voøng hoaëc baèng tay.

Keát quaû 

Töø thaùng 1/2019 ñeán thaùng 7/2020 coù 21 BN (17 
nam vaø 4 nöõ) UTTT ñöôïc phaãu thuaät caét tröïc traøng 
baèng kyõ thuaät TaTME. 

Baûng 1. Ñaëc ñieåm BN

Tuoåi 58  9,20 tuoåi (42 tuoåi - 79 tuoåi)

Giôùi
Nam 17 tröôøng hôïp (80,95%)

Nöõ 4 tröôøng hôïp (19,05%)

BMI 21,53 ± 4,24 kg/m2 (20 -31kg/m2 )

Vò trí khoái u caùch bôø 
haäu moân

5,34  1,12 cm (3,5 cm – 9 cm)

Möùc ñoä xaâm laán khoái u

T1 0%

T2 5 tröôøng hôïp (23,81%)

T3 16 tröôøng hôïp (76,19%)

Thôøi gian phaãu thuaät thay ñoåi tuøy theo tieáp caän 
2 nhoùm hoaëc 1 nhoùm phaãu thuaät. Taát caû BN ñeàu 
ñöôïc laáy u qua ngaõ haäu moân, khoâng coù tröôøng hôïp 
naøo phaûi môû buïng. Taát caû caùc tröôøng hôïp ñeàu ñöôïc 
môû hoài traøng ra da. Khoâng coù tröôøng hôïp naøo phaûi 
chuyeån moå môû.
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Baûng 2. Keát quaû phaãu thuaät

Thôøi gian phaãu 
thuaät	

264 ± 46,16 phuùt (210 - 480 phuùt)

Löôïng maùu maát 168 ± 18,02 ml (100 - 210 ml)

Mieäng noái

+ Baèng tay 17 tröôøng hôïp (80,95%)

+ baèng maùy 
khaâu noái

4 tröôøng hôïp (19.05%)

Thôøi gian naèm vieän 
sau phaãu thuaät 

9,42 ± 2,56 ngaøy (8 -16 ngaøy)

Töû vong 0

Trong 21 tröôøng hôïp, coù 3 tröôøng hôïp khoái u thaáp, 
caùch bôø haäu moân döôùi 4 cm, ñöôïc sinh thieát laïnh 
trong moå. 100% tröôøng hôïp ñeàu ñaït ñöôïc bôø maët caét 
R0. Coù 2 tröôøng hôïp CRM (+) sau moå chieám 9,50%. 
Soá löôïng haïch naïo veùt ñöôïc trung bình laø 12.34 ± 
4,04 haïch (ít nhaát 9 haïch, nhieàu nhaát 22 haïch). Chaát 
löôïng maãu beänh phaåm theo phaân loaïi Quirke hoaøn 
toaøn laø 18 (85,7%) tröôøng hôïp, gaàn hoaøn toaøn laø 3 
(14,3) tröôøng hôïp.

Tæ leä bieán chöùng sôùm trong nghieân cöùu cuûa chuùng 
toâi laø 33% . Khoâng coù töû vong sôùm sau phaãu thuaät. 
Coù 2 tröôøng hôïp xì mieäng noái sau phaãu thuaät ôû möùc 
ñoä B ( theo phaân ñoä cuûa International Study Group 
of Rectal Cancer naêm 2010) (taøi lieäu tham khaûo). Caû 
2 tröôøng hôïp naøy ñeàu coù môû hoài traøng ra da vaø ñöôïc 
ñieàu trò baûo toàn.

Baûng 3. Bieán chöùng sôùm phaãu thuaät

Bieán chöùng sôùm Tæ leä

Bí tieåu 3 (14%)

Heïp loã môû hoài traøng ra da 2 (9,5%)

Xì roø mieäng noái 2 (9,5%)

Baøn luaän

UTÑTT laø loaïi ung thö phoå bieán thöù 3 ôû nam 
giôùi treân theá giôùi, sau ung thö tieàn lieät tuyeán vaø 
ung thö phoåi, vaø laø loaïi ung thö phoå bieán thöù 2 ôû nöõ 

giôùi sau ung thö vuù [6]. Phaãu thuaät vaãn laø phöông 
phaùp ñieàu trò cô baûn vaø chuû ñaïo trong nhöõng beänh 
ung thö naøy.

Tæ leä bieán chöùng cao vaø CRM (+) cuûa PTNS qua 
ngaõ buïng daãn ñeán vieäc giôùi thieäu moät kyõ thuaät phaãu 
thuaät môùi goïi laø TaTME nhö moät giaûi phaùp coù theå 
thay theá hoaëc phoái hôïp PTNS oå buïng trong phaãu 
thuaät UTTT, ñaëc bieät laø giöõa vaø döôùi, nôi baùc só phaãu 
thuaät gaëp nhieàu khoù khaên. Phaãu thuaät TaTME cho 
pheùp quan saùt caáu truùc toát hôn trong caùc tröôøng hôïp 
khung chaäu heïp vaø saâu, NB beùo phì.

Keát quaû ung thö hoïc toát hôn trong phaãu thuaät 
UTTT giöõa vaø döôùi coù taàm quan troïng chính ñeå caûi 
thieän keát quaû vaø tæ leä soáng. Chaát löôïng cuûa maãu 
beänh phaåm ñöôïc xaùc ñònh baèng söï toaøn veïn cuûa 
maïc treo tröïc traøng, CRM (+) vaø dieän caét R0 coù 
aûnh höôûng lôùn nhaát ñeán vieäc taùi phaùt taïi choã.Moät 
trong nhöõng haïn cheá lôùn nhaát cuûa PTNS ngaõ buïng 
thoâng thöôøng laø chaát löôïng cuûa beänh phaåm.Chaát 
löôïng maãu beänh phaåm maïc treo tröïc traøng maø chuùng 
toâi ghi nhaän hoaøn toaøn laø 85,7%, gaàn hoaøn toaøn laø 
14,3% coù theå so saùnh vôùi döõ lieäu y vaên. Soá lieäu cuûa 
chuùng toâi töông ñöông vôùi moät soá nghieân cöùu gaàn 
ñaây cuûa Nguyeãn Anh Tuaán [2] Piatkowski [11] vaø 
Penna [10] laø 80%, 94,4 vaø 88%. Ñieàu naøy cho thaáy 
chaát löôïng beänh phaåm khi phaãu thuaät baèng phöông 
phaùp TaTME ñaït ñöôïc laø khaù toát.

Ngoaøi ra vieäc giaûm CRM (+) sau phaãu thuaät 
TaTME ñöôïc baùo caùo trong nghieân cöùu coù veû khaù 
höùa heïn. CRM (+) sau PTNS caét tröïc traøng ngaõ 
buïng töø 1,3%-18,1% [3], [7]. Theo moät ñaùnh giaù döõ 
lieäu coù heä thoáng, trung bình CRM (+) trong phaãu 
thuaät TaTME laø 4,3% [5]. CRM laø yeáu toá tieân löôïng 
nguy cô quan troïng nhaát ñoái vôùi taùi phaùt taïi choã 
vaø ñoàng thôøi cho pheùp ñaùnh giaù khaùch quan chaát 
löôïng ñieàu trò phaãu thuaät. Trong nghieân cöùu cuûa 
chuùng toâi CRM (+) sau phaãu thuaät chieám 9,52%. 
Ngoaøi ra trong maãu nghieân cöùu cuûa chuùng toâi coù 3 
tröôøng hôïp u thaáp döôùi 4 cm, coù söû duïng sinh thieát 
laïnh ngay trong moå.

TaTME laø moät phöông phaùp coù theå so saùnh vôùi 
PTNS oå buïng thoâng thöôøng veà keát quaû laâm saøng, 
vôùi söï khaùc bieät duy nhaát laø thôøi gian phaãu thuaät laâu 
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hôn. Gaùnh naëng naøy coù theå giaûi quyeát baèng caùch söû 
duïng phöông phaùp tieáp caän 2 nhoùm: 2 boä noäi soi vaø 2 
nhoùm baùc só phaãu thuaät, trong ñoù moät nhoùm tieáp caän 
ngaõ buïng vaø moät nhoùm tieáp caän ngaõ haäu moân. Caùch 
tieáp caän 2 nhoùm coù trieån voïng khi so saùnh vôùi caùch 
tieáp caän moät nhoùm. Lacy [8] vaø coäng söï ñaït ñöôïc 
thôøi gian trung bình laø 166 phuùt khi söû duïng 2 nhoùm, 
cuûa Piatkowski [11] laø 147 phuùt, trong khi Nguyeãn 
Anh Tuaán söû duïng phöông phaùp moät ñoäi trung bình 
laø 143 phuùt. Tuy nhieân söû duïng 2 nhoùm tieáp caän caàn 
nhieàu nhaân söï vaø trang thieát bò hôn. Trong nghieân 
cöùu cuûa chuùng toâi, khi ñuû nhaân löïc vaø thieát bò chuùng 
toâi seõ tieáp caän 2 nhoùm, coøn laïi laø tieáp caän 1 nhoùm. 
Chuùng toâi nhaän thaáy thôøi gian phaãu thuaät seõ ñöôïc ruùt 
ngaén khi 2 kíp phaãu thuaät cuøng luùc.

Trong taát caû caùc tröôøng hôïp khoái u ñöôïc laáy boû 
qua ñöôøng haäu moân, traùnh theâm moät veát moå ôû vuøng 
buïng, laøm giaûm nguy cô nhieãm truøng veát moå vaø 
thoaùt vò sau naøy, ñaây cuõng laø moät lôïi ñieåm cuûa phaãu 
thuaät TaTME.

Caùc bieán chöùng cuûa phaãu thuaät TaTME bao 
goàm bí tieåu sau moå, baùn taéc ruoät, xì roø mieäng noái. 
Moät trong nhöõng bieán chöùng quan troïng laø xì roø 
mieäng noái, trong nghieân cöùu cuûa chuùng toâi chieám 
9,5%, caû 2 tröôøng hôïp ñeàu ñöôïc ñieàu trò baûo toàn. 
Tæ leä xì roø cuûa chuùng toâi cuõng töông ñöôc vôùi moät 
soá nghieân cöùu khaùc cuûa Piatkowski [11] laø 8,3%, 
cuûa Mateusz Rubinkiewic [12] laø 9%. Bí tieåu sau 
phaãu thuaät döôøng nhö gioáng nhau ôû phaãu thuaät 
TME noäi soi vaø TaTME, maëc duø Wolthuis [13] vaø 
Motson [9] baùo caùo moät tæ leä phaàn traêm thaáp hôn 
sau TaTME. Ñieàu naøy laø keát quaû cuûa vieäc tieáp caän 
ngaõ haäu moân cho pheùp thaáy roõ caùc caáu truùc vaø ñi 
ñuùng maët phaúng giaûi phaãu, baûo toàn thaàn kinh töï 
ñoäng.Tuy nhieân TaTME coù moät bieán chöùng laø toån 
thöông nieäu ñaïo, Piatkowski [11] ñaõ moâ taû bieán 
chöùng naøy trong 1 tröôøng hôïp, tuy nhieân chuùng toâi 
chöa gaëp tröôøng hôïp naøo.

Keát luaän

Phaãu thuaät TaTME laø moät phöông phaùp ñieàu trò 
ñaày höùa heïn cho NB ung thö tröïc traøng giöõa vaø 
döôùi, ñaëc bieät laø ôû nhöõng NB coù khoái u to, beùo 

phì, khung chaäu heïp. Keát quaû ngaén haïn cho thaáy öu 
ñieåm cuûa TaTME so vôùi phaãu thuaät noäi soi TME. 
Keát quaû daøi haïn caàn theâm caùc nhieân cöùu ngaãu 
nhieân ña trung taâm, vôùi soá löôïng maãu vaø thôøi gian 
nghieân cöùu daøi hôn.
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