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CONCLUSION:

To avoid njury to IEA, trocars can be safely mserted 3.5 cm [mean + 1 standard deviation (5D)] away

from the midline (or §slightly more than one-third of the distance between the midline and a sagittal plane

running through AS[S g \ N
image-guided biopsv, abdominal paracentesis, and placement of abdominal drains.




Nerves of Anterior Abdominal Wall

Plate 257 Ahdomer
T7-T12 Nerves
intercostal course
nerves and between
L1 the IO
and TA

IIiohypogastric\
Motor to muscles Nerve (L1) "
and sensory to - >
skin and Ilioinguinal
peritoneum Nerve (L1) 3

Iva



» Chay phia ngoai qua phan dau co psoas va
trwwdc khi den thanh bung trwéec.

« Thwong khdng bi ton thwong trir khi dwong rach da
Pfannenstiel qua b® ngoai co’ thang bung.

. Toén thwong xay ra trwce tiép, hodc khi dong can, hoac
do sw tao mo seo sau mo.

o : gi®i han dwong rach da & b& co’ thang

o : dau nhw dao cat va cam giac bong rat &
dwdong rach da. Co thée gay di cam & go mu, mai Ién,

Wv‘



- Ellis dwa ra ba nguyén tac co ban:




1= Kocher

2 = Thoracoabdominal

3 = Midline

4 = Muscle splitting loin

§ = Pfannenstial

6 = Gable

7 = Transverse muscle splitting
8=Lanz

9 = Paramedian

10 - McEvedy

Source: Zinner M), Ashley SW: Maingot’s Abdominal Operations, 12th Edition:
vivw.accesssurgery.com

Copyright © The McGraw-Hill Companies, Inc. All rights reserved.




Bon nhém chinh (dwa theo giai phau):
1. DPwong doc
2. Pwdng ngang va chéch
3. bwong nguwc — bung

4. Pwdng mo sau phuc mac va ngoai phuc mac

e



1. DPwong doc hay dwong ngang ?

2. buwong gilra hay canh gitra ?



Tuy thuoc:

- co’ quan mang bénh va phau thuat dw kien
- thé trang ctia bénh nhan va mirc do béo phi
- tinh khan cap va ap lwc th&i gian

- vét mo ci

- théi quen va kinh nghiém

peSE



m Pwdng rach ngang trong phau thuéat bung
cO co’ SO’ vé giai phau hoc tot hon va nén
dwoc wu tién lwva chon hon

m Pwdng rach ngang c6 wu diém hon dwong
rach doc ve:

dau,

bién chirng phoi,
thoat vi vét mo (+/-),
bung thanh bung (+/-




5, M6 ta ky thuat
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o Vi tri: 2-5cm trén Kho'p mu
» Dai 10 — 15 cm, cong |én trén theo nép da
— Rach da va m& dwdi da
— Rach ngang la trwéc bao co thang bung
— Béc tach 14 trwdc bao co thdng bung dén ron va
khép mu.

— Tach r&i hai co thdng qua hai bén, bdc 16 can co
ngang bung va la sau bao co thang bung

— Xé cac |&ép nay (can co ngang bung, la sau bao co




Pfannenstiel introduced the Pfannenstiel incision in 1900°. It
is a horizontal incision about 2Zcm_ above pubic symphysis
that curves gently upward, placed in a natural fold of skin.
The subcutaneous tissue is incised sharply with a scalpel.
Fascia on exposure is incised transversely and separated from
the underlying muscles by blunt and sharp dissection. Once
the fascia is dissected, rectus muscles are separated with finger

dissection. The peritoneum is opened by sharp dissection in
midline. The initial entry is then widened with fine scissors
exposing intraperitoneal contents.




 Pong bung:
— Khau phuc mac (+/-)

— Khau khép hai co’ thang bung néu hai cor xa nhau
— Khau la trwéc bao co thang bung

— Khau I&p m& dwéi da (néu day > 2cm)

— Khau da
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Professor Joel-Cohen (Figure 1) introduced an incision for
abdominal hysterectomy in 1954, and obstetricians have
since used this widely to perform Caesarean section’. The
incision is a straight horizontal incision, being positioned
slightly higher than the Pfannenstiel, about 3cm below the
line joining the anterior superior iliac spines. The skin is cut;
the subcutaneous tissue and the anterior rectus sheath are
opened a few centimetres only in the midline. Both the fascia

and subcutaneous tissue are rapidly divided by blunt finger
dissection. The rectus muscles are separated by finger
traction. The peritoneum is opened by blunt dissection in a
transverse direction and the opening is widened by traction
in a transverse direction.




Review of Advantages of Joel-Cohen Surgical Abdominal
Incision in Caesarean Section: A Basic Science Perspective

K L Karanth, MD*, N Sathish, MD**

*Department of Obstetrics and Gynecology, Melaka Manipal Medical College, Melaka, Manipal University, **Department of
Obstetrics and Gynecology, Dr T.M.A . Pai Rotary Hospital Karkala, Manipal University, India

Joel Cohen Incision Algornithm
Basic Science Perspective
Modification

Dissection technigue
finger separation
Anatoray of incision

Rapi opening of tissues along natural
Avoids injury to major cleavage lines
cutaneous nerves

Reduced pain

Decreased
total dose of
analgesic and

duration of
analgesic use
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Maylard's incision — Maylard's incision (also known as the Mackenrodt incision) is a transverse

incision through all layers of the abdominal wall usually at the level of the anterior iliac spine (figure

14). Following wide transverse incision in the aponeurosis, the rectus muscles are incised

transversely with a scalpel, electrosurgery, or surgical stapler.

Surgu:al techmqul:* A transverse skin incision 1s
made . ' s and 1s carried

down to the anterior I'EELLIS sheath. The exact location
and length of the skin incision depend on the patient’s
age and weight, indication for operation, and previous
abdominal or pelvic operation(s). The fascial sheath is




Fig. 1. A small right-angle retractor is used to elevate the rectus muscle and expose the inferior
epigastric vessels (arrow). Electrocautery is used to transect the rectus muscle.




A

Source: E.R. Yeomans, B.L. Hoffman, L.C. Gilstrap III,
F.G. Cunningham: Cunningham and Gilstrap's Operative
Obstetrics, Third Edition: www.obgyn.mhmedical.com
Copyright © McGraw-Hill Education. All rights reserved.



» Cat qua tat ca cac I&p cua thanh bung

 Ngang mwrc gai chau trwoc

» Cat ngang la trwdc bao can co thang

e Xac diph bo mach thwong vi dwoi sau—
kep, cat, cOt.

» Cat ngang co thang bung (khﬁn’g tach
co ra khai |a trwwdc bao can co thang)

» Khau dau co thang vao l4 truéc bao
can co thang bang chi tan 0.

r——wv‘



» Nhwoc diem:
— Han ché tiép can bung trén

— Chay mau (tir dau co hoac déng mach
thwong vi dwéi sau)

— Bién chirng nghiém trong trén BN hep
nang cho noi DM chu - chau

—“
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Source: E.R. Yeomans, B.L. Hoffman, L.C. Gilstrap III,
F.G. Cunningham: Cunningham and Gilstrap's Operative
Obstetrics, Third Edition: www.obgyn.mhmedical.com

Copyright © McGraw-Hill Education. All rights reserved.

Source: E.R. Yeomans, B.L. Hoffman, L.C. Gilstrap III,
F.G. Cunningham: Cunningham and Gilstrap's Operative
Obstetrics, Third Edition: www.obgyn.mhmedical.com

Copyright © McGraw-Hill Education. All rights reserved.



 Hei thap hon dwdéng Pfannenstiel

- Boéc tach la trwére bao can co thang (+-)

» Cat gan co thang va co’ thap (chira lai 5mm)

- Kéo ngwoc gan co l1én trén roi mé phic mac theo
chieu doc

- Khi déng bung: khau gan — co’ vao khép mu hoac dau
dwéi bao co thang
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Budc 1. Rach dav




Traction™
towards
surgeon




Bwéc 2. Rach doc hét chiéu dai bao co thang bung
(hoac mot phan)




Buwoc 3. ,
Boéc tach Iop mo triwéc phuc mac den phuc mac




Buwéc 4. Mo phuc mac

The-Health-Site.com




Hinh 2. Pwong doc giira: cit qua dwong tring va phic mac




Pong bung
» Cac bworc:
— Chuan bj
— Khau phuc mac
— Khau can
— Khau I&p mo dwéi da

— Khau da
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Bwéc 1. Chuan bi

- Dém gac
« Xép rudt
» Kiém tra vi tri dau ong dan lwu

« Pau cao - Trai mac ndi I&n

» Dung gac va banh malleable che chan




Bwoc 2. Khau phuc mac

- Cochrane
. Library
Cochrane Database of Systematic Reviews

Peritoneal closure versus no peritoneal closure for patients
undergoing non-obstetric abdominal operations (Review)

Gurusamy KS, Cassar Delia E, Davidson BR

Authors’ conclusions

There is no evidence for any short-term or lnngaterm adva_ntage in Peritnnea] closure for non-obsterric Dperatinns.

perfurmed oI thiS tDPiC, fl.'lE}" shuuld I'IEVE Il EI.El.EquﬂtE PEl'i{J(.{ DF follr.}w~up 3]'1(1 adequate IMCASUTCS Shﬂll.lld. I}E tﬂ.kf:‘

results are not subject to bias.

Peritoneum — Surgical closure of the peritoneum does not impact incision strength or healing.
There is overwhelming evidence from randomized trials that peritoneal closure is unnecessary
because the peritoneum reepithelializes within 48 to 72 hours [32-34]. Furthermore, peritoneal
closure results in more advanced adhesion formation at the time of a subseauent procedure [351.




Buwdéc 3. Khau can



Mass <> Layered

. . . DOI: http:/fdx.doi.org/10.18203/2349-2002.isj20180357
Original Research Article

Mass closure versus layered closure of midline laparotomy incisions: a
prospective comparative study

Santoshkumar N. Deshmukh*, Audumbar N. Maske

Department of General Surgery, Dr. Vaishampayan Memorial Govt. Medical College, Solapur, Maharashtra, India

Received: 01 December 20017
Revised: 258 December 2017
Accepted: 1] January 2018

Conclusions: Mass closure technique 1s less time consuming. more cost effective and safe for closure of mudline




Open Access Surgery Dove

This article was published in the following Dove Press journal:
Open Access Surgery
4 December 2015
a Mumber of times this article has been viewed REVIEW

Abdominal wound closure: current perspectives

layer mass closure over layered closure.'™* There 1s little
data directly comparing the mass closure technique to the
single-layer closure of the aponeurosis.”” However, the
recently published European Hernia Society guidelines on
the closure of abdominal wall incisions under their weak-
est level of evidence recommended single layer closure of
the aponeurosis.”’




Large <> Small
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Abdominal wound closure: current perspectives

tain and compress more soft tissue. Two recent random-
1zed trials by Millbourn et al*® and Deerenberg et al*
comparing fascial closure using smaller bites (5—8 mm)
to larger bites (10 mm) demonstrated decreased incisional
hernias when smaller fascial bites were used.¥*-*% The
use of smaller needles was found to encourage surgeons
to take smaller bites as the smaller needles make taking
larger bites more difficult.*** The use of smaller fascial
bites to close prolonged each operation by an average of
just 4 minutes; however, this was found to be cost-effective




Continuous <> Interrupted

Open Access Surgery Dove
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Abdominal wound closure: current perspectives

Several randomized trials and meta-analyses have exam-
ined continuous versus interrupted closures. Continuous
closure is typically recommended over interrupted closure,
since it 1s faster and less costly. Dehiscence, wound
complication rates, and incisional hernia rates are similar
between interrupted and continuous closures. There is a theo-




Monofilament <> Braided

Open Access Surgery Dove
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Abdominal wound closure: current perspectives

Consequently, monofilament sutures are traditionally favored
for abdominal closure.'® Ultimately, the choice of optimal
sutures depends on the outcome that 1s being evaluated, with
less hernia formation associated with permanent suture but
increased infectious wound complications compared with
the absorbable suture.




Absorbable <> Nonabsorbable

Open Access Surgery Dove

This article was published in the following Dove Press journal:
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Abdominal wound closure: current perspectives

Meta-analyses by Diener et al~ and Van’t Riet et al** demon-
strated no difference in incisional hernia incidence between
slowly absorbable and nonabsorbable sutures; however,
more wound pain and more suture sinuses occurred with
the use of nonabsorbable sutures. Similar outcomes were
observed with continuous and interrupted sutures, but
continuous sutures took less time to insert. There 1s little




Abdominal Wall Closure in Elective
Midline Laparotomy: The
Current Recommendations

René H. Fortelny '2*

! Department of General, Viszeral and Oncologic Surgery, Wilhelminenspital, Vienna, Austria, < Medical Facuilty, Sigmund
Freud University Vienna, Vienna, Ausing

Results: In the systematic review for closure techniques a total of 23 RCTs and 9
RCTs for the use of prophylactic mesh were included. In elective midline closure the
use of a slowly absorbable suture material for continuous closure using the small bites
technique results in significantly less incisional hernias than a large bites technigue
(OR 0.41; 95% CI 0.19, 0.86). The use of prophylactic mesh versus the suture closure




Rapidly absorbable sutures included polyglactin 910 (Vicryl), and polyglycolic acid (Dexon).
slowly absorbable sutures included polydioxanone (PDS, MonoPlus) and polyglyconate +
trimethylene carbonate (Maxon). Nonabsorbable sutures included polyamide (nylon),

polypropylene (Prolene) and polyester (Ethibond) (table 2).

Common types of synthetic absorbable sutures and their in-vivo half-lives are listed below [4]:

* Polyglactin 910 (Vicryl) — Two weeks
Polyglycolic acid (Dexon) — Two weeks
Poliglecaprone (Monocryl) = Two weeks
Polydioxanone (PDS) — Three weeks

Polyglyconate (Maxon) — Six weeks




Tight iIs good?
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higher tension.** Calculating and standardizing the amount
of suture line tension remains a challenge clinically.” It 1s
generally recommended that the tissue be reapproximated
but not strangulated.” The tension of a midline closure i1s
likely too high when the suture line 1s not visible due to being
deeply embedded in the soft tissue.”




FIGURE 1 | "Button holes" due to high tension aftermidiine closure by large
- 3 -4




How long Is enough?
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Suture-to-wound-length ratio

and suture size

The amount of suture used also appears to be important
in reducing hernia formation. A suture-to-wound-length
ratio of at least 4:1 1s thought to be the minimum amount of
suture needed to provide a strong closure and reduce herma
formation.'**" There are little randomized data to support this
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1212019 Principles of abdominal wall dosure - UpToDate
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Regardless of whether interrupted or continuous closure is chosen, sutures should be placed

approximately 10 mm from the fascial edge. Suture widths in excess of 10 mm may increase the

magnitude of compressive forces on the tissue contained between the suture hole and fascial
edge [45].

In Europe, a further reduction in suture width from 10 mm to 5 to 8 mm is advocated by the 2015
European Hernia Society guidelines on the closure of abdominal wall incisions [41], largely
based upon the results of two randomized tnals [42.46].




Bigger Is better?
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The majority of surgeons and most studies use a number
1 or 0 sized suture for fascial closure. One study found no
change in hernia formation when a 2-0 sized suture was
used.” Millbourn et al’® demonstrated a significantly lower
rate of incisional hernia formation using 2-0 PDS taking

small fascial bites.
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to slip than conventional knots. Additionally, self-locking
knots reduce the suture strength by only 5%—10%, compared

with a 40% reduction caused by traditional knots.*




Buoc 4. Khau mo dwol da



1+ § Cochrane
o Library

Cochrane Database of Systematic Reviews

Subcutaneous closure versus no subcutaneous closure after

non-caesarean surgical procedures (Review)

Authors’ conclusions

There is currently evidence of very low quality which is insufficient to support or refute subcutancous closure after non-cacsarean
operations. The use of subcutaneous closure has the potential to affect patient outcomes and utilisation of healthcare resources. Further

well-designed trials at low risk of bias are necessary.




Suture Closure of Subcutaneous Fat and Wound
Disruption After Cesarean Delivery: A Meta-Analysis

David Chelmow, MD, Elisa J. Rodriguez, Mp, and Marie M. Sabatini, MD

CONCLUSION: Suture closure of subcutaneous fat during
cesarean delivery results in a 34% decrease in risk of wound
disruption in women with fat thickness greater than 2 cm.
(Obstet Gynecol 2004;103:974-80. © 2004 by The Amer-
ican College of Obstetricians and Gynecologists.)




RESEARCH ARTICLE

Suture Closure versus Non-Closure of
Subcutaneous Fat and Cosmetic Outcome
after Cesarean Section: A Randomized
Controlled Trial

Heinrich Husslein1'2*, Martina Gutschi1, Heinz Leipnld1, Christoph Herbst1,
Maximilian Franz?, Christof Worda'

POSAS or VSS scores between groups. After two months significantly more
women in the non-closure group described their scar as being retracted below the
level of the skin (36% vs. 15%, p=0.02) whereas no difference was observed at six

months. There were significantly more hematomas in the non-closure (25%)
compared to the closure aroup (4%) (p=0.005). There was no difference in duration

of surgery, SSI, seroma formation or wound disruption between groups.




Review Article

Review of Subcutaneous Wound Drainage in Reducing Surgical
Site Infections after Laparotomy

B. Manzoor," N. Heywnod,l and A. Sharma’

lﬂepamﬂent of Surgery, University Hospital of South Manchester and The University of Manchester, MAHSC, Manchester, UK
EWyrh enshawe Hospital, University Hospital of South Manchester, Southmoor Road, Manchester M23 9LT, UK

Correspondence should be addressed to A. Sharma; abhiramsharma@nhs.net

Received 10 June 2015; Accepted 9 November 2015

Purpose. Surgical site infections (SSIs) remain a significant problem after laparotomies. The aim of this review was to assess the
evidence on the efficacy of subcutaneous wound drainage in reducing SSI. Methods. MEDLINE database was searched. Studies were
identified and screened according to criteria to determine their eligibility for meta-analysis. Meta-analysis was performed using
the Mantel-Haenszel method and a fixed effects model. Results. Eleven studies were included with two thousand eight hundred
and sixty-four patients. One thousand four hundred and fifty patients were in the control group and one thousand four hundred
and fourteen patients were in the drain group. Wound drainage in all patients shows no statistically significant benefit in reducing
SSI incidence. Use of drainage in high risk patients, contaminated wound types, and obese patients appears beneficial. Conclusion.
Using subcutaneous wound drainage after laparotomy in all patients is unnecessary as it does not reduce SSI risk. Similarly, there
seems to be no benefit in using it in clean and clean contaminated wounds. However, there may be benefit in using drains in patients

who are at high risk, including patients who are obese and/or have contaminated wound types. A well designed trial is needed which
examines these factors.




Bwoc 5. Dong da

Skin — Closure of the skin may be performed with subcuticular suture, stainless steel staples,

subcuticular absorbable staples, surgical tape, or wound adhesive glue.




Bwéc 6. Bang vet mo

Khoéng béi povidine 1én vét mo sach

Lau sach dung dich sat khuan trén da

Pap gac v6 khuan

Dan it bang keo

P



7. Bién chirng
1. Nhiém khuan vét mo
2. Nhiém khuan vét thwong hoai tr
(hoai thw sinh hoi, viém can hoai tw)
3. Tu huyét thanh va tu mau
4. Ap xe chan chi
5. Bung vét mé va thoat tang

6. Thoat vi vét mé

-



HET GOI!!!



