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CoBepIIeHCTBOBaHNE YHAOCKOIOB ¥ BU3yaAM3aliy opra-
HOB C WX TIOMOIIBIO CO3AAA0 TPEATIOCHIAKU AAS Pa3BUTHUS
WHTEPBEHITUOHHOM 3HAOCKONNU. CAOKHBIE 9HAOCKOTIMYECKUE
BMeEIIaTeAbCTBA MOTYT BEITIOAHSITHCS IIOA KOHTPOAEM 2HAOCKO-
nudeckoro Y3W uam paroopecteHTHON AuarHocTukm. Ceityac
SHAOCKOIIMYECKUM AOCTYIIOM IIPOBOAST BMENIATEABCTBE, KOTO-
phie paHbIlle BEITOAHIANCH TOABKO UPECKOKHO UAU BOOOTIIE He
BBIIIOAHSAAUCH. MoAepHHU3alusa 000PYAOBAaHUS II03BOAMAA BPa-
YaM-dHAOCKOIIMCTAM 3aHATh YHHKAAbLHOE MECTO B AeUYeHUH
0oapHBEIX € omyxoAaamu JKKT, ocoOeHHO OOABHBIX PAKOM
MIOAKEAYAOYHOM JKEeAe3Hl.

Dupockonudeckoe Y3U nmosgBuaock 6oaee 20 AeT Hazap. OHO
OBLINO IIPEANOSKEHO AAST YTOUHEHHSI MECTHOTO M PETHOHApHOTO
pacnpoctparenus onyxoarein JKKT [7; 11]. ITosBaeHUe KOH-
BEKCHBIX AQTUMKOB AAS DHAOCKOTINUEeCKOro Y3V, Ipu MCIIOAB30-
BaHUM KOTOPBLIX IAOCKOCTL YABTPA3BYKOBOTO H300pa>keHUs
COOTBETCTBYET DHAOCKOIIMUYECKOMY N300pa’keHHIO, ITO3BOAUAO
TOYHO OIIPEAEASITH IOAOKEeHMEe KOHUMKA WUTALI Ha TAyOHHe A0
HECKOABKMX CAaHTHMETPOB OT IpocBeTa opraHa [5; 9]. CaepoBa-
TEeABHO, T0A KOHTPOAEM 3JHAOCKomuueckoro Y3U craro Bo3-
MOJXHBIM BBIIIOAHATH HYHKHI/IIO. Kanmnngeckoe 3HaueHHE 3TOr'O
AMaTHOCTUYECKOTO MEeTOAA TOABKO Ha4YMHAaeT M3ydaThcs. Ero
BO3MOJKHOCTH CeHdacC AydUIlle BCEero AeMOHCTPHPYET TeXHUKa
HEBPOAM3a YPEBHOTO CIIAETEHWUS, TPUMEHSIeMasi C IeAbI0 00e3-
OOAMBAHUSA IIPU PAKe IOAKEAYAOYHOU jKeae3Hl [8; 10].

BpauamM-2HAOCKONIUCTAM YaCTO NPUXOAUTCS YCTPAHSITH
OOCTPYKIMIO TIOABIX OPraHOB. TaKue BMeNIaTeALCTBA MOTYT
HOCHUTb BPEMEHHBINU XapaKTep (A0 UAM BO BpEMS XUMUO- UAU
AY4YeBOU Tepalluyu) UAU IPOBOAATCH C IMAAAMATHUBHOU ILEABIO.
AAST BOCCT@HOBAEHUS MTPOCBETa IMOABIX OPTaHOB IMPUMEHSIOT
CTEHTBL PA3HBIX Pa3MepoB U (POPMEI, U3TOTOBAEHHEBIE U3 pa3-
HBIX MaTepHanroB. B HacTosIIee BpeMst CTeHTHl YCTaHaBAMUBAIOT
npakTuuecku Ha Bcex ypoBHax JKKT [2; 3].

Pak mop’KeaypOuHOM >KeAae3bl XapaKTepHU3yeTcs KpauHe
HeOAArONpPUATHBIM IIPOTHO30M. MearaHa ITPOAOAKUTEABHO-
CTH JKU3HU OOABHBLIX IIOCAE XUPYPTUUECKOTO ACUEHHST COCTa-
BASIET TOABKO 18—20 Mec, a 5-AeTHSISI BBI)KMBAEeMOCTh He IIpe-
BoitaeT 10% [6]. ITaamamaTuBHASA ITOMOIL OCTAETCSI OCHOBOM
AedeHUS OOABHBIX PAKOM IOAKEAYAOYHOM >Keae3bl. OCHOB-
HBIE 3aAa4YV — yCTpaHeHNe MeXaHWIeCKOHU JKeATYXU, YMEHb-
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Continuous improvements in endoscopic imaging and
accessories have opened up a field of interventional endos-
copy. These highly specialized endoscopic techniques may
require endoscopic ultrasound imaging or fluoroscopic
monitoring to facilitate procedures that were once perfor-
med either surgically or percutaneously, if at all. New acces-
sories and improved imaging modalities have thrust the
interventional endoscopist into a unique role in the manage-
ment of a variety of gastrointestinal malignancies, nowhere
more so than in the management of pancreatic cancer.

Endoscopic ultrasound has become established over the
last 20 years as the most accurate imaging modality for
locoregional staging of gastrointestinal cancers [7#; 11]. The
development of curvilinear array echoendoscopes, in which
the ultrasound imaging plane correlates with the endosco-
pic imaging, allows fine localization of a needle up to seve-
ral centimeters beyond the lumen [5; 9]. This provides the
ability to perform fine needle aspiration under guidance of
endoscopic ultrasound. The therapeutic potential of this
modality is just beginning to be explored and is currently
best demonstrated in the technique of celiac plexus neuro-
lysis for pain control in pancreatic cancer [8; 10].

The therapeutic endoscopist may often become invol-
ved in methods to deal with the obstructive process, either
as a means of temporizing before or during the initiation of
chemotherapy or radiotherapy, as a bridge to surgery, or to
provide primary palliation of the consequences of the
tumor. SEMS are made of a variety of metal alloys, come in
a range of shapes, lengths, and diameters, and can now be
deployed almost throughout the gastrointestinal tract [2; 3].

Pancreatic cancer continues to have a dismal progno-
sis. When curative surgical resection is attempted the
median survival is only 18 to 20 months, and only 10% of
patients survive beyond 5 years [6]. Palliation remains the
cornerstone of management of patients with pancreatic
cancer and is primarily directed at the relief of obstructive
jaundice, pain control, and management of the nausea and
emesis that may accompany duodenal obstruction [7].
Endoscopic management plays a role in alleviating all
three. Endoscopic access to the biliary tree via endoscopic
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IeHre OOAM, TOITHOTHI ¥ PBOTHI, KOTOPHIE HAOAIOAQIOTCS TP
HapyUIeHUN IPOXOAUMOCTHY ABEHAAIIATUIIEPCTHOW KUIIKYU [7].
Bce 9TH 3apa91 MOJKET PEIIUTh 9HAOCKOIINYECKOE BMeIllaTeAb-
CTBO. DHAOCKOIINYECKOE CTEHTUPOBAHUE JKEAUHBIX IIyTeH (BO
BpeMs 9HAOCKOIINYECKON PETPOTrPaAHOMN XOAQHIMOTIaHKPEeaTo-
rpauu) MO3BOASIET MOAHOCTBIO YCTPAHHUTH JKEATYXY U 3YA,
YMEHBIIUTb AUCIIEIICHIO U YAYYIIUTD anneTuT [1].

OHAOCKONIMYECKUE TEeXHOAOTHM IIPOAOAKAIOT aKTUBHO
Pa3BUBATHCSA U COBEPIIEHCTBOBATHCS, CO3AABAs IIPEATIOCHIAKH
AN TIDOBEASHUST MUHMMAAbHO WHBAa3WBHBIX BMEIIATEAbCTB.
OHU TO3BOASIOT YMEHBIIUTH HENPUSTHBIE OIIYIIEHUS BO
BpeMs IIPOTEAYPHI, COKPATUTh FOCIIUTAAN3AINIO U PACXOABI Ha
AeuveHme. OTIBIT ONMMCAHHBIX BBIIIE BMEIIATEABCTB CBUAETEAD-
CTByeT 00 MX Ba’XHOU POAM B IAAAMATUBHOM A€UEHUU OOAb-
HBIX PAKOM ITOAJKEAYAOYHOH JKEAE3HI.
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retrograde cholangiopancreatography has demonstrated
that endoscopic stenting can provide complete relief of
jaundice and itching, reduce dyspeptic symptoms, and
increase appetite [1].

As endoscopic technology continues to be developed
and refined, there is increased emphasis on minimally inva-
sive techniques to minimize patient discomfort, shorten
hospitalizations, and reduce medical costs. Growing expe-
rience with the techniques detailed above has suggested
that interventional endoscopic techniques have an impor-
tant role in the palliation of patients with pancreatic cancer.

Surg. — 1911. — Vol. 161. — P. 120—125.

7. Costamagna G., Pandolfi M. Endoscopic stenting for biliary and
pancreatic malignancies // J. Clin. Gastroenterol. — 2004. — Vol. 38. —
P. 59—67.

8. Gress F. G., Hawes R. H., Savides T. J. et al. Endoscopic ultra-
sound guided fine-needle aspiration biopsy using linear array and
radial scanning endosonography // Gastrointest. Endosc. — 1997. —
Vol. 45. — P. 329—331.

9. Linghu E., Matthes K., Mino-Kenudson M. et al. Feasibility of
endoscopic ultrasound-guided OncoGel (ReGel/Paclitaxel) injection
into the pancreas in pigs // Endoscopy. — 2005. — Vol. 37. —
P. 1140—1142.

10. Vilman P., Hancke S. Endoscopic ultrasound scanning of the
upper gastrointestinal tract using a curved linear array transducer; the
linear anatomy // Gastrointest. Endosc. Clin. North Am. — 1995. —
Vol. 5. — P. 507—521.

11. Waxman I, Dye C. Interventional endosonography // CancerJ. —
2002. — Vol. 8 (suppl.). — P. 113—123.

54



