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OPUTHHAJILHELIM CIIOCOB PEKOHCTPYKIIMM
MATTCTPATIGHBIX KETYHBIX ITVTEN

TPV TOEPOKAYECTBEHHBIX CTPUKTYPAX
TIPOKCHUMAIIBHBIX OTIEIOB I'EITATHKOXOJIEJOXA

HHH raunuuecroii onxonozuuy

OCHOBHBIMH TIPHIMHAMH, BBHI3BIBAIOIIMME TOGPDOKAYECT-
BEHHBIC CTPUKTYPHI MATHCTPAIBHEIX KETIHBIX TIPOTOKOR, S(B-
JISIIOTCS SITPOTEHHBIE TTOBPEKICHNS TelTaTHKOXONEN0XA U TIEP-
BUYHBIHA CKICPO3UPYIOUIMIA XONAHTUT. XUPYpruyeckas
KOPPEKLHS BBICOKHUX CTPUKTYD FelaTHKOXONETOXA MPEICTaB-
JISeT OTIpeNeNIeHHble Texauueckye Tpyarocti. B POHII mM. H.
H. Brioxuna PAMH npruMeBeH OpUrHHANIbHEIN CIIOCO0 peKoH-
CTPYKUMH MATMCTPATBHBIX KEIYHEIX IIyTeH v O0NBHOI ¢ SITpo-
FEHHBIM IIOBPEKIEHUEM OOIIEro IEYeHOYHOr0 NPOTOKA.

Boasaasg 1., 59 ner, mocrymmwia 8 POHI um. H. H. Broxu-
Ha 08.07.96 ¢ grarHO30M: XKeIYHOKaMeHHast 60e3Hb, COCTOS-
HUE TOCHE XOMeNUCTOKTOMMY, MEXaHUIESCKas XeaTyxa, ooyc-
JIOBJICHHAS IIOCJICOIIEPALIIOHAON pYOLOBOl CTPHUKTYpPOM
00IIEeTro TIeYeHOYHOTO MTPOTOKA, COCTOSHUE TOCTE HAPYKHOTO
JIPEHUPOBAHMS O0IIero NeYeHOYHOro npoToka B 1995 r.

Cunraer cebs GonpHoii ¢ 01.05.95, xorma BHe3aIHo, 6e3 60-
JIEBOTO CHHAPOMAa MOSIBHJIACE M CTANIA HAPACTATE XXKEITYIIHOCTD
KOXXHBIX ITOKPOBOB. ['ocriuTanu3upoBata B KIIMHUKY Epesana,
roe 16.05.95 BBIMONMHEHB! XOJELMCTIKTOMMSI, YCTAHOBKA Ha-
PY>KHOTO ApEeHAKa IJIsI OTTOKA KEIYM B OOIIMI ITeYeHOTHBIA
MPOTOK B CBSISW ¢ OOTYpalueil o0IIero XeayHoro NnpoToxa,

M.I Davydov, M.I. Nechushkin, E.S.Makarov

AN ORIGINAL METHOD TO RESTORE MAJOR
BILIARY DUCTS IN CASES WITH BENIGN
STRICTURE OF PROXIMAL
HEPATOCHOLEDOCHUS

Institute of Clinical Oncology

Iatrogenic hepatocholedochal lesions and primary scle-
rosing cholangeitis are principal causes of benign strictures of
major biliary ducts. Surgical correction of the high hepatoc-
holedochal strictures presents some technical difficulties. An
original method to restore major biliary ducts in patients with
iatrogenic lesions of the common hepatic duct is applied at
the N.N.Blokhin Memorial CRC RAMS.

Patient D., a 59-year old female, was hospitalized to the
BMCRC RAMS on 08.07.96 with the diagnosis of cholelithi-
asis, a history of cholecystectomy and obstructive jaundice
due to postoperative corrosive stricture of the common hep-
atic duct, a history of external drain of the common hepatic
duct in 1995.

The patient felt ill on 01.05.95 when increasing skin jaun-
dice appeared suddenly without any pain. The patient was
hospitalized to undergo (16.05.95) cholecystectomy and
external drain to convey bile to the common hepatic duct due
to obturation of the common biliary duct supposedly caused
by a tumor (fig.1). :

Eight months later the patient underwent second surgery
for obstruction of the external drain with replacement of

Puc. 1. KateTtep B 0611eM Ne4eHOHHOM NPOTOKe.
MokasaHo CTPenKon.

Fig.1. The catheter in the common hepatic duct.
Shown with an arrow.
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Puc. 2. Chopmuporaemmiica $hpudpoaHbIiA KaHan no xony
KaretTepa.

[NokaaaHo CTpesnKon.

Fig.2. The fibrous channel along the catheter.

Shown with an arrow.




Clinical investigations

Puc. 3. Puctyna orceyeHa BMecTe ¢ KareTepoM oT nepenHeii
BpIOLLHON CTEHKU.
[TokasaHo CTpenKoi.
Fig.3. The fistula and the catheter are cut from the front abdom-
inal wall.
Shown with an arrow.
BO3MOXHO, OIyX0JeBbIM mpoueccoM (puc. 1). Crycta 8 mec
BLINOJIHEHA IIOBTOPHAS ONEepPALIHs B CBSI3U ¢ 0OCTpyKIMEH Ha-
pyxKHoro aperaxa. [IpousBemera 3aMeHa IPEHAXKHOM TPYOKM.
BonbHasa Hanpasneda B POHIL nnst obcnemosanusa 1 TeueHus.
Tlpu mocTyrureHNH BHISBICH 00K Ha YPOBHE OBILETO Teve-
HOYHOTO NpoToxa. JaHHEIX, TONTBEPKIAIONIMX OIIYXOJIEBOE MO~
pakeHue TieYeH!, He TonydeHo. MHTpaonepaoHHo: B obiac-
TH BOPOT TIeYeHH MACCHBHBIH CraeuHbIH npouecc. BhiemeH
XOJIEOX, BU3YAJILHO U MAJIBIIATOPHO B XOJIEHOXE U FOJIOBKE IO~
KeJTYIOYHOM JKeNe3bl OIIYXON He HAlmeHO. XKenuHblil My3sIphb
oTCYTCTBYET. B 0G14CTH BOPOT ITEUeHM BRIPAKSHHBIN PYOLOBEIi
npouecc. JIpeHaxHast TpyOKa HaXOIHUTCS B TPOKCHMANBHOM OT-
Jesie 0OIIEro IeYeHOYHOro IpoToKa. Ilo xomy kaTerepa B
GPIOIIHON TOJOCTH TIPOCIEKUBAETCS NO MEpeAHed OPIONIHOM
creHkn cHOpMUPOBABIIMICSA CBUIIEBOH xon (prc. 2). BekpeiT
XOJISNOX, IPOU3BENEHO ero GyXupoBaHue, B AucTajbHOM Ha-
NPABICHUN Oy CBOOONHO MPOXOAWT B OBEHANATHIICPCTHYIO
KMIUKY, B NIPOKCUMANBHOM HaIlpaBleHHK OyX HE NPOHUKAET
BbIIIIE ODIIEro MeueHOYHOTo MIPOTOKA 32 CYET MOLIHOTO pyoIIo-
BOTO TIpollecca B 0ONACTH BOPOT MEYCHM M KaTeTrepa B 00LeM
ITEYCHOUHOM ITPOTOKE. B CBSI3H ¢ BTUM pelieHo cchopMUPOBaTh
(ducTynosHTepoaHACTOMO3, CBHUIIEBOM XOI BBEINENECH U3 OKDY-
JKAIOILIMX TKaHel, 0TCeYeH ¥ DOKOBO# CTeHKU OpIOIIHOM nosoc-
TH, Ha 5TOM Xe YPOBHE IepecedeH YCTAHOBICHHEIHM B HEM KaTe-
Tep (puc. 3). ChopMUPOBAH aHACTOMO3 MEXKIY CYLIECTBYIOIUM
CBYIIEBBIM XOIOM ¥ TIETICH TOIEH KHIIKY C OCTABIEHHBIM «I10-
TepPSIHHBIM» JPEHAaXOM B MPOCBETE CBUINEBOrO xoma (puc. 4).
AHACTOMO3 JIOTIOJTHEH HANOXEHUEM 3HTEPOIHTEPOAHACTOMO3A.
[MTocneonepaloHHBIN TEpHON NpoTeKan manko. Ha npotsxe-
HHHU BCETO MOCIIEOTICPALIMOHHOTO Mepruona BUOXUMUYECKUE IO~
Ka3aTelu KPOBY OCTABANNCE B NpeHeiiaXx HOPMEL, bojibHas mpo-
CJIEXEHa B TeYeHUe OBYX JIeT (3KMBa IO HACTOsIIee BpeMs 6e3
[PU3HAKOB PeLIUAUBA MEXaHUYECKO XKENTYXH).

Puc. 4. CcbopmuporaH puycTy/I0eiOHOAHACTOMO3.
[MokasaHo cTpenkoi.

Fig.4. The fistulojejunoanastomosis is made.
Shown with an arrow.

the drain tube. The patient was referred to the CRC RAMS
for examination and treatment.

At admission the patient presented with a block at the level
of the common hepatic duct. No evidence of neoplastic dis-
ease of the liver was found. The following intraoperative find-
ings were made. There was a mass stricture in the hepatic por-
tal region. Visual examination and palpation discovered no
tumors in the choledochus or head of the pancreas. The bile
cyst was absent. There was a marked stricture in the liver por-
tal region. The drain tube was in the proximal segment of the
common hepatic duct. There was a fistula channel along the
catheter in the abdomen up to the front abdominal wall
(fig.2). The choledochus was opened and bouginage was per-
formed. The bouge passed freely into the duodenum but
failed to pass beyond the common hepatic duct because of a
marked stricture in the liver portal region and the catheter in
the common hepatic duct. It was decided to make fistuloen-
teroanastomosis. The fistula passage was freed from the adja-
cent tissues and cut near the abdominal side wall, the catheter
was also cut at the same level. (fig.3). Anastomosis between
the existing fistula channel and the jejunal loop was con-
structed with the «lost» drain in the fistula channel lumen
being preserved (fig.4). The anastomosis was supplemented
with enteroenteroanastomosis. The patient’s postoperative
course was uneventful. Biochemical tests were normal during
the whole postoperative period. The patient was followed up
for 2 years (presently alive free from evidence of recurrent
obstructive jaundice).
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