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ITOBTOPHBIE OIIEPAIINU ITPHU NEPBUYHOM
PAKE XEJYIKA

HUHU kaunuueckoti ouxosoeuu

Bornpochl TOBTOPHBIX oNiepalivii TPU NMEPBUUHOM pake
JKeJlyaKa paHee He MOABEPrajiMchb IeTaJbHOMY pacCMOT-
PEHHIO M3-3a MaJlOro 4ucia coOOCTBEHHOTO MmaTepuaia,
MMEBLIIETOCS Y OTACIbHbIX UCCAed0BaTENeH [§].

B To ke BpeMsi, HeCMOTPST HA CHMXKEHUeE 3200718 BaeMo-
CTU pakoM xenyaka [I, 7], npobiema JieueHUs] 3TUX
OOJILHBIX A0 HACTOALIECTO BPEMEHHM OCTACTCSl, HECOMHEH-
HO, aKTyaJlbHOM U gocTaTouHo ocTpoit |9, 10].

Taxk, no nanubim POHLL um. H. H. Broxuna PAMH 3a
1993 r., 3a00/1€BaEMOCTb PaKOM XeNyaKa COCTaBUJIA OT
16 10 62 uenosek Ha 100 Thic. HAaCENEHMS.

B cpenHem mno cTpaHe 3TOT nokasaTeib cocTaBull 41
uesiosek Ha 100 Tbic. HAaceNmeHUsI.

YuutbiBasi, UTO XMPYPrudeckKuil MeTO sIBIISIETCS BEAY-
UMM B JIedeHUM paKa Xenyaka |5, 6], He npexpatuaiorcs
HUCCJIEIOBAHUS B HAMPABJICHMUN COBEPLLUEHCTBOBAHUS ME-
TOAMKU oOnepupoBaHusi. PazpaboTrka U npuMeHeHUE
B MNocJieHee BPEMA HAAEXKHBIX MUUIEBOAHO-XKEJY/I04-
HBIX U MUILEBOAHO-KMUILEUHbIX coycTuit [3], a Ttakxke
Mporpecc peaHuMaTojoruu [2| B 3HAUMUTENLHOU Mepe
CrocoOCTBOBANN YAYULIEHUIO PE3YJIbTATOB JIeHeHUs]
OOJIBHBIX pakoM xeayaka [4].

Takum 06pa3zoM, pa3BUTHE AHECTCIUOJIOTUMN U PEaHH-
MAaTOJIOTUU, C OAHON CTOPOHBI, U OCBOEHUE HaJEKHbIX
MULIEBOAHBIX COEINHEHNA — C JIPYroil, HECOMHEHHO,
paclUMpKUIN NEPCIIEKTUBblI B BBIMOJHEHUUN 0oONbIUX
KOMOMHUPOBAHHbIX OMEPALIMIH U TEM CAMBIM MTOCIYXHIU
TOJUYKOM K 00Jjiee LIMPOKOMY BBIMOJIHEHHUIO MOBTOPHbBIX
onepalui Npy NEPBUYHOM pake XKeayaKa.

Marepuasbt u MeToabl. 3a nepuoac 1952 no 1994 r., . e. 3a 42 roga,
8 POHLL um. H. H. Broxuna PAMH nosrtopro onepuposan 121 60iib-
HOH NEPBUMHBIM PAKOM XKEyakKa rnocne ﬂpO6Hle UK APEHUPYIOIUX
Oﬂepilul/lf/i. Bce GoabHbIE HE nojay4vyajau MpOTHROOITYXOJIEBOE JiCUCHUE.
N3 121 yenopexa myxuuH Gbino 85 (70,2%), xeHumH — 36 (29,8%),
cooTHolueHue 2,4:1. CpenHunit Bospact GoabHbIX cocrasun 45,310.93
roaa. HauGosnee uacto HOBTOPHO ONECPUPOBATUCH MALUUEHTBI B BO3pAC-
Te ot 31 roga no 60 ner. CamMoii NOXUIOH ONepUpPOBAHHON GOIBHOI
6b110 68 neT. BosbHbBIE CTapLie 3TOrO BO3PACTA HE ONEPUPOBANHCH.

YuuTBIBasI NOBONBLHO GOJBLION BPeMEHHYH POMEXYTOK (42 roaa),
BO BPEMs KOTOPOTO COBEPLICHCTBOBANACH XHPYPTHUECKAs TEXHMUKA,
paspuBadKnCb AHECTE3HUONOTHUS U PCAHUMATONOMUA U, €CTECTBEHHO,
MepecMaTpuBaIUCh U NMOCTENEHHO MEHSITUCh XMPYPTUUECKHe MoaxX0-
OBl K JIGUEHUIO 3TOTO TSHXKENEUIIEr0 KOHTHHTEHTA GONBHBIX, Mbl pe-
LMK OBLIO fIOOCNTUTb ﬂHaﬂMEMpyCMblﬁl Marepuvan Ha 5 BPEMCHHBIX
rpynn (tatn.l).

Kak BUOHO M3 Taba. |, KOJMYECTBO MOBTOPHO ONMEPUPORAHHbBIX
GONBHBIX PakKoOM XKelyaKa MOCTENEHHO, HO HEYKIOHHO YBEIMYUBACT-
csl — 2,3 onepauuu B roa B 1-i rpytine W 7,7 onepauuu B roa B 5-i; 00-
uasi AeTATbHOCTL CHUXKaeTest ¢ 38,0% i |- rpynne oo 3.2% Bo 2-i.

W3 obiero uncna onepuposaHHbix 60abHbIX 93 (76,9%) 6bLIM Ha-

npasnessl 8 POHLL nocne npobHbix onepaunit ApyruMu jeuebHbIMU
yupexaeHusiMu; 28 (23,1%) venoBek caMOCTOSITENBHO 06PATUINCE 34

24

M.1.Davydov, A.T. Lagoshny, 1.5.5tilidi

SECOND SURGERY FOR PRIMARY
GASTRIC CANCER

Institute of Clinical Oncology

The problem of second surgery for primary gastric can-
cer was not previously analyzed in detail due to the small
number of the cases managed by the investigators |8].

However, this problem remains urgent [9,10] in spite of a
decrease in gastric cancer incidence over the last years [ 1,7].

According to the findings of the N.N.Blokhin CRC,
RAMS, the 1993 gastric cancer incidence was 16 to 62
per 100,000 population, Russian average rate being 41 per
100,000.

Since surgery is the principal treatment modality in gas-
tric cancer [5,6] there are continuous attempts to improve
the operative techniques. The development and practical
application of reliable esophagogastric and esophagoenter-
ic anastomoses [3] as well as the progress in resuscitation
techniques over the last years were a great contribution to
the improvement of treatment results in gastric cancer |4].

Thus, the advance in anesthesiology and resuscitation, on
the one hand, and the practical application of reliable
esophageal anastomosis, on the other hand, rendered
promising wide combined surgical procedures and therefore
promoted the second surgery for primary gastric cancer.

Materials and Methods. During 1952-1994, i.e. for 42 years, 121
cases with primary gastric cancer underwent second surgery after
exploratory or drain procedures at the N.N.Blokhin CRC, RAMS.
All these cases received no specific antitumor treatment. Of the 121
patients 85 (70.2%) were males and 36 (29.8%) were females, the
ratio being 2.4:1. The patients’ mean age was 45.3+0.93 years. The
patients aged 31 to 60 years were the largest age group. A 68-year old
woman was the oldest patient.

Since over the long period of more than four decades (42 years)
there was a considerable advance in the surgery, anesthesiology and
resuscitation techniques which led to revision and improvement of
surgical approaches to this very serious disease we attempted to ana-
lyze the accumulated data as divided into 5 temporal periods (table 1).

Asseen in table |, the number of gastric cancer patients undergo-
ing second surgery was continuously increasing from 2.3 per year in
group | to 7.7 per year in group 5; overall lethality was decreasing
from 38.0% in group [ to 3.2% in group 5.

Ninety three (76.9%) patients were referred to the CRC after
exploratory operations at other health centers, 28 (23.1%) sought med-
ical advice themselves after deterioration of their general condition. Of
the 121 cases 76 (62.8%) had previously undergone surgical interven-
tions at surgery departments of municipal or regional hospitals, 22
(18.2%) at Moscow clinical hospitals and 18 (14.9%) at cancer centers.
Medical centers undertaking surgery in 5 (4.1%) cases were unknown,

The diagnosis of irresectable gastric cancer was made in 103 (80.8%)
cases during on-schedule operations, in 7 (5.8%) during urgent opera-
tionsand in 4 (3.3%) during gynecological operations. The tumors were
not removed in 5 (4.1%) patients because they were not found during
first surgery. Table 2 summiarizes characteristics of these operations.

We should like to elucidate some points here. When analyzing this
material we consciously avoided the term ‘second radical surgery’
because the second surgery in our study was conventionally radical
which was confirmed by thorough histological analysis of surgical
specimens. Therefore we referred to this type of operative intervention
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MOBTOPHOI J1eUEOHOH TIOMOLLBIO NOCHE YXYALIEHUs] OOLLEro COCTOSI-
Hust. M3 121 6onbHoro 76 (62,8%) paHee ObLIN ONEpUMpPOBAaHbI B XUPYP-
PUYECKUX OTAENEHMAX TOPOACKUX MIM OBJACTHBIX OOJILHUL, 22
(18,2%) — B MOCKOBCKUX KJIMHMYECKUX GoabHuuax u 18 (14,9%) —
B OHKOJOTUYECKUX Aucriancepax. Y 5 (4,1%) 60nbHBIX MECTO MPOBEAC-
HUSI OTIEPALMii HE BEISICHEHO.

JuarHo3s HepesekTabe bHOoro paka xenyakay 105 (86,8%) 601bHbIX
YCTAHOBJIEH BO BPEMSI BLINIONIHEHMSI TINAHOBLIX oniepauuit, y 7 (5,8%) —
Ha 3KCTpeHHbIX onepauusx U y 4 (3,3%) — npy BbIMOJIHEHUN THHEKO-
noruyeckux onepaumii. Eney 5 (4,1%) 60bHbIX OMYX0ab He Obl1a yaa-
JIEHA, TaK KaK He BbIFABSUIACH B TPOLIECCE BLIMOTHEH ST TEPBBIX OIEpa-
uuit. OGbeM U xapaxTep 3TUX ONepaluil MpeacTaBaeH B Tabi. 2.

30eCh MBI CUYMTAEM HEOOXOAUMBIM MOSICHUTh HEKOTOPbIE MOMEHTBI.
Jeno B ToM, ¥TO, AaHAJIM3UPYS JaHHBIA MaTepUall, Mbl CO3HATENbHO U3-
Oeraan TepMHHa «OBTOPHAS pafuKATIbLHAs Oolepauusi», Tak Kak Io-
BTOPHbIE OIEPALIH 3a4ACTYIO SIBISLTUCH YCIOBHO PAAUKAIBHBIMK, YTO
MOATBEPXKIATOCH AETANTBHBIM THCTONOTHUECKHM HCCEN0BAHUEM Yla-
JIEHHBIX MakpornpenapaToB. [103ToMy B Hallieit paboTe Mbl NOJbL30BA-
JICh TEPMMHOM [IOJIHOLIGHHOe omepatuBHoe mnocobue (ITOIT).
[Ton nonHoueHnbiM onepatHBHbiM nocobuem (ITOTT) Mbl MoHUMaeM
Takoi 06beM MOBTOPHOU ONepauuru, Npyu KOTOPOM BMECTE € [epBHY-
HbIM 0YaroM YAaIsIIOTCS BCE OTIPEAEIsSIeMble HA MOMEHT OfIEpallvy mpo-
SIBJICHHST ONYXO0JEBOrO npouecea.

TTOTI noayunnmn 55 (45,4%) GOAbHBIX, JETAILHOCTL cocTasuia |l
(20%). IManauaTuBHbIC PE3EKLUMK U FaCTPIKTOMEY GBUTH MpOBeaeHb! 10
(8,3%) O0NBHBIM, YMEPLIUX B 3TOH rpynrie He 66110,

I'pynmna 60/bHBIX C APEHUPYIOLIUMH ONEPALUSIMU BBIICTEHA HAMU

Second surgery types

XapakTep NOBTOPHOrO ONepaTMBHOro nocodus

Ta6nuua 1 Table 1
BonbHble, NOBTOPHO ONEPUPOBaHHbIe B pa3/iniHble Nepuopbl
BpeMeHu
Characteristics of the second surgery by time periods
BpeMeHHas rpynna Yucno GonbHbix | JietanbHOGTbL
abc. % abc. %
1-9, 1952—1960 rr. 21 17,4 8 38,0
2-9, 1961—1970 rr. 24 19,8 5 20,8
3-9, 1971—1980 rr. 14 11,6 1 71
4-9,1981—1990 rr. 31 25,6 1 3,2
5-q9,1991—1994 rr.
(3a 4 roga) 31 25,6 1 3,2
Bcero.../Total... 121 100,0 16 13,2
No. % No. %
Period Patients Deaths
Tabnnuya 2 Table 2

W3 TPYNNbl NaNIHATUBHBIX BMEWATENbLCTB NMOTOMY, UTO MbI XOTENH
CPABHMThL KAUESCTBO U MPOAOJIKUTENLHOCTD XKU3HU OONBHBIX MPH TeX OnepaTtueHoe nocobue Yucno 6onbHbIX | U3 HUX ymepnv
WIX UHBIX 00BEMAaxX OMepanuu, XoTd Mbl OTZAcM ce0e OTYET, UTo Te 5 % 6 %
W IIPYTHE OTHOCSTCS! K NMAJIMATHBHBIM BMELIATEILCTBAaM. JIpeHUpyIo- age. ° ane. d
1iux onepaunii 66010 BeinonHeHo 10 (8,3%), ymepnu 4 (40%) GonbHbIX, Mnor/FYom 55 45,4 11 20,0
MOBTOPHO NpoOHbIX onepauuit (IMI1) — 46 (38%), ymepnu 2 (4,3%).
Dk3ohuTHas (Gopma pocta BeTpetmiaachk y 73 (60,3%) 60MbHEBIX, 9H- MannuatneHele pesekuun
aoduTHas — y 48 (39,7%). W racTpaKToMuUM 10 8,3 0
Fucronoruuecku y 55 (45,7%) GobHBIX BCTpeTuIach quddepeHim- Palliative resection
POBAHHAS AIEHOKAPLMHOMA, HU3KOIU(DDEPEHINPOBAHHEIA PaK ObL and gastrectomy
y 35 (28,6%), nepctHeBUAHOKIETOUHBLIT — Yy 22 (18,6%), ckupp — y 9 [Lperupyrolime onepaLm 10 8.3 4 40,0
(7,1%) 6onbHBIX. i
. Drain procedures
Oco6blit MHTEpPEC, HA HALLl B3MIS, TIPEACTABISET rpyrira GONbHBIX,
nonyunBunx [TOT1. PacnpesneneHue 3Trx OONBHBIX 0 CTAAUSIM NPUBE-~ Mr/Seo 46 38,0 2 4,3
AgHO B 1ab1. 3. ' Bcero.../Total... 121 | 100,0 | 17 | 14,0
JeTanbHblif AHAMTU3 PE3YTBTATOB TMCTOAOTHUECKOTO UCCAEJOBAHUS
yIaneHHBIX MPenapaTosp Mmokasan, uro cMMBony T4 (pacnpocTpaHeHue No. % No. %
Ha cocelHME OpTaHbl) cCOOTBETCTBOBANO 44 (67,7%) npenapara. Jpyru- X
Mu cioBamu, Gosee 60% OONBHBIX JUIST BBITIOJHEHHST MOJHOUEHHBIX Surgery types Patients Deaths
Tabnuua 3 Table 3
Pacnpepenenue 60sibHbIX, nonyqymswux MOI, no cragusm
Distribution of cases undergoing FVOM with respect to disease stage
Crapua Yucno 60nbHBIX 1952—-1960 1961—-1970 1971-1980 1981—-1990 1991-1994
abc. %
T2NOMO 5 9,0 — — 1 2 2
TINTMO 1 1,8 — 1 — — —
T3NOMO 6 10,9 — — — 4 2
T2N2MO 2 3,6 — — 1 — 1
T3N1MO 1 1,8 1 — — — —
TANOMO 4 7,3 2 1 — — 1
T3N2MO 3 5,5 1 2 — — —
T4NTMO 7 12,8 1 - — 1
T3N2MO 26 47,3 5 5
Bcero../Total... 55 100,0 12 10 6 11 16
No. %
Stage Patients 1952—-1960 1961—-1970 1971-1980 1981—-1990 1991-1994
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onepauuit TpeboBaNOCh yaaTeHIE COCEAHUX OPTaHOB U (MJIM) LIMPOKOE
yAAIEHUE OKPYXAIOLIEH KIIETYATKY,

Buine onepaiuit npuBeneHst B Tabi. 4.

B nawGonbluem konmnuectBe (22,40%) OBLTH IPOM3BEAEHEI Upe3-
GproLIMHHBIE KOMOMHUPOBAHHbIE TACTPIKTOMHUM C OBLLEH JETATBHOC-
TeI0 27,3%, oanHakoBo yacto (11,20%) npou3sBOAMIUCH AUCTATBHBIE
v CyOTOTajIbHBIE PE3EKLMU KENYIKA M CTaHOAPTHBIE TacTP3KTOMUHU
¢ netanbHOCTEIO (1,9%). Beero ke KoMOMHUPOBAHHBIX BMEILATENLCTB
6bi10 31, uTo cocTaBuIO 56,4% OT Beex onepauuii u3 rpyrmsl [TOTL.

[MannuaTuBHEIX ONEpaLINii B 00beMe PE3EKUMHM XENYIKA U raCTP3IK-
TOMUHM OBUIO BeINOMHEHO 10 (Tabn. 5).

OCHOBHOI NPUYHHON MANAKATUBHOCTH SBUJIMCH BBICBHIIAHHE MO
OproluKHe B 8 CayyassX ¥ MHOXKECTBEHHDBIE METACTA3b! B NIEYeHb B 2 CTY-
yasx. Obpawaer Ha cebsa BHUMAHUE OTCYTCTBHE JETAILHOCTH MPH I0-
BOJIBHO DOABLIMX 00bEMaX OMEPATUBHBIX BMEILATEIILCTB.

W3 10 apenupyiolx onepaunuii B 8 ciydasix 66111 chOpMUPOBAHBI
OOXOIIHBIE TACTPOIHTEPO- € JHTEPO-3HTEPOAHACTOMO3IAMH, IBAXKIIEI
(hopMupoBanuck racrpocromsl. M3 10 oneprpoBaHHBIX 60JIBHBIX YMep-
1 4 (40,0%).

Pesyabratel M o0cyxkaenme. C xonua S0-x romnos
B OHII Ha Gasze pa3paboTaHHBIX HAMEKHBIX THILIEBOIHO-
KENYJOYHBIX U TMUUIEBOTHO-KMUIEYHBIX COCIWHEHUIA
(mpod. M. M. J1aBbiIOB) W HCIOJNIB30BAHUSI COBPEMEH-
HBIX JOCTHXKCHUI aHCCTE3NONOrMM U PEeaHUMATOJIOTUU
TIPOBOAUTCS LieJIEHATIPaBjieHHas paboTa Mo oBpaboTke
ONTUMAJIbHOW METOAMKHU 1 00BEMOB TTOBTOPHBIX OXlepa-
LIV [IPU IEPBUYHOM PaKe XKeTyiKa.

CuntaeM HEOOXOAMMBIM TMOAYEPKHYTh, YTO TPHU
3TOM COBEPIUEHHO HE INPOBOAUICS OTOOpP GOJBHBIX,
a MoKa3aH!s U MPOTUBOTIOKA3aHMst ObLIM Pa3paboTaHbl
MO3Xe HA OCHOBAHWUM NIOJIYYEHHBIX PE3YJIbTATOB XUPYP-
TUYECKOIO JICUEHMSI 3TOW TSKENOW KaTeropum 00/b-
HbIx. Tak, ¢ 1990 no 1994 r., 1. €. 3a 4 roaa, 6610 BHI-
nojHeHo 16 ITOI1; 6 onepauuit GbUIM CTAHAAPTHBIMU
n 10 komOuHupoBavHbiMu (37,5 1 62,5% cooTBeTCT-
BeHHO). [lo BumaM onepauuu pacnpeneinauch ciery-
oI KUM obpasoM (tabi. 6).

Ilpexae Bcero, XoTum 06paTUTL BHUMAHUE HA TO, YTO
B4 (25,0%) ciy4asix onepaTuBHbIit JOCTYN ObLT KOMOU-
HUPOBaHHBIM: abJOMHUHOTOpaKaibHbIM. Bosee wmpo-
KO¢ MPUMEHEHUE 3TOr0 JOCTYIIA CBA3AHO C TEM, YTO
B ONpPENEIEHHBIX KIWUHUYECKUX YCIOBUAX TOJBKO OH
JAeT BO3MOXHOCTb TMOJHOLEHHO BbIMOJIHUTH MOBTOP-
HOC OIepaTUBHOE BMEWIATEILCTBO. Bolee Toro, kak mno-
Ka3bIBalOT HAlUKM JaHHbIE, B 3,7% ciyyaeB OCHOBHOM
TPUIMHON NPOOHON onepalluu SIBUICS HENPABHILHO
BBIODAHHBIN ONEPATUBHBIA JOCTYM, HE MO3BOJIMBIIMIA
XHPYPraM OOBLEKTUBHO OLIEHUTDH PacIpOCTPAHEHHOCTh
nporiecca.

ITpy mpoBeaeHUM MOBTOPHBIX onepaumii Juib B 4
CIyYasx YAanoch BBIMTOJHWUTH CTAHAAPTHBIE CYOTOTA/b-
HBIE JIMCTAILHBIE pe3eKluu XKenyaka. B 2 ciayyasix Bbl-
TOJIHSUTMCh onepanyu tina ['eproka B KoMOGMHHUPOBaH-
HoMm BapnanTte M y § (50,0%) 60bHBIX TPOU3BOAMIUCH
KOMOMHMPOBAaHHBIE TACTPIKTOMUU, U3 KOTOPBIX 3 GBUIN
BBIMOJIHEHBI B PACIIMPEHHOM BapuaHTe. Beero xe kowm-
OMHUPOBaHHBIX onepauuii BeimoxHeHo 10 (62,5%), uto
SIBJISICTCSI, HA Halll B3TVsA, abCOJIIOTHO OIpaBIaHHBIM,
TaK Kak BO BPeMs ITPOBEAEHUS TTOBTOPHLIX Onepauuii
BBIPaKEHHBIN, KaK MPaBWJIO, CHAEYHBIN MTPOLIECC 3aTPYII-
HSIET OUEHKY MHTPAONEepallMOHHON CUTYalluN.
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Tabnuuya 4 Table 4

Buppl onepaunii y 60s1bHbiX, nonyuuswmnx MNOM
Types of FVOM

Buapl onepaumii Yucno 6onbHbIX | U3 HUX ymepnn

abe. % abc. %

ncTtanbHan cy6ToTanbHas
peseKkuns xenyaka 11 20,0 1 9,0
Distal subtotal resection
of the stomach

YpeabpiotlinHHaa
racTpakToMums 11 20,0 1 9,0
Transperitoneal
gastrectomy

Onepauun Tuna 'epnoka 1 1,8 1 100,0
Garlock operation

YpecnnespanbHasn
racTpakToMmsa 1 1,8 1 100,0
Transpleural gastrectomy

AwnctansHas cybToTansHas
pesekuust xenyaka
KOMBUHMpPOBaHHaa 4 7.4 2 50,0
Distal subtotal resection
of the stomach, combined

YpeabpiowuHHag
racTpakToMus
KOMOBUHMPOBaHHaA 22 40,0 6 27,3
Transperitoneal
gastrectomy, combined

Onepauunn Tmna Fepnoka

KOMBUHMPOBaHHas 3 5,4 —

Garlock operation,

combined

YpecnnerpanbHan

racTpakToMust

KoMBuHUpoBaHHas 2 3,6 —

Transpleural gastrectomy,

combined

Bcero.../Total... 55 100,0 12 21,8
No. % No. %

Surgery types Patients Deaths

as ‘full-value operative management’ (FVOM). The FVOM is under-
stood to be surgical removal of the primary and all other disease
detectable at the time of surgery.

The FVOM was given to 55 (45.4%) patients of whom 11 (20%)
died. Palliative resections and gastrectomies were performed in 10
(8.3%) cases with no deaths.

We singled out a group of the patients having drain operations to
compare the patients’ quality and time of life after different surgical
procedures though of course both types were palliations. Drain oper-
ations were performed in 10 (8.3%) cases of whom 4 (40%) died. The
last group was composed of the cases undergoing second exploratory
operations (SEO). This procedure was performed in 46 (38%)
patients with 2 (4.3%) deaths.

Exophytic tumor growth was found in 73 (60.3%) and endophyt-
ic growth in 48 (39.7%) cases.

By histology the tumors were differentiated adenocarcinoma (55,
45.7%), poorly differentiated carcinoma (35, 28.6%), signet-cell car-
cinoma (22, 18.6%), scirrous carcinoma (9,7.1%).

Of most interest is the group of the patients undergoing FVOM.
Distribution of these cases with respect to disease advance is present-
ed in table 3.

Detailed histological analysis of surgical specimens showed that
44 (67.7%) cases had evidence of T4 disease (involvement of adjacent
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Tabnuya 5 Table 5

Buabl nannMaTUBHbLIX onepaunii
Types of palliative surgery

Bupas! onepayuii Yucno GonbHbix | U3 HUX ymepnu

abe. % abc. %

DuctansHaa cybroTanbHas
pesekums xenyoka 4
Distal subtotal resection
of the stomach

40,0 —

YpeabpownHHaga
racTpakToMmnsg 2
Transperitoneal
gastrectomy

20,0 —

YpesbprowmnHHast
racTpakToMus
KOMBUHUPOBaHHas 2 20,0 —
Transperitoneal
gastrectomy, combined

YpecnnespanbHas

NpoKcUMansHas peaekumst
KOMOBUHMPOBaAHHAA 1 10,0 —
Traspleural proximal
resection, combined

YpecnnerpanbHas
racTpakToMust
KOMBWMHMPOBaHHasA 1
Transpleural gastrectomy,
combined

Bcero.../Total... 10 100,0 0
No. % No. %

Patients Deaths

10,0 —

Surgery types

JeMcTBUTEAbHO, 3aUacTylo ObIBaeT KpaiHe CIOXHO
ONpenenuTh, UMEET JIM MECTO MCTUHHOE BpacTaHue
ONMYXOJM B OPTaHU3M MJIM 3TO UHTUMHOE CIIAsSHUE.
B 10 X)e BpeMst MCcCAeA0BAHUE THCTONOTHYECKUX MaTe -
pHaIOB NOKa3a0, 4to B 67,3% npemapaTbl COOTBETCT-
BOBaiM KaTteropuu T4 — pacnpocTpaHeHUE OMYXOau
Ha cocegHUEe CTPYKTYPhl. DTHUMU OOBEKTUBHBIMU 00-
CTOSATEILCTBAMU M OOYCJOBJIICHO ObLIO CTpeMJIEHUE
OIEPUPYIOUINX XUPYPTOB BHIMOJIHATH KOMOUHUPOBAH -
Hble, 4 HEepeIKo M pacilMpeHHO KOMOUHUPOBAHHBIE
oriepannu,

Kpome Toro, U3MeHUIUCh OOBEM U KaueCcTBO BBITION-
HSIEMBIX KOMOMHUPOBAHHBIX onepaliuii (tadn. 7).

Yaie Bcero, Kak W CJACAOBATO OXMUAATh, JEIANUCh
cruieHakToMuu. OTHAKO CyLHeCTBEHHOM, HA HAlll B3TJBIA,
pasHULEN SIBJSIETCS TO, UTO B KJIMHUKE CTAIM BbITNOI-
HATLCS HE ITPOCTO Pe3eKUMU XBOCTA ITOIXKENYA0YHOI XKe-
JIe3bl, KOTOPBIE 334aCTYIO BBLIMOJHSIIOTCS NPU CIUIEH3K-
TOMHUM, a TFEMUMAHKPEATIKTOMUU U CYyOTOTajlbHbIE
Pe3eKLUN TTOKENYIOUHON Kele3nl, KOria BMellaTeb-
CTBO Ha Xeje3e BBIIOJHSIETCS KaK M3-3a MPOPACTAHUS
WM CITAStHUS C OTIYXOJIbIO, TAK U C LEJIbIO YAATEHUS BO3-
MOXHBIX METACTA30B B TMMQOY3Ibl CYNpo- U PeTPOTaH-
KpeaTu4eCcKUX 30H.

Tabnuua 6 Table 6

Buabi NOBTOPHBLIX onepauuii B rpyrine 6osnbHbix ¢ NOM 3a 1991—1994 rr.
Types of second FVOM surgery as performed during 1991-1994

Bugb! onepaumi Yucno 6onbHeix U3 HUX ymepsn

abc. % abc. %

[uctaneHas cybtoTansHas
pesexums Xenyaka npocras 4 25,0
Distal subtotal resection
of the stomach

Ype3bpiownHHag
racTpakTomMms 2 12,5
Transperitoneal
gastrectomy

YpecnnesparnbHas

NPOKCUMMaITbHAasA pe3eKuns
KOMOMHUpPOBaHHaA 2 12,5
Traspleural proximal
resection, combined

YpeabpowviHiag
racTpa3KTOMUS
KoMOBuHMpoBaHHas 6* 37,5 1 6,2
Transperitoneal
gastrectomy, combined

YpecnnespanbHad
racTpakToMus
KOMOMHUPOBAHHAS 2 12,5
Transpleural gastrectomy,
combined

Bcero.../Total... 1 100,0 1 6,2
No. % No. %

Surgery types Patients Deaths

MpumevaHue.* U3 Hux 3 paclumMpeHHble KOMBMHMPOBAHHBIE.
Note*, including 3 wide combined procedures.

sites). In other words full-value surgery should have involved removal
of adjacent organs and/or wide excision of surrounding cellular tissue
in more than 60% of the cases.

Table 4 summarizes types of surgery performed.

Most (22, 40%) operations were transperitoneal combined gastrec-
tomies with a 27.3% overall lethality. Distal and subtotal resections of
the stomach and standard gastrectomies were performed at a similar
frequency (11, 20%) and had a similar lethality (1, 9%). There were a
total of 31 combined interventions, i.e. 56.4% of all FVOM operations.

Palliation as resection of the stomach and gastrectomy was made
in 10 cases (table 5).

Main reasons for the performance of palliative procedures were
peritoneal involvement in 8 and multiple liver metastases in 2 cases.
Note that there were no deaths in spite of rather wide surgical inter-
vention.

The 10 drain operations included 8 gastroenteric by-passes with
enteroenteric anastomosis and 2 gastrostomies, 4 (40.0%) cases were fatal.

Results and Discussion. Beginning from the late eight-
ies the CRC has been carrying out purposeful research to
develop optimal techniques and extent of second surgery
for primary gastric cancer basing on the development of
reliable esophagogastric and esophagoenteric anasto-
moses (Professor M.I.Davydov) and recent achieve-
ments in anesthesiology and resuscitation.

We should like to emphasize that there was no special
selection of patients while the indications and con-
traindications were formulated later basing on surgery
outcomes. During 1990-1994 the FVOM was given to
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Kavnuneckue uccaedoBarus

Tabnuua 7 Table 7
YpaneHHble unu peaelMpoBaHHbIe OPraHbl NPYU KOMGMHUPOBAHHLIX ONEPaTHBHBIX BMELLATENbCTEAX
Organs resected or removed as a result of combined operative procedures
Konnvecteo onepauuit
Bug onepauuun
abe. %
CeneszeHxa/Spleen 8 38,0
lemunankpeatakTomus/Hemipancreatectomy 3 14,3
CyGToTansHasn peaekums noaxenynodHol xeness/Subtotal resection of the pancreas 2 9,6
Peaekuuns nesoir gonun neyernu/Resection of the left liver lobe 4 19,0
Pesekuwns neBoro HagnoveyHuka/Resection of the left adrenal 3 14,3
MpaBocTopoHHssa remukonakTomms/Right hemicolectomy 1 4.8
NToro.../Total 21 100,0
No. %
Removed or resected organs
Operations

B xinHuKe npu BBIIOJIHEHUM KOMOWHUPOBAHHBIX
BMEIIATEILCTB CTPOTO COOMIOAAIOTCS NMPUHLMITLL Ofle-
PUPOBaHUS «OT COCYAOB» U «MOHOBJIOMHOTO» yAAIECHU
npenapata. Oco60 XOTUM OCTAHOBWTHCSI Ha BOMpPOCAX
numbonuccekimu. B TopakanbHoit kninuuke OHILL wu-
pOKO rponaraHaIMpPyeTCs: NpUMeHeHHe JTUM(OAUCCEK-
MU TIPU BBINTOJHEHWM OMEPALIMIA Ha XKeJTYIKE U TTHLLE-
Boje. OOHAKO Mbl CUMTAEM HEOOXOAMMBIM €lIe pas3
ITONYEPKHYThb, YTO NPU MOBTOPHBIX ONEPALUSIX 3TOT
IPUHLUMIT JOJDKEH OCYLIECTBASITLCS B 00s3aTelbHOM
MOPSIIKE.

Tak, B Haureii pabore kareropun N2 COOTBETCTBOBAIIO
36 wccrenoBaHHbBIX MPEMAPATOB, YTO COCTABMIO 63,4%
OT Bcex 00bHBIX, oaydmsiunx [TOIT.

IToaTomy BbiOHEHNWE TUMBOIUCCEKIIMY B TIOJIHOM
obbeme D2—D3 cyurtaem abcoMOTHO HEOGXOAMMbBIM
MIPY IPOBEIEHUH TTOBTOPHBIX OMEpalii TPU NEPBUUHOM
paKe >KeJayaKa.

Kak BuaHo m3 namupix Taba. 7, pacuimperue obbeMa
Ofepalumuy He NPUBEJIO K MOBLIILIEHUIO JeTaibHOCTH. O0-
Last 5-JIETHSIST BIXKMBAEMOCTh B IPYIINE GONBHbBIX, MOJY-
uustnux IMOI1, cocrasuna 36,5+£8,2%.

Besoawbt. 1. TIput npoBeaeHun moBTOPHBIX oneparimii
MPU NEPBUUHOM PAKE XKETYAKA XUPYPrU BCEraa A0JKHBI
ObITh rOTOBbI K BBITTOJIHEHUIO KOMOUHUPOBAHHBIX M pac-
LIUPEHHO KOMOUHHUPOBAHHbBIX BMELIATE/ILCTB.

2. B ciyvyae BOSHUKHOBEHUS OMPeAETEHHbIX CIOXHO-
CTEH, CBA3AHHBIX C MECTHBIM PACIIPOCTPAHEHUEM OMYXO-
JIM, YIUTBIBAS TO, YTO BO BpeMmsl MOBTOPHBIX Olepaluii
BBIPAKCHHBIN, KaK NPaBHI0, CIIAeHHBII NPOLECC He 103-
BOJISICT OTIMYUTb UCTUHHOE BPACTaHUE ONYXOJIU B COCEI-
HUE CTPYKTYPhI OT CITA€K C HUMM, CTPATErUsI XUPYProB
N0JKHA ObITh HarfpaBiaeHa Ha paciIMpeHue oObeMa one-
DAllMK, 4 HE HA COKPALUEHHUE €ro U BBITIOJHEHUE B peiy-
LMPOBAHHOM BU/E.

3. Tlpu npoBesicHMM MOBTOPHBIX OMEpalnil HeOOXO-
AWM ONMTHUMANBHBIA ONEPaTUBHBIA MOCTYH, IOJXKHBI
CTPOTO COOJIIOAATLCS TPUHIIUTBI: OTIEPUPOBAHUE «OT CO-
CYI0B», «MOHODJIOUHOE» YaJeHHe Mpernapara U rpoBse-
JCHME MOJHOUEHHOU tuMdoamccexkumu D2—D3.
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16 patients including 6 standard and 10 combined oper-
ations (37.5% and 62.5%, respectively). Table 6 presents
the surgery types.

Note that combined (abdominothoracic) operative
access was used in 4 (25.0%) cases because it was the only
means to perform full-value second surgery in certain
clinical cases. Besides, wrong choice of operative access
rendered the first surgery exploratory since the surgeon
could not evaluate disease advance correctly.

Standard subtotal distal resection of the stomach as second
surgery was performed in 4 cases only. Combined Garlock
operation was performed in 2 and combined gastrectomy in
8 (50.0%) cases including 3 wide surgical interventions.
There were atotal of 10 (62.5%) combined operations which
in our opinion was quite reasonable because marked com-
missures made difficult intraoperative evaluation.

Indeed, it is often difficult to differentiate true neo-
plastic involvement of an organ and intimal commissure.
As 67.3% of surgical specimens corresponded to T4 dis-
case, i.e. involvement of adjacent structures, the surgeons
tried to perform combined and even wide combined
operations.

During the period in question there were considerable
changesin extent and quality of the combined surgery (table 7).

Splenectomy was the most common procedure.
However, there was a significant difference as perfor-
mance of hemipancreatectomy or subtotal resection of
the pancreas instead of resection of the tail of pancreas
(more frequent in splenectomy) due to tumor invasion of
the gland or in order to remove supra- or retropancreat-
ic lymph node metastases.

The surgery was performed following the ‘from vessels’
and ‘en-block’ principles. Let us consider the problem of
lymph node dissection in a greater detail. Lymph node dis-
section within surgery for gastric and esophageal cancer is
strongly recommended by the Thoracic Department of the
CRC. And we should like to emphasize that this procedure
should be mandatory in second surgery.

In our study 36 (65.4%) specimens had evidence of
N2 disease.
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HEINOCPEACTBEHHLIE U OTJAJJEHHBIE
PE3YJIbTATBI IIOBTOPHLIX OIIEPALINMN
NP NEPBUYHOM PAKE XKEJIYIKA

HUU kaunuuecrotl onxoaoeuu

OCHOBHBIMHU KPUTEPHAMHU, OLIEHUBAIOUIMMHU 3dhdex-
TUBHOCTb MPOBCACHHBIX onepaum”d, SBJISTIOTCA HEIMOCPEA-
CTBEHHBIE Y OTAAJICHHBIE Pe3YABTATHI JeueHusi |2, 3].

B ¢Bs13¥ ¢ HeOOJIbILMM YHUCTOM HaOMOgeHUI, Kaca-
IOLIUXCS TTOBTOPHBIX OlMEpaumit Ipyu MepBUYHOM pake
Kenyaka, 3TOT pa3ael HeaoCTaToO4YHO MOJIHO OCBCUICH
B IuTepatype [1].

IMTpenactaBaeHHBIM HaMM ACTAJNbHBIM aHAIU3 HENO-
CPEJICTBEHHbIX M OTIAJIECHHbLIX PE3YJAbTaTOB MMOBTOPHBIX
onepaunii Ipu NMEPBUUHOM PAKE KEJYIKAa, OCHOBAHHBIN
Ha 00JBLIOM COOCTBEHHOM MaTtepuale, aBIsIeTCs, HECO-
MHEHHO, CBOEBPEMEHHDBIM W aKTYaJIbHbIM.

Marepnanet u Meroxsl. 3a nepuon ¢ 1952 no 1994 r. 8 OHL
uMm. H. H. Broxuna PAMH nosropHo onepupoBan 121 6osnbHO
C MEPBUYHBIM PAKOM MOCIE NPOOHBIX MITH IPEHUPYIOLLKX ONlepaliii.
Bce 31 GONBHELE (e MOTydany MPOTUBOOMYXoneBoe geueHue. M3 121
0ONBHOTO MYKUMH 0bu10 85 (70,2%), xenumun — 36 (29,8%), cooTHO-
urenne 2,4 ;1. Cpeauuit BospacT naumueHToB coctasua 45,3 10,93 roaa.

N3 sroro uncna 35 (45,4%) 60abHBIM ObiIY OKAa3aHbl [TOTHOLEHHBIE
oneparusnble nocobus (MOI)*, ymepan 11 nnpocaexeHnl 44 6ONTBHBIX;

We recommend, therefore, that lymph node dissec-
tion in full (D2-D3) volume should be absolutely obliga-
tory in second surgery for primary gastric cancer.

As seen in table 7 the wider procedures did not
increase lethality. The overall 5-year survival in the
entire group receiving the FVOM was 36.5+8.2%.

Conclusions. 1. When undertaking second surgery in
patients with primary gastric cancer the surgeon shouid
always be ready to perform combined and wide com-
bined interventions.

2. In case of intraoperative problems due to local dis-
ease advance the surgeon shouid aim at a wider interven-
tion rather than to reduce the operation volume because
it is often different to differentiate the involvement of
adjacent tissues from commissures.

3. The second surgery should be performed with opti-
mal access, strict adherence to the ‘from vessels’ and ‘en
block’ principles and should mandatorily include full
lymph node dissection D2-D3.

A.T.Lagoshny, M.I.Davydov, L.E.Rotabelskaya,
M_Sh.Akhmetov

IMMEDIATE AND FOLLOW-UP RESULTS
OF SECOND SURGERY IN PRIMARY
GASTRIC CANCER

Institute of Clinical Oncology

Immediate and follow-up treatment results are princi-
pal criteria of operation efficiency [2,3].

The problem of second surgery for primary gastric can-
cer was not previously analyzed in detail due to the small
number of the cases managed by the investigators [1].

Therefore detailed analysis of immediate and follow-
up results of second surgery for primary gastric cancer
based on a large own experience seems very useful.

Materials and Methods. A total of 121 patients with primary gastric
cancer underwent second surgery after cxploratory or draining proce-
dures during 1952 to 1994 at the N.N.Blokhin CRC, RAMS. All the
patients had not received antitumor therapy. Of the 121 cases 85
(70.2%) were males and 36 (29.8%) were females, ratio 2.4:1. Mean
patients’ age was 45.3+0.93 years.

Of this number 55 (45.4%) cases had full-value operative manage-
ment (FYOM)*, 11 died and 44 were followed-up. 10 (8.3%) patients
had palliative resection of the stomach and gastrostomy: none died
immediately after surgery and all the 10 were followed-up. 10 (8.3%)
cases had drain opcrations including gastroenteric and cnteroenteric
anastomosis (8) and gastrostomy (2). 4 of them died, the remaining 6
were followed-up.

* T101 MONHOLIEHHBIM ONIEPATMBHLIM MTOCOGHEM Mbi TOHUMAEM TaKoH 00beM MOBTOPHOH ONepaunu, Npu KOTOPOM BMECTE ¢ NEPBAYHBIM OYATOM
YAANSIOTCS BCE ONPEAS/SiEMbIE HA MOMEHT OTEPALIMH [1POSIBJIEHUS ONYXOJIEBOro NpoLecca.
* The full-value operative management FVOM is defined as surgical removal of the primary and all other disease detectable at the time of surgery.
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