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COPOKAJIETHHM OIIBIT XUPYPTUYECKOI'O
JEUEHUSI PELUIUBA PAKA KEIYOKA

HUH kmnwyeckott ouxonoaum

Iepnon comuennit B uenecoo6pastoctu XHPYPrUYecKo-
F'O JIEYEHHA PELMIUBA PaKa XKeNyAKa MUHOBAN JOCTATOUYHO
AABHO, OHAKO HEOBXOAMMOCT B COBEDLIEHCTBOBAHUN Me-
TOAMK M TAKTHKH NPHMEHSEMBIX NPU 3TOM MOBTOPHBIX
BMELIATENLCTB COXPAHSAETCS.

Onkonornueckuii Hayunblii nentp PAMH B uncie nep-
BBIX HAaual pa3pabatelBaTe 3Ty CIOXHYIO Npobiemy, we-
JICHANPABNEHHO KOHLUEHTPUPYS OONbHBIX peLUIAHBHBIM
DaKOM XKeNyAKa M3 DPasiIM4HbIX YUPEeXAEHHH CTpaHbl. B
pesynbTate B OHII H HEKOTOPBIX APYrUX YupexaeHHsx
K Hayany 80-x rooB GbLT HAKOMNEH 3HAYHTENbHBII OMBIT,
KOTOPDbIH MO3BONHIT BLIABHHYTH PAM MOJIOXKEHHIT, HMEBILNX
NPHHLNNHAILHO BAXHbIE MOCNEACTBUA UIs BCeil Kenyaou-
Hoil xupyprunu [1, 2]. Peub umer o pekoMmeHmaimusx ¢op-
MHPOBATE NPH MEPBHUHON PE3EKUMH XKelyaKa TracTpoe-
IOHANIBHBIH aHACTOMO3 HE Ha KOPOTKOH 1M03aan060104HOi
KHLIEYHOH METNE, KAK 3TO ObLIO NPUHATO B GOMBLIIMHCTBE
KIMHHK B TO BpEMA, a4 HAa [UIMHHOH MeTne, pa3MelleHHOi
Briepennodonouno. Ilpeanonaranoch, uTo B 3TOM ciayuae
MPH BOSHUKHOBEHMH PELIMAMBA PaKa CHIKAETCS PUCK MPO-
PACTaHUA ONMYXONH B HEYNANHMblE AHATOMHYECKHE CTPYK-
TYPbl M yMEHbLIAIOTCS TEXHHYECKHE TPYAHOCTH B MPOLIECCE
ONEPATHBHOTO BMEILATENLCTBA. B COOTBETCTBUM ¢ 3TOil
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THE 40-YEAR EXPERIENCE OF SURGERY
FOR RECURRENT GASTRIC CANCER

Research Institute of Clinical Oncology

Reasonability of surgery for recurrent gastric cancer
is not doubted at present thought there is still a great
need in improvement of methods and procedures of
second interventions for this pathology.

The Cancer Research Center RAMS to which pa-
tients with recurrent gastric cancer were referred from
other centers of the country was one of the first in-
stitutions to address this problem. As a result the CRC
and some other institutions gained a considerable ex-
perience by the early eighties. Basing on this experience
some principal developments were made that had VEry
important consequences for gastric surgery [1, 2]. It
was recommended to form long-loop gastrojejunal anas-
tomosis in primary gastric resection in front of the
colon rather than a short-loop retrocolonic one as was
adopted in most clinics at that time. The methodology
was expected to reduce the risk of tumor invasion in
unresectable anatomic sites and to facilitate further sur-
gical procedures in case of recurrence. In accordance
with this concept gastric resections with precolonic long-
loop anastomosis were performed since the eighties at
the CRC and many other cancer centers. Cases of gastric
cancer recurrence occurring after such surgery added




Clinical Investigations

koHuenuueir B OHI] u MHOTHX OHKOJNOTHUECKHX yupex-
nennsx ¢ 1980 r. pesekuuH KeNyAKa BbITOJHAOTCA TOAbKO
C BEpeauo0ON0OUHBIM aHACTOMO30M Ha ANHHHON mneTie.
Peuuausbl paka, pasBUBIUHECS B PsfE CAYUaeB nocje 3THX
onepauuit, nononHsan xupypruueckuit onsiT OHILL Ha npo-
TAXeHnH nocneaytounx 15 ner. Hapsanpy ¢ atum B OHII
MPOAOIKAIM TIOCTYNaTh OONbHbIE U3 APYTHX JTeUeOHbIX yu-
PeXAEHUil Mocne pe3eKLHH Xeayaxa, BbITONHEHHBIX 10
CaMbIM PA3NHUHLIM METOJUKAM.

Hene Hawmero wccnefoBaHHs — OLEHKA MPAaBHIILHOCTH
BBICKA3aHHBIX PEKOMEHIALUMH B OTHOLUEHHUH TNEPBUYHOTO
paka >Xeayaxa M M3yuyeHHe AUHAMMKH pe3yJIbTATOB XH-
PYPTHYECKOIO JIeUueHMs PeLUIMBA paka >KelyaKka Ha Ipo-
TaxeHuu Oonee uem 40 et

Marepuanst 1t meroasi. B 1954—1996 rr. B oTaenexiu abaoMuHabHOI
onkoyoruit OHL] PAMH no noeomy peLyanBa paxa jkelTyAKa BbITIONHEHO
375 onepaumit (cnyuyan NEpBHYHOTO PAaKa JKeNYyIKA, Pe3eLHPOBAHHOrO
patee 1o MOBONY A3BeHHOI GOMIe3HH MIIH LOOPOKAUECTBEHHBIX OJIHIOB,
B HCCTIefOBAHHE Ile BKMoYeHbl), M3 Hux 168 pamxanmbubix (140 sxc-
THpNaumit ocrasiueiicss YacTH Kemyaka, |2 MOBTOPHBIX pe3ekUHil xenyaxa,
16 skcrupnauuil numesBopHo-kueuHoro anacromosa) u 207 nmpobHbix
n nazmmatiBHblX (136 npoOHbix nmanapotommii, 24 eioHo-, racTpo- M
KOJIOCTOMMH, 23 racTposHTepocToMiH, 14 0OXOJHBIX MEXKHLIESHHBIX AHAC-
TOMO30B, 6 0OXOIHBIX 330(DAroeioHOAHACTOMO30B, 4 NAUITUMATHBHLIE JKC-
THpNALMH OCTaBIlelics uacTH ckenyaxa). B nepuog 1954—1979 rr. pa-
IMKanbHO onepupoBadbl 96 n3 254 Gonbubix, B 1980—1996 rr. — 72
u3 121. HeobxoaumocTs B KOMOWHHPOBAHHBIX ONEPALMAX BO3HHKAJIa B
58,3% (56 u3 96) u 34,7% (25 u3 72) cmyyaeB cOOTBETCTBEHHO. B mepBom
NEpPHOJE HEMpPEPhIBHOCTb MUUIEBAPHTENLHOIO TPAKTA IOCAE IKCTHPIIAUMH
ocTaBleHcs YacTH XeTyJKa MM MHIMEBOAHOIO aHACTOMO3a BOCCTaHAB-
JIMBANIACh MUIIEBOAHO-KHIIEYHBIM aHacTOMOo3oM 1o Oppy—Xaurty—Ha-
KasMe MM ¢ rnomowpio armaparta [TKC-25, Bo BTOpoM — MOrpyXHbiM
aHactoMo3oM no Bowmmapio u ero Momupukauueit.

Bnusnue THMA NepBHYMHOH PEKOHCTPYKUMH HA pe3yNbTaTbl XHPYpru-
YECKOr'O JIeYeHHs peunaMBa paka uzydeHo y 193 Gombubix. 20 M3 Hux
PaHee MEPeHECITN pe3eKIMIo Xxenyaka 1o Bumspor-1, 107 — no Bumspor-11
€ 103aiM0000YHBIM AHACTOMO30OM Ha KOpOTKoii rneme, 20 — no Bums-
pot-1l ¢ mosagHoGOmOUHBIM AHACTOMO3OM HA JUIMHHOHR MeTne, 25— no
Bunupor-11 ¢ BnepeanoGonouHbIM aHACTOMO30M Ha NIMHHOI netse, 21 —
FACTPIKTOMHIO.

TIpu THCTONOTHYECKOM HCCIEHOBAHHMH DPELHMIMBHONH OMYXONMM afeHo-
KapLHHOMA BhisiBNeHa B 45,6%, MepcTHeBHAHOKIIETOYHBIH pak — B 31,1%,
Hu3kogudrhepeHUMpoBaHHbIii pak — B 21,1%, pak Ge3 yrouHeHHs CTpyk-
Typbl — B 2,2% cnyuaes.

OtaasieHHble  Pe3yNbTATLl CPEAM PAIHKAILHO ONEPHPOBAHHLIX JIO
1991 r. npocnexenst y 69 GONbHbIX.

Pesynbrarer n obcyxaenne. Ha nporsxkennn oboux re-
PHOZIOB OCHOBHOH paaMKanbHOH onepauued Npy peuuIvBe
paka SBNANACh 3KCTUPNALMS OCTaBLIEHCA YacTH SKemyAKa
(81 n 59 onepaumii coorBercTBeHHO). [TokazaHus k no-
BTOPHBIM DE3EKLMAM OCTABIUEHCS YaCTH KelaydKa BO BTO-
pom nepuonie O6b11M orpaHuuenbl. IlpenuecTyomnii onbiT
NMoKasajl HMX SBHYIO HELOCTATOYHYIO PafHKAJIbHOCTb, y 4
13 10 GonbHBIX, nepeHecwIiMX 3KOHOMHYIO PE3EeKLHIO OcC-
TaBlieics 4YacTH JKenyiaka, Habmiogancs NpPOROJIKEHHbIi
pOCT ONYyXOIH.

Kak u3BecTHO, BO3HHMKHOBEHHE DELUUIMBHOH OMyXOmH
B CPOKH A0 3 NeT nocie Oonepauuy M JIOKaNM3auus ee B
00nacTH KenyqoUHO-KHMLIEYHOTO AHACTOMO3a YKa3bIBAIOT
CKOpEe Ha HENOCTATOUHYIO PaAMKaJIbHOCTb NMEPBOM ore-
paumMH, YeM Ha MYJbTHUEHTPHUUHbIH XapakTep pocTa Omy-
xomn [3]. B 9TOM oTHOoweHHH cuTyauus B nocneauue 15
JIeT CYLIECTBEHHO He yayuwunack. PaHHUIR peuuauB paka
pazBuncs B 69,4% (176 w3 254) u 64,4% (71 u3 112) cnyuaen
COOTBETCTBCHHO. B 00nacTH aHACTOMO3a PELIMAUB OTMEUEH
B 53,8% cnyuaeB no cpasHenuo ¢ 47,8% B npeapinyinii

to the RC surgical experience during the following 15
years. At the same time the CRC admitted patients
from other medical centers after gastric resection per-
formed according to different methods.

The purpose of this investigation was to study
whether the recommendations concerning primary gastric
cancer were correct and to analyze results of surgery
for recurrent gastric cancer for more than 40 years.

Materials and Methods. There were 375 surgical operations per-
formed at the RC RAMS during 1954-1996 for recurrent gastric
cancer (cases with primary gastric cancer previously resected for ulcer
or benign polyps were not analyzed) including 168 radical operations
(140 extirpations of the remaining part of the stomach, 12 second
gastric resections, 16 extirpations of esophagoenteric anastomosis) and
207 exploratory and palliative procedures (136 exploratory laparo-
tomies, 24 jejuno-, gastro- and colonostomies, 23 gastroenterostomies,
14 enteroenteric by-passes, 4 palliative extirpations of the remaining
part of the stomach). During 1954-1979 96 of 254 and in 1980-1996
72 of 121 patients underwent radical surgery. Combination procedures
were indicated in 58.3% (56/96) and 34.7% (25/72) cases, respectively.
During the first period the continuity of the gastrointestinal tract
after extirpation of the stomach residual or esophageal anastomosis
was restored by Orr-Hunt-Nakayama esophagoenteric anastomosis or
using a PCS-25 apparatus, during the second period by Bondar anas-
tomosis or its modification.

Effects of primary reconstruction types on results of surgical in-
terventions were studied in 193 patients, of whom 20 had previously
undergone Billroth-1 stomach resection, 107 Billroth-I1 stomach re-
section with retrocolonic short-loop anastomosis, 20 Billroth-II stom-
ach resection with retrocolonic long-loop anastomosis, 25 Billroth-11
stomach resection with precolonic long-loop anastomosis, 21 gas-
trectomy.

Distribution of residual tumors by histology was as follows: ade-
nocarcinoma 45.6%, signet-cell carcinoma 31.1%, poorly differentiated
carcinoma 21.1%, carcinoma of unknown histology 2.2%.

Follow-up results in cases undergoing radical surgery before 1991
were evaluable for 69 patients.

Results and Discussion. Extirpation of the residual
stomach was the main radical procedure in recurrent
cancer during the two periods mentioned (81 and 59
operations, respectively). Indications to repeated resec-
tions of the stomach residual were limited in the second
period. The previous experience demonstrated these pro-
cedures to be insufficiently radical because 4 of 10 pa-
tients undergoing narrow resection of the stomach re-
sidual presented with continuing tumor growth.

As known, disease recurrence in the gastrointestinal
anastomosis region within 3 years following surgery is
evidence of insufficient radicality of the surgery rather
than of tumor multicentric growth [3]. The situation
did not change much over the last 15 years in this
respect. Early cancer recurrence was observed in 69.4%
(176/254) and 64.4% (71/112) of cases, respectively. Re-
currence in anastomosis region was detected in 53.8%
versus 47.8% in the previous period. There was no re-
duction in frequency of total affection of the stomach
residual either (11.6 vs 16.9%, respectively) which ne-
cessitated improvement of patient care after stomach
resection. Nevertheless, the rate of cancer resectability
in surgery for recurrent gastric cancer increased by more
than 20% (37.8 vs 59.5%, respectively). Exploratory and
palliative procedures were predominating in the first
period while radical operations made a majority during
the second period.
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nepioa. ToTanbnoe nopakeuie ocTasueiics uacTi xenya-
Ka Takxke He ctano Hadmoaatscs pexe (11,6 n 16,9%
COOTBETCTBEHHO), UTO YKA3bIBAET HA HEOOXOAMMOCTD Yy~
LWHTb KAYECTBO HAOIOAEHNS 32 GOILHBIMK NOCAE Pe3eKLHH
xenynka. Tem He MeHee nokazartens pe3ekTabeNbHOCTH npu
OMEpALHAX MO NMOBOLY pPeuMaMBa paka >KelyAka BO3POC
Gonee uem Ha 20% (37,8 u 59,5% COOTBETCTBEHHO). Ecnu
B NIEPBOM NEpUole Npeobnananu NpoOHbIE H NATUIHATHBHbIE
OMNepauky, TO BO BTOPOM ~— PafHKasbHbIE.

BbisBnenHoe yBennuenue pesekTabeabHOCTH Helb3s 06 b-
ACHNTL GoNee arpecCMBHOI XMPYPrUUYECKOH TAKTHKOM, No-
CKOJIBKY 4acTOTa KOMOMHMPOBAHHBIX OrepauMii Tpu pe-
UUOMBE paka OKelnyJka B IMOCIEAHHE TOAbl Oblla
SHAYHTENIbHO MeHblle, yeM B npeablaywue (34,7 u 58,3%
COOTBETCTBEHHO). :

BesycnosHo, ynyuiueHnio pe3ynsTaToB XMpYpruueckoro
JIeUeHHs Cnoco6CTBOBANIO COBEPLICHCTBOBAHME NpEONepa-
LIMOHHOH JMArHOCTHKH PACIPOCTPAHEHHOCTH OMYXONEBOTO
npouecca. BMecte ¢ TeM aHanW3 NPHUYMH, HE MO3BOMUBLIMX
BbITIOJIHUTb PAAMKAILHYIO ONEepalHIo, NOKa3asl, YTO HX CO-
OTHOLUEHHE HA NPOTAKEHHH OOONX NMEPHONOB CYLIECTBEHHO
He u3Mmenustock. IIpopactanme onyxomm B cocefiHyie OpraHbl
B COYETAHHHU C OTHANCHHBIMHW MeTacTa3aMM HabMIOAANOCh
B 58,9 1 43,6%, oTnaneHHble MeTACTA3bI APH OrpaHUYEHHO
nepBHuHOi onyxomn — B 27,2 u 30,8%, npopacraHue ony-
XOJM B COCENNHHE OPraHbl 0€3 OTHANEHHBIX METAacTa30B —
B 13,9 u 25,6% cnyuaeB cooTBeTCTBEHHO.

W3syueHue npuuMH, MOBIMABIIMX HAa pe3eKTaGeNbHOCTS,
TIOKa33110, YTO OHA CYMIECTBEHHO 3aBHCUT OT THNA pe-
KOHCTPYKLHK, BbITIOJHEHHOMN NPH NMEPBHYHOMN PE3EKLIHH Xe-
nynaka (puc. 1). Hanbornee peaxo axcTupnauus ocrasiueiics
HacTd KENMyIKa yJaBanach NPH PELHAMBE PAKA MOCHE Ofe-
paumu no bunepoty-I (25,0%), uto nonTeepxmaeT BLIBObI
PaHee NPOBENEHHBIX HCCleqoBaHuil [2]. PesexTabenbHocTb
nocne pesekunu no bunspory-1I ¢ nozagno6omouHbIM anac-
TOMO30M Ha KOPOTKOW memne cocrasnser 45,8%, a npu
HCIMIONb30BAHUM JUTMHHOM KHILUEYHOH METNH, pacrnonoxkeH-
HOHM Taxkxe no3agnobomouno, — 55,0%. Haubonee BbICO-
KHil 10Ka3aTenb Pe3eKTabeNbHOCTH OTMEUYeH NOCHe pesek-
U xemyaxka 1o Bunbpory-II ¢ BnepenmoGomouHbiM
aHACTOMO3OM Ha JINTHHHON mnetne (76,0%).

3aBHCMMOCTh TOKa3aTeNns pe3eKkTabeNbHOCTH OT THMA
NEPBUYHON pe3eKLMH JKenyaxka oOBbIACHAETCS 0COBEeHHOC-
TAMHM DAcrnoJIOKEHHS OCTaBuIecs uacTi xenyaka W, 4To
0COOEHHO BAaXHO, XKENYHOUHO-KMLIEUHOTO aAHACTOMO3A
NOCKIe KAKAOro BUAA OTEPALIMH, MTOCKObKY, KAK U3BECTHO,
peuninBHas ONyXojb Hanbollee 4acTo BO3HMKAET B aHac-
Tomo3se. Ilocne pesexuuun no Bumspory-I ona nerko npo-
pacTaeT B MeueHb, TOJIOBKY MOMKeNYJOUHON Kemezbl M
SJIEMEHTBI MEYCHOYHO-LBEHAALUATHNEPCTHOH CBA3KM, Tak
Kak MIMEHHO K 3THM aHATOMHYECKHUM CTPYKTYpaM MpUIexKaT
OCTaBLIAACA 4YACTb JKENYyAKa M 3KeJyZ0YHO-HBEHAALATH-
NepPCTHBIH aHacTomo3. Ilocne pesexuun no Bunspoty-II
¢ no3aaMobONOYHBIM AHACTOMO3OM Ha KOPOTKOil MeTie
nocneannii dmkcnposan B Gpbikelike nonepeuHoil 060-
AOYHOH KMUIKH, W PEUHAMBHAS OMYXONb JIEFKO HH(MILT-
DHPYET KOpeHb OPbDKEHKH KHIIKH 1 GPbKeeuHble COCYIbI.
[Monobnas cuTyauns Bo3HMKaeT W nocne onepauuM ¢ mno-
3aA1M0000UHBIM AHACTOMO30M Ha IUTHHHOI neTne. Tlocne
pesekuun no bunbpoty-II ¢ BnepeanoGogouHbIM aHACTO-
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25,0% 45,8% 55,0% 76,0%

Puc. 1. PesektabenuHOCTe npu onepauusx no nosogy peuu-
AMBA paka xenypka nocrie pesexkuuu xenyaka rno Bunbpot-l
(a), Bunbpoty-ll ¢ No3aaMoBOACUHBIM AHACTOMO3OM Ha KO-
poTtkoii netne (b), Bunspoty-ll ¢ no3aaMo60A0YHLIM aHacTo-
MO3OM Ha AnuHHOW netne (c), Bunbpoty-l ¢ Bnepeauo6o-
AOCYHbLIM aHaCTOMO3OM Ha ANMHHONK netne (d).

Fig. 1. Resectability in surgery for recurrent gastric cancer
after stomach resection by Billroth-II (a), Billroth-ll with short-
loop retrocolonic anastomosis (b), Billroth-ll with long-loop
retrocolonic anastomosis (¢) and Billiroth-ll with long-loop
precolonic anastomosis (d).

The increase in the resectability was not due to
more aggressive surgical tactics since the rate of com-
bination procedures in recurrent gastric cancer over the
last years was much less than previously (34.7 vs 58.3%,
respectively).

No doubt that more careful preoperative assessment
of disease advance contributed to the improvement
of surgery results. Although analysis of reasons pre-
venting radical surgery showed that their relationships
did not change considerably. Tumor invasion of ad-
jacent organs in combination with distant metastasis
was detected in 58.9 vs 43.6%, distant metastasis with
limited primary 27.2 vs 30.8%, tumor invasion of ad-
jacent organs without distant metastasis 13.9 vs 25.6%
of cases, respectively.

Factors determining the resectability depended to
a large degree on reconstruction type in the stomach
primary resection (fig. 1). Extirpation of the stomach
residual in recurrent cancer was performed in lesser
cases after Billroth-I procedures (25.0%) which was in
agreement with previous study [2]. Resectability after
Billroth-II resection with retrocolonic short-loop anas-
tomosis was 45.8% against 55.0% after Billroth-II re-
section with retrocolonic long-loop anastomosis. The
highest resectability rate was found in Billroth-II re-
section with precolonic long-loop anastomosis (76.0%).

The dependence of resectability on type of the stom-
ach primary resection is due to specificity of location
of the stomach residual and, what is more important,
of the gastroenteric anastomosis after each type of sur-
gery, since the recurrent cancer is known to develop
in the anastomosis. After Billroth-I resection the tumor
easily invades the liver, the head of the pancreas and
elements of the hepatoduodenal ligament because the
stomach residual and the gastroduodenal anastomosis
are close to these anatomic structures. After Billroth-II
resection with retrocolonic short-loop anastomosis the
anastomosis is fixed in the transverse colonic mesentery,
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MO30M Ha JUIMHHOMH neTie nonepeuHas 00OAOUHAd KHINKA
ABNAETCA Kak Obl NPOCIOHKOH MEXIY BO3MOXHON pewu-
[UIBHOH OMyXOJIbIo H CTPYKTYpamH 3a0pIOLIMHHOTO Npo-
CTPAHCTBA, NO3TOMY OMYXOJNb, AOCTATOUHO YACTO MpPOpac-
Tag B NONEPEUHyI0 0OOROUHYIO KHILUKY, HE JOCTHTAET HX.

IToxasaTenn ke UaCTOTbl KOMOHHHPOBAHHBIX IKCTHP-
nauui ocTaBlUeHCs YaCTH JKENYAKa I0CHE PassIMUHbIX Ba-
PHAHTOB NMEPBHUHOH PE3EKLMH CYLIECTBEHHO HE pa3ivua-
torcs. Tonbxo mocne pesekuun Kenyaka no Bunbpot-I
OTUETIHBO MPOCNEXMBAETCS OGONbIIMH 00BEM MOBTOPHOM
onepauun (100%). KombuHupoBaHHble omepauuH rnocue
pesexuuii mo bunbporty-II ¢ anacroMo30M Ha KOpOTKOii
netne soinonHenb! B 49,0% cnyuaes, ¢ no3agno60X0UHbBIM
AHACTOMO30M Ha AnMuHHON netne — B 54,5%, ¢ Brnepenu-
060M0UHbIM AHACTOMO30M Ha MIHHHONH netne — B 44,0%.

Ilpy pasnuuHbIX THCTONIOHUECKHX (GOPMaX pe3eKTa-
GenbHoOCTL cocTaBmsna: 72,2% npu ageHokapunHome, 68,4%
npn HU3KOAH(pdepeHUNPOBaHHOM pake, 42,9% npu nepcr-
HEBHIHOKJIETOUHOM PpaKe.

K 3HaunTenbHOMY DOCTHXEHHIO B CIOXHOH npobneme
XHPYPIHYECKOTO JIEUEHHS PELUINBA PAKA XKEJNYAKa MOXKHO
OTHECTH TOT (PAKT, UTO HAPAAY C BO3PACTAHMEM IOKA3aTeNs
pesexrabensHoctt B OHLI PAMH yaanoch cyectseHHO
YMEHbUINThL TOCIEONEPALHOHHYIO JIETATLHOCTL., B 1954—
1979 rr. 11pH pagMKanbHBIX ONIEPALMAX OHA cOcTABMIANa 32,3%
(ymepnu 31 u3 96), B 1980—1996 rr. — 16,7% (12 u3 72).

Mb! He BLISBMIIM 3AMETHOTO BIHSHUSA THIA NEPBUYHOM
PEKOHCTPYKUMH Ha MOCIEONEPALHOHHYIO NETAILHOCTD,
XOTs Haubonee HU3Kas JTETATBHOCTL CPeAH DONbHLIX, nepe-
HECIUMX 3KCTUPMALMIO OCTABLUCHCS UACTH KeJIyaKa B Ie-
prox 1954-—1996 rr., oTMeueHa Bce-TakM NPH TACTPOIHTE-
poaHactomo3e Ha anuHHOM nerne — 15,8% (ymepnu 3 mu3
19). JleranbHOCTL MpHM 3KCTHUPNAUMKM YAcTH JKEyOKa, Oc-
TaBluedca nocne pesekuuu no bunbporty-II ¢ nosagnobo-
JOUHBIM aHACTOMO30OM Ha KOPOTKO# netie, coctasuia 20,4%
(ymepin 10 u3 49), ¢ nozannobogoUYHbLIM AHACTOMO3OM Ha
minnHol netne — 27,3% (3 u3 11). U3 5 paguxannHo one-
PUPOBaHHbIX 60JbHBIX ¢ onepauned no Bunspoty-I B anam-
He3e ONMH yMep OT MOCICONEPALMOHHBIX OCIOXKHEHUI.

OcHOBHYIO %€ poNlb B CHHXKEHUH TMOCIIE0NepaLHOHHO
JIETaNbHOCTH ChITPAIO TIOBBILIEHHE HANEKHOCTH MULIEBOJ-
HO-KHLIEYHOTO aHACTOMO3a, KOTOPbIit BhinojHseTcsa ¢ 1980 r.
B abnomunansHoit kmmunke OHIT no Metoamke I'. B. Bongaps
[4] n ee mogudukaumy. JIETANLHOCTE OT HECOCTOSTENLHOCTH
WBOB aHACTOMO3a CHH3NNACL B CPABHHBAEMbIE MEPHOAbLI C
20,9% (ymepnun 18 uz 86) mo 5,7% (4 u3z 70).

Tun nepBuuHON PEeKOHCTPYKUHH BO MHOTOM OMNpee-
JA€T 00BEM PE3EKLUMH TOHKOH KHMUIKM B IPOLECCE 3KC-
THPNALMHH OCTaBIICHCK UACTH XENYAKA U BO3MOXKHbIE Ba-
PHAHTbl HOBOH peKoHCTpykuuHu (puc. 2). ITocne onepauun
¢ TacTPOIHTEPOAHACTOMO3OM HAa KOPOTKOH NETile BO3MO-
YKEH TONBKO OAWH BAPHAHT — (QOPMHPOBAHME MHUILEBOA-
HOrO aHACTOMO32 € OTBOJALIMM OTHENMOM KHIUKH W BKIIO-
yeHne mnpuBoAsawedl kuwxn no Py. Ilocne onepaunu c
AHACTOMO30M Ha JUIMHHOII NETNe He BCETAa BO3HHMKAET He-
00X0ANMMOCTb B PE3eKLMH OPayHOBCKOrO COYCTbA, B psfe
CIIyUQ€eB €r0 MOXHO COXPAHHTb, OTBOASALLAA KHIIKA MPH 3TOM
aHACTOMO3UPYETCS ¢ nuuieBogoM. Pazymeercs, npn Gnu3kom
MOLPACTAHHH OMYXOMH K MEXKHIIEUHOMY aHAcTOMO3y, a
Yale NPH HaIHUMK METACTa30B B OpbDKeHKe TOHKOH KHLIKH
OpayHOBCKOE COYCTbE BXOAHT B GIOK yAanseMblX TKaHe,
PEKOHCTPYKLHA B 3TOM Ciyuae TakKe BbIIONHAETCS no Py.

and the recurrent tumor infiltrates easily the root of
the mesentery and mesenteric vessels. A similar situation
is observed in procedures involving retrocolonic long-
loop anastomosis. After Billroth-IT resection with
precolonic long-loop anastomosis the transverse colon
is a sort of a streak between a potential recurrent tumor
and retroperitoneal structures, that is why the tumor
which rather often infiltrates the transverse colon fails
to reach these structures.

Frequency of combined extirpations of the stomach
residual did not demonstrate much difference with respect
to type of primary surgery. There was a marked increase
in second surgery only after Billroth-I resections (100%).
Combined resections after Billroth-II resection with retro-
colonic short-loop anastomosis were performed in 49.0%,
Billroth-II resection with retrocolonic long-loop anas-
tomosis in 54.5%, Billroth-II resection with precolonic
long-loop anastomosis in 44.0%.

Resectability with respect to disease histology was
72.2% in adenocarcinoma, 68.4% in poorly differentiated
carcinoma, 42.9% in signet-cell carcinoma.

Another achievement in the complicated problem
of surgical treatment for recurrent gastric cancer at the
CRC RAMS was reduction in the lethality. During 1954-
1979 the rate after radical surgery was 32.3% (31/96)
versus 16.7% (12/72) in 1980-1996.

There was no clear relationship between postop-
erative lethality and type of primary reconstruction
though the death rate among patients undergoing ex-
tirpation of the stomach residual during 1954-1996
was the lowest in cases having undergone long-loop
gastroanastomosis (15.8%, 3/19). Lethality in cases un-
dergoing extirpation of the stomach residual after Bill-
roth-1I resection with retrocolonic short-loop anas-
tomosis was 20.4% (10/49), with long-loop retrocolonic
anastomosis 27.3% (3/11). One of 5 patients undergoing
radical Billroth-I surgery died from postoperative com-
plications. .

Increased proofness of esophagoenteric anastomosis
performed at the CRC Abdominal Clinic since 1980
according to the G.V.Bondar methodology [4] and its
modification plaid the principal role in the reduction
of postoperative mortality. Lethality due to anastomosis
leak reduced during the periods compared from 20.9%
(18/86) to 5.7% (4/70).

Type of primary reconstruction determines to a large
degree extension of small intestinal resection during ex-
tirpation of the stomach residual and options of the
new reconstruction (fig. 2). There is only one possibility,
i.e. Roux esophageal anastomosis with the intestinal
efferent segment and inclusion of the afferent segment
after the short-loop gastroenteric anastomosis. Braun
anastomosis may sometimes be saved after the long-loop
anastomosis procedure, the efferent intestine being anas-
tomosed to the esophagus. Although if the tumor has
grown close to the enteroenteric anastomosis or, more
often, in the presence of small intestinal mesenteric me-
tastases, the Braun anastomosis is included in the block
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Kaunuuecxkue uccaedoBanusa

MetacTassl B perHOHapHbIX TUMQOY3Iax oOHAPYKeHbI
y 15,5% paaukansHo onepupoBanHbix. HanGomee wacro
OHH Topaxanu JTUMQpOY3Nbl OPbDKEHKH TOHKOH KHILIKH
(5,5%) n obnactu upepHoro cteona (4,4%). Ilocine one-
pauHii, BKIIIOUABLIMX CTIEHIKTOMHIO, METACTA3bI B BOPOTAX
ceneseHku BuiABaeHbl B 3,8% cnyuaes. Huzkuii mpoueHT
MOPaKEHHs MeTacTa3aMi JIUM(OY3JIOB, BO3SMOXHO, CBA3aH
€ HEJOCTATOYHO TINATENAbHBIM MOP(QOIOTHUECKHM HCCIe-
JOBAaHHEM YyAANeHHBIX Mpenaparos.

Ocoboro BHHMaHHs 3acnyKuBaeT mpobreMa XHpypru-
YECKOTO JICUEHNS PELMIHBA PAKa XKEemyJKa, pa3BUBUIETOCS
MOCIe TACTPIKTOMHUY B [THILEBOJHO-KULIEYHOM aHACTOMO3E.
IIpu artoii natonornn B OHLI npeanpuHAThl MONBITKH XH-
pypruueckoro BMeluatensctBa y 21 6ombHoro. Ypanocs
BBINIOJIHUTD 16 panuKambHBIX IKCTUPHALMH MHIEBOLHO-
KHMLIEYHOTO aHacToMo3a. Takum obpazoM, pesekTabenbHOCTh
coctasuna 76,2%. Y Bcex pagMKajbHO OTEPUPOBAHHBIX MpH-
MEHANICS KOMOMHHPOBaHHBI aOAOMUHOTOPAKANbHBIN [HO-
CTYN. YMEpAH OT MNOCIEONepPalMOHHbIX OCIOXKHEHHI 3
(18,7%) GonbubIX. XUpYpruueckoe JNEYEHHE 3TOM rpynnbl
0OnBHBIX HaM MpPEJCTABIIAETCA MEPCMNEKTHBHBIM HAMpPaB-
JIEHHEM, a TepBble pPe3yNbTaThl OOHAASKHUBAIOLIMMH.

IToMHUMO NpHBEEHHLIX BhIlLE ONEPaLnii Npy peLUanBe
paka xemynka, OHII pacnonaraer onsitom 50 onepauuii
NpH NEepBHYHOM pPaKe XelnylKa, Pe3eLHpOBAHHOTO MO Mo-
BOJIY fA3BEHHOM OONE3HH, ABEHANLATUIIEPCTHOM KUIIKK UIU
MOJIMMOB, 25 U3 HUX pafuKaiabHble. B muTepaType Mbl He
BCTPETHIIM CPABHHTENbHOH OLEHKH PE3YILTATOB XHDPYDPIH-
YECKOTO JIeYEHHMS PENVAWBHOTO M MEPBHYHOIO paxa pe-
3eUHPOBAHHOrO Xenyaka. CpaBHeHHe JaHHBIX 332 BeCh fe-
PHOI XUDYPTHHM pe3eunpoBaHHoro xemynka B OHIJ
MIOKA3bIBAET, YTO MOKA3aTeNh Pe3eKTaGENLHOCTH NpPH pe-
UMAMBHOM M MEPBUYHOM PaKe PE3eLMPOBAHHOIO XeayaKa
cocrasnseT 44,8 u 50,0% cooTBercTBerRHO. HeobxomumocTts
B BBIMOJHEHHH KOMONHHDOBAHHBIX Onepauuil mpu peuu-
JHBHOM DaKe BO3ZHHKAET yalle, YeM NpPH MepBUYHOM paKe
peseuupoBaHHoOro xenyaka (39,9 u 55,9% coorreTcTBeHHO).
Ha 6onbuiyio TpaBMaTHUHOCTh ONEPAaLUH NPH PEUUANBHOM
pake ykasbiBaeT M 0oJice BLICOKHH MOKa3aTeNb Mocieomne-
pauvoHHoit netansHocTH (25,5 M 12,1% cooTBercTBEHHO).

Ortaanennvie pesyastartsl. [loxazatens S-neTHeil BbI-
KHBAEMOCTH OONBbHBIX PELUHAHBHBIM PAKOM XKenyaKa Cy-
LIECTBEHHO HE HM3MEHMIICA Ha npoTsxkeHuu 40 ner u co-
XpaHseTcs Ha ypoBHE 26%, YTO NPaKTHYECKH COOTBETCTBYET
pesynbTaTaM JeueHus MNEPBHYHOTO paka HEONepHpOBaH-
HOTO JKenyaka ¥ ODOCHOBBLIBAET ONPABAAHHOCTH CIIOXKHBIX
NMOBTOPHBIX BMELIATENbCTB. HauMeHbluas ApPOCIDKHUTENb-
HOCTb XH3HHM CDEAM YMEDIUMX OT NPOrPECCHPOBAHHA OImy-
XOJIEBOTO MpOLlecca OTMEUeHa NPH NEPCTHEBUIAHOKIETOYHOM
pake — 17,8 mec, 25,6 mec — npu HuzkoanddepeHuHpoBan-
HOM paxe, 33,5 Mec — NpH aJeHOKAPLIMHOME,

Hanunune metactazos B pernoHapHsIX TnM(poy3nax 3Ha-
YUTENBHO YXYJLAET MPOTHO3 BbhxkHBaemocT. M3 10 npo-
CHEXEHHBIX DOMBHBIX, Y KOTOPbIX B YIAJNICHHOM MNpenapare
OOHapyXeHb! JIMM(POreHHbIE METACTA3bl, HH OAHH He Mpo-
XM 5 JeT nocne onepauuu, Gonee 3 JeT NPOXHI OAMH
BonbHoi. CpeaHast NPOAOMKHTEILHOCTL JKHM3HH Cpelu
YMEPUIHX OT MPOrPECCHPOBAHHMA OMYXOJNEBOrO MpoLecca
coctaBuna 16,7 mec.

M3 9 GosbHbIX, NPOCHEKEHHBIX MOCTE 3KCTHPAALUH
AULIEBOAHO-KHUUIEYHOTO AHACTOMO3d, 5 JIET MPOXUNH 2
HonbHbIX, 6onee 3 neT — 4. CpelHsia NPOAOIKHUTELHOCTD
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Puc. 2. BapuaHTbl onepauvu no nosoay peuuavBa paka npu
Pa3NMyYHbIX TUNax NePBUYHOM pe3eKUUH XKeryaka.

a-—nocne pesekuuu Xenygka C XENyAouHO-KWLLEYHBIM aHacTo-
MO3OM Ha KOpPOTKOW NeTne; b, ¢ —rnocne pesekumn Xenyaka c
KENYROYHO-KMLIEYHBIM aHACTOMO30M Ha ANUHHOW neTne.

Fig. 2. Surgical options in recurrent gastric cancer with respect
to types of primary stomach resection.

a, following stomach resection with gastroenteric short-loop anas-
tomosis; b, ¢, following stomach resection with gastroenteric long-
loop anastomosis.

of tissues to be removed, the reconstruction being also
performed by Roux.

Regional lymph node metastases were detected in
15.5% of patients with radical surgery. Most common
metastasis sites were small intestinal mesentery (5.5%)
and celiac trunk region (4.4%). After splenectomy-in-
volving procedures splenic portal metastases were found
in 3.8% of the cases. The occurrence of lymph node
metastases was probably due to poor morphological
study of surgical specimens.

Of especial importance is the problem of surgical
treatment for recurrent gastric cancer in the esophagoen-
teric anastomosis following gastrectomy. Surgical inter-
vention for this pathology was performed in 21 patients
managed at the CRC. There were 16 radical extirpations
of the esophagoenteric anastomosis, i. e. resectability was
76.2%. All the radical procedures were performed via
combined abdominothoracic entry. Three (18.7%) pa-
tients died due to postoperative morbidity. Surgery in
this category of patients seems promising and the interim
results encouraging.

Besides the above-mentioned operations for recurrent
gastric cancer the CRC has gained experience of 50 sur-
geries in primary gastric cancer resected for gastric or
duodenal ulcer or polyps, of which 25 were radical.
We failed to find published data comparing results of
recurrent and primary (after stomach resection) gastric
cancers. Comparison of the CRC results demonstrated
the resectability in recurrent and primary cancer of the
resected stomach to be 44.8 and 50.0%, respectively.
The need in combined surgery was greater in the recurrent
than in primary cancer of resected stomach (39.9 vs
55.9%, respectively). High postoperative lethality (25.5
vs 12.1%, respectively) is also evidence of greater trau-
matism of surgery in recurrent cancer.

Follow-up Results. The 5-year survival of patients
with recurrent gastric cancer has not changed consid-
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KM3HM B 3TOiH rpynne GOJIbHbIX CPEaH yMepLUX OT Mpo-
rpeccHpoBaHUs OMYXOJEBOro mpouecca — 22 Mec.

IIpyn ananu3e OTAAMEHHBIX PE3YILTATOB Mbl BbISBUIIN
TEH/IEHUMIO, HE OTMEUEHHYIO B JIMTEPATYpe APYTHMHU aB-
Topamu. Cpeau OOMbHBIX, PAAHKAILHO ONMEPHPOBAHHBIX I10
MOBOJY PaHHETO PELUMAMBA PAKA KENYAKA, MOKA3aATENb 5-
neTHel BbDKHWBaeMocTH coctaBun 23,1%, npu nozauem pe-
unanse — 27,3%, 6onee 3 net npoxunn 30,8 u 54,5% Gonb-
HbIX COOTBETCTBEHHO. CpeaHSS MPOAOIKUTENIbHOCTD KH3HH
Cpe[i YMEPLUIMX M3 YKMCIIa OTIEPHPOBAHHbIX MO MOBOMY PaH-
HEro peuMauBa cocTaBuiaa 18 Mec, Mo NMOBOAY MO3/JHErO
peunausa — 30,3 mec.

Ewe 6onee BbipakeHHbIE PA3MUKs MOTyYeHb! TP AHA-
JIM3€ OTAAJIEHHBIX PE3YIbTATOB B 3aBHUCHMOCTH OT JIOKa-
JM3alun peudanBHON onyxonu. Ilpu Jokanusauuu peuu-
IMBHOH OMyXONM B racTPOIHTEPOAHACTOMO3E M 06NacTH
BHOBb C()OPMMPOBAHHOH MaJIOW KPHBH3HBI 5 JIET mocie
onepaurn Npoxuin 13% OONbHBIX, B TO BpeMs Kak NpH
PEUHOVBHBIX OMyXOIAX, Pa3BUBLIMXCA B OCTaBLUEHRCA YacTH
HKeJyAKa BHE FaCTPOIHTEPOAHACTOMO3A H MATIOH KPUBU3HEI,
MOKa3aTeNb S-NETHEH BbDKHBaeMOCTH cocTaBun 50%. Cpen-
HAS MPOAOJOKHTENBHOCTb XU3HH CPERH YMEPLIMX B 3THX
Tpynnax cocTaBHUia cooTBeTcTBeHHO 19,9 u 31,5 mec.

Besogpl. 1. PopmupoBaHue BhepefHoBOROYHOTO Ta-
CTPOIHTEPOAHACTOMO3A Ha JUIMHHOH METIIE B MPOLIECCE Mep-
BHYHOM PE3EKLMHU XKENYAKA MOBBILIAET Pe3ekTabenbHOCTb
OpH ONepauusx no MOBOAY PELUMOMBA PaKa XKeMyaKa.

2. TlokasaHMs K 3KOHOMHBIM PE3eKLMAM OCTaBlIeHCs
YACTH JKeJlyAKa [PY pellMAnBe paKa KelyaKa JOMKHbI 6bITh
OrPAHNYEHBI B CBA3M C HEXOCTATOYHON PAIUKANLHOCTHIO.

3. IlpuMeHeHHE NHILEBOAHO-KHIIEYHOTO AHACTOMO3A
no meronuke boHaps nmpu onepauMaAx 1o MOBOAY pelH-
IMBa paKa XeJyAKa CIOCOOCTBYET YMEHbIUEHHIO JIETalb-
HOCTH OT HECOCTOATENLHOCTH IIBOB MUIIEBOAHOIO COYCThA
¢ 20,9 no 5,7% u o6weii nocneonepalMoOHHOM AETATLHOCTH
¢ 32,3 no 16,7%.

4. IIpn peunpuBe paka >KeNyAKa B MHIIEBOXHO-KH-
LIEYHOM aHACTOMO3€ BO3MOXXHO PafUKaNbHOE XHPYPTHUEC-
KO€ JIeYEHHE ¢ YIOBIETBOPHTENLHBIMU HEHOCPEACTBERHBIMH
M OTHANEHHbIMU PE3yIbTATAMH.

5. Tlosnnee (6omee 3 neT) BO3HHKHOBEHHE peELMAMBA
U JIOKaJIM3alMs PELIUAMBHOM ONYXOJIH B OCTABLIEHCA YaCTH
XKENyaKa BHE S>KENYyNOYHO-KMIMEYHOTO COYCTbS M BHOBb
cbopMMpOBaHHON Mo KpHBM3HbI SBIAIOTCA GIATONpH-
ATHBIMH NPOTHOCTHYECKMMH GAKTOpaMu B OTHOWIEHHH OT-
IANCHHbIX DPE3yNbTATOB XHpYpruueckoro nevenus. Ilpu
3TOM CPEAHAA NPOACIDKMTENLHOCTD XH3HH CPelH YMEPLIHX
OT MNpOorpeccupoBaHua onyxonu cocraenser 30,3 u 31,5
MeC, B TO BpeMs KakK MNpH DaHHEM peUuuJUBe MIH €ero
JIOKANIM3AUMH B XKETYAOUHO-KHUILIEUHOM aHACTOMO3e U 06-
JIacTH Manoit kpuBu3Hbl — 18,0 u 19,9 mec.
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erably over the last 40 years to remain about 26%,
i. e. equal to the corresponding rate for primary cancer
of stomach not operated on, which justifies the per-
formance of complicated repeat surgery. Life time of
the patients dying from disease progression was the
shortest in signet-cell (17.8 months), poorly differentiated
(25.6 months) carcinoma and adenocarcinoma (33.5
months).

Regional lymph node metastasis aggravated signifi-
cantly the survival prognosis. None of 10 patients having
lymphogenous metastases in the operative specimens sur-
vived 5 years, with only | patient surviving 3 years.
Mean life time among the lethal cases was 16.7 months.

Of 9 patients followed up after extirpation of eso-
phagoenteric anastomosis 2 survived 5 years and 4
more than 4 years. Mean life time among patients
dying from postoperative complications in this group
was 22 months.

The analysis of the follow-up results revealed the
following tendency not found in previous literature. The
S-year survival was 23.1% among patients undergoing
radical surgery for early recurrence of gastric cancer
and 27.3% in late recurrence; 30.8 vs 54.5%, respectively,
survived 3 years and more. Mean life time among the
lethal cases was 18 months in the early recurrence and
30.3 months in the late recurrence groups.

Still greater differences were found between the re-
sults with respect to recurrent cancer site. The 5-year
survival was 13% in cases with recurrent tumor site
in the gastroenteroanastomosis and in the newly
formed lesser curvature versus 50% in patients with
recurrent tumors in the stomach residual outside the
gastroenteric anastomosis and the lesser curvature.
Mean life time in these groups was 19.9 vs 31.5 months,
respectively.

Conclusions. 1. Precolonic gastroenteric long-loop
anastomosis increases resectability in surgery for recur-
rent gastric cancer.

2. Indications to narrow resection of the stomach
residual in recurrent gastric cancer should be limited
due to poor radicality.

3. Bondar esophagoenteric anastomosis in surgery
for recurrent gastric cancer reduces lethality due to
esophageal anastomosis leak from 20.9 to 5.7% and
general lethality from 32.2 to 16.7%.

4. Radical surgery with satisfactory immediate and
follow-up results may be performed in recurrent gastric
cancer developing in the esophagoenteric anastomosis.

5. Later (more than 3-year) recurrence and location
of the recurrent tumor in the stomach residual outside
the gastroenteric anastomosis and lesser curvature are
favorable prognostic factors in respect of follow-up re-
sults of surgery. Mean life time among the patients
dying from disease progression is 30.3 and 31.5 months
versus 18.0 and 19.9 months among cases with early
recurrence and the recurrent tumor occurrence in the
gastroenteric anastomosis or lesser curvature.
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