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CTAHJAPTHAA 1 PACIMUPEHHASA
TACTPOTIAHKPEATOOYOJIEHATBHAS PESEKITHA:
NPODPUIAKTUKA TTOCIHEOIEPAIIMOHHBIX
OCJOXHEHUNI

HUHA kaununeckoil oHKoAOZUY

Craupapraas racTponaHEpeaToayoneHamsas pesexums (ITIIP) —
HauboJiee YacTO BHITONHSIeMas OTIepallyisl Tio IIOBOLY OIyXOJei op-
T4HOB OIMONAHKPEeATOAYOACHATBHOM 30Hb. BIIEpBEIE ONEpaIiHio
pemromHm A. Codevilla  (1898). A. Whipple (1935) skcniepuMes-
TATRHO M KIMHMYECKH OOGOCHOBAN IBYXATAIIHYIO ONEpaIuIo
(I atan — hopmMupoBaHye XONEIUCTOTacTpO- ¥ raCTpOSHTEPOAHAC-
TOMO32, 11 3Tall — yaaieHre ITaHKPeaToNyOEEHABHOTO KOMILIEKC A
¢ VIIMBaHKNEM KYJIBTH TTOMKETYIOIHOM Xene3sl), a B 1940 . Beinon-
HIWI OOTHOSTAITHYIO OIEPAIMIO U NIO-TIPEXHEMY € YIIMBaHUEM KyJib-
TH IMOIXEMYROYHOH Xxenes3rl. [lepBast yenelHas cepusi TaKIX orepa-
YA POYHO 3aKkpeliyia 3a Hel Ha3paHuwe «oiepanms Whipple».
BriepBrle B KIIMHUKE KYABTIO TOXEIYIOIHOM Xele3pl Ha9any BIIH-
BaTh B TOIYIo KWKy B 1941 & (V. Hunt,). Bonee yem 100-neTHsIT
3BOMIONNS TexHuKH cTapnapTHol TTIOP Mano oTpazuinachk Ha yna-
JIEHVM TTAaHKPEaTOAYyONECHANBHOIO KOMIUIEKCA U Kacalach B OCHOB-
HOM PEKOHCTPYKTHBHOTO 3Tana. [IpejioxXeHo MHOXECTBO BapyuaH-
TOB BEIGOpA aHACTOMO3MPYEMBIX OPTaHOB, IMOCIEMOBATENBHOCTH
(opMUPOBAHIS AHACTOMO30B ¥ 00paGOTKY KyJIETH TOMKSIYIOUHOMH
xenessl [1]. Ceituac cranmaprHas I'TIJIP cTana nocTosiHueM MHOTHX
XUPYPrUYeCKHX ¥ OHKOJIOTHYECKHX KIHHUK B Poccuu v B MUpE.

B XupyprudeckoM OTHENEHUH OIyXOJei MEYeHH 1 ITOMKe Iy 104 -
moit xenesnt POHIT um. H. H. Broxusa PAMH srimonseno 217
cranmaptHeix T'TIIP. TexHuka HCIONHEHUSA PEKOHCTPYKTUBHOIO
srana cragaapraoi TP nperepresna onpeaeeHHYIO SBOIIONMIO.
XoT4 olepalliy BCeraa BRIIOMHMICH Ha (hOoHE KYIIpOBaHHON Me-
XaHWYECKOM KEATYyXH, 00paboTKa KyABTH TOMKETYIOIHOHN KeNe3H],
dopMupoBaHue OWIMORUTECTUBHEIX W TIaHKPEATOAUTCCTUBHEIX
3HACTOMO30B CYIIECTBEHHO M3MEHMMCh. MOXHO BBRIIENUTb TPU
TIepUOLa B SBONIOLUY PEKOHCIPYKTUBHOTO 3Talla ONepalvi.

1 nepuod. do 1990 r: 6uu10 BEIIONHEHO 46 crapmaprabix TTIAP YV 14
(30,4%) GONBHBIX KBTS TOMXENYIOYHOIM XKene3b! GhUIa yIIuTa Ha~
TIYX0 C TpefBapUTeIbHOM IUIOMOMPOBKOM WM Oe3 IUIOMOUpPOBKM
MAHKPEaTHYeCKoTo NPOToKa, Y 32 (69,6%) nauueHTos GopMUpOBaI~
¢4 IAHKPeaTOSIOHATBHEIA WiV MAHKPeaTOpe3epBYapHEI aHaCTOMO3.
PesepByap co3maBajca U3 AYIUIMKATyphl Tome# xmku. Kyners nom-
KENYIOIHOMN Keie3r! BINMBANACH Ge3 OTHEeNbHOTO (DOpMMPOBAHMS
aHACTOMO34 MEXIY IAaHKpeaTHYecKuM MPOTOKOM U TIPOCBETOM B
ke, JUrt hopMEpOBAHMST BCEX aHACTOMO30B KCIIONB30RANCS He-
paccacsIBaiolnyiics MOaMdUIaMeHTHBIM [MOBHEI MaTepUal: Mpu-
POAHBI WENK WIK CUHTeTHYECKII KanpoH. B GmpkaiiineM mocne-
ONEPALIOHHOM MepHomNe ¢ Uelbid KYNMPOBAaHUA OCTPOTO
TIAHKPEATHTA HUCIIONB30BAIICH S-GTOPYpalI ¥ HEIMOUTOPSL IPOTE-
oyuTHYecKUX GepMeHTOB (KOHTPUKAN, TOpIoKC, Tpacumon). [locne-
OIepaIoOHHbIE OCMOXHEHMI pasBumichk v 32 (69,6%) GONbHBIX.
VMepmu 16 (34,8%) manpmenToB. IIpuyeM MaKCHMaubHbIA YPOBEHD
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Standard Gastropancreatoduodenal Resection (GPDR) is the
most common surgical procedure for tumors of biliopancreatoduo-
denal organs. A.Codevilla was the first who performed this surgery
type (1898). A.Whipple (1935) developed experimental and clinical
rationale for two-stage operation (cholecystogastro- and gastroen-
teroanastomosis at stage I and resection of pancreatoduodenal unit
with suture of pancreatic stump at stage IT), and in 1940 performed
one-stage operation also involving suture of the pancreatic stump.
The first series of such operation was termed Whipple operation.
The first operation involving sewing of the pancreatic stump into
small intestine was made in 1941 (V.Hunt, 1941). The more than
100-year evolution of standard GPDR had little effect on the
removal of pancreatoduodenal unit and mainly concerned recon-
struction phase. There are many subtypes of this surgery varying in
sites to be anastomozed, anastomosis sequences and ways to pro-
cess pancreatic stump [1]. Today standard GPDR is performed in
many surgical and oncological centers in Russia and worldwide.

A total of 217 standard GPDR were performed at the Surgery
Department for Hepatic and Pancreatic Tumors, N.N.Blokhin
CRC. Technique of reconstructive phase underwent certain evo-
Iution. Although the operation has always involved arrest of
obstructive jaundice and treatment of pancreatic stump, types of
biliodigestive and pancreatodigestive anastomosis have under-
gone considerable transformation. There were three periods in
evolution of the reconstructive phase.

Period I, 46 standard GPDR were performed before 1990. In 14
(30.4%) of these cases the pancreatic stump was sutured blind with
or without preliminary stopping of the pancreatic duct. Another 32
(69.6%) cases underwent pancreatojejunal or pancreatoreservoir
anastomosijs. The reservoir was made of jejunal duplication. The
pancreatic stump was sewn in without special anastomosis between
the pancreatic duct and intestinal lumen. Nonabsorbable polyfila-
ment material (natural silk or synthetic nylon) was used in all anas-
tomosis types. S-fluorouracil and proteolytic enzyme inhibitors
(contrical, gordox, tracilol) were used to counter acute pancreatitis
early postoperatively. Postoperative morbidity was detected in 32
(69.6%) and death in 16 (34.8%) cases. Maximal morbidity
(78.6%) and lethality (42.9%) were observed among 14 patients
undergoing pancreatic stump suture, Among the patients undergo-
ing surgery 17 (36.9%) had specific complications of pancreatic
stump and pancreatodigestive anastomosis as pancreatonecrosis,
pancreatic anastomosis incompetence, external pancreatic fistula,
erosive bleeding in the operative area. 8 (17.4%) of all cases operat-
ed on died from the above-mentioned specific complications ofthe
pancreatic stump and pancreaticodigestive anastomosis.
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OCJIOXKHEHIH W JIETATBHOCTH OTMEYEH cpefi 14 TaleHToB ¢ YIIUTOMH
TIOMKE/IYIOUHON KeNe30i: OCTOXKHEHUST — V 78,6%, JNECTAIbHOCTE—
42 9%. Cpepyt Bcex OIIepUpOBaHHBIX 17 (36,9%) GOJBHBIX — STO IALIA CO
criervbIYecKMI OCTOXXHEBVIIMIEL CO CTOPOHBI KYJBTH TOMKENyIOY-
HOM 3XeJe3Hl 1 IaHKPEaTOAUTECTUBHOIO aHACTOMO3a B BAIE IIAHKPEOHE-
Kpo3a, HECOCTOSTENBHOCTH [aHKPEATOMUIECTHBHONO aHACTOMO32, Ha-
PYKHOTO TIAHKPEATHMECKOIO CBUINA, SPO3UBHOTIO KPOBOTEYEHHSA B 30HE
oneparww. Wz Beex onepuposatHHIX 8 (17,4%) GONBHEX yMEPTH OT BHI-
IMeYKa3aHHbIX CIEPGIIECKIX OCITOXHEHUI CO CTOPOHBI KYIIBIH IO~
KEJTYIOYHOM KeJe3B! ¥ IAHKPeaTONUIeCTUBHOTO AHACTOMO3A.

1T nepuod. 3a 1990—1994 rr. BomomueHo 78 crapmapTaex TTIIP.
Jl11s 3T0TO IEPHONA SIBISITUCE XaPaKTEPHBIMI OTKA3 OT IVIOMOUPOBKI
IMAHKPEaTHYECKOr0 IPOTOKA W YITMBAHUSI KYJIETH IOMKETYIOTHON
KeJlessl, 0TKa3 OT (hOPMUPOBAHIS pe3epBYapOB Jiisi BUIMBAHUS IO~
KeMYTOIHOM kee3sl, ¢hopMIpOBaHKe AHACTOMO3a MEXIY KyJbTeH
TOKSIYAOYHOM Kefle3bl M CTCHKOM TONICH KHIIKIA ¢ U30/IUpOBaH-~
HEIM BUIMBAHMEM TTAHKPEaTHECKOro poToKa (TIaHKpeaTUKOeI0Hoa-
HacToMO03). B dhopMupoBanmy aHacTOMO30B HAYMHAIOT COOMONATECA
TIPUEIAIEL TIPEU3UOHHON XMPYPrHYecKoll TeXHUKY. OCHOBHBIM
LIOBHBIM MaTepualioM sBJiseTcs KalpoH. Bo Bpemsa omepauuy Ipu-
MEHANACEH THITOTEPMILI KYIBTH ITOKEITYNOTHOM JKee3bl, B ITOCIe0TIe-
PALMOHHOM IIEPHONE — HHrIoUTops! poTeas. Ilocneonepamonssie
OCIIOXKHEHHS B 5T0i rpynme passunuce y 30 (38,5%) GonbHBIX, yMep-
mx 10 (12,8%). Crienmdyyeckye OCTOKHEHHS CO CTOPOHBI KYJIETH
TIOMKENYNOUHON SKENe3bl ¥ TIaHKPeaTHKOSIOHOAHACTOMO3a OTMEYa-
ek y 9 (11,5%) maumenTtos. OT OCIOXHEHI CO CTOPOHBI TTOIKeIy-
JIOYHOM Kelle3bl 1 TIAHKPeaTuKOSIOHOaHACTOMO3a (TIAHKPEOHEKPO3,
HECOCTOSATENEHOCTh HaHKPeaTHKOSIOHOAHACTOMO34, TTaHKpeaTHiec-
KUl CBHIN, 3pO3UBHOE KPOBOTEUESHHE B 30HE OTepalli) YMepiu 5
(6,4%) Gonpuers. OGUIMIA YPOBEHE OCIOXHEHYI (38,5%) U NeTambHO-
cti (12,8%) Bo 11 reprone mocToBepHO Hirke, yuem B (7=3,6 1 2,8), 3a
cuer 3-KpaTHoro CHYDKEHHS YaCTOThI GONBHBIX CO CHELIMGbITISCKIME
OCJIOKHEHHSIMIZ CO CTOPOHBI KY/IBTH ITOMKENYIOUHOMN XKeIe35l 1 [IaH-
KpeaTHKOEIOHOaHacToMOo3a ¢ 36,9% B I iepuone mo 11,5% Bo I mepu-
oge (1=3,2) 1 yMEHbIICHN JIETATBHOCTH 110 IPUIIHE ITaHKPEOHEKPO-
33 ¥ 9pO3HBHOIO KPOBOTeYeHNs B obiactu omepauny ¢ 17,4% B 1
riepuoge 0o 6,4 % 13 wicia BeeX OneprpOBaHHbIX Bo 11 repuone.

IIT nepuod. 3a 1995—2001 rr. BemmoyseHs: 93 crapmaprase TTIP.
Jna 11 mepuioma xapaktepHo GOPMUPOBAHNE TTAHKPEATONUTECTB-
HEBIX aHACTOMO30B C M30IPOBAHHEIM BITMBAHHEM IIAHKPEATHIECKO-
TO TIPOTOKA, CEpUifHOe BHITIONHEHUE TIAHKPEATHKOTACTPOAaHAaCTOMO-
3a, coONiofeHNe TIPMHIIWIIOB MPEITU3UOHHON XUPYPIUIecKoi
TEXHUKH B 3HAYHTETHHO OONBIICH CTENIeHH, B TOM YHCIS HCIIONb30-
BaHMEe MOHOMDWIAMEHTHBIX aTpaBMATUYHBIX IOBHEIX MaTCpUAJIOB:
paccachiBaiolerocst (MAKCOH) B HepacCackBaomerocs (Tiposes) [2].
B mocrneornepanioHHOM IfepHoe Hapsamy ¢ HHTMOUMTOpaMH TIPOTeas
MCIIONB30BAICS CaHNoCTaThH (oxrpearn). OCHOXHEHUA B 3TOT I1e-
puon 3abukcnposadbl v 39 (41,9%) GOMBHBIX, JETATBHOCTE — Y 2
(2,2%). W3 Bcex ornepupoBaHHbIX JIUIIA C OCIOXKHEHUSIMHA CO CTOPO-
HBl KYJIETH TIOIPKETYTOTHOM Xee3bl 1 NaHKPEaTUKOTUICCTHBHBIX
anacToMo30B coctaBmm 13,9% (13 u3 93 omepupopaHHBIX). M3 2
YMEPLIMX B TIOCIEOTICPAIIONHOM Heprone Tonsko 1 (1,1%) GomsHoil
YMep OT 9PO3UBHOIO KPOBOTEYEHII B 30HE HECOCTOATE/ILHOCTH TaH-
KpeaTukoeloHoaHacroMo3a., Ilocreonmepaonnas MeTalbHOCTD
2,2% B 111 ieprome CTaTUCTHYECKH JOCTOBEPHO HIDKE (7=2,6), 4eM BO
11 mepuone, — 2,8% GONBHBIX. BTO MOKHO OOBSICHITH TEM, ITO HU ¥
ONHOYO U3 onepupoBadHeX B I1I meprone He pasBiIch TOTANBHBIM
TaHKPEOHEKPO3, APYTHE TEXeNble Hecnelbrdeckiie OCIOXHEHUS
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Period II. 1990-1994. 78 standard GPDR were performed.
Characteristic features were: no stopping of the pancreatic duct
and suture of the pancreas, no reservoir for sewing in of the pan-
creas, anastomosis between the pancreatic stump and jejunal wall
with isolated sewing in of the duct (pancreaticojejunal anasto-
mosis). Precision surgical techniques started to be implemented
into clinical practice. Nylon was the main suture material.
Stump hypothermia was performed intraoperatively and pro-
tease inhibitors were administered postoperatively. 30 (38.5%) of
these patients developed postoperative complications, 10
(12.8%) died. Specific complications of the pancreatic stump
and pancreaticojejunal anastomosis were detected in 9 (11.5%)
cases. 5 (6.4%) patients died from complications of the pancre-
atic stump and pancreaticojejunal anastomosis (pancreonecro-
sis, pancreaticojejunal anastomosis incompetence, pancreatic
fistula, erosive bleeding in the operative area). Overall morbidity
(38.5%) and lethality (12.8%) during period If were significantly
lower than in period I (#=3.6 and 2.8) due to a 3-fold reduction
in the rate of cases with specific complications of the pancreatic
stump and pancreaticojejunoanastomosis from 36.9% in period 1
tol11.5% during period II (#=3.2) and decrease in lethality caused
by pancreonecrosis and erosive bleeding in operative area from
17.4% in period I to 6.4% during period II.

Period I1I. 1995-2000. 93 standard GPDR. Period III char-
acteristic features were: pancreaticodigestive anastomosis with
isolated sewing in of the pancreatic duct, serial performance of
pancreaticogastroanastomosis, principles of precision surgery
including monofilament absorbable (maxon) and nonab-
sorbable (prolene) atraumatic suture materials [2].
Postoperative therapy included protease inhibitors and sando-
statin (octreatide). Morbidity was detected in 39 (41.9%),
lethality in 2 (2.2%) cases. Complications of the pancreas stump
and pancreaticodigestive anastomosis were 13.9% (13/93). Of
the 2 postoperative deaths only 1 (1.1%) was caused by erosive
bleeding in pancreaticojejunal anastomosis incompetence
region. The 2.2% postoperative lethality during period III was
significantly lower (#=2.6) than in period II (12.8%). The rea-
sons of the reduction in lethality were: no total pancreonecrosis
or other severe non-specific complications (myocardial infarc-
tion, thrombembolia), lower severity of other complications.
This is evidence of more effective surgical (isolated sewing in of
the pancreatic duct, wide application of precise surgery tech-
niques) and conservative measures aimed to prevent complica-
tions of the pancreatic stump, pancreaticodigestive anastomo-
sis, cardiovascular and thrombembolic complications.

There is a vast foreign literature with many theoretical and
experimental data in favor of pancreaticogastroanastomosis
[3-5,8]. Since 2000 we have also performed serial pancreatico-
gastroanastomosis at GPDR reconstruction phase. We per-
formed 10 standard GPDR with this anastomosis type for cancer
of the head of the pancreas (6), cancer of the major duodenal
papilla (1), cancer of the distal bile duct (1), duodenal carcinoid
(1), chronic pancreatitis (1). None of these patients developed
pancreaticogastroanastomosis incompetence.

Pancreaticogastroanastomosis procedure. To form the anasto-
mosis the right portion of the pancreatic stump is mobilized for
1-cm length from the resection line. The front hemicircumfer-
ence of the pancreatic stump is fixed along the resection line to
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(udapkr Mrokapna, TPOMOO3MOOIMYECKUE OCTTOXHEHNS), YMEHb-
IUIIACh CTEXIeHb BLIPAXCHHOCTH NMPOYKX OCIOXHEHMH. DTO B CBOIO
odepens CBUIETENLCTBYET 00 3QhEKTUBHOCTH XUPYPIHYECKUX (M30-
JIVPOBAHHOE BINMBAaHKE TTAHKPEATHIECKOTO TIPOTOKA, Oonee IUpo-
KO€ OCyIlleCTBIEeHUE TIPHIHINIIOB [IPeIU3HOHHOCTH XUPYPIiJecKoi
TeXHUKH) 1 KOHCEPBATHBHBIX NeCTBII, HAIIPABICHHBIX Ha IIpodhu-
JIAKTHKY OCIJIOXHEHII CO CTOPOHBI KYJIBTH TIOIRXE/IYIOYHOM XKETe3h],
TI2HKPEaTUKOIUTeCTUBHEIX aHACTOMO30B, CEPAEYHO-COCYIUCTRIX U
TPOMOBOIMOOMITYECKIX OCIOXHEHMIA.

B 3apy6exHoil TUTepaType NPEACTABIIEH TEOPETUIECKH M SKC-
TEPUMEHTATIbHO OOOCHOBaHHEBIN OGONBIION KIMHUYECKHH OIBIT
hopMuIpoBaHUSs HAHKPEATHKOraCTPOAHACTOMO30B, KOTOPBIA Yallie
BCEro IIONOXUTENLHO XapaKTEPUBYET STOT BUJ] IAHKPEATHKOTUIEC-
THBHOTO coycThd [3, 5, 8]. Haumnasg ¢ 2000 & Mbi TakoKe TIPUCTYIM-
M K cepuiiHoMy GOPMUPOBAHUIO MAHKPEATHKOTACTPOAHACTOMO-
30B BO BpeMs PeKOHCTPYKTHMBHOTO atana ITIAP. BrmonHeno 10
cranpapTHRX TTIJIP ¢ yKazaHHBIM aHACTOMO30M: II0 TIOBOAY paka
TONOBKU TIOKETYNOYHOM Xele3b! 6 GONBHBIM, paka GOJBIIOTO Iy~
OHEHATIFHOTO COCOYKa, PaKa AUCTATLHOTO OTHENa Xoneioxa, Kap-
MUHOMIA OBEHANIATHIICPCTHOM KUIKM, XPOHWIECKOTO MaHKpea-
tuTa — mo 1 GonbHOMY. Hu y omHOro M3 3THX GONBHBIX He
PasBHIIACH HECOCTOSITENbHOCTD ITAHKPEaTUKOraCTPOaHACTOMO3a.

Memodura copmuposarus nawnxpeamurozacmpoanacmomoda. Jinsa
dhopmupoBaHus aHacToMo3a Tpedyerca MOOMIM3aLKs NPaBoil YacTh
KYIETH TTOJKETYNOTHOH XKee3bl OT THHUHU PE3CKLMH Ha TIPOTIKCHIH
1 cM. TlepemHss nOIYOKPYKHOCTD KYIBTH TIOMKETYTOIHON XKeneshbl
TI0 JIMHUY pe3eKIu (PUKCUPYETCS K Cepo3e 3aHEH CTEHKH TENA Xe-
JIYIKA PSIOM OTHENbHBIX LuBoB. POpMUPYETCsa OTBEPCTHE B 3amHEl
CTEHKE XeJIyJKa, COOTBETCTBYIOLLEE 10 IMaMeTpy TIPOCBETY INIaBHOIO
MMAaHKpeaTdeckoro mporoka. Karerepusupyercsi MaHKpeaTUdecKuit
TIPOTOK, IPYTUM KOHLIOM KaTeTep IPOBOIUTCS B IOJIOCTE JKEITYAKA Ye-
pe3 chopMUPOBAaHHOE OTBEPCTHE B 3aaHei CTeHKe oprana. PopMupy-
eTcsd aHacTOMO3 Ha KaTeTepe MEXAY NMAaHKPEaATHYECKUM IIPOTOKOM H
OTBEPCTHEM B CTEHKE XEyAKa 4 OTHETEHBIMY IUBAMY, 3aXBATHIBAIO-
MY CTEHKY TIPOTOKA B CEPO3HO-MBIIIIeTHEI CHOM CTEeHKY XeNyIKa
C 3aBS3BIBAHIEM Y3JIOB KHApYXH. PsioM OTHeNbHBIX NIBOB (hUKCHpY-
€TCs 380HAIS OTYOKPYKHOCTD JIMHUY Pe3eKIMH KYJIETH IOKEyI0Y-
HOI XXeNe3h! K CEPO3HOMY CIIOK XenyaKa. AHacroMo3 hopMUPYETCs
MOHOODMITAMEHTHBIM DPACCACHIBAIOIIUMCS LIOBHBIM MAaTepUAIOM
(maxcon) 4/0, 5/0 Ha aTpaBMaTHYHON urie. Maroe KOMAYeCTBO OT-
JIEJIGHBIX INBOB (Bcero 4) MeXny TIaHKpeaTHdecKUM IPOTOKOM U OT-
BEPCTHEM B KeNYIKe 00eCrieYrBaeT HaneKHbIA repMeTH3M aHaCTOMO-
33 6e3 HapyIIeHY ero TPohUKY U GECIIPEIATCTBEHHOE TIOCTYIUICHUE
MAHKPEATHYeCKOro ceKpeTa B mpocser xenynka. Hu B omHoM u3 10
CJIyJaeB He MOTpeOOBaANACh YBEMUUTEBHAS ONTHKA A1 BU3YaIH3a-
WA IIPOTOKA 1 QOPMUPOBAHIS aHACTOMO34. B 310 cTaThe MBI He 0C-
TaHABIHMBAEMCS Ha MeTonuKe (HopMUpOBaHMS TaHKPEeaTMKOCIOHOa-
HaCTOMO32, NOCKOJIBKY OHA TIpeACTaBleHa B XypHane «CoBpeMEeHHAT
ouxonorusts (2000, — T. 1, Nel. — C. 12—15)

B 3HaYWTENBHON CTENEHM YacTOTa CICHNUMIUECKUX OCHOXKHE-
HyH €O CTOPOHBI KYJBTH TOKEMYIOUHON JKeJle3bl ¥ TaHKPeaTUKO-~
IUTeCTUBHOTO aHACTOMO3a 3aBHUCHUT OT MCXOJHOTO COCTOSHWS
noIKeNymounoil xene3sl. Yem monHoneHHee B MOpdodyHKINO-
HAXBHOM OTHOINSHHH MOMKEAYIOUHAs XKejle3d K 9eM YKe [MIABHBIH
TIAHKPEaTHIeCKUil TIPOTOK, TEM BBIILIE BEPOSTHOCTD Pa3BUTHA IIO-
¢Jie OTIEpalUY TTAHKPEOHEKPO3a, HECOCTOATENbHOCTH NaHKpeaTH-
KOAMISCTVIBHOTO aHactoMos3a. HaoGopoT, weM BEIpaXeHHEE ITaH-
xpeodnbpo3 ¥ Iupe NaHKpeaT4ecKuil IIPOTOK, TEM BEPOSITHOCTh

serosa of the back wall of the body of the stommach with a raw of
stitches. An opening corresponding in diameter to the major pan-
creatic duct lumen is made in the stomach back wall. The pancre-
atic duct is catheterized, the catheter's other end is conveyed into
the gastric cavity through the opening in the back wall. Catheter
anastomosis is formed between the pancreatic duct and the open-
ing in the gastric back wall with 4 stitches joining the ductal wall
and gastric wall serosomuscular layer with knots tied outwards.
The back hemicircumference of the pancreatic stump resection
line is fixed to the gastric serosa with several stitches. Anastomosis
is formed vsing monofilament absorbable suture material (maxon)
4/0, 5/0 and atraumatic needles. The small number of stitches (4)
between the pancreatic duct and the opening in the stomach wall
ensures reliable sealing of the anastomosis without affecting its
trophism and free passage of pancreatic secret into the stomach
Iumen. None of the 10 cases required magnification optics to visu-
alize the duct and form the anastomosis. We do not present proce-
dure of pancreaticojejunal anastomosis in this paper since it was
described in Sovetskaya Oncologiya journal (2000, No.1, p.12-15).
The rate of specific complications of the pancreatic stump and
pancreaticodigestive anastomosis to a considerable degree depends
upon initial state of the pancreas. The more morphologically and
functionally inconsistent the gland and the narrower the duct, the
higher the probability of postoperative pancreatonecrosis or pan-
creaticodigestive anastomosis incompetence. And vice versa, the
severer pancreofibrosis and the wider the pancreatic duct, the lower
the probability of these complications. There js published evidence
of relationship between specific postoperative complications of the
pancreatic stump and pancreaticodigestive anastomosis, and tumor
site. Cf., the rate of the pancreaticodigestive anastomosis incom-
petence after GPDR for tumors of the head of the pancreas is lower
than in tumors of the major duodenal papilla and distal segment of
the common bile duct. This regularity may be due to the fact that
pancreofibrosis is encountered more frequently in exocrine tumors
of the head of the pancreas [4]. We are of the same opinion and
agree that concomitant chronic pancreatitis with marked fibrosis of
the pancreas reduces the risk of complications of the pancreatic
stump and pancreaticodigestive anastomosis. We also find the rela-
tionship between tumor site within the biliopancreatoduodenal
region and frequency of the above-mentioned specific complica-
tions after GPDR. Over the last 6 years none of 23 patients under-
going standard GPDR for exocrine cancer of the head of the pan-
creas developed pancreaticodigestive anastomosis incompetence.
‘While 25.9% of 27 patients undergoing standard GPDR for cancer
of the major duodenal papilla and 20% of 5 patients having stan-
dard GPDR for cancer of the distal segment of the common bile
duct developed pancreaticodigestive anastomosis failure. The dif-
ferences in the frequencies between cases operated on for exocrine
cancer of the head of the pancreas and cancer of the major duode-
nal papilla was statistically significant (#=3). None of the few cases
with chronic pancreatitis undergoing standard GPDR presented
with pancreaticodigestive anastomosis incompetence. (I spite of
the above-mentioned regularities, we should like fo emphasize that no
causative relationship between chronic pancreatitis and exocrine can-
cer of the pancreas Is established). The differences in tolerability of
standard GPDR with respect to cancer location within the bil-
iopancreatoduodenal region apply to pancreaticodigestive anasto-
mosis incompetence only. While overall rates of postoperative
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Kavnuunecxue uccredobaruia

5THX OCIIOXHEHI MeHbIle. B nmuTeparype MpelCcTarjieHb JaHHEIE,
YKa3BIBAIOILLE HA 3aBHCHMOCTD CITeIIUbHUISCKUX TTOCTEOTIepallHOH-
HEIX OCHOXHEHUH O CTOPOHBI KYIBTH ITOMKEHYIOUHON XKeNe3sl U
MaHKPEATHKOAUTECTHBHOIO aHACTOMO3a OT JIOKAJIM3aIMH OIYXOJIH.
Tak, yactoTa HeCOCTOATEMBFHOCTH ITAHKPEATHKOAUTSCTHRHOIO aHAC-
ToMO033 1ocie I'TIJIP 1o XToBomy OIryXoneif TOIOBKH TTOJRKETYIOYHOM
Kejres3bl MEHBIIE, YeM TIPU OIYXOMsX OOJBINOro AYONAEeHATBHOTO CO-
COYKa ¥ JUCTAILHOIO OTAeNa OGIIEro XKeTYHOTO HPOTOKA. DT0 005-
SICHSIETCS TEM, YTO TIPH SK30KPHHHBIX OITyXOJSIX TOJIOBKY ITOIKEITY-
JIIOYHOI Xee3nl TaHKpeodnOpo3 BeTpeyaeTcst JOCTOBEPHO valme [4].
MBI, eCTECTBEHHO, Pa3NE/sieM STOT B3I, B TOM, YTO COILyTCTBYIO-
I XPOHMYECKIU MAHKPEATHT C BhIpaXeHHRHM GHrOpo30oM momKe-
JIYTOYHOM XeJIe3R YMEHBIIAET PUCK OCIIOKHEHHWIA CO CTOPOHBI KYIThb~
TH TIOLKEIYIOUHOM 3Kele3sl M IAHKPEeaTHKOJUIeCTHBHOIO
aHacToMo3a. MpI TAKKe HaXOOUM CBA3b MEXTy JIOKATH3aIeil OIry-
XONW B OpraHax OuIMOIIaHKPEaTONYONSHANBHOM 30HEI M YacTOTOH
BHIIIEYKA3aHHEIX cremrdmaeckux ocnoxuenwit ocie I'TIJIP Tax,
3a nocuenane 6 ety 23 60NbHbIX, TepeHecIniX crasnapTayo I'TIITP
IO IIOBOAY SK30KPMHHOIO Paka TOJOBKHM MOCKEIYIOYHOH XKeme3hl,
HH Y OINHOrO He pasBU/Iach HECOCTOATEIBHOCTD TaHKPEATHKOIUTEC
TUBHOIO COYCThS. B 3T0 Xe BpeMs y 27 60NbHBIX, TTePEHECIINX CTaH-
Japrayio TTIAP 1o oBoly paka 00JBILOTO AYONeHANBHOTO COCOUKa,
M 5 GONBHAIX — II0 II0OBOAY Paka AMCTATTBHOIO OTHeNa XOJISM0XA, Jac-
TOT4 HECOCTOSITEJIbHOCTH TaHKPEeaTHKOOMIECTHBHOIO aHAcToOMO3a
cocraBwia 25,9 u 20% cooTBeTCTBeHHO. Pasiirauie B 9acToTe yKa3aH-
HOTO OCIIOXKHEHMS CPEIH ONIEPHUPOBAHHEIX IO, [IOBOAY SK30KPHHHOTO
pPaxa TOJOBKY TIOMXeITyI0IHO XeJe3bl ¥ OOJBIIOro JyoneHaTbHOTO
COCOYKA CTATHCTUYECKH HocToBepHO (7=3). Cpenu HEMHOTHX 0O0JIb-
HBIX, CTPAJaBIIiX XpOHUYECKUM NAHKPEATHTOM, KOTOPBIM BBIITON~
Hena crapmapThas ITIOP, HecoCTOATENBHOCTH ITaHKPEATHKOIUTEC
THBHOTO AHACTOMO3a ITOCTE OTlepalliii HE OTMEYEHO HU B ONHOM
ciyuae. (Koncmamupys YKasannbie HAOa00eHUs, Mbl Xomeny 6ol npedo-
cmepeynb om npexcdespeMeHH020 8biB00a 0 NPUHUHHO~CACCMBEHHOI cesl-
3U Mexcdy XPOHUMECK UM NAHKPEAMUMOM U K30KPUHHBIM PAKOM HOOMHCe-
AYO0uHOI dicenesnl.) Pasiaiig MEXXTY TOKAIM3aLlisAMIL paKa B OpraHax
OHITHONAHKPEATONYONEHANBHOM 30HB B TIEPEHOCKMOCTH CTAHAAPT-
Holi [TIIP xacarorcsa TOMBKO YaCTOTEl HECOCTOATENLHOCTH ITaHKpea-
TUKOIUTECTUBHOTO agacToM03a, O01LIMil ypOBEHE OCTIOKHEHI U Jie-
TaIBHOCTH IIOCIIe OTIepallyiy HE 3aBUCUT OT JIOKAMM3alliY paka: u3 23
GONBHBIX SK30KPUHHBIM PAKOM TOJIOBKH ITOMKEIYIOYHOMN KETe3bl
OCJIOXKHEHHUS HOCIIE ONEPALEH PasBWINCE ¥ 47,8% , NETAIBHOCTS CO-
crapwia 4,3%, n3 39 GOJBHBIX paKOM OOJBIIOTO AYONEeHATBHOTO CO-
COYKa, OUCTATTHHOTO OTHENA XONen0Xa, TBeHANIATHIIEPCTHON KK
34 9TOT Xe Mepro BpeMeHH — 51,3 11 2,6% COOTBETCTBEHHO.

Taxum 06pasom, cratmapTHas I'TIJIP spiseTca XOpoLIo TeXHuge-
CKU pa3paboTaHHOM oIrlepalyeii, KoTopasd BEIIOJIHACTCS ¢ MIHH-
MaIIEHOM HOCIIEOIePalAOHHOM JeTaIbHOCThI0 — 2,2% mouTs Ha 100
omepanyii. OT0 HOCTUTAcTCS Onaromaps ClemyroIllmM (dakTopam:
1) mIaBHEL DAHKpeaTHYeCKUH MPOTOK HE IDIOMOMpPYETCS, KYIBTS
TIOKEMYNOYHOI Keje3bl He YIIMBAECTCS; 2) OCTAHOBKA KPOBOTEYE~-
HIS M3 COCYHOB TOMKETYIOUHOM XKeNe3bl OCYINEeCTBISLTCS TIPOLT-
BaHMEM aTPaBMATUYHBIM MOHOGIAMEHTHEIM PACCACHIBAIOIIMMCS
IOBHBIM MaTepyaioM ¢ MUHUMAIBHBIM «32XBaTOM» B IIOB TKAHK
TOIKENYNOYHOR Xenessl: 3) hopMHpPOBaHME aHACTOMO3a MEXIY
KYJBTER MOIKeMyIOYHOM Xemeskl i XKedyAKoM (MIH TOIIei KuI-
KOI) OCYIIECTBISETCS ¢ OTACIBHBIM (M30JIMPOBAHHEIM) BIIWBAHUEM
TIAHKPEATHIECKOTO MPOTOKA B XKeNIYJOK WIK TOINYIO KMIKY 6e3 Ha-
PYXHOM NaHKpPeaTHKOIacTpO- WM TaHKPeaTUKOGIOHOCTOMBL:
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morbidity and lethality do not depend upon cancer site: ¢f., post-
operative morbidity was 47.8%, lethality 4.3% of 23 patients with
exocrine cancer of the head of the pancreas vs a 51.3% morbidity
and 2.6% lethality of 39 patients with cancer of the major duodenal
papilla, distal segment of the bile duct, duodenum undergoing
surgery during the same period.

In summary, standard GPDR is a well technically developed
operation having a minimal postoperative lethality of 2.2% for
about 100 operations. The low lethality rate is ensured by the fol-
lowing principles: (1) the main pancreatic duct is not stopped,
the pancreatic stump is not sutured, (2) bleeding from pancreat-
ic vessels is countered by stitching with atraumatic monofilament
absorbable material with minimal capturing of pancreatic tissue
into the suture, (3) anastomosis procedure between the pancre-
atic stump and stomach (or jejunum) involves separate, isolated
sewing in of the pancreatic duct into the stomach or jejunum
without external pancreaticogastro- or pancreaticojejunostomy,
(4) pancreatodigestive and biliodigestive anastomosis are made
following precision surgery principles including intramural con-
veyance of the thread in hollow structures to be sutured, external
position of knots, the use of atraumatic synthetic monofilament
absorbable suture material (e.g. maxon), no suture tension.

Extended gastropancreatoduodenal resection in the treatment
of patients with cancer of biliopancreatoduodenal sites is per~
formed to reduce the risk of locoregional recurrence and to
increase the patients life-time [6]. Japanese surgeons have the
greatest experience in extended GPDR. These operations have a
4.8% lethality in Japan [7]. We have performed extended GPDR
at the N.N.Blokhin CRC since 1997.

Extended GPDR involves removal en block of the head and
body of the pancreas, gastric exit segment with lesser omentum
and right half of the greater omentum, the duodenum, the gall
bladder, distal portion of the common hepatic duct and the whole
common bile duct. The block removed also includes adjacent
connective tissue, lymph vessels and nodes, nerve plexuses, fas-
ciocellular envelopes of all large vessels in the operative area. The
upper mesenteric vein and portal vein are resected if suspected of
tumor invasion. The upper operative limit is a horizontal line
through the aortal opening in the diaphragm, the lower limit is the
level of the lower mesenteric artery. The right limit is a vertical
line through the right kidney. The left limit is a vertical line paral-
lel to the aorta at 2 cm to the left from its left side. Skeletization
of all large arteries and veins is made within these limits. Vascular
fasciocellular envelopes are dissected in an acute manner towards
the organ to be removed. The removed lymph nodes of the near-
est and juxtaregional lymph collectors are a reflection of oncolog-
ical adequacy of the surgery. Stages and procedures of extended
GPDR are described in the Hirurgia journal (2000. No.6, p.4-8).

Extended GPDR was performed in 16 cases (8 females and 8
males), mean age 50 years (range 28 to 68 years). The tumors
were: adenocarcinoma of the head of the pancreas (5), adeno-
carcinoma of the major duodenal papilla (5), distal bile duct (3),
malignant pseudopapillary tumor of the head of the pancreas (1),
endocrine-cell tumor of the head of the pancreas (1), adenocar-
cinoma of the gastric exit segment with duodenum invasion (1).
The surgery involved vessel resection in 3 (18.8%) cases includ-
ing circular resection of the upper mesenteric vein and portal
vein at a 3.5-cm length (1), circular resection of portal vein alone
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4) dopmupoBaHVe MAaHKPEATUKONUTECTUBHBIX ¥ GHIMONWUIECTHB-
HBIX 2HACTOMO30B OCYIIECTBISIETCS ¢ COOMIONSHUEM IIPUHIMIIOB
TIPENM3UOHHOCTH, IIABHBIMI M3 KOTODBIX SBJSIIOTCS: BHYTPUCTE-
HOYHOE NIPOBEISHIE HUTU CHIMBACMBIX TIONBIX CTPYKTYP, HAPYKHOE
PACTIONIOXEHUE 3aBI3HIBAEMBIX Y3EJIKOB, IPUMEHEHNE aTpaBMaTHy-
HOTO CHHTETHYECKOro MOHOMMIAMEHTHOr0 paccachlBaiONIETOCs
IHOBHOrO MaTepHaia (HalpyMep, MaKCOH), WCKHIOYEHUE HaTsKe-
HYS 7O TUHHU (POPMHUPYEMOTO 1B,

Pacimmpennas racTponasKpeaToayoIeHAIbHAS Pe3eKIMA B Jieue-
HyH GOJNLHEIX PAKOM OPTraHOB OUIMONIaHKpeaTOAyONeHANBHOM] 30~
HEL OCYIUECTRIIAETCS C LEJbI0 YMEHBIIMTE PUCK JIOKOPETHOHAPHO-
TO pelyarBa ¥, CIeAOBATEIFHO, IPOUIUTD XXM3Hb OIIEPUPOBAHHBIX
Gonpubix [6]. HamGonsmmit onsiT pacmupeHHbx TP umeror
SITIOHCKWE XUPYPri. Y HUX 3Ta OIEpariysd BRUIONHACTCS C JIeTalb-
Hocthio 4,8% [7]. B Poccunm Buepsrie pacimperHas TP nauana
Beimonuareea B POHIT um. H. H. Broxuma PAMH ¢ 1997 &

Pacumpennas I'TIJIP mpepnonaracT ymajeHue eIHHBIM KOM-
TUIEKCOM TOJIOBKM U TeJTa ITOKENYLOYHON KeIe3b], BEIXONHOTO OT-
JIeJia ey IKa ¢ ManbM CAIBHUKOM M IIPaBOi ITOJIOBUHOM GOIBIN0-
ro CaibHMKA, OBEHAOUATHTIEPCTHON KWIIKW, XETIHOro ITy3BIp,
JUCTaNLHON YyacTi 0BINEero IMeYeHOYHOIo IIPOTOKa A BCETO O0IIero
XETJHOTO IPOTOKA. B ymanseMblif KOMIIIEKC BXOIAT IpUIeKaliye
K yIaJisseMBIM OpraHaM COSOVHMTeNbHas TKaHb, THMQaTUYCCKIE
COCYABL U y37IBl, HEPBHBIE CIUVIETCHHS, (QaciuanbHO-KIeTYaTOYHBIE
QYTIIPH BeeX KPYITHBIX COCYIOB B obnact onepauud. I1pu mopo-
3peHU Ha ONyXOJEBYIO HHBA3UIO BepxHell OpbrKeeUHOH BeHEI, BO-
POTHOM BeHHI OCHeIHNE pe3elupyioTcs. BepxHeli rpaHuneii one-
paluMd JBISIETCS YCIOBHAS JIMHWS, TPOBeleHHas IOPU3OHTAILHO
Yyepes aopTankHoe OTBepCTHE B JuadparMme, HIDKHSSA TpaHMLa CoOT-
BETCTBYET YPOBHIO HIKHel GpbrkeeyHol aprepun. [IpaBasg rpanu-
1ia COOTBETCTBYET BEPTUKAIBLHOW JIUHUM, YCIOBHO IIPOBENCHHOHN
yepes npasyio Mo4Ky. JIepast rpaHuiia COOTBETCTBYET BEPTHKANBHOMN
JUHWH, YCAOBHO IIPOBEAEHHOM NapaJUIeIbHO a0pTe, OTCTYIIA OT Jie-
BOIO €€ Kpag BAeBO Ha 2 ¢M. B Ipezenax yKazaHHBIX IPaHULL OCYIIie-
CTBJISIETCS CKENETH3alMs] BCeX KDYITHBIX apTepuii ¥ BeH. Pacumansb-
HO-KJIe€TIaTOYHEE (GYIISIPH COCYIOB IIOABEPTAIOTCS TUCCEKLIMU
«OCTPBIM IIyTEM» B CTOPOHY YAANISIEMOro KoMIUIeKca. B aHavurenp-
HOI CTeleHN OHKOJIOTMYECKYIO aleKBATHOCTh ONEPAll OTPAXKaIoT
yHaneHHsle TuMboy3asl Kak Omkaliniero, peTMOHapHOro, Tak B
JOKCTapEerMOHAPHOTO TUM(OKOIUIEKTOPOB. DTankbl U METONUKA BBI-
momHenus pacinuperHo# I'TIIP npeacTapieHEl B COOTBETCTBYIO-
el crarebe B KypHaie «Xupypruss (2000. — Ne 6, — C, 4—8).

Pacummpennaa TTIAP srinontena 16 GompHbmM: 8 MyxamHaM 1 8
xkeHiuHaM, CpeaHuii Bospact onepypoBadHbX S0 et (ot 28 1o 68
set). ITo moBomy anmeHOKapLUHOMBI TOJOBKY ITOCKEIYIOYHOHN Ke-
JIe3B1 ONepaNsi BEIIONHEHA 5 GONBHBIM, aANeHOKAPLIUHOMBI O0MIb-
IIOTO IYOAEHANBHOIO0 COCOYKa — 5, AMCTANBHOTO Xonemoxa — 3,
3JI0KAYECTBEHHON TICEeBIOTIAWIIAPHON OIYXONK I'OIOBKHU TIOIXeE-
JNYDOYHOU Xene3bl — |, SHIOKPHUHHO-KJIETOYHOH OIIyXOJIH TOIOBKH
TIOIXENYAOUHOM Kene3bl— |, aneHOKAPLIUHOMB! BEIXOZHOTO OTIE-
Ja KeJYAKa ¢ TepeXomoM Ha ABEHANUATHUIIEPCTHYIO KUKy — 1
GoabHOMY. V 3 (18,8%) GONBHEIX ollepauusi BKIIIOYAia Pe3eKUUI0
COCYIOB, B OLHOM CIIy9ae — NHMPKYSIPHYIO PE3EKIHIO BEpxXHEH
GPBDKEEUHO BEeHBI M BOPOTHO! BEHE! O01IEH IIPOTLXEHHOCTRIO 3,5
CM, B JBYX MPYTMX — ITUPKYMSIPHYIO PE3€KUUIO TOJIBKO BEpXHEH
OPBELKEEUHOM BeHbI MIPOTSTKEHHOCTRIO 3 U 2,5 cM. IlnacTuka BeHHI
OCYILIECTRIIEHa TyTeM HUPKYSIPHOTO 1LIBA MEXOY IMCTaIbHBIM K
NPOKCUMAILHEIM KOHIIaMH BeHbl. CpeoHsst TpOIOJEKUTEIBHOCTD

at a 3- and 2.5-cm length. Vein plasty was made by circular suture
between the distal and proximal vein ends. Mean operation dura-
tion was 7h 27min £ 1h 32min, mean blood loss was 3233+£1067mi.
14 (87.5%) of the 16 patients developed complications. There were
no deaths. The complications after extended GPDR were: postop-
erative diarrhea (14, 87.5%), pancreaticojejunal anastomosis
incompetence (5, 31.3%), bleeding from acute gastrointestinal
uvlcers (2, 12.5%), intraabdominal abscess (2, 12.5%), hepaticojeju-
nal anastomosis incompetence (1, 6.3%), external jejunal fistula (1,
6.3%), erosive bleeding in operative area (1, 6.3%), diabetes melli-
tus (1, 6.3%). Percentage of patients with complications after
extended GPDR (87.5%) was significantly higher than after stan-
dard GPDR (41.9%) (t=4.6) due to postoperative diarrhea not
detected after standard GPDR. The diarrhea started from day 6-9
postoperatively and might last for several months. The complica-
tion was not fatal, though varied considerably in severity reaching
maximum in cases undergoing considerable skeletization of the
upper mesenteric vessels. The high rate of pancreaticojejunal anas-
tomosis incompetence (31.3%) was, in our opinion, due to distal
crossing of the pancreas which might affect blood supply to the
pancreatic stump. There were no vascular complications among
cases undergoing plasty of the upper mesenteric and portal veins.
The high rates of postoperative diarrhea and pancreaticojejunal
anastomosis incompetence render extended GPDR poorly tolera-
ble for patients. To prevent postoperative morbidity we plan to
restrict dissection of the fasciocellular envelope of the upper
mesenteric artery by its right hemicircumference which will pre-
serve to a considerable degree intestinal innervation. The above-
mentioned procedure of pancreaticogastroanastomosis must
reduce the rate of pancreaticodigestive anastomosis incompetence.

onepaud 7 4 27 MuH * 1 g 32 MuH, cpenHasI KPOBOIOTeps
cocraBruia 3233+£1067 ma. Us 16 oneprpoBaHHBIX OCIOXHE-
Hug passunuch v 14 (87,5%) Gonpurix. Hukro He yMep. Xa-
pakTep M YacToTa OTHEIBHBIX OCTOXHEHMM Cpeny IepeHec-
mux pacimpernyio I'TIJIP: nocneomepanioHHass guapes —
14 (87,5%), HecOCTOATENBHOCTh MAHKPEATHKOCIOHOAHACTO-
Mo3a — 5 (31,3%), XpOBOTEUEHME U3 OCTPHIX I3B XKENYA0UHO-
xuregnoro tpakra — 2 (12,5%), BHyTpuGpIOIIHOM abcliecc
— 2 (12,5%), HecoCTOSATENPHOCTh TelIaTUKOSIOHOaHACTOMO3a
— 1 (6,3%), HapyxHBUL TOWEKUINeYHbiH cauly — 1 (6,3%),
BPO3UBHOE KPOBOTEUEHNME B 30He onepanuu — 1 (6,3%), ca-
XapHbiii guaber — 1 (6,3%). KonndecTBo GONBHBIX C OCHOXK-
HeHuaMu 1ocne pacmupenuoi TTIJIP (87,5%) moctoBepHO
BBIIIE IO CPABHEHUIO C YPOBHEM OCIOXHECHUN MOCHE CTaH-
npapraoii TTIIAP (41,9%) (r=4,6) 3a c4eT mocieonepallHoH o
IUapeu, KOTopas He OTMedajach mocie cranmapraoi I'TIJIP
U, KaK TIPaBUiIO, IPUCYTCTBOBANa IIOCHE PaCIIUpPeHHOH
TTIOP. MTvapes: HaumHaeTcs ¢ 6—9-ro AHS IMOCIEONEPaiOH-
HOTO NIEPYONA M MOXET IIPOJOJDKATECSI HECKOJIBKO MECAIIEB.
OcnoxHeHre He HOCHT (aTanbHOro XapaKiepa, HO CTeNeHb
BRIDAXEHHOCTH pPa3lIH4aeTcs CYHIECTBEHHO: MaKCHUMAlbHO
Japesl BEIPAXCHA TIPY CKEIETH3AINY BEPXHITX GPhIKeeUHBIX
COCYZIOB Ha 3HAYUTEIBHOM IPOTSKeHmH. BBICOKas wacrtora
HECOCTOATENIBHOCTY  NAaHKPEATHKOCIOHOAHACTOMO3a  —
31,3%, ua Hall B34, 00YCIOBIeHa AUCTAJILHEIM IIepeceye-
HUEM TIOIXENYIOUYHON Xenmesbl. [10-BHAMMOMY, HPU 3TOM
CTPajaeT KPOBOCHAGXKECHUE KYJIBTH TOMKEAYIOYHOM Xenesh.
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Kaununecxue uccaedoBarus

He otMedeHO HY OIHOTO OCHOXHEHUS CO CTOPOHBI COCYIOB CPEI
TepeHeCIUX Pe3eKIUIO U TUIACTUKY BEPXHEH OpbLxecyHOH U BO-
POTHOM Berbl. OYeBHUIHO, BHICOKASL 4ACTOTA IOCHEONIePalOHHOM
J¥aped M HEeCOCTOSTENBHOCTH ITAHKPEATHKOSIOHOAHACTOMO3a Je-
naer pacimmpennyio ITIIP TsxenomepeHocuMo mwia GONBHEIX
onepanueii. g npodunakTIKY IOCICOTIePAIIOHHOM TUapey MbI
IUIAHHUPYEM OTPAHWYHTE JUCCEKIIAI0 (acIaibHO-KIeTIaTOYHOro
dyrnapa BepxHei GpEDKecUHOMN apTepUH IPABO € IIONYOKPYXKHO-
CTBHIO — 2TO COXPAaHUT B 3HAYUTENIBHOU CTEMeHH UHHEePBAIIO K-
meguanka. PopMUpoOBaHHE TaHKPEATHKOTACTPOAHACTOMO3a IO
TIPeACTABICHHOM BEILIIe METOIUKE, Ha Hall B3[VISH, YMEHBIINUT Yac-
TOTY HECOCTOSITEILHOCTH MAHKPEeATHKOMUTSCTHBHOIO COYCThS
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HHUH xaununeckoll oHKoA0UY

Bonprele ¢ MeTacTazaMu UPU HEBBIIBICHHOM IIEPBHYHOM OYa-
Te IPEACTABIIIIOT YPE3BRIYAMHO IIECTPYIO IPYINTY Kak 10 JTOKalu-
3aXWH U PACTIPOCTPAHECHHOCTHU OIIYXOJIEBOTO MpoLiecca, Tak U 1O
MOPDOTOTIIECKOMY CTPOEHUIO METACTATUIECKOM OITyXOJIH.

Yacrora MeTacTasoB 0e3 BEIIBICHHOH IEepPBHUHOI OIYXOJIHU
TIPEBHINIAET ITOKA3ATEIH 3a60JIeBAEMOCTH PaKOM I'yOBI, MOYEBOTO
TIy3BIps, TIOYKH, METAHOMOM KOXU, OIYXOJISIME KOCTeH 1 MATKHX
TKAHeH ¥ Jaxe MuIeBona. MeTacTa3sl IIpY HEeBBISIBICHHOM IIep-
BUYHOM OYare COCTaBLTIOT 4—15% BceX TUCTONOTMYECKH IO~
TBEPXIESHHEIX 37I0KAaYECTBEHHBIX HOBOOOPa30BaHMIl ¥ OOJIBHEIX €
CONMIHBIMY OITYXOJLIMU U 3aHUMAIOT 8-& MECTO IO 9acTOTe CPEII
BCEX 3JI0KAYECTBEHHEIX OITyXoJeit [2—4].

Mexmy TeM B OTYeTaX OHKOJOFHYECKMX YUPEKISHUN TaHHEbe O
Taxk¥X GOJBHBIX He NpUBOIATCA. B COOpHMKAX, TIOCBSINSHHEBIX 3a-
GOIIEBACMOCTH 3/1I0KAUECTBEHHEIMU HOBOOGPAa30BaHMAMY 1 CMEPT-
HOCTH OT HUX HaceleHW, TIePeUHCISIOTCS BCe 3I0KAYECTBEHHBIE
onyxom. Mcknmouerye cocTapamoT OoNbHbie ¢ MeTacTazaMu 0e3
BHISBJICHHOI'O IEPBIULOro odara. Takoe BliedaTieHue, 9T0 3TH I1a-
I[ACHTEL CYINECTBYIOT B BUPTYANLHON PeanbHOCTHU.

MeTacrassl 6€3 BEIABASCHHOTO IIEPBUYHOTO 0Yara MpefiCTaBIsIoT
000COOEHHYIO TPYIIITY CPEAM NPOYHMX 3JTOKAYECTBEHHBIX HOBOOO-
pa3oBaHuil. DTO CBSI3aHO KaK ¢ GHONOTHYeCKUMU O0COOSHHOCTIMU
OTIYXOJIY, TAK U C OTCYTCTBUEM eTHHOH JIeYeOHO-AUAarHOCTHYECKOH
TAKTUKU, KOHIETIINY CTaIipoBaHus 3a001eBanmysl.
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Cases with metastases of unknown origin present with a large
variety of disease sites and advance, metastatic tumor morphology.

The rate of metastases of unknown primary is higher than
those for cancer of the lip, bladder, kidney, cutaneous melanoma,
bone and soft-tissue cancer, and even of esophageal cancer.

Metastases of unknown origin are 4% to 15% of all histolog-
ically verified malignancies in patients with solid tumors and
the 8th commonest category among all malignancy types [2-4].

However, cancer centers do not include these cases in their
reports. Publications on cancer morbidity and mortality list all
malignant tumors, except metastases of unknown origin, as if
these cases existed in virtual space.

Metastases of unknown origin are a special category of
malignancies. This is due to their biological peculiarities and
the absence of any standardized diagnosis and treatment strat-
egy or staging concept.

These cases as a rule present with a minimal primary because
it cannot be detected by present diagnostic means. On the one
hand, aggressive behavior of the tumor may logically be sup-
posed since metastasis is the first disease manifestation, but on
the other hand, follow-up results in this category are similar or
even better as compared to metastases of a known primary.

In the cases in question, metastasis mechanism is launched
already when the primary is very small. Though the comparison




