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nopornnactuka’, a 10% ca vHAMIMpaHHU 3a CTOMAIHA
© PC3EeKIMs, KaTO TO3U MPOLIEHT C€ yBeJIM4aBa 3HAYH-
| TCJIHO TP SA3BH Hajg 2 CM.
3 (‘ncmrHaTa XMpYprus 3a KbpBsIa HeNTHIHA s3Ba HOCH
. puck oT 26 go 30%. Haif - BaxkHHTE IMPEAUKTOPH 3a
tMBPTHOCTTA ca Bb3pacT Hag 70r.p HpuApyKaBaIy 3a-
6Gui1BaHM, MOK IpH NpueMaHeTo. [Ipu TakuBa omepa-
iu ce mocoyBa puck 50% u moeeye. JleTanuTeTsT ce
losHIOaBa Mpy OONHHU, HMaIIY HyK/a oT Haj 5E KpbB.
|  Crapu Kajno3HH 13B¥ C OTBOPEH CBbA H IIPOTPY3HO
Jpjciie, ocTpa A3Ba ¢ XeMOparus, IOCTRIIBAHE Ha KPBB
1 11uitopa 6e3 BUISIH H3TOYHUK CE U3BBPIIBA ONEpalus
cicmmHOoCcT. 1lpu GolHE B HampeAHala W CTapyecka
pIPUCT CE€ M3BBPIIBA MaJIKa IO 00eM M BpeMeTpacHe
piicpa s — TUraTypa, oOIIHBaHe, eKCIU3H

Il — Crapu kano3HH s3BA C TPOMOO3HpaH CBI IpH
fjos cvrHA 32 XeMOparus ce W3BbPIIBA OIepanus, cles
ek 1'PO — Koarynalusl HITH CKIEPO3anus.
$14BU IO MadKa KPUBHHA HJIH SI3BEHUS IIPOIEC CE Ch-
¥10ha ChC CTEHO3a HA IUJIOpPA — ONMEPALUATA € 3a1bJ-
B icina
Il - Bomuy B MOMEHTa Ha €HIOCKOIICKOTO H3CJIEABa-
W XxcMOparuATs € IPeyCTaHOBEHA, AHHOTO Ha sA3BaTa €
pKpITO C HaJlenm — roBopel| 3a MpeMaxHaTa ONacTHOCT
xeMoparus He ce olepUpar o CIEUHOCT, a ¢ TPeTH-
M1 8 [IJIAaHOB TIOPSAIBK 32 Ollepanus 110 TOKa3aHus
|V - Manku 38w, 0e3 Kalo3HOCT, ¢ H3KIIYEHHE
B9 11t 110 MaITKaTa KPUBHHA HAa CTOMAXa, I/l CIUpaHe Ha
bICIIETO MHHABAT HA KOHCEPBAaTHBHO nedeHue — H2
(rokepu u/unu epaguKalioHHA TEeparus

JLIDIVY
fla Bcuaku manuentH ¢ kppBama CAS Tpsadea ga ce
winnpuiBa crietnga GI'C 3a moka3BaHe Ha XeMOparu-
" ura o Forrest, eHAOCKOIICKAa XeMOCTa3a M JIa Ce H3-
¢ncBa 3a HP. EpanukanusTa Tpsabsa ga ce mpunara
nn scuku HP nomoxxurenHy OONHH, © el IPEBEHIUA
it XCMOparusTa.
Jli1e cMe MPHBBPIKEHUIIM HA CTOMAIIHATA PE3EKIHA C
OIcrpaHsiBaHe Ha j3BaTa, a KaTO aJTepaHTHBA IIpHe-
MilME IPOIIMBAHETO Ha A3BaTa ¢ HJIM Oe3 excTpaly-
WICHATHO JTUTHPaHe HAa ChAOBETE, IMIOPOILIACTHKA /
wcoOeHO TIpH MpeHU NYOACHAIHU S3BH/.
Jliec B cBeTIMHATAa HA HOBHTE pa3OHpaHUs 3a HaTo-
' usmomoruATa Ha HENTHYHATA A3Ba KaTo 3a0onsaBane
¢ nidexruo3Ha reresa, MOAKpPENsIME Te3aTa 3a W3-
NWINHA BATOTOMHSL, HO CHC 33BJDKMTEIHO IIPHIarane
#n H2 — 6noxkepu unu UIIII. OcHoBHHUTE dakTopH ca
HAILMEHTBT ¢ HEFOBUTE PUCKOBH (AKTOPH U OIIUTA HA
' AMpypra c roixeMus HabOp onepalu, a pe3yITaTHTe
Hle JIOKaXXaT MpaBoTaTa Ha JIAHCHPaHaTa Te3a.

b

8.2. KBPBEHE OT I'OPEH
('TPO-UHTECTHHAJIEH TPAKT
. Hrnaros :

Muncienne

BLipockT 3a KPHBOTEYCHMNATa B TOPHHSA €TaX Ha
$PANOCMUTATEITHYA TPAKT BHHATH € OUJT €UH OT OCHOB-
AHic, ¢ KOHTO ce € cOmbCcKBaja ClelHAaTa XUPYPrus OT
4{NI0CTTA 10 HAIIK JHU.

ITpoOnemuTe MPOU3IN3AT, KAKTO OT CBOEBPEMEHHATA
Y TOYHA JWar”o3a, Taka u oT u3bopa Ha JedeHue, OUIIO
TO ONEpPAaTHBHO WM KOHCEpBaTHBHO. W3BecTHO €, ue
CMBPTHOCTTA IIPU KPBBOTEYCHHUATA OT FOPHHS €TaX Ha
racTpo-HHTECTHHATHHUSA TPakKT ¢ Bce ome 10 %. /1-3/

HeonmepaTuBHHTE METOAM 3a MpPEyCTAHOBABAaHE Ha
ocTpute e30(aro-racTpo-AyoJeHadTHH KpPBBOU3IHBHU
HeBUHArd ca ¢()EeKTUBHH, a ONEPATHBHOTO JICYCHHE HA
BbpXa Ha KPbHBOH3JIHMBA, KAaTO MNPHHYAMTAlIHA MApKa
— omacHo. Hepsagko ce Hajmara BBB BpPB3Ka C ocTpaTa
aHeMHs U TeXKKUTE XUIIOBOJIEMHUYHH Pa3CTpPOiicTBa, [1a
ce mpuOATrBa KbM MUHUMAaJHY (TaIMaTHBHH) OIIEpaIUU.
YecTo BB3BUKBAT CUTYaI[HH, KOTaTO B HAKOH CIydaH €
HEOOXOAMMO 32 ce MOJIOKH OOTHUAT Ha BUCOK OIEpaTH-
BEH PHCK, aKO KPHBOTEYSHHETO YCIOXKHIBA OPyTra Ipu-
JIpy>KaBaila Texxka rnaronorus. HerouHara eHJ0CKONCKa
JMarHo3a WM JIMJicaTa Ha TakaBa JONBIHHTEIHO yC-
JIOKHSBAT ONEpaTHBHATAa HHTCPBEHIMS W BOMIT 10 He-
JKEJNATEeTHU U3XO0AH OT CHINATA.

[ocovyeHuTe HTPUYHHY, BBIPEKH YCIIEXHTE Ha Chb-
BpEMEHHATa  peaHUMaUHOHHO-aHECTECTEe3HOIOTHYHA
MeAHIIHHA U BHCOKATa KBaIHGUKAIMI Ha XUpypra, o0y-
CIAaBAT BCE OMIe BHCOKH II0KA3aTeNM Ha CMBPTHOCT, CeX
onepanuu ‘“‘Ha BbpXxa Ha KPBBOHU3JIUBA”, KOUTO JOCTUTAT
10 26 % /4/. [TauuenTUTE C KPHBOTEYEHHU S OOHKHOBCHO
3ardBaT He BBHB BPB3Ka C KpbBo3zarybara, a OT AEKOM-
MeHcanuaTa, CBbp3aHa ¢ ApyrH 3abonsapanui /5,6,7,8/.
OT ocobeHa BaXXHOCT €, 4e JI0 CKOpo, He 0sxa pa3pabo-
TeHU ePeKTHBHU HEXUPYPIUYHHE METOIH 3a OBJaAsABaHE
OCTPHTE KPBBOTEUEHHS OT CTOMaxa U JyOHeHyMa.

B 3aBHCHMMOCT OT CBOATa E€THOIIATOreHe3a, KPBhBO-
TeyeHUsiTa OUBAT pa3AelieHHd Ha BAPUOKO3HH U HEBapH-
KO3HY (IEMTHYHH), KOETO TpEeONpeaelis U Pa3IudHuTe
MEeTOJAHM 34 TAXHOTO OBIAJAsBaHE.

CeBpeMeHHaTa CHEelIHAa XHPYPrus, palHOHATHaTa
JHMATHOCTUYHA M JiedeOHA TAaKTHKA MPH KOMILIEKCHOTO
JledeHue Ha OOHHU C OCTPU KP'bBOMU3IHBH OT TOPHHUS OT-
JleJT Ha XpaHOCMITaTeNIHUS TPAKT, BKIIOYBAT B cebe cH:

1. CrremrHa €HAOCKOITHSA C [EJI JIOKAIN3UpaHe MACTO-
TO Ha KbPBEHE, YCTAHOBABaHE H3TOYHHKA U BHIA MY.

2. Ilpunaragse B MOMEHTa Ha aKTHBHO KbpPBEHE Ha
€IMH OT HEONEePATHBHUTE CHAOCKOICKH METOAH, 3a
NPEyCTAHOBSABAHETO MY, KOMTO fa e Hale)KJeH U MaJKO
TpaBMaTH4eH 3a OONHHS — eNeKTPOKoaryiamnusi, HHKe-
KIMOHHA Tepamus (CKIepo3upaHe), JIUIaTypd, apros-
mnasma, TornuaHa conaa, Nd:YAG nazep, KIHICH.

3. IlpoBexxJaHe Ha UHTEH3UBHO JIeYEHUE, B HAIPaB-
JieHUe TUKBHIUPAHE IOCIEACTBUATA OT OCTPATa aHEMUS
H XUIIOBOJIEMHYHMU MIOK.

4. N360p u npoAb/IKEHHE HA NO-HATATHIIHOTO JIeue-
HHE: ONIEPATHBHO I10 MOKa3aHKe clief ChbOTBETHATA TIOA-
FOTOBKA HJIH KOHCEPBATUBHO — MEUKAMEHTO3HO,

5. M3npiHeHue Ha ClENIHA ONEepaTWURBHA MHTEPBEH-
LM [IPA HEBB3MOXKHOCT Ja Ce MPEYCTaHOBU KBPBEHETO
C HEONEPaTVBHHA CHAOCKOICKH METOTY WJIM IPH pelH-
OUBHH KPBHBOTEYEHHS, 3alLIAINBAIM JXHBOTAa Ha 0o-
nuus. ChIIeCTBYBAT MiECT KOHKYpPHpAIIH C& METOAA 3a
€H/IOCKOIICKO NIPEYCTAaHOBSBaHE Ha KPHBOU3IUBUTE: ap-
FOH-TLIA3Ma, CKIEPO3KpaIld TePans, eIeKTPOKOAaryia-
1us, TornuHHa conna, Nd:YAG naszep dhoTokoarynaunus,
KITHIICH. ‘
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POJ1IA HA NO3UTPOH-EMUCUOHHATA TOMOI'PA®UA MNPU
NMbPBUYHA OUATHOCTUKA U MNMPOCNEAOABAHE HA
FrACTPO-UHTECTUHANHU CTPOMAJIHUA TYMOPU

K. UBanoB*, A. Knucaposa**, B. UrHaTtoB*, H. Konee*, A. ToHeB*,
X. anuera**, A. 3naTtapoB*

* l-ea Knuruka no Xupypaus
** | leHmbp 3a obpasHa duazHocmuka
YHusepcumemcka bonHuua ,Ce. Mapu+Ha” — BapHa

[acTpoMHTECTUHANHUTE CTPOMAnHU TYMOpPM ca psika rpyna Me3eHXUMHU HeoMnnasmu, Bba-
HUKBALLM NO LANaTa AbIMKUHA HA XpAaHOCMUMAaTeNHaTa cUcTema - OT XPaHONpPOBOAA A0 PEKTY-
Ma. Ha Tax ce nagat 0,1 - 3,0% OT BCUYKM TYMOPY Ha racTpoviHTecTUHanHusa TpakT (TUT). 3a
nbpBy NbT Npe3 1983 r. Mazur u Clark BbBexaart TepMuHa ctpoManeH Tymop. Npeaun ToBa Te
ca Hunu onpeaensHyn kaTo rNagkoMycKyIHW TyMOPU, CApKOMMU UMW TYMOPU C HESICHa XUCTOreHe-
3a (1). :

[acTpo-UHTEeCTUHANHUAT CTpOManeH TYMOP e Han-4ecTusaT MeanHxuManeH Tymop B FT'MUT. MNo-
Manko oT 1% OT NbpBUYHWTE CTOMALLHW TymMopu M 5-7% oT capkomuTe Ha T'MT ce nagat Ha
MCT. Manku acumntoMaTvudemn GIST no nutepaTypHM AaHHW ce OTKpMBAT NpU ayToNCcUA B Hag,
50% oT uHameuamTe Haa 50 roa. (2) Besika roauHa mexay 5 000 m 10 000 HoBuM cnyyas ce auar-
HoctuumpaT B CALL, kaTo YecToTaTa MbXKe-KeHU e NOYTU efHaKBa, C Neko NpeBanvpaHe Ha Mb-
xeTe. Hal-3acerHararta Bb3pacrtoBa rpyna e 60-70 roaMHu, MHOTO psiiko TakbB TyMOp Ce OTKpY-
Ba Npv nayveHTn nod 20 roavHu.

MNo-ronsimata vact ot GIST ca cnopaguynu. ColiectByBaT U HacneacTeenn GIST, damunHm
Tymopw (nauveHtute ca ¢ c-KIT peuentopy, anda nonunentuaHu /PDGFRA/ myTauum), onvca-
HY kaTo HeBpodmbpomaTtosa Tvn | (cunHo c-KIT nosutueHK) U Tpnaga Ha Carney (psako c-KiT
NO3UTUBHM), BL3HUKBALLA NpeavMHO NPWU MNaau XeHu (nokanusaums Ha M'MCT B cTomaxa, napa-
raHrnvom u 6enoapobeH xoHapom). Camo npu 25% oT nauneHTUTE C TpMaaaTta TA ce sBsiIBa B
HaNbLMAHO pasrbHaT Buya. (3)

MNpubnuantenHo 60% oT GIST Bb3HMKHAT B cToMaxa, 30% B TbHkUTe YepBa, 5% B pekTyma
u 5% B xpaHonposoaa. GIST Ha aebenoTto 4epBo U pekTyma ca no-manko oT 1% OT BCUYKU KO-
nopekTanHu HoBoobpa3oBeHUs.

Psipko GIST moxe ga ce pasBue M3BbH XpaHOCMUNATENHUSA TPAKT ( OMEHTYM, ME3EHTEPUYM,
naHkpeac W peTponepvToOHeanHoO NPOCTPAHCTBO) - T.Hap. ekcTparacTpo- WHtecTuHanHu GIST.
(4) MeTacrasute B nUMcHUTE BL3NKU ca U3KMUMTENHO peakn. Metactasu B benute gpobose u
B ApYr1 U3BLH KOpema MecTa ce HabniogaeaTt camo B HanpeaHanv cryyau.

OWATHO3A

Makpockoncku N'MCT ca cuBopo30BY BbL3NKU, pa3nonoxeHU cybmMyKko3HO UK C pa3sasBABaHeE,
KaKTO MHOTO YeCTO W C KUCTUYHA AereHepauvs Wunu Hekposa npu no-ronemute dopmaumu.

MNocTtaesiHeTo Ha anarHosa MMCT n3nckBa XMCTONOIMYHO N3creBaHe U 334bIDKUTENHA UMY-
HOXUCTOXUMUYHA BepudMKaums 3a YTOUHSIBaHe Ha XWUCTOreHeTU4Hws npousxod. 3a MXX not-
BbpXAeHvWe ce M3nonseaT nNaHen oT mapkepu, Bknousaum c-KIT, CD34, Vimentin, Desmin vnun
LSMA, S§100p, Synaptophysin.(5)

KnioybT kbm anarHosata M'UCT e no3uTUBHOTO MeMBpaHHO W/UNKU UUTONMA3MEHO oUBeTsBa-
He Ha TymopHuTe kneTku cbe c-KIT aHTuTANoTo, koeTo ce Habnoaasa B 94% oT cnyyauTe. pyr
Mapkep B nogkpena Ha awarHosata e CD34, kowto e nosutuseH B 70 - 80% ot cnyvauTte, 30-
40% ot TymopuTe ca doxanHo no3vtuBHu 3a LSMA, no-manko oT 5% ca peakTMBHM 33
Vimentin, Desmin n $S100p. MNosutneHoctTa 3a S100p, Synaptophysin, Vimentin, Desmin, LSMA
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PEKOHCTPYKTUBHHU TEXHUKMU CJIE]
ITPOKTEKTOMMS

K. UBanos, H. Kosies, B. Urnatos, A. Tonen, I'. Usanos
VMBbAJIL ,, Ce. Mapuna”, MY - Bapua

Pesrome:

KapunHoMBT Ha pekTyMa e BTOpOTO 10 HecToTa 3710KaYecTBeHO HOBOOOpa3yBaHWe Ha Xpa-
HOCMITATE/IHHUS TPAKT (Criell KapuuHoMa Ha 1ebenioTo wepBo). C Hampenbka Ha churcTEp-
ChXpaHABAIINTE TEXHUKH Ce TToN00pHXa ClIeNoTIepaTHBHATE (YHKIIMOHATHI Pe3ysITaTH ! Ka-
HIECTBOTO Ha 5KMBOT Ha NALMEHTH ¢ KapLMHOM Ha [I0JiHa W CpeliHa TpeTa Ha pekTyma. He ca
HAITBJIHO M3ACHEHNE NPCAMMCTBATA HA PCKOHCTPYKTHBHUTE TEXHHKN NPH BL3CTAHOBIBAHETO
Ha fie0erToupeBHys Macaxk. M3BBPIIBAHETO HA TEPMHHO-TEPMUHATHA KOJO-aHATHA aHACTOMO-
32 € TEXTHHECKH NO-JICCHO, HO GyHKUMOHATHHTE Pe3yIrraTh ca To-JTOIIH B CpaBHEHHe ¢ nebe-
JloupeBHnTE pesepsoapy. Llenra Ha To3m 0630p e 06obmasane Ha CbBpEMEHHUTE JaHHN 3a
PEKOHCTPYKTHBHH TEXHHKH CITEIl FIPOKTEKTOMHSI.

KJIIOYOBU IYMH: KapumHom Ha pekTyma, nebenoupeBeH Mayd, WPOKTOKONEKTOMMS,
BB3CTAHOBSABAHE, AHACTOMO3a, XHPYPrHdeH

RECONSTRUCTIVE TECHNIQUES AFTER

PROCTECTOMY
K. Ivanov, N. Kolev, V. Ignatov, A. Tonev, G. Ivanov

Rectal cancer representing the second most common gastrointestinal malignancy (behind
colon cancer). With the advent of sphincter preserving techniques, patients with mid and low
co]o'rectal cancers enjoy the benefits of better postoperative functional outcomes and quality
of hfe: however, controversy exists over which reconstructive technique is superior in
restoring bowel continuity. Construction of a straight coloanal anastomosis is technically
simpler, but functional outcomes are inferior compared with colonic reservoirs. The purposé

of this review is to summarize the current data regarding reconstructive techniques following
proctectomy. N

KEYWORDS: Rectal neoplasms, colonic  pouches, proctocolectomy, restorative,
anastomosis, surgical 4

BBBEJIEHHUE: 3a ocHOBeH MeTON Ha JiedeHHe Ha pax Ha peKTyMa € BBb3MpH-
€T KaTo CTaHIapT ONepaTMBHATAa HaMeca ChC MPUIIOKEHA HEOa[FOBAHTHA Teparivst
ITpH HallpeHa/IM KapLUMHOMH Ha pektyma (1-4). C pasButnero Ha cdunkTepochxpa-
HABALINTE METO/IM IPH MALHEHTH C CPEAHM YU HUCKH PEKTAJIHM KaplLIMHOMHM ce Moc-
THTaT MO-A00pH (YHKIMOHATHN PEe3yJITaTH M KAYeCTBO HA JKHBOT. Bwnpocut nanm
PEKONCTPYKTHBHATA TEXHUKA € NO-100pHst H300p MPH BB3CTAHOBABAHETO HA YPEB-
HHsl Nacax HE € HAITbJIHO H3ACHEH. (5) M3BbpIIBaHETO Ha TEPMHUHO-TEPMHHATHA KO-
JioaHasHa anactomosa (TTKA) e Texnuuecku mo-necto, Ho hyHKUHOHANHNTE pesyin-
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TaTH ca MO-JIOWHM B CPaBHEHWE C OMepalivii,3aBbpiliBallld ChC Ch3/aBaHe HA YpEeBHU
pesepBoapu. TTKA ce cBbp3Ba ¢ OTHOCUTETHO MO-JIOWIA cllejonepaTHBHA (hyHKLMSA
Ha /1e0e0To YepBo Mopaan MpeMaxBaHeTo Ha ampula recti, KOSITO M3ITBJIHSBA POITS
Ha pekranen peseppoap. OT Apyra cTpaHa TPY/HOCTHTE B IOCTHNA W PU U3BBPLIBA-
HETO Ha Ta30B pe3epBOap B MbKKHS Ta3 U CIENONEPAaTUBHU 3aTPYIHEHHS NIPH €BaKYy-
alpsiTa MOTaT Jia ch3aanaT npodaemu npu aedenoupenus J-pouch. (6-8) Brpexma-
HETO Ha TpaHceep3asHa kostorutactvka (1K) mos3sonu npeoonsBaHeTo Ha JlowIaTa
nebenoupesna ¢yukums cien TTKA w TexHHdeckuTe 3aTpyaHeHHs ripu J-pouch.
Mopanduumpane Ha J-pouch TexHHWKaTa NOCPECTBOM Ch3/laBaHe Ha TEPMHUHO-JIaTe-
panHa KoNo-aHalTHa aHacTOMO3a Tpe[yiara HOB MOJIXO/1, HaMallsBalll HAKOH OT Helloc-
TaTBLHUTE W YCTIOXKHEHMSATA Ha MOAXOJA ChC Ch3AaBaHe Ha peseproap. ChllecTBYBa
3HaUMTENEeH Opoil MPOCTIEKTUBHH MPOyUYBaHHS ¢ J00Bp IM3alH, CpaBHSBALIN Te3N
PEKOHCTPYKTHBHHM TEXHHKH. B Ta3wm cratHs nperiexiaMe CbBpEMEHHUTE JIUTEpa-
TYPHH JIaHHH 3@ TOPECTIOMEHATHTE TEXHHWKH TI0 OTHOIIEHHE Ha TIOCTOTIEPATHBHUTE
YCTIOXKHeHHS, QYHKIMATA Ha HepBaTa M KadecTBOTO Ha )HBOT ciel orepauus. (9)

OO61ara yecToTa Ha MHCY(PULIMEHLIMS ClIENT Ch3/IaBaHe KOJIO-peKTajHa aHacTo-
Mo3a Bapupa oT 3% g0 19%, karo puckbT € HaW-BUCOK ITPU HUCKHTE aHACTOMO3H
(10-14). B nureparypara HsiMa TOYHO YCTAHOBEHO ONpe/IEHUE 3a ,,MHCY PULMEHLIUS
Ha aHcTomo3ara’ Mpu HUcka npeaHa pesekiud (15). Heruwnaru orpanuuenuTe Tazo-
BU abcliec 0€3 yCTaHOBEHO M3THYAHE W M3THYaHE OT JMHUHUTE Ha ChIUMBATENS MPH
Je0esloupeBHH Mayy-1jacTUKU ce BK/IIOYBAT B OIMpPEAETCHUETO . MHCYhULMeHTMs”
(16). JedpyHummTe U KPUTEPUUTE 3a YCTAHOBSIBAHE Ha MHCY(ULIMEHIUs] HA aHACTO~
Mo3aTa Bapupar U 3aTpYAHSBAaT aJeKBATHOTO CPABHSABAHE HA YECTOTaTa UM B pas-
JauuHuTe npoyuBaHus (17-19). B iumpokys cMHUCHN Ha MHCY dhulMeH U (HaTMYHe Ha
Ta30B CENMCHC) ce chobIaBa 3a YecToTa OT nopsjka Ha 5-14% (20-22). Uecrtora Ha |
Ta30BUs CeTliCHC TIPU HUCKM aHacTtoMo3d e 8-10%, BWIIOUMTENHO W M3THYaHe Ha *
YPEBHO CHCABPKUMO OT aHACT003aTa, MH(EKIMO3HM KOJICKLIMH B Ta3a, CbhC MM 0e3
JIOKA3aHO M3THYAHE OT JIMHUUTE Ha ChlUMBAHE U eHTepO-BarMHanHu ¢gucrynu. Hsama
JHAUYWTENTHA pa3nuka B YECTOTa Ha Ta30B CENCHC TIPH MalMEeHTH ¢ Nayy-TiacTHka u
TEPMHHO-JIATEpaiHa aHacTomo3a.(23-27)

MeTo/n 32 H3BLPIIBAHE HA AHACTOMO32

Crneny HMCKA pe3ekiiMs NpPH KapUMHOM Ha PEeKTYMa, UPEBHUST Macax ce Bb3-
CTAHOBSIBA [OCPEACTBOM KOJOAHAIHA HUCKA AHACTOMO3a, U3BbPLLIEHA YPe3 pa3iuyHu
TEXHUKH.

AHACTOMO03a ¢ ABTOMATHYEH CHITHBATEII

Haii-uecTo npunaraH1sT MeTOX 3a KoJloaHallHa aHACTOMO3a € 4pe3 WHTpaty-
MUHAJIEH TpaHcaHaJleH chilidBaTen. CpaBHUTETHO NO-TPYIHO TEXHUYECKH ¢ Haslara-
HETO HA KECHEH HIEB Ha PEKTaTHHUA YyKaH W OCHTYPsIBAHETO Ha PaMOTO Ha TpaHca-
HaJTHO BbBEJICHUS ChIIMBATEN, Thil KATO aHOPEKTAJIHUAT YUacThK UMa TEHICHIIUS 3a
peETpaKkiMs KbM Ta30BOTO JAbHO.(28)

BuaumoctTa yecto € 3aTpyaHeHa Nopaan WHANBUIAYATHU MPEINOCTABKH KaTo
xurepTpodHpall MUKOUeH MeXyp IpH MpocTaTHA XUTMEPIIa3vs, YBEIWYeHa MaTka,
TECEH Ta3 MPU MBKE U IPYriu.(29) '

TTopaau ToBa JByeTarnHaTa TEXHHKA 3a CBIIMBAHE € Hal-UeCTO MpHIaraHUAT
MeTos, ocobeHo npu no-koprioneHTHU naupeHT™ (30). Double cross TexHukara ce
M3pa3siBa B ChLIMBAHE U TpaHCEUMpaHe Ha aHOPEKTAJTHUAT YYaCThK TUCTAIHO OT TY-
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[1360p Ha OTBOpEHA HAN AQMAPOCKOICKA PE3EKIUSL
P KAPUHHOM Ha A€OEAO U IIPaBO YePBO

npod. A-p Kpacumup UBaHoB, A.M.H.
poy. 4-p Hukona Kones, a.M.
aou. a-p BaneHtuH UrHartos, a.m.
A-p AHTOH ToHeB

O630p: B enoxata Ha MUHUMHBA3MBHA XUPYPrUA NANapoCcKoncKaTa
XUpyprusa npu AeGenoupeBeH KAPUMHOM € BL3NPUETa KaTo OHKO-
NOrvyYeH EeKBUBANSHT HAa KOHBEHUMOHAJIHE OTBOPEHa XUPYPrus.
MuHuMHBa3UBHATa XMPYPIUs Ha NPaBo YePBO BCe olue e B npouec
Ha YTELPXOABAHE, KATO NPUMAraHEeTO M B NPaKTUKATa He e PYTUH-
HO. fluTepaTtypaTta 3a N1aNapocKkoncKa pesekuusi Ha Ae6beno YepBo u
PEKTYM € NpeAMMHO PETPOCNEKTUBHA, KaTo MMa orpaunyed 6pon
NPOCNEKTMBHM AHAIM3N.

HacToawaTta ny6nukauust aHanuanpa peaynTaTtv 8 nurepartypara
M AMCKYTUPA HACTOSILIOTO NPUSIOKEHUE HA XUPYPrUYHNUTE METOLH
Ha neveHue Ha febenioupeBeH U PeKTaneH KapUMHOM. N3BLplueH
€ npernes 8bpXy NO-CKOPOLUHU PETPOCNEKTUBHU W NPOCHEKTUR-
MU ganHi. [IPOCNEKTUBHITE PAHAOMUINPAHU NPOYYBAHUA, CPAB-

OAOPEKTAAHUAT KAPLIMHOM (KPK) e sropa
O YeCTOTa PHYHHA 33 CMBPT B PasBUTHTE CIPAHM 1 CHC-
TaBASIBA OKOAO 25% OT BCHUKH OHKOAOTHHHH boaccti. Cropea
C30 3a 2009 1. ca perucrpupann npubausureano 1 000 000
HOBH caydan B 10% oT BCHUKU HOBOPETHCTPHPAHM CAYYAH HA
kapuusom.! B passurure crpanu ce cpemar 68% or BeHukH

caygan.’ Karo Brcoko prckosu obaacti ce onpeacast CepepHa

Awmepuxa, Espona n Ascrpaans. Hecrorara na KPK napacrsa ¢
BbapacrTa. 3aboassacmoct npu 30-roauimu ¢ 4/100 000, po-
xaro npu 30-roanmny Aocrtura 4o 120/100 000, Hajt-sacerna-
Tara rpyna ¢ MeOKAY 60- u 80-ToAHIIHA BB3PACT, 4 UPU PEKTAACH
KAPIIHOM (PK)e Mexay S0- 1 70-roaumisa ppapact.’

XupypruuHo nevyenme Ha aebenoypeBeH KapuMHOM

Aeucnuero Ha acbeaoupesen  kapumsom (AYK) e
CTAHAAQPTH3HMPAHO: MPH AOKAAUBAINHU B ASCHO AcGeA0 depBO
Ce M3BBPUIBA ANCHA XCMMKOACKTOMHS, MPH AOKAAH3ALMH
B ASBCO A€6€AO quBO — ASBa XCMHKOACKTOMMUS. TyMOpH,
AOKIAMBHPAHH B CHIMOMAHO 4YCPBO, C€ OTCTPaHABAT
MOCPEACTBOM  pesekupst  Ha  curma.  Cemjectysar o
pasuHpeHH MOAMHKANMK Ha ropenocoucHure mMeron. C
YCHBBPIICHCTBAHC HA MCAMI{MHCKATA ANApaTypa M TEXHHKA
BCE TO-BEYE ONEPALMH HPOMCHST CBOS AOCTBII — OT OTBOPCH
{koHBEHIIMOHAACH) B MMHHMHBasuBeH (aanmapockonckw).*’
Heobxoaumu ca aocraTsicH Opoit HPOyYBaHUS, 33 A2 MOXKE
AL C€ 3AKAKOMM AGAU AATIAPOCKOTICKHAT METOA € CKBUBAACHTCH
1 OTBOPEHHSL, KOUTO AOCKOPO B¢ ,,3AATCH CTAaHAAPT .

AarapockonusTa € IPEeANOIHTAH METOA IIPH MHOTO APYTH
onepanui (Hanp.6naaTepasHa/ peLuAHBHPALIAXCPHHOPAPHS,
IACTPEKTOMMUS, CIIACHEKTOMMSL, AAPCHAACKTOMHS).
AQITapOCKOIICKATA PE3EKIMS UMA NPEAMMCTBA: KO3METHYHH
pA3pe3H, HaMa ACHA AHAATE3HS M ITO-PAHO BPBIIAHE HATIALIMCHTA
wiM oBuuaiiHuTe My AeiHOCTH. To3M METOA HaBAM3a M B
ofAacTTa Ha XUPYprusiTa Ha AcGCAO M UPaBo yepso. Brnpexkn
I¢ AAMAPOCKOIICKMST METOA € BB3IPHUET CPABHUTEAHO BDBP30
npu A0OpokagecTBeHU DOACCTH, UPHAOKCHHETO My IIPH

HABALLM NANAPOCKONCKA ¢ OTBOPEHA XUPYPIUA, e orpainyed. He
ce YCTAaHOBSIBAT PasNUKM B 4ECTOTa Ha MOKAaNHWM peuuanBuM 3a
netroaviueH nepuof. M3ThKBaT ce No-Ao6pU KPaATKOCPOUHU pe-
3ynTaTy (No-6bp30 BL3CTAHOBABAHE, NO-KPATHK BONHMUYEH npec-
TOW, HAMAReHa HYXAa OT aHanreana}, HO 3a CMeTKa Ha NO-ALATo
oneparvuBHO BpeMe U nNo-Bucoka uexa. lpu nanapockoncko ne-
YeHUe Ha peKTafieH KapuMHOM BCe Oile HAMA [aHHW 33 eKBuBa-
NEHTHOCT HA METOAUTE HA OTBOPEHA M RANAPOCKONCKA XUPYPIrusa.
OtsopeHaTa XMpypruvHa pesekuyus ocTaBa Metoa Ha nibop npu
pekTaneH kapuuHom. O4akBa ce AbAroCpoOHHU Pe3ynTaTi or npo-
BEXAAUWM C& MYSITULEHTPUYHMA NPOYHBAHWUS 33 [OM3ACHABaHEe Ha
ponsita Ha N1anapoCKONUATa NPU fleyeHWe HA CPEAeH M HWUCHK
PeKTaneH KapLuUHOM.

KOAOPEKTAAHM TYMOPH HMa 6aBHO Ha4aAO MOPAAM AHCKYCHH
OTHOCHO T.HAp. MOPT-CAHT METACTa3H M OHKOAOTMYHATA
AACKBATHOCT Ha MMHHMHHBA3HBHHA AOCTBIL [locpeacTBom
HAKOAKO DAaHAOMHBHPAHM TPOyYBaHHA™, CpaBHsBaIH
AQUTAPOCKONCKH H OTBOPEH METOA, C€ MOKA3BAT EKBHUBAACHTHH
AAHHH n¢o OTHOUICHHME HAa HAKOHM OHKOAQOIHMYHH I:)CC’}Y/\T&TI’I.2~
* OcBeH TOBA, KAMHHMKOMATOAOTHYHMTE [OKA3ATEAM, KATO
MHACKC Ha TeaecHa maca (BMI), noa, pasmep ma Tymopa H
AOKAAH3AIHMSTA, €A AOIBAHHTEAHH GAKTOPH, KOHTO TPAEBa A
Ce AHAAMSMPAT [IPH U3Y4aBaHe HA BBIPOCA.

Nanapockoncka pe3ekuvn Ha aebeno Yyepso

HauaAHOTO MPHAOXKEHHE Ha TO3H METOA € AHCKYTA6HAHO,
CTHTA CC AOPH H AO IMLPBOHAYAACH MODATOPHYM BBPXY
AAMAPOCKOINCKATA KOACKTOMHMsi B Hawaaoro Ha 1990
CACA ITBPBOHAYAAHH CHOONICHMS 32 PAHCBH M MOPT-CAHT
PEUHAMBH. '

Flpu cramaaprHaTa OHKOAOTMNHA XHPYPTHsl C¢ H3BBPIIBA
4PEBHA De3eKUMs €7 bloc ¢ AOCTaTBIHH ITPOKCHMAAHH
M AHCTAAHH PE3CKIHOHHH TIPAHULIM, KATO 32 KOPEKTHO
crapupade ca Heobxoaumu mnoHe 12 aumuu  Bbacaa’
OHKOAOTHYHHTE PEC3YATATH CC OLCHSBAT CIPIMO YeCTOTATA
HA PELHAMB M CMBPTHOCT, CHBP3aHH € KAPLHMHOMHATA OOAECT.
ITepBOTO 3HAYUTCAHO UPOYHBAHE BBPXY AANAPOCKOICKATA
woaexToMust npn AHK ¢ MOHOUCHTPHYHOTO PAaHAOMHIHPAHO
npoyusane or bapuesona, ny6aukysaro npes 2002 .7 Obmo
219 maumuenTH ¢ AECHOCTPAHHA H ACBOCTPAHHA AOKAAM3ALMS
€4 PAHAOMM3HPAHH B ABE IPYITH — OTBOPEHA M AANIAPOCKOICKA
KOACKTOMHSL.  Aarmapockornckara  Ipyma  ACMOHCTpHpa
CPaBHHMH OHKOAOTHYHH PE3YATATH C OTBOPCHATA IPyra U
AOPH 110-A00pa PEKUBACMOCT IIPH MALMCHTH cbe cTapmi 111
Tesu pesyaTari O-KbCHO €4 IOTBBPACHU IPH ABATOCPOHHOTO
npocacasasase (o177 A0 133 mecena, cpeato 95 mecena).®

OcofeHHO BAXHO 32 HAAATAHC HA  AAITAPOCKOICKATA
xupyprus ¢ npoyusarero COST, uybaukysano B New
England Journal of Medicine npes 2004 r.° To Bxawusa 872
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Puck-6asupan u3sbop Ha OnepaTUBHU TEXHUKHU
NPH PEKTAACH KaPIHHOM

npod. a-p Temenko TemMenkos, 4.M.H.
npod. a-p Kpacumup WsaHos, O.M.H.
noy. a-p BaneHwtun Urnartos, .M.
pou. a-p Hukona Kones, 4.Mm.

b-p AHTOH ToHeB

O630p: Pexranuuar kapuymHom (PK) e GonecT, npv KoaTo onepaTue-
HOTO NEMEHWe Npes3 NocnefiHMTe rofiMHU NpeTLpnsa YyBCTBUTENHO
pazsuTre. BuBeaoxa ce oneparMBHU MeTOAM, C KOUTO CE CB330Xa
BB3MOXHOCTH 3a yBenu4asaHe 6posi Ha ctbuHKTep-ChXpaHsBawmTe
onepauuu npu aobpa (byHKUMOHANHOCT HA AHOPEKTANHUA KOHTU-
HeHTeH oprad, 6e3 TOBa A3 BNUAE HA OHKOMOTUYHATA PaAMKanHocCT
Ha neveHueTo. BbBeaoxa ce pyTMHHO MEXaHUYHM ChIUMBATEnNy U
ce CH3AAA0Xa YCNOBMSA 33 TPAHCAHAMNHW aHacTomMo3u ¢ no-gobpa
(BYHKLMS M NO-MAnNKo ycnoxHewusi. Peiyuupa ce npunaraleTo Ha

O HEPATHUBHOTO AEYMEHME Ha pextaaHus KapiuHOM
(PK) Ha1cKBa TOASM XHPYPrUHECKH H HHAHBUAYAACH OTTUT
11py n360P 32 OTIPEACAAHE HA BBAMOKHOCTTA 33 PAAHKAAHOCT K HA
MCTOA 32 H3BbPIIBaHe Ha CQUHKTEP-CHXpansBalla onepans. >

PucksT npu onepatuBHOTO AcucHue ¢ pasamnder: (1) puck
IpH M3BBPLIBAHE Ha OTIEPALMM 10 CIIeWHOCT; (2) pucK npu
M3BBPLIBAHE HAa OINCPALMKM C OTHOCHTCAHA HAM OTAOKEHA
cnemHocT; (3) pHCK NPH HAAMYME HA TOKKA IPUAPYXKABAIIHL
COMATHMHM CHCTOAHMS; (4) PUCK IIPH NAAHOBH XHPYPrudHU
HHTEpBEHLIHK; (5) PUCK OT Bpeme, MSCTO M AMYEH OIMT Ha
XUPYPra, KOHTO U3BBPIIBA ACICHUETO.

OueHka Ha onepaTMBHUA pUCK

[pesoneparnbrata HHGOPMALIUSA, TTOAYHECHA OT PEKTAAHO
TYIIC, EHAOCKOIHS, CHAOPEKTaAHa cxorpadus, abaoMUHAAHA
exorpadus, kommorsp-Tomorpadus (KT'), marnurho-
pesonancha tomorpadust (MPT) u Guoricns aasar nperenka
32 OOCKTHBHO TPCAOINCPATHBHO CBCTOSAHUE, OLPEACASIIO
OIICPATHBHUS PUCK OT 06II U AOKaACH XapakTep.’

C yBeanuasane Ha 06eMa HA XHPYPIUYECKUTE HHTEPBEHIIMH
upes KOMOMHMpaHH M OPraHOCIMETAHHM OICPALMH C LieA
PAAMKAAHOCT HAQ ACUCHMCTO, PHCKBT IIPH  ONCPATHBHOTO
Acuenue cTana MuorooGpasen. Oneparusnust puck Tpadsa Aa
ce Gasancupa OT BE3MOKHOCTH, Topoactu o1 (1) BramMoskHocT
30 PAAHKAAHO ACHCHMC, CHOOPA3CH ChC COMATMUHMS CTATYC
(2) or craaus Ha 6oaectTa; (3) TEXHHMCCKO CHEBPUIEHCTBO HA
XUPYPra; (4) BE3MOXKHOCT 32 PARAMKAAHOCT M AOKAACH PCIIMAHB;
(5) or xHCTOAOIMYHATA XAPAKTCPHCTHKA M ArpPecHMBHOCT Ha
TyMopHHA pacTex; (6) OT IIPCAONCpaTHBHATA MOTOPHA M
CEH3OPHA HEAOCTATHYHOCT, [IOPOACHH OT HANPEAHAAA BH3PACT,
IIPHAPYKABAIY  OOACCTH M TIPCAXOXKAAMH  ONCPATHBHH
MHTCPBCHUMA B aHopekTasHa obaacr; (7) oT cheTosHHETO
HA CBPACYHOCBAOBATA CHCTEMA M APYTH COMATHHHH 60aecTH,
OKA3BAIIM BAMAHHE BBHPXY PeOAOrMATa Ha KpbBTa; (8) or
EMOIIHOHAAHOCT, TIOPOACHA OT AMACMATA MCKAY CKCTHPIIAILHS
¢ abAOMMHAAHA CTOMA U CQHUKIEpP-CHXPAHABALIA OICPAIIH;
(9) HMHTEAMTEHTHOCTTA HA IIAUHENT3, BAHMSEU[A  BBHPXY
CACAOTIEPATUBHATA COLMAAHA AAAIITALIMA.

onepauuure or Tuna pull-thraugt W vHBarnHMpawm asacToMo3su,
KOETO HaManu YyBCTBMTENHO HeJOCTATHLUNTE NPU MIBLPLIBAHETO
M. OChIlecTBABAHETO HA ONEpPaTUBHMTE WHTEPBEHUWM No nana-
POCKONCKM MbT NPU NOAXOAAM YCNOBUA W NOKA3aHWA M3MecTBa
A0 U3BECTHA CTENEH PYTUHHATE ONEPATUBHU METOAMN B NO-paHHUTE
¢$hopMM HA TYMOPHMA npolec. BuBexanero Ha ToTanHaTa Me3o-
PeKTanHa eKCUM3MA NpM NOKanNU3auMa Ha Tymopa B cpeaHara wn
AONHA TPETA HA PEKTYM CHMKABa NoKanHuTe Ta3oBW peunwansu c
20% v rnoHacToAeM € 3albIDKUTeNnHa onepaTtuBHa npoueaypa.

Tean puckoBH GakTOPH BOAAT 1 AO YTCOKHABAMIM obcrosTea-
CTBA, KOPATO € HAAHMIE HEOOXOAUMMOCT OT CHEIIHA OTIEpaTHBHA
HMHTEPBEHIMA, DPH  KOATO IPEAONEPATHBHOTO MEXaHHYHO

SOYHCTBAHC Ha A€6€AO‘IPCBHH}I TPAaKT HC MOXKC Ad CC OCBILCCTBH.

3aToBa CTPEMEKBT KbM M3BBPIIBAHC HA ONEPALMM B OTAOKCHA
CIICITHOCT BUHATH CTOH KATO AATCPHATHBA.

B erama Ha NMAQHOBO XHPYPIHYHO ACHCHHC MCXAaHHYHOTO
OWMCTBAHE HA 9EPBOTO € A0 TOASIMA CTCIICH ¢ peiasan] pakTop
upu w360p Ha oneparuses MeToA. C HETO HE MOXKE AQ CC TPARH
KOMIIpOMHC. DaARHCHPaHMAT PHCK MOXKCE AQ C¢ HAMAAM 4pe3
H3BLPLIBAHC HA NAAMATHBHH PE3CKIHH, NPCAOTICPATHBHH
KOPHIMPAIIH NPOLEAYPH (KPBBOIPCAHBAHC, KOPUIHPAHE HA
BOACH, DeaTpueH U ftomen faaauc).

MU360p Ha TeXHUKKM CROpPea TYMOpHaTa NOKanU3auus

Puckosure gakiopn B 3aBHCHMOCT OT AOKXAH3ALMATA HA
TYMOpPHHS TIpotiec ca: (1) prckosn GakTOpH NpH ACKAAH3AIHS B
PEKTOCHIMOHAHATA OBAACT M TOPHA TPETA Ha PeKTyM; (2) prckosu
$aKTOPH IPH AOKAAH3ALIMA B FOPHA M CPEAHA TPETA Ha peKTyM; (3)
PHCKOBU aKTOPH IPH AOKAAHBALIHSA B CPEAHA TPETa Ha peKTyMm; (4)
PUCKOBH GaKTOPH TPH AHTAKMPAHE HA AOAHA TPETA Ha PekTyM; (5)
pHCKOBI/I Q)alcr()pu HPI/I ‘J.HI‘ZDKI/IPQHC Ha ChCCAHH ThKaHH U OpraHH;
(6) prckoBH PaKTOPH TPH HAAMUHE Ha YEPHOAPOOHM MCTACTA3H
(eAHOeTAnHM, ABY- M MHOroeTamHu onecpaumu); (7) pHCKOBH
$GaKTOPH CACA TIPHAGKEHO NPCAONICPATHBHO U CACAOTIEPATHBHO
ABMCACHCHIC U XI/IMI/IOTﬁpﬁl IHH.7

Hp[/l AQKAAM3AUUS Ha TyMOpa B rOPHﬁ TpCTa Ha pCKTyM H
PEKTOCHIMOMACH NPEX0A PHCKOBeTe ca Haii-maaku. Tyk ce
M3BBPIIBAT PE3CKIHH ¢ Bb3CTAHOBSBAHC HA KOHTHHYHTETA
Ha ‘{p(’:BHHﬂ TPQKT A AHIICA UAU MHUHUMAAHH HPOMCHH B aKTa
ma pedexanua, lpu onepanuu nmo CIENIHOCT CTPEMEKDT €
OTCIPaHsBAHC HAa TYMOPA M H3BBPIUBAHE Ha ONEPALMH THII
Hartmann. Axo ToBa He ¢ BB3MOXKHO, METOA Ha H300p 0CTaBa
HaAsarane Ha orépemenssania croma. [ Ipu Tesn aokaausanun
PUCKOBETE C¢ YBEAHYABAT IIPH IIPOPACTBAHE HA TYMOPA KbM
MUKOYEH MEXyP, MATKa, SHYHHUIM, THHKO 4€pPBO.

[ 1pu aoKkasusalys Ha TYMOpA B CPEAHA TPETA HA PEKTYMA Ce
M3BBPIIBAT ONEPALMH € HO-BUCOK PHCK OT AOKAACH XaPaKTEP.
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OCTBHP HEKPOTHYEH HAHKPEATHUT
Anann3 Ha GoJIHM 32 AeceTroMIlLeH MePHO

P. Mag:xos, UBanos K., Hruaros B., boxkor B., Koaes H.

H3non3sany cbKpallieHusg:

Or11 - OCTBp NAHKpeaTHuT

HI1 ~ HEKPOTHYEH NAHKPeaTuT
NA - naHKkpeatHyeH abouec
KT - komnoTspHa Tomorpadus
KM - ractpounrecTuHaleH

QXN - 00U KIILYEH NPOTOK

EPXII" - enpockorncka perporpajha xonaHruonadkpearorpagus

[Mpe3 nocneanoro aecernnerHe ce oTOENA3BA CHILECTBEH Hanpeabk B pasdu-
PaHeTo 3a MaToPH3HOIOIHATA W LAJNOCTHATA AHATHOCTHUHO-TEpaneBTHYHA CTpaTe-
rus npy nauuenTHre ¢ Octbp nankpeatut (OI1). B koHTpacT Ha paHHaTa XHpYpru4-
Ha MHTEPBEHLMS B MHHANOTO, NOHACTOSLLEM € HANTMLE W3pa3eHa TeHACHLHUA KbM HH-
TEH3MBHO JIeYEHHE B HAYANHUTE MEPHOH, N0- KOHCEPBATUBEH NOAXOA W/WIIA MUHH-
WHBa3HBHH NPOUEIYPH.

JHec no — rosmara 4acT OT NALMEHTHTE NPEXKHUBIBAT IMbpBaTta ¢asa Ha TeX-
KHMs NaHkpeaTHT OarogapeHye Ha 3HAYMTETHMA HANPEAbK B MHTEH3MBHOTO Jieue-
Hue. Tosa 0baue BOAM A0 YBENHYABAHE W HA PHCKA OT Pa3sBHTHETO HA KbCEH CENCHC
H YCIIOKHEHH.

KnnHnuHoTo nipotHuaHe Ha OcTpus NaHKpeaTuT Bapupa oOT JIeKH, OTOUHH 110
TEKKH HEKPOTHYHU dopmu (15 -25% OT BCHUKHM 110 JIMTEPaTypHH AaHHH).

Texecrra va Oll e cebp3ana ¢:

v' JInbepaumaTa Ha BA30aKTHBHM M TOKCHYHY CyOCTaHUMN;
v' Pazsutuero Ha cucTemHa nonuopranHa (6enoapotHa, ChpaeuHo-CbA0Ba U O1bO-
peHa) HEAOCTATLYHOCT;
v O6eMbT Ha HEKPOTHUHHA [IPOLEC — NAaHKPeaTHYHa NApeHXUMHa HEKPO3a W/Win
MacTHO-TBKaHHA HEKPO3a B PETPONEPUTOHEANHOTO NPOCTPAHCTBO;
v' Baktepuannara koHTamuHauus (abcuecn, ¢erMoHu, NCeBlOKHCTH U ducTy-
JIH).

OCHOBHHTE puckosy gaxmopu onpeensiiyi He3aBUCUMO €IHH OT Apyr
M3X0Ja OT TEXKHTE HEKPOTHYHH POPMH HA NMAHKPEATHT ca:

- PAHHOTO Pa3BUTHE HA MYJITHOPraHHA HEAOCTATBLHYHOCT;

- pa3mepBbT Ha Hekpo3zara (> 50% );

- uHdekTpaHeTo Ha Hekposara (40 no 70% ot 6onnute ¢ HIT).

Texxkute GOpMH Ha OCTHP NAHKPEATHT CE PA3BHBAT HaR-4eCTO B ABE (a3H:
m  [IbpsuTe IBE ceMUUM Ce XapakTepH3upar ¢ pa3suTHeTo Ha SIRS u cbn-
POBOZIEHO OT: MNIEBPONYIMOHANHH, ChPAEYHO-CHAOBH H OBOPEUHH yCIOXK-
HEHHA.
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BOJIECTOTBOPHO JENCTBHE
HA PA3JIMYHU TPUYUHU

Batenmun JI. Hzuamoe, Illeeman T. Ilexoe

- Konro neyecmuo! Camo eono 30paee u monkoea muozo bonecmu!™
Buxmop Hlnuxmep

MHorounciieHd GU3HYHHA, XHMAYHH, OHOJIOTHIHH, IICUXUYHHA U COLIMAIIHH
TTHYHHM, C KOUTO MOCTOSHHO HITH HHIMIESHTHO CE Cpellia YOBEK, MOTAT Ja CTa-
=21 00NECTOTBOPHHM, aKO MPEBB3XMKAAT MPUCIOCOOUTENHNTE (a1anTaLHOH-
#MTe) BB3MOXKHOCTH Ha OPraHr3Ma WK € U3MEHEeHa HeroBara PeakTHBHOCT.

FOJNECTOTBOPHO NEHCTBUE
HA ®U3UYHUTE NPHYUHHA

1. Mexaun4aHu npHYHHA

Bh3geiicTBHETO HAa MEXAHHUIHUTE NIPHUMHH CE ONpeaens oT popMmara, Ma-
ZZTa HM H CKOPOCTTA, ¢ KOATO C€ ABHXAT. MeXaHUUHOTO BB3IeHCTBHE MOXKE
I: Obde ynap, pasraraHe WM Hatuck. To € o0elMHeHO ¢ NOHATHETO TPAaB-
w21 H9HU OonecTu. TpaBmMaruanuTe 6OIECTH NPEACTABIABAT COOP OT BCUYKH
#2CTHH M OOIIM YBPEXKNaHuUs, TPEAU3BHKAHA OT MEXaHHYHUTE TIPUYHHH.

TpadBa 1a orGenexuM, 4e OCBSH OT BBHIIIHATA cpela (€K30reHHH) ChIecT-
¥BAT M BBTPEIIHH {€/[HOTEHHH) NPUIHHM, KOMTO OKa3BaT 00JIECTOTBOPHO
IR{ICTBHE BBPXY pa3/IM4HU OpraHu u cucremu. Hanpumep, razose B yepBara
T IM3BUKBAT METEOPH3BM, TA30BE B IUICBPATHATA KyXHHA — MTHEBMOTOPAKC,
TEYHOCT B TPBJHHA KON — XHAPOTOPAKC, TEYHOCT B MEPHUKap/HaTa TOPOHY-
€2 - XHIpONEpHKap H TEYHOCT B KOpEMHATa KyXHHa — aclHMT. MexaHHyHo
¥531efiCTBHE MOraT JIa IIPEI3BUKBAT roleMH KPbBOU3NMBU H TYMOPH. Bewy-
£ T€ [10 MEXaHHYEH IBT MOTAT Ja A0BeaT 10 OYHKUMOHATHH CMYILCHHA B
IDHTHCHATUTE OPraHu.

Pesyntar oT yBpexjamure Bb3JCHCTBHA HA MEXaHHMYHHTE NMPHYMHH Ca
DEHH ¢ HapyllaBaHe LENOCTTa Ha KOXKaTa M YBpEXJaHHs ChC 3ara3BaHe Ha
#SHHATA INOCT (HaThPTBaHe, KOMIIPECHS!, CBTPECEHHE HA MO3bKaA, HABAXBA-
# ## H3KBJYBAHE HA CTABH, CUYNBaHe Ha KOCTH).

Haii-reskkoTo o010 yBpexaaHe € T.Hap. TpaBMaTH4eH Hiok. Toi mpotHya
3 182 (a3u — Bp30yaHa U 3a1pbxHa. OCHOBHUAT MATOICHETHYEH MEXaHH3bM
2 CBbP3aH ¢ HAMAJIEHHETO Ha 0o0eMa Ha KPbBBTA H [10-CHECLUATHO HA I11a3zMa-
Tz Cinnara 6onka npes ¢dazara Ha Bb30yKIaHe akTHBHpa XUITodu30-Hanob6-
TCYHATA CHCTEMA, KOCTO TPEJM3BUKBA yBE/IHYaBaHE Ha KONHYECTBOTO KPBB,
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LAPAROSCOPY IN THE MANAGEMENT OF COLORECTAL CANCER
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INTRODUCTION

Since the introduction of laparoscopic surgery, minimally invasive techniques have been widely used for benign
and malignant diseases.(1,2) Although many surgeons perform laparoscopic colectomy for benign diseases, its application
for colorectal malignancy had slow progress because of oncological considerations.(3) Over time, many randomized
controlled trials have been published comparing open to laparoscopic surgery for colorectal cancer, which show that in
experienced hands, competent oncology resections can be performed the results are equivalent to open surgery (4-7).
However, the results of the minimally invasive surgery for rectal cancer have not been thoroughly investigated and large
multicenter randomized trials are underway.

Large number of randomized controlled trials comparing laparoscopic to open surgery for colon cancer have
established better short-term results - less pain, shorter length of stay, faster return of bowel function and equivalent
oncological outcomes (2-5). Laparoscopic rectal surgery is still developing with promising short-term benefit, although
depending on the skills and techniques of the surgeon (6). Surgery of rectal cancer requires more technical skills (total
mesorectal excision, low pelvic anastomosis), many fear that the oncological principles could be compromised during
laparoscopic resection. In addition to oncological concerns, the widespread of laparoscopic surgery for colorectal cancer is
impeded by the significant learning curve.

Hand-assisted techniques introduced in the 1990s were an attempt to overcome some of these limitations and
provide an overlap between open and laparoscopic techniques and the transition from open to minimally invasive surgery
for many surgeons (1,8). Acceptance of minimally invasive procedures by patients and surgeons led to the developent of
new technologies to ease the laparoscopic approach. The introduction of single incision laparoscopic surgery (SILS)
devices has allowed fewer cuts. (9) The clinical application of endoscopic natural orifice transluminal surgery (NOTES) in
colorectal disease is not yet fully accepted, but it was possible great advances in instrumentation and improving techniques
for specimen extraction after laparoscopic colectomy (12).

SYSTEMIC BENEFITS

Basic science studies have demonstrated the better preservation of oncological and immunological functions after
laparoscopic surgery before trials on humans (7-9), thus giving hope for better long-term oncologic outcome. Tumor cells
are found in systemic blood circulation and in the peritoneal fluid immediately after surgery and if they survive may avoid
the immunological defense of the organism. The surgical trauma causes immunological alterations and the organism might
be vulnerable during the postoperative period (7-9). Laparoscopic surgery causes lesser trauma and therefore less effect on
the immune system, decreases the proliferation stimuli for cancer cells and neoangiogenesis (7-9,11). The changes can last
shortly after the operation, but some are observed after months or longer (11). These potential advantages do not provide
better long-term outcomes in human trials, although some report better oncological results after laparoscopic surgery in
terms of longer cancer-related survival and less tumor recurrences (10-14).

The rate of conversion to open surgery is still very high, as demonstrated by three multicenter prospective trials -
the NCI Clinical Outcomes of Surgical Therapies (COST; 21%), Colon Cancer Laparoscopic or Open Resection (COLOR,;
17%), and the Conventional versus Laparoscopic-Assisted Surgery in Colorectal Cancer (CLASICC; 29%) (15,16). This
could be due to more precautious behavior of the surgeons and their inexperience.

A meta-analysis from 2006 demonstrated intriguing results. It includes 1134 patients after colectomy in two
periods — 1996-2000 and 2000-2004. Laparoscopic colectomy was introduced as an option only in the second period. The
authors found that 3-year overall survival decreased in the latter, while the overall survival of patients after open colectomy
remained the same over the two periods. (17)
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Colorectal cancer (CRC) is the third most diagnosed cancer in men, next to prostate and lung cancer. In
women it is the second most diagnosed cancer, next to breast cancer. In a time of limited resources in health
care, there has been considerable debate which imaging modality offers the best non-invasive examination of
colorectal cancer, offering both detection and characterization. The use of multiple diagnostic modalities is both
costly and time-consuming. Clinical evidence amassed over the last several decades indicates that routine
colorectal cancer (CRC) screening, compared to no screening, detects CRC at an earlier stage, reduces the
incidence of CRC or the progression early CRC through polypectomy, and reduces CRC mortality.

Endoscopy

The first complete examination of the colon using a flexible fiberoptic endoscope is reported by Wolff
and Shinya in 1971 [42]. Nowadays colonoscopy is the gold standard for evaluation of the entire colonic mucosa
with therapeutic capability of resecting detected malignancies.

In the last years the colonoscpopy is the modality of choice to detect and correct the adenomatous
polyps and colorectal cancer. The diagnosis CRC can be confirmed after 6 biopsy in a known malignant
pathology and by obtaining more tissue sampling and/or a second opinion from a consulting pathologist in none
diagnostic, highly suspected colon lesion. Besides the role as a diagnostic tool in CRC the colonoscopy
identificates subsequent lesions at the time of surgery, which is called preoperative endoscopic marking. It is
performed through metallic clip placement and endoscopic tattooing.

The colonoscopic equipment consists of camera and four-way tip controls [43]. The camera can produce
images of high-definition quality. The fourway tip controls include (1) examination of a found patch to confirm
an abnormal growth; (2) insufflating air to dilatate the lumen for mucosal inspection and relieving air after
examination, (3) irrigating a suspected region; (4) suctioning to avoid missing lesions under fluid, and (5)
inserting biopsy devices.

The patient must undergo bowel preparation - taking clear liquid diet and ingesting laxative solutions

for colon cleansing the day before examination. Sedation is needed to relieve the discomfort during the
procedure, but it increases the costs. The complication of sedation are different cardiac disturbances such as
hypotension, arrhythmias,oxygen desaturation, and others. The preparation with purgatives may cause abdominal
discomfort, nausea, and other symptoms. The colonoscopy continues from 30 minutes to an hour. The risk
during colonoscopy consists in colonic perforation in 0,1 % of cases. Colonoscopy fails to visualize the entire
colon in 10-15% and it may miss up to 10-20% of polyps fewer than 10 mm.
Colonoscopy is golden standard for diagnosing of CRC but there are more symptoms which could be evaluated
and appreciated by endoscopic examination, for example- abdominal pain, unexplained gastrointestional
bleeding, diarrhea of unexplained origin, chronic inflammatory bowel disease, etc. It is also the most common
interventional modality for polypectomy, hemostasis, balloon dilation, foreign body removal, palliative treatment
of neoplasms, etc. Colonoscopy could be the best screening option for all none specific underdiagnosed
gastrointestinal symptoms.

Colonoscopy removes all detected polyps, regardless of histology type- adenomatous or hyperplastic.
Not all of them must undergo resection. The polyps vary in size and polyps under 5 mm are not detected
endoscopic. For detection of polyps smaller than 5 mm the virtual colonospcopy is the alternative to the
conventional colonoscopy.

Virtual Colonoscopy
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INTRODUCTION

Colorectal carcinoma is one of the more common types of cancer around the world. For patients in UICC stage
I (i.e., those who have pT1/2 tumors and do not have any lymph node metastases), the probability of surviving 5 years is
90% (2). The prognosis of patients in stages Il (pT3/4 tumors without lymph node metastases) and Il (tumors with
lymph node metastases) has improved steadily in recent years: At present, the 5-year survival in these two groups is
80% and 60% (1).

Approximately, 1.2 million cases of CRC occur yearly worldwide, with 412,900 new cases diagnosed in
western Europe alone and 150,000 in the United States.(1,2) Resection of colorectal liver metastases (CRLM) is the
only treatment offering the possibility of cure and has been shown to provide clear survival benefits.(3) Unfortunately,
only 10% to 20% of patients with CRLM are eligible for this procedure upfront. On the other hand, during the last 10
years, major advances in the management of CRLM have taken place involving principally three different fields:
oncology (new and more effective chemotherapeutic agents), interventional radiology (portal embolization and
radiofrequency), and surgery (better instruments and newer techniques). These advances as part of a multidisciplinary
team approach have gradually but effectively increased the resectability rate to 20%-30% of cases with a 5-year survival
of 35%-50%.(3)

Nonetheless, distant metastases eventually arise in about 20% of patients who are stage Il or 11l at the time of
diagnosis (3). About 35% of all patients already have distant metastases when the diagnosis is made. Patients with
untreated hepatic metastases have a very poor prognosis. In a prospective, observational study carried out on 484
patients from 1980 to 1990, the median time to death was 6.9 months (4). Adson and colleagues, in the 1970’s, were the
first to show that patients could be cured by the resection of hepatic metastases (5). Since then, resection has become
established as a standard treatment. For this review, we selectively searched the literature for articles containing the
words “colorectal liver metastases,” “chemotherapy,” and “surgery,” paying special attention to studies carried out on
larger groups of patients and to randomized clinical trials.(6)

Most favorable outcomes were observed in patients with pedicle lymph node involvement (5-year survival rate
25 vs 0% for patients with celiac and/ or para-aortic lymph node metastases), and in patients younger than 40 years (5-
year survival rate 45% vs 10% for older patients).(7,8) In relation to our results and those reported by others, we
recommend combining hepatectomy with lymphadenectomy only for young CLM patients presenting with pedicle
lymph node involvement, in the absence of disease progression after preoperative chemotherapy. On the other hand,
patients presenting with celiac or para-aortic lymph node involvement should not be subjected to this oncosurgical
treatment strategy. Even concomitant pulmonary metastases should not be considered a contraindication to surgery.
Patients with only pulmonary metastases as a site of extrahepatic disease have a particularly good outcome after
complete metastasectomy of both liver and lung disease. Five-year survival rates ranged from 22% to 50% in patients
with metastases limited to the lungs.(8) Also, selected patients with complex multiorgan metastases have been
associated with prolonged survival after a multimodality treatment. Patients with simultaneous hepatic and extrahepatic
disease (EHD) do, however, need to be selected for surgery. Elias et al stated that EHD, when resectable, is no longer a
contraindication to hepatectomy.(18) More importantly, the total number of metastases, whatever their location, has a
strong prognostic effect than the site of the metastases. In addition, a study conducted at our centre demonstrated that
patients with concomitant EHD who were resected experienced a lower 5-year survival than those without EHD (28%
vs 55%, P<.001). Five poor prognostic factors were identified with multivariate analysis: EHD location other than lung
metastases, EHD concomitant to colorectal liver metastases recurrence, CEA-level>10 ng/ml, >6 colorectal liver
metastases and right colon cancer. The five-year survival ranged from 64% (0 factors) to 0% (>3factors).(19)
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Worldwide, more than 1 million people develop colorectal cancer (CRC) annually (1). CRC is a major
health problem in the Western world and the second most common cause of cancer mortality (2). To improve
performance, the role of chemotherapy for CRC has increased dramatically over the last decade. Of course urgery
remains the cornerstone of treatment, the vast majority of CRC patients now receive chemotherapy with multiple
agents that are currently approved for the treatment in the appropriate setting.However, it is a complex process to
select the optimal chemotherapy for each patient and practice evidence gap is still a problem. We found large
differences in patterns of institution, region and country. The results suggest that the lack of evidence for CRC
chemotherapy practice still exists in the world.(3) Recently, standardization of cancer treatment, including
chemotherapy, has become of particular importance for the quality of cancer therapy. It is important to know whether
the overhaul performed normalization of CRC chemotherapy. Measures and quality indicators are needed and several
studies on indicators of quality of cancer care have been reported. However, measures to assess the standardization
of cancer therapy are not well established. In this study, we evaluated the usefulness of the oncology market research
to assess the evidence gap in practice CRC chemotherapy. We also discuss the role of the method to measure the
effect of normalization of CRC chemotherapy.(4,5)

Although surgery remains the cornerstone of treatment, the vast majority of CRC patients now receive
chemotherapy to reduce the risk of metastatic spread by eradicating microscopic tumor foci that are distant from the
primary tumor and undetectable in Perioperative assessment of tumor extension. 5 - rate five-year survival of patients
are mainly determined by the histological stage of the tumor at the time of resection. The most important prognostic
factor for survival in patients without visceral metastases is the stage of the tumor determined by the depth of
penetration of the tumor in the bowel wall and the number of (4) lymph nodes (lymph nodes <12 examined).Result
of the meta - analysis of over 10 studies showed that each - two-month delay of adjuvant chemotherapy resulted in a
14% decrease in overall survival, suggesting that adjuvant chemotherapy should be administered as soon as possible

).

The introduction of new cytotoxic agents such as oral fluoropyrimidines, oxaliplatin and irinotecan in
chemotherapy (CT) regimens have improved the response rate, disease-free survival (DFS) and overall survival (OS)
in patients with metastatic colorectal cancer. (6,7) This has encouraged their trials in the adjuvant treatment of non-
metastatic disease, especially in patients with stage 111 tumors. Table 1 shows the most common regimens used for
the CT adjuvant. Surgery alone is usually curative for colon cancer stage I, but about 20% to 30% of these patients
develop recurrence and die of metastatic disease. (8) This underpins the need for prognostic factors such as
microsatellite instability (MSI), which are potentially predictive of tumor response to cytotoxic agents. (7)
.Prognostic factors are particularly useful in the context of phase Il colorectal cancer, where the benefits of cytotoxic
adjuvant therapy are more controversial than in stage Il disease. The identification of accurate and validated
predictive and prognostic markers help clinicians in choosing appropriate use of adjuvant chemotherapy in patients
with stage Il CRC.

MSI is a change in the length of microsatellite DNA due to the insertion or deletion of repeating units -
from1to 5 nucleotides caused by defects in mismatch repair genes or methylation of their promoters. (9) Tumors with
MSI are more often proximal, poorly differentiated, mucinous, and show a significant lymphocytic infiltration. (9)
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ABSTRACT

Background/Aims: In about 1/3 of the patients with
colorectal cancer without metastases which have
been radically operated recurrences are observed
and these patients die from cancer. This requires
improvement of the surgical methods radicality as
well as a more accurate determination of the indi-
cations for adjuvant chemotherapy administration.
The introduction of a method for evaluating the
degree of the metastases in colorectal cancer would
highlight these issues. To this purpose we apply the
method of sentinel mapping.

Methodology: For a period of one year we performed
intraoperative sentinel mapping on 103 patients who

had been operated for colon or rectal cancer. We used
the dying method with Patent Blue V. An algorithm
was worked out for sentinel mapping in colorectal
cancer.

Results: We achieved 100% performance success and
97% sensitivity. We increased the volume of the
surgical intervention in 100% of the patients and
elevated the clinical stage of 20% of the patients in I#
and II* stage by means of ultrastaging with
immunohistochemistry.

Conclusions: We conclude that sentinel lymph nodes
mapping in colorectal cancer is a diagnostic method
which is convenient for the surgeons allowing them
for an individualized approach toward each patient.

INTRODUCTION

A sentinel lymph node (SLN) is defined as the first
lymph node/nodes receiving direct drainage from the
tumor (1-7,9-19,21-27,40,42,43,45) and consequently
possessing the greatest metastatic potential. (8-17,20,
26,27,40,42,43,45)

Sentinel mapping in colorectal cancer (CRC) is
related to two questions that are important for the
surgeon:

1. Is the extending of the lymph dissection neces-
sary in certain patients and which are these
patients?

2. Is the staging of the disease correct?

The most important factor affecting the out-
comes of the surgical treatment and the survival
rote is the presence of metastases. (10-13,21,28-38,
40,43,45-48, 56,57,58) The presence of lymph metas-
tases places the patients from stages I and II to stage
11l which significantly deteriorates the prognosis
nnd the survival rate (TNM). (10,12,21,36,39,59)
The atypical lymph-drainage occurs in about 8-14%
of the patients. (1,9,10,21,41,44,45) The failure to
detect it is one of the reasons for the recurrences due
to the incorrect staging and adjuvant therapy
ncdiministration. (22,45,85) It results from specific
nnitlomical features or lymph flow.

‘The atypical lymph metastases are observed:

in terms of the localization level of the metasta-
tic lymph nodes (jumping or “skip” metastases)
in affecting the atypical lymph basin (aberrant

Hepato-CGustroenterology 2009; 56:99-105
o HHELE, Update Medical Publishing 8.A., Athens-Stuttgart

Iymph drainage) for the given localization of the
primary tumor.

In CRC the size of the resection and the lymph
dissection are determined by the tumor localization and
they have been standardized to a great extent. (96)

The metastatic lymph nodes in the presence of
aberrant lymph drainage can be found beyond the
limits of the standard lymph dissection size. In these
cases the radicality of the surgery requires the
extension of the lymph dissection size. (22,67,73) It is
important to apply a method for lymph metastases
detection. The possibilities of the intraoperative exami-
nation and palpation as well as the existing methods for
imaging diagnostics of the lymph basin in CRC are not
sufficiently reliable. Their sensitivity varies between
20% and 50%, the lymph nodes are detected with the
size over Smm, the metastatic potential being
determined based on the increased size. (74) According
to literary data 50 ~ 78% of the metastatic lymph nodes
are sized under 5mm. (1,93,97,98)

This is a reason for the unsatisfactory possibilities
of the preoperative and intraoperative diagnostics of
the lymph metastases. Lymph mapping with dye
visualizes the lymph vessels and the sentinel LN very
well in the surgical field even if they are very small in
size less than 5mm and are otherwise undetectable.
(1,93,97,98)

The direct tumor drainage in the SLN is demon-
strated by means of blue stained lymph vessel
linking the tumor to the SLN when marked with dye.
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NEW TRENDS IN RECTAL CANCER SURGERY
CASE OF THE PRACTICE
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BACKGROUND: Sphincter preservation. discase control, and Tong e sarvival are the matn
voals 1 the treatment of rectal cancer. Although transanal local excrston is attractive because
it 1s a sphuncter sparing procedure. some contradictory data exist i the literture about its
ability to Hlocally control disease and provide overall survival comparable with radical
procedures. even for patients with early stage tumor. In paticnts with canly cectal cancer (T'1),
local excision may be an alternative approach in highly sclecied parients For more advanced
rectal cancer, radical surgical resection is the treatment of choice. N THODS: We reviewed
the literature to identify the current recurrence and survival rales ol both fechniques as well as
the salvage surgery success, only 1 study was prospective. 3 were comparative, and 3 were
case reports. We present a case report of a woman with local excision ol rectal tumor. Five
years later a rectal recurrence has showed up. We describe the case and make some
conclusions.

INTRODUCTION: Local excisiocn of rectal neoplasms is well described as an alternative to
abdominoperineal resection (APR) and anterior resection in sclected patients, with fewer
postoperative complications and operative mortality.1 Historicallv. local excision has
included transanal.2 transsacral.3 and transsphincteric4 approaches. The trimsanal approachis
a minimally invasive technique that allows greater exposure and facility in the management of
proximal disease than traditional local excision, with a shorter operanive time and less
morbidity than the radical surgical procedures. SWe found such daia in the literture und
sometimes provide this kind of treatment to our patients. But what we do indeed  curative
treatment or trying to avoid postoperative morbidity? According to the TNM stapme systen,
the most valuable prognostic factor is the clinical stage (from I to V). It has divect correlation
with the presence or absence of local or distant metastases. Lymph node metastisis has been
reported in 3% to 17% of T1 cancers6-10 and 1s found in 52% of tumors =<5 cm. 10 Features,
that increase the risk of lymph node metastasis include poor differentiation, vascular v aon.
and depth of invasion.11 Low-risk T1 lesions (well or moderately well differentarcd and
without lvmphatic invasion) carry a 5% risk of lymph node metastasis, compared with /"
for highrisk lesions.12 A study report for 15% recurrence rate for locally resected adenomi,
13 We present a case of our practice with anamnesis for local excision of rectal canea
(pTINxMx) in the past, 5 years ago. On clinical examination, during routine followup
procedure she was found to have a mass in the retrorectal region which was palpable on rectal
examination. MR tomography revealed the presence of adjacent lobulated soft-tissue mass in
the perirectal fat adjacent to the coccyx posteriorly After making precperative considerations,
the patient was operated on. Initially. trans-sacral approach York-Masson was applied. Duc to
volume of the sacral resection, the coccigeal bone and the two distal vertebras ot the sucrum
were removed. Biopsy and expressed intraoperative morphological evaluation confirm the
recurrent nature of the tumor mass. It was made a decision to converse the approach via
laparotomy and R-0 low anterior resection of the rectum with hand-sewn ANAsoMosis was
made.
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Introduction: The lymphatic status is acknowledged as the most important prognostic
factor in patients with colorectal cancer. In our clinic, the intraoperative sentinel lymph
node mapping with Patent Blue V is a routine method of choice for better staging of
lymph node status and achieving an adequate extent of surgical procedure in patients with
colorectal cancer. Aim: To compare the results from application of methods of
intraoperative sentinel lymph node mapping in patients with colon cancer vs patients with
rectal cancer. Results: There were 136 consecutive patients (65 with colon and 71 with
rectum). The sentinel lymph nodes were identified in 100 percent of colon and rectal
patients. Skip metastases were found in 3.0 percent of colon vs. 2.81 percent of rectal
patients. Occult micrometastases were found in 9 percent of colon vs. 7.0 percent of rectal
patients. No other parameters were statistically different between colon and rectum. The
study was undergone in 136 patients with diagnosis of colorectal cancer and sentinel
lymph node mapping. An analysis and comparison is done and the results of the two
methods were compared. Our data show that the sensitivity is comparable and is
respectively 100% and 95%, respectively for the colon and rectum, the methods are
reliable enough. Conclusion: The surgical approach and the extent of the lymph
dissection have to be conformable to the status of lymph node basin, staged with the help
of objective intraoperative diagnostic tool, such as intraoperative sentinel lymph node
mapping. This leads to increasing level of curative surgical treatment in cases of
colorectal cancer. Despite higher success rates in sentinel lymph node identification for
colon patients, sentinel lymph node mapping was highly successful (91.5 percent) in rectal
patients. Nodal upstaging, skip metastases, and occult metastases were analysed.

Keywords: Sentinel lymph node mapping, colon and rectum, caner
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ADRENAL TUMORS AND CUSHING’S SYNDROME- OUR SURGICAL
EXPIRIENCE

1. Bankova, A. Tonev . A. Bankova, V. Ignatov, K. Ivanov, N. Kolev, G Ivanov, L. Panayotova,
G Harlanova

Introduction: Cushing’s syndrome is a clinical condition of excess cortisol production
secondary to disorders of the pituitary, adrenal glands, or ectopic production of adreno-
corticotrophic hormone (ACTH). The syndrome is manifested by obesity, hyperten-
sion, diabetes, amenorrhea, and other symptoms and without recognition and proper
treatment can result in substantial morbidity and mortality.

Material: We present an evaluation of 18 patients, operated in Clinic of general and
operative surgery in the period of 1999-2008. All of them had tumors of the suprarenal
glands.

Discussion: All patients were contacted by telephone and asked to describe any
chronic symptoms relating to the procedure. The responses from a similar telephone
interview of the patients who had undergone operations were distincuiy different.
However, many patients are relatively young at the time of treatment (the mean age in
this series was younger than 40 years of age) and will return to full and productive
lives after surgery. The data presented here show that the majority of patients who
undergo bilateral adrenalectomy will have long-term incisional pain, which can be
severe and incapacitating in some. '



YCIELUHA KOMYHUKALIUA B
XUPYPMMYECKA
EKCINJTIAHTALIMOHEH EKUM
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OSmyBaHeTo € AEeMHOCT, KOSAITO BKNKOYBA aKra Ha
NpeHoC Ha MH(OpPMALIUA OT M3TOYHUKA KbM nonyvartens.
B nepdekTtHaTa KOMYHUKALlMOHHa CUCTeMa M JBeTe
cTpaHu TpsAbGBa Oa umar gguaxen no3HaHunA. Bceuukm
Bb3MOXHU CHLOOUIEHUA ca WM3BECTHU npeaBapuTenHo.
M3TOYHUKBLT NpaBu U300p 3a CHLOTBETHOTO CHLOOGLWEHUe
oT Habop ¢ BbL3MOXHU Takuga. lNonyvatensaT TpsGea aa

pa3no3Hae Kakeo e u3bpan nanpawaysT.
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YNPABNEHUE HA NPELLKUTE B XUPYPIUYHUA
EKCMNTARTALIMOHEH EKUN

H. Kones, A. Tones, MeaHos K, B. WUesaHoB, H. MuTes, B.
Urnaros, L. Ulepes

Ynpasnenueto Ha rpeuwkute B XEE moxe pa 6vae
npunoxeHo npu AedUHUPaHM KATO Heycnex B
U3NBLNHEHUETO HA  NpeaABapuTenHo  NpeABUAEHM
OEUCTBUA- U3NBNHUTENHA rpellika, unu B ynotpebara Ha
rpewiHa cTpaTerms 3a NOCTUraHe Ha XenaH u3xon-
cTpaTternyecka rpetuka. ngﬁnaronpumuo cbLOuTHEe e
BCSIKO KOETO He @ OYAKBAHO UIIU XernaHo, He € HOPMarHo
MNK U3NON3BaAEMO OT opraHusauuaTa. HopMmanHo TakuBa
CcbHOUTUA TPAOBA 3aA4BLMKUTENHO Aa OBbAAT U3CNenBaHu U
OOKYyMeHTupaHu. TakuBa cbLOUTUA oOwe ce Hapuyar
CEeHTUHENHM U U3NCKBAT He3abaBHa ob6paTHa Bpb3Ka.
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CHUH/JIPOM HA OGILVIE (ITCEBAO-OBCTPYKLMA HA KOJIOHA)
KJIMHUKO-TIATOJIOT MYHU XAPAKTEPUCTHUKH U CJIVUAHU OT ITPAKTHUKATA

H. Kones, A. ToHes, K. UBaHoB, B. UrHaTOB
I-Ba KnnHuka no Xupyprua
YHuBepcuTeTcka bonnuua ,,Ce. MapuHa” - BapHa
AOcCTpaKxT:

Cunnpoma Ha OTHIIBY WU OCTparta Je0eioupeBHa MCEBIOOOCTPYKIUS € ChCTOSHUE C
KJIMHMYHAa KapTUHA M OOpa3HW JaHHM 3a HaJMYMe Ha OCTpa HMIWOINATHYHA Je0emoupeBHA
0O0CTpyKIIHs, IIPU KOETO HE Ce JOKa3Ba MPUYMHA 32 HEMPOXOAMMOCTTA. J[pyro Ha3BaHue Ha
TOBa 3a00JIsIBaHE € OCTHP HETOKCHYEH MerakoyioH. JlebemoTo uepBO MOKe Ja AWiIaThpa
3HAYUTEIIHO aKO HE Ce JIGKOMIIpeCHpa, Karo PUCKBT OT mepdoparus, MePpUTOHUT U CMBPT €
3HaunTesieH. OcTpoTo ChCTOsIHME TpsiOBa Aa Obae pas3lo3HATO BeaHara M TPETHPAHO
anexkBaTHO. KoHcepBaTMBHAaTa TaKTHKA BKJIKOYBA HA30TACTPUYEH JIPEHAXK, PECYCUUTALUS Ha
XOMEOCTAa3HUTE HApYIIEHUS W CTUMYyNalus Ha AeOeroypeBHAaTa MOTOPHKA. ATPECHBHOTO
MOBEJICHUE BKJIIOYBA ONEPATUBHO JICYEHUE WIIM KOJIOHOCKOIICKA JIekomIipecust. Hsiakou aBropu
CchOOIaBaT 3a 3HAYMUTEIHO YBEJIMYaBaHE B YECTOTaTa Ha CIy4yauTe B CIIEJONEpaTHUBHUS
MepUOo/ Ha HIKOW KOPEeMHH 3a0oJisiBaHus. ToBa UM J1aBa OCHOBAHUE Jla CUMTAT CUHApPOMA Ha
Ogilvie xato nmocronepatuBHO 3abosBane. JlokiaaBame ciayvail OT MpaKTHKATa Ha ONEpUpaH
00JICH ¢ OCTpa YpeBHA MCEBA0-O0CTPYKIHUS, IPUIPYKECH OT IeOCIIOUpEBHA OCTPA UCXEMHUS C
HEKpO3a.

KirouoBu mymu: Curnpom Ha OTuiaBU, XUPYPrUYHO JICUEHUE

Abstract:

Ogilvie syndrome, or acute colonic pseudo-obstruction (ACPO), is a clinical disorder with the
signs, symptoms, and radiographic appearance of an acute large bowel obstruction with no
evidence of distal colonic obstruction. The other name of this disease is an acute non-toxic
megacolon. The colon may become massively dilated; if not decompressed, the patient risks
perforation, peritonitis, and death. The acute state has to be discerned immediatelly and
treated adequately. The conservative tactics includes naso-gastric drainage, resustitation the
homeostasis and stimulation the colonic peristalsis. The aggressive behavior includes an
operative treatment or colonoscopic decompression. Some authors report for considerable
rising in the frequency of the cases in postoperative period in some abdominal diseases.
That’s why they think that Ogilvie syndrome is a postoperative disease. We present a case of
the practice — an operated man with acute colonic pseudo — obstruction (ACPO) involving
acute colonic ischaemia with necrosis.

Keywords: Syndrome of Ogilivie, surgical treatment



CHBPEMEHEH ITOJIXO/I TP IV CTAII HA KOJIOPEKTAJIEH PAK —
[TIOTJIEJA HA XUPYPT'A.

Koaes H., A. Toues, K. UBanos, B. UrnaToB
I-ea KnnHuka no Xupyprua
YHuBepcuTeTcka bonnuua ,,Ce. MapuHa” - BapHa

Pesrome:

Konopekranuust pak e TpeTHaT Haii-uecto cpemad pak Ha 3amazn (Espoma u CAILl)_u BTOpM mO
yecTtoTa Ha U3TOK (Smonus). YepHoapoOuu metactasu pa3suBar 50% OT OOTHUTE C KOJIOPEKTAJICH paK
¥ ca mpu4rHa 3a CMBPT 1pu 2/3 oT Tax. ChBpeMEHHUTE NMEPHUONCPATHBHU TPIDKH M XUPYPTHIHU
TEXHUKH 3HAYUTEITHO MOJ0OpSBAT CUTYPHOCTTA MPH HU3BBPIIBAHE HA YEPHOIPOOHA XHUPYPIHs, KaTo
CMBPTHOCTTA 32 ONEPUPAHUTE B TPETUYHU OOJTHUYHHU LEHTPOBE (YHUBEPCUTETCKH OOHHIIN) € MEXKAY
1%-5%. BpemeHnara ce MpOMEHSAT, a C TSIX Ce CMEHST U TepaleBTUYHUTE cTpaTerud. ChBpeMEHHATa
CTpaTerusi 3a MpeBpbLIaHEe HA HEPE3eKTAaOMIHUTE METACTa3d B PE3eKTaOWIHU Clle[l MPOBEXKAaHEe Ha
XMMHUOTEpanusl MpaBy TPEIOM B TMOBEIEHHETO CIPSAMO METaCTa3uTe OT KOJIOpeKTalieH pak. ller-
TOAMIIHATA MPEKUBSIEMOCT CIIe] YePHOAPOOHa pe3ekuus € Mexny 25%-58%, cpaBueHo ¢ 0%-5% npu
HEOIllepUpaHU TMaluueHTH. JlHec manuaTHBHATa pe3eKUHUsl NPH HEPe3eKTaObWIeH MeTacTaTu4eH
KOJIOpEKTaJICH paKk He HOCH TIOJI3H 110 OTHOLICHHUE Ha MPEKUBSIEMOCTTa. XUPYPrUuHATa SKCIIOPALUs
IIPY T€3U MAIMEHTH € CBhP3aHa C HENPHUEMJIMBO BHUCOKA YECTOTA HA CIICAOINECPATUBHU YCIIOKHEHHMS.
JlumuTHpamus kuBoTa (akTop mpuM TE3W OONHM € MeTacTaTMyHaTta OoiecT. Y IbIDKEHOTO
CIIEZIONIEPATUBHO BH3CTAHOBSBAHE MPH MaJHMATUBHHUTE OMEpaluy 3a0aBs 3alOYBaHETO HA JICYCHUETO
HACOYEHO KBbM MeTacTaTHYHaTa OOJIeCT, KaTo MOHSKOra IO MpaBU HEBB3MOXKHO. XHUPYPrHYHOTO
JedyeHre Ha OE3CHMITOMHMS METacTaTHUYCH KOJOPEKTaleH pak € BbIpoc Ha Juckycus. He
CBIIECTBYBAT YHUBEPCAJIHH CTAHAAPTH 32 IOBeAeHUe pu OosHM B |V cTamuil KolopeKkTaieH pak.

KirouoBu nymu: IV craaunit KonopekTalieH pak; 4epHOApoOHN MeTacTacTasu, YepHOAPOOHH Pe3eKIUN

Abstract

Introduction

In the past decades the improvement of surgical technologies and modern adjuvant therapy lead to
revolutionary changes in multimodal approach in treatment of liver metastatic lesions from colorectal
cancer. The achieved results are encouraging and the surgeons receive the opportunity for individual
approach to every patient for maximizing the outcome. “Which approach is suitable for which
patient?” is already not a disputable question. The classic surgical approach is consist of surgical
treatment of the primary tumor at first place and after that treatment of liver metastases is commenced.
Despite of that in many patients the metastatic process progresses and obstructs the sanitation of the
primary lesion. Upon this some authors create strategy, which includes as first step powerful
neoadjuvant chemotherapy, as second step is commenced resection of the metastases and as last level
— resection of the primary tumor. According to some authors this inverted “approach” in the treatment
of colorectal cancer leads to better results in respectability and survival rate. This approach is indicated
in patients with non-obstructive tumors. In the basis of this “inverted approach” stays the opinion that
the patient dies from the complications, connected with metastatic disease.

Conclusion: The treatment of liver metastases from colorectal cancer is a dynamic and continuing
process. The multimodal approach allows building individual strategy in the treatment every single
patient.

Keywords: 1V stage colorectal cancer, liver metastases, liver resections



JAIMTAPOCKOIICKA UHTEPCOHNHKTEPHA PE3EKIINA

K. Heanos, B. Hruartos, H. KoJsies, A. Toues

[Tvpea knunuxa no xupypaus, MBAJT |, Ce. Mapuna™

BbLBEOEHME: VcTopuuecky pagvkanHata pesekumsa 3a KapUUHOM Ha OUCTanHus pek-
TYyM Ce CBbLP3BA C W3BLPLIBAHETO Ha abaomMuHo-nepuHeanHa pesekuvs. Boeexganeto Ha no-
6nm3kv 0O TymMopa AUCTanHW Pe3eKUMOHHK rpaHnLM, NpunaraHeTo Ha HeoagwwsanTHaTa Tepa-
nyst 1 UHTEP-COUHKTEPHATA PE3EKUMA NPABU BbL3MOXHO U3BBPLUBAHETO HA ChUHKTEpo-3anas-
BalK onepauny npu GONHK C HUCKU pekTandu Tymopu. pes nocnedHoTO agecuTuneTve, 3a-
NoYHA 13 ce NPUNara No-WWpoKo MeToa Ha UHTEPChUHKTEPHATA pesekumrs, Lienaly eaHoBpe-
MEHO COHKTEPO-CLXPAHABAHE ¥ HEKOMITDOMETUPAHE HA OHKONoruyHara paavkanHoct. Cba-
AafeHyn Ca CTaHAAaPTY 38 NPUNOMEHWE Ha8 METOAA, KaTo €8 yTOUHEHW HErOBUTE UHAMKALKUU U
KOHTpavHavkauwy. OTBOPEH 0CTaBa BBMPOCHT Aani yBENVUEHUs AAN Ha MHTepcuHKTepHUTE
pesekyun Wwe gosefie Ao 1- Hamanssare NpoleHTa Ha AP unu 2- HamansiBaHe nNpoueHTa Ha
npegHuTe peszekuuu. C LWMPOKOTC HanaraHe ToTanHara mesopexranHa ekcuusus (TME) [1],
KOHUENUWATA Ha CNEeCUMEH OpPUeHTUpaHa Xupyrus nosee A0 noacBpsBade Ha pesynartute o
CNEepaTUBHOTO Ne4YeHie Ha pekranHua pak. [2]. TexHnueckure nocTuxerHus s obnacTTa Ha xu-
DYRrUYHMS UHCTPYMEHTAPKYM JoBeae 110 NPOMEHY BbB BUCOYHATA Ha pedekuns. [3] Heobxo-
AMMOTO OTCTOAKKe moxe aa Gvae HamaneHo go 1 oM or Tymopa.[4] Beneacteue Ha Toea
NPoBnemMyn KaTo KAYeCTBOTO HA XMBOT K CEKCyanHaTa akTUBHOCT W3/1A30Xa Ha NpejeH nraH,
KaTO HANW4MeTo WK OTCHCTBUETO Ha AeUHWTMBHA KOMNOCTOMA Ceé onpefenst Karo OCHOBEH
chakTop, BNUSIEL BEPXY KAYECTBOTO Ha XUBOT cnopea noseveTo astopu[5]. YecroTata Ha ab-
AOMEHO-NepUHeanHa pe3ekuns ce uaeHTUUUMPa KaTo He3aRMCUM MapKep 3a KauecTBoO Ha
MUBOT Cied ONepaTUBHO NevyeHne Ha BOMHKU C HUCHK pak Ha pekTymMa.[6] Passutueto Ha MeTo-
AvTe 3a pecTopaTUBHa XUPYRIUS NPY Pak HA PEKTYMa C eKCUM3Wst Ha 4acT unv uerms CchuH-
KTEPEH anapaT, NbPBOHAYANHC NPUNOXEHU Npyu BOMHY ¢ Bb3nanuTenHy sabonasaHua Ha uep-
BaTa, [7] ¥ PEKOHCTPYKUMATA YPE3 PBUHA KOMO-aHanHa aHcToMOo3a PaswupsBaTt UHaMKauuiTe
3a npunarade Ha pesekuny cbC 3analsaHe HopManHuus NeT Ha aedekauus. OT apyra cTpaHa
NpUNaraHeTo Ha MUHU-MHBA3WBHU, NAMAPOCKONCKY METOAW METOAM NPY ONEPaTUBHO NedeHus
Ha Kono-pexTaneH pak nofobpsasa cnegonepaTMBHOTO BhacTaHoBsBaHe Be3 Aa KoMNpoMeTUpa
HYHKUMOHANMHUTE U OHKONOMMYHI PE3YNTATH, KaTO TOBA € AOKa38HO B FoMsaMO KONWYECTBO NPo-
yyBaHus, nybnukyBaru npes nocneanute 5 roaunn.[54] Ceapnanenn ca crangaptyv 3a npuno-
KEHVE HE METOMA KaTO Ca YTOMHEHM HEroBUTE UHAMKALMK U KoHTpanHaukauun. OTBopeH ocra-
Ba BBNPOCHT Aamni yBENMMHEHNS AN Ha UHTEPCHUHKTEPHITE pesekuun e fgosege Ao: 1- Ha-
Manssane npougHTa Ha AMNP vnu 2- namanseade NpoueHTa Ha npeaduTe pesexkuny. Pesyna-
TUTE Ha Peaulia aBTopy NOKA3BAT CUTYPHOCT U HAAEXIHOCT NPU NpUNaraHeTo Ha nanapocxon-
CKa pesexuus w nanapockoncka ekcrupriauus. KombunupaHeTo Ha aBara noAxopa — uHTep-
ChUHTEpPHA Pe3eKUUS ChC MUHWU-UHBA3NWBEH, NAnapockoncky noaxon 6v goseno Ao Hamansea-
HE Ha NPOUEHTHOTO ChoTHOWweHWe Ha AP ¢ no-Bbp3o sw3cTaHoBsAHe Ha BonHuTe B Ccnedone-
patvBHUAT nepuon. [55]

MNocTaeuxme cu 3a yen [a YCTaHOBWUM KAKBW [10Ka3aTeNncrea 3a NpunoXxuMocTTa Ha Me-
Tofla Ha uHTep-chuHKTEpHa pesexuus. Mpeanarame KOMBUHUPAHETO My C NANapOCKONCKM
AOCThA, KaTO AOKNaaBame Hawvs OnuT.

METO[: B pocrbnHara nurepaTypu HaMEepuxXme CUrypHun fokasarencrsa 3a [Npunoxe-
HWAT OT HAc MeToa Ha nanapockoncka NCP nobass MUHUNHBAINBHOCT KbM BCYHKY NONOXM-
TENHW Ka4eCTBa Ha KoHBeHUKoHanHara UCP.

Mupuxkauuu: OcHosHA vHaKKAUMA 3a npunaraHe Ha meroga Ha WCP npw paguxkanHo
NEYeHNE Ha HUCHK paK Ha PeKTyMa e HamvpaHeTo Ha BanaHca Mexay CHKOMOTMYHUTE n dyH-
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MYJTUMOJIAJIEH OAXO/ ITPA IV CTAJIAI HA
KOJIOPEKTAJIEH PAK - NOTJIEJJA HA XUPYPTI'A.

K. UBanos, H. Kones, B. Hruaros, A. Toues, A. 3narapos

Vuusepcumemcra bommuya ,, Ce. Mapuna”, I-ea Knunuxa no xupypeus.

Bueegenue: B nocrnegnnTte roanHn nogobpenara Ha XUpyprdHa TexHuka v MogepHa
afioBaHTHa Tepanus AOBeAE A0 DEeBOMOUMOHHU MOPMEHW B MYNTUMOZANHUA MOAXOH 338
neyedneTo Ha BonHu B IV CcTagwi komopekTanew pak. [locTurHaTuTe peaynTaTtu ca
oKypaxasauln ¥ Xupyps3uTe nonydaBaT BL3MOXKHOCTTA 33 WHAMBUOYANEH NOAX04 Chpame
BCEKW NauuneHT 3a nogobpsisaHe Ha peaynrature. Koe e Hail-gobpoTo 3a To3u nauneHT” Beve
He BLApoC Bea OTroBop. KnacuueCkusiT NOAXOA €& CLCTOM OT XUPYDIUYHO NEevYeHWe Ha
MHPBUYHUS TYMOD Ha MHPBO MACTO ¥ NOCNeARallo NeveHe Ha MmeTacTtaanTte. Bunpekn ToBa B
MHOO Criydau MeTacTudHKU Npouec nporpecupa v 3artpynHsasa CanupaHeTo Ha MbpBudHaTa
neaus. BbB BPb3KA C TOBA HAKOW ABTOPW ChL3OABAT CTPATerusi, KOATO BKIMOUBA KaTo Nbpea
CTbMNKa arpecuBHa HEOaZBaHTHA XMMMOTEpanUsa, KaTo BTOpa CTbiika ce 06ChKha pe3eKuus
H& METACTA3UTE U Ha NOCNEAHO MSACTO PEIEKUUS HA NbpBUYHMS Tymop, Cnopes HSKou aBTopu
Taan KOHBEPCUR B cTpaTterusita Ha nededue Ha IV craguit KonopekTaned paxk Boau go no-
AoBpu pesyntaTv NO OTHOLWEHWE Ha pe3ekTabunHOCT #u npexuBseMocT. To3u noaxod e
NoKasaH NPy NauueHTn ¢ HeobBCTPYKTUMBHM upesHW Tymopu. Ha ocHosaTta Ha ,00paThus
NOAXOL €& U3rPaXLa MHEHUETO, Y€ TaHaToreHesatra € CBbp3aHa B No-ronsiMa CTened ¢
YCIIOKHEHUSITA Ha MeTacTaTuuHaTa 6011ecT OT KOMKOTO € YCTIOXKHEHUATA Ha MbPBULHUS TYMOD.

3aknovenue: JleyeHueto Ha IV cTaguit KonopektaneH pak € OWMHaMMYeH MPoUec.
MyntuMoganHusaT noaxod BKMKOMBA Cb3aBAHETO Ha WHAWBWAYaANHa cTpaterns 3a BCe
OTAENEH NaUneHT.

yBOO

KonopektanHuaT pak € TPeTUaT Har-yecTo cpeilar pak Ha 3anag (Espona v CAlli}»
BTOPUW No uecToTta Ha WaTtok (HnoHun) (1, 2). YepHoapobHu MmetacTasu passusat 50% ot bon
HUTE C KONOPEKTaneH pak ¥ ca npuduHa 3a cMbPT Npu 2/3 ot 1ax (3). Havano Ha mopnepHara
epa Ha yepHoppobHaTa pesekunoHHa xupyprus nocraest Lortad-Jacob npes 1952r. ¢ nybnu
KaumuTe CU BbpXY aHaToMUYHUTE xenartextoMun. PesyntaTture ca Bunu ganey OT OKypaxasa
.

MMbpBOTO MYNTUUEHTPOBO NpOy4BaHe BbLPXY A0CTaTbYHO rofisM Bpoit nauneHTu e Ha
Foster u Berman npes 1977r. sxriouBauwo 621 yeprogpobBhu pesexkuunn. ChBpeMeHHuTe nepi-
ONepaTUBHY TPUKK U XUDYPTAYHNA TEXHUKM 3HAUNTENTHO NoaobpaBaT CUrypHOCTTa NPU UaBLp-
WwiBaHe Ha vepHoApobHa XUpYprusi, KaTo CMBPTHOCTTa 38 ONEPUPAHWTE B YHUBEPCUTETOH
Bonuuum e mexay 1%-5%. BpemeHata ce NPOMEHST, @ C THX C& CMEHST U TeDanesTrdHUTe
cTparervn. CbBpEMEHHaTa CTpaTerns 3a NpespbllaHe Ha HepesekTaburHuTe metacTtasn B pe
3eKTabunHKU cnes NpoBeXOaHe Ha XUMUoTepanus Npasy NPencM 8 NOBeAeHUeTo CIPSMO Mé-
TacTasnuTe oT KOOPeKTaneH pak.

MeT-roguuwHaTa npexusseMocT cneg uvepHoapobHa pesekuuss e mexay 25%-58%
cpaeHeHo ¢ 0%-5% npu Heonepupary naunenTy (4,5,6).

Tabnuia 1. ‘

ABTOp lopuna Ha | Foaudn Bkmoderu B | Metroguiuna '

nybnukyBaxe npoy<BaHeTo | NpPEeXnBASMOCT |

Huges 1988 1948-1985 24% ﬁ

Choti 2002 1993-1999 58% o
Tanaka 2008 1990-2006 45.7%

438



http:pe3eKl.\�.1H
http:cTaA�.1H
http:x�.1M�.1oTepan�.1H
http:nbpB�.14H�.1H
http:OTHoweH�.1e
http:ne4eH�.1e
http:nbpB�.1YH�.1H
http:neyeH�.1e
http:nbpBt14H�.1H
http:ne4eH�.1e

PESEKIITMOHHA XUPYPI'UUSl HA YEPEH /IPOb IIPH
METACTA3H OT KOJIOPEKTAJIEH PAK -
EJHOIOJUIIEH OITUT

K. UBanos, H. Koaes, B. Urnaros, A. Toues, [Ln. Muxaiiios

ITvpea knunuka no xupypeus MBAJL ,, Ce. Mapuna”

BbBEOEHUE

[MbpBUAT BLAPOC, KOWTO € YMEeCTHO fa ce 3afafe npu  ycTaHosssaHeTo Ha
HepHOﬂpOﬁHM Meracrtaiun e. ,,Hanmqmero Ha qepHogpoGHm MeTacraan o3HadaBa NN KbCHOo
nocraseHa auardosa?”

s v

g tpur. 1
KakBa e ponsTa Ha xupypra B Tasv cutyauuna? — 6e3 Hamecata Ha XUpypra nauveHTsT
BEPOATHO e obpeveH.

ExknnuT

KonopekTanHuaTt pak € TpeTusaT Hai-4ecTo cpeliad pak Ha 3anag (Espona u CALL) u
BTOpU no dectota Ha WMarok (HAnowusa) (71,2). Yeproapobru meractaswu passusat 50% ot
BonHUTE C KONOPEKTanNeH pak v ca NpuduHa 3a CMBLPT npu 2/3 o1 Tax (3)

Hauano Ha moaepHaTa epa Ha uepHoAPoBHATa Pe3eKLMOHHA Xupyprus noctaes Lortad-
Jacob npes 1852r. ¢ nyBnvkaumMuTe cu BbLPXY aHaTOMUMHUTE XenaTtekTomuy. Pesyntarute ca
Eunu ganed oT okypaxasalum,
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ONMEPATHUBHO JEYEHUE HA HAJIBBEPEYHU TYMOPH
_EJIHOTOJUIIEH OTTUT |

K. Usanos, B. UruaTtos, H. KoJies, A, Tones

[Twpsa kaunuka no xupypeus, MBAJT ,, Ce. Mapuna”

BbBEOEHWE: C HanpeiBaHeTo Ha TEXHOMOTMUTE, BAPUAHTUTE 3a XUPYPrudHa Hameca
“oun HapbuBpeyHu Tymopu crasaT Bce no pasHoobpaskn. 3a nibopa Ha Hal-noaxopswara
“nepauusi, Npyu BCekn oThensH Bonex ca BaXHU QMArHo3aTta Ha TyMopa, cneundvsHuTe thak-
“OpW HA MauMeHTa, KakTo v NpasBuiHa OUeHKa Ha kpuTepus nonaa/speaa.(1) B npaktukara ce
“ounarar npenHy Uy 3aaHN KOHBEHUMOHANHN, TpancabioMuHanHu umk peTponepuToHeanHn
- NAnapockoncky, Topako-abaoMUHanHW, KakTo U Napumanty aapeHanekToMm. XupyprusHoTo
CEMEHWE OCTABa EMHCTBEHOTO BL3MOXHO DAAMKAHO 38 XOPMOHANKO-aKTUBHUTE afeHOMU, U
“aTO NPaBWIOo 3a ManurHeHuTe cbetosHus. Cnep mbpBaTta M3BbBPLLEHA Nanapockoncka anpe-
-anexktomus (J1A) ot Gagner npes 1882r., Taaun npoueaypa ce Npespblla B 3MaTeH cTanaapT
“pu Bonku © pobpoKavectsenn Heonnasmu.(2-4) MNpunoXeHneTo 1 Npu ManurHeH CobCTOAHUS
zce oule e obexT Ha uscneaBaHne, CbC PE3IYNTaTU NOSKPensaWy Pa3linupsBaHeTo Ha MHANKAUM-
#Te 3a JIA.(5,6) CbUieCTBYBAT pasfnuuny onepaTuBH MoaudUKaLuMM Ha MeToAa, KaTo Hail-
-8CTO ce cpeilaTt cuobleHus TpaHc-nepuToHeaneH v peTponeputoneaneH noaxoa.(7,8) Mu-
~A-MHBAIMBHUTE TEXHWKK npepnaraT yaoBCTBOTO Ha CKbCEHWS NEPMOS Ha Bb3CTAHOBABAHE U
-aManeHy yCrnoXHeHUs, [OKaTO TPaAMUMOHHATa KOHBEHUWOHanHa Xvpyprus octasa 3naTeH
“TaHAAPT Npu cnyYauTe Ha ageHokapumHoma. (2-4,6) Hue npeacrassMe onuta Ha [Mbpsa knu-
-uKa no Xupyprus Ha YMBAT ,Cs. Mapuna” kaTo chobllasamMe Halute pesynrati OT npuno-
-gHKneTo Ha J1A 1 cpasHABaMe PeTPOCNeKTNBHO AaHHWTE OT NpunaraHeTo Ha OTBOPEH AOCT b
—AKo asTopu chobliapaT ronemMmuHaTta Ha Tymopa (Npu Tymepu > OT 6 CM) KaTo KOHTPa WHAK-
“EUMS 38 MUHU-WHBE3UBEH QOCTBIT NOPAAN TEXHUYECKM TPYAHOCTH, NOBULLEH DUCK 38 MaFUrHKU-
“eT W focneaBalia AMCUMUHAUNA, HO NPU HAKOW HOBW CTYAUW TE3W KPUTEPUUCE KOMEHTUpaT
“AMO B PENATUBEH KOHTEKCT,

MATEPUAIT U METOIW: 3a nepuona 2004-2009 ca onepupann 24 Gonuu ¢ obpasnu
ZaHHW 33 TYMOpPHW hopmaumnn, 3acsiralim Hanbbubpevuna xnesa. PasnpeneneHneto no non Ge
"4 mbxe n 10 XeHu Ha Bb3pacT oT 27 o 76 rogukn. [leceT oT THX ca onepupaHu nocpen-
>TBOM OTBOPEH JOCTLI, NPeduMHO Npes nMbpBaTta nonosuHa Ha nepuoga (2004-2006). Yere-
cuHageceT BONHM ca CNepupaHy Ypel TPaHC-NepuTOHEeanHa nanapockoncka agpeHanexkTo-
usi. Tpuma Bonkn Bsaxa ¢ gBycTpanna nokanusaums (MEN 2A-cuHgpom). AnNroputoMbT 3a
ZMarHOCTHKA W rpeflonepaTnera NO4roTOBKa BKIOHBALLE - aHAMHE3a 33 PE3UCTEHTHA Ha Me-
ZMKAMEHTO3HO NeveHne AX, nnasmen kopTuson u cepymer AKTX, ofpasHu nacneasanus Ha
SBX(KAT, SMP, NET/KT)., untoreqetnyHmn uscnensanus 3a MEH-2-A npu asyctpaHrkuTe no-
-anusauuun. OnepaTtnsHaTa Hameca Be uHgUUKMpaHa NPy OCTaHOBABAHE Ha Marku Uy XopMo-
~-afHO He-akTMBHWM Tymopu, CuHgopm Ha Conn, Cuuapom Ha Cushing, XOPMOHANHO akTUBHK
3eHoMY, (PEOXPOMOLMTOMK, WHUMAEHTanNoMW, © pasmepu > 3. Kato KoHTpavHaukauuy 3a
“pUNAraHeTc Ha NanapocKoncku 4ocTbn BAXa U3no3nsaHu NPeaxoHY ONEpaTusBHY HaMecK 8
“OpeH KOPEMEH eTaX Mopank pucka OT alxe3ny, onepaTuBHK HaMmecy BbpXy BbOpek u HepeH
zpoB, ronemu Tymopu - > 8 oM. HanpegHanarta swapact, nosuieruaT BMI, cepaevnata v Be-
~oapobHa aucdyHKUMS. 40 cKOpo abCoNOTHIK KOKTPa-VHAMKALMYU 38 NanapeCcKoncKu OCThN,
2@ NO-YeCTo Ce AOKMNAABaT KaTo MHAUKaUWMM 38 MUHW-MHBA3MBHU Onepaunmn rnopaaun nosuLle-
-#TE Bb3MOXHOCTYU Ha PEaHUMALIMS Y MNON3NTE OT HaManeHusaT TpaBMaTn3bM.

JlanapocKkonckuaT MeTO BKHOUBALLE NOCTaBsHe Ha GonHua B nonoxenune Jack-knife, B
T=OTBETCTBME C foxanusauusita Ha sacerHatusit Haabbbpek. {dwr 1.) Cneg nocturaHe Ha
" 4@BMONEPUTOHEYL! i ZBBPLUBARE HA EKCIIopaTUBHA Nanapocokonvsa ce nocrasaxa 4 nopra
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20 T'OAUIIEH OIMUT B EHIOCKOIICKUTE
MAHUITYJAIOUU ITPU XUPYPI'MUYHO BOJIHU

Hruartos B., Usanos K., KoJsies H., Tones A.
MV-Bapna, VMBAJI “Cs. Mapuna” — Bapna

BBbBEREHWUE: Exgockonckute mMetoau ca HesameHWMK npu TpeTupaHeTo Ha Xupyp-
"v-~4Te 3abonsBanund. Te faBaT yHUKanHa MHdopMaums No OTHOLLEHWE Ha dyHKUMUATa, aHa-
~1u,94HUTE 0COBEHOCTU W NATOMOTMYHUTE NMPOMEHN HA OPraHWTe Ha racTpo-UHTECTUMHANHWUA
-22.7. HannmymeTo Ha eHAO0CKONCKO 3BEHO, PYHKUMOHMPALLIO B TACHa konabopauuns ¢ Xupypruy-
-273 KMNWHKKa Cb3aaBa ,3a4bIKUTENHU” YCMOBUSA 3a U3MbIHEHWE Ha CbBPEMEHUTE CTaHAapTy
. NOCTaBsAHE Ha AvarHosa v nedeHneTo Ha sabonseanuaTa Ha TUT. B cbBpemeHarta meau-
.+~a BCE NOBEYe XNPYPruyHu 3abosnsiBaHnA ce NekyBaT ycneLHo no MUHUMHBa3UBEH UIN HEO-
zzaTmeeH NbT. CoullecTByBa CaMOCTOSATENEH pasaen B MeAUMUUHCKaTa Hayka, U3yyasalll Bb3-
4w 2 xHOCTUTE 3@ EHAOCKOMNCKO Nevenre Ha 3abonsiBaHusATa U B YaCTHOCT XUpYpruyHuTe 3abos-
-zaanue Ha [UT. MNpn MHOro ot Tsix eHOOCKOMNCKaTa MaHunynaumMs noctura TpaeH TepanesTu-
-2+ edyekT M 3aMeHsl HyxdaTta OT onepaTMBHa WHTEPBEHUUS, B APYrM Ccrny4vas eHaockonckaTa
wadunynaumsa cnyxu Kkato bridging-npoueaypa, KoeTo npasy Bb3MOXHO OCbUWECTBABAHETO Ha
:1Ha NO-KOMMMEKCHa MU pajuKanHa xupyprudHa npoueaypa Ha crnegsauy etan M B MHOrO Cry-
-24 NpegoTBpaTsaBalla M3BbLPLUBAHETO Ha ManuatuBHa onepauusi ¢ nowu pesyntatu. Cbe-
Z3MHUSE XUpYpr e Heobxoammo Aa H6bae B TAcHa konabopaunsi ¢ eHAOCKONUCTa U caMusi TOM
-a 6bae nogpobHO 3ano3HaT C eHAOCKONCKUTE Npoueaypyu U TEXHUTE Bb3MOXHOCTU, KaKTO U
“2XHWUTE YCnoxHeHus. ToBa No3BonsiBa Ha Xxvpypra Aa M3no3sa MakcumarnHo ,nonaute” oT eH-
Zockonckute metoaum. fluncra Ha gosepue n yHUOULMpaHoO MUCNIEHE MeXay XMpypra u eHaoc-
~2nuMcTa BOAM 4O AMArHocTUYHa HesicHoTa M HepasbupaHe OT cTpaHa Ha xupypra, Koeto us-
<THOYUTENHO MUHAUMM3UPA WHPOPMAaTUBHaTa CTOMHOCT Ha NpeaonepatMBHOTO EHAOCKOMCKO
~3cnegBare. fQobpaTa konabopauma mexay xupypra v eHgOCKoNucTa esoniomMpa B e4HO cnea-
33lL{0 HVWBO AaBawlO BbL3MOXHOCT 3a M3BLPLUBAHE Ha WHTpaonepaTuBHa eHAoCcKonusA. EHaoc-
<OMNCKUS1 KOHTpON npu 60MHW cnea onepaTvBHa WHTEPBEHUMA € eEKTUBEH, KOrato B HEro
sJacTea xupypra. [loxenaHvweTo ga ce cry4yv BCUYKO TOBA MOXE Aa Ce OCbUIECTBU B NMOHATUE-
T0 XUpYpr-eHaockonucT. B Hawarta knuHka paboTtaT 4 xupypaun-eHOockonuctu. Te paboTsT B
TcHa konabopauusa ¢ racTpo-eHTepPono3an eHAOCKONUCTA U BbTPELWHNTE KITUMHUKU Ha 6onHuya-
Ta, KaTo BONHUTE HYXXOAELWN CE OT NEYEHUE B XMPYPrUYHa KNUHUKA, KakTo U BOnHU ¢ xupyp-
"UYHM Npobnemu, nexawinm B Apyru HEXUPYPrMYHU KNMHUKK Ha GonHuuaTa ce uacneagart u ne-
KyBaT OT XWpypau-eHpockonucTu. Cb3gadeHu ca AbMrorogvuliHu anroputMn 3a noseaeHue
cnpsiMo BOMHK € XMpyprudHm 3abonaBaHns U CUHOPOMM, KaKTO M1aHOBW, Taka U CMELLHU, KOUTO
nepuvoauydHO Ce OCbBpeMeHnBaT, CbobpasHo HaUMOHaNHUTE KOHCEHCYCHU pelueHus. Hanuuve-
TO Ha XUPYp3N-eHAOCKONUCTU NO3BONABA B KNWHUKATA Aa Ce Noaabpxa BUCOKO HUBO Ha Teo-
pUTWUYHA NOArOTOBKA MO BBLMNPOCK, Kacaeluy eHJOCKONCKO TpeTupaHe Ha XMpypruyHo 6omHu.

MATEPUAN K METOQ: B i-sa KnuHuka no Xupyrusi Ha YHusepcutetcka bonnuua ,Cs.
MapwuHa” — BapHa, 3a 20 roguvweH nepuoa ca npemuHanu Ha 18 021 xupyprudHo 6onHu Ha
KOUTO ca BUNu M3BBPLIEHU EHAOCKONCKN MaHunynaLmu.

Mpu 9215 e Buna nasbplueHa ropHa eHgockonust u 8806 6onHU - AoNHa eHAOCKONUS.

MaBbplieHn ca 4323 nHBa3nBHU TepaneBTUYHU npoueaypu Ha TUT. Mpu 1548 6onHu ¢
OCTPO HEBAPUKO3HO KbpBeHe oT UT, okoHYaTenHa eHaocKoncka xemocTasa e nocturHaTa npu
1406 6onHu (91%) nocpeAcTBOM MeToaAuTe Ha nasepHa oTokoarynauusi, enekrpokoaryna-
LUS, UHXEKTOP U aproH-nnasMeHa koarynauus, KakTo U NocTaBsiHe Ha eHAOCKOMCKU KNUMoBe.

M3BbpweHn ca 843 TepaneBTUYHWU annuKauMM NpuM BapMKO3HO KbpBeHe OT e3odbarean-
HW 1 KapAuanHyi Bapuuy U Npu xemopouaanHu Bb3nu, ¢ ycrnelwHo KpbBocnupaHe npu 752 ton-
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POSTOPERATIVE VOMITING IN PATIENTS AFTER LAPAROSCOPIC
SURGERY

Ivanov K., Ignatov V., Kolev N., Tonev A.

Department of General and Operative Surgery, St. Marina University Hospital,

ABSTRACT

Background: Postoperative nausea and vomiting (PONV) is common after anaesthesia and
surgery. We decided to evaluate metoclopramide, dexamethasone, and their combination in
preventing PONYV in patients undergoing laparoscopic surgery.

Method: 396 patients were studied. Four groups were created: group 1 received
metoclopramide postoperatively; group 2 received dexamethasone following anaesthesia;
and group 3 received dexamethasone following anaesthesia and metoclopramide before end
of anaesthesia. Results were compared to group without anti-emetic. PONV incidence, basal
and active mean visual analogue pain scores, time to first analgesia request, side effects, and
well-being score were recorded at first 24 h postoperatively.

Results: Literature total incidence of PONV was 60% in control group devoid of anti-emetic
but 45% of PONV was seen in Group 1 with metoclopramide, Group 2 -23% with
dexamethasone, and Group 3 - 12% with the combination of dexamethasone and
metoclopramide. Anti-emetic rescue was not required in dexamethasone plus
metoclopramide group or group with only dexamethasone, compared with four patients in
the metoclopramide group and six patients in the control group.

Conclusion: Dexamethasone or dexamethasone + metoclopramide combination was more

effective in preventing PONV than metoclopramide or lack of anti-emetic.

Key Words: Postoperative nausea, vomiting, laparoscopic surgery

INTRODUCTION

Postoperative nausea and vomiting (PONV) is
one of the most common complaints
following anaesthesia and surgery (1) Despite
improvements in anaesthesia, 20-30% of
patients still experience nausea and vomiting
after surgery (2,3,4,5). A large clinical trial of
postoperative nausea and vomiting showed
that 4 mg ondansetron, 4 mg dexamethasone,
or 1.25 mg droperidol were effective, and that
combinations of these drugs had an additive
effect (2). Dexamethasone was recommended
as the first line drug, as it is safe and cheap.
Data on metoclopramide as an anti-emetic
after surgery are contradictory. A meta-
analysis found that an intravenous dose of 10
mg had only a marginal effect, (6) but because
of its complex mode of action (it binds to
dopamine,  serotonin, and  histamine
receptors), metoclopramide remains an
interesting drug for preventing postoperative

* Correspondence to: K. Ivanov, Department of
General and Operative Surgery, St. Marina
University Hospital, Prof. P. Stoyanov Medical
University of Varna; BG-9002 Varna, 1, Hristo
Smirnenski Street, Bulgaria; E-mail:

teratoni@aby.bg

nausea and vomiting (7). Studies have
concluded that metoclopramide is ineffective
in this context, but the timing of
administration and use of larger doses were
not investigated fully (8, 9, 10, 11). We
investigated the efficacy of metoclopramide,
dexamethasone, and their combination in
preventing PONV in patients undergoing
laparoscopic surgery.

MATERIALS AND METHOD

We screened 460 patients hospitalised in the
clinic of intensive care and clinic of general
and operative surgery in St. Marina University
hospital Varna, Bulgaria, from 2001 to 2006
operated laparoscopically. We included 396 in
the study and analysed all of them (Table 1)
and summarises demographic data and
putative risk factors. A data for non-treated
patients with anti-emetic therapy was
observed by an Internet literature survey using
the following keywords: post operative nausea
and vomiting (PONV). (12, 13) These results
formed a group of patients assigned as control
group. The median incidence of PONV
reported in the observed literature was 62%.
They were surgically treated and no anti-




Scripta Scientifica Medica, 2011; vol. 43 (5) Copyright © Medical University, Varna

VALUE THE FDG-PET/CT ON THE MANAGEMENT OF
COLORECTAL CANCER PATIENTS

A. Tonev, N. Kolev, V. Ignatov, G. lvanov, A. Zlatarov, K. lvanov

Ist Clinic ot Surgery, University Hospital ““St. Marina”-Varna

ABSTRACT

INTRODUCTION: In patients with colorectal cancer (CRC), preoperative evaluation and staging should fo-
cus on techniques that might alter the preoperative or intraoperative surgical plan. Conventional imaging
methods (CT, MRI) have low accuracy for identifying the depth of tumour infiltration and have limited ability
to detect regional lymph node involvement. The aim of this study was to evaluate the utility of FDG-PET in the
initial staging of patients with CC in comparison with conventional staging methods and to determine its im-
pact on therapeutic management. METHODS: In First Clinic of Surgery at University Hospital “St. Marina”
one hundred and four patients with a diagnosis of CRC (53 males and 51 females; mean age 66.76+ 12.36
years), selected prospectively. All patients were studied for staging using a standard procedure (CT) and
FDG-PET. The reference method was histology. The effect of FDG-PET on diagnoses and the operative treat-
ment was studied. RESULTS: In 14 patients, surgery was contraindicated by FDG-PET owing to the extent of
disease (only 6/14 suspected by CT). FDG-PET revealed four synchronous tumours. For N staging, both pro-
cedures showed a relatively high specificity but a low diagnostic accuracy (PET 56%, CT 60%0) and sensitivity
(PET 219%, CT 25%). For M assessment, diagnostic accuracy was 92% for FDGPET and 87% for CT.
FDG-PET results led to modification of the therapy approach in 17.85% of the patients with rectal cancer and
in 14.8% of the patients with colon cancer. CONCLUSION: Compared with conventional techniques,
FDGPET appears to be useful in pre-surgical staging of CC, revealing unsuspected disease and impacting on
the treatment approach.

Key words: 18F-FDG . Position emission tomography. Colorectal cancer . Staging .

INTRODUCTION node involvement [2]. Normal-sized lymph nodes may
contain tumour, whereas enlarged nodes may merely be re-
active. Therefore, for the vast majority of patients with
colorectal cancer, a CT or MRI examination is not required
for N staging, which is determined according to surgical

and pathological criteria. Nevertheless, most patients un-

Colorectal cancer is the third most frequently diagnosed
malignant tumour and the third most frequent cause of can-
cer death in Western countries. In Spain, it is the second
cause of cancer death in both males (after lung cancer) and

females (after breast cancer) and represents 11% of all can-
cer deaths [1]. The diagnosis of colorectal carcinoma is
based on colonoscopy and biopsy. Surgery is the main ther-
apeutic modality for patients with colorectal carcinoma,
even in those with metastasis for whom palliative tech-
niques may be beneficial [2]. After initial diagnosis, accu-
rate staging is the next important step in cancer manage-
ment. Preoperative evaluation and staging should focus on
techniques that might preclude surgery entirely, alter the
preoperative or intraoperative surgical plan, or indicate the
need for preoperative adjuvant therapy [3]. Depth of pene-
tration through the bowel wall, involvement of lymph
nodes, and presence of distant organ metastases are prog-
nostic factors in patients with colorectal cancer [2]. Mor-
phological procedures, i.e. computed tomography (CT) and
magnetic resonance imaging (MRI), have shown low (al-
though increasing) accuracy for identifying the depth of tu-
mour infiltration within the bowel wall in colon carcinoma
and are of limited value in the detection of regional lymph

dergo a preoperative CT examination of the chest, abdo-
men and pelvis for detection of metastatic disease [2]. In
addition to providing important prognostic information, the
identification of distant metastases has been shown to bene-
fit both the initial staging and the follow-up of patients with
colorectal cancer [4]. Accurate staging that identifies un-
suspected metastatic disease assists in optimising patient
management by ruling out surgery in some cases and en-
suring an adequate surgical approach in others. The bene-
fits of surgical resection and systemic chemotherapy in pro-
longing the survival of patients with hepatic metastases
have been established in recent years. Outcomes of surgery
in patients with resectable liver disease show 5-year sur-
vival rates of 40%, compared with no survival at 5 years in
untreated patients [5, 6]. Current strategies aim to increase
the number of candidates for curative hepatic resection.
These strategies include the use of preoperative systemic
chemotherapy and ablative therapy, which can lead to sur-
gery with curative intent for patients initially thought to
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INTRAOPERATIVE ULTRASOUND OF THE LIVER

Kolev N., A. Zlatarov, G. Todorov, A. Tonev, V. Ignatov, G. lvanov, K. lvanov

I-st Clinic of Surgery, University Hospital “St. Marina”

RESUME: Intraoperative ultrasound has become an essential tool for the surgeon in the field of hepatobiliary
surgery. No preoperative study has been able to duplicate the sensitivity and specificity of intraoperative ul-
trasound (IOUS) in the identification of occult lesions. With recent improvements in technology, IOUS has
now become an indispensable means of defining the extent of disease and respectability, and providing a guide
to anatomic and nonanatomic hepatic resections and minimally invasive and percutaneous ablative tech-
niques. The contrast-enhanced intraoperative ultrasound (CE-10US) makes IOUS more accurate, thus en-
hancing the impact of this technique on operative decision-making for liver tumors. The concept of
intraoperative ultrasound (IOUS) was first introduced in the mid-1960s and was used primarily in evaluating
choledocholithiasis. More advanced applications were not pursued until the early 1980s, secondary to the lim-
itations of ultrasound technology, which involved large bulky transducers and a relatively poor image quality
[1]. Presently, IOUS is a mainstay in all oncologic hepatobiliary procedures. Despite all of these technical ad-
vances, preoperative detection of preoperative liver lesions remains 60% to 80%. As a reflection of these
shortcomings, false negative rates with CT and MRI range from 40% to 70% Table 1 summarizes these find-
ings, the significance of which are demonstrated by several groups citing that in 27% to 49% of cases the oper-
ative plan will be changed based on new IOUS findings. These conclusions hold true even in the modern era of
advanced preoperative staging. As a result, IOUS has now become a standard part of almost allhepatobiliary
cases.

TECHNICAL ASPECTS OF
INTRAOPERATIVE ULTRASOUND

A complete evaluation of the liver can be performed
through most incisions and with minimal mobilization of
the liver. There are a variety of IOUS systems available. It
is also possible to use standard transabdominal equipment,
but it has limitations in resolution, the near field of view,
and the bulkiness of the probe [1]. IOUS is best performed
using a real-time B-mode electronic scanner system with a
5-MHz or 7.5-MHz side-fire T-shaped linear array probe or
a convex-array end-fire probe. Either probe can be cradled
in the palm of the hand and directly applied to the surface of
the liver without gel or acoustic coupling agent. The con-
vex probe reaches all areas of the liver even if full mobiliza-

An understanding of normal ultrasound anatomy is essen-
tial in performing 10US because it enables the surgeon to
plan segmental resection and define resectability. (Table 1)
On rare occasions, the three veins enter the inferior vena
cava as a single trunk; more often, the right hepatic vein en-
ters the cava separately while the middle and left form a
single trunk or enter separately. Other occasional variants
include a separate right superior hepatic vein that drains the
upper portion of the liver bound by the coronary ligament,
or an accessory inferior right hepatic vein that drains into
the cava 2 to 3 cm distal to the hepatic vein confluence. On
occasion the portal vein may be ventral to the hepatic ar-
tery, duplicated, congenitally absent, or branch
intrahepatically.

ULTRASOUND SIGNS OF HEPATIC
TUMORS

Tumors are best characterized as being an-, hyper-, or
hypoechoic when compared with normal hepatic paren-
chyma (Table 1).

Table 1

tion has not been performed, and allows greater visualiza-
tion of the deep liver as compared with the linear array. Re-
gardless of the type of system used, a methodical, system-
atic approach must be used in all cases. The use of overlap-
ping fields is essential to assess completely the entire liver.
We scan the liver with overlapping fields from the dome to
the caudal edge, proceeding from left to right through the
entire organ in a sequential manner. Scanning at a fre-
quency of 5 MHz allows a depth of penetration of up to 10
to 12 cm, while the 7.5-MHz probe provides a shallower
depth of penetration. For deeper lesions, the probe can be
placed on the posterior surface of the liver. During the en-
tire survey, the transducer is palmed in the hand of the sur-
geon such that it never loses contact with the surface of the
liver and the surgeon is able to maintain tactile sense of lo-
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STENTING AND DECOMPRESSION IN OBSTRUCTIVE
COLORECTAL CANCER - 1S THIS A REAL ADVANCE
IN THE MODERN COLOPROCTOLOGY?

Sh. Tadjerl, M. Tadjerl, N. Kolevz, A. Zlatarovz, V. Ignatovz, A. Tonevz, K. Ivanov’

!National Multiprofile Transport Hospital "Tsar Boris III" - Sofia
UMHAT "St. Marina" - Varna, First Clinic of Surgery

Reviewed by: prof. R. Madjov

ABSTRACT

The aim of the study is stenting and decompression (non-operatively and operatively) in case of obstructive
colorectal cancer and if they are really an advance in the modern coloproctology. The stenting as palliation is
effective in 90% of the cases and most patients have no obstruction until they die from the metastatic disease.
The stenting is attractive and alternative method for colonic decompression for obstructive colorectal cancer
(CRC), which helps the bowel preparation for further planned oncological resection. The stenting is useful for
high-risk patients and candidates for laparoscopic resection. The emergency surgery is avoided in 94% of the
patients.The stents can be used for protection of colorectal anastomoses, avoidance of stenosis after mucous
resection, the optimization of treatment allowed for planned laparoscopic resections. The complications after
stenting of the colon are: migration 11%, perforation 4.5%, tumor ingrowth 12%; the clinical success was
85% to 100%, mortality from 0% to 2%, primary perforation 0%, mortality after re-stenting 5%. Primary
stenting followed by surgery is the future. Preoperative stenting may benefit the postoperative results after
the consequtive surgery. The aim is to establish the cases in which stenting improves the course of the disease
in comparison to emergency surgery. Today stenting and decompression of obstructive colorectal cancer are
seen as huge advance in the modern coloproctology.

Key words: colonic stent, colorectal cancer obstruction, colorectal cancer, emergency surgery, minimally

invasive surgery

The colorectal cancer is the third most frequent neoplastic
disease worldwide. The colonic cancer is more frequent
than the rectal: in the high-risk populations the proportion is
2:1, as in the low-risk countries it is approximately 1:1. In
Europe alone 250 000 new cases of colorectal cancer are
diagnosed yearly - about 9% of all neoplastic diseases. The
incidence is increasing with urbanization and industrializa-
tion and is less frequent in Western and Northern Europe in
comparison to Eastern and Southern Europe (25).
Generally the incidence rate is increasing in countries
where the overall risk of colonic cancer is low, as in the
countries with high risk it has stabilized and the morbidity
is decreasing, especially in younger groups.
Approximately 70% of the patients with colonic cancer are
over 65 years of age and it is very rare under 45 years of age
(2/100 000 yearly) (25).

The overall rate of the cases with rectal cancer in the Euro-
pean Union is about 35% of all colorectal cancer cases,

Address for correspondence:

A. Zlatarov, UMHAT "St. Marina" - Varna, First Clinic of Surger
1 Hristo Smirnenski bldv, 6" floor, Varna, Bulgaria,

e-mail: alekszlatarov(@gmail.com

15-25/100 000 yearly. The mortality is 4-10/100 000 yearly

and is lower for the female gender (2010) (25).

The aim of the study is stenting and decompression

(non-operatively and operatively) in case of obstructive

colorectal cancer and if they are really an advance in the

modern coloproctology.

The self-expandable stents are applied in the following

cases:

1. For palliative procedures for incurable patients - 25% of
the patients have incurable metastatic disease on the
first examination. The aim is to overcome the
obstruction and to alleviate the pain-syndrome, for
which the stenting is the ideal non-invasive procedure.

The stenting as palliation is effective in 90% of the cases

and most patients have no obstruction until they die from

the metastatic disease (14).

The advantages are avoidance of surgery, significantly

lower mortality and morbidity, avoidance of ostomy (14).

From 169 patients (from 1999 to 2006) with malignant ob-

struction 160 patients were stented. 95% of the obstructions

were resolved only this way. In the palliative group the
stents were placed for 45 days or until complications occur

(Mayo Clinic).
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MODERN ASPECTS OF CLINICO-PATHOLOGICAL
CHARACTERISTICS AND TREATMENT OF
MALIGNANT COLONIC OBSTRUCTION

Tadjer Sh.!, M. Tadjerl, N. Kolev?, A. Zlatarov’, V. Ignatovz, A. Tonev’, K. Ivanov’

!National Multiprofile Transport Hospital "Tsar Boris III" - Sofia
UMHAT "St. Marina" - Varna, First Clinic of Surgery

Reviewed by: assoc. prof. P. Ghenev

ABSTRACT

The colorectal cancer is diagnosed at its complicated stage in 40 to 60%, including 35% with symtptoms of co-
lonic obstruction' The postoperative mortality remains high, as well as the lethality. Our aim is to study the
up-to-date aspects in the clinico-pathological characteristics and treatment of malignant colonic obstruction
(colon ileus-cancer). From 1009 patients operated for 24 years (1982-2005) with colorectal cancer with me-
dian age 67 years 378 patients (37.4%) were over 70 years. The most important aim is to overcome the ob-
struction and restore the intestinal passage and if possible perform a resection of the tumor. The surgical
tactics in case of malignat obstruction of the right colon is well described in the literature, but the question of
tactics in case of left colon remains — single or double-stage operation.Other methods have also been discussed,
such as cecostomy, NdYAG laser vaporization of the obstructing tumor. The stenting is related with signifi-
cant advantages and is used for palliative procedures or as a bridge to surgery.

Key words: colorectal cancer, emergency surgery, colonic obstruction

Colon transversum — T
30 (8.6%)/ 3 (2.5%) | Flexura coli lienalis —

33 (9.4%)/ 11 (9%)

Flexura coli hepatica —

22 (6.3%)/ 7 (6%) Colon descendens — 23

(6.6%)/ 18 (15%)

Colon sigmoideum — 145
(41.5%)/ 46 (38%)

Rectum —
40 (11.5%)/ 17 (14%)

Colon ascendens — 19
(5.5%)/ 10 (8% )

Coecum -
38 (10.6%)/ 9 (7.5%)

Fig. 1. Localization of malignant obstruction

The most frequent cancer in the American population is the

Address for correspondence: colorectal cancer and is the second leading cause for
A. Zlatarov, UMHAT "St. Marina" - Varna, First Clinic of Surger lethality. In the USA 135 000 to 160 000 new cases are
Varna, Bulgaria, 1 Hristo Smirnenski blvd, 6" floor, found yearly and 60 000 are the deceased patients. The inci-
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dence in Europe is increasing (25/100 000), as for the Scan-
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JAMMAPOCKOIICKA HHTEPCOUHKTEPHA PESEKIIHUA

K. UBanos, B. Urnaros, H. Koaes, A. Touesn
ITvpsa knunuka no xupypzusi, MBEAJT |, Ce. Mapuna”

BBbBEAOEHUE: WcTopuyecky paavkanHara pes3ekuus 3a KapumHom Ha QucTanHdus pek-
TYyM CE CBLP3Ba C U3BLPLUBAHETO HA abAOMUHO-NEPUHeanHa pesekuus. BbeexaaneTo Ha no-
B3k 40 TYMOpAa AUCTENHU Pe3eKUUOHHI TPaHuLM, NpUiaraHeto Ha HeoaglBaHTHaTa Tepa-
nvs 1 nHTep-chuHKTEpHaTa PE3EKUUS NPaBK Bb3MOXHO W3BLPLUBAHETO Ha CHUHKTEPO-3anas-
Bawm onepauun npu BOMHKU C HUCKKU pekTanHy Tymopu, [Npes nocnegHoto HdecuTunetue, 3a-
noYHa Aa ce npunara no-LWMpoKo MeToAa Ha VHTEPCHUHKTEPHATa pesexuUns, Lensu) efHoBpe-
MEHO COUHKTEPO-ChXpaHaBaHe U HEeKOMNPOMETUPAHE Ha OHKONMOrnuyHaTa paaukanHocT. Cba-
[afeny ca cTaHAapTy 3a NpUoKEHMe Ha METO/E, KATO Ca8 YTOUHEHW HEroBUTE WHAMKALMK 1
KoHTpanHavkaumuy. OTBOPEH 0CTana BBLNPOCHT A8l YBENNHEHWA [N Ha MHTePCUHKTepHUTe

pesekummn e aoseae Ao 1- Hamanasade npouenTa Ha AlNP unu 2- HamansiBaHe npouedTa Ha

npegHuTe pesexkumu. C WKPOKOTO HanaraHe ToTanHara MesopekranHa excumaua {TME) [1],
KOHLIEMLMSITa Ha CecMeH opueHTUpaHa xupyrvs foseae ao noaobpsasaxe Ha pesynatute ot
onepaTMBHOTO nedeHue Ha pexkTanHua pak. [2]. Texnudeckurte noctxenus B obnactta Ha xu-
PYPrUtHUS MHCTPYMEHTapuym AoBeAe A0 NPOMeHM BbB BUCOYHATA Ha pesekuus. [3] Heobxo-
IMMOTO OTCTOAHWE Moxe Aa Obae vamaneHo Ao 1 oM oT Tymopa.[4] Benepctsue Ha ToBa
npobnemu Kato Ka4ecTBOTO HA ¥MBOT U CEKCyanHaTa akTMBHOCT WBMA30Xa Ha NpeaeH nnax,
KaTO HaNWYUMeTo UMM OTChCTBUETO Ha AeMUHUTUBHA KOMNOCTOMa Ce onpenensi Kato OCHOBEH
dakTop, BNMSELW BLPXY KBYECTBOTO Ha XUBOT cnopen noseverto astopu[S]. Yectotara Ha ab-
[lOMeHo-NiepuHeanHa pesekunsa e WIEHTMMDULMPA KaTo HE3AaBWCUM Mapkep 3a KadecTBO Ha
XUBOT crneg onepaTMBHO NeveHne Ha BoMHn ¢ HUCHK pak Ha pexTyma.[6] PassutueTo Ha meTo-
[WTe 3a pecTopaTyBHa XUPYPTusi NPU PaKk Ha PEKTYMa ¢ EKCUM3Ns Ha 4acTt unm uenus chvs-
KTepeH anapar, NbpBOHaYanHo npunoXeHun npu Bonun ¢ BbananuTenHy 3abonasanus Ha vep-
8ata, [7] ¥ PEKOHCTPYKUMATA YPes phiHa KONMO-aHarnta aHCcTOMO3a pasiLupaBaTt uHauKauuuTe
3a npuriarade Ha pe3ekunKn CbC 3ana3BaHe HopManHua NbT Ha aedexkauun. OT gpyra cTpaHa
npunaraHeTo Ha MUHU-MHBA3UBHW, NaNnapocKonCku METoAM MEeTOAM NpPU ONepaTuBHO NeveHue
Ha Kono-pekTanex pak nogobpasa cnegoneparuBHOTO BbacTaHoBABaHe 6e3 Aa koMmnpomeTupa
hYHKUMOHANHNTE U OHKONOrMYHKU PE3YNTaTH, KaTo TOBA e [I0Ka3aHo B rofisiMo KOJIMYECTBO Npo-
yuBanus, nybnukyeBaxun npea nocriegHute 5 roaunn.[54] Chagaaenn ca cranaapTy 3a npuno-
KEHUWE Ha METO/A KaTo Ca YTOUHEHU HerOBUTE WHAMKALIMK W KOHTPpauHamkauun. OTBOpeH ocTa-
Ba BBNPOCHT A& YBEMUHMEHWST AAN Ha WMHTEPCUHKTEPHUTE pesekumu e aosene fo: 1- Ha-
Mansasaxe npouenta Ha AP unu 2- Hamanaeade NpoueHTa Ha npeaHuTe pesekunn. Peayna-
TATE Ha peauUa aBTopU NOKA3BaT CUIYPHOCT Y HAASKAHOCT NPYU NpUnaraHeTo Ha NanapocKon-
cKa pesekuust ¥ nanapockoncka ekctupnauus. KomBunuparseTo Ha ABata noaxopa — UHTep-
ChUHTEPHA Pe3eKUVA CbC MUHW-MHBA3NBEH, NAanapocKoncku noaxon 6w 4oBeno 4o HaManssa-
HE Ha NPOUEHTHOTO ChOTHOoWeHUe Ha AlTP ¢ no-6bp3o BbacTaHoBaAHe Ha GoNHUTe B crniepone-
patuBHuAT nepuoa. [55]

MocrasvxMe cu 38 Uen Aa yCTaHOBUM KakBu iokasaTencTea 3a NPUNOXUMOCTTa Ha Me-
ToAa Ha uHTep-cHKTepHa pesexuusn. [Npeanarame kombBuHupaHeTo My C NanapoCKONCKy
[OCTBI, KaTo AOKNaABamMe Hallust onuT.

METOA: B gocTtwnHara nurepaTtypy HaMepuxMe CUrypHu jokasatenctsa 3a [lpunoxe-
HUAT OT HAc MeTon Ha nanapockoncka VICP nobass MUHWMHBA3MBHOCT KbM BCUYKW MOMOXKW-
TENHU Ka4ecTea Ha KoHBeHuuoHanHaTta NICP.

Nugukaummn: OCcHOBHA WHAMKALWS 38 npunarane Ha metoaa Ha VICP npu paaukanto
NEYEHNe Ha HUCHK PAK HA PEKTYMA @ HaMUpaHeTo Ha Banaxca MeXay OHKONOrdHUTE 1 hyH-
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KUMoHanHy peayntatn, o
linea dentata, 6e3 vHBazvs
4pes Knacuyecka npegHa pe
C asToMaTtuyeH chluusarter.
AviKauKs 3a M3BBLPWBAHE He
TuBHKU MeTonu.[14] [okaTo +
CcTosiHue Ha Tymopa Ha 0,5+
TUBHUSAT NOAX0A U M3BBPLLB
NVHKA Ce Npuema, KoraTo e
KanHa MHBAa3susi 0CTaBa OCHO
ObxBawaHeTo Ha BbTpeLHy
00KATO VHBA3UPAHETO HA B}
TPAUHAUKAUMA U ToraBa ¢
[10,11,14,23,25,26,30,31]. M
HO-MarHuTeH pesonaHc (MR
koMmBuHaums oT geara [10,1.
HaTa UHTEPBEHLMS Camo Crie
BbpxAasaHe Ha R-0 pesexu
HeHUus™ 1, n0Bpa chunkrep
PoPMANHO YPes KNMHUYHK K

XUpypruuHa TexHuks

CobluecrsyBar pasnus
chuHKTepHa pesexuns. Te B
NOCPELCTROM NepUHeaneH wi
He urn crefi 0cBOBOXaBaHe
TO 4pe3 nanapoToMuos wnn
NoYMTa METOAa Ha nanapock
pupaHe Ha nepupexTanHuTe
raHe Ha pbyHa Kono-aHanHa
AWK, CbC CXOAHW pesynTaTu
KbM UHTEPCHDUHKTEPHOTO NP
HEA B 3aBUCUMMOCT OT ToBa [
CaMo 4acT o1 Hero. {13,14,1¢
NepaTuBHa CMBPTHOCT o7 1,6
aHactomosata o1 5,8%. [55]
[21] Jlokanen peunaus ce va
88% ot Tax ca Burm a il knur
14%) ot Bonuure [14,21.22;
nagea npwn 81.5% o1 BonnuT
YUMa peayKLUs 0T cpeaHo 29
raHe Ha aHanHwus Kadan ocTe
[11]. MHOXecTBO n3cneaBaHu:
Bornku cnep ANP nokassar we
“YUETO UMW OTCLCTBURTO Ha
rpyna 41-44, ocHOBHUSA KpUTe
pupann Bonwuu. [10]

PE3YNTATH

8 l-sa Knunuka no xup
KTEpPHU pedekumn. [MTupBute 6
chnHkTepHa pesekums. Cnen
MHTEPCHUHKTEPHA pesekums |
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PAAUKAJIHO EHIOCKOIICKO JIEYEHUE [TPU
PAHEH KOJIOPEKTAJIEH PAK

B. Urnaros, A. Toues, H. Koueg, A. 3iarapos, I'. UBanos, I'. Togopos.
K. HBanon

Ivpea Knunura no Xupypeus, YMBAJI ,, Ce. Mapuna ™ — Bapna

BBBEJEHHE: C nono6psasanero Ha XHPYPTHYHNUS B CHIOCKONCKH MHCTPYMEHTAPUYM, YECTOTH 1
Ha PAHHUTC HOPME Ha KoropexTaneH (axT ce nosmiuy. Hajara ce IPeoCMECIIHE Ha HIKOK jeuctin
CTPATErHu, ¢ Uel NoAodpInane Ha CC/IOTIePATHBHUTE Pe3yaTatd, 6e3 Ja ce KOMTIPOMETHPA OHKO!H

PHYHATA UeIechoOpasHoCT.

METO/IH: Karo yacT OT NpOCHEKTHBHO NPOYYBAHE, 0AXa OTKPHTH H JEKYBAHH IOCPEACTBOM uH

JIOCKONCKH PAIHMKUTHN MCTOMM 47 OOJIHM ¢ paHHK (QOPMH Ha KOJIOPEKTAICH Pak, 3a nepuona 2010

2012. Karo pasun (popmu Osixa cueTeHy ajeHokapiuuoM in situ w1 T1. Jlumcara wa neHerpaus i
MYCKYJHHS clTOH G¢ H3C/eBaHa TTOCPEACTBOM CHAOIYMEHECH YIITPasByK

PE3YJITATH: Bewuxu Gonu 6s5Xa OTKPHTH, ZHATHOCTUIMPAHY M PAJMKAIHO JeKyBaHH B TTbpua
Kmmnuxa no Xupyprus, Yamsepceurercka Somami@ ,,Cs. Mapuna® — Bapua. be napepinero pajuki

HO €HIOCKONCKO nedcuue npa 44 Somrn. [pu tpimMa 6omin He 6e BLIMOKRO NOPaIR TOKaTH3AIN 1
Ha HosoOTKpHTHA Upouec. Hpu 28 Gomny 6 U3BEpHIEHA CHIOCKOICKA CYGMOKO3HA PE3CKIMS, Kilu
upn 27 Gomuu (96%) 6e nocturaara R-0 pesexuus. Ilpu 16 Sommm © carcinoma in situ Ge H3shpOICHa
CHIOCKOTICKA C)’6My1{03}la PE3CKINd KaTo P BCHUKHT He UZBBPIUCHO PAJIMKAITHO JICYCHALS. Karo Yo

NnoxHCHU Oaxa HabmogaBany nephopaius npy emun Goned (4%), npy kolTo S¢ UIBBPLISHA Tan:

POTOMHMS ¥ cerMeHTHa pesekuud. [pn asama 6oHE ce HAONIOAABA UPOABIKHUTEIHO KEPBEHE, KoCtv
€€ OBAAMA © eBA0-KakiL, Bermuku 48 Gonmy 61xa POCASACHH SHIOCKONICKH, Kato py 32 Gomrm Gaxy
HanpaBeHs KOHTPONHH CHAOCKONHH Ha 6 w 12 mecen, a nipu 16 Gonnu — Ha 6 Mecen. Baxa oTkpuin
JBaMa OONHK © JOKaNeH peusiMs — 4.5%.

SAKAIOYEHME: Hamure pesynrati 0pe;uionarar, de paHHTe HOpMH Ha KOTOPEKTANCH PaK, Ciii
a/ICKBaTHO IPEAONCPATHBHO CTAIUPAHE IO OTHOUICHHC HA JIOKANEH H CHCTEMEH CTatyc, Morar aa O,

J@T pajMKajIHO JIGKYBAHH HOCPEACTBOM METORMTC Ha SHAOCKONCKA PE3EKIMA, TOCTHralky 110-100pn
CHIEAOEPATURHH U CBIIOCTaBUMH OHKONOTHIHE Pe3yilaTaTu.

INTRODUCTION: With the advance of the surgical and endoscopic devices the rate of early
colorectal cancer has increased. Some of the treatment strategies should be reconsidered in order (o
achieve better postoperative results, without compromising the oncological principles.

METHODS: In a prospective study 47 patients with carly colorectal cancer were diagnosed and
managed by curative endoscopic treatment for the period 2010-2012. An early colorectal cancer is
considered adenocarcinoma in situ and T1. By endoluminal ultrasound, we ruled out invasion of the
muscle layer.

RESULTS: All patients were diagnosed and cured in the First Surgical Clinic at the Universily
Hospital “St. Marina™- Varna. We performed radical endoscopic treatment in 44 patients. In three
patients, the endoscopic treatment failed because of the localization of the neoplasm. In 28 patients
we performed endoscopic submucosal resection and in 27 patients (96%) RO margin was achieved. In
16 patients with carcinoma in situ endoscopic submucosal resection was performed, followed by
radical treatment. The complications were perforation in 1 patient (4%), in whom a laparotomy with
segmental resection was performed; in 2 patients bleeding occured, which was controlled by endo-
clips. All 48 patients were followed-up endoscopically. In 32 patients, the control endoscopy was
performed on the 6° and the 12™ month, and in 16 patients — on the 6™ month, Two patients were
found to have a local recurrence — 4.5%.

CONCLUSION: Our results suggest that early colorectal cancer might be radically cured by
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JACHA MOPTAJTHA EMBOJIN3ALIMA ITPA
METACTA3H OT KOJIOPEKTAJIEH PAK.

Il. Koaes, B. Hrnaros, A. Tones, I'. UBanos, A. 3axarapos, I'. Toxopos,
K. UBanos

ITvpea Knunuxa no Xupypeust, YMBAJIL ,, Ce. Mapuna* — Bapna

BLBEJAEHHWE: [Hopramsara emOonmsaius ce WinoikBa 3a I€YeHME HA TIAIMEHTH, NOLIEKAIHA Ha
JepioAipoOHa pe3eKIMA, KOTATO ocTaBalMs depes Apod e ¢ HegocrarpucH obeM. Tasu mpouexypa
upit MONOOHHE DAlMEHTH, eAHOBPEMEHO C JIBYCTANIHATA XCHATEKTOMES € C/IHHCTBOHMS IOAaHC 3a
PiAHKATHO JSUORME Ha Tead GOJIHM ¢ BIOPHYHO MAHIHEHO YepHoApoOHO 3aboiBaHe.

HEJL: Jla npencraBum ciyvall Ha depHonpoOsa mopransa emGonosamus xaTo [pefolepaTHBHA
H)IFOTOBKA TIpH pajdKaiHa HepHOJpOOHA PEe3eki|s TI0 HOBOCA METACT3H OT KONOPEKTaNeH pak.
HeppionuxMe olfeHKa Ha XUOeprTpoduATa Ha depHHA Apo0 ¥ mocTomepaTHBHATA YepHOupobHA
hynknus.

METOAW: TlarmuenTka € METACTasH OT KOJOPCKTATCH pak, KosTo Oellle MONIOKEHa Ha
upejloneparyBHa nopranga emOoansanyus W Ha CHQIBAIN €Tal Ha Pa3suIMpeHa AMCHA pajdkanHa
\CHATEKTOMHA S

IAKVTHOYEHME: Topransata eMOomu3auHs pa3suiHpsABa HHAHKAIHATE 33 pajHKaida YepHonpobHa
|WCICKITHS,

INTRODUCTION: Portal vein embolization is a procedure, which is used to treat patients, subjected
to hepatic resection, when the volume of the future remmant liver is not sufficient. This procedure
fopether with two stage hepatectomy is the only chance for radical treatment in patients with
weondary malignant liver disease.

AlM: To present a clinical case report of liver portal embolization as preoperative preparation for
hepatic resection due to liver metastases in patients with colorectal cancer. We e¢valuated the
hypertrophy of the liver as well as the postoperative liver function.

METHODS: A femalc patient with liver meta from colorectal cancer, underwent preoperative portal
embolization which was followed on a next step by right radical hepatectomy.

CONCLUSION: Portal vein embolization extends the indications for right radical hepatectomy.

BBBEJIEHHE: Tlepkyrannarta TpasckateTspHa eMO0iM3alie € MeTo/ 3a BbIpech-
10RO OTMAraHe Ha YacTHIH, TEYHOCT, WM MEXAHHUHU CPENICTBE, HIIH KPBBEH ChCHPEK C
e YMHTIDICHO 3anyiiBade Ha cbia. TesH 9acTHIM MOKE J1a Ce M3MON3BAT 32 OKAY3MS Ha
rolleMu YepHONpoOHA aprepun wiaH eeHd. IlepkyTamsara TpanckareThpra emOonu3anus
moske ga Oblle M3T037IBaHA KAKTO ¢ AeueOHA Taka M ¢ manuaTysHa nein. EmGonusaims Moxe
{4 e U3BBPIIH MOETANHO, 0cOOCHO B CIiydanTte Ha CIOXHH WIH MHOKeCTBeHH Jie3un.Ipe-
sollepatuBHaTa nopranga embonmzaums (ITT1E) e ussppiuena 3a 1 nwr npes 1986 8 Sno-
wisi( 1), B mauasnoto Ha 90-te B Snonps u OpaHnys ca H3BHPILEHd HAKOIKO HPOYIBAHUA
ainiocHo TIIE(2-4). Huec IIIE e Bce nmoBewe ce M3IMON3BA KaTo MAPEJONEPATHBHA METOLL,
1K TALMENTH HA KOHTO MM IPEJCTOH roisMa depHoapobHa pesckims a Obueims ocTa-
T THES YyepHoapobed obem e wegocrareuen(5). Axo ITTTE ne Obae u3pwpillena, TesH Haiw-
CHTH C4 M3JTIOKCHH HA TONMM PHCK Jia PasBUST depHoxpobHa HejpoctarpuHOCT. MHOTO OT
ROJICHIATE XUPYP3H CMATAT H€ MHHHMAIHHAS ocTarpueH Obaein uepHoapoben obem rpaba
Ul HE € 110 MaJIKo 0T 25% oT ppBOHauaIHUA qepHonpober obem{6), a IpH MaUHeHTH KOU-
10 e ObJAT MOIJIOKEHHM Ha XuMuoTrepamus Tosu obeMm tpabna na Ovae o Bucok(7-8).
I:mOonu3ansATa HA MMOPTAIHATA [103BOJIABA [IPEPasNpEIC/IEHUeTO HA TOPTANHAN KPBBOTOK
KM OCTATBHYHUSL Hepes apol u cHabngapaneTo My ¢ xuneptpodimpany cyGcTaHUMH a ¥MeH-
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JIATIAPOCKOIICKA KOJIEKTOMMSI [TPH PAK HA
JAEBEJIOTO YEPBO

A. Tones, H. Koaes, B. Hrnaros, I'. UBanos, A. 31atapos, I'. Togopon,
K. UBanos

ITvpea Knunuka no Xupypaus, YMBAJIL ,, Ce. Mapuna “ — Bapna

BBBEJEHHUE: CeBpeMeHHOTO MPHUIOKEHAE HA MUHHHHBA3UBHA, NAHaPOCKOIICKATE XHPYPIUs 1M
pak Ha e6enoTo YePeo ce BR3IPHEMa KaTo OHKOIOPHYCH SKBHBAJICHT Ha KOHBCHLUHMOHAHATA OTBOp

Ha xupyprus. Hampunara nareparypa 3a JalapocKONCKaTa PeseRIA Ha KOJOHA OPEIUMHO PeTho

HEKTHBHA

PE3YJTATH: bposat npoCneKTHBHM PaHAOMHIHPAHH HPOYUYBAHHA, CPABHABAIIM JIATAPOCKOTICK 11
¢ OTBOpEHATE XMPYPrus, ¢ orpanndeH, He ce ycranoBuxa pasiiMKM B HECTOTA HA JIOKAIHH PELRjimg
34 S-rommiueH repuox. Usrbkear ce 1o-Ao0pure KPaTKOCPOYHM PE3yIITaTH, B TOBA UHMCIO 10-0nprio
BB3CTaHOBSBAHE, NO-KPAThK OONHMYESH DpecTol, HaMaleHa Hy&K/a 0T aHAIPE3HA, HO 33 CMETKA HA 1o
IBAFO OIEPATHBHO BPEME H KATO ILSUI0 IIO-BUCOKA IICHA,

SAKJIOYUEHHE: Jlanapockornckara pesekuys ua jeleno depso 1o 6e30nacHOCT | edKacroct oo
paBHsIBA HA KOHBECHIMOHATIHATA OTBOPCHA PE3EKINA, HO BCE OIUE HE € YCTAHOBEHA KaTO 3JIaTeH Clint
aapr. Jlamapockonckara pesekuus TpsdBa Aa OTFOBAPS HA OHKOIOFUUYHUTE CTAHAAPTH M A HOCTHh
ABLAFOCPOUHH OHKOIOIHYHH PE3YITATH, KOHTO 3 ¢4 Hal-Majko CKBUBAIEHTHH HA TE3H H2 OTBOPCIL
Ta pesekups. HAKONKO M&MGIYHAPOIHH DAHHOMU3HDAHM KOHTDIHPANHM [POYUBAHHS €3 OCHTYpHIN
LOOCTATLYHO JGHHH, KOHTO [IOTRLKAABAT OHKOJOFHYHATA aJ€KBATHOCT Ha JalapoCKOIICKaTa Peich
wHs Ha Aebeno 9epso, 4 ChINO TaKa AEMOHCTPUPAT NOI3aTa OT TO3M METOJ 110 OTHOLIEHHE Ha Kpui

KOCPOUHHTE PE3YIITaTH CHEA PE3CKUHA,

BBBEJAEHHE: KonopexranHyAT pax € eqHO 0T Hal-uecTo CpemanuTe MaTHI e
3abosBanns B AHEHHO BpeMme (1). XUpYpruuHoTO OTCTPaHABAHE Ha MBPBHYHHA TYMOp v
aIeKBaTHH MapKoBe H THMQateHeKTOMHIS OCUTYpABAT Hali-nobpa csobogHa o1 3abomaBanc
TIPEKUBACMOCT M 0011@ npekisaeMocT. KOHBCHIMOHAIHATA OTBOPCHA KOIIEKTOMHS €& CUll
Ta 32 3JIATEH CTaHAApT, KAKTO 33 MANTMIHEHH, Taka ¥ 2a Ocuurdenn 3alongBanus Ha gebo
JIOTO 4EpBO. 3a MPBB IIBT NANapOocKONCKH MOAXO ] IPH KOJEKTOMHsA ¢ onucaH 1pe3 1990
(2) ¥ ako ToTaBa € CYUTAH 38 TEXHHYSCKO TIPSIU3BUKATEIICTBO, TO JHEC IIPEICTABIABA Al
TepHATUBA Ha KIllacHyeckaTa gebenoupesHa pesekuus. lIpeaumceTsa B CpaBHEHHE C OTBOpL-
HUA JOCTBII NMPH KOJICKTOMHS BKAKYBAT ITO-,[[06pPI KO3METHYHH PE3YITATH, MO-MAJIKa NOC-
TonepaBuBHa 007Ka, 10-0bp30 BL3CTAHOBIBAHE HA YpeBHaTa (DYHKILHMS U CIICAOBATEIHO [0
KbC OONHHYEH IpecTol ¥ Bh3CTaHOBABaHE Ha paboTocniocobuocTTa (3).

MATEPHAJI H METOQ/IH: Jiecer roqMiino nomylaldoHHO IPOYYBaHE 3a TCpH-
oxa 1996-2006r. smrousa 3709 manapockoncky konekromur ot 192 620 ranosn xono-
PEKTANHH pesekuyH. JJaHHUTe OT HEro codvaT, 4e IpH NalHeHTHTe cjel JalapoCcKoNcKa Ko-
AekToMHUA ce HabmrojdBa 3HAYMTENHO HaMangsade Ha 30-7HEBHATA M SHHOIOIMIIHA1H
CMBPTHOCT B CPaBHEHHE € OTBOpPeHaTa KoyekToMus (4). Benpexu ge JIK e ppanpuera npu
JeYeHHeTo Ha JoOpOKadecTBeHH 3a00NABaHHA, IPUIOKEHHETO H MIPH 3JIOKAYECTBEHH TYy-
MOPH € OrpaHi#4eHo CAMO B PAMKHTE Ha TOJIeMH KIHHMYHH IpOydBaHUus, [I0pali HEA0KAZ-
HaTa 6e30IacHOCT M ePEeKTHBHOCT MO OTHOIUIGHHE HAa KPAaTKOCPOUHHTE M ABITOCPOMHUTC
OHKONOrMHHY pesynrard. To3u rpobiem ¢ oOCEXKNaH B pelild MEXIYHAPOAHHA DAHIAOMH-
3MpaHH KOHTPOIMPAaHU NPOYYBAHMSA, CTATHH ¥ MeTa-aHann3H. Boupeku ge HAKoH OT Tesn
HpOoy4BaHus ca OUIM KPUTHKYBAHH 3a JOIA METOHOIOTHA H IPUCTPACTHOCT (5), KaTo LU
TATIAPOCKOIICKATA KONEKTOMMA € FpHeTa 33 0e30MaceH W OHKONOTHYEH eKBHBAJIGHT Ha Of-
BOPCHATA KOJIGKTOMMS IPH JIEUSHHETO Ha GOJIHM ¢ KOJOPEKTaleH pak. (JUakBaT ce HOBH
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JAITAPOCKOIICKA PE3EKIIUA HA PEKTAJIEH PAK.

H. Koaes, B. UrnaToB, A. Toues, I'. UBanos, M. 3anena, /I. [letpos,
K. Hranon

ITvpea Knunuxa no Xupypeus,, VMBAJI ,, Ce. Mapuna ™ — Bapua

WLHBEJEHMHME: B nactosniara enoxa Ha MUHHHHBA3MBHA XUPYPTHA, JIATAPOCKONICKATA XUPYPIHA
HpW paK Ha TIPABOTO ¥ePRO BCE OINE HE € BBHANPUETA KATO OHKOJOTHYNEH CKBHBANCHT HA KOHBOHIHO-
HJIHATA OTBOPEHA XMPYprys. MUHHHHBA3MBHATA XHPYpPrUs HA TPaBOTO YEPBO RCE ONIE € B TIpOHec
i YIBRPXK/(apade, Karo MPUNAaraHeTo B IPAKTHKATa He € pyTurAo. [IpenMersarta Ha NanapocKon-
UKITA XHPYPTHS €€ H3PassABaT B MO-MANKH Pa3pesdl H MO-KpaThK ICPHOM HA CIENOTIEPATHRHO BH3CTa-
iopgBade. HanmyyHara JUTepaTypa 3a JanapoCKONCcKaTa pe3eKns Ha KOJOHA H PeKTyMa € NPeHMHAD
pPCTPOCHEKTHBHA, KaTO MMa OI'paHAYCH 6p()ﬁ HPOCTICKTHBHHA aHATA3ZH,

MATEPHAJ H METO/JH: C nacrosmara nybnukalus ce TIpasu o630p Ha JIMTeparyparta, HUCKY-
HIpalga ChBPEMEHOTO ChCTOAHHE HA MUHHBABBA3HBHUTE METO/(H Ha JICUeHHe Ha pexTyma. Hi3Bbpplnen
¢ uperaen BhpXy MO-CKOPORIHH PETPOCTIEKTHBHHE U IIPOCHEKTURAHN JaHHH.

MHUCKYCUSA: Brnpexn obelapanyre JaHHE 33 NPIOKEMOCTTA HA JANEPOCKONCKATA XUPYPTHs,
©1ROPERATA XHPYPrUdHa Pe3eKIUs OCTARA HACTOAIIHAT METOX Ha 300D IIPH peKTalieH pax.
AKTIOMHHE: Ouaisa ¢€ ABITOCPOUHUTE PE3YITATH OT TPOBEKIAIH CE H CKOPO 3aTI0YHATH MYJI-
111-WHCTHTYIHOHAMHH YIPOYUBAHUA 12 OM3ACHAT POIATA HA JTaapOCKONHsTa IPH JISTeHHETO Ha cpe-
4N M HUCBK paK Ha peKTyMa

INTRODUCTION: In the current era of minimally invasive surgery the laparoscopic surgery for
ectal eancer is still not accepted as a oncological quivalent to the conventional open surgery. The
minimally invasive surgery of the rectum is awaitng approval and its not practiced routinely. The
advantages of the laparoscopic surgery are shorter incisions and faster recovery. The current literature
concerning laparoscopic colon and rectal resection is mainly retrospective with limited number of
prospective analyses.

MATERIALS AND METHODS: The current publication is a review of the literature, discussing the
up-lo-date state of minimally invasive methods for treatment of rectal cancer. A review on recent
etrospective and prospective studies is performed.

DISCUSSION: Despite the promising data for applicability of laparoscopic surgery, the open
-arpery remains the current method of choice for treatment of rectal cancer.

CONCLUSION: The long-term results of currently ongoing and recently started multi-institutional
-tidies are awaited to clarify the role of the laparoscopic surgery in the treatment of middle and low
weetal cancer.

BbBEAEHHE: JlanapockoiicKaTa KOJSEKTOMUA NPH 3J10KAYeCTBEHH TYMODH € IIH-
[OKO 3aCTBIICHA B NPAKTHKATA, KATO HMMa [OBCYE NIPEIMMCTBA B CPABHEHHE ¢ OTBOPEHATA
npoueiypa. Te BRIIOUBAT IIO-MAJIKA HHTPAOIEPATHBHA KPBBO3aryda, mo-Majka cicaonepa-
1inua 0oIKa, TIO-KpaThK GONHUYEH 1PecTOH, 110-0bp30 3asphiaHe kbMm pabora u Gopmu-
{RIeTO Ha To-Manke cpactsanus (1-3). [TeproHavamuTe CHMHCHUS OTHOCHO BB3HHKBAHC-
10 1a TIOPT-CAHT MEeTAaCTa3H M ajekBauua obeM Ha pesekiunsa Oaxa orxsbpiaend. Jlanapoc-
KONCKHST TOJXOM IPH PEKTAIEH KaplHOM HC € YHHBEpCaJTHO nipuet. B ToBa mpoyysane
2000IaBaMe KPATKOCPOUHHTE H ABITOCPOYHATE PE3VIATATH TIPH NalapOCKOICKHs METOA 1
iie oTbens3paMe HAKOH OT TEXHUYECKUTE ACTIEKTH, KOUTO NOBIMABAT pe3yTaTHTe. Xupyp-
HN1aTa PEICKLMA [IPH PEKTAIEH KapTIHHOM H3HMCKBA W3BBLPIIBAHETO HA TOTAHA ME30PEK-
innia exemsug (TME) npw TymMopH B cpenHata B HHcKara uact Ha pexryma. Taszm npole-
AVPA PASTTIOKIA PEKTYMA B ME3OPEKTYMa KaTo CAHA TMM(pOBACKYIapHA CTPYKTYDA H H3HC-
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LLAPAROSCOPIC FUNDOPLICATION NISSEN-ROSETTI - RARE CASE WITH
CONCOMITANT DISEASES

Ivanov K., V. Ignatov, St. Sterev, N. Kolev, D. Hristov, A. Tonev

Laparoscopic antireflux surgery is the gold standard procedure for treatment of
patients with reflux esophagitis. Laparoscopic fundoplication (LF) is changing the way
chronic heartburn is managed around the world. Data from New York State and elsewhere
have demonstrated a three to fivefold increase in the number of fundoplications performed for
gastroesophageal reflux disorder (GERD) over the last decade.[]1] The CDC estimates that
12,000 such procedures were performed in the United States in 1987 and 48,000 in 1998.[2,3]

The purpose of this study is to report personal experience by a rare case from our
practice with many concomitant diseases in laparoscopic antireflux surgery, analyzing the
clinical and functional outcomes of this procedure and review of the literature.

Hiatal hernias are usually classified into four distinct types: type I, sliding hernia; type
I, paraesophageal hernia; and type III, a combination of type I and II hernias and type IV
brachiesophagus (14). This type is based on the classic classification of Akerlund (13)
Presentation of type I hernia is so-called reflux symptoms, in contrast with the symptoms
associated with mechanical obstruction of the herniated stomach in type II and III hernias.
Surgical indications for type I hernia depend upon the severity of esophagitis. In type II and
III hernias, severe symptoms and complications represent the chief indications for repair.
Totally intrathoracic stomach hernias generally present such a risk of volvulus, strangulation,
and perforation that surgery is indicated even in asymptomatic and uncomplicated cases.|12]

The main indication for surgery in patients with GERD is the failure of long-term
medical therapy. All patients have to had severe acid reflux, proved by 24h-pH monitoring,
endoscopic evidence of esophagitis, and insufficient function of the lower esophageal
sphincter. [7-9]

Failure of open fundoplication occurs in 9% to 30% of patients, depending on how
failure is defined and how long until follow-up.[4-6] Published failure rates of laparoscopic
Nissen fundoplication are 2% to 17%, [7-11] depending on the definition of failure and the
experience of the surgeons. The lower rate published for laparoscopic surgery may reflect the
shorter follow-up possible for this new procedure. When there is impossibility for continuing
the laparascopic procedure, the surgeon has to consider a conversion.

The most common reason for conversion is the intraoperative hemoraghe in patients
with defect of the diaphragm’s hiatus. There is consensus on certain individual risk factors
and their additive effect on the likelihood of conversion. Statistically significant risk factors
for conversion also are increasing age, a history of previous upper abdominal surgery, severe
concomitant cardio and pulmonic diseases. The combination of patient- and disease-related
risk factors increases the conversion risk. In the training of residents, the number of cases
needed for reaching proficiency exceeds 200 cases. Conversion exerts adverse effects on



ONMEPATHUBHO JEYEHUE HA HAJIBBEPEYHU TYMOPH
_EJIHOTOJUIIEH OTTUT |

K. Usanos, B. UruaTtos, H. KoJies, A, Tones

[Twpsa kaunuka no xupypeus, MBAJT ,, Ce. Mapuna”

BbBEOEHWE: C HanpeiBaHeTo Ha TEXHOMOTMUTE, BAPUAHTUTE 3a XUPYPrudHa Hameca
“oun HapbuBpeyHu Tymopu crasaT Bce no pasHoobpaskn. 3a nibopa Ha Hal-noaxopswara
“nepauusi, Npyu BCekn oThensH Bonex ca BaXHU QMArHo3aTta Ha TyMopa, cneundvsHuTe thak-
“OpW HA MauMeHTa, KakTo v NpasBuiHa OUeHKa Ha kpuTepus nonaa/speaa.(1) B npaktukara ce
“ounarar npenHy Uy 3aaHN KOHBEHUMOHANHN, TpancabioMuHanHu umk peTponepuToHeanHn
- NAnapockoncky, Topako-abaoMUHanHW, KakTo U Napumanty aapeHanekToMm. XupyprusHoTo
CEMEHWE OCTABa EMHCTBEHOTO BL3MOXHO DAAMKAHO 38 XOPMOHANKO-aKTUBHUTE afeHOMU, U
“aTO NPaBWIOo 3a ManurHeHuTe cbetosHus. Cnep mbpBaTta M3BbBPLLEHA Nanapockoncka anpe-
-anexktomus (J1A) ot Gagner npes 1882r., Taaun npoueaypa ce Npespblla B 3MaTeH cTanaapT
“pu Bonku © pobpoKavectsenn Heonnasmu.(2-4) MNpunoXeHneTo 1 Npu ManurHeH CobCTOAHUS
zce oule e obexT Ha uscneaBaHne, CbC PE3IYNTaTU NOSKPensaWy Pa3linupsBaHeTo Ha MHANKAUM-
#Te 3a JIA.(5,6) CbUieCTBYBAT pasfnuuny onepaTuBH MoaudUKaLuMM Ha MeToAa, KaTo Hail-
-8CTO ce cpeilaTt cuobleHus TpaHc-nepuToHeaneH v peTponeputoneaneH noaxoa.(7,8) Mu-
~A-MHBAIMBHUTE TEXHWKK npepnaraT yaoBCTBOTO Ha CKbCEHWS NEPMOS Ha Bb3CTAHOBABAHE U
-aManeHy yCrnoXHeHUs, [OKaTO TPaAMUMOHHATa KOHBEHUWOHanHa Xvpyprus octasa 3naTeH
“TaHAAPT Npu cnyYauTe Ha ageHokapumHoma. (2-4,6) Hue npeacrassMe onuta Ha [Mbpsa knu-
-uKa no Xupyprus Ha YMBAT ,Cs. Mapuna” kaTo chobllasamMe Halute pesynrati OT npuno-
-gHKneTo Ha J1A 1 cpasHABaMe PeTPOCNeKTNBHO AaHHWTE OT NpunaraHeTo Ha OTBOPEH AOCT b
—AKo asTopu chobliapaT ronemMmuHaTta Ha Tymopa (Npu Tymepu > OT 6 CM) KaTo KOHTPa WHAK-
“EUMS 38 MUHU-WHBE3UBEH QOCTBIT NOPAAN TEXHUYECKM TPYAHOCTH, NOBULLEH DUCK 38 MaFUrHKU-
“eT W focneaBalia AMCUMUHAUNA, HO NPU HAKOW HOBW CTYAUW TE3W KPUTEPUUCE KOMEHTUpaT
“AMO B PENATUBEH KOHTEKCT,

MATEPUAIT U METOIW: 3a nepuona 2004-2009 ca onepupann 24 Gonuu ¢ obpasnu
ZaHHW 33 TYMOpPHW hopmaumnn, 3acsiralim Hanbbubpevuna xnesa. PasnpeneneHneto no non Ge
"4 mbxe n 10 XeHu Ha Bb3pacT oT 27 o 76 rogukn. [leceT oT THX ca onepupaHu nocpen-
>TBOM OTBOPEH JOCTLI, NPeduMHO Npes nMbpBaTta nonosuHa Ha nepuoga (2004-2006). Yere-
cuHageceT BONHM ca CNepupaHy Ypel TPaHC-NepuTOHEeanHa nanapockoncka agpeHanexkTo-
usi. Tpuma Bonkn Bsaxa ¢ gBycTpanna nokanusaums (MEN 2A-cuHgpom). AnNroputoMbT 3a
ZMarHOCTHKA W rpeflonepaTnera NO4roTOBKa BKIOHBALLE - aHAMHE3a 33 PE3UCTEHTHA Ha Me-
ZMKAMEHTO3HO NeveHne AX, nnasmen kopTuson u cepymer AKTX, ofpasHu nacneasanus Ha
SBX(KAT, SMP, NET/KT)., untoreqetnyHmn uscnensanus 3a MEH-2-A npu asyctpaHrkuTe no-
-anusauuun. OnepaTtnsHaTa Hameca Be uHgUUKMpaHa NPy OCTaHOBABAHE Ha Marku Uy XopMo-
~-afHO He-akTMBHWM Tymopu, CuHgopm Ha Conn, Cuuapom Ha Cushing, XOPMOHANHO akTUBHK
3eHoMY, (PEOXPOMOLMTOMK, WHUMAEHTanNoMW, © pasmepu > 3. Kato KoHTpavHaukauuy 3a
“pUNAraHeTc Ha NanapocKoncku 4ocTbn BAXa U3no3nsaHu NPeaxoHY ONEpaTusBHY HaMecK 8
“OpeH KOPEMEH eTaX Mopank pucka OT alxe3ny, onepaTuBHK HaMmecy BbpXy BbOpek u HepeH
zpoB, ronemu Tymopu - > 8 oM. HanpegHanarta swapact, nosuieruaT BMI, cepaevnata v Be-
~oapobHa aucdyHKUMS. 40 cKOpo abCoNOTHIK KOKTPa-VHAMKALMYU 38 NanapeCcKoncKu OCThN,
2@ NO-YeCTo Ce AOKMNAABaT KaTo MHAUKaUWMM 38 MUHW-MHBA3MBHU Onepaunmn rnopaaun nosuLle-
-#TE Bb3MOXHOCTYU Ha PEaHUMALIMS Y MNON3NTE OT HaManeHusaT TpaBMaTn3bM.

JlanapocKkonckuaT MeTO BKHOUBALLE NOCTaBsHe Ha GonHua B nonoxenune Jack-knife, B
T=OTBETCTBME C foxanusauusita Ha sacerHatusit Haabbbpek. {dwr 1.) Cneg nocturaHe Ha
" 4@BMONEPUTOHEYL! i ZBBPLUBARE HA EKCIIopaTUBHA Nanapocokonvsa ce nocrasaxa 4 nopra
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CBBPEMEHHO XUPYPCAYHO JEYEHHE HA
YEPHOAPOBHA EXHHOKOKO3A

B. Hruaros, H. Koses, A. Tones, I'. HBanos, /I. /lpenakoBa,
10. Kasruena, K. Upanos

ITvpea Knumuxa no Xupypeus, YMBAJI ,, Ce. Mapuna“ — Bapna

BBBEJEHHE: YepHogpobHaTa eXHHOKOKO3A € Cepio3eH IpobneM B MeANIUHCKATa OpaKinka,
KOWTO MOKe Ad NPCIH3BHKa CBLHICCTBCHA 3200/IEBACMOCT H CMBLPTHOCT. Hali-wecTo 3acersarnar op-
PaH B CJICACTBHE HA 3ab09BaHETO € HEPHKS llp()6.

IIEJI: Tosa npoyusane ce n3BBPIDG © HEJ 12 C& CPABHAT pesynrtatate M edeKTHBHOCITa Ha HHTED-
BCHIHOHAIHWTC M KOHBEHUHOHATHHTE ONEPATHBHH TEXHUKH 32 JICUCHHE HA YePHOAPOOHNT eXHHOKOK

METO/IH: Hanpasen ¢ cpaBHHTENEH AHAIM3 HA OTBOPEHUTE U JANAPOCKONCKY ONEPAaTHBHE TOIX0-
JW Op¥ NAIMEHTH ¢ YepHoIpoOna exnuokokoza. HMacaensaun ca 235 GomHu ¢ eXHHOKOK HAa WYepeH
Apo6 —~ 98 neua u 137 pripacTan B nepuona ot 2001 xo 201 1ronnna.

PE3VJITATH: He ca sabmonaBann jJOKanHH PEIMIUBA 1 B ABETE IPYIH, HO PH TPHMA HALHEHTH €
HACTBIMNA Mporpecds Ha 3abonsgeanero. He ca perucTpHpann caydad ¢ JeTareH m3xon 1 abnomu-
nanHa gucemuuanya. Kato ne«n yclioxkiaeHds ca HaOIrolaBany Ha OICPATUBHATA paHa IIpH 5 naiu-
enTH. ADcuennpane Ha KueTHaTa Kyxuna Oe Oe Habio4aBalO NPH INECT HAUMEHTH, & UPH CefeM na-
UMEHTH e ce pa3eu GHiMapHa (MeTyna, OT KOWTO BCHYKH C OTBOPEH METOJ.

JAKNTHOYEHHME: Oteopenara Xapyprus He ¢ mupBH W300p Ha JeyeHne npH yepHonpobHa exnio-
koko3a. Jlanapockonckara npouenypa e IpriiokuMa ¥ 6e30racHa, HamManssa [OCTONePaTHBHAA TIe-
PHOJ Ha XOCOHTANH3ALNS, KAKTO B OposT Ha yenokHeHHsTa. Jlamapockonckust MeTos Moxe edek-
THUBHO JIa 3AMECTH KOHBEHLMOHANHUTE XUPYPIUUHH TEXHHKH B TEUSHHETO Ha depHojapoldHaTa eXHHO-
KOKO3a.

INTRODUCTION: The liver echinococcosis is a serious problem in the medical practice, which can
cause significant morbidity and mortality, The most frequently affected organ is the liver.

AIM: This study aimed at comparing the results and effectiveness of interventional and conventional
operative techniques in the treatment of liver echninococcosis.

METHODS: A comparative analysis was performed of the open and laparoscopic operative methods
in patients with liver echninococcosis. We included 235 patients with liver echnococcosis — 98
children and 137 adults for the period 2001 to 2011.

RESULTS: No local recurrence was observed in both groups, but in three patients we observed
progression of the disease. There was no letality and abdominal dissemination. Slight complications
were obscrved in six patients after open surgery and in seven patients biliary fistula have developed.
CONCLUSION: The open surgery is not a method of first choice in liver echninococcosis. The
laparoscopic procedure is feasible and safe, lowers the postoperative hospital stay, as well as the
number of complications. The laparoscopic method can safely replace the conventional surgical
methods in the treatment of liver echninococcosis.

BBBEAEHME: Echinococcus granulosus ¢ mpranHuTeqt Ha exuHOKOoKoBata 0o-
JIECT, KOATO € CIHA OT OCHOBHUTE 3003HTPONOHO3M U 3aCira KakTo MUBOTHHTE, TAKa Y 40-
Beka. Onucana ¢ ¥ ce ¢pellia Ha BCHUKH KOHTHHCHTH. bogecrta ¥4 A0 AHeC OCTaBa eHAeMud-
Ha B palloHH 10 CBeTA,KBILTO MECTHOTO HACENCHHE C¢ 33HAMAaBa C [JIaBHO OBIEBBJCTBO
(npebes porar 106uTBK) — AdpuKa, cpennm3eMHOMOPCKUAT EBponeHicky peruos, Omu3kuar
u3TOK, A3us, HOxHa Amepuka, Apctpanus 1 Hosa 3enanaus (1-3).

Ha wppBO MACTO TIO HECTOTA € 3aCAraHeTo Ha uepHua npol - no 80% ot caydaute
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LAPARASCOPIC INTERSPHINCTER RESECTION - INDICATIONS AND

CONTRAINDICATIONS
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Laparoscopic intersphincteric resection — indications and contraindications
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ABSTRACT

INTRODUCTION Proctectomy with intersphincteric resection is an alternative to
abdomino-perianeal resection for patients with low rectal cancer with similar oncological
results, aiming at preserving the sphincter-function. The laparoscopic ISR gains evidence for
its feasibility. METHODS: The object of the review of the literature was evidence regarding
indications and contraindications, oncological and postoperative results. Our experience
includes 38 patients after open and laparoscopic ISR. RESULTS: According to 11 studies
and our results the complication rate was comparable in LS and OS groups. LS group had
shorter hospital stay and operative time and less operative blood loss. The rate of local
recurrence is comparable in both groups. The combined three-year disease-free survival for all
stages was similar. CONCLUSION: Oncological outcomes after ISR for low rectal
cancer are acceptable with often imperfect functional results, and the laparoscopic ISR being
a safe minimally invasive alternative. The oncological feasibility of the laparoscopic ISR
should be confirmed by long-term follow-up, as the midterm results are equivalent to those

after OS.

PRECIS

Proctectomy with intersphincteric resection is an alternative to abdomino-perianeal resection
for patients with low rectal cancer with similar oncological results, aiming at preserving the
sphincter-function. We report our results and performed review of the literature concerning
laparoscopic and open ISR. The oncological and postoperative results of open and
laparoscopic ISR are comparable to those after abdomino-perineal resection although with
often unsatisfactory results. The oncologic feasibility of laparoscopic ISR should be

confirmed by long-term follow-up, a as the midterm results are equivalent to those after OS.



REVIEWS

LAPAROSCOPIC TREATMENT OF LIVER HYDATID
DISEASE

Georgi Ivanov', Valentin Ignatov', Nikola Kolev', Anton Tonev', Vilian Platikanov?,
Aleksandar Zlatarov', Krasimir Ivanov!

'First Clinic of Surgery, ?Department of Anesthesiology and Intensive Care,
St. Marina University Hospital of Varna

ABSTRACT

Surgical treatment has been considered the only available treatment of liver hydatid disease because of the
complete removal of the parasite. According to the new standards for clinical approach to hepatic hydatid
disease, there is no golden rule and the individual approach to every patient and cyst is of greatest impor-
tance. The laparoscopic method in the treatment of liver hydatid disease includes complete excision of the
cyst, unroofing, evacuation and obliteration of the cyst cavity. Some authors perform a direct exploration
of the cyst cavity in order to reject or confirm the presence of the communication of the cyst with the bili-
ary tree. The laparoscopic method has advantages as a minimally invasive method with shorter hospital stay
and minimal risk of wound complications. All the arguments prove the laparoscopy to be feasible and effec-

tive method of treatment of liver hydatid disease.

Key words: liver hydatid disease, laparoscopic surgery, advantages, indications, data-bases

INTRODUCTION

Surgical treatment has been considered the
only available treatment of liver hydatid disease
because of the complete removal of the parasite.
Nowadays, except for surgery, the clinical approach
to the disease includes several therapeutic methods
varying from adjuvant therapy with benzoimidazole
carbamates such as mebendazole and albendazole
to percutaneous treatment such as PAIR (11).
According to the new standards for clinical approach
to hepatic hydatid disease, there is no golden rule and
the individual approach to every patient and cyst is
of greatest importance (11,14). The surgical method
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is considered the method of choice for liver hydatid
disease for manyyears. Itsmain goalistoinactivate the
scolexes, to prevent dissemination in the abdominal
cavity and to obliterate the remaining cavity. Several
surgical methods have been introduced to obliterate
the remaining cavity being related to a high risk of
postoperative complications. This is the reason why
some surgical methods such as marsupialization are
not used anymore (10).

MATERIAL AND METHODS

We performed retrospective problem-oriented
literature searches in the following data bases:
ScienceDirect, SCOPUS, Web of Knowledge, InCities,
and MEDLINE (PubMed version) using the indexing
terms of ‘echinococcosis’, ‘hydatid disease’, ‘liver’,
‘echinococcal cyst” and ‘Laparoscopic treatment’
during the period 1995-2012. Here we present the
current laparoscopic techniques, the advantages and
disadvantages of the method as well as its indications
and contraindications.

Scripta Scientifica Medica, 2013, vol. 45 (1), pp. 17-20
Copyright © Medical University - Varna
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CASE REPORT

AN UNUSUAL CASE OF SEVERE LOWER
GASTROINTESTINAL BLEEDING IN AN INFANT

V. PLATIKANOV**** N, KoLEV*, G. IvaANOV**, A. TONEV*, V. KALEVA***, V, IGNATOV*,

A. Z1LATAROV*, K. IvANOV*

University Hospital “St. Marina” — Varna, Bulgaria
*First Clinic of Surgery

**Division of Pediatric Surgery

***Clinic of Pediatric Oncohematology

****Clinic of Anesthesiology and Intensive Care

Abstract

Background: Antibiotic associated colitis of the colon is a rare
cause for severe lower gastrointestinal

bleeding.

Case: A 1 year old male infant with severe lower gastrointesti-
nal bleeding. The Child was in poor general condition and pale
skin. On admission, the vital signs were as follows: blood pres-
sure 60/40 mmHg, heart ratel60 beats per minute with normal
heart sounds and no murmurs.

Conclusion: The diagnosis and treatment of acute frank lower
gastrointestinal bleeding in infants remains a challenge for sur-
geons. In our opinion, this is a rare case of massive blood loss
from rectorrhagia. There are no standard diagnostic protocols
or treatment algorithm. Severe lower gastrointestinal bleeding in
children is rare and therefore not well documented or system-
atized. Comorbidity of haemophilia A and medication induced
haemorrhagic colitis is an extremely rare pathology with obvi-
ous lethal potential. There is no documented case in medical lit-
erature.

INTRODUCTION

cute gastrointestinal bleeding in children

can be life-threatening. The most frequent

causes of lower gastrointestinal bleeding
in children are colitis, enteritis, inflammatory diseases
of the colon, diverticulitis, anorectal diseases, polyps
and angiodysplasia.

Antibiotic Associated Colitis (AAC)

Antibiotic associated colitis (AAC) is a
complication of prolonged antibiotic therapy and
usually presents with mild episodes of diarrhea (1,2).

Correspondence address: G. Ivanov
University Hospital “St. Marina“
I-st clinic of surgery

REsuMmE

Un cas inhabituel de graves saignements gastro-in-
testinaux basse chez un nourrisson

Contexte: Colites associées aux antibiotiques du colon est une
cause rare de graves gastro-intestinale inférieure saignements.
Cas: A 1 année infantile 4gé de graves hémorragies gastro-intes-
tinales inférieures. Lenfant était dans un mauvais état général et
la peau pile. A I'admission, les signes vitaux étaient les suivants:
pression artérielle 60/40 mmHg, le coeur ratel60 battements par
minute avec des bruits normaux du cceur et sans murmures.
Conclusion: Le diagnostic et le traitement des hémorragies diges-
tives aigués franche bas chez les nourrissons reste un défi pour
les chirurgiens. A notre avis, ceci est un cas rare de perte de sang
massive de rectorragies. Il n’y a pas de protocoles de diagnostic
standard ou d’un algorithme de traitement. Sévere hémorragies
digestives basses chez les enfants est rare et donc pas bien doc-
umentés ou systématisées. Comorbidité de ’hémophilie A et de
médicaments induits colite hémorragique est une pathologie ex-
trémement rare avec un potentiel 1étal évident. Il n’ya aucun cas
documenté dans la littérature médicale.

However, some cases lead to overgrowth of toxin
producing bacteria like Clostridium difficile, which
causes AAC (3). A more severe form of this condition is
the antibiotic associated haemorrhagic colitis (AAHC)
(4). This is caused by the Gram-negative bacteria
Klebsiella oxytoca particularly after prolonged use of
penicillin-based antibiotics (5,6). Colitis caused by K
oxytoca almost always presents with bloody diarrhoea,
as opposed to C. Difficile related colitis (7). The
endoscopy and histology features are characterised
by haemorrhagic alteration of the affected mucosa.
Pseudomembranes are seldom observed (8).

1, Hristo Smirnensky str., Varna, Bulgaria

e-mail: ghivanov@abv.bg
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COMPARATIVE ANALYSIS OF OPEN
ECHINOCOCCECTOMY VS. PAIR TECHNIQUE IN
CHILDREN - 10 YEARS EXPERIENCE
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A. ZLATAROV¥, V. PLATIKANOV***, K. IvANOV*
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***Clinic of Anesthesiology and Intensive Care

ABSTRACT

Background: Hydatidosis is a major problem in pediatric prac-
tice that can cause significant morbidity and mortality. The liver
is the organ affected most frequently.

Aim: This study was carried out to compare the results and effi-
ciency of mini-invasive and operative treatment of hydatid liver
disease in pediatric patients.

Matherial and methods: Comparative analysis of surgical and
percutaneous treatment of children with hepatic hydatid cysts
is presented. Data was collected from the records of 98 patients
with hydatidosis from 2001 to 2010.

Results: Minor complications were urticaria and fever in 3 pa-
tients with PAIR method and inflammation of the surgical
wound in 5 patients. Major complications were infection of the
cyst cavity in a patient and development of biliary fistula in 2 pa-
tients underwent operative surgery. No site recurrences were ob-
served in both of groups, but in three patients we inspected pro-
gression of the disease. No mortality, abdominal dissemination,
or tract seeding occurred.

Conclusion: Surgery has been replaced as the first choice treat-
ment. PAIR can effectively replace surgical techniques in treat-
ment of liver hydatid disease and may be imposed as a first meth-
od of choice.

Key words: Hydatidosis, PAIR, operative surgery, complications

Correspondence address:  G. Ivanov
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REsSUME

Analyse comparative des vs echinococcectomy open.
Techniquepaire chez les enfants - 10 ans d’expérience

Introduction: hydatidose est un probléme majeur dans la pra-
tique pédiatrique qui peut entrainer une morbidité et une mor-
talité importantes. Le foie est 'organe le plus fréquemment af-
fectés.

Objectif: Cette étude a été réalisée pour comparer les résultats et
Pefficacité d’un traitement mini-invasif et opératoire de la mala-
die hépatique chez les patients pédiatriques hydatique.
Méthodes: Une analyse comparative du traitement chirurgical et
percutanée des enfants atteints de kyste hydatique hépatique est
présenté. Les données ont étécollectées a partir des dossiers de 98
patients atteints de kyste hydatique de 2001 a 2010.

Résultats: Les complications mineures ont été 'urticaire et de la
fievre chez 3 patientsavec la méthode PAIR et 'inflammation de
la plaie chirurgicale chez 5 patients. Les complications majeures
sont I'infection de la cavité du kyste chez un patient a et le dével-
oppement de fistule biliaire chez 2 patients ont subi une chirurgie
opératoire. Aucune récidive n’a été observée le site dans les deux
groupes, mais chez trois patients nous avons inspecté la progres-
sion de la maladie. Aucune mortalité, la diffusion abdominale,ou
ensemencement des voies survenu.

Conclusion: La chirurgie ne devrait plus étre considérée com-
me le traitement de premier choix. PAIRE peuvent remplacer ef-
ficacement des techniques chirurgicales dans letraitement de la
maladie hydatique du foie et peut étre imposée comme une mé-
thode de premier choix.

Mots clés: hydatidose, PAIR, chirurgie opératoire, les complica-
tions
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ABSTRACT

In the last couple of decades, endorectal ultrasound (ERUS) has
become the primary method for locoregional staging of rectal
cancer. ERUS is proved as the most accurate modality for assess-
ing local depth of invasion of rectal carcinoma into the rectal
wall layers (T stage). ERUS is not as the same prime stage for pre-
dicting nodal metastases. The use of multiple criteria might im-
prove accuracy. Sometimes the misunderstanding of evaluation
in nodal status could lead to inadequate surgical resection. ERUS
can accurately distinguish early cancers from advanced ones,
with a precise detection options for residual carcinoma in the
rectal wall. ERUS is also useful for detection of local recurrence
at the anastomosis site, which might require fine-needle aspira-
tion of the tissue. Overstaging is more frequent than understag-
ing, mostly due to inflammatory changes. Some limits of rou-
tine ERUS applications are operator and experience dependency,
limited tolerance of patients, and limited range of depth of the
transducer. The ERUS technique requires a learning curve for
orientation and identification of images and planes. With suf-
ficient time and effort, quality and accuracy of the ERUS proce-
dure could be improved.

Anton Tonev, MD
University Hospital “St. Marina“
I-st clinic of surgery
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REsumE

Endo rectale ultrasons dans le diagnostic du cancer
rectal

Au cours des derniéres décennies, I'échographie endo-rectale
(URE) est devenu la principale méthode pour stadification lo-
corégionale du cancer du rectum. ERUS est prouvé que la mo-
dalité la plus précise pour évaluer la profondeur de I'invasion
locale du cancer du rectum dans les couches de la paroi rectale
(stade T). ERUS n’est pas aussi la méme scéne de choix pour pré-
dire les métastases ganglionnaires. L'utilisation de critéres mul-
tiples peut améliorer la précision. Parfois, le malentendu de
I’évaluation dans le statut ganglionnaire pourrait conduire a une
résection chirurgicale insuffisante. ERUS peut distinguer avec
précision les cancers précoces de celles avancées, avec quelques
options de détection précises pour le carcinome résiduel dans la
paroi rectale. ERUS est également utile pour la détection de réci-
dive locale au niveau du site d’anastomose, ce qui pourrait néces-
siter laiguille fine du tissu. Overstaging est plus fréquente que
understaging, principalement en raison de changements inflam-
matoires. Certaines limites des applications de routine sont URE
opérateur et de la dépendance d’expérience, de la tolérance limi-
tée des patients, et la portée limitée de la profondeur de la sonde.
La technique nécessite ERUS une courbe d’apprentissage pour
Porientation et I'identification des images et des avions. Avec suf-
fisamment de temps et d’efforts, la qualité et la précision de la
procédure ERUS pourrait étre améliorée.
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NEW STRATEGIES IN LIVER SURGERY FOR
IV STAGE METASTATIC COLORECTAL CANCER

N. KoLEv, A. ToNEvV, V. IGNATOV, G. IvaNOV, V. PLATIKANOV*, K. IvANOV

University Hospital “St. Marina” — Varna, Bulgaria

First Clinic of Surgery
*Clinic of Anesthesiology and Intensive Care

ABSTRACT

With recent advances in chemotherapy, traditional clinicopath-
ological factors should not be used to exclude otherwise resect-
able patients from surgery. Pathological or clinical response to
chemotherapy has become valuable in determining the treatment
for individual patients. Portal vein embolization and two-stage
operation with ablative therapy and preoperative chemotherapy
should be considered for unresectable liver metastases located in
a liver remnant that is at the minimum volume required for sur-
vival. The recent EORTC 40983 trials regarding preoperative che-
motherapy for resectable CLM have failed to demonstrate a clear
significant advantage. However, patients with a low clinical risk
score for the recurrence, such as several metastases of less than
4 cm, and who are fit candidates for liver resection are often of-
fered immediate surgery. Patients at high clinical risk should also
be considered for neoadjuvant chemotherapy. One forthcoming
and appealing strategy is to adapt postoperative treatment ac-
cording to tumor response as evaluated by neoadjuvant chemo-
therapy or by the presence of individual tumor biomarker such
as the Kras mutation or single-nucleotide polymorphisms. This
could avoid the overtreatment of nonresponsive patients and en-
able a more tailored approach to treat an individual patient’s dis-
ease. The treatment paradigm for CLM is rapidly changing with
the development of newer anticancer chemotherapeutic agents.
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REsSuME

Nouvelles strategies en chirurgie hépatique pour la
phase IV du cancer colorectal métastatique

Avec les récents progrés de la chimiothérapie, les facteurs clas-
siquesclinicopathologiques ne doit pas étre utilisé pour exclure
les patients non résécables résultant d’'une chirurgie. Réponse
pathologique ou clinique a la chimiothérapie est devenue
précieuse pour déterminer le traitement pour des patients indi-
viduels.Embolisation portale et deux phases, avec une thérapie
ablative et de la chimiothérapiepréopératoire doit étre envisagée
pour le foie inopérable métastases situées dans un vestige du foie
qui est moins le volume minimum requis pour la survie. Le ré-
cent procésconcernant EORTC 40983 chimiothérapie préopéra-
toire pour les CLM résécable ont échoué a démontrer un avantage
évident significative. Cependant, les patients avec un score de ris-
que clinique faible pour la récurrence, comme plusieurs de mé-
tastases de moins de 4 cm, et qui sont des candidats aptes a une ré-
section hépatique sont souvent offerts intervention chirurgicale
immédiate. Les patients a risque clinique élevé devrait également
étre envisagée pour la chimiothérapie néoadjuvante. Une straté-
gie a venir etattrayante est d’adapter le traitement post-opératoire
en fonction de la réponse tumoraleévaluée per la chimiothérapie
néoadjuvante ou per la présence de biomarqueurstumoraux indi-
viduels tels que la mutation du géne KRAS ou polymorphismes
nucléotidiques. Cela pourrait éviter le surtraitement des patients
non répondeurs et permettent une approche plus adaptée pour
traiter la maladie d’un patient individuel. Le paradigme de traite-
ment pour CLM est en évolution rapide avec le développement de-
nouveaux agents anticancéreux chimiothérapeutiques.
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OUR INITIAL RESULTS AFTER LAPAROSCOPIC SURGERY
FOR ULTRA LOW RECTAL CANCER

N. KoLEv, V. IgNATOV, A. TONEV, G. IvANOV, A. ZLATAROV, V. PLATIKANOV*, K. IVANOV

University Hospital “St. Marina” — Varna, Bulgaria
First Clinic of Surgery
*Clinic of Anesthesiology and Intensive Care

ABSTRACT

Although laparoscopic operation for colon and rectal cancer de-
creases post operative recovery time, its use for curative treat-
ment especially for very low rectal tumors is still debatable. This
study is analyzing the results of the safety and feasibility of the
laparoscopic procedure including short-term results for lesions,
located in the lowest part of the rectum.. Methods: In the present
study 39 patients with rectal cancer were selected retrospective-
ly and underwent laparoscopic surgery. Patients with cancer lo-
cated in rectosigmoid part of the colon were not included in this
study. Data of the patients, perioperative time that includes mor-
bidity and mortality rates, surgical data were analyzed. The Ka-
plan-Meier method was used to evaluate the 1-year disease free
survival rate.

Results: In this study 21 females and 18 males underwent laparo-
scopic surgery for low rectal cancer. Mean age of the patients was
63.7 years. The mean BMI was 22.6. The operative procedure of
choice used in this study was low anterior resection (LAR) in 3
cases, abdominoperineal resection (APR) in 3 cases, intersphinc-
teric resection (ISR) in 32 cases, and Hartmann procedure in one
case. Mean operation time was 237.0 min. Blood loss was 165.0
ml. The postoperative morbidity was 22.9%. No postoperative
mortality within 30 days postoperatively was experienced. The
1-year disease-free survival rate was 87.2% after curative surgery.
Conclusions: Laparoscopic operation for cancer, located in the
lowest part of the rectum was considered safe and feasible in re-
gards of postoperative morbidity, mortality and postoperative
short-term results. Additional study is necessary to clarify the
quality of the laparoscopic procedure including the postopera-
tive long-term results.

Key words: rectal cancer, laparoscopic surgery, short-term out-
come
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REsUME

Nos premiers résultats aprés chirurgie lapa-
roscopique d’ultra low cancer du rectum

Bien que la chirurgie laparoscopique pour le cancer colorectal
améliore la récupération apres opératoire, son utilisation pour le
traitement curatif particulier pour le cancer du rectum est en-
core controversée. La présente étude est une tentative pour analy-
ser les résultats de la sécurité et la faisabilité de la chirurgie lapa-
roscopique, y compris résultats a court terme pour le cancer rec-
tal. Méthodes: Cette étude cumulé 39 patients atteints de cancer
du rectum rétrospective ayant subi une chirurgielaparoscopique.
Les patients atteints de cancer du colon rectosigmoide ont été ex-
clus decette étude. Données de patients, les données périopéra-
toires y compris la morbidité et la mortalité, les données chirurgi-
cales ont été analysées, et la maladie frais 1-année de données de
survie ont été calculés par la méthode de Kaplan-Meier.
Résultats: Il y avait 21 femmes et 18 hommes ayant subi une
chirurgie laparoscopique pour le cancer rectal. L4ge moyen était
de 63,7 d’entre eux ans. LIMC moyen était de 22,6? La procédure
opératoire a été résection antérieure basse (LAR) dans 3 cas, une
amputation abdominopérinéale (APR) dans 3 cas, la résection
intersphinctérienne (ISR) dans 32 cas,et la procédure de Hart-
mann dans un cas. Le temps de fonctionnement a été 237,0? Min.
La perte de sang a été 165,0 ml. La morbidité postopératoire éta-
it de 22,9%. La mortalité postopératoire dans les 30 jours aprés la
chirurgie n’a pas été expérimenté. Le 1-annéesans maladie taux
de survie était de 87,2% aprés une chirurgie curative.
Conclusions: La chirurgie laparoscopique pour le cancer rectal
était stire et réalisable, y compris la morbidité postopératoire,
la mortalité post-opératoire et les résultats a court terme. Des
études complémentaires sont nécessaires pour clarifier la qual-
ité de la chirurgie laparoscopique, y compris I’)postopératoires a
long terme des résultats.
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SURGICAL OPTIONS FOR CURATIVE RESECTION

OF RECTAL CANCER
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ABSTRACT

The present role of the curative treatment of rectal cancer are R-0
resections, anal sphincter preservation, and presence of enough
sexual and voiding postoperative functions. Complete resection
of rectal cancer and the surrounding mesorectum is the most im-
portant prognostic factor for patients and their quality of life. To-
tal mesorectal excision in the field of rectal cancer surgery, ana-
tomical sharp pelvic dissection has been proved to be the stan-
dard for curative treatment. The routine use of neoadjuvant ra-
diotherapy has its peaks and folds. In the past, the rates of lo-
cal recurrence and sexual/voiding dysfunction have been high.
Sharp pelvic dissection decreased the recurrences to less than
10%, and the preservation rate of sexual and voiding function is
high in the hands of experienced surgeon with a lot of patients per
year. Understanding of pelvic surgical anatomy is a major benefit
with focus on the fascial planes and nerve plexuses.

Key words: Rectal cancer, mesorectum, pelvic autonomic nervous
system
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RESUME

Options chirurgicales pour le curatif
La résection du cancer du rectum

Les objectifs actuels dans le traitement chirurgical du cancer du
rectum sont résection curative, la préservation du sphincter anal,
et la préservation des fonctions sexuelles et dela miction. La ré-
section compléte du cancer du rectum et du mésorectum envi-
ronnante speuvent déterminer le pronostic des patients et de leur
qualité de vie. Excision totale du mésorectum dans le domaine de
la chirurgie du cancer du rectum, anatomiquesdissection pelvi-
enne a été prouvé d’étre la norme de traitement curatif. Dans le
passé, les taux de récidive locale et la dysfonction sexuelle / mic-
tionnel ont été élevés. Forte de dissection pelvienne diminué les
récidives a moins de 10%, et le taux de préservation de la fonc-
tion sexuelle et la miction est élevé. Précisé technique chirurgi-
cale de montrer les avantages lorsque 'anatomie chirurgicale est
bien connue avec un accent particulier sur les plans des fascias et
plexus nerveux et leurs relations aux plans de dissection chirurgi-
cale. Une compréhension complete de 'anatomie du rectum et des
organes pelviens adjacents sont essentiels pour les chirurgiens
colorectaux qui veulent des résultats optimaux oncologiques et
de la sécurité dans le traitement chirurgical du cancer rectal.
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Three-dimensional contrast-enhanced endoscopic
ultrasound for the diagnosis of autoimmune pan-

creatitis

In a recent case series we discovered that
patients with autoimmune pancreatitis
show typical signs of hypervasculariza-
tion in contrast-enhanced high mechani-
cal index endoscopic ultrasound (CEHMI
EUS) [1]. Contrast-enhanced low mechan-
ical index endoscopic ultrasound (CELMI
EUS) is a newly developed technique that
should show a different contrast-enhanc-
ing effect.

To explore the effect of CEHMI EUS (picture
acquisition © Fig. 1a and 1b) and CELMI
EUS, we further combined each technique
with the newly developed method of
three-dimensional (3D) endosonography.
3D endosonography has already been
shown to improve the visualization of un-
enhanced gastrointestinal structures [2],
and has recently been performed in com-
bination with CELMI EUS [3]. However, 3D
endosonography has not previously been
done in association with CEHMI EUS or in
patients with autoimmune pancreatitis.
We used the commercial platform of the
Hitachi Preirus ultrasound machine in
connection with a longitudinal endo-
sonography scanner from Pentax. CEHMI
EUS was performed as recently described
[4]. CELMI EUS was performed with an ad-
ditional injection of 4.5 mL Sonovue after
the CEHMI EUS data acquisition. A 3D scan
was done with each method 30-40 s after
injection of the contrast enhancer.

The difference in vascularization with au-
toimmune pancreatitis compared with
that in a normal pancreas was impressive-
ly shown using the 3D CEHMI EUS tech-
nique. © Fig. 1a,b show images acquired
during 3D CEHMI EUS, in a patient with au-
toimmune pancreatitis and from a normal
pancreas, and © Fig.2a,b show the 3D
reconstructions. Furthermore, 3D CELMI
EUS (© Fig. 2¢,d) also provided a striking
improvement in the contrast-enhancing
effect in the pancreatic tissue.
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Fig.1 a Acquisition
of a three-dimensional
(3D) image in high
mechanical index color
Doppler mode from

a patient with auto-
immune pancreatitis.
The rich vascularization
is clearly seen, but not

B asimpressively as in the

3D reconstruction.

b Acquisition of a 3D
image from a normal
pancreas. Normal vas-
cularization is shown;
the large vessel below
the pancreas is the
splenic vein.

Fig.2 aThree-dimen-
sional (3D) reconstruc
tion of contrast-en-
hanced high mechani-
cal index endosonog-
raphy (CEHMI EUS)
images from a patient
with autoimmune pan-
creatitis. The vasculari-
zation pattern of the
pancreas is strikingly
shown. b 3D CEHMI EUS
reconstruction for a
normal pancreas. While
vessels can be detected
with this technique
their extent is, however,
notably reduced com-
pared with those seen
in autoimmune pan-
creatitis.

E381
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c 3D reconstruction

of contrast-enhanced
low mechanical index
endosonography
(CELMI EUS) in the same
patient as in © Fig. 2a.
The contrast-enhanced
parenchyma of auto-
immune pancreatitis

is shown strikingly.

d 3D CELMI EUS recon-
struction in a normal
pancreas. The contrast-
enhancing effect in the
pancreatic parenchyma
shows a clear difference
from that in autoim-
mune pancreatitis.
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OUR EXPERIENCE IN LAPAROSCOPIC ADRENALECTOMY
N. Kolev, V. Ignatov, A. Tonev, G. Ivanov, A. Zlatarov, T. Kirilova, V. Bojkov, and K. Ivanov
Department of General and Operative Surgery
Medical university of Varna

BACKGROUND:

Laparoscopic adrenalectomy (LA) has become the procedure of choice to treat functioning and
non-functioning adrenal tumours. With improving experience, large adrenal tumours (> 5 cm) are
being successfully tackled by laparoscopy.

MATERIALS AND METHODS:

Thiry-eight laparoscopic adrenalectomies was performed for adrenal lesions during the period
2006 to 2012 were reviewed.

RESULTS:

A total of 35 laparoscopic adrenalectomies were done in 32 patients. The mean tumour size was
5.03 cm (2-11 cm). Four patients had tumour size more than 8 cm. The lesions were localised on
the right side in 17 patients and on the left side in 15 patients with bilateral tumours in 3 patients.
Functioning tumours were present in 32 of the 46 patients. The average blood loss was 112 ml
(range 20-400 ml) with the mean operating time being 144 min (range 45 to 270 min). Three
patients underwent conversion to open procedure. Three of the 32 patients (9.52%) on final
histology had malignant tumours.

CONCLUSION:

LA is safe and feasible for large adrenal lesions. Mere size should not be considered as a
contraindication to laparoscopic approach in large adrenal masses. Graded approach, good
preoperative assessment, team work and adherence to anatomical and surgical principles are the
key to success.



BILIARY DRAINAGE

A. Tonev, N. Kolev, V. Ignatov,G. Todorov, A. Zlatarov, T. Kirilova, V. Bojkov, G. lvanov,
and K. Ivanov
Medical University of Varna, University Hospital "St. Marina" kdivanov@abv.bg

Abstract

In patients with obstructive jaundice, when the endoscopic approach fails to achieve biliary
drainage, percutaneous cannulation and combined endoscopic/percutaneous endoprosthesis
insertion can be performed simultaneously or in stages. This study compared these two
approaches.Endoscopic retrograde biliary drainage (ERBD) and percutaneous transhepatic
biliary drainage (PTBD) are the two main non-surgical treatment options for obstructive
jaundice in patients with HCC. ERBD is usually the first-line treatment because of its low
hemorrhage risk. Some have reported that the successful drainage rate ranges from 72 to
100%. Mean stent patency time and mean survival range from 1.0 to 15.9 and 2.8 to 12.3
months, respectively. PTBD is often an important second-line treatment when ERBD is
impossible. With regard to materials, metallic stents offer the benefit of longer patency than
plastic stents. The dominant effect of biliary drainage suggests that successful jaundice
therapy could enhance anti-cancer treatment by increasing life expectancy, decreasing
mortality, or both. We present an overview of the efficacy of endoscopic and percutaneous
drainage for obstructive jaundice in patients with HCC who are not candidates for surgical
resection and summarize the current indications and outcomes of reported clinical use.
Traditionally, surgical techniques were used, but in the last 20 years the availability of both
endoscopic and interventional radiological procedures has increased.

CONCLUSION:The technical success of the procedure depends on the experience of the
Interventional Radiologist performing the drainage. It can be as high as nearly 100%. Clinical
efficacy is usually lower but still over 90%. When endoscopic drainage alone fails, a
combined percutaneous/endoscopic procedure should only be performed if it can be carried
out simultaneously.

Introduction

Controversy exists regarding the preferred technique of PBD, either via endoscopic retrograde
biliary drainage (EBD) or using antegrade percutaneous transhepatic biliary drainage
(PTBD).[1] PTBD is the preferred method in Japan for relief of obstructive jaundice due to
proximal obstruction. In Europe and the USA, EBD is usually performed as primary
intervention and is followed by PTBD only when EBD has failed. Internal drainage by EBD,
although a less invasive technique, carries increased risk of developing cholangitis due to
bacterial contamination from the duodenum and increased risk of procedure related



ADRENAL ONCOCYTOMA IN CHILDREN - CASE REPORT

G. Ivanov, V. Ignatov, N. Kolev, A. Tonev, T. Kirilova, V. Bojkov, A. Zlatarov, K. Kalchev
and K. lvanov

ABSTRACT

Adrenal oncocytomas are usually nonfunctional and hence incidentally detected. Most of these
adrenal neoplasms are benign. Functioning adrenocortical oncocytomas are extremely rare and
most reported patients are between 40 and 60 years of age. We found in the literature that only
several cases of functioning adrenocortical oncocytomas have been reported in childhood. We
report a case of functioning adrenocortical oncocytoma in a 9 years old female child presenting
with virilization. She presented with deepening of the voice and excessive hair growth, and
elevation of plasma testosterone and dehydroepiandrosterone sulfate. We presented a discussion
of this case, successfully managed by laparoscopic surgery.



ENDOSCOPIC RADICAL TREATMENT IN EARLY RECTAL CANCER

A. Tonev, N. Kolev, V. Ignatov, A. Zlatarov, T. Kirilova, V. Bojkov, G. lvanov,
and K. lvanov
Medical University of Varna, University Hospital "St. Marina™ kdivanov@abv.bg

BACKGROUND: The standard radical treatment for early rectal cancer includes a removal of
the tumor with total mesorectal excision. There are lots of new techniques for endoscopic
treatment which could shift the strategy for obtaining the postoperative results.

MATERIAL AND METHOD: We report our radical endoscopic treatment of early rectal
carcinoma by endoscopic submucosal dissection. Forty five patients with early-stage rectal
cancer (carcinoma in situ, T1sm1 and T1sm2) were enrolled. All of them were staged by 3-D
endorectal ultrasound. All of the tumors were endoscopically removed. We observed and report
only postoperative results. No oncological results were report.

RESULTS: The mean lesion size was 31.0 mm (range 19-82 mm), and the mean operating time
was 86 minutes (range 48-131 minutes). Forty two lesions were resected en bloc with tumor-free
margins — 92% successful rate (42/45). Three lesions were understaged or their localization in the
rectum was improper for endoscopic treatment As complications we observed perforation of the
rectum, occurred in 1 patient (4%), who was treated conservatively, and major bleeding, occurred
in 4 patients (10%). The bleeding was stopped by endoscopic hemostasis. No systematic
complications were observed. No mortality was observed.

CONCLUSION: The ESD procedure for early-stage rectal cancers is feasible and safe. The
postoperative results are significantly better in comparison of radical surgical treatment. The
perioperative morbidity is different as type and the postoperative period is shorter.



MULTIMODAL STRATEGIES FOR COLORECTAL LIVER METASTASES
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Department of General and Operative Surgery
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RESUME:

BACKGROUND: Colorectal cancer is one of the most significant malignant diseases as
every year its frequency is increasing. Around 60% of the patients develop metastases, as half
of them are liver limited disease. The liver mets are the main reason for death in patients with
CRC. Primarily resectable are only 20-40% of the metastatic lesions. The evolution of
definitions of resectability of colorectal liver metastases and the technical advances in liver
surgery has led to increased number of potentially curative resection. MATERIAL: We
present our data with 65 patients with colorectal liver metastases. METHODS: The
modalities of treatment include chemotherapy and new surgical strategies, including portal
vein embolization, ablation and staged hepatectomy. RESULTS: The application of the
multimodal approach led to resectability of 32% from 45% of the potentially resectable
metastases and 61% of the patient were radically treated. We report 41% 4-year survival rate
and 35% 5-year survival rate. CONCLUSION: The multimodal approach has led to increased
number of curative resections, higher rate of resectability and survival, without increased
mortality and morbidity.
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ABSTRACT

Purpose. Extending life expectancy is one of the major causes for increasing cancer incidence rate. The
objective of the present investigation is to compare the diagnostic value of conventional and narrow
band imaging (NBI) colonoscopy for the early diagnosis of colorectal cancer.

Material and methods. We examined 163 patients hospitalized in the First Clinic of Surgery, St. Marina
University Hospital of Varna, for a period from 2010 to 2012 and compared the diagnostic modalities
of conventional colonoscopy and NBI-colonoscopy.

Results. NBI colonoscopy with magnifying endoscopy had the potential to detect more lesions
remaining not identified by conventional endoscopy. The relative share of newly-increased mucosal
changes increased by 1,9 times (52%). The newly-diagnosed lesions were mostly small sized. We
diagnosed by 2,7 times more lesions sized less than one mm as well as by two times, 1,7 and 1,3 times
more lesions sized 1-3 mm, 3-5 mm and 5-9 mm, respectively. The method did not establish any new
formations larger than one cm or more. The main part of the newly-detected lesions presented with
non-specific inflammatory changes, i. e. by 9,2 times more often when compared to conventional
endoscopy and represented hyperplastic/inflammatory polyps by 2-3 times more often. In four new
lesions there were either an early cancer, or areas of high-grade dysplasia while in 12 ones there was a
low-grade dysplasia.

Conclusion. NBI colonoscopy with magnifying endoscopy represents a reliable method for the
diagnosis of small neoplasms of the colon.

Key words: conventional colonoscopy, NBI colonoscopy, colorectal cancer, diagnosis, histopathology

Introduction

The incidence rate of cancer of the colon and rectum increases with age. The incidence rate of
colorectal cancer (CRC) per 100,000 individuals aged 80 years was by seven times higher than that of
those aged 50-54 years (13). Extending life expectancy is one of the major causes for increasing cancer
incidence rate. Morbidity in 30-year old patients is 4/100000, while in 80-year ones it reaches up to
120/100000. The most affected group of rectal cancer (RC) is aged between 50 and 70 years. The main
criterion for evaluating the results after surgical treatment is five-year survival rate. For the patients in |
and 11 clinical stage it is about 60-80%. Liver metastasis (synchronous in 35% and metachronous in
25% of the cases) remains a hardly surmountable diagnostic and therapeutic problem in RC. In our own
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intratumoral thymidylate synthase (TS), excision cross-
complementing gene (ERCC1), polymorphism of uridin-
diphosphat-glucuronozil-transpherase  (UGT1AL) and
proliferate tumor status, AChT were used: group 1A -
FOLFIRI/FOLFOX (20), group 2A ~ 5-FU/LV {17). Control
group: 1 ~ FOLFIRI/FOLFOX (19), group 2 - 5-FU/LV
(27). All patients received 8 courses AChT. CDNA was
derived from paraffin-embedded tumor specimens to de-
termine TS and ERCC1 mRNA expression relative to the
internal reference gene beta-actin using fluorescence-
based, real-time reverse transcriptase polymerase chain
reaction.

Results. Eighty-three resections for CRC with liver
metastases performed from 2005 to 2008 {91% >2 seg-
ments) were reviewed. In all cases RO resection of the
colon cancer and liver metastases were made. Postopera-
tive complication rate was 14%. Median survival rate not
found in 1A study group; group 1-36 month, group 2A -
28 month, group 2-15 month. Three-years survival rate
were 94.3:+£7.1%; 81.3+7.8%; 43.3+£8.4%; 13.3+6.9%
respectively in group 1A, 1, 24, and 2.

Conclusions. It is possible to personalize the adjuvant
treatment and improve survival rate of the CRC patients
with liver metastases using the molecular tests.

Liver resections in colorectal metastases -
our experience

N. Kolev, K. Ivanov, V. ignatov, A. Toneyv, G. Ivanov

Ist Clinic of Surgery; University Hospital “St. Marina”,
Varna, Bulgaria

Background. The surgical intervention is the only op-
portunity for curative treatment in long term manner in
patients with liver mets from colorectal cancer and in
combination with the multimodal approach increase the
5 year survival rate to 30-40%.

Methods, We report and evaluate the patients, under-
went liver resection by colorectal liver metastases in 1st
Clinic of Surgery, University Hospital “St. Marina”, Varna,
Bulgaria, for the period of 2008-2010. We have adopted
the ESMO-standards for multimodal approach in patients
with IV Stage colorectal cancer.

Results. We have operated 32 patients. Radical liver
resection with R-0 resection margins were obtained to all
of them. Major hepatic surgery were undertaken in 12
patients — right hepatectomy in 3 patients, extended right
hepatectomy in 2 patients, left hepatectomy in 3 patients,
and three segmentectomy in 4 patients. In 8 patients an
atypical liver resection was done. We faced local compli-
cations as: ascites in 5 patients, temporary suspended
liver function, and thrombosis of portal vein in one pa-
tient. General complications were observed as followed:
in 1 patient — pneumotorax, in 3 patients symptomatic
pleural ederma. We didn’t observe any perioperative mor-

tality. The survival rate were followed for a period from 3
to 18 months, all the patients were evaluated by PET-CT.
We found progression in 2 patients, who underwent
re-resection.

Conclusions. It is very important to be strictly fol-
lowed the accepted standards for treatinent. The presence
of PET CT is a must for adequate surveillance of patients
with colorectal cancer.

Selective Pringle maneuver at resection
of liver metastases

M. Zegarac, S. Nikolic, M. Inic, 1. Djurisic,
M. Buta, M. Kocic

Institute for Oncology and Radiology in Belgrade, Serbia

Background. Selective Pringle maneuver involves
temporary occlusion of Portal vein and proper hepatic
artery lobar branch. Lobar branch occlusion is performed
with a lobe in which resection is performed. In the other
lobe normal circulation is present.

Methods. The procedure involves dissection of hepa-
toduodenal ligament, elements preparation, and separa-
tion of Portal vein and proper hepatic artery lobar
branches. Compared to nonselective occlusion maneuver
there is no obstruction of bile duct. Occlusion is per-
formed after the deliberization of liver ligaments, before
the initiation of planned resection. If the procedure is
performed correctly, Cantle's line, which is a surgical bor-
der between left and right lobe, can be visible. After that
anatomic or extraanatomic liver resection is performed
with CUSA.

Results, With 14 patients the aforementioned selec-
tive occlusion was performed. With 11 patients the me-
tastases were in the right lobe and in 3 patients in the left
one. With 5 patients one segment resection was per-
formed, with 3 patients resection of two segments per-
formed, and in the other resection of metastases was
performed. The number of metastases ranged from 1 to
4. Plan for resection is based on angioCT report which
shows the relationship between liver vascular elements
and metastases. Plan for resection is also made based
on intraoperative ultra sound.

Conclusions. Selective Pringle extends the time of oc-
clusion and by that makes resection easier. This process
enables normal blood circulation in one of the lobes.
Central portal vein pressure is lower and by that there is
lower intestinal venous congestion. Maneuver requires
careful preparation of hepatoducdenal ligament ele-
ments, as well as a trained surgical team.
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FUNCTIONAL DYSFUNCTION AFTER RADICAL SURGERY FOR
RECTAL CANCER - INTRAOPERATIVE ELECTROPHYSIOLOGICAL
CONFIRMATION OF NERVE PRESERVATION

Tonev A., N. Kolev, K. Ivanov, V. Ignatov, G. Ivanov, A. Zlatarov

Functional dysfunctions after radical rectal surgery are developed by a wide range of causes. There is, however,
general consensus that intraoperative injury to autonomic nerves represents the principal cause of postoperative
incontinent dysfunction of pelvic viscera. From July 2010 to October 2011, four patients underwent partial (PME)
and 58 patients total mesorectal excision (TME) with monitoring of nerve preservation using intraoperative electri-
cal stimulation of pelvic autonomic nerves. Forty-six patients with INS-confirmed preservation of parasympathetic
nerves remained unchanged in early pelvic organ function. In 16 patients without confirmation of PANP (unilaterally
or bilaterally) on INS, voiding function was significantly more impaired postoperatively and at longterm follow-up.
Voiding function was improved in 4 of 10 patients with unilateral confirmed damage. In 5 of 6 patients with bilateral
intra-operative damage dysfunction syndrome persists in the early postoperative period. Online signal processing by
intraoperative electrical stimulation of the pelvic organs after radical rectal surgery for rectal carcinoma aids reliable
identification of pelvic autonomic nerves with potential for improvement of sphincter sparing surgery.

0-37
PHYSICAL ACTIVITY AND SEDENTARY BEHAVIOURS AMONG
OBESE PREPUBERTAL CHILDREN

Galcheva S, V. Iotova, E. Dyankov, Y. Yotov'

Dept. of Pediatrics, Varna Medical University, Varna, Bulgaria, 'Dept. of Internal medicine, Varna
Medical University, Varna, Bulgaria

Objective: To investigate the relationships of physical activity (PA) and sedentary behaviours (television (TV)
viewing and computer use) with the presence of abdominal obesity in healthy prepubertal children. Material and
methods: A case-control study of 168 healthy children (78 males; mean age 8.1 +1.2 years) was conducted. Body
weight, height and waist circumference (WC) were measured; BMI was calculated. Children were divided into
three groups according to the WC percentiles for Bulgarian children as a measure of central obesity (“normal-WC”,
31.5%; “children-at-risk”, 27.4% and “abdominally obese”, 41.1%). A structured parental interview was used to
obtain data about children’s physical and sedentary behaviours. Results: No significant difference was found in the
frequency and duration of PA among the WC categories (p >0.05). More than 58% of the parents reported the pres-
ence of a seasonal difference in children’s activity with higher mean PA levels during the spring/summer months.
This seasonal behaviour was significantly more frequent among the abdominally obese children compared to the
normal-WC group (68.1% vs. 47.1%, p =0.04). Children spent an average of 2.7 £1.2 h/d watching TV and 0.9 £1.0
h/d in using computers. Although insignificantly, the abdominally obese children spent more hours a day in front of
the TV sets and computers compared to their normal-WC counterparts (2.8 1.3 vs. 2.6 +1.0 and 0.9 £1.0 vs. 0.6
+0.9 h., respectively, p >0.05). Boys from all WC-groups used computers more often than girls (1.1 £1.0 vs. 0.7
+0.9 h/d, p =0.05). Conclusion: Physical inactivity may be associated with the excess accumulation of abdominal
fat mass in prepubertal children, which warrants further investigations.
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bowel obsteaction causes severe perioperative complications in colorectal cancer patients. Purpose & Patients: The aim of chis scudy is to
evaluate clinical outcomes of surgery for colorectal padiencs with bowel obstruction. From 2000 1o 2006, fifty four colorectal patients wich bowel
obstruction underwent emergency operation {(n=12) or preaperative intestinal decompression for elective surgery (n=42) in our institution were
included. Results: In ewenty nine of 42 patients, decompression treatment was achieved for howel obstruction safely, bue in 13 patients conversion
to emergency operation because of complications, specifically perforation or unsuccesstul decompression. Postoperative complications occurred
in 24% and its rate was higher in emergency operation (44%vs7%). Also, twenty four (82%) out of 29 patients with elective sucgery could avoid
creating stoma, and the rate was lower than that in patients with emergency operation. The hospitalization after surgery was shorter in elective
surgery significantly (p=0.0254). Regarding with oncologic results, recurrence developed in 48% (n=15) in stage [T and H1 31 colorectal patients,
and most of them were the hematogenous merastasis. The overall Syear survival raves were 61.2% and the five-year velapse-free survival rates were
34.8% Conclusion: Preoperarive decompression treatment for bowel obstruction was uscful ro prevent postoperative complications, Presence of
preoperative obstruction proximal to colorectal cancer may be a risk factor of prognosis in colorectal cancer patients.

P063

ONE CASE OF THE PROGRESS COLORECTAL CANCER WITH A KRASP.G13D VARIANT
TREATED EFFECTIVELY WITH FOLFOX + CETUXIMAB

Takeshi Inoh', Akinori Nakatani', Masayuki Kitajimal, Tomoo Watanabe', Kazuhiko Nishimura', Shunji Fumgawal,

Hidenori Orikasa’
"Department of Surgery, Tobu Chitki Flospital, Tokyo Metroporitan Health and Medical Treatment Corporation, Japan, *Department of Pathology, Tobu Chiiki
Hospizal, Tikyo Metraporitan Health and Medical Treatment Corporation, Japan

Cetuxinab {(Cmab) specifically binds to epidermal growth factor recepror (EGFRY), and it is one of the molecular target anticancer drugs
inhibicing a work of EGFR, but it is said that the adapration case is only a KRAS wild type. However, repores that antitumor effect of Cmab
in the KRASp. G13D variant is found in late years.We report our experience with the unresectable progress ascending colon cancer case that
FOLFOX + Cmab had a complete response to in o KRASp. G131 variant case. <case> 65 years old, women <clinical history> She was noted
granular shadow to both Inng fields by the chest Xray examination of the medical examination, and visited in onr hospital , respiratory internal
medicine. Examination showed greater tubercle in the left main bronchus, and multiple nodules in both lung ficlds. Also, ascending colon had
a mass which was impossible of fiber passage, she visited with incroduction consuleation to ont department. As a resulr of close investigarion,
we started FOLFOX4 therapy by a diagnosis of an ascending colon cancer and the mulriple merastases to lung We used Cmab with FOLFOX4
therapy because an examination for KRAS was wild type but p.G 13D variant. We assessed the outcome of ereatment after the FOLFOX4
thesapy {onee) & FOLFOX4+ Crmab therapy (six times). Because loss of che lesion of an ascending colon and the left main bronchus nucleus was
detected, we performed right hemicolectomy after FOLFOX4+ Cmab therapy twice addirion We reported experience that FOLFOX4+ Cmab
therapy had a complete response though KRAS variants.

PO64

NEW METHODS FOR INTRAOPERATIVE EVALUATION IN THE RADICAL RECTAL CANCER
SURGERY

Krassimir Ivanov, Anton Tonev, Nikola Kolev, Valentin Ignatov, Georgi Ivanov

Deparement of Geneval and Opevative Surgery, Medical University of Varna, Bulgaria

Paticnts.with low rectal cancer represent a staging and therapeutic challenge as the surgeon needs often to balance the competing requirements
for an oncologically sound procedure with the desive to perform a sphincter sparing operation with appropriate functional outcome, This
could be possible if a multidisciplinary team is involved as accurate preoperative imaging and diagnosis, routine use of neoadjuvant therapy and
reassessment. This approach will help to oprimize the individual function and outcome of the patients. While we should always strive to offer a
patient sphincter saving surgery, a technically proficient but functionally poor result may not be in the best interests of the patient. Those with
very low receal tumors who undergo neoadjuvant therapy and a low serait stapled or coloanal anastomosis have a high incidence of the functional
symptoms of low anteriot resection syndrome. The nerve sparing surgery does not have standards for intra operative evaluations and rely only on
postoperative follow-up. It is interesting to note that according to literature, around 24 percent of the patients at follow-np reported incontinence
with a mean Wexner score of 15, New methods as intra operative nerve mapping and stimulation are developed and their role is investigated in
prospective trial.
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catcinoma undergoing preoperative intestinal drainage Methods. A rotal of 803 consecutive srage [-IV colorectal cancer patients were undergoing
intent colecromy between 2000 and 2010, The patients were selected into two groups: obstruction with advanced colorectal carcinoma group
{OCRC), which included 87 patients undergoing colectomy with preoperative intestinal drainage, and a Non-obstructing advanced colorectal
carcinoma group {CRC), which included those 511 patients undergoing colecromy alone. Morbidity, mortality, and prognosis were assessed.
Resulrs. In the drainage methods of OCRC group, Jong nasointestinal tube drainage was 30 patients {34.5%), or transanally inserred tube
drainage was 14 patients (16.1%), drainage of colostomy was 43 patients (49.4%). The mortality rage was 0% in the OCRC group and 0.4% in
the CRC group (2 of 511 patients). The motbidicy rate was 43.7% in the OCRC group (39 of 87 patients) and 37.2% in the CRC group (190 of
S11 patients). The 5-yeat overall snevival rate was 69.5% in the OCRC group and 72.9% in the CRC group [hazard ratio 0.76 {95% confidence
interval 0.35 ro 1.16; P=0.48)], No statisrically significant survival differences were observed in survival between the two groups in stage 11, 111,
[V and over all.Conclusion. Intestinal obstruction with advanced colorectal carcinoma undergoing preoperative colonic drainage is safery and no
survival inferiority.

P093

THE PREDICTION OF DIFFICULTY OF LAPAROSCOPIC SURGERY AT RECTAL CANCER BY
THE PELVIMETRY USING 3D-CT IMAGE

Hiroaki Tanaka, Kazuya Muguruma, Nobuya Yamada, Masakazu Yashiro, Bunzo Nakata, Masaichi Ohira, Tetsuro Ishikawa,
Kosei Hirakawa
Department of Suwrgical Oncology, Gsaka City University Graduate School of Medicine, Japan

Introduction: Recendy, adaptation of operation using a laparoscope for advanced colorectal cancer has been expanded by the progress of
laparoscopic surgery. However, we often sulfer from the rectal cancer operation, exfoliation around the rectum and anastomosis inside narrow
pelvis. Theretore it is useful o distinguish the narrow pelvis before laparoscopic rectal operation when we ascertain operarion indication and
safety. So we performed pelvimetry using 3D-CT and examined the ntility and connection witch the complication.

Materials and methods: From January, 2008 to March, 2011, 81 cases of rectal cancer have been performed laparoscopic anterior tesection
or intrasphincteric resection in our institution, and we measured the obstetric conjugate, sacrum length, pelvic outlet, transverse distance, and
interspinous distance of the small pelvis with CT. And we examined the dinicopathologic examination in sex, Body Mass Index, tumor diameter,
distance from anus, rare of conversion to open surgery, opetation time, bleeding amount, number of stapling, and postoperative complication.
Resule: Among 81 cases, male were S0 cases and female were 31 cases. As for man, the pelvic cavity was significandy deep and narrowly in
comparison with woman in pelvimetry. Complications of anastomoric leakage and conversion to open surgery were 15 (18.5%) and 10 cases
{(12.3%), and male were 12 (80%) and 9 cases {90%) of all. Multivariate analysis showed that cumor distance from anus (p = 0L012), obstetric
conjugate (p = 0.014). and sacran length {p = 0.017) were independently predictive of operative time. Others, the distance from anus, and
mmber of stapling were refated to anastorvotic leakuge.

Conclusion: As for the man, pelvis is narrower in comparison with the woman, and the man with narrow pelvis and shorter tumor distance from
anus have difficaley to staple and higher risk of complications of anastomotic leakage and open conversion.

P0o94
LAPAROSCOPIC INTERSPHINCTER RESECTION FOR RECTAL CARCINOMA

Krassi

Ivanoy, Nikola Kolev, Anton Toney, Valentin Ignatov, Georgi Ivanov
Department of General and Operative Surgery, Medical University of Varna, Bulgaria

BACKGROUNID: Laparoscopic approach has been reported to be one of the standards for toral inesorectal excision in rectal cancer surgery.
Intersphincteric resection (ISR) has been reporeed as a promising method for sphincter-preserving operation in sclected patients with very low
rectal cancer. METHODS: We underline the important surgical issues surrounding the management of patients with low rectal cancer indicated
to laparoscopic intersphincteric rescetion (ISR). From January 2007 «ill now, 32 pacients with very low rectal cancer underwent laparoscopic
TME with ISR. W report and analyze the results from them RESULTS: Conversion to open surgery was necessary in one (3%) patient. The
median operation time was 273 min and median estimated blood loss was 110 ml. There was no mortality. Postopcrative complications occurred
in five (15%) patients. The median length of postoperative hospital stay was 7.2 days. Macroscopic complete mesorectal excision was achieved
i all cases. Complete rescction (RO} was achieved in 31 (93%) patients, CONCLUSIONS: Laparoscopic ISR is technically feasible and a safe
alternative to lapatotomy with faverable shorr-term postoperative outcomes when the sutgical team have sufficient experience,
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mass in the right hepatic lobe by abdominal ultrasonography examination. The result of examination revealed a hepatic tumor with a tumor
thrombosis in the right portal vein and rectal carcinoma. Therefore, we performed a concomitant surgery which was abdominoperineal resection
and right hepatic Jobectomy with tumor thrombectomy. Each of pathological findings of resected specimen of the rectum and right heparic lobe
showed a moderarely differentiated adenocarcinoma. Consequently, we diagnosed the recral carcinoma and metasratic hepatic tumor with the
portal vein tumor thrombosis. Result: Our patient remains healthy with no evidence of recurrence 4 months after the surgery, and have been
commuted to us hospital to treat adjuvant chemotherapy. Furthermore, CEA and CA 19-9 decrease to normal range 4 months after the surgery.
Discussion: We argue that operating simultaneously them should be selected for preventing cavernous transformation of the veins, intestinal
bleeding, and ascites, if the patient does not present multiple mertastases. Ir is necessary to receive early adjuvant chemotherapy ro prevent
metastatic tumor of the fung,
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FEATURES OF RECURRENCE-FREE SURVIVAL FOR MORE THAN 10 YEARS AFTER LIVER
RESECTION FOR HEPATOCELLULAR CARCINOMA

Kazunori Ohata, Takahiro Uenishi, Shigekazu Takemura, Satoshi Kiyota, Hiroji Shinkawa, Yorihisa Urata, Kazuhisa Kaneda,
Masayuki Sakae, Akinori Nozawa, Shoji Kubo
Department of Hepato-Biliary-Panereatic Surgery, Osaka City University, Japan

Background: Long-term recurrence-free survival after curative resection for heparocellular carcinoma (HCC)is difficule to achieve. We
investigated the characreristics of recurrence-free survival for more than 10 years after liver resection for HCC. Methods: A roral of 149 patients
underwent curative resection for HCC from 1990 to 2001. We investigated the clinicopathologic findings of patients with 10-year recurrence-
free survival {group A, n=23) and patients who had tumor recurrence within 10 years of resection (group B, n=126). Resules: A log-rank test
revealed that male, low activity of aspartate aminotransferase (AST), Child-Pugh score A, presence of hepatitis B surface antigen, absence of ant-
hepatitis C virus antibody, a single tumor, and absence of liver cirrhosis were associared with a significantly higher tumor-free survival rate. By
multivariate analysis, presence of multiple rumors {(RR=7.96, 95% CI=1.40-150.80). and liver cirrhosis (RR=5.34, 95% Cl=1.12-42.17) were
identified to be independent risk facrors for HCC recurrence. By logistic regression, presence of a single tumor (p value=0.0135), and absence
of liver cirrhosis {p value=0.0319) were identified to be independent facrors for recurrence-free survival for 10 years. Conclusion: Presence of a
single tumor and mild liver fibrosis were closely associated with long-term recurrence-free survival. Early detection of the HCC and preventive
reatment for liver fibrosis are important to reduce recurrence of HCC.

1P-89

A CHANGE OF THE STRATEGIES IN LIVER SURGERY IN IV STAGE METASTATIC
COLORECTAL CANCER

Department of General and Operarive Surgery, Medical University of Varna, Bulgaria

With recent advances in chemotherapy, traditional clinicopathological factors should not be used to exclude otherwise resectable patients from
surgery. Pathological or clinical response to chemotherapy has become valuable in determining the treatment for individual parients. Portal
vein embolization and two-stage operation with ablative therapy and preoperative chemotherapy should be considered for unresectable liver
metastases located in a liver remnane that is at the minimum volume required for survival. The recent EORTC 40983 trials regarding preoperative
chemotherapy for resectable CLM have failed to demenstrate a clear significant advantage. However, patients with a low clinical risk score for the
recurrence, such as several metastases of less than 4 cm, and who are fit candidates for liver resection are often offered immediate surgery. Parients
at high clinical risk should also be considered for neoadjuvant chemotherapy. One forthcoming and appealing strategy is to adapt postoperative
weatment according to tumor response as evaluated by neoadjuvant chemotherapy or by the presence of individual tumor biomarker such as the
Kras muration or single-nucleotide polymorphisms. This could avoid the overtreatment of nonresponsive patients and enable a more tailored
approach o treat an individual patient disease. The treatment paradigm for CLM is rapidly changing with the development of newer anticancer
chemotherapentic agents.
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A CASE REPORT OF SUCCESSFUL RIGHT LOBECTOMY FOR SEVERE BLUNT HEPATIC
TRAUMA: BASED ON EXPERIENCE OF 183 CONSECUTIVE HEPATIC TRAUMA CASES

Kanako Tsukamoto, Hiromitsu Ito, Yoichi Kumagai, Michio Iida, Shigeru Yamazaki
Department of Surgery, Obta Nishinouchi General Hospital, Japan

Introduction: Liver rrauma is the main cause of death of patients with severe abdominal injuries. We report a case of successful right lobecromy
for severe blunt hepatic trauma.

Case presentarion: A 38-year-old woman was transferred ro emergency room. She had a traffic accident and was hemodynamically unstable on
arrival. After initial tesuscitation, it transiently turned into stable, however it gradually hemodynamically unstable again. During stable starus,
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Background. Rectal cancer (RC) rate increases. According to the
Bulgarian National Cancer Registry in 2010 are registered 1893 new
patients, RR is characterized with specific diagnostic and treatment.
Neoadjuvant radiotherapy is a standard in the complex treatment
of the T3 tumors, leading to reduction of the local recurrence rate,
Laparoscopic anterior resection is accepted as a standard in some
European and Asian countries, despite some controversial data.
There is no significant difference in the 5 year overall survival rate
between laparoscopic an open group. Laparoscopic surgery for RR
is characterized with more frequent infiltration of the circumferen-
tial margin, compared to the open surgery. There is no difference
in survival between these two groups. Increased perioperative mor-
tality and worse 5 year survival is found in patiens with conversion
from laparoscopic to open operation.

Methods. For the period 2008-2012 in Clinics of Surgery of MMA
and Eurchospital Plovdiv—120 patients with RC undergo sur-
gery—~68 (56 %) for distal cancer and 52 (44 %) for cancer in the upper
third of the rectum. 78 open and 42 (35 %) laparoscopic resections are
performed. Patients with distal rectal cancer undergo 28 (41 %) mini-
invasive procedures and 40 open resections. Laparoscopicresections
are divided in three groups (low anterior resections—12, ultralow
anterior resections with colo-anal anastomosis—8, video-assisted
rectal amputations 8). All patients undergo neoadjuvant therapy.

Results. We have 3 patients with complete pathoanatomical
response after necadjuvant chemoradiotherapy. We don’t find
infiltration of the circumferential margin after laparoscopic or open
resection. R1 involvement in 2 patients after open and 1 after lapa-
roscopic resection. The laparoscopic anterior resection is charac-
terized with lower blood loss (160 vs. 250 ml}, longer operation time
{190 vs. 130 min), faster recovery of the bowel function and shorter
hospital stay (6 vs. 9 days).

Conclusions. Laparoscopic rectal surgery is successful alterna-
tive of the open procedure, leading to similar long-term results.
When performed after neoadjuvant therapy from trained laparo-
scopic team it leads to low rates of conversion and circumferential
margin infiltration, slighter pain and faster bowel function recovery.

Outcomes of laparoscopic primary tumor
removal for disseminated colon cancer

I. E. Khatkov', Y. A. Barsukov?, V. A. Aliev?, D. V. Kuzmichev?,
A. O. Atroshchenko’, S. V. Pozdnyakov?, P. 8. Tyutyunnik

"Moscow State University of Medicine and Dentistry, Moscow,
Russian Federation

*Department of Proctology, Russian Cancer Research Center, Mos-
cow, Russian Federation

Background. The primary tumor resection, even in patients with
synchronous multiple metastases in the liver and/or other organs,
allows to increase two-vear survival in comparison with symptom-
atic operations (colostomy or bypass). Adjuvant chemotherapy
after cytoreductive surgery may improve the results of a two-year
survival. The laparoscopic precision technique may minimize the
surgical complications and to shorten the time to chemotherapy. It
could helps to optimize treatment strategy and to expand the indi-
cations for cytoreductive operations, especially for elderly patient,

Aim. The aim of the study is to determine the role of laparo-
scopic cytoreductive surgery in combined treatment for patients
with colon cancer and synchronous distance metastases.

Methods. Forty four patients (30-80 years old) underwent lapa-
roscopic primary tumor removal: T,-2 and T,-42 patients, metasta-
ses in one organ (M, ) were diagnosed in 37, two or more organs

{M, )-7 patients. Right hemicolectomy underwent 9 patients, left
hemicolectomy-3, sigmoidectomy-24, rectal resection-3, and Hart-
man'’s procedure-5. The preoperative complications of the primary
tumor were detected in 3lpatients (bleeding-12, obstipation-14,
toxicemia-7). Simultaneous R, resection performed in 2 patients,
staged resection-10.

Results. The postoperative complications were diagnosed in 2
(4.55%) patients {1-anastomosis leakage, 1- mesenteric ischemia)
that is 2 times less as compared to open surgery. The average hospi-
tal stay in the clinic was 7 days. The time to start the chemotherapy
reduced since 30 days after open surgery up to 14 days after laparo-
scopic procedure. The 2-year survival results after open and lapa-
roscopic surgery were comparable: 69.5% after laparoscopic and
81.5%-after open surgery, p=0.97.

Conclusions. The laparoscopic surgery can be included in com-
bined treatment scheme for disseminated colon cancer especially
for elderly patients.

Early rectal cancer—endoscopic radical
treatment

A. Toney, N. Kolev, V. Ignatov, G. lvanov, A. Zlatarov, T. Kirilova,
K. vanov

First Clinic of Surgery, University hospital “St, Marina”, Varna,
Bulgaria

Background. The standard radical treatment for early rectal
cancer includes a removal of specimen with underwent total meso-
rectal excision. Some new techniques for endoscopic treatment
could shift the strategy for obtaining the postoperative results.

Methods. We aim to proof the validity of radical endoscopic
treatment of early rectal carcinoma by ESD procedure. Forty
patients with early-stage rectal cancer {carcinoma in situ, Tlsml
and Tlsm2) were enrolled. All of them were staged by 3-D endorec-
tal ultrasound and endoscopicaly treated.

Results, The mean lesion size was 33.0 mm (range 19-82 mm),
and the mean operating time was 82 min {range 48-131 min).
Thirty-seven lesions were resected en bloc with tumor-free mar-
gins—92 % successful rate. Perforation occurs in 2 patients (5%),
which were treated conservatively. Major bleeding after ESD occurs
in 4 patients (10%) and was stopped by endoscopic hemostasis.

Conclusions. This ESD procedure for early-stage rectal cancers
is feasible and safe. The postoperative results are significantly better
in comparison of radical surgical treatment. The perioperative mor-
bidity is different as type and the postoperative period is shorter.

Endoscopic recanalization of tumor in
treatment of rectal cancer complicated
by large bowel obstruction

Q. E. Kalinin, E. V. Kalinin

R. E. Kavetsky institute of Experimental Pathology, Oncology
and Radiobiology of NAS of Ukraine, Lugansk Clinical Oncologyical
Center, Ukraine
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Supplement 1

Methods. In this study 48 patients were included with CRC and
liver metastases. In all patients surgery of primary CRC and liver
metastases was performed. Patients were divided into two groups.
Patient who had same time surgery of CRC and liver metastases, and
patients who had surgery of CRC at first and after neoadjuvant che-
motherapy liver metastases were operated. Patients who had disease
progression after chemotherapy were not included in this study.

Results. In 29/48 patients the same time surgery was performed
for primary CRC and liver metastases. All of these patients had adju-
vant chemotherapy after surgery. In 19/49 treatment started with
resection of primary tumor and after neo adjuvant chemotherapy
was applied in combination with biological therapy. By applying
those therapies, possible resectable liver metastases were con-
verted to resectable metastases. After that liver resection was per-
formed. Survival in 3 year period in first group was 62 % (18/29) and
in second group 58% (11/19).

Conclusions. Multidisciplinary oncological approach is nec-
essary in treatment of patients with CRC and liver metastases. By
applying neoadjuvant chemotherapy initially nonresectable liver
metastases we convert to resectable and survival rate is almost the
same as patients in earlier stadium of disease.

The “modern” technique of
abdominoperineal resection of the
rectum is in fact so old

S. Neagu

2nd Department of Surgery, University Emergency Hospital, UMF
Bucharest, Romania

The “modern” technique of abdominoperineal resection,
described by F. Mouvais et al. in Journal de Chirurgie Visceral vol.
148, nr. 2, 2011, considered essential to performe a cylindric exci-
sion and the TME after Heald. The schema of cylindric excision of
the rectum is the same with that published by Victor Pauchet in
1931 in Paris, after Miles.

An earlier description of the APR is made by Quenu at the XII
French Congress of Surgery, Paris 17-24 oct 1898. A similar tech-
nique is described by M. Guibe and Jean Quenu in “Chirurgie de
I'abdomen” Masson Ed., Paris 1930, and by John Bruce and Robert
Walmsley in “Beesley and Johnoston’s Manual of Surgical Anat-
omy”, Oxford University Press, 1939.

So that the “modern technique” of abdominoperineal resection
is real old indeed.

Conclusion. We must not forget our history of surgery.

Surgical treatment of liver metastases
(LM) from colorectal cancer (CRC).
Influence of age on the postoperative
results

N. Belev, M. Siavchev, P. Rusev, K. Staneva, N. Shopov

Clinic of Surgery, Military Medical Academy and Department of
Surgery, Eurchospital, Plovdiv, Bulgaria

Background. Because of the ageing of the population, 25% of
Europeans will be over 65 years old in 2030, In this age group malig-
nancies are the second leading cause of death and the leading
cause for morbidity. 76 % of patients with newly diagnosed CRC are
between 65 and 85 years of age. CRC is the second leading cause of
death among malignancies. According to data from Bulgarian NCR
there are 4418 newly diagnosed cases for 2006, and 2882 (65%) of
them are over 65 years old. Liver metastases occur in 28-50% of all
patients. Radical liver resection is the only curative option. Assess-
ment of the benefits vs. risk of surgical resections of CRC LM in
elderly patients in the past gave reason surgical treatment to be
performed only in single cases. The advancement of surgical tech-
nique, modern anesthesiology and intensive care make the liver
resection today a safe procedure with low morbidity and mortality
of only 0-11 % irrespective of age.

Methods. For the period 01.03.2009~ 31.12.2012 in the Clinic of
Surgery at the Military Medical Academy and Eurchospital, Plo-
vdiv, Bulgaria, 84 patients undergo surgery for CRC LM. 53 (63%) of
them are over 65 years. Radical surgery was performed in 41 (49%)
cases, 28 (69 %) of them are >65 years. The following procedures are
performed—right hemihepatectomy in 6 patients, left lateral sec-
tionectomies—4, two stage resection—1, bisegmentectomies—3,
segmentectomies—9, metastasectomies—5. Simultaneous resec-
tions were performed in 11 elderly patients (40%). The radical
operations in patients<65 are 12 (39%). 4 of them are simultane-
ous resections: one anterior resection with coloanal anastomosis
and left lateral sectionectomy; left hemicolectomy with left lateral
sectionectomy; anterior resection with segmentectomy VI, metas-
tasectomy in SVII and para-aortic lymph node dissection; anterior
resection with multiple metastasectomies. In 8 cases metachronous
metastases are resected: one right hemihepatectomy; one right lat-
eral trisectionectomy after right portal branch ligature and rectum
amputation; three left lateral sectionectomies; three segmentecto-
mies with metastasectomies.

Results. Complications are registered in 6 patients over 65
{11.3%) (biloma; anastomotic leak with peritonitis; stress-ulcer
GI bleeding; infected bile collection with peritonitis; hemorrhagic
shock) and in 3 patients under 65 years (9.7%) (internal pancreatic
fistula with operative wound suppuration; biloma). Perioperative
mortality is 1.2 % {one patient in the > 65 group).

Conclusions, Age is not a limiting factor for radical treatment of
CRC LM. Regardless of the significantly larger number of comorbid-
ities in elderly patients, liver resections can be performed success-
fully with a postoperative complications rate comparable to those of
patients under 65 years.

P24

Multimodal strategies for colorectal liver
metastases

N. Kolev, A. Tonev, V. Ignatov, T. Kirilova, G. lvanov, A. Zlatarov,
K. lvanov

First Clinic of Surgery, University Hospital “St. Marina”, Varna,
Bulgaria

Background. Colorectal cancer is one of the most significant
malignant diseases as every year its frequency is increasing. Around
60 % of the patients develop metastases, as half of them are liverlim-
ited disease. The liver mets are the main reason for death in patients
with CRC. The surgical resection is the most effective treatment
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mesorectum excision is performed. The dissection reaches the peri-
toneal reflection. Splenic flexure mobilization and incision of the
peritoneal reflection are performed by laparoscopy. The specimen
is usually removed by mini laparotomy and in favourable cases it
can be removed transanally. Frozen-section histology will evaluate
the margins. The colon is pulled out through the anus to perform
colo-anal anastomosis. Diverting ileostomy is carried out.

Preliminary results. The technique of ETATMR was devel-
oped in four cadavers. From Qctober 2008 ETATMR by TEM was
performed in eight patients with rectal cancer (5 males, 3 females,
median age 66 years, range 41-77). Seven patients underwent neo-
adjuvant radiochemotherapy (nRCT) and one patient (T3NO) with
recurrent rectal cancer after local excision received adjuvant radio-
chemotherapy. Final staging was pT3N1 (1], pT3N0 (1), pT2No (4},
pTONO (1), pTONX (1). Mean tumor diameter was 3 c¢m (range 1-
5 cm). Mean tumor distance from the anal verge was 2.9 cm {range
2-4 cm). In five patients a protective ileostomy was performed.
Mean operative time was 450 min (range 360-800 min). No severe
intraoperative complication occurred. Postoperative complications
included anastomotic leakage (3} and temporary urinary inconti-
nence (1). Mean hospital stay was 16.6 days (range 9- 22 days). Late
complications included anastomotic stenosis (2} and recto-vaginal
fistula (1) treated by stent.

Conclusions. ETATMR by TEM seems to be a safe and effective
approach for the treatment of low rectal cancer. Adequate experi-
ence in ELRR by TEM is mandatory.

Intraoperative evaluation of pelvic
autonomic nerves in rectal cancer

surgery

N. Kolev, V. Ignatov, A. Tonev, G. Ivanov, T. Kirilova, A. Zlatarov,
K. lvanov

First Clinic of Surgery, University hospital “St. Marina”, Varna,
Bulgaria

The radical treatment of rectal carcinoma includes resection in
clear margins and total mesorectal excision (TME) which is called
“gold standard”. The aim is to achieve low incidence of local recur-
rence and hopefully no distant metachronous metastases. The clear
margin rule includes excision to the level of pelvic floor and the
rectum has to resected as 1 sm below the tumor. These conditions
could be breached and the chance of visceral pelvic fascia tearing
is raised and mesorectal tissue might reside in the pelvis. There
are some problems in quality control of auditing the procedure.
Anatomically, the autonomic nerves run between the visceral and
parietal pelvic fasciae since the nerves must be preserved to make
visceral fascial envelop. All of the surgeons try to obtain nerve-pre-
serving surgery but some patients become incontinent or impotent.
There is a need an accurate tool for intraoperative evaluation of
nerve status—a tool for intraoperative pelvic nerve mapping. Intra-
operative stimulation resulted in significantly increased amplitudes
of the time-based electromyographic signal of the IAS, confirming
nerve preservation.

Management of tissue defects after total
pelvic exenteration

G. Mitulescu

“Fundeni” General Surgery and Liver Transplantation Clinic, Romania

Total pelvic exenteration (TPE) is the only curative procedure
in advanced pelvic cancer and in massive local recurrences. TPE
leaves a major defect in pelvico-perineal region. The remaining
pelvic dead space and the absence of the perineal support result
in many postoperative complications. Delayed healing, bowel fis-
tulae, occlusion or protrusion and infection are frequent compli-
cations of this procedure. During 2000-2012, in “Fundeni” General
Surgery and Liver Transplantation Clinic, Romania, 248 patients
with advanced pelvic cancer and invasive recurrences were oper-
ated by the author. For 132 patients, various procedures for pelvic
and vaginal reconstruction (non resorbable mesh [8], omental flap
[78], muscular and musculo-cutaneous flaps - rectus abdominis
[58], gluteal [4], gracilis [9] and multi-flap [15]) were performed in
order to fill the pelvi-perineal defects, restore form and function
and reduce mutilating consequences of the exenterative procedure.
Technical principles, indications, contraindications, advantages
and disadvantages of these procedures are outlined. We found
that complications related to total pelvic exenteration dramatically
decreased and primary healing of the perineal wound was superior.

Preoperative chemoradiation affects
pudendal terminal motor latency in rectal
carcinoma patients

A. Rasulov', Yu. Sheligin', Yu. Dzhanaev', A. Boiko?,
I. Droshneva?

‘State Research Center of Coloproctology, Moscow, Russia
Moscow Herzen Research Oncology Institute, Moscow, Russia

Background. In spite of decreasing local recurrences rate for rec-
tal carcinoma due to preoperative irradiation, neocadjuvant treatment
can worsen functional results after sphincter-saving operations.

Methods. From 2009 to 2010, in 20 pts (12 male, average age
5.319.3 years) with T2-3N0-2M0 rectal carcinoma pudendal ter-
minal motor latency (PTML) and computed needle electrode elec-
tromyography of external sphincter were recorded before and in 4
weeks after chemoradiation upfront to surgery. PTML up to 2.2 ms
was considering as normal rate and measured using digital exami-
nation with St-Marks glove. Irradiation was given concurrently with
5-FU 350 mg/m* and cisplatin 90 mg up to total dose 47 Gy. Surgery
was performed in 4-7 weeks after chemoradiation (CRT).

Results. In males PTML have been risen from 2.9 to 4.3 ms
{p=003) and from 5.4 to 10.9 ms (p=003) in right and left side
accordingly, while in females no any significant changes were
found (from 2.1 to 2.4 ms, p=.161 and 4.5 to 2.5 ms, p=917). Rest
and squeeze electrical activity of external sphincter has been
decreased from 226.5+157.3 to 196.9+ 141 mcV, (p=.048) and from
369.7+226.4 to 262.4+138.1 mcV (p=041) respectively. In term of
gender there was no difference between rates of electrical activity
before and after CRT.
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Abstract:

Background: The Scratch genes constitute an independent subgroup of the Snail superfamily of
transcription factors (TFs). Vertebrates contain 2 Snail and 2 Scratch genes (Scrtl and Scrt2). Members of
the Snail/Scratch superfamilies are characterized by a having both zinc finger domains, which mediate DN A-
binding and a SNAG domain that is necessary for the transcriptional repression. Under normal conditions, the
Scratch genes are expressed exclusively in the nervous system, where they regulate cortical neurogenesis
(Paul, Tonchev, et al. Cerebral Cortex 2012, Epub ahead of print; doi: 10.1093/cercor/bhs356). However,
expression of Scrt2 under pathological conditions is poorly characterized, especially in humans. M ethods:
We mvestigated the expression of Scrt2 by immunohistochemistry in 50 primary or metastatic (hepatic
metastasis) colorectal cancer biopsies acquired through routine operations at the Department of General
Surgery, Medical University- Varna, Bulgaria. We also evaluated the histological type and clinical stage of the
tumors. Results: We found that both the primary and the metastatic tumor strongly expressed Scrt2 protein.
Interestingly, the expression was mostly in the cytoplasm, in accordance with the reported pattern in the
developing cortex (Paul, Tonchev, et al. Cerebral Cortex 2012, Epub ahead of print; doi:
10.1093/cercor/bhs356). Notably, in the hepatic metastatic tumors, we found no or scarce expression in the
normal hepatic parenchyma surrounding the tumor, while a strong expression in the colorectal cancer
metastasis. Conclusions: Scrt2 represents a putative novel marker for colorectal cancer. Detailed correlation
of'the clinical parameters, such as patient survival, and the expression level of Scrt2 might yield novel
prognostic value of this TF in the pathogenesis of colorectal cancer.
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UP TO DATE GASTRIC CANCER SURGERY

N. Kolev, K. Ivanov, A. Tonev, V. lgnatov
l-st Clinic of Surccerv, University Hospital *St. Marina”
Medical University of Varna

BACKGROUND: Effective pallivtion rather than cure 1s often the most appropriate goal in the
management of patients with advanced gasrrie cancer. The literature to date is limited by the
imprecise use of the term palliative and subscquent variable designation of patients into
evaluable groups. STUDY DESIGN: Between 2000 and 2007, 303 patients underwent a
operation for gastric adenocarcinonia. Patients who received a noncurative (R1/R2) resection
were identified. A procedure was delined as palliative it it was performed explicitly to palliate
symptoms or improve quality of life. RESULTS: One hundred and ninety five of them (65%)
received a noncurative gastric rescction. The operation was palliative in 47% (92/195) and
nonpaltliative in 53% (103/193). Pallintive no curative operations aimed preservation of
tumor-engaged organ’s function. enhanced quality of patient’s life wll dead. but not prolonged
his life. No curative no palliative operations aimed cytoreductive effect by removing the
organ engaged with primary tumor and improve the resulls of postoperative complex
treatment and prolong the paticnt’s Lile. CONCLUSIONS: Thore are important differences
among patients undergomng noncurative operations for gastric cancer, Studies designed to
measure palliative interventions would benelit from precise designations of palliative intent in
patients receiving noncurative operations. Considerable variation in defining palliative care
has complicated the understanding of the role of surgeryv in managing patients with advanced
malignancies.(1) Surgeons commonly use the word palliative to describe a procedure
performed 1n the presence of unresectable disease, a patient with limited survival. or as
acknowledgment that a successful curative operation is not pessible.(2) Such imprecise and
incorrect characterizations of palliation have contributed to varied interpretations of surgical
indications and outcomes. Palliative care has been defined by theWorld Health Organization
as “the total active care of patients whose disease is not responsive to curative treatment.
Control of pain, of other svmptoms, and of psyvchologic, social, and spiritual problems is
paramount. The goal of palliative care is the achievement of the best quality of life for
patients and their families.”(3) Others have further classified surgical palliztion to include the
evaluation of exient of disease (to include surgical biopsy), control of

local disease, control of discharge or hemorrhage. control of pain, reconstruction and
rehabilitation, and treatment of procedure-related complications.(4) Although these broad
definitions provide a global understanding of the scope of palliative care, they fail to clarify
the subject of surgical palliation. For example, inclusion of patients undergoing a surgical
biopsy with those undergoing a palliative resection produces such dissimilar groups that the
evaluation of important factors such as surgical morbidity and mortality is severely limited.
Even in patients with known metastatic disease, it is difficult to mwake valid comparisons
between contrasting clinical scenarios such as elective flap coverage of a complex wound
versus an emergency laparotomy for gastrointestinal bleeding. Because ideal palliative care
requires an approach defined in terms of a patient’s individual needs and values, identical
procedures may play dramatically different roles for each patient.(3) Surgical paliiation of
malignancy is detfined best as a procedure used with the primary intention of improving
quality of life or relieving symptoms caused by an advanced malignancy (1, 2, 5) Palliation is



NEW TRENDS IN RECTAL CANCER SURGERY
CASE OF THE PRACTICE

Volgnatov e AL Toneyc No olev, I Ivamoy
f-xt Clinie of Surgerve University Hosprdd St Mg
Vicdical Universiny of Vi

BACKGROUND: Sphincter preservation. discase control, and Tong e sarvival are the matn
voals 1 the treatment of rectal cancer. Although transanal local excrston is attractive because
it 1s a sphuncter sparing procedure. some contradictory data exist i the literture about its
ability to Hlocally control disease and provide overall survival comparable with radical
procedures. even for patients with early stage tumor. In paticnts with canly cectal cancer (T'1),
local excision may be an alternative approach in highly sclecied parients For more advanced
rectal cancer, radical surgical resection is the treatment of choice. N THODS: We reviewed
the literature to identify the current recurrence and survival rales ol both fechniques as well as
the salvage surgery success, only 1 study was prospective. 3 were comparative, and 3 were
case reports. We present a case report of a woman with local excision ol rectal tumor. Five
years later a rectal recurrence has showed up. We describe the case and make some
conclusions.

INTRODUCTION: Local excisiocn of rectal neoplasms is well described as an alternative to
abdominoperineal resection (APR) and anterior resection in sclected patients, with fewer
postoperative complications and operative mortality.1 Historicallv. local excision has
included transanal.2 transsacral.3 and transsphincteric4 approaches. The trimsanal approachis
a minimally invasive technique that allows greater exposure and facility in the management of
proximal disease than traditional local excision, with a shorter operanive time and less
morbidity than the radical surgical procedures. SWe found such daia in the literture und
sometimes provide this kind of treatment to our patients. But what we do indeed  curative
treatment or trying to avoid postoperative morbidity? According to the TNM stapme systen,
the most valuable prognostic factor is the clinical stage (from I to V). It has divect correlation
with the presence or absence of local or distant metastases. Lymph node metastisis has been
reported in 3% to 17% of T1 cancers6-10 and 1s found in 52% of tumors =<5 cm. 10 Features,
that increase the risk of lymph node metastasis include poor differentiation, vascular v aon.
and depth of invasion.11 Low-risk T1 lesions (well or moderately well differentarcd and
without lvmphatic invasion) carry a 5% risk of lymph node metastasis, compared with /"
for highrisk lesions.12 A study report for 15% recurrence rate for locally resected adenomi,
13 We present a case of our practice with anamnesis for local excision of rectal canea
(pTINxMx) in the past, 5 years ago. On clinical examination, during routine followup
procedure she was found to have a mass in the retrorectal region which was palpable on rectal
examination. MR tomography revealed the presence of adjacent lobulated soft-tissue mass in
the perirectal fat adjacent to the coccyx posteriorly After making precperative considerations,
the patient was operated on. Initially. trans-sacral approach York-Masson was applied. Duc to
volume of the sacral resection, the coccigeal bone and the two distal vertebras ot the sucrum
were removed. Biopsy and expressed intraoperative morphological evaluation confirm the
recurrent nature of the tumor mass. It was made a decision to converse the approach via
laparotomy and R-0 low anterior resection of the rectum with hand-sewn ANAsoMosis was
made.



Muarkers

Tonev, Kolev, Ivanov, Ignatov, Ivanov

Introduction: The overall five-year survival rate remains at 40 to 45 percent in patients with
colorectal cancer. Surgical resection is the mainstay of radical treatment, however, nearly one-
half of all patients who undergo a potentially curative resection will relapse because of
undetected metastasis. The p-53, MUC-2, Ki-67, VEGF, Bax, Bcl-2, Stat, MMP2 arc markers.,

which could describe all the stages of carcinogenesis.

Aim: To clarify the usefulness of immunohistochemical molecular markers in predicting the

metastatic potential and tumor behavior of colorectal cancer

Material and methods: We cvaluate the expression of those markers in group of 72 patients
with colorectal carcinoma. We observed the relations between: 1) type of operation; 2)
histological type; 3) clinical stage; 4) correlation between survival rate, molecular prognosis

and recurrence rate.

Results: Achieving 97% successful rate in our study, we statistically analyzed the data
received from marker’s expression. Based upon that, we divided the patients in 3 groups. A
Group A, formed by 28 (38%) patients, which are with low clinical stage and worse molecular
prognosis. A Group B, formed by 20 (27%) of patients had low tumor aggression and Il or
IV clinical stage and Group C, formed by the other 26 (35%) of the patients where is a

correlation between the molecular and clinical stage prognosis.

Conclusion: Multivariate analysis revealed that the molecular prognosis become independent
prognostic factor for the tumor outcome.  Analysis of a combination of immunohistochemical
molecular markers with the conventional diagnostic methods for colorectal cancer allows
better prediction of the patients’ prognosis and more accurate and individualized therapeutic

strategy.



MANAGEMENT AND EPIDEMIOLOGY OF LIVER METASTASES FROM
COLORECTAL CANCER

N. Kolev, A. Tonev, G. lvanov, K. lvanov, V. ignatov

OBJECTIVE/BACKGROUND: Little is known about the epidemiology and the
management of liver metastases from colorectal cancer at a population level. The
aim of this population-based study was to report on the incidence, treatment, and
prognosis of synchronous and metachronous liver metastases. METHODS: Data
were obtained from the population-based cancer registry of “St. Marina”
University Hospital, Varna, Bulgaria. RESULTS: The proportion of patients with
synchronous liver metastases was 14.5%. Age-standardized incidence rates were
7.6 per 100,000 in males, 3.7 per 100,000 in females. The 5-year cumulative
metachronous liver metastasis rate was 14.5%. It was 3.7% for TNM stage I
tumors, 13.3% for stage 1. and 30.4% for stage Il (P < 0.001). The risk of liver
metastasis was also associated to gross features. Resection for cure was performed
in 6.3% of synchronous liver metastases and 16.9% of metachronous liver
metastases. Age, presence of another site of recurrence, and period of diagnosis
were independent factors associated with the performance of a resection for cure.
The 1- and S-year survival rates were 34.8% and 3.3% for synchronous liver
metastases. Their corresponding rates were, respectively, 37.6% and 6.1% for
metachronous liver metastases. CONCLUSION: Liver metastases from colorectal
cancer remain a substantial problem. More effective treatments and mass screening
represent promising approaches to decrease this problem.
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Stabilisation of the 0°., NOo and MMP generating activity of neutrophils and platelets raises
survival rate rectum cancer patients

E. Sydorik |, A. Burlaka ?*, I. Ganusevich ', D. Rozumiy ®, A. P. Burlaka '

. 'R.E. Kavetsky Institute of Experimental Pathology, Oncology and Radiobiology, Kyiv, Russia 2National

0. Bogomolets Medical University, Kyiv, Russia, "National Cancer Institute, Kyiv, Russia

Methods: activity of neutrophils, platelets and survival rate were investigated after anticoagulants using
in schemes of complex treatment of 46 patients pT3NOMO - pT3-4N1MO, G2, with all type of tumor
growth . Generation speed of superoxide radical-aniones (02.) and nitric oxide {(NOo) by neutrophils and
platelets was investigated by a methed of an electronic paramagnetic resonance, and activity of matrix
metalloproteinases (MMP-2, MMP-9) - by zymography method. Results: patients, which were treated
with schemes included nadroparine calcium, have been divided into 2 groups: with low levels of

. generation speed of O2. by neutrophils (1,8020,5 nmol/17103 cells?min} and platelets (1,5+0,2} and

high ltevels (8,0£3,2 and 3,5+0,75, respectively). On an indicator of generating speed of NOo by iNOS
patients divided into 2 groups too: with low levels 2,86 + 0,59 nmol/1?106 cells?min by neutrophils and
3,56+0,75 by platelets and with high levels 168,1 + 27,5 and 22,5+1,4 respectively. Patients which
stabilised NAD{P}H-oxidase and iNOS activity after treatment also have low (control) MMP-2,-9 vaiues
{0,25+0,10 mkg/ml). Effects of heparin on neutrophils and platelets activity were less expressed and
unstable. 3-year survival rate in patients with stabilized activity of neutrophils and platelets was 100%.
Conclusions: 02., NOo and MMP-2,-3 generation by neutrophils and platelets is an indicator of
thromboembolitic complications risks, and stabilization their activity decreases probability of
thrombogenesis and correlate with longer term without the recurrent.
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Recurrent retcal cancer

K. lvanov ™, V. Ignatov ', N. Kolev ', A. Tonev

"Medical University of Varna, Varna, Bulgaria

For patients with recurrent rectal cancer, the only hope of cure requires a coordinated multidisciplinary
approach to treatment. In general, chemotherapy, extensive surgery, and the use of directed IOCT seem
to improve local control and survival. Surgery in these patients carries a higher morbidity rate than
surgery for primary rectal cancer, but one that is acceptable in appropriately selected patients. Before
proceeding with multimodal therapy, patients should be thoroughly evaluated for the presence of
disseminated extrapelvic or metastatic disease, which would, in most instances, preclude a curative
operation. Experience indicates that isolated anterior or posterior fixation of the tumor does not preclude
a curative resection. In these cases, en bloc resection of involved organs or bony structures can result in
resection with negative margins. However, tumors fixed to the lateral pelvic sidewall, fixed at multiple
points, or fixed circumferentially are often unresectable or incurable. Available data from many
institutions indicates that multimodal therapy for recurrent rectal cancer results in better local controt and
higher survival rates than palliative therapy.

P21 :

Molecular profile in patients with colorectal cancer

N. Kolev *, A. Tonev ', K. Ivanov '

'"Medical University of Varna, Varna, Bulgaria

introduction: Patient survival rate from colorectal cancer in the last few decades, the overall five-year
survival rate remains at 40 to 45 percent. Surgical resection is the mainstay of treatment for colorectal
cancer. We used as markers p-53, MUC-2, Ki-67, VEGF, Bax, Bci-2, Stat, MMP2, which could describe
all the stages -of carcinogenesis. Aim: To clarify the usefulness of immunohistochemical molecular
markers in predicting the metastatic potential and tumor behavior of colorectal cancer. Material and
methods: We evaluate the expression of those markers in group of 72 patients with colorectal carcinoma.
We observed the relations between: 1) type of operation; 2) histological type; 3) clinical stage; 4)
individual risk index (IRl), based on evaluated expression of tumor markers. Results: Achieving 100%
successful rate in our study, we statistically analyzed the data received from marker's expression. Based
upon that, we calculated an IRI for every patient and divided the patients in 3 groups. A Group A, formed
by 28 (38%) patients, which are with {ow clinical stage and worse molecular prognosis. A Group B,
formed by 20 (27%) of patients had low tumor aggression and Il or IV clinical stage and Group C,
formed by the other 26 {35%) of the patients where is a correlation between the molecular and clinical
stage prognosis. Conclusion: Multivariate analysis revealed that the 1RI is independent prognostic factor
for the tumor outcome. Analysis of a combination of immunohistochemical molecular markers with the
conventional diagnostic methods for colorectal cancer allows better prediction of the patients’ prognosis.
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growth . Generation speed of superoxide radical-aniones (02.) and nitric oxide {(NOo) by neutrophils and
platelets was investigated by a methed of an electronic paramagnetic resonance, and activity of matrix
metalloproteinases (MMP-2, MMP-9) - by zymography method. Results: patients, which were treated
with schemes included nadroparine calcium, have been divided into 2 groups: with low levels of
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patients divided into 2 groups too: with low levels 2,86 + 0,59 nmol/1?106 cells?min by neutrophils and
3,56+0,75 by platelets and with high levels 168,1 + 27,5 and 22,5+1,4 respectively. Patients which
stabilised NAD{P}H-oxidase and iNOS activity after treatment also have low (control) MMP-2,-9 vaiues
{0,25+0,10 mkg/ml). Effects of heparin on neutrophils and platelets activity were less expressed and
unstable. 3-year survival rate in patients with stabilized activity of neutrophils and platelets was 100%.
Conclusions: 02., NOo and MMP-2,-3 generation by neutrophils and platelets is an indicator of
thromboembolitic complications risks, and stabilization their activity decreases probability of
thrombogenesis and correlate with longer term without the recurrent.
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For patients with recurrent rectal cancer, the only hope of cure requires a coordinated multidisciplinary
approach to treatment. In general, chemotherapy, extensive surgery, and the use of directed IOCT seem
to improve local control and survival. Surgery in these patients carries a higher morbidity rate than
surgery for primary rectal cancer, but one that is acceptable in appropriately selected patients. Before
proceeding with multimodal therapy, patients should be thoroughly evaluated for the presence of
disseminated extrapelvic or metastatic disease, which would, in most instances, preclude a curative
operation. Experience indicates that isolated anterior or posterior fixation of the tumor does not preclude
a curative resection. In these cases, en bloc resection of involved organs or bony structures can result in
resection with negative margins. However, tumors fixed to the lateral pelvic sidewall, fixed at multiple
points, or fixed circumferentially are often unresectable or incurable. Available data from many
institutions indicates that multimodal therapy for recurrent rectal cancer results in better local controt and
higher survival rates than palliative therapy.
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introduction: Patient survival rate from colorectal cancer in the last few decades, the overall five-year
survival rate remains at 40 to 45 percent. Surgical resection is the mainstay of treatment for colorectal
cancer. We used as markers p-53, MUC-2, Ki-67, VEGF, Bax, Bci-2, Stat, MMP2, which could describe
all the stages -of carcinogenesis. Aim: To clarify the usefulness of immunohistochemical molecular
markers in predicting the metastatic potential and tumor behavior of colorectal cancer. Material and
methods: We evaluate the expression of those markers in group of 72 patients with colorectal carcinoma.
We observed the relations between: 1) type of operation; 2) histological type; 3) clinical stage; 4)
individual risk index (IRl), based on evaluated expression of tumor markers. Results: Achieving 100%
successful rate in our study, we statistically analyzed the data received from marker's expression. Based
upon that, we calculated an IRI for every patient and divided the patients in 3 groups. A Group A, formed
by 28 (38%) patients, which are with {ow clinical stage and worse molecular prognosis. A Group B,
formed by 20 (27%) of patients had low tumor aggression and Il or IV clinical stage and Group C,
formed by the other 26 {35%) of the patients where is a correlation between the molecular and clinical
stage prognosis. Conclusion: Multivariate analysis revealed that the 1RI is independent prognostic factor
for the tumor outcome. Analysis of a combination of immunohistochemical molecular markers with the
conventional diagnostic methods for colorectal cancer allows better prediction of the patients’ prognosis.
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Combmed method of regionl staging of retcal cancer
V ignatov ™, K. Ivanov ', N. Kolev ', A. Tonev

'Medical Umvers;iy of Varna Varna, Bulgaria

‘Aim: To apply the both methods of endorectal ultrasonography and intraoperative endoscopuc sentinel

lymph node mapping | n patients with rectal cancer In orderto contribute exact regional staging of rectal
cancer. Method: We performed intraoperative endoscopic sentinel lymph node mapping in addition to
endorectal ultrasonography in 322 patients with rectal cancer who underwent radical sphincter spearing
operations over a period of 7 years. Results: We achieved a sensitivity of 83% and N stage specificity of
87% while for intraoperative sentinel lymph node mapping we achieved sensitivity of 97% and specificity
of 80%-100%. Conclusion: The simultaneous application of both methods in patients with rectal cancer
results in the development of new diagnostic approach with sensitivity and specificity higher than the
recorded of the aforementioned methods alone.
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Randomized controlled trial to assess feasibility and efficacy of CO2 insufflation during
colonoscopy in moderate and deep sedated patients.

S Riss '*, B. Akan , B. Mikola 2, E. Rieder ', J. Kamer-Hanusch ', D, Dlrlea M. Mittibock ® F. Weiser ?
Medfca/ Un:vers:ty of Vienna, Department of Surgery, Vienna, Austrfa Endoscop;c Center, Vienna,
Austria *Medical University of Vienna, Department of Core Unit for Medical Statistics and Informatics,
Vierma, Austria )
Introduction: The study was designed to assess the feasibility and efficacy of CO2 during and after
celonoscopy in moderate and deep sedated patients. The secondary endpoint was to evaluate whether
CO2 is able to enhance patient’s compliance to undergo colonic cancer screening. Patients and
methods: Three-hundred consecutive patients allocated for colonoscopy were randomly assigned to
either CO2 or air insufflation. Patients were titrated to a level of deep sedation by propofol alone or to
moderate sedation when combined with midazolam. Postinterventional pain and satisfaction were
registered by a visual analogue scale (VAS). Colonic cancer screening compliance was questioned
separately. Results: CO2 insufflation was used in 157 patients, whereas in 143 patients conventional air
was applied during colonoscopy. Both groups were comparable inregard to age, sex and BMI. Neither
major nor minor complications were observed. Pain-sensation was significantly iower in the CO2 group
15 minutes, 30 minutes as well as 6 hours after colonoscopy (p<0.01). Twelve hours after endoscopy no
difference was observed. In contrast, satisfaction level did not show any significant difference. Voluntary
colonic cancer screening seemed not to beinfluenced by the type of insufflation gas. Conclusions: CO2
insufflation in deep and moderated sedated patients during colonoscopy has no impact on patient’s
satisfaction and voluntary colonic cancer screening. However, the use of CO2 insufflation significantly
diminishes abdominal pain after colonoscopy.
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Anidea how to construct a new anal sphmcter after abdomino-perineal rectum extirpation

Z Loderer *, I. Kovacs ', J. Mohay ', A. Nagy

"County Hosplral in Veszprem Veszprem Hungary

Background: In accordance with the literature the results of anal sphincter construction after total
removal of anal canal are poor in the cases when local muscle flaps are used without any outer
electrical stimulator. Methods: The most popular muscle flaps to construct a neosphincter are the gracilis
and the gluteus maximus muscie. To make a sphincter equivalent innervation to these muscles an
anastomosis can be made between the external anal sphincter’s motor nerve and the chosen muscle’s
own motor nerve. Experimental animal studies show that a continent anal sphincter can be constructed
by using free muscle flaps . Resulis:To evaluate the technical parts and results of the two methods
mentioned above a significant difference can be realized in connection with the duration of nerve
regeneration. }t is too long in the cases of local muscle flaps and this is the reason why the muscle has
been losing most of its volume by the time when the nerve regeneration process reaches the muscle.
As compared to the local flaps, when free muscle flaps are applied, the distance between the nerve
anastomosis and the muscle is remarkably shorter. A much shorter regeneration time can be realized
and the muscle’s volume loss is irrelevant. Conclusion:We are planning to construct a neo-sphincter by
using an innervated free gracilis muscle flap around a perianal colostoma.
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survival rate rectum cancer patients
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. 'R.E. Kavetsky Institute of Experimental Pathology, Oncology and Radiobiology, Kyiv, Russia 2National

0. Bogomolets Medical University, Kyiv, Russia, "National Cancer Institute, Kyiv, Russia

Methods: activity of neutrophils, platelets and survival rate were investigated after anticoagulants using
in schemes of complex treatment of 46 patients pT3NOMO - pT3-4N1MO, G2, with all type of tumor
growth . Generation speed of superoxide radical-aniones (02.) and nitric oxide {(NOo) by neutrophils and
platelets was investigated by a methed of an electronic paramagnetic resonance, and activity of matrix
metalloproteinases (MMP-2, MMP-9) - by zymography method. Results: patients, which were treated
with schemes included nadroparine calcium, have been divided into 2 groups: with low levels of

. generation speed of O2. by neutrophils (1,8020,5 nmol/17103 cells?min} and platelets (1,5+0,2} and

high ltevels (8,0£3,2 and 3,5+0,75, respectively). On an indicator of generating speed of NOo by iNOS
patients divided into 2 groups too: with low levels 2,86 + 0,59 nmol/1?106 cells?min by neutrophils and
3,56+0,75 by platelets and with high levels 168,1 + 27,5 and 22,5+1,4 respectively. Patients which
stabilised NAD{P}H-oxidase and iNOS activity after treatment also have low (control) MMP-2,-9 vaiues
{0,25+0,10 mkg/ml). Effects of heparin on neutrophils and platelets activity were less expressed and
unstable. 3-year survival rate in patients with stabilized activity of neutrophils and platelets was 100%.
Conclusions: 02., NOo and MMP-2,-3 generation by neutrophils and platelets is an indicator of
thromboembolitic complications risks, and stabilization their activity decreases probability of
thrombogenesis and correlate with longer term without the recurrent.
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Recurrent retcal cancer

K. lvanov ™, V. Ignatov ', N. Kolev ', A. Tonev

"Medical University of Varna, Varna, Bulgaria

For patients with recurrent rectal cancer, the only hope of cure requires a coordinated multidisciplinary
approach to treatment. In general, chemotherapy, extensive surgery, and the use of directed IOCT seem
to improve local control and survival. Surgery in these patients carries a higher morbidity rate than
surgery for primary rectal cancer, but one that is acceptable in appropriately selected patients. Before
proceeding with multimodal therapy, patients should be thoroughly evaluated for the presence of
disseminated extrapelvic or metastatic disease, which would, in most instances, preclude a curative
operation. Experience indicates that isolated anterior or posterior fixation of the tumor does not preclude
a curative resection. In these cases, en bloc resection of involved organs or bony structures can result in
resection with negative margins. However, tumors fixed to the lateral pelvic sidewall, fixed at multiple
points, or fixed circumferentially are often unresectable or incurable. Available data from many
institutions indicates that multimodal therapy for recurrent rectal cancer results in better local controt and
higher survival rates than palliative therapy.
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introduction: Patient survival rate from colorectal cancer in the last few decades, the overall five-year
survival rate remains at 40 to 45 percent. Surgical resection is the mainstay of treatment for colorectal
cancer. We used as markers p-53, MUC-2, Ki-67, VEGF, Bax, Bci-2, Stat, MMP2, which could describe
all the stages -of carcinogenesis. Aim: To clarify the usefulness of immunohistochemical molecular
markers in predicting the metastatic potential and tumor behavior of colorectal cancer. Material and
methods: We evaluate the expression of those markers in group of 72 patients with colorectal carcinoma.
We observed the relations between: 1) type of operation; 2) histological type; 3) clinical stage; 4)
individual risk index (IRl), based on evaluated expression of tumor markers. Results: Achieving 100%
successful rate in our study, we statistically analyzed the data received from marker's expression. Based
upon that, we calculated an IRI for every patient and divided the patients in 3 groups. A Group A, formed
by 28 (38%) patients, which are with {ow clinical stage and worse molecular prognosis. A Group B,
formed by 20 (27%) of patients had low tumor aggression and Il or IV clinical stage and Group C,
formed by the other 26 {35%) of the patients where is a correlation between the molecular and clinical
stage prognosis. Conclusion: Multivariate analysis revealed that the 1RI is independent prognostic factor
for the tumor outcome. Analysis of a combination of immunohistochemical molecular markers with the
conventional diagnostic methods for colorectal cancer allows better prediction of the patients’ prognosis.
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Combmed method of regionl staging of retcal cancer
V ignatov ™, K. Ivanov ', N. Kolev ', A. Tonev

'Medical Umvers;iy of Varna Varna, Bulgaria

‘Aim: To apply the both methods of endorectal ultrasonography and intraoperative endoscopuc sentinel

lymph node mapping | n patients with rectal cancer In orderto contribute exact regional staging of rectal
cancer. Method: We performed intraoperative endoscopic sentinel lymph node mapping in addition to
endorectal ultrasonography in 322 patients with rectal cancer who underwent radical sphincter spearing
operations over a period of 7 years. Results: We achieved a sensitivity of 83% and N stage specificity of
87% while for intraoperative sentinel lymph node mapping we achieved sensitivity of 97% and specificity
of 80%-100%. Conclusion: The simultaneous application of both methods in patients with rectal cancer
results in the development of new diagnostic approach with sensitivity and specificity higher than the
recorded of the aforementioned methods alone.
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Randomized controlled trial to assess feasibility and efficacy of CO2 insufflation during
colonoscopy in moderate and deep sedated patients.

S Riss '*, B. Akan , B. Mikola 2, E. Rieder ', J. Kamer-Hanusch ', D, Dlrlea M. Mittibock ® F. Weiser ?
Medfca/ Un:vers:ty of Vienna, Department of Surgery, Vienna, Austrfa Endoscop;c Center, Vienna,
Austria *Medical University of Vienna, Department of Core Unit for Medical Statistics and Informatics,
Vierma, Austria )
Introduction: The study was designed to assess the feasibility and efficacy of CO2 during and after
celonoscopy in moderate and deep sedated patients. The secondary endpoint was to evaluate whether
CO2 is able to enhance patient’s compliance to undergo colonic cancer screening. Patients and
methods: Three-hundred consecutive patients allocated for colonoscopy were randomly assigned to
either CO2 or air insufflation. Patients were titrated to a level of deep sedation by propofol alone or to
moderate sedation when combined with midazolam. Postinterventional pain and satisfaction were
registered by a visual analogue scale (VAS). Colonic cancer screening compliance was questioned
separately. Results: CO2 insufflation was used in 157 patients, whereas in 143 patients conventional air
was applied during colonoscopy. Both groups were comparable inregard to age, sex and BMI. Neither
major nor minor complications were observed. Pain-sensation was significantly iower in the CO2 group
15 minutes, 30 minutes as well as 6 hours after colonoscopy (p<0.01). Twelve hours after endoscopy no
difference was observed. In contrast, satisfaction level did not show any significant difference. Voluntary
colonic cancer screening seemed not to beinfluenced by the type of insufflation gas. Conclusions: CO2
insufflation in deep and moderated sedated patients during colonoscopy has no impact on patient’s
satisfaction and voluntary colonic cancer screening. However, the use of CO2 insufflation significantly
diminishes abdominal pain after colonoscopy.
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Background: In accordance with the literature the results of anal sphincter construction after total
removal of anal canal are poor in the cases when local muscle flaps are used without any outer
electrical stimulator. Methods: The most popular muscle flaps to construct a neosphincter are the gracilis
and the gluteus maximus muscie. To make a sphincter equivalent innervation to these muscles an
anastomosis can be made between the external anal sphincter’s motor nerve and the chosen muscle’s
own motor nerve. Experimental animal studies show that a continent anal sphincter can be constructed
by using free muscle flaps . Resulis:To evaluate the technical parts and results of the two methods
mentioned above a significant difference can be realized in connection with the duration of nerve
regeneration. }t is too long in the cases of local muscle flaps and this is the reason why the muscle has
been losing most of its volume by the time when the nerve regeneration process reaches the muscle.
As compared to the local flaps, when free muscle flaps are applied, the distance between the nerve
anastomosis and the muscle is remarkably shorter. A much shorter regeneration time can be realized
and the muscle’s volume loss is irrelevant. Conclusion:We are planning to construct a neo-sphincter by
using an innervated free gracilis muscle flap around a perianal colostoma.
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Abstract : : '
"AIM: The latest hepatxc surgical strateg es enab\e iver resecttons to be per—
formed on a larger number of patients, \mprovmg the survival rate. '
The aim of this study was to analyse early results of opera’uve treatment of
the patients with the liver metastases of colorectal carcinoma.
MATERIAL AND METHODS: For one year period between 2008 and 2009
data were prospectively collected on 56 patients with cokorectalb liver me-
tastases. The multicentral trial was done in common with Dipartamento dei :
Trapianti U.0. Di Chi irurgia e Trapianti di Fegato A.O. Niguarda Ca’ Granda,.
‘Milano Italy and University hoqmtai “St. Mraina” - Varna Bulgaria . Dlagnos—
tic nprotocol further included color Doppler ultrasonography of the hver and
port system, as well as spiral computed tomography. :
RESULTS: of All the patients 22 (40%) were indi cated for the liver resectlon
In 20 (90%) of them it was performed successfully. 4 (20%‘) of patients who
underwent liver resection were in H1, 16 (80%) were in H2. Liver resection -
was done using CUSA. There were 75% of anatomical liver resections and
25% of atypical resections. In 31.1% of the operated pati ients we made re-
section on up to two segments of the liver and in 30.3% we made resection
of three segments. In 30% of the cases we used a technigue of liver vas-
cular isolation. In 100% of operated patients were transfused. On average,
500 mi of blood was transfused. Of the total n'urhber‘ of resections, 90% was
of the type RO, 10% of the type R1. An average duration of postoperative
j hospxtahzatson was 12 da\/s Operat\ve morbidity rate was 5%.
CONCLUSION: Anatomic liver resection including selective vascular hepatic
excision by the use of an CUSA scalpel and operative blood transfusion is
considered to be efficient and secure method for the reduct ion of i ntraopera—
tive and ;zostoperatxve comphcat ons rendermg good surgica results.
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Conclusion: However, serious complications can occur and therelore o earedul
selection of patients is of utmost importance. The importimee of weight lor s ind
resutts of conventional treatment will be discussed in fulure

Abstracts’ Keywords: BARIATRIC SURGERY, OBESITY
E-mail Address: teraton@abv.bg

Kolev N, A. Tonev, K. lvanov, V. Ignatov, G. lvanov, G. Haralanova
University Hospital ,St. Marina®, Varna, Bulgaria

Purpose: Malnutrition is well-recognized as a potential cause of increased morbidity
and mortalily in surgical patients; however, enteral and parenteral nutritional support
given pre- and postoperatively have been shown to decrease these rates. We
conducted a prospective study to assess the short-term efficacy of oral dietary
supplementation in mainourished patients undergoing major abdominal surgery.
Methods: 112 patients (71 oncological and 41 non-oncological) undergoing
abdominal surgery were divided according to nutritional risk index into borderling,
moderately, and severely malnourished categories. The patients in each category
were randomly divided into a freatment group {80 patients) and a control group {42
patients). Treatment group patients were given an oral sip feed containing 500
kcal of energy and 16.68 g of protein in addition to their daily oral intake.
Results: The supplemented feeds were well tolerated and the total caloric and
protein intake in the treatment group was significantly higher than in the control
group, at 1798 vs 1182 kcal (P < 0.01), protein 55.71 vs 39.48 g (P < 0.01),
respectively. Weight loss in the severely malnourished patients was significantly
less in the treatrnent group than in the control group, at 2.15 vs 4.6 kg (P < 0.001},
respectively. Complications developed in 15 of the 80 treatment group patients
and in 13 of the 42 controf group patients, ,
Conclusions: Patients with severe malnutrition are likely to develop large energy
deficits postoperatively, resuiting in loss of body mass and a higher incidence of
infective complications. Oral nutritional supplements are well tolerated by these
patients, and help to improve their energy and routine intake and reduce the risk of
complications. A limitation for targeted nutritional support is the lack of a
standardised, validated definition of nutritional depletion.

Abstract's Keywords: NUTRITION , SURGICAL, "P/—\TIENTS
E-mail Address: teraton@abv.bg
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socio-demographic characteristics, anthropometric measurements, LBP, medical,
reproductive history, health status and menopausal status. The women completed
questionnaires for identifying pain severity, depression and anxiety.

Results: In 2008 38.5% of the investigated women reported LBP with recovery within
a month or recurrent or continuous pain during the preceding 12 months. For
menopausal women only, those with higher body mass index, waist circumference
and hip circumference showed an increased prevalence of LBP. Among all weight-
related factors, only waist circumference was related to LBP. For menopausal women,
the odds ratios of LBP were 1.2 (95% confidence interval: 0.8, 1.8} for a waist
circumference of 80-87.9 cm and 1.8 ( 95% confidence interval: 1.0, 3.2) for a waist
circumference of > 88 cm compared with a waist circumference of < 80 cm.
Conclusions: The prevalence of pain is higher among obese postmenopausal
women compared o thmr nnrmzil weight peers We found that in a population of
postmenopausal womern the abdominal obesity might increase the risk of LBP.

Abstracts’ Keywords: | ow back paumn, obesity, postmenopausal women
E-mail Address: vicnikolovaoyahoo com
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BARIATRIC SURGERY OF OBESITY

Tonev A N Kaolev, K. lvanov, V. Ignatov, Sh. Shterev, G lviinov
University Hospotal ,5t. Marina®, Varna, Bulgaria

Background: More than 30% of the Bulgarian population are overweight (body
mass index (BMI) > 25 and < 30 kg/m¥) and up 1o 3t are obese (BMI > or = 30
kg/m#. The overweight and obesity may become endermic, p. irticularly because of
increasing the nutrition levels and decreasing n physical exancise Insulin resistance,
type 2 diabetes, dyslipidemia, hypertension, (:holeml u;n;is,, certaun forms of cancer,
steatosis hepatis, gastroesophageal reflix, obstructive sleep apnea are all
associated with overweight and obesity The endonuce extent of overweight and
obesity with its associated comorbiditios has led to the development of therapies
aimed at weight loss.

Material and method: The long-term elfects of diet, exercise, and medical therapy
on weight are relatively poor and are dependent from the psychological profile of
the individual. Despite of the rosulls shown in waeight reduction control, bariatric
surgery is the most effective long-torm treatinent for obesity with the greatest
chances for resolution of obesity-associaled comphcations. Qur maternial includes
10 patients, operated for extreme obesily (BMI over 40) with concomitant pbesnty
redated conditions after fnilure of conventonal trentmaent

Resulls: We analyse the short and long term results from the surgical treatment
and propose indications tor indergomg banatne surgery. Our evidence shows that
bariatric surgery for severe obenily 15 not associated with mortality.
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BULGARIAN EXPERIENCE IN FAST 1RACK SURGERY

Kolev N., A. Tonev, K. lvanov, V. Ignatov, G. Ivanov, GG. Haralanova, L. Panayotova

BACKGROUND & AIMS: A fast-track program is a multimodal approach for patients
undergoing general surgery that combines stringent regimens of perioperative care
(fluid restriction, optimized analgesia, forced mobilization, and early oral feeding) to
reduce perioperative morbidity, hospital stay, and cost. We investigated the impact of
a fast-track protocol on postoperative morbidity in patients after general surgery.
METHODS: A randomized trial of patients in 2 surgical divisions in Bulgarian
University Hospital “St. Marina” included 158 patients undergoing elective major
abdominal surgery who were assigned to either a fast-track program or standard
care. The primary end point was the 30-day complication rate. Secondary end points
were severity of complications, hospital stay, and compliance with the fast-track
protocol.

RESULTS: The fast-track protocol significantly decreased the number of
complications (15 of 74 in the fast-track group vs 36 of 72 in the standard care
group;, resulting in shorter hospital stays (median, 5 days; range, 2-30 vs 9 days,
respectively; range, 6-30). There was a trend toward less severe complications in the
fast-track group. A multiple logistic regression analysis revealed fluid administration
greater than the restriction limits and a nonfunctioning epidural analgesia as
independent predictors of postoperative complications.

CONCLUSIONS: The fast-track program reduces the rate of postoperative
complications and length of hospital stay and should be considered as standard care.
Fluid restriction and an effective epidural analgesia are the key factors that determine
outcome of the fast-track program.
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SURGERY & ORTHOPEDICS SECTION 127

I
CYSTIC LIVER LESIONS

G Ivanov, G Haralanova, A. Tonev, N. Kolev, V. Ignatov, K. Ivanov

Most of the liver cysts are asymptomatic. Sonographic and pathological data suggest
an overall incidence of 0.1%-0.14% in the general population. 4.7% of all abdominal
ultrasound examination reveal a cystic lesion of the liver.

Prognosis of cystic liver lesions depend on their etiology: Simple, solitary cysts and
posttraumnatic liver cysts have an excellent prognosis. Inflammatory cysts and
cystadenomas are, if not treated correctly, bound to relapse. In addition, cystobiliary
communications with biliary leakage or fistulae are found in one third of inflammatory
cysts close to the hilum and secondary development of cytadenomas into
cystadenocarcinomas have been reported . Cystadenocarcinomas and solid neoplasms
with secondary cystic degeneration have a sinister prognosis.

Email: ghivanovi@aby.bg




SURGERY & ORTHOPEDICS SECTION 13’!

i
OGILVIE SYNDROME - A CASE REPORT

G Haralanova; G Ivanoy; A. Tonev; N. Kolev; doc. V. Ignatov; prof. K.Ivanov
Deptt. Of Surgery, MU-Varna '

Ogilvie syndrome, or acute colonic pseudo-obstruction (ACPO), is a clinical disorder
with the signs, symptoms, and radiographic appearance of an acute large bowel
obstruction with no evidence of distal colonic obstruction. The other name of this
disease is an acute non-toxic megacolon. The colon may become massively dilated;
if not decompressed, the patient risks perforation, peritonitis, and death. The acute
state has to be discerned immediatelly and treated adequately. The conservative
tactics includes naso-gastric drainage, resustitation the homeostasis and stimulation
the colonic peristalsis. The aggressive behavior includes an operative treatment
(resection) or colonoscopic decompression. Some authors report for considerable
rising in the frequency of the cases in postoperative period in some abdominal
diseases. That’s why they think that Ogilvie syndrome is a postoperative disease.
We present a case of the practice — an operated man with acute colonic pseudo —
obstruction (ACPO) involving acute colonic ischaemia with necrosis.

Yemail: galinahr@mail bg



VIRTUAL COLONOSCOPY

Kolev N., A. Tonev, V. Ignatov, K. Ivanov, G. Ivanov

OBJECTIVE: Virtual colonoscopy (VC)/CT colonography has advantages over the well-
documented limitations of colonoscopy/barium enema. We aimed to evaluate the ability of VC to
assess the large bowel, in patients with clinical signs of colorectal cancer (CRC).

METHOD: We studied 112 patients (74 males, mean age 57.2 years). After bowel preparation,
VC was undertaken using colonic insufflations and 3D-spiral CT acquisition by Dual Source CT
was done. Direct comparison was made with CC, performed by surgeon-endoscopist.

RESULTS: Virtual colonoscopy visualized the caecum in all cases. Three (3.33%) VCs were
classified as inadequate owing to poor distension/faecal residue. Ultimately, 44 patients had
normal findings, 44 had diverticular disease, 11 had inflammatory bowel disease, 18 had cancers,
and 24 patients had 42 polyps. VC identified 19 cancers-a sensitivity and specificity of 100% and
99.2% respectively. For detecting polyps > 10 mm, VC had a sensitivity and specificity (per
patient) of 91% and 99.2% respectively. VO identified four polyps proximal to stenosing
carcinomas and cxtracolonic malignancies in nine patienis (6%). In 68 of the patients is
underwent conventional colonoscopy for histological verification. No procedural complications
occurred with either investigation.

CONCLUSION: We used virtual colonoscopy as screening method for primary finding and
indication for couventional colonoscopy. In 48% of the patients the conventional colonoscopy
gives final diagnostic verification and in 28% of the patients converses to a therapeutic
procedure. The testing of virtual colonoscopy as surveillance method is coming ahead in the
future.
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OCTBHP HEKPOTHYEH HAHKPEATHUT
Anann3 Ha GoJIHM 32 AeceTroMIlLeH MePHO

P. Mag:xos, UBanos K., Hruaros B., boxkor B., Koaes H.

H3non3sany cbKpallieHusg:

Or11 - OCTBp NAHKpeaTHuT

HI1 ~ HEKPOTHYEH NAHKPeaTuT
NA - naHKkpeatHyeH abouec
KT - komnoTspHa Tomorpadus
KM - ractpounrecTuHaleH

QXN - 00U KIILYEH NPOTOK

EPXII" - enpockorncka perporpajha xonaHruonadkpearorpagus

[Mpe3 nocneanoro aecernnerHe ce oTOENA3BA CHILECTBEH Hanpeabk B pasdu-
PaHeTo 3a MaToPH3HOIOIHATA W LAJNOCTHATA AHATHOCTHUHO-TEpaneBTHYHA CTpaTe-
rus npy nauuenTHre ¢ Octbp nankpeatut (OI1). B koHTpacT Ha paHHaTa XHpYpru4-
Ha MHTEPBEHLMS B MHHANOTO, NOHACTOSLLEM € HANTMLE W3pa3eHa TeHACHLHUA KbM HH-
TEH3MBHO JIeYEHHE B HAYANHUTE MEPHOH, N0- KOHCEPBATUBEH NOAXOA W/WIIA MUHH-
WHBa3HBHH NPOUEIYPH.

JHec no — rosmara 4acT OT NALMEHTHTE NPEXKHUBIBAT IMbpBaTta ¢asa Ha TeX-
KHMs NaHkpeaTHT OarogapeHye Ha 3HAYMTETHMA HANPEAbK B MHTEH3MBHOTO Jieue-
Hue. Tosa 0baue BOAM A0 YBENHYABAHE W HA PHCKA OT Pa3sBHTHETO HA KbCEH CENCHC
H YCIIOKHEHH.

KnnHnuHoTo nipotHuaHe Ha OcTpus NaHKpeaTuT Bapupa oOT JIeKH, OTOUHH 110
TEKKH HEKPOTHYHU dopmu (15 -25% OT BCHUKHM 110 JIMTEPaTypHH AaHHH).

Texecrra va Oll e cebp3ana ¢:

v' JInbepaumaTa Ha BA30aKTHBHM M TOKCHYHY CyOCTaHUMN;
v' Pazsutuero Ha cucTemHa nonuopranHa (6enoapotHa, ChpaeuHo-CbA0Ba U O1bO-
peHa) HEAOCTATLYHOCT;
v O6eMbT Ha HEKPOTHUHHA [IPOLEC — NAaHKPeaTHYHa NApeHXUMHa HEKPO3a W/Win
MacTHO-TBKaHHA HEKPO3a B PETPONEPUTOHEANHOTO NPOCTPAHCTBO;
v' Baktepuannara koHTamuHauus (abcuecn, ¢erMoHu, NCeBlOKHCTH U ducTy-
JIH).

OCHOBHHTE puckosy gaxmopu onpeensiiyi He3aBUCUMO €IHH OT Apyr
M3X0Ja OT TEXKHTE HEKPOTHYHH POPMH HA NMAHKPEATHT ca:

- PAHHOTO Pa3BUTHE HA MYJITHOPraHHA HEAOCTATBLHYHOCT;

- pa3mepBbT Ha Hekpo3zara (> 50% );

- uHdekTpaHeTo Ha Hekposara (40 no 70% ot 6onnute ¢ HIT).

Texxkute GOpMH Ha OCTHP NAHKPEATHT CE PA3BHBAT HaR-4eCTO B ABE (a3H:
m  [IbpsuTe IBE ceMUUM Ce XapakTepH3upar ¢ pa3suTHeTo Ha SIRS u cbn-
POBOZIEHO OT: MNIEBPONYIMOHANHH, ChPAEYHO-CHAOBH H OBOPEUHH yCIOXK-
HEHHA.
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Abstract:

BACKGROUND: Hernia of anterior abdominal wall are frequent pathclogies in surgi-
cal practice. Laparoscopic hernia repair may be an aiternative to open mesh repair
because it avoids a large abdominal incision, and that reduces pain and hospital stay.
AIM: We report our one year experience, in first clinic of surgery, "St. Marina” Univer-
sity hospital, Varna, on laparoscopic hernioplasty using the intraperitoneal onlay mesh
repair in 26 patients. MATERIAL AND METHOD: 10 patients had an inguinai hernia, 3
of which were bilateral. In 2 of the patients hernia was recurrent. 10 patients had an
umbilical hernia and 6 - paraumbilical hernia. The hernia repair was performed by
using a mesh. The prostheses were fixed with titanium spiral tacks - Protack, Auto
Suture- EndoHernia. RESULTS: No intraoperative complications occurred and no con-
version was necessary. Average operating time was 52 minutes. We observe two minor
postoperative complications - seromas. Three patients needed analgesics after the
first 24 hours. Mean hospital stay was 36 hours - minimum of 24 and a maximum of 76
hours. CONCLUSIONS: The results of our experience indicate that the Intraperitoneal
onlay mesh repair may be a feasible, effective procedure in the treatment of hernias.
It shows fewer complications and shorter hospital stays, and possibly a shorter surgi-
cal time. However the limited series and the short follow-up ask for randomized pro-
spective long-term studies to definitely ascertain the true incidence of recurrence and
therefore the effectiveness of this attractive procedure.

Keywords: hernia, laparoscopic, mesh
Contact authors at: ghivanov@abv.bg
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Abstract:

BACKGROUND The hiatus hernia term refers to conditions in which elements of the
abdominal cavity hernjated into the mediastinum. The most widely used classification
recognizes four types of hiatus hernia. Most patients with clinically significant reflux
have a hiatal sliding hernia. The gastro esophageal reflux may lead to esophagitis, ul-
cerations, and Barrett’s esophagus. AIM The aim of this report is to define the medical
condition described as hiatus hernia, with its varieties and consequences - the Gastro
Esophageal Reflux Disease (GERD) and to compare results from open angd laparoscopic
approach of treatment. METHODS We analyze retrospectively 84 consecutive patients,
treated for presence of hiatal hernia in Department of Surgery, University hospital “St.
Marina” from 2001 to 2009. They all were evaluated by barium swallow, 24h pH moni-
toring, endoscopy with biopsy. The medical treatment involves conservative and surgi-
cal methods. RESULTS In O years period 84 operations are performed. The reviewed
patients were as follows: 58 female patients with mean age 46, and 26 male with
mean age 54. From 2001 till late spring of 2005 the open procedure is preferred — 18
open procedures, After that, the laparoscopic procedure is made by choice - 66 laparo-
scopically performed operations, the open manner is only performed if complications
had occurred during a laparoscopically started procedures. We report the short and
leng term result from patient’s treatment. CONCLUSION The open and laparoscopical
approaches for the treatment of hiatal hernia propose similar resuits. Our clinic adopt
the Nissen-Rossety fundoplication procedure for the both approaches with advantage
of the mini-invasive one who is characterized with lower incidence of incisional hernias
and lower need of reoperations and dilatations. The laparoscopic fundoplication has
become the gold standard for treatment of hiatus hernia of the clinic.

Keywords: Hiatal hernia; open - aparoscopic approach
Contact authors at: julia.kalcheva@gmail.com
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OUR EXPERIENCE IN LAPAROSCOPIC ADRENALECTOMY
N. Kolev, V. Ignatov, A. Tonev, G. Ivanov, A. Zlatarov, T. Kirilova, V. Bojkov, and K. Ivanov
Department of General and Operative Surgery
Medical university of Varna

BACKGROUND:

Laparoscopic adrenalectomy (LA) has become the procedure of choice to treat functioning and
non-functioning adrenal tumours. With improving experience, large adrenal tumours (> 5 cm) are
being successfully tackled by laparoscopy.

MATERIALS AND METHODS:

Thiry-eight laparoscopic adrenalectomies was performed for adrenal lesions during the period
2006 to 2012 were reviewed.

RESULTS:

A total of 35 laparoscopic adrenalectomies were done in 32 patients. The mean tumour size was
5.03 cm (2-11 cm). Four patients had tumour size more than 8 cm. The lesions were localised on
the right side in 17 patients and on the left side in 15 patients with bilateral tumours in 3 patients.
Functioning tumours were present in 32 of the 46 patients. The average blood loss was 112 ml
(range 20-400 ml) with the mean operating time being 144 min (range 45 to 270 min). Three
patients underwent conversion to open procedure. Three of the 32 patients (9.52%) on final
histology had malignant tumours.

CONCLUSION:

LA is safe and feasible for large adrenal lesions. Mere size should not be considered as a
contraindication to laparoscopic approach in large adrenal masses. Graded approach, good
preoperative assessment, team work and adherence to anatomical and surgical principles are the
key to success.
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YKL-40- A NEW DIAGNOSTIC BIOMARKER FOR BENIGN BREAST
DISEASES AND BREAST CANCER

V.Uzunova (1), G.Paskalev (1), M.Kazakova (3), E.Poryazova (2), K.Murdjev (1),
A.Uchikov (1), A.lankulov (1), V.Sarafian (3), D.Manolova (5), A.Paskaleva (4),
B.Hadjiev (1)

Clinic of Thoracic and Abdominal Surgery (1), Department of Common and
Clinical Pathology (2), Department of Biology (3), Clinic of Dermatologic and
Veneric Diseases (4) , Department of Diagnostic Imaging (5)

Benign breast diseases encompass a wide spectrum of
lesions, which raise a lot of questions about their
classification, diagnosis, prognosis and surgical treatment.
The aim of this study is to measure the serum level of YKL-
40 in cases of different groups of benign breast diseases,
to compare it to the level of healthy women as well as to
those with breast cancer and to examine its tissue expression
after surgical treatment. We use it as a diagnostic marker
and as a criterion for differential diagnosis.

Forty nine (49) patients with benign breast diseases and

twenty (20) patients with breast cancer were examined. All
of them had their serum level of YKL-40 measured
preoperatively and its tissue expression examined
immunohystochemically after the surgical intervention.
There were significant differences in both concentration and
tissue expression of this marker in patients with different
groups of benign breast diseases and breast cancer. YKL-
40 can be an important biomarker in the diagnosis and
differential diagnosis of breast diseases.

Key words: breast, YKL-40, benign diseases, biomarker
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INVESTIGATION OF SOME IMMUNOHYSTOCHEMICAL INDICATORS IN
BENIGN SURGICAL DISEASES OF THE BREAST
V.Uzunoval; E.Poryazova2; G.Paskalevl; Z.Zapryanov2; K.Murdjevl;

A.Yankulovl

Clinic of Thoracic and Abdominal Surgery 1, Department of Common and
Clinical Pathology 2, Medical University — Plovdiv

Benign breast diseases are a big group of lesions affecting
women of all ages from puberty to old age. Some of them
have the potential to become malignant in a different period
of time. In this article we investigate the
immunohystochemical expression of E-kadherin and p-63 in
patients who underwent surgery in our clinic. The lesions
were of different subgroups of benign diseases. The
expressions of the above mentioned markers can be of use
as a criterion for early diagnosis and surgical treatment of
the lesions before they have eventually become malignant.
We investigated 45 women of the three subtypes of benign
diseases — nonproliferative, proliferative without atypia and

proliferative with atypia (the so called premalignant
diseases). We compared the expression of E-kadherin and
p-63 with their expression in patients with breast cancer and
a control group of women. We used the results of
immunohystochemical analysis of these markers, together
with other clinical features, as a criterion for dividing the
patients in groups of high-risk and no-risk of subsequent
breast cancer.

We believe that the analysis of the expression of E-kadherin
and p-63 will contribute to earlier diagnosis of breast cancer
and its timely surgical treatment.

Key words: E-kadherin, p-63, benign breast diseases
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PERITONEAL METASTASES IN COLORECTAL CANCER

Ivanov K., V. Ignatov, N. Kolev, A. Tonev, G. Ivanov

Department of General and Operative Surgery, University Hospital “St. Marina”,
Varna, Bulgaria

The peritoneal surface is affected in 10%-15% (synchronous 20%-25% of the patients with recurrence (metachronous
metastases) of the patients with colorectal cancer and in metastases). (1) The peritoneal metastases take the second

4 / JofIMAB; Issue: 2010, vol. 16, book 14/



place after the hepatic metastases from colorectal cancer.
The peritoneal metastases develop after direct implantation
of cancer cells by one of the following mechanisms: 1)
spontaneous intraperitoneal dissemination of cancer cells
from T4 colorectal cancer invasion of the serosa; 2)
extravasation of cancer cells after colon perforation due to
obstructing cancer 3) iatrogenic cancer perforation caused
by resection of the colon; 4) dissemination of cancer cells
through the descending venous and lymph vessels during

resection of the colon. In conclusion, the standard
approach in the treatment of patients with peritoneal
metastases is the systematic chemotherapy. Nevertheless
there is evidence that the patients with aggressive cancer
disease benefit from aggressive cytoreductive surgery and
intraperitoneal chemotherapy. Furthermore additional
studies are needed to establish the optimal use of
contemporary aggressive methods in the treatment of
peritoneal carcinomatosis.
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DO WE NEED A CHANGE IN STRATEGY FOR TREATMENT OF IV STAGE
COLO-RECTAL CANCER

Kolev N., A. Tonev, K. Ivanov, V. Ignatov, A. Zlatarov

Department of General and Operative Surgery, University Hospital “St. Marina”

Varna, Bulgaria

Introduction: In the past decades the improvement of
surgical technologies and modern adjuvant therapy lead to
revolutionary changes in multimodal approach in treatment
of liver metastatic lesions from colorectal cancer. The
achieved results are encouraging and the surgeons receive
the opportunity for individual approach to every patient for
maximizing the outcome. “Which approach is suitable for
which patient?” is already not a disputable question. The
classic surgical approach is consist of surgical treatment of
the primary tumor at first place and after that treatment of
liver metastases is commenced. Despite of that in many
patients the metastatic process progresses and obstructs
the sanitation of the primary lesion. Upon this some authors
create strategy, which includes as first step powerful neo-

adjuvant chemotherapy, as second step is commenced
resection of the metastases and as last level — resection of
the primary tumor. According to some authors this inverted
“approach” in the treatment of colorectal cancer leads to
better results in respectability and survival rate. This
approach is indicated in patients with non-obstructive
tumors. In the basis of this “inverted approach” stays the
opinion that the patient dies from the complications,
connected with metastatic disease.

Conclusion: The treatment of liver metastases from
colorectal cancer is a dynamic and continuing process. The
multimodal approach allows building individual strategy in
the treatment every single patient.
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A CASE OF ENCAPSULATED NEUROMA

S. Shtilionova*, P.Drumeva, M. Balabanova, 1. Krasnaliev

Department of dermatology, Department of patology, Medical Univercity, Varna,
Department of dermatology, Medical Univercity, Sofia

Palisaded and encapsulated neuroma is firstly described by
Reed et al. 1972.

This uncommon tumor, usually presents as a solitary mass
on the face of middle-aged patients. It has a fine capsule
fascicles of neurons interwine together. There is palisading

arrangement of the niclei.

We present a case with Palisaded and encapsulated neuroma
in 56 years old male,with nonpainful lesions on the basis of
the nose - right side. In three months it enlarged its diameter.
No other serious systemic diseases are announced.
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JAIMTAPOCKOIICKA UHTEPCOHNHKTEPHA PE3EKIINA

K. Heanos, B. Hruartos, H. KoJsies, A. Toues

[Tvpea knunuxa no xupypaus, MBAJT |, Ce. Mapuna™

BbLBEOEHME: VcTopuuecky pagvkanHata pesekumsa 3a KapUUHOM Ha OUCTanHus pek-
TYyM Ce CBbLP3BA C W3BLPLIBAHETO Ha abaomMuHo-nepuHeanHa pesekuvs. Boeexganeto Ha no-
6nm3kv 0O TymMopa AUCTanHW Pe3eKUMOHHK rpaHnLM, NpunaraHeTo Ha HeoagwwsanTHaTa Tepa-
nyst 1 UHTEP-COUHKTEPHATA PE3EKUMA NPABU BbL3MOXHO U3BBPLUBAHETO HA ChUHKTEpo-3anas-
BalK onepauny npu GONHK C HUCKU pekTandu Tymopu. pes nocnedHoTO agecuTuneTve, 3a-
NoYHA 13 ce NPUNara No-WWpoKo MeToa Ha UHTEPChUHKTEPHATA pesekumrs, Lienaly eaHoBpe-
MEHO COHKTEPO-CLXPAHABAHE ¥ HEKOMITDOMETUPAHE HA OHKONoruyHara paavkanHoct. Cba-
AafeHyn Ca CTaHAAaPTY 38 NPUNOMEHWE Ha8 METOAA, KaTo €8 yTOUHEHW HErOBUTE UHAMKALKUU U
KOHTpavHavkauwy. OTBOPEH 0CTaBa BBMPOCHT Aani yBENVUEHUs AAN Ha MHTepcuHKTepHUTE
pesekyun Wwe gosefie Ao 1- Hamanssare NpoleHTa Ha AP unu 2- HamansiBaHe nNpoueHTa Ha
npegHuTe peszekuuu. C LWMPOKOTC HanaraHe ToTanHara mesopexranHa ekcuusus (TME) [1],
KOHUENUWATA Ha CNEeCUMEH OpPUeHTUpaHa Xupyrus nosee A0 noacBpsBade Ha pesynartute o
CNEepaTUBHOTO Ne4YeHie Ha pekranHua pak. [2]. TexHnueckure nocTuxerHus s obnacTTa Ha xu-
DYRrUYHMS UHCTPYMEHTAPKYM JoBeae 110 NPOMEHY BbB BUCOYHATA Ha pedekuns. [3] Heobxo-
AMMOTO OTCTOAKKe moxe aa Gvae HamaneHo go 1 oM or Tymopa.[4] Beneacteue Ha Toea
NPoBnemMyn KaTo KAYeCTBOTO HA XMBOT K CEKCyanHaTa akTUBHOCT W3/1A30Xa Ha NpejeH nraH,
KaTO HANW4MeTo WK OTCHCTBUETO Ha AeUHWTMBHA KOMNOCTOMA Ceé onpefenst Karo OCHOBEH
chakTop, BNUSIEL BEPXY KAYECTBOTO Ha XUBOT cnopea noseveTo astopu[5]. YecroTata Ha ab-
AOMEHO-NepUHeanHa pe3ekuns ce uaeHTUUUMPa KaTo He3aRMCUM MapKep 3a KauecTBoO Ha
MUBOT Cied ONepaTUBHO NevyeHne Ha BOMHKU C HUCHK pak Ha pekTymMa.[6] Passutueto Ha MeTo-
AvTe 3a pecTopaTUBHa XUPYRIUS NPY Pak HA PEKTYMa C eKCUM3Wst Ha 4acT unv uerms CchuH-
KTEPEH anapaT, NbPBOHAYANHC NPUNOXEHU Npyu BOMHY ¢ Bb3nanuTenHy sabonasaHua Ha uep-
BaTa, [7] ¥ PEKOHCTPYKUMATA YPE3 PBUHA KOMO-aHanHa aHcToMOo3a PaswupsBaTt UHaMKauuiTe
3a npunarade Ha pesekuny cbC 3analsaHe HopManHuus NeT Ha aedekauus. OT apyra cTpaHa
NpUNaraHeTo Ha MUHU-MHBA3WBHU, NAMAPOCKONCKY METOAW METOAM NPY ONEPaTUBHO NedeHus
Ha Kono-pexTaneH pak nofobpsasa cnegonepaTMBHOTO BhacTaHoBsBaHe Be3 Aa KoMNpoMeTUpa
HYHKUMOHANMHUTE U OHKONOMMYHI PE3YNTATH, KaTO TOBA € AOKa38HO B FoMsaMO KONWYECTBO NPo-
yyBaHus, nybnukyBaru npes nocneanute 5 roaunn.[54] Ceapnanenn ca crangaptyv 3a npuno-
KEHVE HE METOMA KaTO Ca YTOMHEHM HEroBUTE UHAMKALMK U KoHTpanHaukauun. OTBopeH ocra-
Ba BBNPOCHT Aamni yBENMMHEHNS AN Ha UHTEPCHUHKTEPHITE pesekuun e fgosege Ao: 1- Ha-
Manssane npougHTa Ha AMNP vnu 2- namanseade NpoueHTa Ha npeaduTe pesexkuny. Pesyna-
TUTE Ha Peaulia aBTopy NOKA3BAT CUTYPHOCT U HAAEXIHOCT NPU NpUNaraHeTo Ha nanapocxon-
CKa pesexuus w nanapockoncka ekcrupriauus. KombunupaHeTo Ha aBara noAxopa — uHTep-
ChUHTEpPHA Pe3eKUUS ChC MUHWU-UHBA3NWBEH, NAnapockoncky noaxon 6v goseno Ao Hamansea-
HE Ha NPOUEHTHOTO ChoTHOWweHWe Ha AP ¢ no-Bbp3o sw3cTaHoBsAHe Ha BonHuTe B Ccnedone-
patvBHUAT nepuon. [55]

MNocTaeuxme cu 3a yen [a YCTaHOBWUM KAKBW [10Ka3aTeNncrea 3a NpunoXxuMocTTa Ha Me-
Tofla Ha uHTep-chuHKTEpHa pesexuus. Mpeanarame KOMBUHUPAHETO My C NANapOCKONCKM
AOCThA, KaTO AOKNaaBame Hawvs OnuT.

METO[: B pocrbnHara nurepaTypu HaMEepuxXme CUrypHun fokasarencrsa 3a [Npunoxe-
HWAT OT HAc MeToa Ha nanapockoncka NCP nobass MUHUNHBAINBHOCT KbM BCYHKY NONOXM-
TENHW Ka4eCTBa Ha KoHBeHUKoHanHara UCP.

Mupuxkauuu: OcHosHA vHaKKAUMA 3a npunaraHe Ha meroga Ha WCP npw paguxkanHo
NEYeHNE Ha HUCHK paK Ha PeKTyMa e HamvpaHeTo Ha BanaHca Mexay CHKOMOTMYHUTE n dyH-
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MYJTUMOJIAJIEH OAXO/ ITPA IV CTAJIAI HA
KOJIOPEKTAJIEH PAK - NOTJIEJJA HA XUPYPTI'A.

K. UBanos, H. Kones, B. Hruaros, A. Toues, A. 3narapos

Vuusepcumemcra bommuya ,, Ce. Mapuna”, I-ea Knunuxa no xupypeus.

Bueegenue: B nocrnegnnTte roanHn nogobpenara Ha XUpyprdHa TexHuka v MogepHa
afioBaHTHa Tepanus AOBeAE A0 DEeBOMOUMOHHU MOPMEHW B MYNTUMOZANHUA MOAXOH 338
neyedneTo Ha BonHu B IV CcTagwi komopekTanew pak. [locTurHaTuTe peaynTaTtu ca
oKypaxasauln ¥ Xupyps3uTe nonydaBaT BL3MOXKHOCTTA 33 WHAMBUOYANEH NOAX04 Chpame
BCEKW NauuneHT 3a nogobpsisaHe Ha peaynrature. Koe e Hail-gobpoTo 3a To3u nauneHT” Beve
He BLApoC Bea OTroBop. KnacuueCkusiT NOAXOA €& CLCTOM OT XUPYDIUYHO NEevYeHWe Ha
MHPBUYHUS TYMOD Ha MHPBO MACTO ¥ NOCNeARallo NeveHe Ha MmeTacTtaanTte. Bunpekn ToBa B
MHOO Criydau MeTacTudHKU Npouec nporpecupa v 3artpynHsasa CanupaHeTo Ha MbpBudHaTa
neaus. BbB BPb3KA C TOBA HAKOW ABTOPW ChL3OABAT CTPATerusi, KOATO BKIMOUBA KaTo Nbpea
CTbMNKa arpecuBHa HEOaZBaHTHA XMMMOTEpanUsa, KaTo BTOpa CTbiika ce 06ChKha pe3eKuus
H& METACTA3UTE U Ha NOCNEAHO MSACTO PEIEKUUS HA NbpBUYHMS Tymop, Cnopes HSKou aBTopu
Taan KOHBEPCUR B cTpaTterusita Ha nededue Ha IV craguit KonopekTaned paxk Boau go no-
AoBpu pesyntaTv NO OTHOLWEHWE Ha pe3ekTabunHOCT #u npexuBseMocT. To3u noaxod e
NoKasaH NPy NauueHTn ¢ HeobBCTPYKTUMBHM upesHW Tymopu. Ha ocHosaTta Ha ,00paThus
NOAXOL €& U3rPaXLa MHEHUETO, Y€ TaHaToreHesatra € CBbp3aHa B No-ronsiMa CTened ¢
YCIIOKHEHUSITA Ha MeTacTaTuuHaTa 6011ecT OT KOMKOTO € YCTIOXKHEHUATA Ha MbPBULHUS TYMOD.

3aknovenue: JleyeHueto Ha IV cTaguit KonopektaneH pak € OWMHaMMYeH MPoUec.
MyntuMoganHusaT noaxod BKMKOMBA Cb3aBAHETO Ha WHAWBWAYaANHa cTpaterns 3a BCe
OTAENEH NaUneHT.

yBOO

KonopektanHuaT pak € TPeTUaT Har-yecTo cpeilar pak Ha 3anag (Espona v CAlli}»
BTOPUW No uecToTta Ha WaTtok (HnoHun) (1, 2). YepHoapobHu MmetacTasu passusat 50% ot bon
HUTE C KONOPEKTaneH pak ¥ ca npuduHa 3a cMbPT Npu 2/3 ot 1ax (3). Havano Ha mopnepHara
epa Ha yepHoppobHaTa pesekunoHHa xupyprus nocraest Lortad-Jacob npes 1952r. ¢ nybnu
KaumuTe CU BbpXY aHaToMUYHUTE xenartextoMun. PesyntaTture ca Bunu ganey OT OKypaxasa
.

MMbpBOTO MYNTUUEHTPOBO NpOy4BaHe BbLPXY A0CTaTbYHO rofisM Bpoit nauneHTu e Ha
Foster u Berman npes 1977r. sxriouBauwo 621 yeprogpobBhu pesexkuunn. ChBpeMeHHuTe nepi-
ONepaTUBHY TPUKK U XUDYPTAYHNA TEXHUKM 3HAUNTENTHO NoaobpaBaT CUrypHOCTTa NPU UaBLp-
WwiBaHe Ha vepHoApobHa XUpYprusi, KaTo CMBPTHOCTTa 38 ONEPUPAHWTE B YHUBEPCUTETOH
Bonuuum e mexay 1%-5%. BpemeHata ce NPOMEHST, @ C THX C& CMEHST U TeDanesTrdHUTe
cTparervn. CbBpEMEHHaTa CTpaTerns 3a NpespbllaHe Ha HepesekTaburHuTe metacTtasn B pe
3eKTabunHKU cnes NpoBeXOaHe Ha XUMUoTepanus Npasy NPencM 8 NOBeAeHUeTo CIPSMO Mé-
TacTasnuTe oT KOOPeKTaneH pak.

MeT-roguuwHaTa npexusseMocT cneg uvepHoapobHa pesekuuss e mexay 25%-58%
cpaeHeHo ¢ 0%-5% npu Heonepupary naunenTy (4,5,6).

Tabnuia 1. ‘

ABTOp lopuna Ha | Foaudn Bkmoderu B | Metroguiuna '

nybnukyBaxe npoy<BaHeTo | NpPEeXnBASMOCT |

Huges 1988 1948-1985 24% ﬁ

Choti 2002 1993-1999 58% o
Tanaka 2008 1990-2006 45.7%
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PESEKIITMOHHA XUPYPI'UUSl HA YEPEH /IPOb IIPH
METACTA3H OT KOJIOPEKTAJIEH PAK -
EJHOIOJUIIEH OITUT

K. UBanos, H. Koaes, B. Urnaros, A. Toues, [Ln. Muxaiiios

ITvpea knunuka no xupypeus MBAJL ,, Ce. Mapuna”

BbBEOEHUE

[MbpBUAT BLAPOC, KOWTO € YMEeCTHO fa ce 3afafe npu  ycTaHosssaHeTo Ha
HepHOﬂpOﬁHM Meracrtaiun e. ,,Hanmqmero Ha qepHogpoGHm MeTacraan o3HadaBa NN KbCHOo
nocraseHa auardosa?”

s v

g tpur. 1
KakBa e ponsTa Ha xupypra B Tasv cutyauuna? — 6e3 Hamecata Ha XUpypra nauveHTsT
BEPOATHO e obpeveH.

ExknnuT

KonopekTanHuaTt pak € TpeTusaT Hai-4ecTo cpeliad pak Ha 3anag (Espona u CALL) u
BTOpU no dectota Ha WMarok (HAnowusa) (71,2). Yeproapobru meractaswu passusat 50% ot
BonHUTE C KONOPEKTanNeH pak v ca NpuduHa 3a CMBLPT npu 2/3 o1 Tax (3)

Hauano Ha moaepHaTa epa Ha uepHoAPoBHATa Pe3eKLMOHHA Xupyprus noctaes Lortad-
Jacob npes 1852r. ¢ nyBnvkaumMuTe cu BbLPXY aHaTOMUMHUTE XenaTtekTomuy. Pesyntarute ca
Eunu ganed oT okypaxasalum,
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Burnout syndrome in members of explantation surgical team

Nikola Kolev, A. Tonev, Krassimir Ivanov, Nikolay Mitev, V.. Ivanov, V. Ignatov, A. Zlatarov
Department of Surgery, University Hospital "St. Marina, Varna; Bulgaria

Background: The Burnout syndrome in the surgical explantation team members is formed as a
state of physical, emotional and mental exhaustion caused by long-term involvement in situ-
ations that are stressing and emotional.

Methods: We applied a random stratified sampling method, taking in measure the personal
responsibility, specialty and type of employment, in 11 members of surgical explantation team
who completed an anonymous questionnaire that included several aspects related to burnout;
the MBI scale, questions related to occupational stress, and questions pertaining to self image.
Results: Almost half (46%) of the 11 participants believed that their job is stressful. In total,
27% of participants met Maslach's criteria for burnout. The point prevalence of burnout was
as follows: (1) 9% of males and 18% of females (2) 27% who were married, 18% who were
single and 36% who were separated. Gender was found to be associated with the level of per-
sonal accomplishment (chi-squared test; p = 0.049), as 18% of men compared with 27% of
women reported high personal accomplishment. The number of years of working as a member
of explantation team correlated negatively (r = -0.229, p = 0.004) with the total depersonali-
zation score. Regression analysis showed that the perception that the job is stressful (p < 0.001)
and the low salary (p = 0.016) were significant predictors of high emotional exhaustion scores,
while age group (p = 0.027) predicted high scores of depersonalization and the employment
sector (p = 0.050) as well as the low salary predicted high personal accomplishment scores.
Conclusions: Burnout levels in members of Surgical explantation team ranged from low to
moderate.
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The universal SOP for exlpantation of tissues - does it
satisfy the specific needs of regional centres

Nikolay Mitev, Nikola Kolev, A. Tonev, Krassimir Ivanov, V. Ivanov, V. Ignatov, G. Ivanov
Department of Surgery, University Hospital "St. Marina, Varna; Bulgaria

In Europe, the European Commission Directives provide a statutory regulatory framework for ex-
planting donor's tissues, against which Competent Authorities in each Member State is required
to licence or accredit tissue facilities. The SOP development process is critical to the successful
implementation of SOPs. It should be an inclusive process that considers the input of everyone
with an interest in the procedure's success. Write procedures without feedback from final ex-
ecutioners or technical supporters run the risk of producing a poorly results. Evaluating of the
opinion of every explanting surgical team will increase the quality levels and will produce bet-
ter SOPs. The explanting of tissues is an SOP which is a written document or instruction detailing
all steps and activities of a process or procedure. These should be carried out without any de-
viation or modification to guarantee the expected outcome. Any modification or deviation from
a given SOP should be thoroughly investigated and outcomes of the investigation documented
according to the internal deviation procedure. Sometimes the General SOP is not so practical to
the regional situations and conditions.

It is @ mile stone which have to be obligatory for branch of one international tissue bank, but
also have to be more adaptive and to take care to local evolutional processes.
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Burnout syndrome in members of explantation surgical team

Nikola Kolev, A. Tonev, Krassimir Ivanov, Nikolay Mitev, V.. Ivanov, V. Ignatov, A. Zlatarov
Department of Surgery, University Hospital "St. Marina, Varna; Bulgaria

Background: The Burnout syndrome in the surgical explantation team members is formed as a
state of physical, emotional and mental exhaustion caused by long-term involvement in situ-
ations that are stressing and emotional.

Methods: We applied a random stratified sampling method, taking in measure the personal
responsibility, specialty and type of employment, in 11 members of surgical explantation team
who completed an anonymous questionnaire that included several aspects related to burnout;
the MBI scale, questions related to occupational stress, and questions pertaining to self image.
Results: Almost half (46%) of the 11 participants believed that their job is stressful. In total,
27% of participants met Maslach's criteria for burnout. The point prevalence of burnout was
as follows: (1) 9% of males and 18% of females (2) 27% who were married, 18% who were
single and 36% who were separated. Gender was found to be associated with the level of per-
sonal accomplishment (chi-squared test; p = 0.049), as 18% of men compared with 27% of
women reported high personal accomplishment. The number of years of working as a member
of explantation team correlated negatively (r = -0.229, p = 0.004) with the total depersonali-
zation score. Regression analysis showed that the perception that the job is stressful (p < 0.001)
and the low salary (p = 0.016) were significant predictors of high emotional exhaustion scores,
while age group (p = 0.027) predicted high scores of depersonalization and the employment
sector (p = 0.050) as well as the low salary predicted high personal accomplishment scores.
Conclusions: Burnout levels in members of Surgical explantation team ranged from low to
moderate.
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Affect of the body temperature of the donor over the
technical execution of the explantational procedure

Krassimir Ivanov, Nikola Kolev, Nikolay Mitev, A. Toney, V. Ignatov, V. Ivanov, G. Ivanov
Department of Surgery, University Hospital "St. Marina, Varna; Bulgaria

Introduction: The influence of body temperature over the explantation technique and error
rate is a factor not yet studied in the general literature. Defining the degree of influence is a
mile-stone in forensic medicine. Such table is published on: frigor.hit.bg/.../Medicina.Legalis-
Determinig.Time.of.Death-Algor.Mortis-0sogovetz. pdf.

Aim: Studying the affect of body temperature of the donor over the technical execution of
the explantational procedure in relation to better quality and decrease in the error rate and
complications.

Material and methods: For a three-year-period (2006-2009) in the Tissue Bank Osteocen-
tre — Varna were explanted 74 patients. The temperature was measured during the explanta-
tion with a contact mercury thermometer in the tissues on symmetrical localizations. The crite-
rion "temperature” was evaluated as follows: | group — 28 cases, explantation was performed
by the 12th hour on a "warm" tissue donor, who has not been placed in refrigeratory. The
tissue temperature was over 280C. Il group — 46 cases — the explantation was performed 12
to 24 hours after decease on "cold" tissue donor, placed in refrigeratory. The body temperature
was under 280C. The temperature of the environment is kept between 19-230(. Comparative
analysis was made on the explanted tissues and the previously described errors. From each
donor were explanted on average 18 objects.

Results: In the | group were described 6 lesions — 1.2%.

In the Il group — 12 lesions of the tissues = 2.17%.

Conclusion: The criterion body temperature affects does not affect significantly the quality of
work and error rate. Probably the last are mostly affected by other factors, such as the burnout
syndrome and others, which will be subject to the next study.
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Influence of an electron beam sterilization procedure on the early remodelling
of allogeneic-free tendon grafts as a substitute for the front cruciate ligament

Salahedeen Keshlaf*2, Tanja Schmidt, A.T. Hoburg?, Mark
D. Smith?, U. Gohs*, S. Scheffler!, Axel Pruss?

Sports Medicine & Arthroscopy Service, Department for Orthopaedic Surgery and Traumatology
2University Tissue Bank, Institute of Transfusion Medicine, Charité - University Medicine Berlin
3DIZG-German Institute for Cell and Tissue Replacement, Berlin, Germany

*Leibniz Institute of Polymer Research Dresden, Germany

Introduction: In an in vitro model recently carried out, we were able to prove that high dose
(34kay) electron beam (E-Beam) irradiation indicates a lesser influence on the mechanical in-
tegrity from bone-tendon-bone-transplants, in comparison to that of gamma irradiation with
same dosage. Thus, it made sense to examine the influence of E-Beam on the early remodel-
ling of allogeneic-free tendon grafts as a substitute for the front cruciate ligament in the sheep
model.

Methods: 18 female merino mix sheep at the age of 2-3 years received an ACL replacement.
As a graft, the tendon of the flexor digitorum superficialis muscle was used, which was either
irradiated with a 34 kGy E-Beam at -70°Cand under the protection of (02 (n=9) or fresh frozen
(n=9). Autologous grafts and native ACL served as controls. After 6 and 12 weeks, half of the
animals was sacrificed, the knee joints were explanted in toto, and tendon bone complexes
were tested biomechanically in regard to stiffness, elongation and maximum failure load.
Results: The biomechanical testing proved to have a significantly lower stiffness and failure
load of the E-Beam grafts in comparison to the autologous grafts at both times (p = 0.048,
0.03). Compared with fresh frozen allografts the grafts E-Beam treated grafts indicated a sig-
nificantly lower maximum failure load at both times (p = 0.037, 0.004), the stiffness also lay
under the results of the fresh frozen allografts at 6 weeks and at the 12-week period, the dif-
ference was significant (p = 0.004). From 6 to 12 weeks stiffness and failure load of fresh frozen
allografts and autografts increased whereas in ebeam treated grafts biomechanical properties
decreased. In comparison with the native ACL, the mechanical qualities of the E-Beam-treated
allografts were decreased at both times significantly (p = 0.001).

Discussion: The results of this study showed that the sterilization of allogeneic-free tendon
grafts with 34 kGy electron beam irradiation leads to clearly decreased biomechanical qualities
during the time of early band remodelling. Since over the course of the remodelling between
the 6 and 12-week periods no improvement of these qualities was observed, it is suspected
that the biological processes are disturbed during the early remodelling by the irradiation.
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POJ1IA HA NO3UTPOH-EMUCUOHHATA TOMOI'PA®UA MNPU
NMbPBUYHA OUATHOCTUKA U MNMPOCNEAOABAHE HA
FrACTPO-UHTECTUHANHU CTPOMAJIHUA TYMOPU

K. UBanoB*, A. Knucaposa**, B. UrHaTtoB*, H. Konee*, A. ToHeB*,
X. anuera**, A. 3naTtapoB*

* l-ea Knuruka no Xupypaus
** | leHmbp 3a obpasHa duazHocmuka
YHusepcumemcka bonHuua ,Ce. Mapu+Ha” — BapHa

[acTpoMHTECTUHANHUTE CTPOMAnHU TYMOpPM ca psika rpyna Me3eHXUMHU HeoMnnasmu, Bba-
HUKBALLM NO LANaTa AbIMKUHA HA XpAaHOCMUMAaTeNHaTa cUcTema - OT XPaHONpPOBOAA A0 PEKTY-
Ma. Ha Tax ce nagat 0,1 - 3,0% OT BCUYKM TYMOPY Ha racTpoviHTecTUHanHusa TpakT (TUT). 3a
nbpBy NbT Npe3 1983 r. Mazur u Clark BbBexaart TepMuHa ctpoManeH Tymop. Npeaun ToBa Te
ca Hunu onpeaensHyn kaTo rNagkoMycKyIHW TyMOPU, CApKOMMU UMW TYMOPU C HESICHa XUCTOreHe-
3a (1). :

[acTpo-UHTEeCTUHANHUAT CTpOManeH TYMOP e Han-4ecTusaT MeanHxuManeH Tymop B FT'MUT. MNo-
Manko oT 1% OT NbpBUYHWTE CTOMALLHW TymMopu M 5-7% oT capkomuTe Ha T'MT ce nagat Ha
MCT. Manku acumntoMaTvudemn GIST no nutepaTypHM AaHHW ce OTKpMBAT NpU ayToNCcUA B Hag,
50% oT uHameuamTe Haa 50 roa. (2) Besika roauHa mexay 5 000 m 10 000 HoBuM cnyyas ce auar-
HoctuumpaT B CALL, kaTo YecToTaTa MbXKe-KeHU e NOYTU efHaKBa, C Neko NpeBanvpaHe Ha Mb-
xeTe. Hal-3acerHararta Bb3pacrtoBa rpyna e 60-70 roaMHu, MHOTO psiiko TakbB TyMOp Ce OTKpY-
Ba Npv nayveHTn nod 20 roavHu.

MNo-ronsimata vact ot GIST ca cnopaguynu. ColiectByBaT U HacneacTeenn GIST, damunHm
Tymopw (nauveHtute ca ¢ c-KIT peuentopy, anda nonunentuaHu /PDGFRA/ myTauum), onvca-
HY kaTo HeBpodmbpomaTtosa Tvn | (cunHo c-KIT nosutueHK) U Tpnaga Ha Carney (psako c-KiT
NO3UTUBHM), BL3HUKBALLA NpeavMHO NPWU MNaau XeHu (nokanusaums Ha M'MCT B cTomaxa, napa-
raHrnvom u 6enoapobeH xoHapom). Camo npu 25% oT nauneHTUTE C TpMaaaTta TA ce sBsiIBa B
HaNbLMAHO pasrbHaT Buya. (3)

MNpubnuantenHo 60% oT GIST Bb3HMKHAT B cToMaxa, 30% B TbHkUTe YepBa, 5% B pekTyma
u 5% B xpaHonposoaa. GIST Ha aebenoTto 4epBo U pekTyma ca no-manko oT 1% OT BCUYKU KO-
nopekTanHu HoBoobpa3oBeHUs.

Psipko GIST moxe ga ce pasBue M3BbH XpaHOCMUNATENHUSA TPAKT ( OMEHTYM, ME3EHTEPUYM,
naHkpeac W peTponepvToOHeanHoO NPOCTPAHCTBO) - T.Hap. ekcTparacTpo- WHtecTuHanHu GIST.
(4) MeTacrasute B nUMcHUTE BL3NKU ca U3KMUMTENHO peakn. Metactasu B benute gpobose u
B ApYr1 U3BLH KOpema MecTa ce HabniogaeaTt camo B HanpeaHanv cryyau.

OWATHO3A

Makpockoncku N'MCT ca cuBopo30BY BbL3NKU, pa3nonoxeHU cybmMyKko3HO UK C pa3sasBABaHeE,
KaKTO MHOTO YeCTO W C KUCTUYHA AereHepauvs Wunu Hekposa npu no-ronemute dopmaumu.

MNocTtaesiHeTo Ha anarHosa MMCT n3nckBa XMCTONOIMYHO N3creBaHe U 334bIDKUTENHA UMY-
HOXUCTOXUMUYHA BepudMKaums 3a YTOUHSIBaHe Ha XWUCTOreHeTU4Hws npousxod. 3a MXX not-
BbpXAeHvWe ce M3nonseaT nNaHen oT mapkepu, Bknousaum c-KIT, CD34, Vimentin, Desmin vnun
LSMA, S§100p, Synaptophysin.(5)

KnioybT kbm anarHosata M'UCT e no3uTUBHOTO MeMBpaHHO W/UNKU UUTONMA3MEHO oUBeTsBa-
He Ha TymopHuTe kneTku cbe c-KIT aHTuTANoTo, koeTo ce Habnoaasa B 94% oT cnyyauTe. pyr
Mapkep B nogkpena Ha awarHosata e CD34, kowto e nosutuseH B 70 - 80% ot cnyvauTte, 30-
40% ot TymopuTe ca doxanHo no3vtuBHu 3a LSMA, no-manko oT 5% ca peakTMBHM 33
Vimentin, Desmin n $S100p. MNosutneHoctTa 3a S100p, Synaptophysin, Vimentin, Desmin, LSMA
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NEW STRATEGIES IN LIVER SURGERY FOR IV
STAGE METASTATIC COLORECTAL CANCER

Nikola Y. Kolev, Anton Y. Tonev, Valentin L. Ignatov, Georgi H. Ivanov, Aleksander
K. Zlatarov, Georgi Todorov, Velian Platikanov, Krasimir D. Ivanov
1st Clinic of Surgery, University Hospital “St. Marina”, Varna, Bulgaria

ABSTRACT

With recent advances in chemotherapy, traditional
clinicopathological factors should not be used to exclude
otherwise resectable patients from surgery. Pathological or
clinical response to chemotherapy has become valuable in
determining the treatment for individual patients. Portal vein
embolization and two-stage operation with ablative therapy
and preoperative chemotherapy should be considered for
unresectable liver metastases located in a liver remnant that
is at the minimum volume required for survival. The recent
EORTC 40983 trials regarding preoperative chemotherapy for
resectable CLM have failed to demonstrate a clear significant
advantage. However, patients with a low clinical risk score
for the recurrence, such as several metastases of less than 4
cm, and who are fit candidates for liver resection are often
offered immediate surgery. Patients at high clinical risk should
also be considered for neoadjuvant chemotherapy. One
forthcoming and appealing strategy is to adapt postoperative
treatment according to tumor response as evaluated by
neoadjuvant chemotherapy or by the presence of individual
tumor biomarker such as the Kras mutation or single-
nucleotide polymorphisms. This could avoid the
overtreatment of nonresponsive patients and enable a more
tailored approach to treat an individual patient’s disease. The
treatment paradigm for CLM is rapidly changing with the
development of newer anticancer chemotherapeutic agents.

Key words: colorectal cancer, liver metastases.

INTRODUCTION:

The second leading cause of cancer-related mortality
worldwide is colorectal cancer. In the United States, more
than 140,000 patients are diagnosed and 56,000 die of this
disease on early basis.[1] At the time of diagnosis 85% of
the patients are appropriate for resection at the time of
diagnosis and the disease recurs in more than 50% of the
patients in the first five years. Most frequently the
metastases affect the liver (in 30% to 60% of cases), and
the lung (in 20% to 30% of the cases). At presentation up
to 25% of colorectal cancer patients have liver metastases,
and a another 30% develop liver metastases usually until
the second year after primary tumor resection.[2] Leaved
without treatment the patients with colorectal liver

metastases have median survival as 12 to 15 months and
S-year survival less than 5%. In spite of the introduction of
a many new agents the median survival for patients with
stage IV disease treated with the best chemotherapy remains
only 25 months.[3, 4] Liver resection remains the best option
for achieving long-term survival despite the new treatmen
modalities. No consensus is available on if aggressive
surgery is proper for CLM; there are some arguments the
survival benefit after this procedure is due to better patient
selection rather than of the treatment strategy. The tumor
biology is probably prevailing no matter of the treatment
applied. Therefore the only way to change the disease
course for some patients is complete hepatic resection for
CLM and integrated therapy with surgery and systemic
chemotherapy is of increased importance. Patients with CLM
previously considered as unresectable now have a chance
for a curative resection because of the new development in
multimodality treatment. Now the 5-year overall survival rate
after surgery reaches 58%. [5—-10]

EVALUATION OF LIVER SPREAD

A systematic and rigorous assessment of
preoperative liver is the careful selection of patients for
surgery. The detection of CLM has improved over the past
decade, and various imaging techniques are now available
for monitoring patients with colorectal cancer are available.
In general, thin slice multiphase helical computed
tomography (CT) is the preferred method of imaging for the
detection of CLM, as it is the technique most widely used.
It can be scan the chest, liver, abdomen and pelvis in the
same exam, and through the various stages of analysis
provides detailed anatomical associations of vascular tumors
and in planning the resection liver. A similar alternative that
is preferred by some centers is the magnetic resonance
imaging (MRI) with a combination of gadolinium and
contrast enhanced with superparamagnetic iron oxide.

Fluorodeoxyglucose positron emission tomography
(FDG-PET) appears to be a useful for the detection of
extrahepatic disease,[5] but is its ability to evaluate the liver
itself is limited because the detection of intrahepatic lesions
is poor, especially after chemotherapy.[11] A recent meta -
analysis showed that FDG-PET has better sensitivity in
detecting liver metastases of colorectal cancer (94.6%) than
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INTERSPHINCTER RESECTION IN THE ERA OF LAPAROSCOPY
K. Ivanov, N. Kolev, V. Ignatov, A. Tonev, G. Ivanov, A. Zlatarov
Medical University of Varna

SUMMARY:

BACKGROUND: Laparoscopic surgery has been
reported to be one of the approaches for total mesorectal
excision (TME) in rectal cancer surgery. Intersphincteric
resection (ISR) has been reported as a promising method
for sphincter-preserving operation in selected patients with
very low rectal cancer. METHODS: We try to underline the
important surgical issues surrounding the management of
patients with low rectal cancer indicated to laparoscopic
intersphincteric resection (ISR). From January 2007 till now,
22 patients with very low rectal cancer underwent

laparoscopic TME with ISR. We report and analyze the
results from them RESULTS: Conversion to open surgery
was necessary in one (2%) patient. The median operation
time was 293 min and median estimated blood loss was 40
ml. The pelvic plexus was completely preserved in 32
patients. There was no mortality. Postoperative
complications occurred in three (9%) patients. The median
length of postoperative hospital stay was 11 days.
Macroscopic complete mesorectal excision was achieved in
all cases. Complete resection (R0) was achieved in 21 (91%)
patients.

Journal of IMAB - Annual Proceeding (Scientific Papers) 2011, vol. 17, Abstr. 1

COMPARATIVE STUDY OF THE EFFECTIVENESS OF DIFFERENT
ANTIBACTERIAL AGENTS IN THE TREATMENT OF URETHRITIS WITH
DIFFERENT ETIOLOGY

Bakardzhiev I, Pehlivanov G

Resort Polyclinic - Varna, University Clinic of Dermatology and Veneorology -
Alexander,s Hospital — Sofia

SUMMARY:

For more than 25 years Tetracyclines were the first
choice for treatment of Chlamydia, Mycoplasma and mixed
urethritis. Some adverse reactions / hepatotoxicity,
photosensitivity/, as well as the developing resistance ,
imposed the introduction of new medicines which improved
the therapeutic opportunities. The recently introduced
Macrolides took advantage of the Tetracyclines because of
their higher effectiveness . The new quinolones
Levofloxacin and Moxifloxacin gain a substantial
therapeutic progress in the therapy of Chlamydia urethritis,
as well as Gonococcal infection, which makes them the first
choice against mixed Gonococcal and Chlamydia infection.
283 patients with urethritis were followed in our study. They
were examined microscopically, with microbiological cultures,
serologically and with PCR. Chlamydia trachomatis,
Mycoplasma genitalium, S. aureus, S. epidermidis,
Enterococcus, E. coli, N. gonorrhoeae, Proteus, Klebsiella,
Pseudomonas, Gardnerella vag., Clostridium were isolated
as etiological causes. We applied Doxycyclin, Azitromycin,
Ciprofloxacin, Moxifloxacin under different therapeutic
schemes for a period of 7 to 14 days depending on the

severity of the disease. The analysis of our summarized data
from the comparative study of the effectiveness of the
applied therapeutic agents toward the most common causes
is the following:

Chlamydia trachomatis — Doxycyclin 81%,
Azitromycin 87%, Ciprofloxacin 67%, Moxifloxacin 87%.

Mycoplasma — Doxycyclin 40%, Azitromycin 75%,
Ciprofloxacin 45%, Moxifloxacin 100%.

Bacteria - Doxycyclin 66%, Azitromycin 73%,
Ciprofloxacin 80%, Moxifloxacin 88%.

Mixed - Doxycyclin 77%, Azitromycin 78%,
Ciprofloxacin 50%, Moxifloxacin 100%.

These results reflect a regular tendency of the
effectiveness and clinical and laboratory correlation of the
medicines towards different etiological causes. The
conventional application of some therapeutic schemes
without the relevant precise diagnostics leads to
chronification of the cases and failure of the outcome of the
infection.

Key words:urethritis,chlamydia trachomatis,
antibacterial agents
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Nasher O., Hall N.1., Sebire N.J,, Pierro A. (London, UK)

36 17.40-17.50
ARE CONGENITAL LUNG MALFORMATIONS PREMALIGNANT LESIONS? (6 min)
Pederiva F., Pecile V., Meneghello P., Cleva L., De Leo L., Schleef . (Trieste, Italy)

37 17.50 - 18.00 ,
COMPARATIVE ANALYSIS OF OPEN ECHINOCOCCECTOMY VS. PAIR TECHNIQUE IN
CHILDREN — 10 YEARS EXPERIENCE {6 min)
Kolev N., lvanov G., Tonev A., Kokenski P., ignatov V., Ivanov K. {Varna, Buigaria)

38 18.00-18.10
EXPRESSION OF VASCULAR ENDOTHELIAL GROWTH FACTOR (VEGF) AND HYPOXIA INDUCED
FACTOR {HIF) IN NEPHROBLASTOMA TISSUE (6 min)
Gliha A., Pajic A., Zganjer M., Zupancic B., Cizmic A., Bastic M., Bahtijarevic Z. (Zagreb, Croatia)

. 39 18.10-18.20

TREATMENT OF PROBLEMATIC HEMANGIOMAS WITH PROPRANOLOL AND 940NM DIODE
LASER IN CHILDREN {6 min)

Dementieva N., Digtiar V., Hitric A,, Gladkyi A,, Avilov A, Romanenko A., Mamontova T.
{Dnipropetrovsk, Ukraine)

40 18.20-18.30
COMPARATIVE STUDIES ON ESOPHAGEAL GLANDS IN ANIMAL MODELS FOR REGENERATIVE
MEDICINE APPLICATIONS (6 min)
Klimbacher G., Biro E., Saxena A. (Graz, Austria)
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Yakanosa .
YponoruyHu ycnoxHeHus crnen ruHEKONOruyHU U
OHKOIMHEKOMNOrUYHU Onepaumnu

Pak Ha aebenoto m npaBoTO 4YepBO

Modepamopu: Npod. Wsaner, Kp., [Tpod. Bnagos, H.
Cekpemap: I1-p MNeoprues, B.

YA.06.1

Y0.06.2.

Y0.06.3

Y.06.4

Ya.07

Anrenosa E., Qumutpos B., Kyptes [1., Axkoe B., EHukos K.
ERHoeTanHaTa aHacTOMO3a - NpeAno4YuTaH u3bop B
XMpYpPruyHOTO nevyeHue Ha NeBOCTpPaHHUA 06TypaunoHeH
AebenoypeBeH Uneyc-KapuuHOM

Kones, H., ToHeB A., UsaHoB I"., 3narapos A., Togopos I,
UsaHoB K., Urnaros B.

EgnHoroguuieH PFS cneg RO xenarekroMus nNpu MeTacTasu oT
KPK

Kones H., ToneB A., UeaHoB I, 3natapoB A., Togopos I, UsaHoB
K., Urnatoe B.

Nbpea TepaneBTUYHA NUHKA U XMPYPruYHa CTPaTerus npu
mertacrasupan KPK

Kones H., ToHeB A., eaHos ", 3narapos A., Togopos I,
WBsaHos K., UrHatos B.

KnuHuuuyH 1 mopdonoruyHu edpekru Ha HeoaAKBaHTHATa
XT npu MetacTtasupan KPK

Gova) 09.45 ~ 11,00 u,

Sanab

Pak Ha npocTaTHaTa Xne3a U yporeHUTanHusa Tpakr

Modepamopu. Qou.Heikos, Kp., Qou.Menaguer, Us.
Cexpemap: -p Tatakos, B.

YA.07.1

YA.07.2

UuHrunes B., Tabakos B., Heitkos Kp.

PonsTta Ha npocrarHara 6Moncus B AMarHocTukara Ha
MPOCTaTrHUA KAPLUMHOM

Nakov A., Hristoskova R., Fakirova A., Katrov E.,Drandarska lv.,
Mihova A., Saltirov, I.

Testis tumors - diversity of morphology, immunophenotype
and biological behavior




DAY 2 - 13 MAY 2011

08:30 — 12:00 h — Live demonstrations

Chairman: D. Takov, A. Julianov, K. Vasilev
Secretary: D. Sotirov

12:00 — 13:00 h — Lunch
13:00 — 15:00 h — Oral presentations (20 min)

Chairman: N. Lygidakis, R. Gaydarski, N. Vladov
Secretary: St. Handjiev

1. Surgical anatomy of the liver and methods for vascular control. — N. Lygidukis
. Colorectal liver metastases treatment - East Bulgaria surgeons’ view — N. Kolev

. Combination of RFA with resection for CRC liver metastases. — 4, Julianov

L

. Changes of anesthesia protocols aiming to reduce blood loss during major liver
resections. — E. Odisseeva

%]

. Complications after liver surgery. — I. Popescu

6. Percutaneous RFA of CRC liver metastases, Indications and long-term results. —
N. Grigorov

7. Symposium Infomed — K. Vasilev

15:40 — 16:00 h — Coffee break
16:00 - 18:00 h — Oral presentations (20 min)
Chairman: 1. Popescu, A. Julianov, G. Kurteva
Secretary: A. Katzarov
1. Complications following percutaneous RFA of liver metastastases. Diagnosis and
treatment options. — K. Katzarov

[ o]

. Surgery for breast cancer liver metastases. — D. Sotirov

(5

. Non-CRC gastrointestinal liver metastases. — K. Dragganov

o

. Liver metastases from GIST. — D. Kostov

Lh

. Surgical approach in cases with metastatic melanoma. ~ /. Popescu

oN

. Adjuvant regimen for non-CRC liver metastases. — G. Kurfeva

7. Symposium Lybra — D. Takov

19:30 h — Official Dinner — National Palace of Culture (Hall 10)




ChBpeMeHH KpUTepHH 3a pe3eKTAOMIHOCT NPpH
4YPEHOAPOOHH METACTa3H OT KOJIOPEKTA/IeH paK.

K. Hsanos, H. Koxes, A. Tones, B. Henamos, A. 3aamapos
YMBAJT ., Cs. Mapuna™, Bapua

OnucpaMe CTAHAAPTH 3a JMACHO3a U JCYCHUE HA KOMIOPEKTAJIHH YEPHOAPOOHM
meTacTaszu. Mi3naraMe anropuTMK 3a NMOBEACHHUE NPU NALHCHTH ChC CHHXPOHHUW/ ME-
TAXPOHHH KOJOPEKTANHH METACTAZH HIIM JOKOPErHOHAICH PELHAHB. XUPYypPruiHa-
Ta PEICKUHSA € METO/ Ha U300p NpH paiMKaTHOTO JISUeHHe Ha YepHOoapOOHH MeTac-
Ta3n. PakTopUTE, KOUTO Ca ONPEeACIAILM 3a PE3EKUMS HA 4epHOAPODITH MeTaCTas
ca cneaHuTe: 1. 00O CHCTOSHUE HA NAHMEHTA H KOMOPOUAHOCTH, 2. Bh3MOKHOCT
3a nocrurade Ha RO pesexuug: a) npu HeoOX0AMMOCT B KoMOMHAUMs ¢ adIaTHBHY
MeToau; 0) npu HeoOXOAUMOCT HE0aTIOBAHTHA TEPAITHA B) Bb3MOKHOCT 3a JICUEHHE
HA CKCTpaxXenaraIHuTe MeTacTazu; 3. 3a/I0BOJTHTEAEH 00EM OCTATHUEH HepeH Apod:
a) ipy HeOOXOAUMOCT NpeanpueMane Ha eMOoIM3aLus Ha NOPTATHH BEHH UK ABY-
eranua xenarektomus; 4. BE3IMOKHOCTTA 34 3aNd3BAHE HA ABA ChCCIHH 9€PHOAPOO-
U CErMEHTA ¢ AJCKBATHO KpbBOCHAOAABAHE ¥ OMIIMapen ApeHax; 5. SuogornuHu
ACTIEKTH HA Tymopa; 6. ONUTA HA XUPYPra ¥ Ha UeHTspa. DKCTpaxenaraiHuTe Me-
TACTA3H HE ¢4 KOMTPAMHIMKALMS 32 XeNaTeKTOMHs Npi depHoapobin MeTacTasn
OT KoJMOpexTaTeH pak. Muma onucana gepHoApoOHa pesexius npyu oufodapan ko-
JOPCKTANHM METAcTa3n M NPH TIeT WIIHM NOBEUE MeTacTa3n B 4epHAS Apob. Buast
Ha pe3exuMsTa (KIMHOBHAHA PE3CKUMS MAM auaTOMHYHA PE3CKUMSA) HE 1IOBAUABA

yecrorara va peinaiuBnTe.

Aggressive surgical approach to liver metastases — is it
considered to be the appropiate one.

K. Draganov, V. Marinoy, B. Borisov, A. Petreska, Y. Kolev, S. Tonev, R. Gavdarski
First Surgical Clinic, Tokuda Hospital Sofia

Malignant liver tumors (MLT) are mainly secondary, metastatic and less often pri-

mary. In patients with colorectal and NET-metastases a surgical removal ol a solitary
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DAY 3 — 14 MAY 2011

09:30 — 12:060 h — Free papers (10 min)
Chairman: A. Jonkov, K. Draganov, V. Mutafchiyski
Secretary: V. Penov

—

. Preoperatively false positive diagnosed as liver tumors intraparenchymal and
extrahepatic lesions - analysis of a series of 140 liver resections —.Julianov A4,
A. Karashmalakov

o

. Contemporary criteria for resectability of CRC liver metastases, — lvanov K, N.
Kolev, A. Tonev, V. Ignatov, A. Zlatarov

3, Aggressive surgical approach to liver metastases — is it considered to be the

appropiate one. — K. Draganov, V. Marinov, B. Borisov, A. Petreska, Y.Kolev, S.
Tonev. R. Gaydarski

4. Surgical treatment of CRC liver metastases - the impact of age on
postoperative results. Belev N, P. Rusev, M. Stavchev, A. Trifonov
5. Synchronous resections of primary and liver metastases. - Vasilevski [, 1.
Takorov, S. Sergeev, N. Viadov
6. The role of neoadjuvant chemotherapy in patients with metastatic CRC. —
Ivarov K, N. Kolev, V. Ignatov, A. Tonev, (. Ivanov
7. Resection of CRC liver metastases — clinical cases. — N. Kolev. K. Ivanov, A.
Tonev. V. Ignatov, A. Zlatarov
8. Anatomical resection of Sg6 — D. Kostov
9. Ex situ in vivo resection of solitary CRC liver metastasis paced between right
hepatic vein and IVC. — Michaylov V, L. Takorov, V. Mutafchiyski, S. Sergeey, V.
Penov, N. Vladov
10. Two stage liver resection in a 76 years old woman with bilobar metachronous
liver metastases Belev N, P, Rusev, M. Slavchev, A. Trifonov
11. Liver resection and abdominal wall reconstruction for colorectal cancer
metastases — D.Kostov
12. First line chemotherapy in cases with metastatic CRC. ~ Kolev N, K. Ivanov,
V. Ignatov, A. Tonev, G. Ivanov
13. Modified transumbilical laparoscopic cholecystectomy. — Karashmalakov A,
A. Julianov, 1. Georgiev



Pouist Ha HeoalOBaHTHATA XHMHOTCpAlNA IIPpH
METACTATHYICH KOJIOPEKTAJACH PpaK.

Heanoe, H. Koaes, B. Henamos, A. Toues, I Hearos
YMEBAT ,, Cs. Mapuna®, Bapua

ITocTUrHaTHAT KOHCEHCYC 33 Bb3NPUEMAHETO Ha YepHOApOoOHATA PE3CKLNA KaTo
ONIepaTHBHA CTPATErHs B €paTd Ha HEOQAIOBAHTHATA TCPANUs Npu JICUCHUETO HA Me-
TacTasy OT KOJIOPEKTaleH pak NoBeAe A0 3HAUMTETHO YBE/UYaBaHEe Ha UHIMKAUU-
uTe 3a pajiMkaiHa yepHoapobHa pesexus. OcraBar ChMHEHHUSM OTHOCHO posata Ha
TO3W METOA Mopaal HAJIWUMETO HA PAHAOMM3HPAaHM MPOYHBAHWA, KOWTO COUAT, 4ye
HPEeMaxBaHETO HA MAKPOCKONCKUTE METACTA3M HE NPEIOTBPATIRA PA3BHTHETO Ha in-
situ peunanry. [Tozara ot AHPEKTHOTO NPWIAraHE HA HEOAAIOBAHTHA XMMMOTEpa-
ITHSL € CHCTOM B TOBA, He HaMaaBa Opos HA MUKPOMETACTA3UTE U 10 TO3H HAUMH
ce JOCTHraT 1Mo-a1o0pH pesynTard Ciex pagdKaaHa xenartextoMus. Jlombanuresnno
MOXKE 14 €€ MOCTUTHE CLXPaHsBAHE HA HepHONPOGHUS napeHxuM Oiarojapesue Ha
BB3MOKHOCTTA 33 OUEHKA HA TEPANeBTHHHUS OTTOBOpP, OTKPHBAHE HA NAlUCHTHTE
¢ J0IIAa NPOrHO3a NOpajH TporpecHs Ha 3a00isBAHETO BBIPEKH XHMUOTEPANUATE,
KaKTO ¥ JHPSKTHO HAMAJSIBAHE HA TOIEMUHATA HA METACTa3H BCISACTRHE ACHCTBHE-
TO Ha XHMUOTEpaneBTULIMTE. HeaocTaTbLHTE HA HA HEOANIOBAHTHATA XMMHOTEPAr s
BKJTIOMBAT YCPHOIPOOHA TOKCHUHOCT, Bh3MMKHOCT 34 Tporpecus Ha 3abolspaneTo 1o
BpEME Ha XHMHUOTEPATIEBTHUHHUSA KYPC HA JIeHeHHe (KOeTO OT CBOS CTPaHa Npeanoara
CBUIECTBYBAHETO Ha TECEH MPO30PEN 3a peaju3nupaHe HAa pajMKaIHa XemarangHa pe-
3EKIHA) H HEBB3MONKHOCT 38 NIOCTHIAHE HA TIBJIeH XHCTOoruueH otrosop. Tpu tesn
CIIyHaH HEOAFOBAHTHATA XHMHOTEPAIUs He yBEIHYaBa 4eCToTara Ha Hepe3eKTabnI-
HU METacTa3u NOpaly 3a14a3BaHe HA Bh3MOXKHOCTTA 32 M3BBPIUBAHE HA AHATOMUYHH

CErMEHTEKTOMUH, BMECTO TOTCHIMATHO ,,KypaOHiHu" XenareKToMHH.
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Pe3zexknmusi HA MeTACTA3H OT KOJOPCKTAJICH pak - cJiydan
OT NIPAKTHKATA

. Koxes, K. Heanoe, A. Tones, B. Henamos, A. 3namapos
YMBAJT ,,Cs. Mapuna®, Bapna

IIpencraBar ce cnydyau OT TPAKTUKATA HA OONHK ONEPHPAHA B IIBPRA KIMHUKA 110
xupyprist ua YMbAJT ,Cs. Mapuua” RO pezexmus nipu qepHoapofuu Meactasn or
KoslopekraneH pak. Pecexsust Ha TbPBH cerMenT. [TOBTOpHY 4epHOIPOOHY pe3eKuu.
Mesoxenarexromus. JIByereanna xenareKToMHsl,

Anatomical resection of Sg6.

D. Kostov
Department of Surgery, Naval Hospital of Varna

Anatomical monosegmentectomy with extra hepatic disruption of the afferent and
efferent blood flow is technically possible only for Sg |

We introduce the operative and technical aspects of the anatomical resection of Sg
6 with extra hepatic disruption of the afferent and efferent blood flow.

The groove of Ganz is encountered in 65% of population. Through this groove
passes the portal triad of Sg 6 and that fact gives the opportunity for extra hepatic
disruption of its afferent blood flow. There is presence of supplementary right lower
hepatic vein in 31% of population that drains the blood of Sg 6 in vena cava inferior.
In such cases it is technically possible to disrupt this vein with extra hepatic approach.

Anatomical resection of Sg 6 is technically possible when Ganz groove and sup-

plementary right lower hepatic vein are available.
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Accessory scrotum - Rare Findings in Paediatric Urology - Three Cases in Three
Years

Musa tbrahim

Murtala Muhammad Specialist Hospital, Surgery, Kano, Nigeria

An Unusual Case of Severe Lower Gastrointestinal Bleeding in Infant

George vanov'; Nikola Kolev'; Valentin Ignatov'; Anton Tonev'; Plamen Kokenski';
Valeria Kaleva? Krasimir lvanov'

"University Hospital, Department of General and Operative Surgery, Varna, Bulgaria;
2University Hospital, Department of Pediatric Oncochematology, Varna, Bulgaria

The Rising Incidence of MRSA in Pediatric Soft Tissue Infections in Our Community
Azur Jaki¢; Kenan Karavdi¢; Zlatan Zvizdi¢
KCUS, Clinic of Pediatric Surgery, KB Zenica, Sarajevo, Bosnia & Herzegovina

Transsphincteric Anorectoplasty (TSARP) for Vestibular & Perineal Fistula

Jamal Sadeeg Kamal; Osama Rayes; Mazen Kurdi
King Abdul Aziz University Hospital, Surgery, Jeddah, Saudi Arabia

Comparative Analysis of Open Echinococcectomy vs. PAIR Technique in
Children - 10 Years Experience

Nikola Kolev'; George lvanov'; Anton Tonev'; Plamen Kokenski?; Valentin Ignatov’;
Krasimir lvanov’

Wniversity Hospital, Department of General and Operative Surgery, Varna, Bulgaria;
University hospital "St. Marina’, Department of general and operative surgery,
Varna, Bulgaria

Waugh's Syndrome: Case Report

Elvira Konjic; Zarko Mladina; Nesad Hotic; Edin Husaric; Amir Halilbasic;

Emir Rahmanovic; Sanimir Suljendic

University Clinical Center Tuzla, Pediatric surgery, Tuzia, Bosnia & Herzegovina

Management of Retractile Testes

Elvira Konjic; Zarko Mladina; Nesad Hotic; Edin Husaric; Amir Halilbasic;
Sanimir Suljendic; Emir Rahmanovic

University Clinical Center Tuzla, Pediatric Surgery, Tuzla, Bosnia & Herzegovina

Trigonocephaly in Dizygotic Twins - a Case Report
Dzelil Korkut; Mirza Moranjkic; Mirsad Hodzic; Zlatko Ercegovic
University clinical center Tuzla, Neurosurgery, Tuzla, Bosnia & Herzegovina

Urethral Trauma in Pediatric Patients

Zoran Bahtijarevic'; Rok Kralj?; Irenej Cigit’; Mislav Bastic?; Paji¢ Anto%;

Fran Tampalija?; Gliha Andro?; Mesi¢ Marko?

'Children’s Hospital Zagreb, KBC, Pediatric surgery department, Zagreb, Croatia;
*Children’s Hospital Zagreb, KBC “Sestre Milosrdnice’, Pediatric surgery department,
Zagreb, Croatia

WOFARPS ANNUAL MEETING

LRDATES 1N PEOIATRIC SURGERY: CONTRIDVERSIES AND ADVANCES
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FUNCTIONAL DYSFUNCTION AFTER RADICAL SURGERY FOR
RECTAL CANCER - INTRAOPERATIVE ELECTROPHYSIOLOGICAL
CONFIRMATION OF NERVE PRESERVATION

Tonev A., N. Kolev, K. Ivanov, V. Ignatov, G. Ivanov, A. Zlatarov

Functional dysfunctions after radical rectal surgery are developed by a wide range of causes. There is, however,
general consensus that intraoperative injury to autonomic nerves represents the principal cause of postoperative
incontinent dysfunction of pelvic viscera. From July 2010 to October 2011, four patients underwent partial (PME)
and 58 patients total mesorectal excision (TME) with monitoring of nerve preservation using intraoperative electri-
cal stimulation of pelvic autonomic nerves. Forty-six patients with INS-confirmed preservation of parasympathetic
nerves remained unchanged in early pelvic organ function. In 16 patients without confirmation of PANP (unilaterally
or bilaterally) on INS, voiding function was significantly more impaired postoperatively and at longterm follow-up.
Voiding function was improved in 4 of 10 patients with unilateral confirmed damage. In 5 of 6 patients with bilateral
intra-operative damage dysfunction syndrome persists in the early postoperative period. Online signal processing by
intraoperative electrical stimulation of the pelvic organs after radical rectal surgery for rectal carcinoma aids reliable
identification of pelvic autonomic nerves with potential for improvement of sphincter sparing surgery.

0-37
PHYSICAL ACTIVITY AND SEDENTARY BEHAVIOURS AMONG
OBESE PREPUBERTAL CHILDREN

Galcheva S, V. Iotova, E. Dyankov, Y. Yotov'

Dept. of Pediatrics, Varna Medical University, Varna, Bulgaria, 'Dept. of Internal medicine, Varna
Medical University, Varna, Bulgaria

Objective: To investigate the relationships of physical activity (PA) and sedentary behaviours (television (TV)
viewing and computer use) with the presence of abdominal obesity in healthy prepubertal children. Material and
methods: A case-control study of 168 healthy children (78 males; mean age 8.1 +1.2 years) was conducted. Body
weight, height and waist circumference (WC) were measured; BMI was calculated. Children were divided into
three groups according to the WC percentiles for Bulgarian children as a measure of central obesity (“normal-WC”,
31.5%; “children-at-risk”, 27.4% and “abdominally obese”, 41.1%). A structured parental interview was used to
obtain data about children’s physical and sedentary behaviours. Results: No significant difference was found in the
frequency and duration of PA among the WC categories (p >0.05). More than 58% of the parents reported the pres-
ence of a seasonal difference in children’s activity with higher mean PA levels during the spring/summer months.
This seasonal behaviour was significantly more frequent among the abdominally obese children compared to the
normal-WC group (68.1% vs. 47.1%, p =0.04). Children spent an average of 2.7 £1.2 h/d watching TV and 0.9 £1.0
h/d in using computers. Although insignificantly, the abdominally obese children spent more hours a day in front of
the TV sets and computers compared to their normal-WC counterparts (2.8 1.3 vs. 2.6 +1.0 and 0.9 £1.0 vs. 0.6
+0.9 h., respectively, p >0.05). Boys from all WC-groups used computers more often than girls (1.1 £1.0 vs. 0.7
+0.9 h/d, p =0.05). Conclusion: Physical inactivity may be associated with the excess accumulation of abdominal
fat mass in prepubertal children, which warrants further investigations.

(6) -39



SURGERY & ORTHOPEDICS SECTION |EBA

!
LLAPAROSCOPIC RECTAL RESECTIONS: ASINGLE-
INSTITUTION EXPERIENCE

Deadlineiforat
25th AugueRad:

TonevA.Y*, Kalcheva J. T.*, Kolev N. ¥.*, Ivanov G H.*, Zlatarov A. K*,
Todorov

G N.* Ignatov V. L. %, Ivanov K, D*,

Presenting author: Kalcheva J. T.

*I'st Clinic of Surgery — “St. Marina” University Hospital, Varna, Bulgaria

Correspondence: julia kalcheva@gmail.com

INTRODUCTION

Evidence from randomised controlled trials has shown that laparoscopic colon and
rectal cancer resection not only confers short - term benefits but also does not differ
considerably in terms of its Jong-term oncological outcomes, as compared with open
surgery.

METHODS
All laparoscopic started resections of the rectum performed between January 2008

and December 2010 in First Clinic of Surgery, University Hospital St. Marina are
included in our study.

RESULTS

28 patients {9 male), median age 65 years (range 24 to 88), underwent laparoscopic
resection of the rectum. The median Body Mass Index (BMI) was 22.5 (range 13.5 to
39.3). The majority of the procedures were performed for malignant disease (86.3%)

SC’ENI! >3 and the most common procedure was anterior resection with TME (79.4%). The
¥ CON FEREN@ . : median duration of surgery was 135 minutes (range 65 to 330). with conversions to
‘ s open surgery in 3 patients (12.5 percent). Complications occurred in 5 patients (18%),

including anastomotic leaks in 1 (4 percent). The median length of hospital stay was
five days (range 3 to 90) and the median follow-up was 19 months (range 1 to 46).

CONCLUSION

To establish the equivalency of the laparoscopic approach, all laparoscopic rectal
resections should be completed in an environment wherein outcomes can be
meaningfully evaluated and the clinical relevance of laparoscopic resection can be
determined.
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THE VALUE OF ENDO RECTAL ULTRASOUND

Copyright © Medical University, Varna

N. Kolev, G. Todorov, V. Ignatov, A. Zlatarov, G. lvanov, A. Tonev, K. Ivanov
I-st Clinic of Surgery, University Hospital *““St. Marina™

ABSTRACT

In the last twenty years, endorectalultrasound (ERUS) has become the primary method for locoregional stag-
ing of rectal cancer. ERUS is the most accurate modality for assessing local depth of invasion of rectal carci-
noma into the rectal wall layers (T stage). Lower accuracy for T2 tumors is commonly reported, which could
lead to sonographic overstaging of T3 tumors following preoperative therapy. Unfortunately, ERUS is not as
good for predicting nodal metastases as it is for tumor depth, which could be related to the unclear definition
of nodal metastases. The use of multiple criteria might improve accuracy. Failure to evaluate nodal status
could lead to inadequate surgical resection. ERUS can accurately distinguish early cancers from advanced
ones, with a high detection rate of residual carcinoma in the rectal wall. ERUS is also useful for detection of lo-
cal recurrence at the anastomosis site, which might require fine-needle aspiration of the tissue. Overstaging is
more frequent than understaging, mostly due to inflammatory changes. Limitations of ERUS are operator
and experience dependency, limited tolerance of patients, and limited range of depth of the transducer. The
ERUS technique requires a learning curve for orientation and identification of images and planes. With suffi-

cient time and effort, quality and accuracy of the ERUS procedure could be improved.

RECTAL EUS

Intraluminal rectal ultrasound examination of rectal lesions
can be done with a rigid probe or a flexible echoendoscope.
For the purpose of this discussion, both techniques are con-
sidered

EUS. EUS has been used to stage rectal cancer since the
early 1980s. A recent publication evaluating all EUS stud-
ies from 1986 to 2003 in which more than 50 patients were
enrolled showed an overall accuracy of 81.8% .2 Although
most of the studies had accuracies of 85% to 95%, the com-
posite number was influenced by two large studies, each of
which contained more than 400 patients; in these studies,
accuracy was lower (i.e., 63.3% and 69%; refs. 3, 4). As
with MRI, most inaccuracy results from overstaging of T2
lesions, as EUS cannot reliably distinguish an irregular
outer rectal wall image as being due to peritumoral inflam-
mation or transmural tumor extension. Stenotic lesions may
present difficulty, as the probe may not be able to traverse
the lesion, leading to suboptimal staging. This problem is
greater with rigid probes. Catheter probe EUS, which can
be done with a standard endoscope, may aid in obtaining
accurate tumor staging in the setting of a malignant steno-
sis. A well-known clinical caveat is that obstructing tumors
usually represent at least T3 disease. EUS nodal staging ac-
curacy is less than that of tumor staging and ranges from
70%to 75% .1, 5, 6 Flexible probes have the ability to eval-
uate the iliac region for adenopathy, which is clinically im-
portant because these nodes are retained in standard
TMEresection. In one study,up to 28% of lymph node—
positive distal tumors showed iliac adenopathy, with 6% of

patients having only iliac adenopathy.7 Thus, failure to
evaluate this region could lead to inadequate surgical mar-
gins in up to 6% of patients with low rectal lesions.
Morphologic characteristics suggestive of malignant in-
volvement include hypoechoic appearance, round shape,
peritumoral location, and size >5 mm.8 An early study
showed that lymph nodes >5 mm in size have a 50% to
70% chance of being malignant compared with only 20%
of nodes <4 mm.9 EUS-guided fine-needle aspiration
(FNA) allows confirmation of malignancy in suspicious
nodes during the same examination, as long as the primary
tumor does not lie in the path of the needle. Although initial
studies differed on the role of EUS-guided FNA, a recent
study of 457 patients showed the value of FNA, particularly
in identifying distant malignant adenopathy.10 Seven per-
cent of patients (32 of 457) had iliac adenopathy, with 47%
of the nodes (15 of 32) having confirmed malignancy by
FNA. Of note, only 47% of patients (7 of 15) with malig-
nant adenopathy had adenopathy on CT. Three-dimen-
sional EUS consists of the traditional transverse scan as
well as coronal and sagittal scans that allow for a
multiplanar display. This procedure has been found to be
superior to CT and two-dimensional EUS in accurately de-
termining tumor margins. The three-dimensional recon-
struction is also thought to improve visualization of subtle
protrusions of tumors infiltrating into adjacent tissues and
organs, allowing for improved T and N staging. An initial
study of 25 patients undergoing three-dimensional EUS,
twodimensional EUS, and endorectal MRI showed no sig-
nificant difference in T- or N-stage accuracy, but it was
thought that endorectal MRI and three-dimensional EUS

367



Scripta Scientifica Medica, 2011; vol. 43 (5)

STAGING IN RECTAL CANCER - WHAT ARE THE OPTIONS?

Copyright © Medical University, Varna

V. Ignatov, A. Tonev, N. Kolev, G. Ivanov, A. Zlatarov, G. Todorov, K. lvanov
I-st Clinic of Surgery, University Hospital *““St. Marina™

ABSTRACT

There is an evolution in the diagnostic algorithm of rectal cancer. In this condition preoperative investigations
assist in deciding the optimal treatment. The relation of the tumor edge to the circumferential margin (CRM)
is an important factor in deciding the need for neoadjuvant treatment and determines the prognosis. Those
with threatened or involved margins are offered long course chemoradiation to enable RO surgical resection.
Endoanal ultrasound (EUS) is useful for tumor (T) staging; hence EUS is a useful imaging modality for early
rectal cancer. Magnetic resonance imaging (MRI) is useful for assessing the mesorectum and the mesorectal
fascia which has useful prognostic significance and for early identification of local recurrence. Computerized
tomography (CT) of the chest, abdomen and pelvis is used to rule out distant metastasis. Identification of the
malignant nodes using EUS, CT and MRI is based on the size, morphology and internal characteristics but
has drawbacks. Most of the common imaging techniques are suboptimal for imaging following
chemoradiation as they struggle to differentiate fibrotic changes and tumor. In this situation, EUS and MRI
may provide complementary information to decide further treatment. Functional imaging using positron
emission tomography (PET) is useful, particularly PET/CT fusion scans to identify areas of the functionally
hot spots. In the current state, imaging has enabled the multidisciplinary team of surgeons, oncologists, radi-
ologists and pathologists to decide on the patient centered management of rectal cancer. Functional imaging
may play an active role in identifying patients with lymph node metastasis and those with residual and recur-
rent disease following neoadjuvant chemoradiotherapy in near future.

INTRODUCTION mesorectal fascia. Involvement or threatened CRM (tumors
within 1 mm of the mesorectal fascia) have a reduced

The number of patients, diagnosed with colorectal cancers chance of obtaining complete clearance. Thus, the status of

(CRC) annually is still in increasing [1] . The incidence of
CRC is highest in the western world where it is the second
commonest cause of cancer death and fourth commonest
cause of death from cancer worldwide [2]. In the western
world there is a life time risk of CRC of 5%. Overall the 5
year survival has improved in the UK (55% in males and
51% in females) but to a lesser extent than in the USA and
Europe [3]. Around 30%-40% of colorectal cancer is de-
fined to arise from the rectum which is defined as the distal
margin of tumor within 15 cm of the anal verge [4,5].
Colonoscopy and biopsy is considered as the gold standard
investigation to confirm the diagnosis of rectal cancer and
to exclude synchronous lesions. Patients are then staged to
assess the extent of local disease and to identify the distant
spread. Traditional rectal cancer surgery is associated with
high rates of local recurrence of 5%-20%[6] . The combi-
nation of high quality surgery using total mesorectal exci-
sion [7] along with use of neoadjuvant and adjuvant treat-
ment lead to a significant reduction in local recurrence and
improved survival [8]. The surgeon aims to achieve a mi-
croscopic tumor free (RO) resection. Despite this, there is a
risk of local failure. Careful preoperative assessment of the
pelvis identifies high risk patients in whom the resection
margins are either involved or within 1 mm of the

the CRM has become more important than the TNM stag-
ing. In Europe and the UK, patients with involved
CRM/threatened CRM are considered for long course
chemoradiation prior to surgery.

PREOPERATIVE STAGING

Accurate pre-operative staging of rectal cancer is crucial in
planning the surgical treatment and is the strongest predic-
tor for recurrence [9]. The staging helps us to formulate a
structured multidisciplinary management care plan and as-
sess the prognosis. It is also used to compare the results of
hospitals offering rectal cancer treatment and to define the
role of different treatment modalities. Preoperative staging
of rectal cancer can be divided into either local or distant
staging. Local staging incorporates the assessment of mural
wall invasion, circumferential resection margin involve-
ment, and the nodal status for metastasis. Distant staging
assesses for evidence of metastatic disease. Rectal cancer is
palpable in 40%-80% of cases [10] . Digital rectal exami-
nation helps in documentation of the size, location, distance
from the anal verge, and fixity. Lesions felt by digital rectal
examination can be visualized using a rigid proctoscope.
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RESECTABILITY OF INITIALLY UNRESECTABLE LIVER
METASTASES FROM COLORECTAL CANCER SHOULD NOT BE
THE PRIMARY END POINT OF CLINICAL TRIALS

V. Ignatov, N. Kolev, A. Zlatarov, G. Ivanov, A. Tonev, K. lvanov

I-st Clinic of Surgery, University Hospital ““St. Marina”

Systemic chemotherapy of advanced colorectal cancer
(CRC) adds around 9% 5-year survival rate with modern
chemotherapy. * Such an outcome is substantially better
when surgical resection of liver metastases is performed on
very well selected patients. The shrinkage of tumor with
proper medical treatment has improved over time, more
and more resections of liver metastases that were initially
considered unresectable are being performed by special-
ized surgeons.

The paradigm “better responses -> more resections ->
better efficacy”® is encouraging, to the point that
resectability is considered a potential primary end point of
clinical trials. We could see why such an end point is so at-
tractive to patients and physicians, but at the same time so
misleading and biased that it should not be used as the pri-
mary end point in clinical trials. What drives our therapeu-
tic choices in clinical practice is not the median effect, or
the hazard ratio for survival, or the progression-free
survival (PFS) advantage with a certain treatment over an-

other, rather it is an individual patient could be “an outlier,”
ie, he or she might derive a significant benefit from therapy.
In this regard, the ability of newer combinations to enable
surgical resection of metastatic lesions that were not ini-
tially resectable is very attractive.® Following radical sur-
gery, even those patients with initially unresectable disease
will have a 30% chance of long-term survival,* which is
similar to that of patients who undergo primary resection.
Offering patients with metastatic colorectal cancer a chance
of cure represents the main driving force of our clinical
practice. However, given the high probability that disease
will recur within a few months of major liver surgery, is
resectability by itself a relevant enough outcome to pursue?
“Resectability” indicates a state of potential resection, it
does not imply that the patient has had the tumor com-
pletely removed, is alive, well, and free of disease. Thus, it
is important to recognize that resectability is just the first
stage of a sequential process consisting of the following
successive steps:

Table 1 illustrates the lack of compelling data available from clinical trials on this issue; the reported outcomes, in
fact, refer only to patients who successfully underwent resection with curative intent, not to all patients considered
eligible for radical surgery after ““conversion chemotherapy.”
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VALUE THE FDG-PET/CT ON THE MANAGEMENT OF
COLORECTAL CANCER PATIENTS

A. Tonev, N. Kolev, V. Ignatov, G. lvanov, A. Zlatarov, K. lvanov

Ist Clinic ot Surgery, University Hospital ““St. Marina”-Varna

ABSTRACT

INTRODUCTION: In patients with colorectal cancer (CRC), preoperative evaluation and staging should fo-
cus on techniques that might alter the preoperative or intraoperative surgical plan. Conventional imaging
methods (CT, MRI) have low accuracy for identifying the depth of tumour infiltration and have limited ability
to detect regional lymph node involvement. The aim of this study was to evaluate the utility of FDG-PET in the
initial staging of patients with CC in comparison with conventional staging methods and to determine its im-
pact on therapeutic management. METHODS: In First Clinic of Surgery at University Hospital “St. Marina”
one hundred and four patients with a diagnosis of CRC (53 males and 51 females; mean age 66.76+ 12.36
years), selected prospectively. All patients were studied for staging using a standard procedure (CT) and
FDG-PET. The reference method was histology. The effect of FDG-PET on diagnoses and the operative treat-
ment was studied. RESULTS: In 14 patients, surgery was contraindicated by FDG-PET owing to the extent of
disease (only 6/14 suspected by CT). FDG-PET revealed four synchronous tumours. For N staging, both pro-
cedures showed a relatively high specificity but a low diagnostic accuracy (PET 56%, CT 60%0) and sensitivity
(PET 219%, CT 25%). For M assessment, diagnostic accuracy was 92% for FDGPET and 87% for CT.
FDG-PET results led to modification of the therapy approach in 17.85% of the patients with rectal cancer and
in 14.8% of the patients with colon cancer. CONCLUSION: Compared with conventional techniques,
FDGPET appears to be useful in pre-surgical staging of CC, revealing unsuspected disease and impacting on
the treatment approach.

Key words: 18F-FDG . Position emission tomography. Colorectal cancer . Staging .

INTRODUCTION node involvement [2]. Normal-sized lymph nodes may
contain tumour, whereas enlarged nodes may merely be re-
active. Therefore, for the vast majority of patients with
colorectal cancer, a CT or MRI examination is not required
for N staging, which is determined according to surgical

and pathological criteria. Nevertheless, most patients un-

Colorectal cancer is the third most frequently diagnosed
malignant tumour and the third most frequent cause of can-
cer death in Western countries. In Spain, it is the second
cause of cancer death in both males (after lung cancer) and

females (after breast cancer) and represents 11% of all can-
cer deaths [1]. The diagnosis of colorectal carcinoma is
based on colonoscopy and biopsy. Surgery is the main ther-
apeutic modality for patients with colorectal carcinoma,
even in those with metastasis for whom palliative tech-
niques may be beneficial [2]. After initial diagnosis, accu-
rate staging is the next important step in cancer manage-
ment. Preoperative evaluation and staging should focus on
techniques that might preclude surgery entirely, alter the
preoperative or intraoperative surgical plan, or indicate the
need for preoperative adjuvant therapy [3]. Depth of pene-
tration through the bowel wall, involvement of lymph
nodes, and presence of distant organ metastases are prog-
nostic factors in patients with colorectal cancer [2]. Mor-
phological procedures, i.e. computed tomography (CT) and
magnetic resonance imaging (MRI), have shown low (al-
though increasing) accuracy for identifying the depth of tu-
mour infiltration within the bowel wall in colon carcinoma
and are of limited value in the detection of regional lymph

dergo a preoperative CT examination of the chest, abdo-
men and pelvis for detection of metastatic disease [2]. In
addition to providing important prognostic information, the
identification of distant metastases has been shown to bene-
fit both the initial staging and the follow-up of patients with
colorectal cancer [4]. Accurate staging that identifies un-
suspected metastatic disease assists in optimising patient
management by ruling out surgery in some cases and en-
suring an adequate surgical approach in others. The bene-
fits of surgical resection and systemic chemotherapy in pro-
longing the survival of patients with hepatic metastases
have been established in recent years. Outcomes of surgery
in patients with resectable liver disease show 5-year sur-
vival rates of 40%, compared with no survival at 5 years in
untreated patients [5, 6]. Current strategies aim to increase
the number of candidates for curative hepatic resection.
These strategies include the use of preoperative systemic
chemotherapy and ablative therapy, which can lead to sur-
gery with curative intent for patients initially thought to
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INTRAOPERATIVE ULTRASOUND OF THE LIVER

Kolev N., A. Zlatarov, G. Todorov, A. Tonev, V. Ignatov, G. lvanov, K. lvanov

I-st Clinic of Surgery, University Hospital “St. Marina”

RESUME: Intraoperative ultrasound has become an essential tool for the surgeon in the field of hepatobiliary
surgery. No preoperative study has been able to duplicate the sensitivity and specificity of intraoperative ul-
trasound (IOUS) in the identification of occult lesions. With recent improvements in technology, IOUS has
now become an indispensable means of defining the extent of disease and respectability, and providing a guide
to anatomic and nonanatomic hepatic resections and minimally invasive and percutaneous ablative tech-
niques. The contrast-enhanced intraoperative ultrasound (CE-10US) makes IOUS more accurate, thus en-
hancing the impact of this technique on operative decision-making for liver tumors. The concept of
intraoperative ultrasound (IOUS) was first introduced in the mid-1960s and was used primarily in evaluating
choledocholithiasis. More advanced applications were not pursued until the early 1980s, secondary to the lim-
itations of ultrasound technology, which involved large bulky transducers and a relatively poor image quality
[1]. Presently, IOUS is a mainstay in all oncologic hepatobiliary procedures. Despite all of these technical ad-
vances, preoperative detection of preoperative liver lesions remains 60% to 80%. As a reflection of these
shortcomings, false negative rates with CT and MRI range from 40% to 70% Table 1 summarizes these find-
ings, the significance of which are demonstrated by several groups citing that in 27% to 49% of cases the oper-
ative plan will be changed based on new IOUS findings. These conclusions hold true even in the modern era of
advanced preoperative staging. As a result, IOUS has now become a standard part of almost allhepatobiliary
cases.

TECHNICAL ASPECTS OF
INTRAOPERATIVE ULTRASOUND

A complete evaluation of the liver can be performed
through most incisions and with minimal mobilization of
the liver. There are a variety of IOUS systems available. It
is also possible to use standard transabdominal equipment,
but it has limitations in resolution, the near field of view,
and the bulkiness of the probe [1]. IOUS is best performed
using a real-time B-mode electronic scanner system with a
5-MHz or 7.5-MHz side-fire T-shaped linear array probe or
a convex-array end-fire probe. Either probe can be cradled
in the palm of the hand and directly applied to the surface of
the liver without gel or acoustic coupling agent. The con-
vex probe reaches all areas of the liver even if full mobiliza-

An understanding of normal ultrasound anatomy is essen-
tial in performing 10US because it enables the surgeon to
plan segmental resection and define resectability. (Table 1)
On rare occasions, the three veins enter the inferior vena
cava as a single trunk; more often, the right hepatic vein en-
ters the cava separately while the middle and left form a
single trunk or enter separately. Other occasional variants
include a separate right superior hepatic vein that drains the
upper portion of the liver bound by the coronary ligament,
or an accessory inferior right hepatic vein that drains into
the cava 2 to 3 cm distal to the hepatic vein confluence. On
occasion the portal vein may be ventral to the hepatic ar-
tery, duplicated, congenitally absent, or branch
intrahepatically.

ULTRASOUND SIGNS OF HEPATIC
TUMORS

Tumors are best characterized as being an-, hyper-, or
hypoechoic when compared with normal hepatic paren-
chyma (Table 1).

Table 1

tion has not been performed, and allows greater visualiza-
tion of the deep liver as compared with the linear array. Re-
gardless of the type of system used, a methodical, system-
atic approach must be used in all cases. The use of overlap-
ping fields is essential to assess completely the entire liver.
We scan the liver with overlapping fields from the dome to
the caudal edge, proceeding from left to right through the
entire organ in a sequential manner. Scanning at a fre-
quency of 5 MHz allows a depth of penetration of up to 10
to 12 cm, while the 7.5-MHz probe provides a shallower
depth of penetration. For deeper lesions, the probe can be
placed on the posterior surface of the liver. During the en-
tire survey, the transducer is palmed in the hand of the sur-
geon such that it never loses contact with the surface of the
liver and the surgeon is able to maintain tactile sense of lo-
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COLORECTAL POSTER PRESENTATIONS

bowel obsteaction causes severe perioperative complications in colorectal cancer patients. Purpose & Patients: The aim of chis scudy is to
evaluate clinical outcomes of surgery for colorectal padiencs with bowel obstruction. From 2000 1o 2006, fifty four colorectal patients wich bowel
obstruction underwent emergency operation {(n=12) or preaperative intestinal decompression for elective surgery (n=42) in our institution were
included. Results: In ewenty nine of 42 patients, decompression treatment was achieved for howel obstruction safely, bue in 13 patients conversion
to emergency operation because of complications, specifically perforation or unsuccesstul decompression. Postoperative complications occurred
in 24% and its rate was higher in emergency operation (44%vs7%). Also, twenty four (82%) out of 29 patients with elective sucgery could avoid
creating stoma, and the rate was lower than that in patients with emergency operation. The hospitalization after surgery was shorter in elective
surgery significantly (p=0.0254). Regarding with oncologic results, recurrence developed in 48% (n=15) in stage [T and H1 31 colorectal patients,
and most of them were the hematogenous merastasis. The overall Syear survival raves were 61.2% and the five-year velapse-free survival rates were
34.8% Conclusion: Preoperarive decompression treatment for bowel obstruction was uscful ro prevent postoperative complications, Presence of
preoperative obstruction proximal to colorectal cancer may be a risk factor of prognosis in colorectal cancer patients.
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ONE CASE OF THE PROGRESS COLORECTAL CANCER WITH A KRASP.G13D VARIANT
TREATED EFFECTIVELY WITH FOLFOX + CETUXIMAB

Takeshi Inoh', Akinori Nakatani', Masayuki Kitajimal, Tomoo Watanabe', Kazuhiko Nishimura', Shunji Fumgawal,

Hidenori Orikasa’
"Department of Surgery, Tobu Chitki Flospital, Tokyo Metroporitan Health and Medical Treatment Corporation, Japan, *Department of Pathology, Tobu Chiiki
Hospizal, Tikyo Metraporitan Health and Medical Treatment Corporation, Japan

Cetuxinab {(Cmab) specifically binds to epidermal growth factor recepror (EGFRY), and it is one of the molecular target anticancer drugs
inhibicing a work of EGFR, but it is said that the adapration case is only a KRAS wild type. However, repores that antitumor effect of Cmab
in the KRASp. G13D variant is found in late years.We report our experience with the unresectable progress ascending colon cancer case that
FOLFOX + Cmab had a complete response to in o KRASp. G131 variant case. <case> 65 years old, women <clinical history> She was noted
granular shadow to both Inng fields by the chest Xray examination of the medical examination, and visited in onr hospital , respiratory internal
medicine. Examination showed greater tubercle in the left main bronchus, and multiple nodules in both lung ficlds. Also, ascending colon had
a mass which was impossible of fiber passage, she visited with incroduction consuleation to ont department. As a resulr of close investigarion,
we started FOLFOX4 therapy by a diagnosis of an ascending colon cancer and the mulriple merastases to lung We used Cmab with FOLFOX4
therapy because an examination for KRAS was wild type but p.G 13D variant. We assessed the outcome of ereatment after the FOLFOX4
thesapy {onee) & FOLFOX4+ Crmab therapy (six times). Because loss of che lesion of an ascending colon and the left main bronchus nucleus was
detected, we performed right hemicolectomy after FOLFOX4+ Cmab therapy twice addirion We reported experience that FOLFOX4+ Cmab
therapy had a complete response though KRAS variants.

PO64

NEW METHODS FOR INTRAOPERATIVE EVALUATION IN THE RADICAL RECTAL CANCER
SURGERY

Krassimir Ivanov, Anton Tonev, Nikola Kolev, Valentin Ignatov, Georgi Ivanov

Deparement of Geneval and Opevative Surgery, Medical University of Varna, Bulgaria

Paticnts.with low rectal cancer represent a staging and therapeutic challenge as the surgeon needs often to balance the competing requirements
for an oncologically sound procedure with the desive to perform a sphincter sparing operation with appropriate functional outcome, This
could be possible if a multidisciplinary team is involved as accurate preoperative imaging and diagnosis, routine use of neoadjuvant therapy and
reassessment. This approach will help to oprimize the individual function and outcome of the patients. While we should always strive to offer a
patient sphincter saving surgery, a technically proficient but functionally poor result may not be in the best interests of the patient. Those with
very low receal tumors who undergo neoadjuvant therapy and a low serait stapled or coloanal anastomosis have a high incidence of the functional
symptoms of low anteriot resection syndrome. The nerve sparing surgery does not have standards for intra operative evaluations and rely only on
postoperative follow-up. It is interesting to note that according to literature, around 24 percent of the patients at follow-np reported incontinence
with a mean Wexner score of 15, New methods as intra operative nerve mapping and stimulation are developed and their role is investigated in
prospective trial.
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catcinoma undergoing preoperative intestinal drainage Methods. A rotal of 803 consecutive srage [-IV colorectal cancer patients were undergoing
intent colecromy between 2000 and 2010, The patients were selected into two groups: obstruction with advanced colorectal carcinoma group
{OCRC), which included 87 patients undergoing colectomy with preoperative intestinal drainage, and a Non-obstructing advanced colorectal
carcinoma group {CRC), which included those 511 patients undergoing colecromy alone. Morbidity, mortality, and prognosis were assessed.
Resulrs. In the drainage methods of OCRC group, Jong nasointestinal tube drainage was 30 patients {34.5%), or transanally inserred tube
drainage was 14 patients (16.1%), drainage of colostomy was 43 patients (49.4%). The mortality rage was 0% in the OCRC group and 0.4% in
the CRC group (2 of 511 patients). The motbidicy rate was 43.7% in the OCRC group (39 of 87 patients) and 37.2% in the CRC group (190 of
S11 patients). The 5-yeat overall snevival rate was 69.5% in the OCRC group and 72.9% in the CRC group [hazard ratio 0.76 {95% confidence
interval 0.35 ro 1.16; P=0.48)], No statisrically significant survival differences were observed in survival between the two groups in stage 11, 111,
[V and over all.Conclusion. Intestinal obstruction with advanced colorectal carcinoma undergoing preoperative colonic drainage is safery and no
survival inferiority.
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THE PREDICTION OF DIFFICULTY OF LAPAROSCOPIC SURGERY AT RECTAL CANCER BY
THE PELVIMETRY USING 3D-CT IMAGE

Hiroaki Tanaka, Kazuya Muguruma, Nobuya Yamada, Masakazu Yashiro, Bunzo Nakata, Masaichi Ohira, Tetsuro Ishikawa,
Kosei Hirakawa
Department of Suwrgical Oncology, Gsaka City University Graduate School of Medicine, Japan

Introduction: Recendy, adaptation of operation using a laparoscope for advanced colorectal cancer has been expanded by the progress of
laparoscopic surgery. However, we often sulfer from the rectal cancer operation, exfoliation around the rectum and anastomosis inside narrow
pelvis. Theretore it is useful o distinguish the narrow pelvis before laparoscopic rectal operation when we ascertain operarion indication and
safety. So we performed pelvimetry using 3D-CT and examined the ntility and connection witch the complication.

Materials and methods: From January, 2008 to March, 2011, 81 cases of rectal cancer have been performed laparoscopic anterior tesection
or intrasphincteric resection in our institution, and we measured the obstetric conjugate, sacrum length, pelvic outlet, transverse distance, and
interspinous distance of the small pelvis with CT. And we examined the dinicopathologic examination in sex, Body Mass Index, tumor diameter,
distance from anus, rare of conversion to open surgery, opetation time, bleeding amount, number of stapling, and postoperative complication.
Resule: Among 81 cases, male were S0 cases and female were 31 cases. As for man, the pelvic cavity was significandy deep and narrowly in
comparison with woman in pelvimetry. Complications of anastomoric leakage and conversion to open surgery were 15 (18.5%) and 10 cases
{(12.3%), and male were 12 (80%) and 9 cases {90%) of all. Multivariate analysis showed that cumor distance from anus (p = 0L012), obstetric
conjugate (p = 0.014). and sacran length {p = 0.017) were independently predictive of operative time. Others, the distance from anus, and
mmber of stapling were refated to anastorvotic leakuge.

Conclusion: As for the man, pelvis is narrower in comparison with the woman, and the man with narrow pelvis and shorter tumor distance from
anus have difficaley to staple and higher risk of complications of anastomotic leakage and open conversion.

P0o94
LAPAROSCOPIC INTERSPHINCTER RESECTION FOR RECTAL CARCINOMA

Krassi

Ivanoy, Nikola Kolev, Anton Toney, Valentin Ignatov, Georgi Ivanov
Department of General and Operative Surgery, Medical University of Varna, Bulgaria

BACKGROUNID: Laparoscopic approach has been reported to be one of the standards for toral inesorectal excision in rectal cancer surgery.
Intersphincteric resection (ISR) has been reporeed as a promising method for sphincter-preserving operation in sclected patients with very low
rectal cancer. METHODS: We underline the important surgical issues surrounding the management of patients with low rectal cancer indicated
to laparoscopic intersphincteric rescetion (ISR). From January 2007 «ill now, 32 pacients with very low rectal cancer underwent laparoscopic
TME with ISR. W report and analyze the results from them RESULTS: Conversion to open surgery was necessary in one (3%) patient. The
median operation time was 273 min and median estimated blood loss was 110 ml. There was no mortality. Postopcrative complications occurred
in five (15%) patients. The median length of postoperative hospital stay was 7.2 days. Macroscopic complete mesorectal excision was achieved
i all cases. Complete rescction (RO} was achieved in 31 (93%) patients, CONCLUSIONS: Laparoscopic ISR is technically feasible and a safe
alternative to lapatotomy with faverable shorr-term postoperative outcomes when the sutgical team have sufficient experience,
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heparocytes which were on reparative regeneration activity, and we administrated it into abdominal cavity, Results: The performed research has
shown that antihepatocytotoxic setum prevents liver-cell necrosis, promoutes reparative regeneration process in toxicaly damaged liver cells, and
helps in organ function restoration. Conclusions: Morphological evaluation have shown regeneration process increasing of bipolar hepatocytes
number, incteasing of hepatocytes mitogenic activity. By analysis of our results we can postulate that reatment of acute liver failure with our
method isolated hepatocyte transplantation and Antihepatocytotoxic serum induce and stimulates reparative regencration process in toxically
damaged liver and it can be effective treatment method.

P217
NEW METHOD OF TREATMENT OF LIVER TOXIC DAMAGES

Eka Kurdadze, Davit Tophuria, Nino Lobjanidze, Nino Chavchanidze, Givi Katsitadze, Irakli Tophuria, Ia Khurtsilava
Human Normal Anatomy, Thilisi Stage Medical University, Georgia

Backrounds/Aims: Number of patients presently being with liver toxic damages is constantly increased annually. Despite of intensive study of its
methods of pathogenesis and treacment methods the lethal cases ate numerous and at present time, in out century in the best clinics of the world
reaches 70 to 80%. Complex method of trearment which unites hemosorbtion and cellular transplantation on one side will provide metabolism
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and hemodinamics timely category. And on the other side the reparation regeneration stimulation of the sick organ in the rather short period
than in each in separation. Methodology: In the expetiment the test was conducted with usage of with 120 Vistar Line white Jab rats with
weight 170, 200 g. In first group after creation of the model are under examination without treatment. 2 group in the conditions of ethylene-

ester mask narcosis after three days of modeling was made one-time hemosorbtion. In 3 group animals the conditions of ethylenester mask
narcosis after three days of modeling prformed transplantation of allogenic hepathocytes, 4 group animals the conditions of cthyleneester mask
narcosis as well as 2 gronp animals were made one time hemosorbtion. Furthermore as well as in 3 group animals was conducred transplantation
of allogenic live isolated hepathocytes. Resules/Conclusion: Out of modeling liver sharp shortage on 3 to7 day all animals of the control group
died. Transplancation methods died 70 %; detoxication treatment died 26%. And combined method of live isolated hepathocytes with usage of
hemosorbtion methods died 20%. The main reason of death was the liver acute toxic damage. Key words: liver, toxic, daimage, hemosorbtion,
transplantation.
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A CHANGE OF THE STRATEGIES IN LIVER SURGERY IN IV STAGE METASTATIC
COLORECTAL CANCER

K ov, Nikola Kolev, Anton Tonev, Valentin Ignatov, Georgi Ivanov
Department of General and Operative Suygery, Medical University of Varna, Bulgaria

With recent advances in chemotherapy, traditional clinicopatchological factors should not be used to exclude otherwise resectable patients from
surgery. Pathological or clinical response to chemotherapy has become valuable in determining the treaoment for individual patients. Portal
vein embolization and two-stage eperation with ablative therapy and preoperative chemotherapy should be considered for unresectable liver
metastases located in a liver remnant that is at che minimum volume required for survival, The recent EORTC 40983 trials regarding preoperative
chemortherapy for resectable CLM have failed o demonstrate a clear signiﬁcant advantage. However, patients wirh a low clinical risk score tor the
recurrence, such as several metastases of less chan 4 cm, and who are fit candidates for liver resection are often offered immediate surgery. Patients
at high clinical risk should also be considered for neoadjuvant chemotherapy. One forthcoming and appealing strategy is to adapt postoperative
treatment according to tumor response s evaluated by neoadjuvant chemotherapy or by the presence of individual tumor biomarker such as che
Kras mutation or single-nucleotide polymorphisms. This could avoid the overtreatment of nonresponsive paticnts and enable a more tailored
approach to treat an indivichal patient disease. The treatment paradigm for CLM is rapidly changing with the development of newer anticancer
chemotherapeutic agents.
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RESULT OF SURGICAL TREATMENT FOR PERITONEAL DISSEMINATION OF
HEPATOCELLULAR CARCINOMA

Noriaki Nakamura, Takumi Irie, Shinji Tanaka, Shigeki Arii
Department of Hepato-biliary pancreatic surgery, Tokyo medical and dental wniversity, Japan
Inrroduction

Even in the patients with advanced stage, peritoncal dissemination of HCC is rare. Alchough the recent improvements of the treatment for HCC
such as opetation and radiofrequency ablation are remarkable, a treatment for peritoneal dissemination of HCC has not been established. Here

we report surgically treated six cases of peritoneal dissemination.

Patients

445 cases of HCC were treated from April, 2000 to June, 2011 in our hospital. The six cases (1.3%) were treated with the surgical operation.
Results
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-Abstract : ‘
INTRODUCTION: Intersphi nctenc resection (ISR) has been report-
ed as a promising method for sphincter-preserving operation in
selected patients with very low rectal cancer. METHODS: We report
our experience in the management of very low rectal cancer who
otherwise are indicated to abdomino-perineal excision. The alterna-
tive of intersphincteric resection is widespread approach with very
good results. From January 2007 till December, 2011, 34 patients

_with very low rectal cancer underwent TME with ISR. We report
and analyze the results we had achieved. RESULTS: Primary all of
the patients were indicated for laparoscopic approach. Conversion
to open surgery was necessary in 4 (11%) patients. The median
operation time was 233 minutes for the open surgery and 268 min-
utes for the laparoscopic group. The pelvic plexus was completely

" preserved in 30 patients (89%). There was no perioperative mor-
tality. Postoperative complications occurred in three (9%) patients.
The median length of postoperative hospital stay was 5,4 days.
Macroscopic complete mesorectal excision was achieved in 32 cas-

es (94%). Complete resection {(R0) was achieved in 31 (91%) pa-
tients. CONCLUSIONS: Laparoscopic TME with ISR is technically
feasible and a safe alternative to laparotomy with favorable short-
term postoperative outcomes. The laparoscopic approach can be
undergone in most of the patients with fow rectal cancer, expecialy
in those without any operation in the abdomen. These procedures
enable anal preservation in some patients in whom APR would be
otherwise required. Radiotherapy has to be used only in T4 of the
indicated for sphincter-preserving very low rectal cancer patients.

Keywords: intersphincteric resection; low rectal cancer
Contact authors at: julia.kaicheva@gmail.com
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Abstract:

INTRODUCTION: Endoscoplc treatment for early rectal can-
cer increased its impact in the present time. The finding of
early rectal cancer is a major problem leading to direct influ-
ence to the final results. The choice of treatment procedure
for early rectal cancer may be complicated because of the
“anatomy and function of the ano-rectal area, complications
of anal dysfunction, and incidence of leakage from the anas-
-tomosis after surgery. AIMS: The advantages of endoscopic
treatment have to be evaluated. Some of the indications for
mini-invasive endoscopic treatment have to be shifted be-
cause of the better postoperative results and equal oncologic
results. CONCLUSION: A precise diagnosis after endoscopic
examination based on the pit pattern with magnifying en-
doscopy may be an effective aid in selecting the most appro-
priate endoscopic treatment for early rectal cancer. The ap-
proach averts several of the pitfalls commonly experienced
with transanal endoscopic microsurgery. Continued investi-
gation and development of this novel modality will be im-
portant in establishing its role in minimally invasive surgery.

Keywords: endoscopy,; early rectal cancer

Contact authors at: alekszlatarov@gmail.com
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INITIALLY UNRESECTABLE LIVER METASTASES FROM COLORECTAL ORIGIN - THERAPEUTIC
OPTIONS AND CASE REPORT

AUTHORS: Julia Kalcheva; Aleksander Zlatarov
CO-AUTHORS: Anton Tonev MD, Assoc. prof. Valentin Ignatov MD, PhD, Prof. Krasimir Ivanov MD, PhD
SCIENTIFIC COORDINATOR: Assoc. prof. Nikola Kolev MD, PhDD

Medical Unversity “Prof. d-r Paraskev Stojanov™, Varna

INTRODUCTION: The hepatic metastatic disease from colo-rectal cancer sometimes is found mitially unresectable. There are several
therapy options: radiofrequency ablation (RFA) provides a relatively safe and highly effective method to control local disease and also
could be an addition to surgical resection. Another opportunity is the necadjuvant chemotherapy, which aims: downsizing the tumor,
and reducing the risk of recurrence. The preoperative portal vein embolization (PPVE) comes into consideration when the volume of
future liver remnant seems to be insufficient when a large resection is planned.

MATERIALS AND METHODS: We present a case of our practice: a 65 years old woman with imaging and morphological data
showed colonic cancer and hepatic metastasis in the right hepatic lobe. The surgical intervention was considered appropriate. A tumor
mass (8x8cm) was found in proximal rectum. To assess the hepatic metastatic disease, infraoperative ultrasonography was performed
demonstrating large lesion spreading from 8 to 7 and 4 A segment; no lesiong were found in the left hepatic lobe.  Anterior rectal
resection with terminal colo-rectal anastomosis was performed. During the first operation the metastasis was considered primarily
unresectable with decision for neoadjuvant chemotherapy and followed portal vein embolization because of insufficient remnant liver
volume. Afterwards the metastatic hepatic disease was found resectable and major hepatic surgery was undertaken,

RESULTS: The whole 8 segment and partially 7, 6, 5 and 4 segments were resected, along with parietal resection of the middle and
right hepatic veins. The procedure was assessed with intraoperative Doppler sonography. The (inal result was RO resection with 2-
Jem margins, with preserved blood flow and biliary drainage.

CONCLUSION: Patients with hepatic metastatic disease should be thoroughly cvaluated by experienced surgeons and radiologisis.
Initially unresectable lesions could be treated with RFA, ncoadjuvant chemotherapy and PPVE, providing loco-regional control or
with downsizing the tumor mass, making the unresectable esion resectable.

KEY WORDS: liver metastascs; resection; RFA; PPVE
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HYDATID CYST DISEASE

AUTHORS: Alcksander Zlatarov, Julia Kaleheva
CO-AUTHORS: Prof. Valentin Ignatov MDD, PhDD: Anton Toney MD, Prof. Krasimir fvanov MDD, PhD.
SCIENTIFIC COORDINATOR: Assoc. Prof. Nikola Kolev MD, PhD

Medical Unversity “Prof. d-r Paraskev Stojanov”, Varna

INTRODUCTION: Hydatidosis is a major problem in pediatric practice that can cause significant morbidity and mortality. The liver
is the organ affected most frequently (up to 80% of cases), followed by the lung (about 20% of cases), and with lower reported
incidence, virtually in any other organ or tissue in the body.

MATERIALS AND METHODS: Current approaches and reasoning concerning optimal treatment of liver hydatid cyst discase are
revisited, and recommendations based on available literature regarding ideal management of such cases are presented. Comparative
analysis of surgical and percutaneous treatment of children with hepatic hydatid cysts is presented. Data was collected from the
records of 98 paticnts with hydatidosis from 2001 to 2010.

RESULTS: Minor complications were urticaria and fever in 3 patients with PAIR method and inflammation of the surgical wound in 5
patients. Major complications were infection of the cyst cavity in a patient and development of biliary fistula in 2 patients underwent
operative surgery. No site recurrences were observed in both of groups, but in three paticnis we inspected progression of the disease.
No mortality, abdominal dissemination, or tract seeding occurred.

CONCLUSION: Surgery should no longer be regarded as the first choice treatment. PAIR can effectively replace surgical techniques
in treatment of liver hydatid disease and may be imposed as a first method of choice. Complication rates seem to be higher with
conservative surgical procedures compared to mini-invasive approaches.

KEY WORDS: Hydatid cyst; surgery; PAIR
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PALLIATIVE ENDOSCOPIC
TREATMENT OF MECHANIC ICTER
DUE TO ADVANCED COLORECTAL

CARCINOMA -CASE REPORT

N. Koley, A. Toney, G. Ivanov, V. Ignatoy, A. Zlatarov,
Y. Kalcheva, G. Todorov, B. Andonov, M. Hristov, K.
lvanov

VI-th international postgraduate course of IASGO 31
May -1 June 2012, Military Medical Academy —Sofia

CASE

Male with medical history of :

1. 2007 — Anterior Rectal Resection pro Carcinoma

2. 2009 - Right hepatectomy for progression of the oncologic
disease

3. 2010 - Second hepatectomy

4. 2011 - Jaundice pro icterus mechanicus — limph node mets in

liver hilus

- Endoscopic Self-expandable metal stent was
applied

PRE — STENTING PTC — COMPRESION OF LIVER HILUS FROM LIMPH NODE METS

Lyutskanov

PRE — STENTING PTC — COMPRESION OF LIVER HILUS FROM LIMPH NODE METS

01/03/2012
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Follow-up...
Incidentally Discovered GBC After
LC -Case Report

@ On the 7 post-op. day histopathological
results showed gallbladder carcinoma with
infiltration of all layers of gallbladder wall.

S

- 4

N. Kolev, A. Tonev, G. Ivanov, V. Ignatov, A.
Zlatarov, Y. Kalcheva, G. Todorov, B. Andonov, M.
Hristov, K. lvanov

VI-th international postgraduate course of IASGO
31 May -1 June 2012, Military Medical Academy —

Sofia
Strategy
@ One month after laparoscopic
cholecystectomy patient was scheduled for
OUR DATA: open surgery.

We present a case report of a 57 year old
man -

@ Ultrasound imaging data for
cholecystolithiasis.

@ Clinical presentation of calculous
cholecystitis.

@ Patient undergone laparoscopic
cholecystectomy.

Radical S4b-5 hepatectomy with hilar
lymphadenectomy
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TRANS TUMOR PTC STENTING IN CASE

OF KLATSKIN CARCINOMA

N. Kolev, A. Toney, G. Ivanoy, V. Ignatov, A. Zlatarov, Y. Kalcheva,

G. Todorov, B. Andonov, M. Hristoy, K. lvanov

VI-th international postgraduate course of IASGO 31 May -1
June 2012, Military Medical Academy —Sofia

After medical consilium a decision for PTC
drainage was taken. During the injection of
contrast material two defects were visualized:
one in the hepatic hilum and another one in the
papilla of Vater. The PTC drainage had to be
placed twice, due to malpositioning and

insufficient bile drainage, it was finally removed.

We report a case of our practice. 79 years old patient is
admitted for a first time in the department with the
following complaints:painless jaundice, darkened urine

and light colored stool.

Laboratory results: Hb 99; Billirubin total 341; Direct
billirubin  180; ASAT 214; ALAT 408; GGT 1573;
Alkaline phosphatase 1022.

The patient was assessed as resectable, but
because of high comorbidity and advanced age he
was considered inoperable. With consideration of
the mentioned above we decided to perform
percutaneous stenting of intra and extrahepatic bile

ducts with the pusher technique.

Imaging investigations results:

US - highly dilated intrahepatic bile ducts.

CT scan — suspicion for tumor process in the
hepatic hilum.

After a consult with hepatobiliary surgeons a
decision for MRI was taken.

MRI results: Klatckin's tumor affecting the left
hepatic duct (Bismuth — Corlette IlIb).

After the procedure the patient was
dehospitalized with normal laboratory results, the
cholestasis was overcome, effective palliative

bile drainage was accomplished.
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RIGHT PORTAL VEIN EMBOLISATION IN
METASTATIC LIVER -BRIDGE TO RADICAL AND
ORGAN SPARING SURGERY

N. Koley, A. Toney, G. Ivanov, V. Ignatov, A. Zlatarov, Y. Kalcheva, G.
Todorov, B. Andonov, M. Hristov, K. lvanov

VI-th international postgraduate course of IASGO 31 May -1 June
2012, Military Medical Academy —Sofia

CASE REPORT OF PPVE

The patient underwent six courses of
neoadjuvant chemotherapy with

FOLFIRI+Bevacuzimab+Tavagrastim

combination.

CASE REPORT OF PPVE

We present a case from our practice — a 65
years old woman with imaging and morphological
data for colonic cancer and hepatic metastasis in
the right hepatic lobe. The surgical intervention
was considered appropriate.

Labarotary results: Hb-111; Hct-0.379; Er-4.6;
Leu-5,1; Tr-336;

CASE REPORT OF PPVE

After second laboratory and imaging evaluation the
patient was considered suitable candidate for PPVE.
Under US and radioscopic guidance the left hepatic
structures were accessed. The portal anatomy of the left
hepatic lobe was presented. Ipsisalteral puncture and
embolization with Lipiodol of the right branches of portal
vein was afterwards performed. CT scan after the

procedure was performed to verify the results.

CASE REPORT OF PPVE

A tumor mass (8x8cm) was found in proximal
rectum. To assess the hepatic metastatic disease,
intraoperative ultrasonography was performed
demonstrating large lesion spreading from 8 to 7
and 4 A segment; no lesions were found in the
left hepatic lobe.

Anterior rectal resection with terminal colo -
rectal anastomosis was performed. Histology
result confirmed colonic adenocarcinoma
pT3N1Mx G2.

CASE REPORT OF PPVE

40 days after the embolization the patient was
admitted for radical surgery. The preoperative
plan was: right extended hepatectomy (3 sectoral
resection). With consideration of new data:

relative hypertrophy of FLR after PPV
decrease in tumor size

possibility of future progression and necessity of
second resection, the patient was restaged
according to RECIST and decision for major
surgery was taken.
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JIAITAPOCKOIICKA
UHTEPC®UHKTEPHA PE3EKIIUA

K. MBaHos, B. UrHaTtos, H. Kones, A. ToHeB

Mbpea KnnHuka no Xupyprusa
YMBA/ ,,Cs. MapuHa“- BapHa

&)

BbBEAEHWUE

- MNpes nocnegHoTo AeceTuneTue 3anoyHa aa

ce npunara no-WMPOKO MeToaa Ha
MHTepCUHKTepHaTa  pesekuus,  Lensiy
€[HOBPEMEHHO CMUHKTEPO-CbXpaHaBaHe U
HEeKOMMpoMeTpaHe Ha  OHKomoruyHara
paguKanHocT.

BbBEAEHWUE

* WNcTtopuyeckn pagvkanHata pesekums 3a KapLumHOM
Ha AUCTanHuA pekTyMm ce CBbp3Ba C U3BLPLUBAHETO
Ha a6,q0M|/|Ho—nep|/|HeanHa pesekums.

BbBexaaHeTo Ha no-6nuskv go Tymopa AucTasnHu
pe3eKUMOHHN rpaHvum, npunaraHeTo Ha
HeoajloBaHTHaTa Tepanus U UHTep-CUHKTepHaTa
pesekuMs npaBAT Bb3MOXHO W3BbPLUIBAHETO Ha
CMHKTEPO-3ana3Bawy onepaunm npu GonHM ¢
HUCKMN peKTanHu TYMOPW.

BbBEAEHWUE

+ OTBOpeH ocTaBa BbMPOCHT Aanv YBENUYEHWs Asn
Ha MHTEPCUHKTEPHUTE pe3eKkumH Le foBeae [0:
1- HamansBaHe npoueHTa Ha AP unn

2- HamarnsiBaHe npoueHTa Ha npegHuTe
pesekunn ¢ Hedncrta aucrtasnHa pe3ekunoHHa NUHUA.

+ C LUIMPOKOTO HamnaraHe ToTanHaTa Me3opeKTanHa
ekcumsna (TME)*, koHuenuuaTa Ha CchnecumeH
OpueHTUpaHa xupyrus gosege Ao nogobpsiaHe Ha
pe3ynatute OT  OMEpPaTUBHOTO  feYeHne  Ha
pekTanHusa pak. **

* Heald RJ. Total mesorectal excision is optimal surgery for rectal cancer: a Scandinavian consensus. Br J Surg
1995; 82: 1297-9.

** Kapiteijn E, Marijnen CA, ID etal.
excision for rectal cancer. N Engl) Med 2001; 345:638-46.

combined with total mesorectal

BbBEAEHWUE

+ PasBuTMETO Ha MeToaMTe 3a Bb3CTaHOBWTEMHA
XVPYPrvsi Mpy pak Ha pekTyma C eKcuM3usi Ha
YacT MM Uenust  CUHKTepeH  anapar,
MbpBOHAYaNHO MNPUMOXeHW npu GomHu C
Bb3nanutenHu 3aGonsBaHus Ha YepsaTta * u
PEKOHCTPYKUMSATa 4Ype3 pbYHa Koro-aHanHa
aHCTOMO3a  paslupsiBaT  MHAOMKaUMUTe  3a
npunaraHe Ha pes3eKkUMM CbC 3anasBaHe
HopMarnHusa NbT Ha Aedekauus.

* Coran AG. A personal experience with 100 consecutive total colectomies and straight ileoanal
endorectal pull-throughs for benign disease of the colon and rectum in children and adults.Ann Surg. 1990

| Sep:212(3):242-7; discussion 247-8

BbBEAEHWUE

« TexHnyeckuTe mMoOCTMXeHUss B obrnactta Ha
XUPYPIMYHUSE  MHCTPYMEHTapuym fosefie A0
Bb3MOXHOCTM 3a NPOMsiHA BbB BUCOYMHATA Ha
pesekuusi.

Bcnencteue Ha TOBa, I'Ip06ﬂeMM KaTto
Ka4eCTBOTO Ha J>XMBOT W 3ana3BaHe Ha
CeKCyarnHaTta aKTUBHOCT U3NnA30Xa Ha npeneH
nnaH, Kato HanMynmeto Wunnm OTCbCTBUETO Ha
,EleCpVIHVITMBHa KONoCTOMa ce onpependa kKarto
He3aBnUCnUm CbaKTOp, BInaAeLl BbpXy Ka4eCTBOTO
Ha XXMBOT crnopej noBe4eTo aBTopun *.

* Sprangers MA, Taal BG, Aaronson NK, te Velde A. Qualityof life in colorectal cancer. Stoma vs.
nonstoma patients. DisColon Rectum 1995; 38: 361-9.
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PAJIMKAJTHO EH/I0CKOIICKO
JIEYEHUE IPH
PAHEH PEKTAJIEH PAK

B. UrHatos, A. ToHes, H. Kones, A. 3naTtapos,
I. UsaHos, I. Topopos, K. UsaHoB

Mvbpea KavHuka no Xupyprusa
YMBAN ,,Ce. MapuHa“- BapHa

gt comy 2150 53 300ifice World | Gastron

Importance of histological evaluation in endoscopic
resection of early colorectal cancer

Nachisa Yoshida, Yuji Naito, Nobuaki Yagi, Akio Yanagisawa

* [pn  paHHWa  pekTaneH KapuumHOM,  NUMMHK

mMeTacTasm ce Habnogasat B or 3 go 7% ot
cnyyamte. OCHOBHM MeTOAM Ha EHOO0CKOMNCKOTO
XMPYPrMYHO NeYeHne ca eHpockornckara cybmykosHa
AMceKUMs N eHgocKonckaTa MyKosHa pesekums.

» EHgockonckata Myko3Ha pesekuus (EMP) e wupoko

ynotpebsiBaHa  kaTto  yTBbpAeH  MeTod  npwu
MOBBLPXHOCTHW  peKkTanHM  HoBooOpasyBaHuWs  C
BeHnrHeH xapakrep.

h/ C7 E World Journal of
¢ Gastrointestinal Endoscopy

rev— [roye——

R

E i b 1 di ot

for colorectal necplasms

Mitsuhire Fujishire

» Knacuyeckoto onpegeneHve 3a  paHeH
peKkTaneH pak BKIMO4Ba Hanun4ne Ha
ManurHeHu KNeTKu, orpaHuyeHu B
cybmyko3sara.

* CbBpeMeHHUTe cxBallaHus 3a paguKkarHo
NeyeHVe Ha paHeH peKkTaneH  pak
eBonoMpaT [0 npunaraHe Ha eHOOCKOMCKU
XMPYPrU4HU METOaM.

BbBEAEHWUE

* EH,D,OCKOI'ICKaTa YaCTuU4Ha MYKO3Ha peseKkuuda
(piece-meal - pesekums) w nanapockonckaTa
pesekuus ca NpUeTU METOAM 3a OTCTpaHsIBaHe Ha
roneMm NOBLPXHOCTHU Tymopu Haa 20MMm no xoda
Ha nebenoTo Yepso.

» EHpockonckaTta cybmyko3Ha aucekums (ECL) Bce
olle He e LIMPOKO NpueTa KaTo HagexaeH MeTof,
Nno3BOMsBaLL M3BLPLUBAHETO Ha pesekumsa ‘en block’
npu AoKkasaHW KapLMHOMMW Ha pekTyma.

BbBEAEHWUE

Tcis T1 T T1 T2
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intraepithelial neoplasia |
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epithelial cells
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Endoscopic submucosal dissection for premalignant lesions

and noninvasive early gastrointestinal cancers

Sadettin Hulagu, Omer Senturk, Cem Aygun, Orhan Kocaman, Altay Celebi, Tolga Konduk, Deniz Koc,

« ECO npu pekTaneH KapuuMHOM € TEeXHWUYEeCKM
U3MbMHUMA U Npeanara Bb3MOXHA anTtepHaTusa
Ha pagMKanHoTo JledeHne Ha paHeH pekTarneH pak.
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AACHA IIOPTAJIHA
EMBOJIN3ALIUA ITPH METACTA3HU
OT KOJIOPEKTAJIEH PAK.

_— H. Kones, B. UrHatos, A. ToHes, I. UBaHOB, A.
(I(-\, 3narapos, I. Togopos, K. UBaHoB

Mvpsa Knunuka no Xupyprua
YHuBepcutetcka 6onHuua ,Ce. MapuHa“ — BapHa

BbBEAEHUE

* [lHec IMNE Bce noseye ce M3nona3sa Karto
npegonepaTMBeH MeTod NpU nNauueHTn Ha
KOUTO UM NPEACTOM ronsiMa 4epHoapobHa
pesekuus, a (e ocTaTb4eH
YepHogpobeH obem e HeJoCTaTbY€EH.

* Ako TMMNE He 6bae u3BbpLIEHa, Te3n
nauMeHT ca W3NOXEHM Ha ronsiM puUck ga
pas3BUST YepHoapobHa HegoCTaTbYHOCT.

Abdalla EK, Hicks ME, Vauthey JN. Portal vein embolization: rationale, technique and future prospects. Br J Surg 2001;
88:165-175.

BbBEAEHWUE

* MNepkyTaHHaTa TpaHcKaTeTbpHa
embonusaunsa e MeTod 3a BbTPECcbAOBO
oTrnaraHe Ha 4acTuuM, TEYHOCT, unn
MEXaHW4YHU CPeacTBa, UIN KPbBEH CbCUPEK
C Lien yMULLSIEHO 3anyLliBaHe Ha cbaa.

* Tean yactMuM MOXe da ce u3nonseat 3a
OKny3una Ha apTepun Unm BeHWU.

Kinoshita H, Sakai K, Hirohasji K, Igawa S,Yamasaki O, Kubo S. Preoperative portal vein
embolization for hepatocellular carcinoma. World J Surg 1986; 10:803-808.

BbBEAEHUE

* MHoro oT BogewuTe XUpyp3u cmaTaT ye
MUHUMarHUS ocTaTb4eH ovaeLy,
YepHoOpobeH obem TpsibBa Oa He € Mo
mManko ot 25% oT nbpBOHaYanHus
YepHogpobeH 06eM, a Npu NaumeHTU KoUTO
we 6baaT MoOANOXKEHM Ha XUMUOTepanus
TO3n 06em TpsibBa Aa 6bae No-BUCOK.

de Baere T, Roche A, Elias D, Lasser P, Lagrange C, Bousson V. Preoperative portal vein embolization for extension
of hepatectomyindications. Hepatology1996:24:1386- 1391.

BbBEAEHUE

* MNepkyTaHHaTa TpaHcKaTeTbpHa
embonusauns Moxe Oa 6bae v3nosnsaHa
KaKTo c neyebHa Taka 1 ¢ nanvaTtmMsBHa Len.

* EmM6onnsaums Moxe ga ce U3BbpLUM
noeTanHo, ocobeHO B CriydauTe Ha CIOXHU
UINN MHOXECTBEHU Ne3nn.

MNpeponepaTMBHU nscneaBaHun

MpenonepaTvBHaTa OLUEHKA BKIOYBa TOpaKo-
abgomuHanHa KoMnTbpHa Tomorpadgus ¢ 3-
M3MEPHO M3MEpBaAHE Ha 4YepHOOPOOHUA 0bem
n AMP Ha 4yepHus gpob6 C KOpOHapHW
cpesose.

Jones OM, Rees M, John TG, Bygrave S, Plant G. Biopsy of resectable colorectal liver metastases causes tumour
dissemination and adversely affects survival after liver resection. Br J Surg 2005; 92: 1165-1168
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JIAITAPOCKOIICKA KOJIEKTOMUA
ITPHU PAK HA JJEBEJIOTO YEPBO

A. ToHes, H. Kones, B. UrHatos, I. UBaHOB,
A. 3natapos, I. Togopos, K. UBaHoB

BbBEAEHWUE

* [lpegmmcTBa B CpaBHEHne c
OTBOPEHUS OOCTbM MPU  KONEKTOMUS
BKNtoYBaT *;

. I'IO-,D,06pI/I KO3MEeTU4YHM pe3ynTtatu,
* No-marika nocronepaTtneHa 6OJ'|Ka,
* no-6bp30 Bb3CTAHOBSIBAHE Ha YpeBHaTa PyHKLMS
* MO-KbC GONHUYEH I'IpeCTOVI N Bb3CTaHOBABaAHE Ha

Mbpea Kaunmka no Xupyprua paboTocnocobHoCcTTa .
=== ‘-g YMBA ,,Cs. MapuHa“- BapHa L J
* Lacy AM, Garcia-Valdecasas JCLaparoscopy-assisted colectomy versus open colectomy for
treatment of non-metastatic colon cancer: a randomised trial. Lancet 2002; 359: 2224-2229

» KonopekTanHusT pak € egHo OT Hal-4ecTo
cpellaHMTe ManurHeHn 3abonsiBaHua B
OHELUHO Bpeme *.

* XUpPYPrMYyHOTO OTCTPaHSIBaHE Ha MbPBUYHUS
Tymop C ageKkBaTHU MapXxoBe n
nMdageHeKTOMNS ocurypsieaTt Haii-go6pa
cBobogHa OT 3abonsiBaHe NPEeXUBAEMOCT U
o6LLa NPeXnBAEMOCT.

* A. Cooperman, V. Katz, D. Zimmon, G. Botero. Laparoscopic Colon Resection: A Case
Report. Journal of Laparoendoscopic Surgery. August 1991, Vol. 1, No. 4: 221-224

* Hawmsat o63op o6obwaea HanunyHata
MHGOpMaLMA 3a NanapocKorncka pesekuus
Ha nebenoTo YepBo.

BbBEAEHWUE

+ KoHBeHUMOHaNHaTa OTBOpEHa KONIeKTOMUsi ce
cyMTa 3a 3naTeH CcTaHdapT, KakTto  3a
MarnrurHeHu, Taka u 3a 6eHNrHeHn 3abonsBaHus
Ha f1e6enoTo Yepeo.

3a npbB NbT nanapocKomncku nogxod npu
KonekTomus e onucaH npe3 1990* n ako Torasa
€ CYMTaH 3a TEXHUYECKO Npean3BuKaTencTeo, To
AHec npeacrasnssa antepHaTusa Ha
Knacuyeckarta gebenoypeBHa pesekuus.

* Braga M, Vignali Laparoscopic versus open colorectal surgery: a randomized trial on
short-term outcome. Ann Surg 2002; 236: 759-766; disscussion 767

PE3YITATU

 [leceT roavwHO nonynauMoHHO NpOy4YBaHe

3a nepuoga 1996-2006r. BkmouBa 3709
nanapockoncku konektomum ot 192 620
NaHOBW KOMOPEKTaIHN Pe3eKLUnN.

[aHH1Te OT Hero couar, Yye npu nauneHTuTe
cnen NanapocKoncka KONEeKToMunA ce
Habniogaea 3HauMTeNHO HamanseaHe Ha 30-
AHEeBHaTta “ epgHoroguvwiHata CMbBbPTHOCT B
CpaBHEHME C OTBOPEHATa KOMeKToMms™.

* Braga M, Frasson M, Randomized clinical trial of laparoscopic versus open left
colonic resection. BrJ Surg 2010; 97: 1180-1186
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JIATIAPOCKOIICKA PE3EKIIUA
HA PEKTAJIEH PAK

H. Kones, B. UrHatos, A. ToHes, . UBaHoB, M.
3aHesa, [. Netpos, K. UsaHoB

Mbpea Knunuka no Xupyprua, YMBAN ,,Cs.
MapuHa“- BapHa

BbBEAEHWUE

* XupypruyHata pesekuust Npu  pekTaneH KapuuHOM
M3NCKBA W3BLPLUBAHETO Ha ToTasflHa MesopekTanHa
ekcumsms (TME) npu Tymopu B cpegHaTa u Huckarta vact
Ha pekTyma.

PekTyma ©  Me3opekTyma nNpeacTaBnsiBaT — egHa
numdoBackynapHa CTpyKTYpa KOeTo Hanara
M3BbPLUBAHETO HA TOTarHa eKCUM3ust [0 AOCTUraHe Ha
MHTaKTHa hacuyms nponpusi.

Toau noaxoa HeABYCMUCIIEHO MOKa3Ba Mo-HUCka YecToTa
Ha peuuavBupaHe Ha 3a6onsaBaHeTo v No-AbJTbl Neproa
Ha NPeXMBAEMOCT.

BbBEAEHWUE

+ ITanapockonckarta meToaunka npu
3M0KaYecTBEHM TYMOPU € LUMPOKO 3acTbheHa B
npakTukata, Kato ¥ma mnosede MpeaMMcTea B
CpaBHeHWe C OTBOpeHaTa npoueaypa.

Te BknoYBaT Mo-mManka WHTpaonepaTueBHa
KpbBO3aryba, no-manka  crnegonepaTtuBHa
6ornka, no-kpaTbk GOMHWYEH NpecToi, No-6bP30
3aBpbllaHe KbM paboTta u hopmMmMpaHeTo Ha no-
Marnko cpacTBaHus .

Kuhry E, Schwenk W, Gaupset R, Romild U, Bonjer J. Long-term outcome of laparoscopic surgery for
colorectal cancer: a Cochrane systematic review of randomized controlled trials. Cancer Treat Rev 2008

MATEPUANT N METOAM

* HanpaBuxme npoyysaHe B MedLine ¢
KIMOYOBU AyMU ,nanapockorcka xupyprus® un
.peKTaneH kapumHoM® wn oTkpuxme 499
ny6nvkaumm.

MopbpaHnte cTaTum BKMAKOYMBaxa MeTa-
aHanuav, paHOOMM3UPaHW KOHTPONUpaHu
Npoy4YBaHWs U MPOCMNEKTUBHN NPOYYBAHNSI.

Oct;34(6):498-504.

Veldkamp R, Kuhry E, Hop WC, et al; COlon cancer Laparoscopic or Open Resection Study Group
(COLOR). Laparoscopic surgery versus open surgery for colon cancer: short-term outcomes of a randomised trial.
Lancet Oncal 2008 WIG(7):477-84

BbBEAEHWUE

* [MbpBOHAYanHUTE CbMHEHUSA OTHOCHO Bb3HWKBAHETO
Ha nopT-CauT MeTacTasu W ageKkBaHusA obem Ha
peseKkuna ce OTXBbPIAT NOCTENEHO.

JlanapocKonckUSAT noaxon Npu pekTaneH KapuuHom
He € YHuBepcasriHo npuert.

B ToBa npoyyBaHe o6o6LiaBaMe KpaTKOCPOUYHUTE 1

OBbNTOCPOYHNUTE  pesynTaTv Mpy  NanapoCKOMNCcKus
MeTOA, KaTo oTbensi3Bame HAKOUM OT TEeXHUYECKUTE
acnekTu.

« MpeaxoaHu MeTa-aHanmaun rokasBsar, ye
npeauMcTBaTa Ha nanapockorickara Xupyprus npw
KonopeKTarneH pak ca:

PAHHW PE3Y/TTATU

No-HUCbK MOp6UAUTET,
no-marnka 6onka,
no-6bp30 Bb3CTaHOBsIBaHe,

no-kpaTbk GOMHWYEH NPEecToil B CpaBHeHMe C OTBOpeHaTa
pesekums

Bb3MOXHOCT 3a cna3BaHe Ha OHKONOTUYHUTE NPUHLMNU.

* He ce yCTaHOBMXa 3HAYUTENHU pasnuyna B Mnpu
OHKOJNOrnyHUTEe pesyntatu n J'II/IMCbHaTa ancekumsa

Senagore AJ, Delaney CP, Brady KM, Fazio VW. Standardized approach to laparoscopic fight colectomy: outcomes in 70 consecutive cases. J Am Col Surg 2004
Nov;199(5)675-9.
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JIAITAPOCKOIICKA ®YHAOIIJINKALIUSL
11O HUCEH IIPU XUATAJIHA XEPHMUS -
HET rOAULIHO IMMPOCJIEASABAHE

L. lilepes, A. 3nartapoB, B. UrHatoB, H. Kones, A.
ToHes, I. UsaHoB, Nn. ApeHakoBa, K. UBaHOB

MbpBa KnuHuka no Xupyprus
YMBAI ,,Cs. MapuHa“- BapHa

BbBEAEHWUE

+ JlanapockonckaTta gyHgonnumkaums no HuceH e
€dVH OT [naBHUTE MeToAM 3a NeyveHne Ha
pedpakTepeH ractpo-e3odareaneH pedrnykc u
CMMNTOMAaTUYHa XmaTanHa XepHusl.

KombuHauusita oT goctatbyHa eeKkTUBHOCT 1
peayuvpaH mopbuauteT BOAM OO yBENuYaBaHe
Oposs Ha nauueHtute ¢ NEPB u xumatanna
XEpHUSl, KOUTO Ce HacoyBaT 3a orepaTuBHO
nevyeHue.

BbBEAEHWUE

» KpatkocpoyHute pesyntatm cneg JI®H no
OTHOLLEHWEe Ha enusoauTe Ha pednykc u
Ka4eCcTBO Ha XMBOT ca TonkoBa A00pu, KONKOTO
n cneg O®H*, HO HAMa gocTaTbyHO pe3ynTaTv
B ABbJITOCPOYEH NNaH.

Cnen ABYroauLLHO npocnegsesaHe Ha
CUMMTOMAaTMYHM NauueHTU pasnvkata B OBeTe
rpynu BeYe He € CUrHUMKaHTHA.

*Ackroyd R, Watson DI, Majeed AW, et al. clinical trial of ic versus open

gastro-oesophageal reflux disease. Br J Surg. 2004:91:975-982.

LLEN

» [la ce OUEHAT ObMAroCpPoYHMTE CYOEKTUBHM U
0GEKTMBHM pe3ynTaTu Npu NauueHTu cnep
O®H u J1®H, npocneaseaHu 3a nose4ve oT 5

roguHu.

MATEPUAN

« 3a nepuoga 2001-2011r.
B [lbpBa knuHWMKa no
xupyprus  Ha  YMBAN 06w 6po¥
,CB. MapuHa” — BapHa, nauventi n=93

ca onepupaHu 93 ,_l_\

nayneHTun.
0® n=27 No n=66

* OtnagHanu n=14

HEeCBbP3aH cbC
3abonasaHeTo Mpocneaexn Mpocneaekn

mMopTanuret (n=3) naumeHT naunenTM
HECbTPYAHNYECTBO 0 n=21 N n=58

(n=11).

MATEPUNAN

* Mpu Tpyma naumeHTn e Ouna usBbpLUEHA
KOHBEPCUS OT flarnapockorcka KbM OTBOpeHa
dyHgonnmKauusa, HO Te ca Bkno4veHu B J1P
rpynata c uen u3BbpLUBaHe Ha ,intention-to-
treat” aHanus.
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JIAITAPOCKOIICKO OIIEPATUBHO
JIEYEHUE HA HAABbBPEYHUTE
TYMOPH

K. UsaHos, B. UrHatos, H. Kones, A. ToHes, I'.
UsaHos, A. 3natapos

ONEPATMBEH AOCTbBIN

* Onncann ca
goctbna *:

HAKOJNTIKO  J1TanapOCKOMNCKU

* ratepaneH TpaHcabooMuHaneH,
* NpefeH TpaHcabgoMyHaneH,
* naTtepareH peTponepuToHeaneH
* 3a[leH peTponepuToHearneH.

Mbpsa KnnHuka no Xupyprua
YMBAN ,,CB. MapuHa“- BapHa
* McKinlay R, Mastrangelo MJ, Jr, Park AE. Laparoscopic adrenalectomy: indications
and technique. Curr Surg. 2003;60:145-9.

B nocnegHute rognHn nanapocKonckaTta
agpeHanektomma ce HanoXwu Kato CcTaHgapTt B
MHOrO LieHTpOBE No cBeTa™.

* B nutepatypata ce notBbpxAaBaT npeaumMcTBaTa
Ha namapockornckata Had —KOHBeHUMoHanHata
OTBOpEHa agpeHanekToMus:

* Mo-KpaTbk BOMHNYEH NpecTon,

* Mno-marnka crnegoneparveHa 6onka,
* No-6bP30 BL3CTAHOBSIBAHE,

* N0-A06bp KO3METUYEH edeKT.

* Gagner M, Lacroix A, Bolte E. Laparoscopic adrenalectomy in Cushing's syndrome
and pheochromocytoma. N Engl J Med. 1992;327:1033.

* [lpegctaBaMe  cepuss  OT  cnyyam €
narteparneH TpaHc-abgoMmnHaneH AoCTb.

* /i3BbplUMXME  aHanM3  Ha  CregHuTe
napameTpu: onepaTuBHO Bpeme,
KpbBO3aryba, Bb3cTaHOBUTENlEH nepuod,
YyecToTa Ha KOHBEPCHM U YCIIOXKHEHWS.

VHANKALMM

* MNoTeHumanHuTe VHOVKaUUn 3a
nanapockorcka agpeHanekTomus ca:

* (PbyHKUMOHUPALY apeHarneH Tymop:
* afifoCTePOHOM, MOKOKOPTUKOMA-, aHAPOreH- 1
€CTporeHnpoayuMpalLy ageHomm,
» ¢heoxpoMoOUUTOM C Manbk 4O CpeaeH pasmep

(*‘**)

* Gagner M, Lacroix A, Bolte E. Laparoscopic adrenalectomy in Cushing's syndrome
and pheochromocytoma. N Engl J Med. 1992;327:1033.

** McKinlay R, Mastrangelo MJ, Jr, Park AE. Laparoscopic adrenalectomy: indications
and technique. Curr Surg. 2003;60:145-9.

MATEPUAN U METOAM

» 3a nepvoga 2006-2012 ca onepupaHu 36
nauueHTn ¢ obpasHuM [daHHUM 33 TYMOPHMU
dopmaLmm, 3acsarawm HagovopeyHa xnesa.

*Mpn 28 ot OGonmHnte 6e BB3OMXKHO
M3BbPLUBAHETO Ha FanapoCKOMNCKM TpaHC-
abgoomuHaneH pgoctbn. [pu 6 GonHu ce
N3BbPLUM OTBOPEHA afpeHanekToMms.

*MNpn 2 6GonHu (6%) ce pocturHa p[o
KOHBepcUs
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CbBPEMEHO XUPYPITHYHO
JIEYEHUE HA YEPHO/IPOGHA
EXUHOKOKO3A

B. UrHaTtos, H. Kones, A. ToHes, I. UBaHoB,
N. ApeHakosa, 0. Kanuesa, K. UBaHOB

Mvpsa KnuHuka no Xupyprus
YMBAN ,,Cs. MapuHa“- BapHa

Llen

» loknageame Hawwmat 10 roguweH onut u
OLEHKa Ha pesynTatute OT JIeYEHMETO Ha
nauvMeHTM Cc  AvarHo3a  4epHoapobHa
€XMHOKOKO3a.

ToBa npoy4BaHe ce M3BbPLIM C LEN ga ce
CpaBHAT pe3ynTatnte U edeKkTUBHOCTTa Ha
WHTEPBEHLIMOHAINHNUTE N KOHBEHLMOHANHUTE
onepaTMBHW TEXHUKM 32 feyYeHue Ha
YepHOAPOOHMSA EXNHOKOK.

BbBEAEHWUE

+ ExunHokoko3aTa e KOCMOMOMNUTHO
pasnpocTtpaHeHa napasuTo3a. Bwugbt E.
granulosus npeobrnajasa B MOBEYETO OT
CTpaHute no ceBeTa M ocobeHo B Te3n B
Cpenm3eMHOMOPCKMS panioH.

B CpaBHeHUe C OCTaHanute 300HO3U,

eXVHoKoKo3aTa BOAM Hal-4ecTo o
NpofbImKATENHA HETPYAOCMOCOBHOCT,  YecTu
peunansu, He paako file} TpaiHa

VHBanuaM3auusi U BUCOK IeTanuTeT, KOeTo S
npaBu TEXbK MEOUKO-CoLManeH U CTOMaHCKM
npo6rnem 3a cTpaHaTa Hu.

Grosso G, Gruttadauria S, Biondi A, Marventano S, Mistretta A. Worldwide epidemiology of liver hydatidosis including
the Mediterranean area. World J Gastroenterol. 2012 Apr 7;18(13):1425-37

MATEPWAI

e HanpaBeH e cpaBHuTENeH aHanu3 Ha
OTBOPEHUTE W anapoCKONCK OrnepaTuBHU
noaxoguM nNpu nauueHTU ¢ YepHoapobHa
EXMHOKOKO3a.

* NscnegBaHn ca 235 GONMHU C €XMHOKOK Ha
yepeH apob — 98 peua n 137 Bb3pacTHU B
nepuoga ot 2001 go 2011roguHa.

BbBEAEHWUE

* [laHHN OT nuTepaTypaTta couar, Ye YepHus
Apob e HaW-4ecTo 3acerHaTusi opraH - 4o
80% ot cnyyauTe.

Nunnari G, Pinzone MR, Gruttadauria S, Celesia BM, Madeddu G, Malaguarnera G, Pavone P, Cappellani A, Cacopardo
B. Hepatic echinococcosis: clinical and therapeutic aspects. World J Gastroenterol. 2012 Apr 7;18(13):1448-58

MATEPWAI

» Oemorpadckute AaHHW, KMMHWYHATa KapTuHa,

nokanusaumMaTa Ha  KUCTUTE, [daHHuTe OoT
onepaTMBHWUTE NPOTOKONW, W pe3ynTatute OT
nocTonepaTnBHOTO npocneasisaHe Ha
nauveHTMTMe ©OsAxa u3BeAeHn W LWaTeriHo
aHanuampaHm.

BvuobT  Ha  npunoxeHuTe  XUpypruvecku
WHTEPBEHLUW € OomnpeferneH OT fokanusauusTa,
pasMepa W XapakTepucTukata Ha KuCTuTe U
06LL0TO CHCTOSIHNE Ha NauueHTa.




SURGICAL STRATEGIES FOR LIVER METASTASES FROM

COLORECTAL CANCER
N. Kolev, A. Tonev, V. Ignatov, V. Platikanov, G. lvanov, A. Zlatarov,
K. lvanov

Dept. Surgery, University Hospital “St. Marina” — Varna
Bulgaria

Patients with liver metastases from colorectal cancer (CRC) present a major public health
challenge. Approximately, 1.2 million cases of CRC occur yearly worldwide, with 412,900
new cases diagnosed in western Europe alone and 150,000 in the United States.1,2 Resection
of colorectal liver metastases (CRLM) is the only treatment offering the possibility of cure
and has been shown to provide clear survival benefits.3 Unfortunately, only 10% to 20% of
patients with CRLM are eligible for this procedure upfront. On the other hand, during the last
10 years, major advances in the management of CRLM have taken place involving principally
three different fields: Oncology (new and more effective chemotherapeutic agents),
interventional radiology (portal embolisation and radiofrequency), and surgery (better
instruments and newer techniques). These advances as part of a multidisciplinary team
approach have gradually but effectively increased the resectability rate to 20%-30% of cases
with a 5-year survival of 35%-50%.

We aim to report the new trends in strategies about surgical treatment of colorectal liver
metastases and our experience according to surgical and oncological outcome in patients,
operated for 1V stage colorectal cancer.



ENDOSCOPIC TREATMENT IN EARLY COLO-RECTAL
CARCINOMA

A. Tonev, N. Kolev, V. Ignatov, G. lvanov, A. Zlatarov,
V. Platikanov, K. Ivanov

Dept. Surgery, University Hospital “St. Marina” — Varna
Bulgaria

INTRODUCTION: With the advance of the surgical and endoscopic
devices the rate of early colorectal cancer has increased. Some of the treatment
strategies should be reconsidered in order to achieve better postoperative results,
without compromising the oncological principles.

METHODS: In a prospective study 47 patients with early colorectal
cancer were diagnosed and managed by curative endoscopic treatment for the
period 2010-2012. An early colorectal cancer is considered adenocarcinoma in
situ and T1. By endoluminal ultrasound, we ruled out invasion of the muscle
layer.

RESULTS: All patients were diagnosed and cured in the First Surgical
Clinic at the University Hospital “St. Marina”- Varna. We performed radical
endoscopic treatment in 44 patients. In three patients, the endoscopic treatment
failed because of the localization of the neoplasm. In 28 patients we performed
endoscopic submucosal resection and in 27 patients (96%) RO margin was
achieved. In 16 patients with carcinoma in situ endoscopic submucosal resection
was performed, followed by radical treatment. The complications were
perforation in 1 patient (4%), in whom a laparotomy with segmental resection
was performed; in 2 patients bleeding occurred, which was controlled by endo-
clips. All 48 patients were followed-up endoscopically. In 32 patients, the
control endoscopy was performed on the 6™ and the 12" month, and in 16
patients — on the 6™ month. Two patients were found to have a local recurrence —
4.5%.

CONCLUSION: Qur results suggest that early colorectal cancer might be
radically cured by endoscopic resection after adequate preoperative local and
system staging, achieving better postoperative results and similar oncological
results.
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Methods. In this study 48 patients were included with CRC and
liver metastases. In all patients surgery of primary CRC and liver
metastases was performed. Patients were divided into two groups.
Patient who had same time surgery of CRC and liver metastases, and
patients who had surgery of CRC at first and after neoadjuvant che-
motherapy liver metastases were operated. Patients who had disease
progression after chemotherapy were not included in this study.

Results. In 29/48 patients the same time surgery was performed
for primary CRC and liver metastases. All of these patients had adju-
vant chemotherapy after surgery. In 19/49 treatment started with
resection of primary tumor and after neo adjuvant chemotherapy
was applied in combination with biological therapy. By applying
those therapies, possible resectable liver metastases were con-
verted to resectable metastases. After that liver resection was per-
formed. Survival in 3 year period in first group was 62 % (18/29) and
in second group 58% (11/19).

Conclusions. Multidisciplinary oncological approach is nec-
essary in treatment of patients with CRC and liver metastases. By
applying neoadjuvant chemotherapy initially nonresectable liver
metastases we convert to resectable and survival rate is almost the
same as patients in earlier stadium of disease.

The “modern” technique of
abdominoperineal resection of the
rectum is in fact so old

S. Neagu

2nd Department of Surgery, University Emergency Hospital, UMF
Bucharest, Romania

The “modern” technique of abdominoperineal resection,
described by F. Mouvais et al. in Journal de Chirurgie Visceral vol.
148, nr. 2, 2011, considered essential to performe a cylindric exci-
sion and the TME after Heald. The schema of cylindric excision of
the rectum is the same with that published by Victor Pauchet in
1931 in Paris, after Miles.

An earlier description of the APR is made by Quenu at the XII
French Congress of Surgery, Paris 17-24 oct 1898. A similar tech-
nique is described by M. Guibe and Jean Quenu in “Chirurgie de
I'abdomen” Masson Ed., Paris 1930, and by John Bruce and Robert
Walmsley in “Beesley and Johnoston’s Manual of Surgical Anat-
omy”, Oxford University Press, 1939.

So that the “modern technique” of abdominoperineal resection
is real old indeed.

Conclusion. We must not forget our history of surgery.

Surgical treatment of liver metastases
(LM) from colorectal cancer (CRC).
Influence of age on the postoperative
results

N. Belev, M. Siavchev, P. Rusev, K. Staneva, N. Shopov

Clinic of Surgery, Military Medical Academy and Department of
Surgery, Eurchospital, Plovdiv, Bulgaria

Background. Because of the ageing of the population, 25% of
Europeans will be over 65 years old in 2030, In this age group malig-
nancies are the second leading cause of death and the leading
cause for morbidity. 76 % of patients with newly diagnosed CRC are
between 65 and 85 years of age. CRC is the second leading cause of
death among malignancies. According to data from Bulgarian NCR
there are 4418 newly diagnosed cases for 2006, and 2882 (65%) of
them are over 65 years old. Liver metastases occur in 28-50% of all
patients. Radical liver resection is the only curative option. Assess-
ment of the benefits vs. risk of surgical resections of CRC LM in
elderly patients in the past gave reason surgical treatment to be
performed only in single cases. The advancement of surgical tech-
nique, modern anesthesiology and intensive care make the liver
resection today a safe procedure with low morbidity and mortality
of only 0-11 % irrespective of age.

Methods. For the period 01.03.2009~ 31.12.2012 in the Clinic of
Surgery at the Military Medical Academy and Eurchospital, Plo-
vdiv, Bulgaria, 84 patients undergo surgery for CRC LM. 53 (63%) of
them are over 65 years. Radical surgery was performed in 41 (49%)
cases, 28 (69 %) of them are >65 years. The following procedures are
performed—right hemihepatectomy in 6 patients, left lateral sec-
tionectomies—4, two stage resection—1, bisegmentectomies—3,
segmentectomies—9, metastasectomies—5. Simultaneous resec-
tions were performed in 11 elderly patients (40%). The radical
operations in patients<65 are 12 (39%). 4 of them are simultane-
ous resections: one anterior resection with coloanal anastomosis
and left lateral sectionectomy; left hemicolectomy with left lateral
sectionectomy; anterior resection with segmentectomy VI, metas-
tasectomy in SVII and para-aortic lymph node dissection; anterior
resection with multiple metastasectomies. In 8 cases metachronous
metastases are resected: one right hemihepatectomy; one right lat-
eral trisectionectomy after right portal branch ligature and rectum
amputation; three left lateral sectionectomies; three segmentecto-
mies with metastasectomies.

Results. Complications are registered in 6 patients over 65
{11.3%) (biloma; anastomotic leak with peritonitis; stress-ulcer
GI bleeding; infected bile collection with peritonitis; hemorrhagic
shock) and in 3 patients under 65 years (9.7%) (internal pancreatic
fistula with operative wound suppuration; biloma). Perioperative
mortality is 1.2 % {one patient in the > 65 group).

Conclusions, Age is not a limiting factor for radical treatment of
CRC LM. Regardless of the significantly larger number of comorbid-
ities in elderly patients, liver resections can be performed success-
fully with a postoperative complications rate comparable to those of
patients under 65 years.

P24

Multimodal strategies for colorectal liver
metastases

N. Kolev, A. Tonev, V. Ignatov, T. Kirilova, G. lvanov, A. Zlatarov,
K. lvanov

First Clinic of Surgery, University Hospital “St. Marina”, Varna,
Bulgaria

Background. Colorectal cancer is one of the most significant
malignant diseases as every year its frequency is increasing. Around
60 % of the patients develop metastases, as half of them are liverlim-
ited disease. The liver mets are the main reason for death in patients
with CRC. The surgical resection is the most effective treatment
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Background. Rectal cancer (RC) rate increases. According to the
Bulgarian National Cancer Registry in 2010 are registered 1893 new
patients, RR is characterized with specific diagnostic and treatment.
Neoadjuvant radiotherapy is a standard in the complex treatment
of the T3 tumors, leading to reduction of the local recurrence rate,
Laparoscopic anterior resection is accepted as a standard in some
European and Asian countries, despite some controversial data.
There is no significant difference in the 5 year overall survival rate
between laparoscopic an open group. Laparoscopic surgery for RR
is characterized with more frequent infiltration of the circumferen-
tial margin, compared to the open surgery. There is no difference
in survival between these two groups. Increased perioperative mor-
tality and worse 5 year survival is found in patiens with conversion
from laparoscopic to open operation.

Methods. For the period 2008-2012 in Clinics of Surgery of MMA
and Eurchospital Plovdiv—120 patients with RC undergo sur-
gery—~68 (56 %) for distal cancer and 52 (44 %) for cancer in the upper
third of the rectum. 78 open and 42 (35 %) laparoscopic resections are
performed. Patients with distal rectal cancer undergo 28 (41 %) mini-
invasive procedures and 40 open resections. Laparoscopicresections
are divided in three groups (low anterior resections—12, ultralow
anterior resections with colo-anal anastomosis—8, video-assisted
rectal amputations 8). All patients undergo neoadjuvant therapy.

Results. We have 3 patients with complete pathoanatomical
response after necadjuvant chemoradiotherapy. We don’t find
infiltration of the circumferential margin after laparoscopic or open
resection. R1 involvement in 2 patients after open and 1 after lapa-
roscopic resection. The laparoscopic anterior resection is charac-
terized with lower blood loss (160 vs. 250 ml}, longer operation time
{190 vs. 130 min), faster recovery of the bowel function and shorter
hospital stay (6 vs. 9 days).

Conclusions. Laparoscopic rectal surgery is successful alterna-
tive of the open procedure, leading to similar long-term results.
When performed after neoadjuvant therapy from trained laparo-
scopic team it leads to low rates of conversion and circumferential
margin infiltration, slighter pain and faster bowel function recovery.

Outcomes of laparoscopic primary tumor
removal for disseminated colon cancer

I. E. Khatkov', Y. A. Barsukov?, V. A. Aliev?, D. V. Kuzmichev?,
A. O. Atroshchenko’, S. V. Pozdnyakov?, P. 8. Tyutyunnik

"Moscow State University of Medicine and Dentistry, Moscow,
Russian Federation

*Department of Proctology, Russian Cancer Research Center, Mos-
cow, Russian Federation

Background. The primary tumor resection, even in patients with
synchronous multiple metastases in the liver and/or other organs,
allows to increase two-vear survival in comparison with symptom-
atic operations (colostomy or bypass). Adjuvant chemotherapy
after cytoreductive surgery may improve the results of a two-year
survival. The laparoscopic precision technique may minimize the
surgical complications and to shorten the time to chemotherapy. It
could helps to optimize treatment strategy and to expand the indi-
cations for cytoreductive operations, especially for elderly patient,

Aim. The aim of the study is to determine the role of laparo-
scopic cytoreductive surgery in combined treatment for patients
with colon cancer and synchronous distance metastases.

Methods. Forty four patients (30-80 years old) underwent lapa-
roscopic primary tumor removal: T,-2 and T,-42 patients, metasta-
ses in one organ (M, ) were diagnosed in 37, two or more organs

{M, )-7 patients. Right hemicolectomy underwent 9 patients, left
hemicolectomy-3, sigmoidectomy-24, rectal resection-3, and Hart-
man'’s procedure-5. The preoperative complications of the primary
tumor were detected in 3lpatients (bleeding-12, obstipation-14,
toxicemia-7). Simultaneous R, resection performed in 2 patients,
staged resection-10.

Results. The postoperative complications were diagnosed in 2
(4.55%) patients {1-anastomosis leakage, 1- mesenteric ischemia)
that is 2 times less as compared to open surgery. The average hospi-
tal stay in the clinic was 7 days. The time to start the chemotherapy
reduced since 30 days after open surgery up to 14 days after laparo-
scopic procedure. The 2-year survival results after open and lapa-
roscopic surgery were comparable: 69.5% after laparoscopic and
81.5%-after open surgery, p=0.97.

Conclusions. The laparoscopic surgery can be included in com-
bined treatment scheme for disseminated colon cancer especially
for elderly patients.

Early rectal cancer—endoscopic radical
treatment

A. Toney, N. Kolev, V. Ignatov, G. lvanov, A. Zlatarov, T. Kirilova,
K. vanov

First Clinic of Surgery, University hospital “St, Marina”, Varna,
Bulgaria

Background. The standard radical treatment for early rectal
cancer includes a removal of specimen with underwent total meso-
rectal excision. Some new techniques for endoscopic treatment
could shift the strategy for obtaining the postoperative results.

Methods. We aim to proof the validity of radical endoscopic
treatment of early rectal carcinoma by ESD procedure. Forty
patients with early-stage rectal cancer {carcinoma in situ, Tlsml
and Tlsm2) were enrolled. All of them were staged by 3-D endorec-
tal ultrasound and endoscopicaly treated.

Results, The mean lesion size was 33.0 mm (range 19-82 mm),
and the mean operating time was 82 min {range 48-131 min).
Thirty-seven lesions were resected en bloc with tumor-free mar-
gins—92 % successful rate. Perforation occurs in 2 patients (5%),
which were treated conservatively. Major bleeding after ESD occurs
in 4 patients (10%) and was stopped by endoscopic hemostasis.

Conclusions. This ESD procedure for early-stage rectal cancers
is feasible and safe. The postoperative results are significantly better
in comparison of radical surgical treatment. The perioperative mor-
bidity is different as type and the postoperative period is shorter.

Endoscopic recanalization of tumor in
treatment of rectal cancer complicated
by large bowel obstruction

Q. E. Kalinin, E. V. Kalinin

R. E. Kavetsky institute of Experimental Pathology, Oncology
and Radiobiology of NAS of Ukraine, Lugansk Clinical Oncologyical
Center, Ukraine
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mesorectum excision is performed. The dissection reaches the peri-
toneal reflection. Splenic flexure mobilization and incision of the
peritoneal reflection are performed by laparoscopy. The specimen
is usually removed by mini laparotomy and in favourable cases it
can be removed transanally. Frozen-section histology will evaluate
the margins. The colon is pulled out through the anus to perform
colo-anal anastomosis. Diverting ileostomy is carried out.

Preliminary results. The technique of ETATMR was devel-
oped in four cadavers. From Qctober 2008 ETATMR by TEM was
performed in eight patients with rectal cancer (5 males, 3 females,
median age 66 years, range 41-77). Seven patients underwent neo-
adjuvant radiochemotherapy (nRCT) and one patient (T3NO) with
recurrent rectal cancer after local excision received adjuvant radio-
chemotherapy. Final staging was pT3N1 (1], pT3N0 (1), pT2No (4},
pTONO (1), pTONX (1). Mean tumor diameter was 3 c¢m (range 1-
5 cm). Mean tumor distance from the anal verge was 2.9 cm {range
2-4 cm). In five patients a protective ileostomy was performed.
Mean operative time was 450 min (range 360-800 min). No severe
intraoperative complication occurred. Postoperative complications
included anastomotic leakage (3} and temporary urinary inconti-
nence (1). Mean hospital stay was 16.6 days (range 9- 22 days). Late
complications included anastomotic stenosis (2} and recto-vaginal
fistula (1) treated by stent.

Conclusions. ETATMR by TEM seems to be a safe and effective
approach for the treatment of low rectal cancer. Adequate experi-
ence in ELRR by TEM is mandatory.

Intraoperative evaluation of pelvic
autonomic nerves in rectal cancer

surgery

N. Kolev, V. Ignatov, A. Tonev, G. Ivanov, T. Kirilova, A. Zlatarov,
K. lvanov

First Clinic of Surgery, University hospital “St. Marina”, Varna,
Bulgaria

The radical treatment of rectal carcinoma includes resection in
clear margins and total mesorectal excision (TME) which is called
“gold standard”. The aim is to achieve low incidence of local recur-
rence and hopefully no distant metachronous metastases. The clear
margin rule includes excision to the level of pelvic floor and the
rectum has to resected as 1 sm below the tumor. These conditions
could be breached and the chance of visceral pelvic fascia tearing
is raised and mesorectal tissue might reside in the pelvis. There
are some problems in quality control of auditing the procedure.
Anatomically, the autonomic nerves run between the visceral and
parietal pelvic fasciae since the nerves must be preserved to make
visceral fascial envelop. All of the surgeons try to obtain nerve-pre-
serving surgery but some patients become incontinent or impotent.
There is a need an accurate tool for intraoperative evaluation of
nerve status—a tool for intraoperative pelvic nerve mapping. Intra-
operative stimulation resulted in significantly increased amplitudes
of the time-based electromyographic signal of the IAS, confirming
nerve preservation.

Management of tissue defects after total
pelvic exenteration

G. Mitulescu

“Fundeni” General Surgery and Liver Transplantation Clinic, Romania

Total pelvic exenteration (TPE) is the only curative procedure
in advanced pelvic cancer and in massive local recurrences. TPE
leaves a major defect in pelvico-perineal region. The remaining
pelvic dead space and the absence of the perineal support result
in many postoperative complications. Delayed healing, bowel fis-
tulae, occlusion or protrusion and infection are frequent compli-
cations of this procedure. During 2000-2012, in “Fundeni” General
Surgery and Liver Transplantation Clinic, Romania, 248 patients
with advanced pelvic cancer and invasive recurrences were oper-
ated by the author. For 132 patients, various procedures for pelvic
and vaginal reconstruction (non resorbable mesh [8], omental flap
[78], muscular and musculo-cutaneous flaps - rectus abdominis
[58], gluteal [4], gracilis [9] and multi-flap [15]) were performed in
order to fill the pelvi-perineal defects, restore form and function
and reduce mutilating consequences of the exenterative procedure.
Technical principles, indications, contraindications, advantages
and disadvantages of these procedures are outlined. We found
that complications related to total pelvic exenteration dramatically
decreased and primary healing of the perineal wound was superior.

Preoperative chemoradiation affects
pudendal terminal motor latency in rectal
carcinoma patients

A. Rasulov', Yu. Sheligin', Yu. Dzhanaev', A. Boiko?,
I. Droshneva?

‘State Research Center of Coloproctology, Moscow, Russia
Moscow Herzen Research Oncology Institute, Moscow, Russia

Background. In spite of decreasing local recurrences rate for rec-
tal carcinoma due to preoperative irradiation, neocadjuvant treatment
can worsen functional results after sphincter-saving operations.

Methods. From 2009 to 2010, in 20 pts (12 male, average age
5.319.3 years) with T2-3N0-2M0 rectal carcinoma pudendal ter-
minal motor latency (PTML) and computed needle electrode elec-
tromyography of external sphincter were recorded before and in 4
weeks after chemoradiation upfront to surgery. PTML up to 2.2 ms
was considering as normal rate and measured using digital exami-
nation with St-Marks glove. Irradiation was given concurrently with
5-FU 350 mg/m* and cisplatin 90 mg up to total dose 47 Gy. Surgery
was performed in 4-7 weeks after chemoradiation (CRT).

Results. In males PTML have been risen from 2.9 to 4.3 ms
{p=003) and from 5.4 to 10.9 ms (p=003) in right and left side
accordingly, while in females no any significant changes were
found (from 2.1 to 2.4 ms, p=.161 and 4.5 to 2.5 ms, p=917). Rest
and squeeze electrical activity of external sphincter has been
decreased from 226.5+157.3 to 196.9+ 141 mcV, (p=.048) and from
369.7+226.4 to 262.4+138.1 mcV (p=041) respectively. In term of
gender there was no difference between rates of electrical activity
before and after CRT.
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BACKGROUND

Rectal cancer is one of the commonest gastrointestinal
cancers worldwide. Low anterior resection and abdomino-
perineal resection with total mesorectal excision are the
standard treatment methods used for patients with low

rectal cancer. However, rectal resection requires
surgicalintervention with considerable morbidity. Low rectal
cancer presents a challenge to surgeons with regard to local
disease control and sphincter preservation. With
conventional abdomino-perineal resection, an acceptable
local control rate can be achieved; however, the permanent
stoma is associated with an increased risk of sexual and/or
urinary dysfunction. Endoscopic resection and transanal
excision are regarded as alternative procedures to radical
surgery in patients with early rectal cancer. Analysis of
surgically resected specimens revealed that in cases of early
colon cancer with a depth of invasion of > 1000 pm from
muscular layer (SM 1 or SM2), no lymphatic invasion, no
vascular involvement, or without a poorly differentiated
adenocarcinoma component, curative resection can be

obtained by endoscopic treatment. Endoscopic submucosal
dissection (ESD) is an advanced technique, compared with
EMR, by which higher en-bloc resection and lower rates of
tumor recurrence are achieved However, until now, no
comparisons between transanal excision and endoscopic
resection in patients with early rectal cancer have been
made.

The aim of the present study was to compare complete
resection and recurrence of early rectal cancer after

transanal excision to endoscopic resection, and to investigate
the safety and efficacy of transanal excision compared to
endoscopic resection for early rectal cancer.

MATERIAL

Between May 2009 and December 2012, 32 patients were
selected for the study. Candidates for transanal excision were
chosen according to the following criteria: the mobility, size
(< 3.5 cm), and accessibility (usually within 14 cm of the anal
verge) of the tumor.

Criteria for endoscopic resection of early rectal cancer at our
institution included the following: (1) well or moderately
differentiated adenocarcinoma on the forceps biopsy; (2) the
mucosal or minute submucosal (sm1 < 1000 um or sm2,
diagnosed ultrasonograpfically by endorectal ultrasound)
type; (3) no lymphatic or vascular invasion. Whether these
criteria were satisfied or not was not known before
endoscopic resection. The decision to treat patients with
endoscopic resection was therefore based on our own close
observation and confirmation of the lesion. After the
transanal excision or endoscopic resection procedures, the
patients were regularly re-examined by means of
colonoscopy and/or abdominal computed tomography.

METHODS

A data collection sheet was designed to obtain the relevant
clinical information including baseline characteristics, tumor
size, pathology of the tumor specimen, resection method
used, margin involvement of specimens and any
complications; this information was retrospectively reviewed.
The recurrence of early rectal cancer and other associated
factors were also analyzed. The study was approved by the
Institutional Review Board of our institute.

COMPLETE RESECTION RATE

Thirty-two patients were included in the study. One was
found to have positive resection margins on the endoscopic
resection specimen, and two were found to have positive
resection margins on the transanal excision specimen.
Therefore, the number of complete resections carried out on
the 16 endoscopic resection patients was 15 (93.8%) and the
number of complete resections carried out on the 16
transanal excision patients was 14 (87.5%). No significant
difference was found between the two groups with regard to
complete resection (P = 0.544). The three patients with
positive resection margins were excluded from further
analysis.
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ENDOSCOPIC RESECTION

Endoscopic resection was performed after close observation
and confirmation of the lesion. In cases of semi-
pedunculated or pedunculated types, the mass was resected
by polypectomy method with snaring. If the mass was a flat
or excavated type, submucosal hypertonic saline mixed with
epinephrine (1:10 000) was injected to make a mucosal bleb.
The lesion was incised and dissected if larger than 3 cm
(Endoscopic submucosal dissection, ESD). The resected
specimens were washed in normal saline, fixed in 8%
formaldehyde solution, and embedded in paraffin. Complete
resection was defined as free of marginal invasion by cancer
cells.
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TUMOR AND PATIENT CHARACTERISTICS

There were 7 males and 7 females in the transanal excision
group. The mean age was 57.0 + 12.7 years in the transanal
excision group. There were 7 males and 8 females in the
endoscopic resection group. The mean age was 59.8 + 8.9
yvears in the endoscopic resection group. No significant
difference was found between the two groups with regard to
age and gender (P = 0.419 and P = 0.858, respectively). In the
transanal excision group, the mean tumor size was 2.0 £ 1.0
cm and the mean tumor location from the anal verge was 5.2
+ 2.2 cm. In the endoscopic resection group, the mean tumor
size was 1.8 £ 1.0 cm and the mean tumor location from the
anal verge was 9.6 £ 6.5 cm. No significant difference with
regard to tumor size and location was observed in either of
the two groups. The histological diagnosis of the tumors in
the transanal excision group was that of well differentiated
adenocarcinoma in 13 and moderately differentiated
adenocarcinoma in 1 patient. All tumors in the transanal
excision group were confined to the rectal mucosa. The
histological diagnosis of the tumors in the endoscopic
resection group was that of well differentiated
adenocarcinoma in all 15 patients. The tumor invasion depth
in the endoscopic resection group was mucosa in 14 and sm1
(< 1000 pum) in 1 patient.

CLINICAL OUTCOMES

The median follow up period was 12.0 mo (6-70 mo) for the

There was one episode of
delayed bleeding after the endoscopic resection which was
managed successfully by endoscopic hemoclipping. This
episode of delayed bleeding did not need a transfusion and
the patient was hospitalized and treated for 2 d. There were
no other serious complications in the two groups. The mean
hospital-stay was 8.9 + 2.7 d for the patients in the transanal
excision group and 2.7 + 1.1 d for the patients in the
endoscopic resection group. The patients in the endoscopic
resection group had a shorter hospital-stay duration
compared to those in the transanal excision group (P =
0.001). During a median follow-up period of 21.5 mo, all 14
patients in the transanal local excision group were free of
disease recurrence. In addition, during a median follow-up
period 12.0 mo, all 15 patients in the endoscopic resection
group were free of disease recurrence.

The complication rate was similar with advantage of the
endscopic method over the transanal excision — perforation
(n=1) and fecal incontinence (n=2) in the transanal group.

FUTURE PERSPECTIVE -

LAPARO-ENDOSCOPIC SURGERY
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A — endoscopic dissection of the SMT; B — laparoscopic
resection of the SMT, C — laparoscpic suture of the gastric
wall

CONCLUSION

The endoscopic resection was safe and effective
treatment of early rectal cancers; the outcomes
were comparable to patients undergoing a
transanal excision. In addition, the endoscopic
resection had the advantage of a shorter
hospital recovery.
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RESUME:

BACKGROUND: Colorectal cancer is one of the most significant malignant diseases as
every year its frequency is increasing. Around 60% of the patients develop metastases, as half
of them are liver limited disease. The liver mets are the main reason for death in patients with
CRC. Primarily resectable are only 20-40% of the metastatic lesions. The evolution of
definitions of resectability of colorectal liver metastases and the technical advances in liver
surgery has led to increased number of potentially curative resection. MATERIAL: We
present our data with 65 patients with colorectal liver metastases. METHODS: The
modalities of treatment include chemotherapy and new surgical strategies, including portal
vein embolization, ablation and staged hepatectomy. RESULTS: The application of the
multimodal approach led to resectability of 32% from 45% of the potentially resectable
metastases and 61% of the patient were radically treated. We report 41% 4-year survival rate
and 35% 5-year survival rate. CONCLUSION: The multimodal approach has led to increased
number of curative resections, higher rate of resectability and survival, without increased
mortality and morbidity.
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Background: The aim of this study was to compare the value of three-dimensional (3D)
ERUS and three-dimensional (3D)Contrast enhanced (CE) ERUS in the preoperative staging
of rectal neoplasms.

Methods: Fifty consecutive patients with rectal tumors were assessed by 3D ERUS and 3D
CE- ERUS. ERUS data were obtained with a bifocal multiplane transducer (10 MHz) and
processed on a 3D ultrasound workstation.

Results: The comparative accuracy of 3D ERUS and 3D CE- ERUS in predicting tumor
invasion was 84% and 21%, respectively. Three-dimensional EUS and three-dimensional CE-
ERUS enabled us to assess the lymph node status correctly 38 patients.

Conclusion: One advantage of both methods is the ability to obtain multiplanar images,
which may be helpful for the planning of surgery in the future.
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BACKGROUND:

Laparoscopic adrenalectomy (LA) has become the procedure of choice to treat functioning and
non-functioning adrenal tumours. With improving experience, large adrenal tumours (> 5 cm) are
being successfully tackled by laparoscopy.

MATERIALS AND METHODS:

Thiry-eight laparoscopic adrenalectomies was performed for adrenal lesions during the period
2006 to 2012 were reviewed.

RESULTS:

A total of 35 laparoscopic adrenalectomies were done in 32 patients. The mean tumour size was
5.03 cm (2-11 cm). Four patients had tumour size more than 8 cm. The lesions were localised on
the right side in 17 patients and on the left side in 15 patients with bilateral tumours in 3 patients.
Functioning tumours were present in 32 of the 46 patients. The average blood loss was 112 ml
(range 20-400 ml) with the mean operating time being 144 min (range 45 to 270 min). Three
patients underwent conversion to open procedure. Three of the 32 patients (9.52%) on final
histology had malignant tumours.

CONCLUSION:

LA is safe and feasible for large adrenal lesions. Mere size should not be considered as a
contraindication to laparoscopic approach in large adrenal masses. Graded approach, good
preoperative assessment, team work and adherence to anatomical and surgical principles are the
key to success.
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ABSTRACT

In patients with obstructive jaundice, when the endoscopic approach fails to achieve biliary
drainage, percutaneous cannulation and combined endoscopic/percutaneous endoprosthesis
insertion could be performed simultaneously or in stages. Endoscopic retrograde biliary
drainage (ERBD) and percutaneous transhepatic biliary drainage (PTBD) are the two main
non-surgical treatment options for obstructive jaundice in patients with HCC. ERBD is
usually the first-line treatment because of its low hemorrhage risk. Some authors have
reported successful drainage rates ranges from 72 to 100%. Mean stent patency time and
mean survival range from 1.0 to 15.9 and 2.8 to 12.3 months, respectively. PTBD is often an
important second-line treatment when ERBD is impossible. With regard to materials, metallic
stents offer the benefit of longer patency than plastic stents. The dominant effect of biliary
drainage suggests that successful jaundice therapy could enhance anti-cancer treatment by
increasing life expectancy, decreasing mortality, or both. Traditionally, surgical techniques
were used, but in the last 20 years the availability of both endoscopic and interventional
radiological procedures has increased. We review the literature and make a review on the
subject.

CONCLUSION: The technical success of the procedure depends on the experience of the
team, performing the procedure. It can be as high as nearly 100%. Clinical efficacy is usually
lower but still over 90%. When endoscopic drainage alone fails, a combined
percutaneous/endoscopic procedure should only be performed if it can be carried out
simultaneously.
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ABSTRACT

Adrenal oncocytomas are usually nonfunctional and hence incidentally detected. Most of these
adrenal neoplasms are benign. Functioning adrenocortical oncocytomas are extremely rare and
most reported patients are between 40 and 60 years of age. We found in the literature that only
several cases of functioning adrenocortical oncocytomas have been reported in childhood. We
report a case of functioning adrenocortical oncocytoma in a 9 years old female child presenting
with virilization. She presented with deepening of the voice and excessive hair growth, and
elevation of plasma testosterone and dehydroepiandrosterone sulfate. We presented a discussion
of this case, successfully managed by laparoscopic surgery.
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A. Tonev, N. Kolev, V. Ignatov, A. Zlatarov, T. Kirilova, V. Bojkov, G. lvanov,
and K. lvanov
Medical University of VVarna, University Hospital "St. Marina" kdivanov@abv.bg

BACKGROUND: The standard radical treatment for early rectal cancer includes a removal of
the tumor with total mesorectal excision. There are lots of new techniques for endoscopic
treatment which could shift the strategy for obtaining the postoperative results.

MATERIAL AND METHOD: We report our radical endoscopic treatment of early rectal
carcinoma by endoscopic submucosal dissection. Forty five patients with early-stage rectal
cancer (carcinoma in situ, T1sml and T1sm2) were enrolled. All of them were staged by 3-D
endorectal ultrasound. All of the tumors were endoscopically removed. We observed and report
only postoperative results. No oncological results were report.

RESULTS: The mean lesion size was 31.0 mm (range 19-82 mm), and the mean operating time
was 86 minutes (range 48-131 minutes). Forty two lesions were resected en bloc with tumor-free
margins — 92% successful rate (42/45). Three lesions were understaged or their localization in the
rectum was improper for endoscopic treatment As complications we observed perforation of the
rectum, occurred in 1 patient (4%), who was treated conservatively, and major bleeding, occurred
in 4 patients (10%). The bleeding was stopped by endoscopic hemostasis. No systematic
complications were observed. No mortality was observed.

CONCLUSION: The ESD procedure for early-stage rectal cancers is feasible and safe. The
postoperative results are significantly better in comparison of radical surgical treatment. The
perioperative morbidity is different as type and the postoperative period is shorter.
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RESUME:

BACKGROUND: Colorectal cancer is one of the most significant malignant diseases as
every year its frequency is increasing. Around 60% of the patients develop metastases, as half
of them are liver limited disease. The liver mets are the main reason for death in patients with
CRC. Primarily resectable are only 20-40% of the metastatic lesions. The evolution of
definitions of resectability of colorectal liver metastases and the technical advances in liver
surgery has led to increased number of potentially curative resection. MATERIAL: We
present our data with 65 patients with colorectal liver metastases. METHODS: The
modalities of treatment include chemotherapy and new surgical strategies, including portal
vein embolization, ablation and staged hepatectomy. RESULTS: The application of the
multimodal approach led to resectability of 32% from 45% of the potentially resectable
metastases and 61% of the patient were radically treated. We report 41% 4-year survival rate
and 35% 5-year survival rate. CONCLUSION: The multimodal approach has led to increased
number of curative resections, higher rate of resectability and survival, without increased
mortality and morbidity.





