Kavrunecxue uccaedoBarus

CPOKM), IIACTHYECKHMX BO3MOXHOCTEH TKaHel, COMATHIECKOTO
cocTosgHus GOMBFHOM U ee XeJlaHus.

CpaBHMBasI pe3yIIETATH ICPBUYHON IIaCTUKY B YCIOBUSIX XIPO-
BEICHMS XMMUOTCPAIHI 1 JIyICBOI Teparviyl ¢ pe3yibraraMi OT-
CPOYSHHEBIX PEKOHCTPYKTHBHBIX OTIepalliil, MBI He HallUIA yBEIH-
YEHUs YACTOTHI OCNOXHEHWH TIPA TEePBUIHOM DEKOHCTPYKITAU.
PeKOHCTPYKTUBHEIE OTIEpalli He BIMAIOT Ha TCUCHUE GONC3HU U
3HAYNTENBHO YIyIHIA0T IICHXOJOTHISCKOE COCTOSHUE XEHIUMH.
Vicroms30BapMe COOCTBEHHBIX TKAHEH JUis IIEpBUYHOM TUIACTKHA
MOJIOYHOM XeJNe3Bl MCKIIIOYaeT IPETSITCTBUS Ui IIPOBENCHUS
Tpel- ¥ MOCAEOTIePANOHHOTIO IyIeBOT0 JedeHnd. IIpH BHIIOIHE-
HUY OTCPOYEHHEIX IUIACTHK BEIOOD BapHaHTa 3aBUCUT OT TpeboBa-
HUH TAUUEHTKY K OKOHJATENBHOMY KocMeTudeckoMmy adhdexTy.
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METO/bI KXETYEOTBEIEHWA P MEXAHUYIECKOM
XEITYXE OIIYXOJEBOM ITPAPOJIBI

HHH xaunuueckoii onxono2uu

BompmmHCcTBO GOMBHEIX OMIMOITAHKPEATONYONCHABHEIM - Pa-
KOM, OCTOXHEHHBIM XOJIeCTa30M, HYXHAIOTCA B OwuapHoi Ae-
KOMIIPECCHIL.

Kegeorsenenue 10Ka3aHoO Kak IepPBBIA 3TAll JICYCHUS OONb-
HEIX pe3ekTalGesbHBIM OMIHOIAHKPEATONYONCHANBHEIM PAKOM,
OCJIOXKHEHHBIM MEXaHIICCKOI XKeNTyxoi ¥ IPH Hepe3eKTabeis-
HOM GWTHONMAHKPEATONYONEHAIBHOM pake, HO TPK OTCYTCTBUU
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METHODS OF BILIARY DECOMPRESSION IN
OBSTRUCTIVE JAUNDICE DUE TO TUMOR DISEASE
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Most patients with biliopancreatoduodenal cancer and
cholestasis require biliary decompression.

Biliary decompression is performed at the first treatment
stage in patients with resectable biliopancreatoduodenal cancer
and obstructive jaundice and in nonresectable biliopancreato-
duodenal cancer free from intrahepatic metastases separating
segmental bile ducts in two liver lobes.




Clinical Investigations

BHYTPUTIEYEHOUHBIX METACTA30B, Pa300INAIUX CEerMEHTAPHEIC
KENUHBIE IIPOTOKA B 00euX JTOJISIX IIEICHU.

CoBpemMeHHEIe METONBL JKEeTICOTBEASHIS:

1. Ypeckoxuele YpecriedeHOIHEIE METONBL XXeTYEOTBEICHHA.

II. DHpockonuyeckne TPAHCHAIULIAPHBIC METORBL XETde-
OTBEIEHYsI.

III. Xupypradeckue A SHEOXUPYPIUISCKUE METONBI Xelde-
OTBEHEHMSL.

I rpyrma Meromos GrmapHOR AEKOMIIPECCHY OCHOBAHA Ha TIPH-
MCHEHIT 9IPECKOKHOM YpecHeIeHoqHoi xonanrmocromun (TIXC).
YIXC ocymectpisercs 1o Metomuke CellbIMHTEpa WK ee MOTUbu-
TVPOBAHHBLIM METOMMKAM ¥ COIMPOBOXAACTCS AHTEIPAITHOM XOIaHIH-
orpadueii. IIXC moxer obecHeYUTh HAPYXHOE NPEHUPOBAHWE
XENYH WK HApYXHOBHYTPeHHee apeHrpoBariie. HapyxHoBHyTpeH-
Hee OpeHupoBapHe XKelyd MOXET OBITH BHIIONHEHO ONHOSTAIMHO C
TIXC [7, 13], a MOXeT OBITE OCYLLECTBICHO depe3 7—10 mreit mocyue
YUIXC [5]. IIpw aTOM HOpMAIU3AII KIIVMHUKO-OHOXIIMITIECKIIX ITO-
KazaTeliei GOIBHOro IIPOUCXOIUT ObICTpee (B TedeHUe 3—4 Hel), IeM
TIPY HAapYXKHOM XKefdeoTBencHuu. HapyRHoBHyTpEHHEe IpeHUpPOBa-
HYe TI03BOJISIET OCYINECTBUTE BHYTPUIIPOTOKOBOE JIYIE€BOE JIEYCHUE U
SHOOIPOTE3UPOBAHMNE CTEHO3MPOBAHHBIX IPOTOKOB B CIydae Heome-
pabenproctd GonsHoro. IlpaBna, IpH Hapy:KHOBHYTPEHHEM Xellde-
OTBEIEHMH CYIIECTBEHHO BO3pacTaeT PHCK pedymnokc-xonanrura, B
TIO3HEM TepMofe OH BerpedaeTcd v 28% GompHeix [18]. ITpu Hapy:x-
HOM HEYIPaBIIEMOM XeTYEOTBEICHIY B TeYSHUE IEPBEIX JHEN MO~
XeT YCyTryOUThCS MedeHOTHO-TI09eYHAas HETOCTATOTHOCTh OOJIBHOTO.
CunapoM «GBICTpoil JEKOMITpeCcCHV» OpuMapHoro epepa o0yCIoB-
JIeH TPyObIMY M3MEHECHIAMY BHYTPAIIEYEHOYHOM NOPTATLHON reMo-
JUHAMUKY, KOTJa B IIEUSHH Pe3KO CHIKAETCS OOBeMHELI W JIMHETH-
MBI TOPTATEHEI KpoBoToK. B. T. VIBIUKH peKOMEHIYET BEIIOIHSATE
JO3UPOBAHHYIO OHITHAPHYIO IEKOMIIPECCUIO B TeueHue 4—28 4 ¢ o~
HOMOMEHTHBIMHU TIepeIaiaMK JaBJICHIS B OMIMAapHOM TpakTe He 6o-
niee 10 MM Boz. cr. Tocie CHYDKeHMs TaBiIeH s B IpoToxax 1o 160 MM
BOL. CT. HCOOXOMMMO YIEPXUBATh €r0 Ha TAKOM YPOBHE €Ile CYTKH.
JlozupoBaHHas NeKOMIIpeccrsl OMIMapHOro TPakTa OCYIIeCTBIIAETCS
TIyTEM PETYIMpOBAHUS IIpOCcBeTa KaTerepa [5].

K coxanennio, YUXC Bce eme COpOBOXAACTCA OCHOXHEHUS-
MH, B TOM gucile Jeransuemvu. Ilpx YIXC Berpedarores crenyio-
TIHE OCHOXHEHHS: MATPalvs KaTeTepa, KeldeucTedeHre B Oproii-
HYIO TIOJIOCTDh ¥ XETYHEIA ITEpUTOHMT, KPOBOTEUEHUE B OPIOIIHYIO
TIOJIOCTE, TEMOOIUIHST, XOJIAHTUT, XONaHTHONIEBPAIbHBII CBUII, Ta-
paxoNaHTHOCTOMITIECKHH abclecc, IeYeHOYHO-TIOYedHad HeocTa-
TouHOCTh. OCcOXHeHn pasBuBaioTesa v 10—50% GOMbHEX, TeTab-
HocTh — ¥ 2,4 — 16,6% [3, 5—7, 11]. B POHII ym. H. H. Broxuna
PAMH YYXC gisercs HapboJiee 9acTO BRIIOIHIEMBIM METONOM
wemgeorBecHyd. C 1989 1. BeimoraeHo 288 YIXC, us nux 202 ocy-
MECTBICHE! 110 TOBONY MEXaHMYECKOU XKEITYXH, O0YCIIOBICHHOM
MUCTAIHBIM OIYXOMEBHIM CTEHO30M (PaK IOJIOBKY HOILKEYAOTHOM
xeNe3bl, pak GOJBIIOro SYONSHAIHHOTO COCOUKA, PaK JUCTAIBHOIO
XOJIENOXa, PaK JBEHANIATAIIEPCTHON KIIKY), 86 — TI0 TIOBOEY Me-
XAHHYECKOM KeNTYXH, 06YCIOBICHHON IMPOKCHMAIBHBIM OIyXOJIe-
BEIM CTCHO30M (paK IIPOKCHMAaJBHOrO OT[eNla BHEICYCHOTHBIX
KETIHBIX TIPOTOKOB, PaK XEMYHOIO IIy3BIPSl, METACTa3bl B BOPOTA
mreyenn). Ocoxuenys Habmonanuck y 46 (16%) OonbHRX, yMepin
or ocnoxHenmi 7 (2,4%) 6onpupx. Hanbonee YacThle OCTHOXHEHMS,
cBI3AHHEIe HerrocpencTBeHHO ¢ YUIXC, xapakTepu3yoTcs MHUTPa-
et croMbr y 22 (7,6%) GONBHELX, OKKIIO3HEH XOMAHIHOCTOMEL Y 33
(11,5%) GonpHeIX, KpoBoTeueHHMeM (TeMOOIITHS, BHYTPUOPIONIHOE

Modern method of biliary decompression include:

1. Transcutaneous transhepatic biliary decompression.

I1. Endoscopic transpapillary biliary decompression.

I11. Surgical and endosurgical biliary decompression.

Group I of biliary decompression methods is based on transcu-
taneous transhepatic cholangiostomy (TTCS). The TTCS is per-
formed by Seldinger's technique and its modifications and is
accompanied with antegrade cholangiography. TTCS provides
external or externointernal bile drainage. The externointernal
drainage may be performed simultaneously with TTCS [7,13] or at
7-10 days after TTCS [5]. Normalization of clinical biochemical
parameters is faster (within 3-4 weeks) as compared with external
drainage. The externointernal drainage allows intraductal radio-
therapy and stenting of stenotic ducts in inoperable cases.
However, the externointernal drainage is associated with increased
risk of reflux cholangitis which reaches 28% [18]. External uncon-
trollable bile drainage within the first days may lead to aggravation
of hepatic and renal failure. The rapid decompression syndrome is
caused by significant changes in intrahepatic portal hemodynam-
ics with a sharp decrease in portal blood flow. V.G.Ivshin recom-
mends to perform gradual biliary decompression during 4 to 28
hours with individual pressure changes not more than 10 mm
H20. After biliary pressure decreases to 160 mm H2O it should be
maintained at this level for another 24 hours. The gradual biliary
decompression is effected by regulation of catheter lumen [5].

Unfortunately, TTCS is associated with considerable morbid-
ity inclnding fatal complications. The TTCS complications
include catheter migration, bile flow into the abdomen and bil-
iary peritonitis, abdominal bleeding, hemobilia, cholangitis,
cholangiopleural fistula, paracholangiostomy abscess, hepatore-
nal failure. The morbidity reaches 10-50%, mortality is 2.4-
16.6% [3,5-7,11]. The TTCS is the commonest biliary decom-
pression procedure at the N.N.Blokhin CRC. Since 1989 there
were 288 TTCS procedures including 202 for obstructive jaun-
dice due to distal tumor stenosis (cancer of the head of the pan-
creas, cancer of the major duodenal papilla, cancer of the distal
choledochus, cancer of the duodenum), 86 for obstructive jaun-
dice due to proximal tumor stenosis (cancer of the proximal
extrahepatic bile ducts, cancer of the gall bladder, liver portal
metastases). Complications were detected in 46 (16%) patients,
in 7 (2.4%) patients they were fatal. Most common complica-
tions directly related to TTCS were stoma migration (22, 7.6%),
cholangiostomy occlusion (33, 11.5%), bleeding (hemobilia,
intraabdominal bleeding) (14, 4.9%), abdominal bile flow (14,
4.9%). Most fatal TTCS-related morbidity includes intraabdom-
inal bleeding, progressive hepatorenal failure.

Separate transcutaneous transhepatic drainage of the left lob-
ular duct may be made from the right duct through the tumor
stenosis in the lobular duct confluence and is recommended in
tumor obstruction of the hepatic duct confluence with biliary
tree isolation. The following drainage procedure may be per-
formed: a drain is passed into the duodenum and another one
through the tumor stenosis site into the left lobular duct. Both
stomas are made through the right axillary incision [11].

The following procedures may be performed in inoperable
cancer after externointernal drainage: (1) biliary duct stenting,
(2) compression magnetic biliodigestive anastomosis, (3) left
hepaticogastrostomy.
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KpopoTeueHue) v 14 (4,9%) OOJNBHBIX, KeTICHCTEICHIEM B OPIOLI-
HYIO II0JI0CTh Y 14 (4,9%) 6onbHbx. Haubomiee daransHEIME OCTOX-
aeHmsamu YIUXC srismoTess: BHyTpUOGPIONIHOS KPOBOTSUSHIE, TIPO-
TPECCUPYIOIMAS TIEIEHOYHO-TI0YETHAsT HEIOCTaTOYHOCTE,

TIpM OIyXONeROH 0OCTPYKIIN CITASTHUS NEYCHOYHEIX IIPOTOKOB C
DPa3obINeHreM OIIHAPHOTO JePeBa BEITIOMHICTCA Pa3lelbHOe Ypec-
KOXHOE YpecHeIeHOTHOoS IPSHUPOBAHYe IPABOii U IeBOM A0/ Te-
YeHH, MM OCYILECTRIICTCS IPEHIPOBAHNE JIEBOTO JTOJICBOTO IPOTO-
K4 U3 IIPaBOro Yepes OITyXOJIEBBIA CTEHO3 B MECTE CIMASTHM AONEBBIX
MPOTOKOB. BO3MOXXHEI BAPHAHTH IIOCNEIHETO APEHIPOBAHYIS: OJUH
JIPEHAaX XIPOBOIUTCA B ABEHANIATHIIEPCTHYIO KVINKY, Ipyroif — we-
pe3 MECTO OIyXOJIEBOTO CTEHO3a B JIEBBLH 0JIEBOMH IpoTok. O6e cTo-
MBI YCTaHABIABAIOTCS Iepe3 MPaBhlit NOAMBIIETHEN focTyit [11].

B ciydae HeolrepaGe NHHOCTH OIYXOIH IIOCIE YCTAHOBICHMS Ha-
PYXHOBHYTPEHHETO ApPeHaka MOTYT OBITh BBIIOJHEHE: 1) 2HIO-
IPOTE3UPOBaHNe XKETIHBIX IIPOTOKOB, 2) (PopMUpoBapme KOM-
TPECCHOHHOTO MATHUTHOTO OMIMOJHUISCTUBHOIO aHACTOMO3a, 3)
JIEBOCTOPOHHESISA TeNIATHKOTACTPOCTOMUA, ‘

B xagecTBe SHOOMPOTE30B MCIIOB3YIOTCA CHHTETHICCKIE (IO~
STIICHOBHIE) IIPOTe3Hl ¢ HEM3MEHAeMoi KoHbUIypalyeil, MeTaAII~
YeCKre CITUpaIBHBIS IIPOTE3Hl ¢ He3MeHsIeMo KoHburyparmeit, Me~
TAJUIYeCKIe PACIAPSIONIHECS (C «HaMSIThIo (OPMEL»>) SHIOIIPOTE3H
(Wall-stent, smrrimonosie mporess, PALMAZ-stent, Gianturco-
stent). Kimirmgeckass olieHKa 3HIONPOTE30B HEONHO3HauHa. Bons-
IIHHCTBO ABTOPOB BEICOKO XapaKTepH3yIOT METAIITYECKIEC SHIOTIPO-
TE3BI C «IaMATHI0 (POPMBI», MOTHBHPYS JIyINIIMHA PE3YALTATAME HX
IIpUMeHeHHI (MEHBIIE YaCcTOTa PELIIUBOB KEITYXY, HE IPOUCXOIUT
METIpamys sHIonporesa) [6, 12, 13]. Jipyrue aBTOPH He HaXOMAT CY-
IECTBEHHOM PA3HUITH WM OTHAIOT NPENIOYTeHNE IDIACTMACCOBBIM
SHIOIIPOTE3aM, YKA3KBAI HA TO, UYTO CPOK (DYHKITWIOHUPOBAHMA TEX 1
JIPYIVX OMUHAKOBEIA, 2 CTOMMOCTH INACTMACCOBHIX CYINECTBEHHO K-
xe [11]. 3aciuyxuBaeT BHEMAHUSI METOIUKa SHIOIPOTSIMPOBAHMS,
npemioxersaasd B. I VBnmHEIM 1 c0aBT.: xarerep muamerpoM 12F
TIPOBOIMUTCA MUCTANBHES OKKIIO3MM, HAPYXKHBLA KOHEL cpe3aeTcs U
TepPMETH3UPYETCS Ha YPOBHE KOXH, TIOTPYXKASTCS B MOKOXKHYIO KIIET-
YaTKYy, paHa KOXW yumBaercs. JJocTonHeTBa TAKOTO SHAOIIPOTE3HPO-
BAaHUS: UCKII0YASTCSI CMEINEHIE 1 IIOIHOE BRIIANCHIE KaTeTepa, TP
OKKJIXO3WM CTEHTA eT0 JIETKO 3aMEeHMTH [S].

DopMupoBaHTe PEHITEHOIHIOCKOMMIECKOTO KOMIPECCHOH-
HOTO MarHHUTHOTO OHIMOIUTECTHBHOIO AHACTOMO32 TIPUMEHIETCS
TIPH ARCTAIBHOM OIYXOJEBOM CTEHO3€ ¥ OCHOBAaHO Ha MMIUIAHTA~
ITUH 9epe3 XOJIAHTHOCTOMY BO BHEIIEUSHOUHEIE KETIHEE MPOTOKH
TIPOKCHMATIBHEE OITYXOJEBOM OOCTPYKIIMU ¥ SHIOCKOIMIECKH IIe-
POPATHHO B IBEHAIUATUTICPCTHYIO KUIIKY (KEMYIOK, TONYIO KHII-
KY) MMCTANBHES OIIYyXO0JIeBOM OOCTPYKIII MATHUTHBIX SJEMEHTOR.
TIpu sTOM XemyeoTBeNeHMe KO 06pPa30BaHMs COYCThS MEXIY IIPO-
TOKaMM ¥ IBCHAALATUIIEPCTHOM KUINKOUN B MECTE COIIOCTABICHUSA
MarHuToB (O6BIYHO HPOMCXOOUT Ha 8§—9-i1 AEHB ITOCKEe MX WM-
TUIGHTAIH) OCYIIECTBIAETCS HAPYXy IO YPECKOKHOMN IelaTHKO-
xoaargocToMe. PopMHpOBaHe KOMIIPECCUOHHOTO MATHUTHOTO
OITHOAUTECTUBHOTO aHACTOMO32 HEBO3MOXKHO, €CIIN (BEHAMIIATI-
TIepCTHAs KIIIKa He TIOISXKUT TIepopayibaoil sHrocKomuu. Orre-
Al B IEJIOM JIETKO TEPeHOCUTCA GONBIMHHCTBOM O0nbHEIX. Ya-
1Ife OTMEYAIOTCS TTO3NHME OCIIOXHEHMA: PeLUIUB XxenaTyxu v 18,8%
GOJBHBIX, HEIPOXOMMMOCTD JBEeHAANATHIIEPCTHOM KMITkn v 12,5%
GonbHbIX, pedroXc-XonanruT v 14,3% comsHBIX [1].

JIeBOCTOpOHHAS TEHMATHMKOTACTPOCTOMUS: DPEHTICHOSHAOGH-
JMHApHAS ¥ SHIOCKONMUIECKAS OIepanus OCYHIECTBIIETCS IPH
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Synthetic stents with unchangeable configuration, metal spiral
stents with unchangeable configuration, metal dilatating (with
shape memory) stents (Wall, PALMAZ, Gianturco) may be used
for this purpose. Clinical assessment of the stents is equivocal. Most
authors appraise highly metal stents with shape memory because
they provide better treatment results (lower rate of jaundice recur-
rence, no stent migration) [6,12,13]. Others do not see their advan-
tage over plastic stents or advocate the use of the latter type because
plastic stents are much cheaper and have the same service life as
metal ones [11]. V.G.Ivshin's technique deserves attention and
consists of the following steps: a 12F catheter is passed distally from
the occlusion, the outer end is cut off and sealed at the skin level,
then it is emerged into the subcutaneous tissue and the wound is
sutured. This stenting technique has the advantage of no stent shift-
ing or falling off, easy replacement of occluded stents [5].

X-ray guided compression magnetic biliodigestive stenting is
made in distal tumor stenosis and is based on implantation of mag-
netic elements through cholangiostomy into intrahepatic bile
ducts more proximally from the tumor obstruction site and endo-
scopically per os into the duodenum (stomach, colon). Before
anastomosis between the ducts and the duodenum is provided in
the site of magnet implantation (as a rule on day 8-9) external bile
drainage is performed through a transcutaneous hepaticocholan-
giostomy. No compression magnetic biliodigestive anastomosis is
possible if the duodenum is not eligible for peroral endoscopy. The
procedure is well tolerated by most patients. Late morbidity is
more common and includes jaundice recurrence (18.8%), impa-~
tency of the duodenum (12.5%), reflux cholangitis (14.3%) [1].

Left hepaticogastrostomy. X-ray guided endobiliary and endo-
scopic procedures are performed in patient with inoperable tumors
of proximal segments of extrahepatic biliary ducts or liver portal
lymph node metastasis with obstructive jaundice. First step is per-
formed under x-ray television gnidance: a multiperforated catheter
is passed from the right to the left side through the lobular ductal
confluence into the second or third segmental duct via the right
transhepatic incision. Step two is made at 9-10 days: a flexible nee-
dle is passed through the drained ducts under anesthesia and
laparoscopic guidance to perforate liver visceral surface and the
stomach. The catheter is passed from the liver into the stomach. A
drain (e.g. pediatric gastrostomic tube) is fixed to the catheter using
a gastroscope and then is passed from the stomach into the liver.
The stomach is fixed closely to the liver with a cross plate on the
drain and fibrin glue. The procedure is over. There is a version with-
out laparoscopy. At 10-14 days the transhepatic multiperforated
drain may be replaced by a metal stent. Mortality was 9%. Causes
of death were intraabdominal bleeding, cholangitis complicated
with sepsis, myocardial infarction. Other early postoperative mor-
bidity included jaundice recurrence (17%) related to cancer pro-
gression in all cases, cholangitis (20%), gastritis (8.6%) [14,16,18].

External cholecystostomy may be classified as group I proce-
dure and is performed in distal tumor stenosis. The procedure may
be performed as laparoscopic cholecystostomy (LCS) or transcu-
taneous transhepatic cholecystostomy under ultrasound guidance.
Morbidity is 20%, mortality is 3%. Most common morbidity
includes gall bladder perforation (6.3%), cholecystostomy migra-
tion (4.7%), subcapsular liver hematoma (1.6%), intracystic
bleeding with gall bladder tamponade (4.7%), destructive chole-
cystitis (1.6%), biliary peritonitis (4.7%), jaundice recurrence
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HeonepaGeTbHOCTH OMYXONU IIPOKCUMAIBHOrO OTAENA BHEIIEUYe-
HOYHBIX XXeTIHbIX IIPOTOKOB WM METAcTa3axX B IUMQOY3IEl BOPOT
TICYeHH, OCTOXHEHHKIX MEXaHUeCckol XenTyxoi. 1 aTan nposo-
JHTCS TIOH, KOHTPOJIEM PEHTTCHOTSICBUNEHYS, Yepe3 IIpaBhlil ape-
CIIEUEHOYHHI JOCTYNI MYIBTHIIEpOPHPOBAHHEIM KaTeTep ycTa-
HAaBJMBaeTcs CIIPaBa HANEBO Yepes CIAHUE JONEBEIX IPOTOKOB
BO 2-j wid 3-i cermeHTapubii mporox. Ha I atane, yepes 9—10
JTHEH, TI0[ HApKO30M H JIATIApOCKOIIMIECKAM KOHTPOJIeM IHOKO
UITIOM, IPOBEACHHON Yepe3 APeHUPOBAHHEIE IIPOTOKU, NIepdhopu-
DYIOTCS BHCLIEPAbHAS TIOBEPXHOCTh MEYSHM 1 XKenymoK. Karetep
V3 TeYeHU POBOFTUTCS B XelmymoK. C IMOMOIMBI0 TaCTPOCKOIA K
Katerepy (PUKCHpPYeTCS OpeHaX (HaIpuMep, TacTpPOCTOMUIecKast
TemuaTprgeckas TpyoKa), KOTOPEIl IPOBOXUTCS M3 TIOJOCTH Xe-
Jynka B nieverhb. C IMOMOIIBIO: IEPEKPECTHOM IIACTHHKYI HA Jipe-
Haxe, WIOTHO IPUMBIKAIOMEH K CIU3NCTON Xenyaka, 1 Guopu-
HOBOTO KJIesI, HAHOCUMOTO Ha CEPO3HYI0 0OO0O0NOYKY Xelylka U
KalCyily IICYEeHH, XeNyIoK IDIOTHO dukcupyercs k meueHu. One-
panus 3agepieHa. PaspaboraHa MEeTOAVKA NOXOOHOH OTepalium
6e3 matapockormu. Yepes 10—14 nueil TpaHCTIEUSHOIHBIH MY~
THTIEpPOPUPOBAHHEL ApeHaX MOXET OBITh 3aMEHEH Ha MeTaJUTH -
yeckuii suponpores. JleramprocTh cocTapmwia 9%. Ilpuamen
CMEpTH: BHYTPUOPIOITHOE KPOBOTEYCHYE, XONAHTUT, OCIOXKHEH-
HEI cercrcoM, HHGApKT Muokapaa. JIpyrie ocIoXHEeHN PaHHe-
ro nepuona: xonaurut y 11% GonsHEX, 3MIxeMa IUIeBpH ¥ 2,9%
GonpHbX. To30HHe OCIOXHEHNS: PEUANB XenTyxu vy 17% 6oJib-
HEIX (BCerma CBA3aH C IPOTPECCHPOBAHNEM OMYX0IEBOTO 3ab60/e-
BaHuA), xonaurut y 20%, ractpur y 8,6% 6Gonpueix [14, 16, 18].

HapyxHasg XONEIMCTOCTOMUS MOXET OBITh OTHeceHa K 1 rpyrme
METOIOB KeqUeOTReIeH:A. BRIIONHACTCS TIPH MUCTAIEHOM OITyXO-~
JIeBOM CTeHo3e. MOoXeT OCYINeCTBIITECS KaK JAHapocKOIIIecKas
xonenucrocromust (JIXC), Tak B YpecKoxXHasI YPeCICICHOYHAS XO-
JIEIUCTOCTOMYS TIOI KOHTPOJIEM YIIBTPa3ByKoBoit conorpadum. Oc-
JIOXHeHUA paspuBaloTcsa ¥ 20% GonpusiX. JleTanbHOCTh COCTABIIIET
3%. Xapaktep M 4acTOTa OCIOXHEHHH: nepdopaiyst XXeITHOro Iy-
3pIpA Y 6,3% GOIBHBIX, MUTPALHS XONCIACTOCTOME! Y 4,7 %, onkar-
CyJIbHAS FemMaroMa HedeHd y 1,6%, BHYTPUIIY3BIPHOE KPOBOTEUEHTE
¢ TAMIIOHANOW XKETIHOTO TY3HIPA ¥ 4,7 %, HeCTPYKTHMBHEIN XOTIEIIC-
Tur v 1,6%, XeaIHbI nepuroruT v 4,7%, pervmus xearyxa v 3,1%
GonpHbK. [Ipy HapyKHOM XONEIICTOCTOMUM He PA3BHBASTCS CUHI-
poM «OBICTpoit HeKOMIpeccuy» OWImapHoro Aepepa. OrpaHUYeHus
METONHKH: JIAIIAPOCKOINIS HEJISTKO TIePeHOCHTCS OONBHBIMY, HE BCe-
rga addexruBEa, U3-32 PYOLOBO-CIIAGYHOTO ¥ BOCHAIMTEIHLHOTO
Tporiecca B OPFONIHOH TOTOCTH. XONMeIFCTOCTOMUS 10, KOHTPOJIEM
VIBTPasBYKOBOH COHOrpaduyl B Ciiydae, CHY JKeNIHbH y3siph NpY-
KPBIT [IEYCHBI0 Ha OYCHH OIPAHMYCHHOM YJacTKe, HEeceT PEalbHYIo
YIPo3Y XKeTUencTedeHrsa B GpIoHylo nosxocts [2, 3, 10]. Hakoner,
KeTYEOTBENEHYE Yepe3 XOJMENUCTOCTOMY CYIIECTBEHHO OTPaHHIeHO
BBUAY OIIYXOJIEBOTO CTEHO3a YCTHS IY3BIPHOIO IIPOTOKA MW YTPO3HI
€ro pasBUTUS B OmckaifineM Gynyiuem.

Takum 06pa3soM, YpPEeCKOXHEIE YpecTieYeHOUHEIe METONEL O~
apHOH JIEKOMIIDECCHH TIPH OTHOCHTENBHO YIOBJICTBOPUTEILHOM
TEPEHOCHMOCTH O0ECTICUMBAIOT KENYCOTBEICHIE Kak IIPU [uC-
TAJIGHOM, TaK ¥ IIPU IPOKCHMANBHOM OIYXOJEBOM CTEHO3e Oviu-
apHOTO Jepesa.

DHpoCKOMMYeCcKye TPAHCHANMWUIAPHEE METONB! JKefIe0TECACHIA
CTAJIM UCIIONB30BATECS B IIOCHeNHEe HeCATIIIETHE, KOTa, BO-TIep-
BEIX, SHIOCKONMMYECKAs] PETPOTPagHAd XOJAHIHONaHKpeaTorpa-
¢ua (BPXIII') crana m@pPOKOPaclpoCTPaHEHHOH METOmMKOH

(3.1%). The external cholecystostomy has the advantage of no rapid
decompression syndrome of biliary tree. The procedure limitations:
poor tolerability, the operation is not atways effective due to abdom-
inal cicatrization, comumissures or inflammation. In cases with the
gall bladder covered by the fiver within a limited area cholecystosto-
my under ultrasound guidance is associated with direct risk of
abdominal biliary flow [2,3,10]. Biliary decompression through
cholecystostomy is rather limited due to tumor stenosis of the blad-
der duct opening or the risk of this complication in the near future.

Thus, transcutaneous transhepatic biliary decompression has
satisfactory tolerability and provides biliary passage both in distal
and proximal tumor stenosis of the biliary tree.

Endoscopic transpapillary biliary drainage became used over
the last decade afier endoscopic retrograde cholangiopancre-
atography (ERCPG) was commonly applied to examine patients
and it became clear that TTCS was associated with increased risk
of fatal morbidity.

Endoscopic transpapillary bile drainage is indicated in tumor
obstruction of distal segments of extrahepatic bile ducts compli-
cated with obstructive jaundice. If visual inspection of the major
duodenal papilla is not possible or involvement of hepatic ducts
is established, the transpapillary bile drainage is not indicated.

Endoscopic transpapillary bile drainage is preceded by
ERCPG. After that endoscopic papillosphincterotomy (EPST)
or nasobiliary drainage with a thin catheter or EPST + stenting
of extrahepatic bile ducts including separate stenting of hepatic
bile ducts may be performed.

The EPST may be effective as a separate procedure of bile
drainage only in tumors of the major duodenal papilla. However,
this method is associated with increased morbidity and mortality [3]
and cannot be recommended in cancer of the major duodenal papil-
la. At the beginning of the use of endoscopic transpapillary drainage
the lethality was 15% to fall to below 0.5% at present. Early postop-
erative morbidity includes bleeding, acute cholangitis, acute pan-
creatitis, duodenum perforation and reaches 8-10%. Late morbidi-
ty is rather common and includes cholangitis, obstructive jaundice
recurrence due to stent lumen occlusion. The last morbidity type is
found in 60% of patients at 3 to 6 months following stenting and
requires replacement of the stent. Most authors consider the Wall
stent preferable for prevention of jaundice recurrence {13,15,17].

Since endoscopic retrograde drainage and stenting of extrahep-
atic biliary ducts are well tolerated but associated with a high risk of
cholangitis and jaundice recurrence late postoperatively these pro-
cedures may be recommended in inoperable cancer patients with
life expectancy less than 6 months and in patients with operable
cancer and distal tumor stenosis expecting surgery within 3-4 weeks.

Surgical and endosurgical biliodigestive anastomosis is still
performed to provide bile passage because it has several advan-
tages over the first two groups of methods. The following anas-
tomosis types are used to counter obstructive jaundice of tumor
origin: cholecystoduodeno-, cholecystogastro- and cholecysto-
jejunoanastomoses, choledochoduodeno- and choledochoje-
junoanastomoses, hepaticojejunoanastomosis. Involvement of
the gall bladder into anastomosis should be limited because 12-
20% of patients with cancer of the head of the pancreas with
obstructive jaundice already have or are at risk of developing
tumor stenosis of the bladder duct opening (leaving alone
tumors of extrahepatic bile ducts). The use of the duodenum or
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oGcnenoBanys OGOMBHEBIX, BO-BTOPBIX, KOTJAa CTAllo SICHO, 4YTO
YUXC "eceT yrpo3y JeTaNbHEIX OCHOXHEeHUH. TTokazaHueM K SH-
JOCKOIMMIECKM TPAHCTIATULIPHEIM METOJAM XeNueOTBEHCHHS
ABAAETCA ONyX0/eBasd 06CTPYKIHA JUCTATHHOTO OTHEHA BHETICYe~
HOYHBIX JKeNYHBIX IIPOTOKOB, OCHOXHEHHAsA MeXaHUJIEeCKOH Xei-
Tyx0ii. IIpM HEBO3MOXHOCTH BU3YAIBHO OLEHUTH GOJBINOHA Myoe-
HAJBHHE COCOYEK MW pPaclpOCTpaHeHUM OLyXond Ha o00a
TIEUCHOTHBIX IPOTOKA SHAOCKOIIMYECKOE TPAHCIIAIIIILIIPHOE Kel-
YeoTBEICHHE He TI0Ka3aHO. DHIOCKOIMYECKIAM TPaHCIATIULLID-
HBEIM METOHAM XeTdeoTBeIe I npemirectyeT DPXIIT. Janee Moryr
GHITh BBEITIONHEHBI SHAOCKONMMYECKAs MaMIIOoCHUHKTEpOTOMUS
(BIICT) wim HazoOwIMapHOe APEHUPOBAHME TOHKUM KaTeTepoM,
wi DIICT + sHEOIpOTe3NPOBAHIE BHETICICHOTHBIX XeTIHbIX IIPO-
TOKOB BIUIOTH O PasHeNbHOTO SHIOUPOTE3POBAHUST IEICHOTHBIX
XKEJTIHBIX TIPOTOKOB.

OIICT Moxer okaszaThea 2DhEKTIBHEIM CAMOCTOSTELHBIM METO-
JIOM XeTJeoTBENEHIA TOIBKO TPH OITYXOJH GOJBIIOTO TYOHEHABHOTO
cocouxa. Ho prcK oCIIOXHe i 1 JIeTAIHHOCTH IPH 3TOM JOCTATOUHO
BEICOK [3], uT0 He nosoiser pekoMernopats DIICT B KagecTBe MeTO-
JIa XeTdeOTBeAeHMA NPy pake GOMNBIIOro IyORCHABHOIO COCOUKa. B
TIEPHON, OCBOESHIMS METOIUK IHIOCKOMUIESCKOIO TPAHCIIAITAIISIPHOTO
JIPEHMPOBAHKS JIETATEHOCTS cocTarisia 15%. B Hacrosuee Bpemst Jie-
TaMBHOCTH He pespnmnaeT 0,5%. PaHHue OCIOXHEHIS: KpOBOTEUeHHe,
OCTPHII XONAHIUT, OCTPHIA TIAHKPEaTHT, epdopariys NBeHaaLaTHIIeD-
CTHOM K¥INIKK. YPOBEHb PAHHUX OCOXHEHMI ceifyac He IpeBhIIaeT
8—10%. JIoBOIBHO YACTHI TTO3MHUE OCJIOXHEHNS: XOIAHTHT, PEIATAB
MeXaHIIECKOM JKeJITYXHI BCACHCTBIE OKKIIIO3UI IIPOCBETa SHIOIpoTe-
3a. IlocnenHee ocnoxuerye passupaetcs v 60% GOMBHBIX B CPOKH OT 3
110 6 Mec TIoCITe SHIONPOTE3UPOBAHII U TPeGyET 3aMEHE SHIOIIPOTE-
3a. DOJBIIMHCTBO ABTOPOB yKa3pmBaioT Ha Wall-stent xak maumbomnee
TIPSAIOYTUTEIHHBIA SHAOIIPOTE3 C TOUKY 3PEHIsT IPOPIIAKTAKM P~
1mapBa xenryxu [13, 15, 17].

VUUTEIBasA XOPOIIYIO TIEPSHOCHMOCTD SHIOCKOIMIECKOTO PETPO-
TPAIHOTO IPEeHUPOBAHIS W SHIOTPOTE3UPOBAHIT BHEIICUSHOTHBIX
JKEJIYHBIX IPOTOKOB, BEICOKUH YPOBCHb XOJNAHTHTA M PELMAUBOB
KENTYXH B TO3THEM IIEPHOIE, OTH METOTUKY NPEATOYTHTEHERL Cpe-
T HeollepabebHbIX GOBHBIX C IPOTHO3UPYEMBIM BpeMEHEM XH3HI
Mexee 6 Mec ¥ Cpeiy orepabelTbHBIX OOIBHBIX C TUCTATHHBIM OITyX0~
JIEBHIM CTEHO30M, KOTOPHIM B Gmkaifiiie 3—4 Hel maHupyeTcs
XUPYPTHIECKOE YIAJISHHE OIIYXOIH.

Xupyprageckoe H SHAOXUpyprugeckoe hopMHpoBaHUe GUIHOIUre-
CTHBHBIX AHACTOMO30B BCE €Ille He BEITECHEHO M3 apCEHANA Kerde-
OTBOJANINX METOIOB, IIOCKONBKY MMEET PSI IMTOJIOXUTSBHEIX OCO-
OeHHOCTE, KOTOPHIX IOKA JIMIICHE! TIEPBHIE ABE IPYIIIEL METONOB.
TprMeHgeMEle B HACTOSINEE BpeMsI aHACTOMO3REL ISl KYIIMPOBa-
HUSL MEXAHVTIECKOM KEeNTYXH OITYXOJNEBOTO IIPOUCXOXIEHI: X0~
LIMCTONYONEHO-, XONEIICTOTACTPO- U XONEIICTOSIOHOAHACTOMO3,
XONETOXONYOAEHO- ¥ XOJENOX0CIOHOaHACTOMO3, TelaTHKOSIOH0A~
HAcTOMO3, MICIIOAB30BaHle B COYCTHE KEITIHOTO ITY3BIPS AOJDKHO
GBITH OIPaHUYEHO, MOCKONBKY ¥ 12—20% GONBHBIX PAKOM TOJIOBKHA
TIOGKETYROYHOM XKene3bl, OCIOXKHEHHBIM MEXaHWIECKON XelTy-
XOi, YK€ MMEeeTCA WK €CTh PeaIbHAs YIPo3a OIyX0JISBOTO CTEHO03a
YCThS TTY3BIPHOTO MPOTOKA (He ToBOps 00 OIYXONIW BHENEUEHOU-
HBIX XeIMIHBIX IIPOTOKOB). ICIONE30BaHYIe B COYCTRS HBEHANITATH-
MEePCTHOW KUK M XeTyIKA TaKKe CYIIeCTBEHHO OTPaHITIeHO pe-
aTbHOM YIpo30il OMYXOJEBOrO0 CTEHO3a OBEHAZUATHIICPCTHOMU
xumky. IIpy pake TONOBKY TIOMXKEIYIOYHON XKeTe3bl MPHOTH3H-
TelBHO 17% GONMBHBIX, KOTOPBIM IUIAHMPYETCS KETYSOTBONATIAsT
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stomach is also limited due to the real risk of tumor stenosis of
the duodenum. Gastrojejunal bypass is indicated in about 17%
of patients with cancer of the head of the pancreas expecting bil-
iary decompression [18]. Therefore hepaticojejunoanastomosis
with prophylactic gastrojejunoanastomosis (especially in cases
not undergoing radical tumor removal) is most preferable.

The bypass with the jejunum may involve both the common
hepatic duct and smaller hepatic passways. The anastomosis pro-
cedure should include Roux mobilization of the jejunum to min-
imize the risk of reflux cholangitis. The anastomosis technique is
developed in detail by the Russian surgeons and is made with a
single-row of stitches with outside knots not passing through
mucosa, i.e. the needle is passed inside the walls. This procedure
requires absorbable monofilament (Mason) or nonabsorbable
monofilament (Prolene) materials 4/0-6/0 and an atraumatic
needle. Professors N.EKuznetsov [8] and K.V.Lapkin, the devel-
oper of precision surgical techniques, emphasized that full
absence of suture tension was the most important requirement
alongside with the above-mentioned conditions [9]. At present
biliodigestive anastomosis in distal tumor stenosis is associated
with morbidity not higher than 30% and lethality 2.5%. However,
hepaticojejunocanastomosis in tumors of proximal segments of
extrahepatic bile ducts at the peak of jaundice as a rule requires
tumor removal and is associated with high lethality. This opera-
tion should be preceded by TTCS biliary decompression.

Laparoscopic cholecysto- and interenteric anastomoses are
performed with manual or mechanical suture. Narcosis, pneu-
moperitoneum and minilaparotomy make this anastomosis type
similar to common bypasses {4].

Biliodigestive anastomosis (especially hepaticojejunal) is associ-
ated with minimal late morbidity. Hepaticojejunal anastomosis
with Roux jejunum mobilization practically excludes jaundice
recurrence and cholangitis late postoperatively. This anastomosis
type is preferable in patients with inoperable biliopancreatoduode-
nal cancer complicated with obstructive jaundice and life expectan-
cy more than 6 months.

In summary, the following factors should be taken into account
when choosing type of bile drainage: (1) level (proximal/distal) of
tumor obstruction of the biliary tree, (2) tumor disease advance and
patient’s state (whether tumor removal is planned after biliary
decorapression), (3) life expectancy after biliary drainage if no rad-
ical surgery is planned, (4) risk of postoperative morbidity and
degree of technical performance of biliary drainage type in question.

oIepaItys, IrokazaHo HopMIPOBaHNE 0OXOIHOTO TaCTPOCIOHO-
anactoMo3a [18]. IlosToMy renaTuKOSIOHOaHACTOMO3 C IIPO-
dwmakTIIeCKIIM TacTPOSIOHOAHACTOMO30M {OCOOEHHO, €CIH
He IDIaHUPYETCs PATUKATBHOS YIANCHHE OIyXOJIR) MMeeT Hau~
foJiee IMPOKHE ITOKA3AHWS.

TIpw 5TOM B COyCTBE C TOIIEH KMUIKONH MOI'YT Y9aCTBOBAaTh KaK
OBHIMIA [TEYEHOYHBIN IIPOTOK, TaK M IeIeHOYHbIC TIPOTOKY Gosee
MEJIKOTO Kaymubpa. AHacToMo3 Jiydie hopMHUPOBATh ¢ MOOHITH-
30BaHHOM 10 Py meTyieil Tomel KUKy, D10 CBOIUT PUCK ped~
JIOKC-XONAHTHTA J0 MUHIMYMa. Texauka ¢opMHUpOBaHIsL apac-
TOMO30B XOPONIO pa3padoTaHa OTEYECTBEHHEIMU XHPYPTaMH:
TIPUMEHSAETCS ONHOPSITHEIA Y3TOBOI ITIOB C Y3eIIKaMH HAPYXY 6e3
«3aXBaTa B IIIOB» CIAM3KCTHIX, T. €. BHYTPHCTEHOYHOE IPOBEACHIE
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suTy. HeobxommM paccackBatonnuiicss MonodbmiamenTHrIx (Mak-
COH) WIH HepaccachiBaroluiica MoHowiaMeHTHbIA (TIposeH) mos-
HBL Matepran 4/0—6/0 xa arpaBMaTHyHOl uoie. Tak, 110 MHEHMIO
npod. H. ®. Kysosnesa [8] u npod. K. B. Jlaukuna, pa3paboTamka
TIPENU3NOHHON XUPYPIMIeCKON TEXHIKY BAXHEHIIMM IIPUHIVITOM
Hapsiay ¢ BBIIIEYKA3AHHBM SBJIICTCS IIOJIHOS OTCYTCTBUC HATSIKCHUS
JuHv hopmupyemoro 1rsa [9]. C OHKOMOTIeCKUX IIO3MITHIA TeTIaTH -
KOCIOHOAHACTOMO3 ITIpeMIIoUTHTENbHee (hopMUpOBaTE BIepemo6o-
JO4YHO. B Hacrosimiee BpeMs xupyprugeckoe GopMupoBaHue OWmo-
JUATECTMBHBIX aHACTOMO308 TIPU JMCTAIEHOM OITyXOJIEBOM CTCHO3E
COTIPOBOXAAETCH YPOBHEM OCIOXHEHMI He Oonee 30%, meramsHoc-
T610 2,5%. XoTa GopMupoBaHie relaTUKOCI0HOAHACTOMO3 [TPH OITy-
XOJH IIPOKCUMATTBHOTO OTHAENA BHEIICYSHOTHBIX KETUHbIX ITPOTOKOB
Ha BEICOTE XeITyXH TpeOyeT, KakK IPaBIIIo, VAAIICHHS OIYXONIH X CO-
TIPSTKEHO C BHICOKOM JIeTambHOCTRIO. Takas omeparwis TpeGyeT pe-
BapUTeIBHOIO KeMueoTBeeHust ¢ omobio YIXC, Jlanapockormi-
qecKoe (HOPMUPOBAHWE XONCLHCTODHTEPO- ¥ MEXKWMICUHOTO
aHACTOMO3a OCYWIECTBAZETCH DPYYHBIM WM alliapaTHEIM IIBOM.
Hapkos, THEBMOIIEPUTOHSYM 1 MUHILIAIADOTOMM — BCe 3TO Je-
JiaeT (hopMHUPOBaHKE YKA3aHHOTO AaHACTOMO33 MAJIOOTIUIUMBIM OT
0ObIYHO IIPHHATOTO [4].

VpoBeHb ITO3MHUX OCIOXHEHHN XIPYPruaeckoro hopMUpOBaHMI
GITHOMUTECTHBHBIX AHACTOMO30B (0CO0SHHO TeIATHKOSIOHOAHACTO-
M033) MUHMMaieH. (DopMUPOBaHe IeNAaTHKOSIOH0aHACTOMO3a Ha
MOOHIIM30BaHHOMN 110 Py TETIIe TOLUEH KIIIKH MPAaKTHYECKI NCKITIO-
YaeT pelUIUB XeATYXH K XOJIAHTHT B TIO30HEM TIeprone. YKa3aHHEBIA
aHACTOMO3 TIPEATIOYTHTENIEH Cpely DONBHEIX HeonepabesHbEM 1~
JIMOTIAHKPEATORYONSHATBEHEIM PAKOM, OCIOXHEHHBIM MeXaHWdec-
KO XKeNTyX0#, ¢ IPOTHO3NPYEMbIM BpeMEHEM XU3HHU Oolee 6 Mec.

TaxkuM 00pazoM, Py BEIOOPE METONA KEMISOTBEACHIS HEOOXOMIMO
VUMTEIBATE: 1) YPOBEHE OMYXONEBOH OOCTPYKIMM GHIMAPHOTO JiepeBa
~— TIPOKCHMANBHBIA WM JUCTAIBHBIA; 2) PACTIPOCTPAHEHHOCTh OIYX0-
JIEBOTO TIOPAXKEHMS K COCTOSTHITE GONBHOIO, T, €., IUIAHMPYETCS JI TIOCHe
GLIMAPHOM eKOMIpecCHy YHAJIEHHE OIYXONH; 3) IPOTHO3UPYEMOe
BpeMs XU3HM OONBHOTO IOCNE KEMJeOTBEeIEHUs], eCii PaguKaIbHas
onepanys He IUIaHUpyeTcs; 4) yrpo3y OCIOXHEHUH U CTeIEHb TEXHOJIO-
XIT9ECKOTO UCITOJIHEHYIS TOTO M MHOTO METOHA XKeJIIeOTBeAeHVIS.
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B. B. Mamsees, B. II. Mameees, M. H. Boaxosa
AHTMOMMOJIATIOMA TIOYKW
HUH xaunyyeckoii onxonoeuu

Anrnomyonumnoma (AMJI) asrsaerca Haubosee YacTo BCTpeda-
JOIIEHCS B MPaKTHKE YPOJIOTOB M OHKONOTOB JOOPOKAYECTBEHHOM
OIIYXOJIBIO TIOUKH. [HcTONOTHYeCKAs KApTUHA JAaHHOTO HOBOOGpa-
3oBapua Oputa onucana W, Fisher B 1911 r [11]. B 195i &
G. Morgan BBelNl B KIMHIUYECKYIO IPAKTAKY TEPMIH «AHTHOMHOJIH-
niomMa» [20]. Buepsrie B Poccuu AMIL 6vpia omicana A. C. Tlepe-
Bep3eBEIM [3].
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Angiomyolipoma (AML) is the comumonest benign renal
tumor. W.Fisher described the tumor histology in 1911 [11].
G.Morgan proposed the term 'angiomyolipoma’ in 1951 [20]. The
neoplasm was first described in Russia by A.S.Pereverzev [3].

By histology AML consists of smooth-muscle fibers, thick-
wall blood vessels and mature fat tissue in different propor-
tions [11].

39



