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Conclusions: Selection of patients with PTS that can benefit from surgical treatment is possible only on the basis of complex
paraclinical examinations. The results of PTS treatment can be improved through an appropriate application of various
interventional techniques.

DOUAZECI SI CINCI PANCREATODUODENECTOMII CONSECUTIVE FARA MORTALITATE
POSTOPERATORIE

GUTU E!, GUZUN V2, IACUB V1, CASIAN D, CULIUC V!
1Catedra chirurgie generala, USMF ,,Nicolae Testemitanu”, ?Spitalul Clinic Municipal nr.1, Chisinau, Republica Moldova

Introducere: Pancreatoduodenectomia (PDE) este singura metoda potential curativa in tratamentul cancerului capului
pancreatic si a altor adenocarcinoame periampulare. Totodata, decizia In favoarea procedeului radical este inca limitata din
cauza parerii comune eronate referitoare la mortalitatea postoperatorie Tnalta.

Material si metode: Tn perioada mai 2011 — aprilie 2015, 25 PDE consecutive au fost efectuate in Clinica Chirurgie. Au fost 13
barbati si 12 — femei. Varsta medie era 60,3 (41-80) ani. La internare pacientii au avut icter mecanic (88%), pierdere ponderala
(96%), dureri epigastrale (68%) si alte manifestari ale tumorii capului pancreatic. Diagnosticul a fost confirmat prin ecografie
abdominala si tomografie computerizata cu contrast sau rezonantd magnetica in regim de colangiopancreatografie.

Rezultate: Toti pacientii au suportat PDE clasica tip Whipple cu pancreaticojejunostomie. Durata medie a interventiei a
constituit 5 ore 21 minute (de la 4 ore pina la 8,25 ore), iar pierderea sangvina intraoperatorie — 674 (250-1500) ml. Rezectia si
reconstructia axului venos mezentericoportal a fost efectuatd in 5 (20%) cazuri. Examinarea histologica a relevat
adenocarcinom periampular la 21 pacienti (pancreatic — 15, ampular — 5, duodenal — 1). Patru pacienti au avut pancreatita
cronica. Perioada postoperatorie necomplicatd s-a constatat la 7 (28%) pacienti. Cele mai frecvente complicatii postoperatorii
au fost: lipsa evacuarii din stomac, fistule pancreatice si biliare. Tratamentul conservativ pentru complicatiile specifice si
sistemice a fost aplicat la 11 bolnavi, drenaj chirurgical sau ecoghidat au necesitat 7 pacienti. Nu a fost notatd mortalitate
postoperatorie. Durata medie de spitalizare a constituit 26 zile.

Concluzii: PDE a devenit o interventie obisnuita, efectuatd in multe spitale. Durata operatiei, pierderea sangvina si durata
spitalizarii au devenit acceptabile. Actualmente, PDE este un procedeu sigur, cu o mortalitate postoperatorie redusa.

TWENTY FIVE CONSECUTIVE PANCREATICODUODENECTOMIES WITHOUT POSTOPERATIVE MORTALITY

Introduction: Pancreaticoduodenectomy (PDE) is the only potential curative method for treatment of pancreatic head cancer
and other periampullary adenocarcinoma. However, decisions in favor of radical procedure are still limited, because of common
misconseption about high postoperative mortality.

Material and methods: Between May 2011 and April 2015, 25 consecutive PDE were performed in Surgical Department. A
total of 13 were male, and 12 were female. Mean age was 60.3 (range 41-80) years. On presentation patients had mechanical
jaundice (88%), weight loss (96%), epigastric pain (68%), and other symptoms of pancreatic head tumor. Diagnosis was
confirmed by abdominal ultrasonography and contrast computed tomography or magnetic resonance
cholangiopancreatography.

Results: All patients underwent classic Whipple PDE with pancreaticojejunostomy. Mean operative time was 5 hours 21
minutes (range 4-8.25 hours), and intraoperative blood loss — 674 (250-1500) ml. Mesentericoportal vein resection and
reconstruction was performed in 5 (20%) cases. Histological examination revealed a periampullary adenocarcinoma in 21
patients (pancreatic — 15, ampullary — 5, duodenal — 1). Four patients had chronic pancreatitis. Postoperative course was
uneventful in 7 (28%) patients. The most common postoperative complication were delayed gastric emptying, pancreatic and
biliary fistulas. Treatment for specific and systemic complications was conservative in 11 patients, surgical or ultrasound guided
drainage required 7 patients. No postoperative mortality was noted. Mean length of hospital stay was 26 days.

Conclusions: PDE has become a commonly performed operation in many hospitals. Operative time, blood loss, and length of
stay have become acceptable. Nowadays, PDE is the safe procedure, with low hospital mortality.

MANAGEMENTUL TROMBOZEI FLOTANTE A VENELOR PROFUNDE: ABORD CHIRURGICAL VS.
CONSERVATOR

GUTU E, SOCHIRCA M, CASIAN D, CULIUC V, ZAPOROJAN A
Catedra chirurgie generala, USMF ”Nicolae Testemitanu”, Chisinau, Republica Moldova

Introducere: Tromboza venelor profunde (TVP) ale extremitatilor inferioare ramine Tn mod constant o patologie frecvent
diagnosticata. Tehnicile tromboreductive miniminvazive, precum tromboliza cateter-directionata si trombectomia percutana se
bucuréd de o popularitate tot mai mare in tratamentul TVP. Insa, in conditile unui acces limitat la tratamentul endovascular,
managementul optim al TVP, mai ales a formei flotante, trezeste controverse.

Scopul lucrarii: Compararea rezultatelor tratamentului chirurgical vs. conservator in TVP flotanta.

Material si metode: Au fost comparate rezultatele clinice si ale investigatiilor ultrasonografice inregistrate la evaluarea a 2 loturi
de bolnavi cu TVP flotanta: lotul | (tratati chirurgical; n=56) vs. lotul Il (trata{i conservator; n=23). Diagnosticul a fost confirmat Tn
toate cazurile prin ultrasonografie Doppler-duplex. In lotul | In asociere cu tratamentul anticoagulant au fost practicate interventii
de intrerupere extraluminala a venelor profunde, proximal de apexul flotant: plicatia venoasa (asociata sau nu cu trombectomia
apexului flotant) sau ligaturarea venoasa. n lotul Il au fost prescrise preparate anticoagulante.
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Rezultate: Virsta bolnavilor a variat de la 19 ani pina la 83 ani. n 19,64% cazuri din lotul | intreruperea extraluminald a fost
anticipata de trombectomie partiala. La bolnavii operati in perioada postinterventionala precoce au fost documentate imagistic 5
cazuri de embolizare la nivelul barierei create artificial, insa nici un caz de trombembolism pulmonar simptomatic nou-dezvoltat.
in lotul 1l au fost inregistrate 4 cazuri de trombembolism pulmonar simptomatic, inclusiv doud cazuri fatale — toate dezvoltate pe
parcursul spitalizarii.

Concluzii: Tn cazuri selecte de TVP flotantd tratamentul chirurgical deschis (intrerupere venoasd extraluminald) ar putea
ramine o alternativa eficienta de prevenire a trombembolismului pulmonar simptomatic. Totusi, criteriile utilizarii actuale a
interventiilor respective ramin a fi precizate.

MANAGEMENT OF FREE-FLOATING DEEP VEIN THROMBOSIS: SURGICAL VS. CONSERVATIVE APPROACH

Introduction: Deep vein thrombosis (DVT) of the lower extremities remains consistently one of frequently diagnosed pathology.
Thromboreductive minimally invasive techniques such as catheter-directed thrombolysis and percutaneous thrombectomy have
gained increasing popularity in the modern treatment of DVT. However, in conditions of limited access to endovascular
treatment, optimal management of DVT, especially of free-floating form, awakens controversy.

The aim of study: Comparing the results of surgical vs. conservative treatment for free-floating DVT.

Material and methods: We compared clinical outcomes and ultrasound investigations data recorded during assessment of two
groups of patients with free-floating DVT: group | (surgically treated; n=56) vs. group Il (conservatively treated; n=23). The
diagnosis was confirmed in all cases by Doppler-duplex ultrasound. In group | anticoagulation was associated with extra-luminal
interruption of the deep vein proximal to free-floating part: venous plication (in some cases associated with thrombectomy of
free-floating part) or venous ligation. In group Il anticoagulants were prescribed.

Results: Age of patients ranged from 19 years up to 83 years. In 19.64% of cases from group | extra-luminal deep vein
interruption was anticipated by partial thrombectomy. In operated patients five cases of embolization at the level of the artificially
created intraluminal barrier were documented by imaging conducted in early postoperative period, but no new cases of
symptomatic pulmonary embolism occurred. In group 1l there were 4 cases of symptomatic pulmonary embolism, including two
fatal cases — all developed during hospitalization.

Conclusions: In particular cases of free-floating DVT extra-luminal venous interruption could remain an effective alternative to
prevent symptomatic pulmonary embolism. However, criteria for actual using of respective interventions remain to be specified.

ASPECTE DE DIAGNOSTIC $I TRATAMENT CHIRURGICAL AL CANCERULUI DE PANCREAS
HOTINEANU A, HOTINEANU V, CAZAC A, SIRGHI V, IVANCOV G, BURGOCI S
Catedra de Chirurgie nr.2, USMF ,,Nicolae Testemitanu”, Chisinau, Republica Moldova

Introducere: Cancerul pancreatic (CP), desi reprezinta doar 2% din totalul tumorilor maligne, constituie a 5-a cauza de
mortalitate prin cancer si a 3-a cauza de letalitate dintre neoplazmele digestive.

Scop: Analiza rezultatelor retrospective a tratamentului chirurgical al CP.

Material si metode: Studiul prezintd o analizaé retrospectiva a unui lot de 814 pacienti cu CP si a regiunii periampulare,
spitalizati in perioada 2000-2014 in SCR, Catedra de Chirurgie nr.2. Au fost analizate o serie de aspecte clinice: localizarea si
diametrul tumoral, stadiul, prezenta adenopatiilor metastatice, morbiditatea postoperatorie si supravietuirea la distanta. Pacientii
au fost supusi urmatoarelor interventii chirurgicale: rezectie cefalopancreatica — 239 (29,3%), dintre care la 169 (70,7%) bolnavi
s-a efectuat operatia Child, 51 (21,3%) cazuri — operatia Whipple, operatia Traverso-Longmire realizata la 19 (7,9%) pacienti.
Rezectie pancreatica corporocaudald s-a efectuat in 53 (6,5%) cazuri, anastomoza biliodigestiva (by-pass biliodigestiv) — Th 273
(33,5%), splanhectomie toracoscopica — in 29 (3,5%), drenare CBP ca unica metoda de tratament — in 35 (4,3%), by-pass
biliodigestiv extern —in 198 (24,3%), laparotomie cu prelevarea biopsiei — in 16 (1,9%).

Rezultate: Mortalitatea postoperatorie a fost sub 5%. Supravietuirea maximala pentru cazurile de carcinoid pancreatic a fost de
8 ani, pentru CP supravietuirea medie pe grup — de 26 luni, supravietuire maximala — de 4 ani.

Concluzii: Tratamentul CP poate avea viza curativa, cand are ca obiectiv cresterea supravietuirii sau poate fi doar paliativ cand
se au n vedere combaterea unor simptome si cresterea calitatii vietii. Tratamentul CP este multimodal (chirurgical si radio-
chimioterapie), strategia terapeutica fiind stabilitd Tn functie de localizarea si extensia locoregionala a tumorii.

DIAGNOSTIC ISSUES AND SURGICAL TREATMENT OF PANCREATIC CANCER

Introduction: Pancreatic cancer represents 2% of total number of malignant tumors and is 5th cause of mortality by cancer and
3rd cause of lethality by digestive neoplasms.

Aim of study was to analyze retrospective results of surgical treatment of pancreatic cancer.

Material and methods: This study represents the analyses of patients’ group (n=814) with pancreatic and periampullar tumors
which were admitted in second department of surgery, during 2000-2014 year. We have analyzed a lot of clinical aspects:
localization, size, stage, presence of metastatic lymphadenopathy, postoperative morbidity and survival. The patients have been
undergone surgical procedure: cephalopancreatic resection — 239 (29.3%), Child procedure — 169 (70.7%), Whipple procedure
— 51 (21.3%), Traverso-Longmire procedure — 19 (7.9%). Pancreatic corporo-caudal resection was performed in 53 (6.5%)
cases, hilio-digestive anastomosis — in 273 (33.5%), thoracoscopic splanhectomy — in 29 (3.5%), drainage of main biliary duct —
in 35 (4.3%), external biliodigestive by-pass — in 198 (24.3%), laparotomy with biopsy —in 16 (1.9%).

Results: Postoperative mortality was less than 5%. Maximal survival for pancreatic carcinoid was 8 years, average survival for
pancreatic cancer was 26 months, and maximal survival was 4 years.

Conclusion: The treatment of pancreatic cancer is multimodal (surgical and radio-, chemotherapy). Therapeutic strategy
depends on localization and locoregional tumor extension.
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